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This overloaded tow is an
accident looking for a place
to happen. These pictures
were posted on a major
inland towing company’s
website. NMA Directors ask:
Why were these USCGinspected “red-flag” barges
loaded so heavily? Why was
the tow underway in this
kind of weather?
It
is
evident
that
crewmember safety is not a
high priority in an industry
where “falls overboard” is a
major occupational hazard.
What provisions were made
for crewmember safety?
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INTRODUCTION
Licensed mariners working on uninspected towing vessels are often pushed beyond safe limits. Dispatchers and
other company officials, often without any significant experience afloat, may overload towing vessels beyond their
capacity.
Conditions en route may change and demand important changes in “voyage planning.”
Unfortunately, employers and shoreside supervisors often ignore and silence mariners’ safety complaints with
challenges and threats to their jobs like “If you can’t do the job, we will find someone that can.”
Over the years, we kept the Coast Guard at all levels informed about safety problems with oversize and
overloaded tows on behalf of our mariners but, for the most part, were ignored. By ignoring the problem, the Coast
Guard compromised its integrity so they can no longer effectively safeguard the general public, the 208,000
merchant mariners they are supposed to superintend, or the public and private waterways infrastructure.
Consequently, we address the ninth revision of this report(1) to Members of Congress rather than to the Coast
Guard. [(1)Refer to our Report #R-350, Rev. 3, Mariners Seek Help From Congress on Safety, Health, and WorkRelated Problems that describes other reports our Association directed to Congress.]
In 1994 following the Bayou Canot “Sunset Limited” disaster that killed 47 people, Coast Guard Commandant
Robert E. Kramek recommended to the Secretary of Transportation that: “The Secretary advise Congress that Coast
Guard inspection of towing vessels would not be the best use of resources in preventing marine casualties involving
towing vessels.” However, a decade later on Sept. 9, 2004, Congress rejected this advice and finally ordered the
inspection of towing vessels. Looking back over the past ten years of continuing high-profile towing accidents, our
Association believes that Congress took an essential first step.
INDUSTRY, LABOR, AND GOVERNMENT SHOULD WORK AS A TEAM:
The Coast Guard is more than a “policeman” enforcing laws and regulations. They are supposed to work with
industry and with several hundred thousand credentialed mariners they superintend to promote safety throughout the
maritime industry. A recent report by Admiral James Card (USCG, Retired)(1) shows how far off course the Coast
Guard has strayed. They are supposed to protect the general public from many dangers, secure vital parts of the
nation’s infrastructure, and the environment. Unfortunately, until 2004, the Coast Guard did not request and Congress
did not provide the Coast Guard with the authority it needed to regulate the towing industry and to adequately protect
our mariners that work in the towing sector. [(1)Refer to our report #R-401-E, Where the Coast Guard Went Wrong.]
Our Association pointed out many differences in the level of protection afforded by regulations that govern
inspected vessels in contrast to the minimal number of regulations over uninspected vessels. [Refer to our reports #R276, #R-276-A, and #R-276-B on our Internet website.]
In the past, the Coast Guard preferred to work directly with the American Waterways Operators (AWO) in a
formal “partnership” that excluded any direct dealings with the experienced mariners that actually operate the vessels.
In 1980, Congress established the Towing Safety Advisory Committee (TSAC) that was supposed to provide
experienced working mariners representation and a “seat at the table.” Nevertheless, the Coast Guard and the
companies effective froze out mariner participation until it has become virtually non-existent.(1) [(1)Refer to our report
# R-417. Rev. 1, Report to the 110th Congress: Request for Congressional Oversight on the Towing Safety Advisory
Committee.]
The Coast Guard assumes that each towing company effectively controls and speaks for their employees. That
scenario might take place in a perfect world where every employer listened to and acted upon reasonable suggestions
from its employees. Since this is seldom the case in this industry, the mariners who work on towing vessels organized
within our Association to present their views directly to the Coast Guard. When the Coast Guard ignores us, we have
little choice but to bring our case to Congress.
In most countries, there is a tripartite (i.e., a three-sided) arrangement in the maritime industry where
representatives of government, management, and labor meet together to discuss problems facing the industry. It
happens in this country when maritime unions representing “upper-level” mariners meet with Coast Guard and
industry leaders. Somehow, in the towing industry, the Coast Guard fostered a two-sided “partnership” that virtually
excludes working mariners. The National Mariners Association finds this situation intolerable and seeks to have
experienced, responsible mariners play a more active role to improve safety in the industry.
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NMA DIRECTOR CAPTAIN LARRY P. GWIN ADDRESSED TOWING SAFETY ADVISORY COMMITTEE
[Source: This paper was prepared for the Towing Safety Advisory Committee Meeting, at U.S. Coast Guard
Headquarters, Washington, D.C., March 17, 2004.]
Ladies and Gentlemen, Members, and Guests:
My name is Larry Gwin. I have been a licensed mariner for the last 33 years sailing on the inland rivers. I have
worked for several different companies, and have seen many changes during these 33 years. However, certain
changes that I was expected to participate in went beyond the bounds of safety to the point where they presented a
clear and present danger to other mariners, to other waterway users, to the general public and the environment.
Thank you for allowing me to speak to you today. Based on my experience, I will discuss a situation on the river
and other inland waterways that has become a severe problem. I believe it is important enough to travel from my
home in Illinois to be with you today. The problem concerns oversize and overloaded tows.
One major carrier, and my former employer, insisted upon moving oversize and overloaded tows. They own five
boats that are in a unique class based on their size and horsepower. They are the largest towboats on the Mississippi
River.
“Oversize” means that this company dispatches more barges than these large and powerful towboats were
designed for and can adequately control or handle safely based on their available horsepower, the experience of their
licensed officers, and full consideration of the changeable operating conditions such as river stages, weather
conditions and the ever-present danger of mechanical failure. I will limit my definition of an oversize tow for such a
vessel as being any tow that consists of more than 40 barges dispatched in a downstream direction. Specifically,
“oversize” refers to any number of barges between 41 and 48 on any southbound trip from Cairo, Illinois to the Gulf
of Mexico. Such a load could hold as much as 100,000 tons of cargo or more depending on the draft of its barges.
“Over-loaded” refers to a situation where the standard barges we normally pushed for years had an average loaded
draft of 9 feet carrying a load of approximately1,500 tons per barge. The Army Corps of Engineers only guarantees a
9-foot deep channel maintained by dredging where necessary north of Baton Rouge, Louisiana to Cairo, Illinois
during low water. Newly constructed barges are now loaded to a 12-foot draft with an average of 2,130 tons per
barge. These new 14-foot hull barges that draw 12 feet of water are replacing the old 12-foot hull barges that drew 9
feet of water and sufficed for many years. To the general public, these new barges may “look” the same, but there is a
noticeable difference in the ability of a towboat to handle them. In order to carry the equivalent tonnage in 9-footdraft barges a towboat would have to push more than 68 barges.
As a “heavy-tow pilot” I have pushed 40 barge tows of standard 195’x 35’x 9’-draft barges down river with the
most powerful towboats on the river that have three twenty-cylinder, turbocharged Electromotive Diesel (EMD)
engines totaling 10,500 horsepower. While downbound tows are the most difficult to handle, I have also pushed as
many as 56 barges up river. While most of the barges were in the grain trade, we also integrated other loads including
denatured alcohol, coal and caustic soda in these tows. We call this class of exceptionally powerful towboats the
“ten–fives.”
I have always believed that this was “honest horsepower” although I have watched one industry publication
“increase” the paper horsepower on some 8,400 horsepower boats to 9,000 horsepower without a commensurate
mechanical upgrade of any sort. I have seen similar increases in “paper-” or “sales-horsepower” in smaller boats from
5,600 to 6,000. This kind of horsepower is of absolutely no value to a pilot whatsoever and simply attracts larger and
deeper loading. It is a deceptive practice that can defeat “voluntary” measures taken by joint Coast Guard and river
industry committees under high-water emergency conditions. I believe that whatever horsepower this industry uses
must be “honest” horsepower based on some measurable standard. (1) Without this, we compare apples to oranges
leaving the industry and the Coast Guard as a regulatory agency with neither reliable nor meaningful standard
horsepower figures to base tow handling and maneuverability on. Yet, in this case, I speak of unquestionably the
largest and most powerful of river towboats and seek only a safe and reasonable “upper limit” for vessels of this size.
[(1)Refer to our Report # R-400, Oversize and Overloaded Tows: Towing Vessel Horsepower.]
I have pushed 40-barge southbound tows with these large towboats that are twenty years old or older that were
designed to handle standard 9-foot draft barges. Normally, for the past few years, we pushed 40 barges configured as 8
barges wide by 5 barges long. Up until about two years ago my former employer started asking for “volunteers” to move
6 to 8 extra barges downstream to New Orleans. With the addition of an extra 1 to 8 barges, the length of the tow is
extended by about 200 feet. With this configuration you lose the vital room necessary to negotiate bridges, traffic, and
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close turns when you are southbound with the current. I find that this lost room is critical in just about every case. I
consider this room as a reasonable buffer to correct for normally acceptable navigational clearances, small errors and
mechanical malfunctions when the machinery is performing reliably.
While extending the length of a southbound tow is a major problem for river pilots, the eight-barge width of
existing tows provides problems for other river users. Inland Rule 14(d) gives a southbound vessel the right-of-way
over an upbound vessel as well as the obligation to propose the manner of passage in all cases. This allows the
downbound vessel to legally and effectively control traffic at certain times and places. Keep in mind that the width of
the channel from Baton Rouge to Cairo and on to St. Louis (UMR Mile 191) as published in the Corps of Engineers
“map book” is only 300 feet. A tow eight barges wide takes up 280 of the available 300 feet leaving nothing for other
vessels except to try to find a spot to push into and wait. Waiting for an oversize or overloaded tow to pass can take
hours and cause significant delays to both upbound and downbound traffic – especially as the tow proceeds cautiously
or runs aground for any reason. In addition, threading a 280-foot wide tow through a 300-foot wide buoyed channel is
not an exact science. The Coast Guard and its buoy tenders must do the work and bear the expense of constantly
replacing buoys.
The company began to move beyond “volunteers” to insist that their experienced mariners “advance” within the
company by accepting oversize tows of more than 40 barges and/or by inserting the new oversize barges into the tow.
The company appeared to be willing to accept the risk of damage but simply assumed their licensed officers would
assume whatever risk accrued to their own licenses. In return for this assumption, they compensated their masters with
an additional $50 per day and their pilots with $45 per day.
I want to introduce (our existing) Report #R-340 as a report on oversize and overloaded tows that was put together
with the input from a number of experienced mariners. I participated in preparing several areas of this report. The
report provides a good summary of what can be expected with this type of oversize and overloaded towing on the
Lower Mississippi River and other waters including the Gulf Intracoastal Waterway and Illinois River. Briefly, the
size and composition of these oversize and overloaded tows changes their handling characteristics dramatically.
Oversize tows are more susceptible to unseen eddies or other conditions. Overloaded barges within the tow
adversely affect backing and swinging the tow and make its handling unpredictable. It makes bridges harder to transit.
There is a loss of distance perception when a tow expands from 1,000 to 1,200 feet in length. This makes it hard for
the pilot to judge his navigation moves. This places a tremendous amount of added stress upon the master or pilot.
This stress is well known to cause severe health problems with a number of pilots who I know personally have died or
became permanently disabled from heart attacks or strokes.(1) These huge tows disrupt other river traffic by creating
hold ups that can last for hours and clog the traffic pattern. On these tows there is absolutely no room for error. If you
don't make a turn or a bridge the first time there is no second chance and you are helpless to watch the disaster unfold
in slow motion right before your eyes. [(1) Refer to Report #R-403, Stress and the Licensed Mariner.]
Over the years I regularly moved 40 barges from Cairo, Illinois to the New Orleans area. During this time, I never
broke a tow or scattered its barges. I am proud of my reputation as a responsible and careful Coast Guard-licensed
towing vessel officer. Yet, I had the distinct impression that as the years passed that the company I worked for
became increasingly lax in carrying out its vessel maintenance. I continually reported problems, such as propulsion
and steering difficulties to company personnel with mixed results.
Many members of the public unfamiliar with the industry judge the “power” of a towboat by how many barges it
can push upstream against the current. The real test, as we in the industry know, comes in being able to stop, hold,
and maneuver a large tow moving downstream.
My greatest fear occurred when I was pushing just 35 barges at a medium to low river stage. I found that I simply
could not stop my tow when fog unexpectedly set in. I backed my 10,500-horsepower vessel full astern at maximum
power with all three engines turning at the full 900 rpm for between and two and three miles realizing within the next
mile that there was a state ferry docked at St. Francisville, Louisiana, that carried both vehicles and passengers across
the river. I backed at full power with the engines screaming and the whole boat shuddering for a full fifty (50)
minutes. However, I was unable to stop the tow completely unless and until I dragged the barges to a stop down along
the bank or dragged a string down a sand bar to finish stopping it. I mowed down several hundred yards of young
willow trees in doing this and had difficulty even holding the tow dead in the water until the fog cleared and I could
proceed safely.
I immediately reported this to the company. I advised them that based upon my riding this boat constantly for five
years the vessel needed immediate repair. To their credit, they did put the vessel on dry dock. Upon inspecting the
underwater propulsion gear, we found the two outside flanking rudders were bent out and back toward the Kort
nozzle. The inside port flanking rudder was bent across in a manner that blocked water from reaching the propeller.
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All three propellers were in dire need of replacement. The center Kort nozzle surrounding the center wheel had large
chunks of metal gouged out of it. The vessel had a keel cooler leak that the company did not hesitate to fix.
As for the rest of the repairs, the company representative at the shipyard told me that they would have to be done at
some later date. At this point, I advised the company official that unless the vessel propulsion was acceptably repaired
I could not bring full tows out of St. Louis. In other words, I could not handle 25 to 30 barges from St. Louis to Cairo
and 40 barges from Cairo south. I told them that I would only bring the number of barges I felt the vessel could safely
handle. That figure was 30 barges of 9-foot draft or only 25 overloaded barges. This estimate evidently infuriated the
company officials enough to make a quick fix instead of making complete and thorough repairs.
The company exerted pressure in a number of ways to coerce some towing vessel officers to accept oversize and
overloaded tows. The typical approach to many of its senior Captains is “If you won't do the job, we will get
someone that will.” However, finding a person with comparable experience does not appear to be very high on their
priority list. However, it does open up a slot for “advancement” for a pliable individual willing to step up as master of
one of the nine largest and most powerful towboats in the country and take his chances with the risk. I don’t want to
be known as a towboat captain who, like the railroad engineer Casey Jones, became known for one of the most
spectacular pile-ups of the century!
A mariner and his license coupled with his experience can earn the company a profit. Unfortunately, a lessexperienced pilot can be exploited or coerced into accepting risks that more experienced mariners will not accept
because of the potential damage that can result. The company demonstrated that it was willing to use personal ego,
family, or financial issues as pressure tactics to move their oversize and overloaded tows.
I made an important decision not to move oversize and overloaded tows that cost me my job. My decision came
after long and careful consideration. I asked for a transfer to a smaller boat pushing smaller tows. After I was
terminated, I found that I was not the only mariner that made this same decision. I personally know of at least six
others that made a comparable decision and lost their jobs. The company says our loss of jobs was a result of the
“economy”, work force cutbacks, and seasonal. Yet, less experienced mariners were hired within hours of our
termination? That is clearly an “employment” issue and cannot concern us here today. But, as one of a group of
mariners, I took legal action for unfair labor practices where each of us was wrongfully discharged for refusing to
commit unsafe acts that placed us in jeopardy of loosing our reputations, our licenses, our careers, and had the
potential to cause untold damage on our waterways. We also seek an award of $60,000,000 in punitive damages to
remove the financial incentives that unfairly accrue to a large corporation that crowds and clogs the public waterways
with its oversize and overloaded tows. As pilots, we tried reasoning with the company. We tried to invoke common
sense to no avail. Perhaps tying dollars to common sense will change their mind about taking unnecessary risks!
Our waterways’ infrastructure is supported by the American taxpayers and policed by the Coast Guard. I urge the
Coast Guard, the American Waterways Operators, the National Transportation Safety Board and this Committee to
focus on the problem of oversize and overloaded tows and provide a reasonable solution that protects the interests of
the taxpayers, the industry and the mariners that serve in this industry.
The record shows a number of accidents since the introduction of these oversize and overloaded tows. One
accident that approached a million dollars in damage happened near the Upper Baton Rouge Bridge and is cited in this
report. This accident happened to a mariner who was well posted and had navigated the area many times in almost all
conditions. The question that investigators should ask under these circumstances is: “What happened, and what
changed?”
My answer in consultation with other officers was that the oversize and overloaded nature of the tow was the root
cause of the accident. Strangely, the Coast Guard investigator never reached that conclusion or offered any
suggestions as how to avoid similar accidents. We can forgive him if he lacked the background of a river pilot
approaching this bridge with 42 barges in tow – a place where other pilots previously came to grief. What will it take
before the Coast Guard understands the problem posed by these huge tows and acts to protect the other waterway
users and the infrastructure on our waterways?
You may ask, "Why am I here, today?” I want to tell you that river pilots have tried for years to get someone in
authority to listen to problems that are well known in this industry, only to fall upon deaf ears. The American Inland
Mariners Association tried in the mid-1990s to bring our issues to the attention of the Coast Guard. In 1998 river pilots
tried to unionize hoping that this would give us a strong voice. Unfortunately, mariners met with very strong threats,
intimidation, and resistance by the companies. The “Pilots Agree” movement was not successful and caused many
experienced mariners to be black-listed so that they could no longer work for the better companies. Others were driven
from the industry.
There is little motivation for experienced mariners to work at a job that may kill or disable them years before their
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normal retirement age. There is even less motivation to commit unsafe and reckless acts or to break existing laws or
regulations in an honest attempt to provide for their families.
A mariner that stands the front watch as Master of the vessel is now caught in a situation where he almost certainly
must violate the existing 12 hour rule in light of the time he must spend doing reports, holding safety drills, and other
duties managing the crew and shepherding a large number of barges. He must continue to stand his six-hour watch no
matter how much time he spends doing these other necessary things instead of resting during his “off-duty” hours.
Add this to the stress of an oversize and overloaded tow and you will see why the determination by the American
Inland Mariners Association that the average life span for river pilots is only 57 years worries many mariners. Thus,
the matter of oversize and overloaded tows that developed in the pressure of corporate “business competition” has
turned into unbridled greed and has cause a significant safety problem with a measurable human toll.
Will it take another tragic and catastrophic event for the Coast Guard to act? A one-barge tow took out the Judge
Seeber Bridge in New Orleans; a two-barge empty tow took down the I-40 bridge at Webbers Falls; a four-barge tow
brought down the Queen Isabella Causeway in Texas; six-barges caused the Amtrak
disaster at Bayou Canot. Just imagine what a 48 barge tow traveling at 10 to 12 miles per hour southbound, at a
medium to high river stage with the current, carrying between 70,000 and 100,000 tons of cargo could do to a bridge
heavily laden with traffic, to a chemical dock, or to the river infrastructure at Memphis, Baton Rouge or to the
chemical corridor down river toward New Orleans? While we are absorbed with guarding against terrorists, we must
also guard ourselves against preventable catastrophic accidents.
As members of the Towing Safety Advisory Committee, I ask you to consider what actions by the towing industry
or even regulations it would take to resolve this aspect of the oversize and overloaded tow problem. If it is an
“industry problem,” the industry should step in and solve it. If it becomes a “regulatory problem,” then the Coast
Guard must step in and solve it.
I did my best to present this problem as a person with experience handling one of the largest and most powerful
towboats on the river. This is just the pinnacle of the iceberg and it is in plain view. I respectfully ask you to consider
that there is a clear need to define and establish an upper limit for tow size. As an experienced pilot, I recommend that
that the upper limit for downbound tow size must be capped at a maximum of 40 barges, 195 ft. x 35 ft. x 9 ft-draft on
any southbound tow pushed by a 10,500 horsepower towboat on the free-flowing main stem of the Mississippi River
between Cairo, Illinois and the New Orleans area.
I suggest to this Committee, to the Commandant of the Coast Guard, and to the Chairman of the National
Transportation Safety Board that any larger tow be recognized and labeled as “an unsafe industry practice.”
Thank you for your time and your future consideration of this problem.
Tow Size – A Comparison
The nuclear-powered aircraft carrier USS Ronald Reagan (CVN-76) commissioned in 2003 when loaded,
displaces approximately 104,000 tons and carries more than 5,500 officers and crew. The vessel is 1,092 feet in
length with an overall beam of 252 feet. Its draws 37 feet of water. Its flight deck has an area of over 4.5 acres (about
3.4 football fields). It is powered by a pair of nuclear reactors that deliver 260,000 shaft horsepower through four
screws that provide a top speed in excess of 30 knots. The hull is held together be welds.
The towboats Captain Gwin references were built in thirty years ago in the mid-1970s and are slightly less than
1,600 gross register tons and carry a crew of 10. A typical “ten-five” towboat is the largest and most powerful
towboat on the Mississippi River and is generally 190-feet in length with a beam of 54 feet. It draws approximately
9½ feet of water although certain barges in her tow may draw as much as 13 feet of water. When pushing a 40-barge
tow, the tow covers 6.42 acres (about 4.8 football fields). When pushing a 48-barge tow, the tow covers an area of
7.71 acres (about 5.8 football fields). The towboat is powered by three 20-cylinder Electromotive Diesel engines
delivering a total of 10,500 horsepower. The towboat and tow are held together by steel cables, often second-hand
elevator cables installed and re-installed for each voyage by the towboat’s unlicensed crewmembers. Maximum speed
depends upon the current.
Artco’s Six-Long Tows Collide With the Seaman's Protection Act
By Tim Akpinar, Esq
[Source: WorkBoat Magazine, July 2007. Tim Akpinar is a Little Neck, N.Y.-based maritime attorney and former
marine engineer. He can be reached at 718-2249824 or t.akpinar@verizon.net.]
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The Seaman's Protection Act protects seamen from being fired for refusing to perform duties ordered by the
employer if the seaman believes that it would result in serious injury to them, other seamen, or the public.
This became an issue when a veteran towboat captain who did not want to participate in his employer's “six-long”
program was discharged. In the six-long program, 48 barges are arranged six long, by eight wide. A captain's reservations about pushing a six-long tow is understandable for a number of reasons, not the least of which is safety and
potential loss of his or her license. An extra set of barges can add 200 feet to the length of a tow.
The Seventh Circuit Court grappled with this issue in Gwin v. American River Transportation Company. Capt.
Larry Gwin and five other former captains and pilots filed suit against ARTCO on the grounds that they were fired
because they refused to perform duties they considered unsafe. The jury returned a verdict in favor of Gwin but
against the other plaintiffs. Afterwards, ARTCO filed a number of motions, and the lower court again ruled in favor
of Gwin. On appeal. the Appeals Court upheld the District Court's position and awarded Gwin compensatory and
punitive damages.
Aside from the Seaman's Protection Act issue, the case is significant because it analyzes what it means to give an
“order.” ARTCO argued that Gwin had not received an order to push six-long tows, and the captain's testimony
supported this. However, the court felt there was sufficient evidence that the company had “implicitly” ordered the
captain to push the tows.
To illustrate, if you ask someone to do something in clear terms, that's an “express" order.” Please arrange for
someone to cover Smith's watches next Tuesday and Wednesday.” Obviously, no one is confused there. But it's
different if you suggest to a person that you want them to do something, without quite coming out and saying it.
That's, what the court said happened here.
After conveying his reluctance to pilot six-long tows, Gwin's performance ratings were lowered.
[Editorial note: To date, neither TSAC, AWO, the towing industry, nor the Coast Guard have taken steps to define
the maximum tow size allowed on the Lower Mississippi River in spite of additional accidents to oversize tows. At
present, ARTCO is the only company that continues to operate tows in excess of 40 barges southbound on the Lower
Mississippi River.]
CUSTOMERS REQUIRE INLAND TOWING INDUSTRY TO IMPROVE ITS RISK MANAGEMENT
[Source: Marine News, Nov. 25, 2002, pgs. 8, 9]
Warning that improving safety trends were no cause for complacency, shoreside maritime leaders were told that
the industry safety records were "totally unacceptable" by John Rose, General Manager Shipping Shell Trading (US).
He expressed his opinion during a keynote address at the Professional Development Seminar for Port Captains,
Marine Superintendents, Operations Managers, Training Specialists, and Port Engineers sponsored by the Seamen's
Church Institute (SCI) on October 22-23 at its Center in Paducah, KY. "The number of fatalities in this industry is
simply unforgivable," he said to an audience of 44 shoreside professionals from 22 different companies. "This is an
industry with a safety record which indicates it is close to crisis. Many fatalities caused by bridge allisions and
man overboard incidents on the barges themselves have yet to be properly addressed. Some key aspects of the
safety culture on the waterway are 10-15 years (from) where I expect them to be."
[NMA Comment: Backing Mr. Rose’s contention is a Coast Guard Memorandum dated May 12, 1994 titled
Towing Industry Exposure Data. This document pops the bubble of a safety-minded industry.] [Refer to NMA
Document #A-193 (5).]
Rose is responsible for the setting of standards and business assurance of all Shell's shipping activities in the
United States. While Shell owns six barges, it contracts for more than 3,000 voyages in the inland waterways. "John
Rose is absolutely on the mark. No fatality is acceptable," said Eric Larrson, Director of SCI's Center for Maritime
Education. "We need to get every company to raise their bar. Every workplace should strive earnestly to be injuryfree with all employees focused on safety." According to Rose, a documented safety management system, which is
properly applied, is absolutely "crucial" for a contract from Shell. "We need to see documentation that proves that
management is behind the American Waterways Operators Responsible Carrier Program."
[NMA Comment: We support the American Waterways Operators’ Responsible Carrier Program (RCP) as
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far as it goes although we believe it does not go far enough. Therefore, we will continue to push for federal
vessel inspection regulations similar to existing regulations that cover other classes of comparably sized vessels
to improve “substandard” operators to protect our mariners. Refer to GCMA Reports #R-276, #R-276-A, and
#R-276-B.]
Rose is "very concerned" that "about 75% of the inland and coastal maritime industry that has not signed on to the
Responsible Carrier Program (RCP)." He warned that operators without such discipline are exposing themselves to the
potential for more accidents. Among companies that are part of RCP, Rose finds it "strange" that some audit reports
have no "adverse findings. Any company that is totally perfect should have zero incidents," he said. "We expect
problems. We want to see how the company is addressing them."
The Seamen's Church Institute developed the seminar in response to a shortage of formalized training for
shoreside personnel. "Great efforts are made within companies for the training of entry-level individuals and
officers," said Eric K. Larsson, director of SCI's Center for Maritime Education. "We are encouraging the industry to
look at how office and vessel personnel interact in order to create a safer environment…."
…A Year Later
[Source: The Waterways Journal, Nov. 17, 2003, p.6]
At another seminar held at SCI a year later, Harry Lee, Shell Trading Company’s manager of shipping operations
and standards, spoke to representatives of ten major towing companies. In his speech, Lee compared deep-draft safety
standards and challenged inland companies to increase their emphasis on safety.
Lee spoke at length about Shell’s safety program, stating that the company operates a fleet of 80 deep-sea vessels
in worldwide trade and tracks every safety and environmental incident that occurs on board. He said the company’s
Total Recordable Case Frequency (TRCF), a measure of the frequency of accidents on board Shell vessels, has
dropped to just 1.4 incidents per million-man-hours.
“When we compare that fleet performance to the OSHA performance of U.S. fleets, which are measured on a
200,000-hour standard, the results are staggering,” he said. “The data reveals that the U.S. barging industry has a
TRCF of around 20. Why is that? Have we gotten used to losing 10, 15, or 20 lives every year in this industry?
“Shell believes that the industry can, and must improve. Already we are tracking the TRCF of our contractors and
that number is down to 12.6 – well below the overall industry rating of 20.”
The history of maritime regulation is that an industry catastrophe brings about a series of regulations designed to
mitigate that incident’s causative factor, Lee said.
“This cause and effect relationship should be the impetus for the maritime industry to address the issues around
human factors and to provide specific solutions before another incident forces the heavy hand of additional regulation
and documentation,” Lee said. “The industry has already pushed the envelope with its stakeholders with the I-40 and
Queen Isabella causeway incidents. It is time that those types of incidents become a thing of the past that will not be
repeated.”
Lee said those high-profile incidents and others have put the marine industry, both inland and deep-draft, under the
microscope of the government and public. “As a society, we are no longer willing to believe the phrase ‘trust me’
when it comes to health, safety, or the environment,” he said. “We have moved far beyond that into the era of ‘show
me’ and ‘involve me’ in the risk management process.”
Lee charged marine companies to be constantly mindful of safety issues and to be proactive rather than reactive.
“As a charterer, I insist on ‘show me’ and ‘involve me’ if you want to carry my cargoes,” he said.
USCG EIGHTH DISTRICT COMMANDER GIVES TOWING INDUSTRY QUESTIONS TO CONSIDER
[Source: The Waterways Journal, Sept. 9, 2002.]
RADM Roy Casto, Eighth Coast Guard District Commander, addressed the Gulf Intracoastal Canal Association on
August 22, 2002. Casto left his towing industry audience with several questions to consider:
“Are we pressing the limits of the safety envelope too far as the size of tows grows?” he asked. “It was not long
ago that a 600 hp. towboat was considered the standard on the GIWW. Also, it was not long ago that we considered a
195- by 35-foot hopper barge to be a big barge.
“Now I hear that some companies are retiring their 600 hp. Towboats – 1,200 hp. towboats are becoming the
standard, with some companies going to 1,800 hp. towboats.
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“These increases in horsepower probably go hand-in-hand with the fact that some of you are now pushing 297foot-long by 54-foot-wide barges in combinations of two and sometimes three on the head of the towboat.
“Are the tows getting too large for the waterways that exist today? What are the limits?”
More and more companies are beginning to push oversize tows as evidenced by the fact that the Coast Guard is
now issuing 10,000-plus oversize tow permits annually for the area from New Orleans to Corpus Christi.
"Quite possibly related to this increase in oversize tow permits is the increase in losses of aids to navigation due to
allisions," he said. "Our losses have been increasing at the rate of almost $100,000 per year, bringing us to a total of
about $1.2 million in losses per year. The only thing that makes these losses bearable from a safety perspective is the
fact that industry's reporting of allisions with aids to navigation is at an all-time high.
"Although many companies who are pushing bigger loads are using more powerful towboats," Casto said, "I am
concerned that there may be some companies pressing the limits using smaller existing vessels to push larger tows.
The 800 hp. M/V BROWNWATER V was pushing four loaded 195-foot hopper barges when it allided with the
Queen Isabella Bridge. Was this enough?
"Although the experience of a mariner is often the deciding factor in getting a tow through a tight spot or
overcoming adverse conditions, some people still make mistakes and overshoot their turn or get caught to the far right
or left of the channel. Can we continue to assume that every tight spot or adverse weather condition will find only the
most experienced operators on at the helm? Or, given the continuing challenge of getting new operators to replace the
group of experienced ones coming upon retirement, should we approach safety issues with an assumption of having
basically qualified operators at the helm of every vessel versus highly experienced operators at their helms?
"You are the experts, what do you think?” asked Casto. "Maybe it is the right time to address these issues, this time
with a renewed sense of purpose, especially considering that the Coast Guard and industry could lose control of these
issues if the public, media, the Department of Transportation and the Congress are persuaded by arguments from other
organizations. These are challenging issues we need to work together before we are overtaken by events."
[NMA Comment: These are all reasonable questions that deserved thoughtful answers when Admiral Casto
posed them in 2002. Yet, the Coast Guard and the towing industry have not addressed them to date.]
[NMA Comment: Our mariners prefer to work in concert with towing industry management rather than to
fight against them since our paychecks depend on their success. However, in doing so, our mariners expect to
be treated as equals and to have all our legitimate complaints considered.]
Our Towboat Pilots Spoke With RADM Roy Casto
Our Association requested a meeting with Rear Admiral Roy Casto, the Eighth Coast Guard District Commander,
on Dec. 4, 2002 following the WorkBoat Show in New Orleans to discuss oversize tows. We brought several river
pilots with years of experience on the western rivers and the Gulf Intracoastal Waterway (GIWW) to the meeting.
They made a number of points as time permitted and submitted additional points after the meeting:
● The length and width of large tows (specifically those over 35 barges) is too much for the existing bridges to
handle safely. The margin of error for the pilot is too small since large tows literally fill many of the bridges. As
an example, a 48-barge tow in an eight-wide by six-long configuration is approximately 280 feet in width and
1,400 feet in length including the length of the towboat. The widest bridge span on the free-flowing Lower
Mississippi River (LMR) above Baton Rouge, LA, is 850 feet wide with others significantly narrower. Some of
the bridges pose significant challenges for pilots because of their alignment and/or physical location on the
waterway.
● Handling a tow in relatively shallow water depths (specifically, in water less than 20 feet deep) can be a problem
because the tow may go in an unpredictable direction as a result of various physical effects created by the differing
and rapidly changing depth of the channel bottom, vessel handling characteristics, heavily loaded barges (i.e.,
tonnage), and other contributing factors not readily apparent until the tow is placed into the affected channel.
● Coast Guard buoy tenders currently complain about many oversize tows that wipe out many of the buoys, some
only recently set, and including many that are the key “turn” buoys marking a turn in the river. This poses a
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navigational danger to all other vessel traffic that can no longer rely on the buoyage to mark the best water. This
results in grounding other vessels and places hours and often days of additional burden on the officers and crew of
these vessels to free their tows and resume the voyage. Other waterway users must pay for all this lost time.
● Oversize southbound tows often hold up northbound traffic much longer than a normal 30-barge tow would. This
frequently takes up to two hours per boat. It takes longer to maneuver around or, when necessary, to “flank
“bends, further burdening other waterway users.
● Deeper draft (i.e., 12-foot draft) barges are generally placed in the center of a tow especially when making a longdistance tow. However, if you pick up a 12-foot draft barge at an intermediate point (for example at Rosedale, MS,
LMR Mile 585) the fleet boat may place that barge on the outboard side rather than rebuilding the entire tow. If
you ground that barge in the tow, you are likely to take out its entire string of barges when you do. In fact, placing
deeper-draft barges on the periphery of the tow can and does affect tow handling to a degree that may not be
readily apparent until the vessel is underway. Such placement may also contribute to the instability of the tow.
● Oversize tows are a bigger burden to the pilothouse personnel and create a great deal of additional stress. For
example, try judging a distance 1,400 feet ahead of you and 140 feet on either side, and then add to that judgment
the distance a mile or two miles ahead of you attempting to determine the channel condition while steering a
70,000-ton tow at 8 mph southbound.
● A few licensed mariners mistakenly go along with their employer’s grandiose plans to move an excessive number
of barges because it serves as an ego builder. These “Supermen” often have an attitude problem. This attitude,
cultivated in part by experience, hardened by ego, is harvested at the expense of other river employees, by adding
more stress, delays and physical work to their job. Other mariners undertake moving oversize or overloaded tows
because of the higher pay it may promise. In doing so, they should also accept an increased risk to their license
and their reputation in case of an accident. Normally, a mariner would have to consider the cost of providing his
own license defense (or insurance) in case of an accident and weigh it against the few extra dollars the higher risk
entails. However, since there are no meaningful size or tonnage limitations placed on the waterway (except
possibly in high-water situations at certain specified locations), licensed mariners break no regulations or policies
when they have an accident with an oversize tow simply because no rules were ever established. The “greed”
factor, both by vessel owners and by mariners, needs to be balanced against the potential harm to the public and
waterways infrastructure that oversize tows can and do inflict. [Refer to our Report #R-293, Rev. 2, Towboats and
Bridges: A Dangerous Mix.]
● It is a common practice to purposely overrate the horsepower of towing vessels.(1) This is done in part to secure
more tonnage from shippers, to avoid the impact of certain advisories or restrictions imposed by the Coast Guard
or other agencies when adverse river conditions exist. This practice in part can be traced back to 1996 when tows
were being severely limited in the number of barges allowed to pass through the Upper Baton Rouge Bridge as a
result of extremely high water and swifter than average currents that occurred during this period. Many pilots
complain that companies boost the nominal horsepower of their boats (i.e., “sales” horsepower) when limits are
set during some high-water stages. Our Association asks that the Coast Guard establish true shaft horsepower as a
uniform measurement and that the controls that the Coast Guard or its duly constituted river management
committees impose on various parts of the waterway be mandatory and enforced on all vessels for the safety of the
public and all affected mariners. [(1)Refer to our report #R-400, Oversize and Overloaded Tows: Towing Vessel
Horsepower.]
● Bridge allisions are a concern with any size tow, even a small one. One barge moving at clutch speed collapsed
one bent of the Judge Seeber Bridge in New Orleans in 1993 with one fatality. Four barges in a clearly
underpowered tow took down the Queen Isabella Causeway Bridge and cost eight lives in Sept. 2001. Six barges
moving only at clutch speed damaged the Bayou Canot railway bridge in 1993 at a cost of 47 lives and more than
$20,000,000 damage – much of it government property. A two-barge tow of empty barges took down the
Interstate-40 bridge at Webbers Falls, OK, with 14 fatalities and an estimated $30,000,000 damage. A 15-barge
oversize tow pushing down the Des Plaines River south of Chicago knocked the Jefferson Street Bridge in
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downtown Joliet, IL, out of commission for an estimated five months in May 2003 severely curtailing local traffic
in this city of 106,000.
● There is major concern with the prospect of bridge allisions from oversize or overloaded tows. A 70,000-ton
downbound tow moving at 8-10 mph or even at a lesser speed can do untold damage to bridge piers and bents and
even result in loss of life.
Example: The Oct. 29, 2002 bridge allision involving ARTCO’s M/V John H. MacMillan, Jr. and its 42 barge
tow with a moored “red flag” barge and two docks occurred when this vessel and tow attempted to clear an
opening in the navigation span of no more than 748 ft. after rounding Wilkerson Point at Baton Rouge, LA, LMR
mile 234. [Editorial Note: We describe this accident in more detail below.]
Example: The Dec. 7, 2002, bridge allision involving ARTCO’s M/V Andrew C. MacMillan attempting to
push 46 barges in an “eight-wide” tow through the Interstate 55 Bridge at LMR Mile 734 at Memphis struck the
bridge sinking one barge and damaging three others. Interestingly, this accident drew scant press attention
although this would not be the case if this major bridge had to be closed for repairs. [Editorial Note: For other
towing vessel bridge allisions refer to our Report #R-293, Rev. 2.]
● Reveted banks are damaged when oversize tows strike them as a result of missed steers or under/over flanking.
Many of these strikes remain unreported. The U.S. Army Corps of Engineers should make public the cost of
revetment repair work and other damage to public facilities and infrastructure such as lock guide walls, damaged
gates, and fendering. Since the Coast Guard admits it lacks expertise in this area, we believe Congress should
solicit the views of the Corps of Engineers as to the tow size the existing river and canal infrastructure can handle
with safety. Bridge owners should also be called upon to report and make the cost of any damage to their facilities
a matter of public record as many of these bridges and other facilities are public property. The cost of damage to
private facilities such as docks, mooring dolphins, conveyors, railway bridges, etc. should be factored into and
balanced in an equation between use and abuse of the waterways.
● Some practices the towing industry is accustomed to are abusive to the infrastructure. These practices need to be
identified and changed. Among these practices is perpetuating the practice of pushing wide tows through narrow
waterways without regard to damaging or degrading the channel bottom and public or private structures and aids to
navigation along the way.
● Another item seldom if ever reported are “near-misses.” Just as passenger jets are known for their near misses,
river tows have near misses as well. Imagine two oversize tows, one with 48 barges, and the other with 42 barges,
sideswiping each other or unit chemical or petroleum tows in or near a populated area. Even excluding hazardous
cargoes, the potential of 90 barges adrift can create havoc as it did several years ago in the “chemical corridor”
north of New Orleans.
● Since “9/11,” the very nature of waterways security has come under closer scrutiny. However, there is little or no
security applied to these oversize tows. Because of their massive size, these flotillas could be used as weapons to
destroy or disrupt many and various targets. [Refer to our Report #R-325, Rev. 1. Maritime Terrorist Threat
Assessment for the New Orleans Area.]
● Simple Physics: When a 200’ x 55’, 10,500 hp towboat faces up to 48 loads, it can become a matter of the “cart
dragging the horse”. This is true especially when the draft of the tow exceeds the draft of the vessel. The vessel
does not have the ability to “get under” its tow. By this we mean that both steering and handling are greatly
diminished.
● Much like defensive driving is practiced on our highways, so also must give way vessels be more vigilant when
meeting an oversize tow because of the tow’s restricted ability to maneuver.
● Oversize tows, as a result of their size are extremely sluggish in their ability to maneuver. Precision steering
simply is not possible. An example is the need for an oversize tow to “flank” a bend where a standard 35-barge
tow would have no trouble steering the same bend. Regardless of a pilot’s ability to navigate, familiarity with the
area, or years of experience on any given segment of the river, the law of tonnage versus water force is
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inescapable. When a pilot has successfully transited an area time and time again with no accidents, when he does
have an accident, the question arises is: “What changed?”
● In the Gulf Intracoastal Waterway (GIWW), a decade ago the largest tow consisted of five barges strung out
(approximately 1,000 feet plus the length of the towboat). This reflected the maximum length of tow the largest
locks could accommodate and, by doing so, pushes this waterway to its limit. In fact, a number of bends had to be
straightened and dredged to accommodate these long tows.
● In the past ten years, the Coast Guard reports issuing an increasing number of “oversize tow permits.” These
permits allow the same vessels to now push six barges instead of five. The six barges include an extra barge in a
shortened tow configured two wide by three long and called a “six-pack.” Handling this “extra” barge with the
same horsepower clearly illustrates the efficiency that owners enjoy thanks to the professionalism, expertise, and
patience of the typical towing vessel officer. However, this relaxed policy often pushes the 125-foot width of this
waterway as well as the patience of the licensed officers that use it to and often beyond their limits.
● Many towing vessel operators (i.e., Masters and Pilots) as well as vessel operating companies mistakenly believe
that when they obtain an oversize tow permit it confers a special operating privilege to an oversize tow that,
because of its size, may have a very difficult time passing through the narrow waterway. In reality, such a belief is
in contrast to 33 CFR §162.75(b)(5), which prescribes operating restrictions on tows wider than 55 feet or more
than one-half the channel width (i.e., 62.5 feet). This regulation, however, is seldom enforced. Pushing these
oversize tows, often by necessity, means that they little maneuvering room for other traffic often forcing other
vessels outside the channel. This misconception may originate from the difficulty mariners experience in obtaining
hard copies of the regulations and policies that govern the operation of oversize tows. These regulatory
requirements should accompany an oversize permit. Obtaining an oversize permit has become so routine and,
consequently, is little more than an administrative burden rather than a meaningful voyage-planning document. In
fact, the special interests in the inland towing industry through TSAC took the teeth out of most of the formal
“voyage-planning” requirements put in place for other sectors of the towing industry. The investigator in the
accident that destroyed the Queen Isabella Causeway Bridge made this point in his accident report.
● A problem experienced on the Intracoastal Waterway is the appearance of mismatched tows containing a variety of
barges from crane barges, to wide fuel barges, “lash trash” barges, to dredging equipment whose handling
characteristics are not always predictable. A related and serious problem of safely estimating the overhead
clearance of barge-mounted cranes pushed by towboats, has damaged a number of bridge roadways without the
Coast Guard ever bothering to draft appropriate regulations – as we previously reported to Congress. (1) [(1)Refer to
our Report #R-293, Rev. 2, Towboats and Bridges: A Dangerous Mix.]
● Another problem(1) that attracted attention is the use of the waterways by tows whose vision from the pilothouse is
severely obstructed. Increased publicity by Captain David C. Whitehurst, a Director of our Association, and
articles in The Waterways Journal by Bill Evans helped to point out the dangers and liabilities that accompany this
problem. Construction of many newly elevated pilothouses has helped to resolve the anxiety and stress many of
our Pilots faced from being unable to view significant parts of their tow. [(1)Refer tour Report #R-275, Rev.3,
Navigation Bridge Visibility]
● Handling an empty barge in the wind on any narrow waterway requires as much if not more horsepower than
handling the same barge when it is loaded. However, on the Gulf Intracoastal Waterway, many “six-pack” tows
are so underpowered that they become “windbound” against the bank in moderate to fresh breezes. This condition
becomes most noticeable in “northers” during the winter months when water depths diminish by two feet or more
in the waterway. In addition, tows containing empty barges “crab” along the waterway taking far more than their
share of the width of the channel. The project width of the GIWW is 125 feet; two barges abreast take up 70 feet
of the 125 feet in calm water. In a meeting situation on a breezy day, it appears to approaching vessels that a
“four-pack” or “six-pack” tow hogs the entire canal.
● On a planned voyage of more than a few hours duration, the weather and/or the river stage cannot always be relied
upon to remain constant so that Pilots must anticipate and plan for adverse towing conditions. The Master of the
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vessel must have the necessary tools on hand to cope with changing conditions. Adequate shaft horsepower (as
opposed to “sales” horsepower) must be one of those tools and one that only the boat owner can supply.
● Fatigue is a critical factor on oversize and overloaded tows operating on a 24-hour schedule. Attempting to
navigate an eight-wide barge tow through a 770-foot channel span (as occurred in an accident with an oversize tow
at one of the bridges in Memphis as cited below) requires focused and consistent concentration to carry out the
maneuver. There is literally no room for error or tolerance for distraction. When an experienced Pilot successfully
transits a familiar area time and time again with no accidents, the question arises when an accident occurs: “What
Changed?”
● The number of days a Master or Pilot spends on a vessel (including working as a trip pilot on his time off) must
also be taken into consideration by both mariners and their employers. We believe that closer scrutiny of this
problem should have lead to a major correction following the I-40 bridge allision and collapse at Webbers Falls,
OK, that caused multiple fatalities. Both the Coast Guard ant the NTSB dropped the ball on this accident.(1)
[(1)Refer to our Report #R-370-A, Rev. 2. Report to Congress: Fifth Anniversary of the Webbers Falls I-40 Fatal
Bridge Accident: Unresolved Issues Revisited.]
● The job of a Master on a large tow takes time beyond the 12 hours per day that he is scheduled to stand watch in
the pilothouse.(1) The Master has responsibility for the overall operation of the vessel, a job that a responsible
officer (and his company) takes very seriously. This job is both time-consuming and stressful. [(1)Refer to Report
#R-413, Rev. 1, A Direct Appeal to Congress to Reform the Two-Watch System.]
● When a heavy tow is built with a “notch,” that notch can and does create additional stress and aggravation for the
pilot because the tow has a tendency to drag and not steer steadily.
PREVIOUS STUDIES ON TOW POWERING & CONFIGURATION
The subject of oversize and overloaded tows was widely discussed among towboaters in the 1994-1996 period
following the major floods on the Upper Mississippi River. The American Admiralty Bureau in its booklet Interim
Recommendations for Tow Powering and Configuration for Western Rivers Push Tows, ISBN 1-879778-62-9 by
CDR John Deck III, USCG (Retired) contains a review of previous studies, recommendations and a bibliography that
serves as a suitable starting point for a meaningful discussion on limiting tow sizes to protect the environment, the
waterways infrastructure, and the safety and welfare of our mariners. Unfortunately, the Coast Guard appears to have
abdicated its safety role in waterways management on this issue.
Mariners are disappointed that they never had a voice in any of the decisions made during the decade of the 1990s.
The Coast Guard and the towing industry drowned out complaints by the American Inland Mariners Association.
That effectively allowed the operators of oversize and overloaded tows to continue to operate without effective towsize regulations. Finally, more than 1,400 mariners voiced their disapproval of working conditions in organizational
meetings when they joined the Pilots Agree movement in 1998 and went on strike. Unfortunately, that movement did
not attempt to solve the oversize and overloaded tow problem on either the western rivers or the GIWW.
Consequently, mariners are forced to cope with existing conditions or face the threat of losing their jobs if they
complain about it. Older, more experienced pilots often decide it is better to finish their days afloat with a job rather
than in hunting for a new career. Towing companies also use “blacklisting” as an effective threat to keep mariners
compliant and handling any duties assigned them without complaint. Consequently, and coupled with the Coast
Guard’s gross mismanagement of merchant marine personnel, the problem of crew shortages plagues the towing
industry today as the pool of experienced labor leaves the industry.
The problems cited above were not addressed because mariners in the 1990s, aside from the American Inland
Mariners Association (AIM), did not have an organization necessary to present their views to the Coast Guard and
industry in a setting where meaningful reforms could take place at either the local or national level. Let the record
show that AIM did delineate and do its utmost to solve these problems during the Presidency of Captain John R.
Sutton. Unfortunately, industry successfully countered any attempt to influence the status quo and “partnered” with
the Coast Guard to effectively bury the problem.
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Congress must not allow the deplorable conditions on our waterways to continue without soliciting meaningful input
from thousands of licensed mariners that operate the vessels. The remainder of this report outlines some of the
practical problems that tow pilots experience on rivers and inland waterways. Most , but not all, of these examples
occurred on the waterways of the Eighth Coast Guard District.
EXAMPLES OF OVERSIZE AND OVERLOADED TOW ACCIDENTS
Example #1 - M/V JOHN H. MACMILLAN, JR DEMOLISHES DOCK IN BATON ROUGE
[Source: This narrative account appears in the following U.S. Coast Guard accident report obtained under FOIA.
Misle Activity #1697682; FOIA #03-0317; NMA File #M-299, Release Date: Aug. 4, 2003.]
Introduction: On Oct. 28, 2002, the towing vessel JOHN H. MACMILLAN, JR., pushing ahead a tow of 42
loaded dry cargo barges, allided with the tank barge SCC-107 that was moored at the Rhodia transfer dock
located at Lower Mississippi River (LMR) mile 234. The tank barge SCC-107, dry cargo barges AB-68 and ART1020, and both the Rhodia and Formosa Plastics docks received heavy damage as a result of this casualty.
The apparent cause of this casualty was an unknown object becoming lodged in the tug JOHN H.
MACMILLAN, JR’s port propeller as it transited Wilkerson Point, making the port propeller inoperable for
approximately 15 seconds. No injuries or pollution resulted from this casualty.
Facts: On Oct 28, 2002 at approximately 2350, the tug JOHN H. MACMILLAN, JR. was southbound at LMR
mile 234 pushing ahead a tow of 42 loaded dry cargo barges in a 7-long by 6-wide (1) tow configuration while
flanking the Wilkerson Point bend. The river stage at this time, according to the Port Allen gauge, was 12.9 feet.
The operator and Master of the tug at this time was Mr.■■■. The bend at Wilkerson Point turns sharply to
starboard when transiting southbound. When transiting south around Wilkerson Point bend, immediately after the
bend, located along the left descending bank, is the Rhodia chemical transfer dock and a quarter of a mile below the
dock is the Highway 190 Bridge. [(1) The tow diagram furnished with the accident report clearly shows the tow was
7 barges wide by 6 barges long. The problem lies with any six-long tows.]
According to Mr. ■■■, typical river procedure when maneuvering around this bend is to place both of the
vessel’s engines in neutral while turning the tow to starboard to face the river on the south side of the bend allowing
it to drift until the tug and tow clear the bend. After clearing the bend, the tug is switched to full ahead propulsion
to maneuver the tug and tow out of the drift and away from the left descending bank. Mr. ■■■ was performing this
maneuver and had come to the point where he had switched the propulsion of the tug from neutral to full ahead. As
he did this, he claims an unknown object became lodged in the tug’s port propeller. This resulted in the tug losing
propulsion in the left propeller and drifting towards the left descending bank. Mr. ■■■ claims the object remained
lodged in the port propeller for approximately 15 seconds before breaking free. After the object broke free, the tug
regained propulsion in the left propeller, and Mr. ■■■ attempted to maneuver the JOHN H. MACMILLAN, JR. and
her tow out of her slide towards the left descending bank.
Mr. ■■■ claims the tug and tow were approximately 300’ to 400’ away from the left descending bank when the
object passed through the port propeller. After the object released from the propeller, the tug began pushing full ahead
down river, but still drifted towards the left descending bank and the Rhodia chemical transfer dock. Mr. ■■■
attempted to maneuver the tug and tow away from the dock and out into the channel, but did not have sufficient time
or speed to make it safely. The aft outboard barge on the port string of the tow, barge AT-110, allided with the tank
barge SCC-107 that was moored at the Rhodia dock. Approximately 30 to 40 seconds elapsed between the time the
object became lodged in the port propeller to the time the allision occurred.
The force of the allision pushed the barge SCC-107 into the Rhodia dock causing damage to both the barge and
dock and breaking the barge’s mooring wires. Following the allision, Mr. ■■■ maneuvered the tug JOHN H.
MACMILLAN, JR. and its tow under the Highway 190 Bridge. Following the initial allision, the barge SCC-107
broke free from the Rhodia dock and drifted down river.
Directly south of the bridge on the left descending bank is the Formosa Plastics dock. After passing through the
spans of the Highway 190 Bridge, Mr.■■■ attempted to turn the tug JOHN H. MACMILLAN, JR. and its tow to the
starboard in order to avoid the Formosa Plastics dock and get back into the navigation channel. He was unable to
completely avoid the dock; therefore the lead barge in his tow’s port string, the ART-1020, allided head-on with the
support pilings of the north side of the dock at approximately 2353. The force of the allision knocked the pilings out
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from under the north portion of the dock and bent them over to rest on top of the barge effectively pinning the barge in
place. A 20’ by 20’ section of the concrete dock collapsed as a result of this and landed on top of the barge to the
starboard of the ART-1020, the barge AB-60.
The JOHN H. MACMILLAN, JR. and its tow came to a rest following the second collision, and the barge ART1020 remained pinned under the north side of the Formosa Plastics dock. The barge SCC-107, after being set adrift as
a result of the first allision, drifted south through the left descending span of the Highway 190 Bridge and came to a
rest on the left descending bank north of the Formosa Plastics dock and the JOHN H. MACMILLAN, JR. Following
the second allision, the crew of the JOHN H. MACMILLAN, JR. surveyed the barge ART-1020 and determined that
attempting to remove the barge from under the dock would have been unsafe. The barge was removed from the tow
and the JOHN H. MACMILLAN, JR. transited across the river and pushed its tow up to the right descending bank.
After tying the tow to the bank, the JOHN H. MACMILLAN, JR. returned to the left descending bank to tie up to the
SCC-107. The SCC-107 was then pushed up to the Rhodia chemical transfer dock and tied off. Following this, the
JOHN H. MACMILLAN, JR. returned to its tow on the right descending bank and pushed up to await the arrival of a
surveyor, company personnel and the U.S. Coast Guard. The barge ART-1020 remained pinned under the Formosa
Plastics dock.
After a professional surveyor, Mr. ■ of Budwine & Associates, Inc., reviewed the situation, a survey plan was
submitted to the Coast Guard to have the piece of dock removed from the barge AB-60 and remove the barge ART1020 from under the Formosa Plastics dock. A crane was brought in to remove the piece of dock from the barge AB60 and place it on the Formosa Plastics dock; and the barge ART-1020 was pulled from under the dock by the JOHN
H. MACMILLAN, JR.
The total dollar amount of all damage was estimated at $940,000.
Apparent cause: The apparent cause of this casualty is the JOHN H. MACMILLAN, JR’s port propeller became
inoperable for approximately 15 seconds when an unknown object became lodged in it causing the tug to lose thrust
while making a flanking maneuver around the Wilkerson Point bend at mile 234 on the Lower Mississippi River.
Following the casualty, divers were sent down to inspect the port propeller to determine if it had suffered any damage.
They could find no sign of damage to the propeller. American River Transportation Co. (ARTCO), according to Mr.
■■■■, a port captain with ARTCO, believes that something actually went through the port propeller causing the
accident. The towboat was put into dry dock so a full inspection could be made on the port propeller. Minor
scratching was found in the area of the port propeller, but there was no significant evidence found to prove that
something actually did become lodged there. In the event that something did not become lodged in the propeller, the
apparent cause of this casualty would have been operator error on the part of Mr. ■■■. Mr. ■■■ claims that he has
transited the Wilkerson Point bend on numerous occasions without incident. He was drug tested following this
casualty and the results were not revealed in the Coast Guard report.
Recommendations: The Coast Guard made no recommendations for this casualty.
[NMA Comment: The lack of “recommendations” as well as the tow configuration error cited above indicates
that the Coast Guard lacked the expertise necessary to conduct an investigation and evaluate the problems
posed to other waterway users and facilities presented by oversize and overloaded tows.]
[NMA Comment: Capt. Larry Gwin and five experienced river pilots working for this operating company
(ARTCO) contended that they were required to push oversize tows they are not comfortable working with.
Pilots that offered any resistance to this policy were replaced with others willing to work under those
conditions. This matter was brought to trial in Federal District Court in East St. Louis, IL and later appealed.
Captain Gwin prevailed in both courts.(1) The Coast Guard still allows ARTCO to push oversize and
overloaded tows on the Mississippi River in spite of numerous accidents.] [(1)Refer to NMA Report #R-340-B for
a transcript of the Appellate Court decision.}
[NMA Comment: This accident is reminiscent of the March 17, 1997 accident where the M/V F.R. BIGELOW
with 25 barges, including dangerous cargo barges, struck the Upper Baton Rouge Bridge during high water,
causing barge IB-960 carrying 1,470 tons of an aromatic mixture of 55% benzene/45% gasoline into the
environment causing the evacuation of Southern University, the state Capitol, and thousands of nearby
residents.]
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River Pilot Reviews Coast Guard Accident Reports
An experienced “fifth-issue” NMA pilot, who is very familiar with the Wilkerson Point area, independently
reviewed the Coast Guard report on the M/V JOHN H. MACMILLAN accident with these findings:
• The Coast Guard report inaccurately described the tow as being “7 (barges) long by 6 wide” even though the tow
diagram clearly showed it as “6 long by 7 wide.” This represents more than a typographical error. It is a basic
misunderstanding of the problem posed by any “six-long” southbound tow on the LMR.
• The Coast Guard report inaccurately described the “starboard string stern barge” as alliding with the moored tank
barge when the port string stern barge clearly was involved in the accident.
• Even with 40 barges configured “5 long by 8 wide” the process of passing under this bridge is close work.
However, in a “6 long by 7 wide” configuration (as existed) you lose considerable stern room because of the extra
195’ of tow length.
• The ARTCO report of the accident (item #17) cites “adverse conditions” without describing them. However, at the
time of the accidents, the river was at a low stage, the visibility was good with only a light breeze. The tow size is
stated as 1380 feet (i.e., item #30). This is 200 feet longer than the normal length of 1180 feet usually carried
through the bridge by an 8,400 horsepower towboat. Clearly, the excessive length of the tow was a problem.
• The pilot made three errors in judgment. First, 42 barges was too much tow for maneuvering in this current.
Second, he clearly misjudged the distance. Third, he tried to “steer” the bend instead of “flanking” it. The Coast
Guard report stated that the “typical procedure when maneuvering around this bend is to place both of the vessel’s
engines in neutral while turning the tow to starboard…allowing it to drift until the tug (sic) and tow clear the bend.”
If the tow “steered” around the bend, if the engines were in neutral, how can you steer a tow of this size since the
rudders without a stream of water from the propellers provides very little steering force. In fact, the report clearly
describes “steering” the bend and not “flanking” it! If he was flanking the bend, there should be mention of his
engines working astern.
• The report that an “…object remained lodged in the port propeller for approximately 15 seconds before breaking
free” is not supported by any statements by the vessel’s engineer or sighting of debris or reports of damage by
divers after the accident.
The same NMA river pilot, who is very familiar with the Memphis area, also reviewed the Coast Guard report on the
M/V Andrew Cargill Macmillan accident cited in this report.
Our pilot noted that the accident report (CG-2692) was submitted by the company’s Port Captain and stated in
part: “The pilot misjudged how fast the tow would flank…Consequently landed on the right descending bridge pier of
the channel span and broke up tow.”
[NMA Comment: Each mariner should be mindful that remarks submitted in written accident reports (on
CG-2692 forms) prepared by third-parties (such as a Port Captain), especially those who did not witness the
event. These reports can adversely affect the status of your license.]
Our Pilot pointed out that in accidents of comparable severity and damage where a pilot clearly loses control of his
vessel and its tow, the Coast Guard pursues administrative proceedings against the mariner…and provided several
examples. In this case, it is clear that the company believed the pilot lost control and conveyed that fact in writing to
the Coast Guard.
[NMA Comment: In both accidents, the Coast Guard Investigating Officers failed to offer any recommendations
of how to avoid similar accidents in the future. Clearly, the safety of our waterways demands that the size of the
tow, the number of barges in the tow, the depth to which the barges are loaded, the configuration of the tow and
the barges in the tow – especially those directly faced up to the towboat, the draft of the towing vessel in relation
to the draft of the barges it tows, the true shaft horsepower of the tow, the condition, number and placement of its
rudders are factors that need to be considered by regulators before allowing oversize tows to use any waterway.]
[NMA Comment: The Coast Guard should consider rulemaking to govern oversize or overloaded tows to
require that require a permit that considers each of the foregoing factors.]
[NMA Comment: All our mariners must be treated equally. What purpose does the Coast Guard serve in
attempting to regulate uninspected towing vessels when they have so few regulations to enforce or when they
enforce them so as to favor employees of large and well-placed companies.]
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Example #2 – M/V ANDREW C. MACMILLAN TOW STRIKES MEMPHIS RAILROAD BRIDGE
[Source: U.S. Coast Guard, Misle Activity #1716174, FOIA Request #03-0429, Release dates Aug. 21 and Sept.15,
2003, NMA File #M-402.]
[On Dec. 7, 2002] the uninspected towing vessel M/V Andrew Cargill Macmillan was southbound on the Lower
Mississippi River pushing 46 loaded freight barges. ■■■ was on watch in the pilothouse. The tow was passing
Memphis, TN, on or about 1310 and approaching the three bridges located at Mile 734.7. From north to south these
bridges are the Harahan Railroad Bridge, Burlington Northern Railroad Bridge, and the I-55 Highway Bridge...
At approximately 1315 the towboat was flanking the tow through the bridges. ■■■misjudged how fast the tow
was flanking and the starboard string of barges grazed the Harahan Railroad Bridge’s right descending bank pier of
the channel span. The tow broke away from the towboat and several local fleeting boats were deployed to round up
the breakaway barges. Four barges sustained heavy damage. The SG-569B flooded its box bow void space; however,
the barge was still seaworthy and placed back into the tow. The AT-515B and AB-83 were both intentionally
grounded to prevent them from sinking. The AT-689B sank near the LDB at mile 730.
[At] 1640, MSO Memphis Investigators ■■ and ■■ arrived on the scene and determined that the pilot’s “Fatigue
Index” score was 22.5, whereas a score of 50 or above may indicate fatigue as a possible causal factor.
[NMA Comment: Aside from “fatigue” on the day of the accident, investigators also should consider the
number of days the watchstander had been on the vessel.]
Facts: Number of barges: 46 (6 long x 8 wide); Property Damage = $150,000; Level of Investigation: Data
Collection; USCG Classification: Routine. No referrals for enforcement. Number of vessels delayed: 6-10. Number
of hours delayed: 0-6 hours. River closed from mile 736 to mile 729 AHP. Preventive actions considered: (blank).
Referral for enforcement action: (blank). Safety alerts: (blank). Status of Harahan Bridge: operational. Grounded
barges were lightered to re-float them. Actions on recommendations: (blank).
[NMA Comment: Dozens of pages in the accident report listed full particulars of 42 undamaged barges. More
effort devoted to investigating the cause of the accident by knowledgeable and experienced investigators might
develop meaningful recommendations to prevent future accidents.]
[NMA Comment: Experienced Coast Guard investigators need to take a long, hard look at oversize or
overloaded tows as factors contributing to accidents and develop workable guidelines to identify such tows.
Witness Statement
“■■■■ and I were standing on the upper end of Economy’s (boat store) dock to watch a large southbound tow
make the bridges. The M/V Andrew Macmillan appeared to be stopped approximately one-half mile above the
bridges. He twisted his head out and started making headway with a point on the upper pier. There was a one-barge
notch on the starboard head so as he got closer to us we could not see the starboard string. As the lead barge of the
second string came abreast of the upper pier, I told ■■■■ , “He’s at least 100 feet wide that he should have this
licked.” But as the lead barge (of the second string in) was clearing the bridge we heard thundering and rumbling
sounds. The lead barge, starboard string was approximately abreast the center pier. The tow started to wiggle so we
started running. The M/V Andrew Macmillan blew 5 (blasts). I ran faster and did not look back. We fired up the
M/V Mr. Scheffel, knocked out, and started shoving loose barges away from our dock then ACLT, Exxon and Lion as
they got to them.” S/ Name Redacted.
[NMA Comment: Our mariners assert that the pilot on watch during the accident was experienced and well
posted for the area he was working in.]
[NMA Comment: Attempting to navigate a tow 8 barges wide (280 feet) with a “notch” through a 770’ ft.
channel span takes focused and consistent concentration to carry out this maneuver. There is literally no room
for error.]
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[NMA Comment: This accident occurred during daylight hours while making the bridge approach in a
controlled flanking maneuver. Investigators never identified what caused the lack of control? When a pilot
successfully transits a familiar area time and time again with no accidents, the question comes up, “what
changed”? To prevent future occurrences, experienced personnel who are capable of determining the cause of
the accident must conduct Coast Guard investigations.]
[NMA Comment: Low water conditions existed when this accident occurred. The Memphis Gage was at 1.5 ft.
with a slow fall. The current going through the bridge was minimal at this river stage.]
Example #3 – M/V AMERICAN PILLAR DEVASTATES WATERFRONT CONDO
M/V American Pillar Rams the “Cajun Condo” Hunting Lodge
[Source: USCG Misle Activity 1765805, Case #170499. Mnl27.1B, Jan. 2005]
“On 14 March 2003, at approximately 0830, the Uninspected Towing Vessel AMERICAN PILLAR, owned by the
American River Transportation Company (ARTCO) allided with The Silos Lodge at mile 270.4 on the right
descending bank of the Lower Mississippi River near St. Francisville, LA. The AMERICAN PILLAR, a triple screw,
10,500 hp vessel, was heading northbound pushing ahead forty-two hopper barges consisting of nine loads and 33
empties.
“The Silos Lodge sits at mile 270.4 on the Lower Mississippi River. It consists of two grain silos that were
converted into a commercial hunting lodge. The facility comprises two corrugated steel buildings approx 36 feet in
diameter divided into four levels. There are three porches built between the buildings at the upper three levels, which
link the two buildings together.
“On the day of the incident the Lower Mississippi River was at approximately 32 ft above the mean water level on
the Baton Rouge gauge. The high water resulted in the lower level of the Silo's Lodge being flooded with
approximately 4 ft of water at the time since it is situated within the banks of the Lower Mississippi River. The river
was flowing with a current of approximately 4 to-5 knots. Visibility was less than one mile because of the dense fog.
“As a result of the dense fog on the Mississippi River(the Master) decided to "push in" (a term towing vessel
operators use when they intentionally put the head of the tow into the bank and hold that position) on the left
descending bank to await better conditions. As the AMERICAN PILLAR was pushing in to the bank, the head of the
tow slammed into the Silos Lodge wiping out part of the lower level of one of the structures.
“During the surveyor’s subsequent conversation with the towboat’s Master on Mar. 14, 2004, the Master stated
that he was using the radar mostly on its unlimited setting, but would change scales occasionally to the three mile and
half-mile settings. The Master said he couldn't tell the exact distance the lead barges were from the bank. At the
radar's unlimited scale this is a normal occurrence due to compression of the image.
“In a deposition the Master gave on Oct. 8, 2003, he stated that he thought he was pushing in to a location
approximately 2 miles south of his actual location. Phone records indicate that the Master had been conversing on the
vessel’s cell phone shortly before the estimated time of the incident.
“The damage consisted of a pulled up kevel on the port stern of barge ADM 111 as well as damage to the silos.
The Silos Lodge sustained substantial damage to the first and second level with an estimated repair cost between
$100,000 and $200,000.
“There were multiple causal factors contributing to the incident. Shortly before the incident the Master received a
phone call on the vessel’s cell phone and thick fog closed in around the vessel. After being distracted by the phone
call and without visual references, he also failed to confirm his assumption of the vessel's location on the river with all
available means and did not take the time to adjust the scale on his radar appropriately. Had he done so, the radar’s
true motion feature would have shown him a more accurate picture of the vessel's location.”
-----------The foregoing is a summary of the accident prepared by the Coast Guard. Our Association provided copies of this
report to our mariners who were familiar with the accident, the accident scene and the vessel. They posed a number of
questions and made these comments:
● The vessel was equipped with “Pinpoint” electronic charts that graphically displayed the tow’s position at all
times. The Master should not have made a two-mile error in estimating his position. If the Coast Guard
investigators had ordered the tow to wait and had taken the time actually visited the accident scene they would
have noted this fact.
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● Although his Pilot safely pushed into the bank below St. Francisville during the preceding watch because of the
fog earlier in the morning, our mariners are critical of the Master for electing to get underway as soon as he came
on watch with fog still reported in the area. The fog closed in on the tow while in the general area where the St.
Francisville Ferry crosses the river carrying cars and trucks. The Master of the AMERICAN PILLAR previously
served as Pilot on another ARTCO vessel whose Master spoke out against his insistence in pushing a large tow in
shutout fog.
● The location of the Cajun Condos is well known to river posted river pilots. They are prominent radar targets as
is the nearby “washout” even at that high river stage. There are also two sunken barges located upstream of the
twin silos on the right descending bank.
● Why didn’t the Master send his deck mate out as a on the head of the tow in the fog with a handheld VHF radio as
a lookout before landing the tow on the bank? This would have been a sensible precaution to be certain there was
nothing tied on the river bank such as a small recreational craft that the tow might crush – especially since
fishermen in small boats were reported to be fishing in the area?
● There is no mention in the report that any fog signals were sounded.
● Why was the Master running under the point on the east bank with the river as high as it was? This would leave
him open to the current catching the head of the tow when the stern would still be in slack water. This would put
undue pressure on the couplings in the tow where the steering rudders would have to be set hard over to starboard
in order to keep the tow from topping around.
● Although the surveyors hired by the towing company took pictures of the damage on the day of the accident, the
Coast Guard did not investigate the accident site at the time of the accident because of high water?
● Although there could have been people injured in the “Cajun Condo,” the accident report makes no mention of the
towboat ever launching a small boat to either check on the damage they caused to the hunting lodge or to check on
possible injuries. The vessel simply backed off the site and continued its journey.
● Why did the employer allow the Master to stand a navigation watch while on medication (Lortab and Soma) when
both of these prescriptions carry a warning label that warns against driving a vehicle or operating machinery?
We were surprised to find when we examined the complete accident report that the Coast Guard, although critical
of the Master, never took any administrative action against his license. There may be a good reason, but as we review
an increasing number of accidents, we discover that this company’s employees seem to live charmed lives.
We examined a number of other accident reports involving vessels owned by the same company. Many of these
towboats pushed “oversize and overloaded tows” involved in accidents within the Eighth Coast Guard District in the
past few years. We became suspicious when we did not find that the Coast Guard brought charges in ANY of these
cases.
Do all other mariners working for other boat companies in the Eighth District live equally charmed lives? This is a
serious question; and remains an open question. It deserves a serious answer rather than our speculation.
Example #4 –M/V CRIMSON DUKE SLAMS INTERSTATE I-155 BRIDGE
[Source: By Katie Antalick, Waterways Journal May 17, 2004.]
Recovery efforts to pull three sunken barges and one partially submerged barge from the Mississippi River in
Caruthersville, Mo. are set to begin today (May 17).
Ensign Anthony Carbajal of the Coast Guard's Marine Safety Office-Memphis, said the sunken barges are a result
of an accident on May 9 when the M/V Crimson Duke, owned by American River Transportation Company, Decatur,
Ill., and piloted by ¢¢¢, hit the I-155 bridge spanning the river at Mile 838.9 shortly after 2 p.m., causing 36 barges
of the 42 total to break away. The barges had originated in Cairo, Ill., and were destined for New Orleans. One barge
drifted downriver as far as Mile 820 before being recovered.
All but one of the sunken barges are on the right descending bank with one barge on the left descending bank, said
Carbajal, so they are not in the channel.
The cause of the accident is still under investigation. Most likely, it will be several months before the actual cause
is identified. Carbajal said he was not aware of any unusual river conditions or higher or lower river stages in the
area.
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Carbajal said local authorities and the M/V Lou Draper, M/V. Amy Ross and M/V Elmer Stone were able to assist
in rounding up the loose barges. There were six tank barges with the remaining barges carrying general cargo. The
remaining barges are tied to shore or on ground.
One tank barge was damaged, but since it was double-skinned, Carbajal said only the outer skin was fractured.
The river was closed to all traffic within 34 minutes of the accident. It wasn't until May 10 after 5 p.m. that the
river was reopened to downbound traffic as workers from Budwine and Associates, Destrehan, La., continued salvage
operations on two grounded barges. Once the downbound traffic had cleared, the river was opened to all traffic.
"I would estimate that there were about 30 tows waiting to go through at that time," he said. "I don't know the
exact time that the river was really cleared but the southbound traffic was going through then and the northbound
traffic over night, so it was back to normal in the morning."
Although the river was reopened for traffic, Carbajal said towboats in the area had to proceed with caution. "We
put out a broadcast to let everyone know that there are crews out there doing salvage operations and to be cautious,"
he said. "Otherwise, everything is okay."
Carbajal said the Coast Guard doesn't currently believe that the river will need to be closed in order to complete the
salvage efforts of the sunken barges. That process could take two to three weeks.
With the help of American River Transportation Company, Carbajal said everything has run smoothly. He said the
company has taken responsibility and has had a very active role with getting the river cleared up.
NMA Comments on the Accident
[Source: Misle activity #2064181; Misle Case #173856. FOIA Request #04-1690. NMA file #M467. Mnl23.15M].
The investigation of this accident was at the “informal” level by two Coast Guard enlisted men although the
damage assessment for this accident was $1,275,000. Between 21 and 35 vessels were delayed up to eighteen hours
following the accident.
Our mariners keep us posted on a variety of accidents. Our information is often quite comprehensive as to the
background of an accident and as to the persons involved. Among our mariners are some who have experience
working on salvage rigs. Occasionally our files include photographs and reports from the scene by e-mail, phone and
fax.
When we are notified of an accident, we ask for a copy of the Coast Guard’s investigation of the accident.
Sometimes this information does not arrive for months or even years after we submit our request. Usually,
information like the name of the mariners involved, witnesses to an accident, names of junior Coast Guard officers,
drug test results etc. is redacted (i.e., blacked out) from these reports. We then compare our information with Coast
Guard information.
Although our Association has made an effort to inform the Coast Guard about accidents that are not reported, the
Coast Guard has not shown a great deal of interest in learning about these events. What they don’t know about saves
them the time and trouble of acting upon it!
The Voice of Reason
Several mariners brought the following “chat board” post by Captain Bill Beacom to our attention. It makes a
great deal of sense:
“Is there such a thing as an overloaded boat? The rules say that when planning a voyage the Master is to consider
the size of the tow the boat can safely handle. The boat must be capable of stopping and maneuvering under any
circumstance that can reasonably be expected to exist on the trip planned. I have never handled a 42 or 48 barge tow
southbound, but I have seen 42 and 48 barges on boats in river conditions where I am certain the Master could not
meet the above criteria.
“Let us use (the) same logic and apply it to over-the-road trucking. If a trucker could drive at any speed, and the
company said we have to have this load delivered 800 miles in 10 hours or you lose your job, the truck driver would
be faced with the same dilemma as a towboat Captain. You would have some drivers claiming it was safe, and there
would be others saying it wasn’t.
“Do you think just because a driver hasn’t ever averaged 80 mph for 800 miles he is not qualified to say whether it
is safe or not?
“The Government sets the limits for a reason. That reason is that capitalist greed or rationalization can always
influence subjective decisions that involve safety. The towing industry employees need the U.S. Coast Guard to set
limits just like the Department of Transportation (DOT), Federal Aviation Administration (FAA) and the Federal
Railroad Administration.
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“It is way past time for the U.S. Coast Guard to remove the burden of greed from the decision-making process.
It is mathematically possible to determine safe tow size. Any good Naval Architect can do it. I believe every boat
should be measured for Bollard Pull both backing and pushing, and a maximum tow size assigned, not to be exceeded
under threat of license revocation.”
As Captain Beacom points out, the regulation of tow size is clearly an issue that the Coast Guard should have
addressed many years ago but steadfastly refuses to do.
Most maritime nations regulate the loading of cargo ships and barges on ocean and coastwise voyages by
regulations conforming to the International Load Line Convention.(1) [(1)46 USC 5101-5116; 46 CFR Parts 41-47]
Overloaded Barges: Samuel Plimsoll, Who Forgot You?
The “Plimsoll Mark,” the original load line mark, was named for Samuel Plimsoll (1824-1898), a British reformer
called “the sailor’s friend.” who conducted a strong campaign for fixing load lines on British vessels. This campaign
saved the lives of many mariners who faced what Captain Beacom calls “capitalist greed.”
Samuel Plimsoll believed that the many shipping disasters that occurred for most of the 19th century were due
chiefly to overloading and contended that Parliament should establish a load line for every vessel. The British
Parliament passed the Merchant Shipping Act of 1876, which provided that a circular disc with a horizontal line
through its center must be painted on each side amidships on many British merchant vessels. The Plimsoll Line
plainly indicated the greatest depth to which vessels should be loaded, and its exact position is now determined on a
thoroughly scientific basis.
The International Load Line Convention of 1930 was ratified by the U.S. Senate and went into effect on January 1,
1933. The Commandant approved the American Bureau of Shipping, an American Corporation founded in New York
in 1856, as a load line assigning authority. However, the load line regulations do not apply to most towboats and
barges in river service.
The lack of regulation by the Coast Guard in this area may have led to the introduction of river barges that are a
standard 195 feet in length by 35 feet in width but can be loaded at least two-feet deeper than conventional barges.
The difference in depth allows these barges to carry half again as much tonnage as a conventional barge – 2,250 tons
compared to about 1,500 tons. However, the towing dynamics of these oversize barges are much different – and so is
the risk that mariners face in moving them. So is the risk to the infrastructure along the river and the bed of the
channel itself during low water periods when their movement is not effectively regulated. Uncle Sam (aka the
American taxpayer) pays to dredge the river to keep traffic moving.
However, the issue of the relationship of horsepower to tonnage or horsepower to the number of barges is one that
some companies do not want the Coast Guard to ever address because it puts a crimp in their operations and allows
them to take shortcuts that are risky yet profitable if successful.
The Good News
The Interstate Highway I-155 at Caruthersville still stands! This allision wasn’t the “big one” – a sequel to Bayou
Canot, Webbers Falls, or Port Isabel allisions. It has not yet convinced ARTCO not to use their towboats to push
overloaded tows in excess of 40 barges composed of a mixture of standard and deep-draft barges!
Yet, it appears that there may be fewer and fewer towboat Pilots that are willing to accept the risk and loss of
income of license suspension and revocation in return for the extra money to move extra barges. Until the Coast
Guard acts, more heavy tow pilots can only wonder what may happen to them if an oversize or overloaded tow gets
away from them.
The Coast Guard accident reports furnished us under FOIA provided scant evidence that the Coast Guard applied
administrative or civil penalties to either the mariners or the company in any of these accidents. In fact, there is such a
noticeable lack of activity that one might even suggest (correctly or incorrectly) that the company in question received
exceptionally favorable treatment from Coast Guard officials or the Coast Guard did not monitor the situation
carefully. We will have to wait and see!
Although ARTCO appears willing to risk the losses while accepting responsibility, salvaging its barges and
continuing to push oversize and overloaded tows, what does the Coast Guard plan to do to protect the safety of the
public that uses the bridges, other mariners that share the waterway, or the infrastructure along the waterway including
the navigation channel.
The tow originally dispatched from Cairo, IL, on May 9, 2004 with 42 barges including 6 tank barges reportedly
arrived at Kenner Bend on March 17th with only 33 barges. Our mariners who saw the tow at the “end of the line”
reported to us that many of the barges appeared to be “badly battered.”
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Example #5 – M/V LAURA ELIZABETH DISABLES MAJOR CITY DRAWBRIDGE BRIDGE
[Source: Excerpts from the Chicago Tribune, June 6, 2003, p.1. Emphasis is ours.]
Overloading is not limited to tows that are six barges long. Overloading takes different forms in different places…
“Business and government leaders...pelted Coast Guard officers with complaints about barge traffic in downtown
Joliet, Illinois that predate last month’s wreck which forced the closure of a major bridge for an estimated six
months.
“Its not just the closing for repairs; it’s the half-hour closings every time a barge goes through the downtown,” said
Tom Mahalik, vice president of Joliet City Center Partnership, which manages redevelopment in downtown Joliet.
“We’re not going to put up with it any longer....you should come and watch a tow three barges wide and five long sit
there for half an hour.”
“Mahalik was one of several people at a meeting in Joliet City Hall who sought a promise of a quick fix to the
damaged Jefferson Street Bridge from the Illinois Department of Transportation, which owns the bridge. They also
sought long-term measures to prevent future accidents from CAPT Raymond Seebald, head of Coast Guard operations
on southern Lake Michigan and navigable Chicago area waterways....
“Seebald said the wreck on May 2 prompted the Coast Guard to impose temporary navigation rules that limit the
width of barges traveling downstream on the Des Plaines River through Joliet. He encouraged written comments to the
Coast Guard on whether those rules should be revised or made permanent. Beyond that, he said, it might be frustrating,
but barges have a right to navigate the Des Plaines River.
“The Jefferson Street Bridge has been closed several times in recent years because of barge damage.
“On May 2, the [towboat] LAURA ELIZABETH was pushing 15 barges downstream on the Des Plaines River
when it hit the Cass Street Bridge, one of four highway bridges and one railroad bridge in downtown Joliet. The
accident was minor, but it forced the front of the barge into the steel bridge at Jefferson Street, damaging the support
structure and forcing the west span slightly out of alignment with the east span. [The] pilot of the barge, was charged
with negligence by the Coast Guard. The charge in an administrative court could result in a 3-month suspension of
■■■’s riverboat piloting license...”
NMA Response
[Source: On August 25, 2003 Captain David Whitehurst, a member of the NMA Board of Directors and
experienced in operating on the Des Plaines River and Chicago Sanitary and Ship Canal submitted the following
comments to Coast Guard Captain Raymond Seebald on behalf of our Association. He never received the courtesy
of a reply.]
“... I am a heavy tow pilot and have worked on towing vessels since 1965. I received my first towing license on
inland waters and western rivers in 1973 and made my first trip up the Illinois Waterway, the Des Plaines River and
the Chicago Sanitary and Ship Canal to Lemont, IL, in 1975.
“The first tow I piloted on this waterway was a two-barge tow (300-feet long by 54-feet wide) pushed by the
1200-horsepower M/V Luby Guidry owned by Spanier Marine in Harvey, La. I have navigated this waterway with
15-barge tows for American Commercial Barge Lines (ACBL), SCF/Brown Water Towing, Steel City Marine as
well as others. Fortunately, I have never had any trouble at any of the bridges or locks on the waterway.
“In response to the attached article, in my opinion, piloting a 15-barge tow 1,000 feet long by 105 foot wide
through the Joliet Bridges is asking for trouble. The towboat Pilot has only five feet of clearance in some places.
Now, I ask you to think about the requirement of pushing a tow of the size of three football fields through the Joliet
Bridges without touching a fender. According to 46 CFR §4.05-1(a)(1), I must report to your office “...whenever
(my) vessel is involved in a marine casualty consisting in... an unintended strike of (allision with) a bridge...” Such
a report could, at the very least, bring a letter of warning or an administrative suspension or revocation of my
license. Piloting is my profession; it is where I make my living. I have an obligation to feed my family. I cannot
do this if my license is taken away from me. However, the choice is not really mine. It belongs to my employer
who issues the orders I must follow.
“Trying to thread a tow 105-feet wide through a series of bridges that are not aligned in a straight line without
touching a fender wall it is next to impossible. However, if the company I am working for instructs me to move a
15-barge tow to or from Lockport, Illinois I have the experience to do so without damage as long as nothing
unexpected happens. Unfortunately, the “unexpected” may take many forms.
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“As a contract pilot, if I refuse to take the job of moving the 15-barge tow, the company will find another pilot
to do so. As long as it is not illegal to move the tow, and it will physically fit in the waterway, somebody will do it.
Consequently, I fully support the Coast Guard’s “temporary navigation rules” as briefly mentioned in the attached
article and urge that tow-size restrictions be made permanent. Since our office does not have a copy of the new
rules, here is what I suggest:
● That there should be no more than a six-barge tows measuring no more than 600-feet long by 70-feet wide from
the Interstate 80 bridge north. Present practice breaks 15-barge tows at mile 292 just above the Lockport lock. I
really can’t see why these large tows can’t be broken five miles away at mile 287 to protect all the bridges in
the Joliet area. I can’t understand why this was not done years ago.
● That smaller tows could traverse the bridges quickly and easily with less damage to the infrastructure and reduce
the delays for highway traffic caused by the time large tows often must spend shaping up for the bridges.
● That towboat pilots would welcome the change because it would put much less strain on us and reduce our
exposure to loss of license and appearances before Administrative Law Judges. A number of years ago, Captain
John Sutton as President of the American Inland Mariners Association made a survey in which the lifespan of
the average towboat pilot was only 57 years. Collectively, as a group, we do not need, want, or seek the stress
of piloting 15-barge tows through downtown Joliet.
“As (our Association’s) Senior River Pilot, I would like to point out that on the Gulf Intracoastal Waterway
(GIWW), a waterway comparable to the Illinois waterway in many ways, the Coast Guard requires “double-wide”
(i.e., 70’ wide) tows to obtain Coast Guard permits to proceed since these tows take up more than half of the 125foot width of the waterway.
“In reviewing the winners and losers resulting from pushing the canal beyond its design limits, only gain accrues to
the carriers and only if the tow reaches its destination with no damage. There is no gain to the general public when
road traffic is brought to gridlock. There is no gain for the Pilot involved in the accident. There is no gain for the
Pilot from facing hours of stress knowing that his license and livelihood is at stake even if he rubs fenders and creates
no lasting damage other than fair wear and tear to the infrastructure. The months spent repairing the damaged bridge
will never pay a dime to the inconvenienced residents of Joliet and will merely restore the bridge to its condition
prior to the accident.
“As expressed in the newspaper article, the Joliet city manager is right to expect a Pilot to know the waterway.
Proper manning is a responsibility of the towing company while licensing is a Coast Guard responsibility.
However, in the accident at Jefferson Street on May 2nd, the most qualified person on the vessel with many years of
pertinent experience was called out after his watch had ended to “make the bridges.”
“I request that this letter be added to the Docket for the “temporary” rulemaking mentioned in the newspaper
article.”
[NMA Comment: 33 CFR 162.75(b)(5)(i) requires a tow wider than one-half the bottom width of a channel to
obtain permission from the Coast Guard District Commander and to “yield to the maximum” in passing
situations. This regulation, however, does not apply to the Mississippi River and its tributaries including the
Des Plaines River where the tow involved in the accident took up 100% of the space in the waterway. The
Coast Guard’s regulation of this waterway is controlled by “special interests” and is not in the interest of the
public.]
Example #6 – M/V ANNE HOLLY STRIKES PRESIDENT CASINO IN ST. LOUIS
[Source: National Transportation Safety Board Report #NTSB/MAR-00/01; NMA File #R-211.]
On April 4, 1998, the 14-barge tow of the M/V Anne Holly, traveling northbound against a six mph current with
the river stage at 31.6 feet (i.e., high water) on the Mississippi River through the St. Louis Harbor, struck the
Missouri-side pier of the center span of the Eads Bridge. The tow was making approximately 3 mph against the
current with both engines operating at full throttle. The Captain testified that when 300 to 400 feet of the tow had
passed under the Eads Bridge, he could feel the tow begin to slow. He said he continued to use the vessel’s full
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power to move the tow through the bridge but could not overcome the current in the bridge span. When his
headway stopped, the current then caused the tow to drift sideways toward the Missouri shore. Within thirty
seconds, the tow’s port side between the third and fourth barge from the tow’s head struck the Missouri-side pier of
the Eads Bridge center span. Eight barges broke away from the tow and drifted back through the Missouri span.
Three of these barges drifted toward and struck the President Casino on the ADMIRAL, a permanently moored
gambling vessel below the bridge on the Missouri side of the river. The damages were estimated at $11,000,000.
When the drifting barges struck the moored ADMIRAL, they caused most of its mooring lines to break. The
ADMIRAL, which had no propulsion power and not even a radio, then rotated away from the Missouri riverbank.
The Captain of the M/V Anne Holly disengaged his vessel from the remaining barges in the tow and placed the
towboat’s bow against the ADMIRAL’s bow to hold it against the bank.
The ADMIRAL was a 380-foot former side-paddlewheel steam-driven railroad transfer and passenger ferry that,
after her engines were removed, was converted into a casino. At the time of the accident, there were reported to be
2,110 persons aboard the ADMIRAL. Although no deaths resulted from the accident, 50 people were examined
for minor injuries. Of those examined, 16 were sent to local hospitals for further treatment. Among the safety
issues discussed by the National Transportation Safety Board report of the incident are: the advisability of the M/V
Anne Holly captain’s decision to make the upriver transit because, even at 5600 horsepower, the vessel proved to
be underpowered for the task it was expected to perform during the high river stage.
As he left the Eagle fleeting area below the bridges, the Captain had requested a helper boat to assist him through
the four bridges in downtown St. Louis. He was told that no helper boat was available. At that point, the Captain had
three choices:
● Return to the fleet and wait for the helper boat to become available.
● Return to the fleet, drop part of his tow, and proceed, returning later for the remaining barges.
● Wait until daylight to transit the brides.
“Although the immediate cause of the accident was the Captain’s choice to continue the voyage, the underlying
cause was the owner’s lack of effective safety management of its towing operations. The absence of corporate
management input into the Captain’s strategic decision-making process about whether to proceed with the transit of
St. Louis Harbor that night placed an unreasonable burden on the Captain and forced him to make unilateral safetycritical decisions from the narrow perspective of the pilothouse.” [NTSB/MAR-00/01, p.51]
The true significance of the accident is that there were over 2,100 persons on board the ADMIRAL on a cold night
(42°F) surrounded by even colder water. All except one of the mooring lines had broken, and the only thing keeping
the vessel from floating downriver was the fact that the Captain of the M/V Anne Holly cut all his cargo barges loose
and held the ADMIRAL against the bank. If he had not done so, the ADMIRAL might have broken loose, drifted
under the low-hanging arches of the Eads Bridge, lost its upper decks or even capsized as the current would have
pushed the vessel under the bridge.
In an exercise conducted in New Orleans in 1994,(1) the Coast Guard determined that under similar conditions, a
large percentage of the people in the water would have succumbed to hypothermia. This incident had the potential of
becoming the most serious loss of life in a maritime accident in American History, eclipsing the S/S Sultana fire in
1865 – 1,653 persons, the S/S General Slocum in 1904 – 957 persons, and the S/S Eastland in 1915 – 844 persons.
[(1)NTSB/MAR-00/01, p.45. Also see our report #R-354, Rev. 3, A Direct Appeal to Congress on Lifesaving Issues
Affecting Lower-Level Mariners.]
Company Management Shortcomings
The M/V Anne Holly was operated by American Milling, L.P., a small towboat business that operated nine (9)
towboats on inland waterways. It was not a member of the American Waterways Operators.
The company’s policy is that the Captain is responsible for crew welfare and all operational obligations associated
with running the towboat. In addition, the Captain is responsible for the tow configuration and the security of the
tow’s barges. At fleet operations, the Captain determines the arrangement of the barges in the tow and whether he can
safely move the tow as configured. This much represent common industry practices.
“The company provides no safety guidance to its operators concerning high-water operations, night operations, use
of helper boats, required equipment, or halting operations when safety concerns warrant such actions. AM (American
Milling) does not have written procedures on how to identify or respond to potential emergency shipboard situations,
such as the allision or loss of tow. AM does not have written policies or procedures to ensure that its towboats and
equipment are adequately maintained and appropriate for their assigned tasks. AM does not designate anyone on
25

shore to assist the Captain to make decisions concerning the safety of navigation.” [Editorial note: The foregoing is
in stark contrast to the AWO’s Responsible Carrier Program (RCP).]
“The company relies on its towboat operators to use their own skill and experience and maintains that the Captain
is responsible for all aspects of the towing operation. When investigators asked the M/V Anne Holly’s Captain
whether the company responded unfavorably to a Captain’s decision to make changes to the company-assigned
schedule or load for safety reasons, (he) replied “Only if you do it all the time…”
“AM provides no training for its crewmembers…” [NTSB/MAR-01/01, p.27]
NTSB Recommends a Safety Management System
As a direct result of this accident, the NTSB “recommended” that the Coast Guard “Seek authority to require
domestic towing companies to develop and implement an effective Safety Management System to ensure adequate
management oversight of the maintenance and operation of all towing vessels.”(1) The AWO’s Responsible Carrier
Program is one example of a voluntary Safety Management System (SMS). [(1)Recommendation #M-00-10
Four years later, Congress enacted Section 415 of the Coast Guard and Maritime Transportation Act of 2004
amended 46 U.S. Code §3306 by adding the following: “(j) The Secretary may establish by regulation a safety
management system appropriate for the characteristics, methods of operation, and the nature of service of towing
vessels.” The American Waterways Operators, the tug-and-barge industry’s trade association, is actively working
with the Towing Safety Advisory Committee towards the goal of an industry-wide Safety Management System.
Presumably, if implemented, such a SMS would be an outgrowth of AWO’s Responsible Carrier Program.
Example #7: M/V BROWN WATER V KNOCKS DOWN QUEEN ISABELLA CAUSEWAY BRIDGE
[Sources: : Associated Press, May 6, 2005; GCMA Newsletter #30.]
On September 15, 2001, a group of four heavily loaded barges pushed by the towboat M/V Brown Water V
slammed into the Queen Isabella Causeway connecting South Padre Island to the Texas mainland near Port Isabel.
Eight people were killed but thirteen people were rescued after portions of the 2.37 mile-long Queen Isabella
Causeway collapsed. The M/V Brown Water V lost control of its tow that then traveled out of the navigation
channel and into a pillar of the causeway toppling three 80-foot sections of the bridge, and killing or injuring those
people whose vehicles plunged into the water 85 feet below. Other victims were retrieved from the Laguna Madre,
part of the Gulf Intracoastal Waterway.
HARLINGEN, TX.– A Coast Guard report says a towboat captain failed to prepare for a turn leading up to the
causeway to South Padre Island, causing the 2001 collapse that killed eight people.
But strong currents before dawn on Sept. 15, 2001, were also a factor in the accident, and a shortage of
horsepower may have made it more difficult for Capt. ¢ to keep control of his load, which was a quarter-mile
long, the report says.
The Coast Guard will not pursue criminal charges against (Captain) ¢. He surrendered his Coast Guard license
after the accident and is currently driving trucks. He receives treatment for depression.
Fowler lost control of a string of four steel-laden barges he was pushing with the M/V Brown Water V towboat,
and heavy currents swept the barges into a bridge support. The impact caused two 80-foot sections of bridge
roadway to tumble into the bay.
Motorists heading home from the island about 2 a.m. drove blindly into the chasm. It took 10 days for cranes
and divers to pull all the bodies from the 350-ton tangle of concrete and rebar.
The April 28 report, hand-delivered to families and obtained by the Associated Press on Thursday, was the
conclusion of weeks of hearings by the Coast Guard that began about a month after the accident.
"The apparent cause of this casualty was Captain ¢’s failure to exercise reasonable care according to the
standards of the ordinary practice of good seamanship," wrote James Wilson, the retired Coast Guard officer who
presided over the hearings.
(Captain) ¢ invoked his Fifth Amendment right against self-incrimination and declined to testify at the hearing.
The Queen Isabella Causeway – since renamed the Queen Isabella Memorial Causeway – traverses a shallow
bay known as the Laguna Madre. A 12-foot deep channel, part of the Intracoastal Waterway, allows ships to pass
to and from the Port of Brownsville. An "S" curve in the waterway leads to a straightaway to the bridge.
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Wilson said (Captain) ¢ should have familiarized himself enough with the tide and current conditions as well as
the shape of the channel to be prepared to navigate it.
While Wilson did not find current, horsepower, or the way the boats were loaded to be contributing factors,
Coast Guard higher-ups disagreed.
"Although Captain ¢’s negligence was the apparent cause, the strong currents and their influence on the tow's
misalignment cannot be ignored," the report says.
According to the report, experts agreed there was a "hard running" channel current as well as a strong cross
current that affected the tow. The tide was unusually high, and in ordinary conditions the lead barge would have
grounded against the bay bottom before hitting the bridge. Heavy loading of the front barges didn't help.
"We can only speculate whether or not the tug and tow could have stopped if the ... BROWN WATER V had
additional horsepower," the report reads.(1) [(1)Expert witnesses discovered that there were serious maintenance
issues on one of the main propulsion engines.]
The Coast Guard is now working on proposed regulations(1) that would require a certain level of power for
certain cargo weights. [(1)To date, it appears that the Coast Guard has made no progress on these regulations.]
Doug Rabe, chief of the investigation division at Coast Guard headquarters, said the report took a long time
because of officials' differing opinions. "Not to say we have great reasons for taking three and a half years to do
this, but it was difficult to come to a consensus on all those issues," he said.
Several lawsuits are pending from the collapse, including one that alleges American Commercial Barge Lines,
based in Jeffersonville, Ind., hired a tow company that it knew had problems.
Plaintiff attorney Ray Marchan said he would show that lack of horsepower is to blame. "By their own
statement they realize that there's more work to be done in determining the horsepower issue," he said.
Sheldon Weisfeld, (Captain ¢’s) attorney, maintained that the weather, the tides, and the currents were
responsible for the accident.
"I think it was a tragic accident and I don't believe that he has any culpability," he said.
Attorneys for the tow and barge companies had not yet received the report and could not comment.
NMA Accident Footnotes
As the article indicates, there are several ongoing lawsuits. One of these lawsuits involves the owner of the barges
– a large corporation that was supposed to be a poster child for the American Waterways Operators’ “Responsible
Carrier Program ” (RCP).
For the past 10 years, the Coast Guard allowed the towing industry to “self-regulate.” During much of this period,
our mariners watched it self-destruct. Although we believe the RCP is a step in the right direction, some of the
executives who agreed to abide by it have proven willing to take unconscionable shortcuts to make a fast buck.
Part of a lawsuit developed outside the Coast Guard’s purview and well outside the recently released accident
report included videotaped depositions taken from senior executives of that corporation and the small operating
company they hired to push their heavily laden barges. These depositions show how the larger company nullified
many of the safeguards built into the industry’s “Responsible Carrier Program” in an attempt to maximize their own
corporate profits. The result cost eight lives, severe injuries to three more people, heartbreak to countless family
members, and shock to a south Texas community. There was also huge expense and tremendous inconvenience with
the destruction of public facilities and other losses to the public at large.
The accident also alerted the Eighth District to the question of towing vessel horsepower and overloaded tows and
gave them a good reason to think about this problem. But “thinking” and “doing” are two different things. With the
Coast Guard constantly shifting their personnel, it is fair to say that the current crop of Coast Guard officers in the
Eighth District have forgotten all about this accident. The Eighth District continues to appease the towing industry as
it prepares to clean up after the next disaster rather than working to prevent it. How many more lives will it take
before the Coast Guard regulates tow size and horsepower?
A forensic investigator and Association member gave us a copy of portions of the video deposition that became
part of the court record. It revealed the shortcomings and demonstrated the ease with which senior corporate
executives could bypass many of the safeguards built into the Responsible Carrier Program.
If a “picture is worth a thousand words” these were damning pictures and included the spoken words that made it
clear beyond a shadow of a doubt that the towing industry should no longer be allowed to regulate itself with a
voluntary safety management system like the Responsible Carrier Program (RCP).
We brought the video to a Towing Safety Advisory Committee (TSAC) meeting in Washington. However, we
never were allowed to show it. In fact, it appeared that most TSAC members – many of them also AWO members –
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did not want to see it. Hear no evil, see no evil, so you will speak no evil – and there was much “evil” (as well as
ignorance and downright stupidity) revealed in the business practices and disregard for the risks involved. To make
its point, our Association was threatened with an injunction to prevent us from displaying the video at the TSAC
meeting. We mailed copies of the videotape to the Commandant as well as the Assistant Commandant for Marine
Safety, Security and Environmental protection – and never heard a word from either of these high-ranking officials.
The Responsible Carrier Program (RCP) represents years of efforts by many corporate executives and dedicated
AWO staff members who worked hard to clean up the towing industry and polish its image in Washington. Yet, one
of AWO’s own member companies sold all this work and the public images it spent years in creating down the river.
It is clear that, in place of the voluntary Responsible Carrier Program, a strict Safety Management System without
regulatory loopholes must emerge. The Coast Guard must prove to Congress that it intends to make a serious effort to
impose new towing vessel inspection regulations on its “partners” in the towing industry. Many Coast Guard officers
find it politically correct to appease industry and simply go with the flow. A reasonable and appealing alternative is to
replace the Coast Guard’s “superintendence” of the merchant marine with a new civilian agency of maritime
professionals built along the lines of the old Bureau of Marine Inspection and Navigation that was “temporarily”
replaced by the Coast Guard as a wartime expedient in 1942.
The RCP, known by the broader generic term of a “Safety Management System,” must expand to support the new
regulations that Congress requested the Coast Guard to draft. In barnyard terms, this should put the horse in front of
the cart where it belongs and remove the fox from guarding the hen house (as he has done for the past decade) where
there is clearly a conflict of interest.
Example #8 – UNDERSIZED TOWBOATS, OVERSIZE TOWS
[Source: Physical attendance at TSAC Meeting; Mnl38.8U.]
Presentation by members of the public at a meeting of the Towing Safety Advisory Committee on Mar. 1, 2006 at
Coast Guard Headquarters was limited to 10 minutes at the end of the meeting although normally 30-minutes is
allotted to comments by members of the public.
Mariner #75, a licensed Master, member of this Association, and native of tidewater Virginia, is knowledgeable of
local waters. He addressed TSAC for five brief but unforgettable minutes. Captain ¢ is an experienced source of
information on small towing vessel operations, a rarity since the larger towing companies traditionally dominate
TSAC. Although he was concerned about being “blacklisted” by local towing, dredging, and construction interests for
his testimony, Mariner #75 came forward to attend and offer his observations at his first TSAC meeting.
Mariner #75 cited numerous instances in the Chesapeake Bay area and on rivers tributary to the Chesapeake. He
noted that tugs and other workboats engaged in towing and while working on dredging and construction projects (such
as the ongoing Woodrow Wilson Bridge project on the Potomac River below Washington) were functioned without
licensed operators “in sight of Coast Guard Headquarters.” He reported that many of these “boat drivers” had no
maritime background, not even a basic knowledge of the rules of the road, and operated these small tugs and
workboats in the same aggressive manner as if they were operating a bulldozer or other piece of heavy construction
equipment. He stated that many of these small vessels (including vessels over 26-feet in length) were not properly
equipped or maintained safely and were the source of oil spills from leaking and un-repaired hydraulic systems (i.e.,
steering). He pointed out that these vessels often caused injuries that were not logged and possibly were not reported
to the Coast Guard as required.
This testimony counters information presented during the meeting by AWO to the TSAC licensing working group
while attempting to seek broad exemptions for this class of towing vessels and workboats.
Mariner #75 also mentioned that it is quite common for a small tug under 26-feer in length to push a fully loaded
195-foot barge for long distances on the Chesapeake Bay – a practice that he viewed as being exceptionally
dangerous.
In separate and more recent correspondence, another mariner (Mariner #76) reported that “…Arkhoma of Van
Buren, AR, has at least three boats less than 26 feet, and we have met them on a daily basis navigating the channel and
making bridges from Fort Smith to Van Buren(1). The point is Safety! Meeting these vessel operators who have never
had to prove that they have a complete understanding of the rules of the road (i.e., Coast Guard testing) is a hazard to
navigation. These operators are exempt from USCG drug testing and physicals.” [(1)Located on the Arkansas River.
Refer to our Report #R-370-A, Rev. 2. Report to Congress: Fifth Anniversary of the Webbers Falls I-40 Fatal Bridge
Accident: Unresolved Issues Revisited.]
28

[NMA Comment: Title 46, U.S. Code §8904(a) only requires licensed operators on towing vessels more than
26-feet in length. This is a legal “loophole” some companies exploit. However, AWO members are trying to
create another loophole to serve the special interests of companies who operate larger “workboats” that engage
in commercial towing. We ask Congress to examine the safety considerations involved.]
Loaded Trash Barge Flips 25-Foot Towboat Drowning Deckhand
[Source: Posted by the Asbury Park (NJ) Press on April
18, 2007. By James A. Quirk and Alex Biese Staff Writers
and Margaret F. Bonafide, contributor. GCMA title,
comments and emphasis added.]
A 37-year-old worker with George Harms Construction
Co. was killed today after a barge and push-boat flipped
over in the Manasquan River underneath the Route 70
bridge at the boundary of Brick and Brielle, New Jersey. It
took rescue workers nearly five hours to recover the body
of James P. Lovely of Cliffwood in the center of the
channel, where the water runs between 10 and 12 feet deep.
According to State Police Sgt. Steve Jones, at the time
of the accident, around 4 p.m., Lovely was working on the
20-by-50-foot barge, which looks like a squat, trapezoidal trash bin. Chris Ramano, 32, of Brick was operating the
25-foot push-boat connected to the barge.
[NMA Comment: Many laws governing towing vessels only apply to towing vessels over twenty-six (26) feet
in length. AWO wants to exempt towing vessels used in construction projects and dredging fromvessel
inspection and licensing regulations. NMA opposes this and insists that appropriate safety regulations
should cover these vessels and that the persons operating these vessels should be properly trained and
licensed.]
"The initial investigation indicates that when Lovely unhitched or disconnected the barge, an uneven weight
distribution caused it to flip over,'' Jones said.
[NMA Comment: This appears to be a stability related accident related to the barge’s loading. We reported
on a similar stability-related barge $450,000 accident in Louisiana in Newsletter #24, p. 9.]
When both vessels overturned, Ramano managed to escape to safety. But Lovely attempted to jump from the
barge and may have been struck by the concrete debris contained within the vessel, Jones said. The exact cause of
death has not been determined.
The Coast Guard and the State Police received a report of an accident involving the push-boat and barge at 4
p.m., said Coast Guard Chief Warrant Officer Steven D. McDonnell. Rescue workers quickly arrived on the scene
and found the rear of the push-boat submerged and the barge flipped over. Capt. Doug Kinney of the Brick (NJ)
Police Department said several dive teams from the area responded to the scene for a water rescue. The State
Police, the Coast Guard, and the Brielle and Brick police dispatched boats to assist in the rescue efforts. Two
helicopters flew in continuous circles over the river, looking for anyone who may have been on board the vessel.
The rescue effort of the dive teams may have been initially hampered by what McDonnell said was the release of
roughly 100 gallons of diesel fuel from the push-boat into the river. Lovely's body was recovered about 8:30 p.m.
when rescue workers brought the barge back to its upright position. A towering crane on a floating platform was
used to pull both boats out of the water.
The operation to dismantle the 71-year-old drawbridge spanning the Manasquan River began Monday, and
crews with George Harms Construction were working to remove the steel span that lifted the drawbridge. Crews
were set to have the superstructure of the bridge removed by mid-June but delayed the larger demolition work,
including removing piers and support beams, until after July 1 in order to not conflict with the flounder spawning
season, senior project engineer Jeff Brantly of George Harms Construction had said this morning.
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Example #9 – DANGEROUS BARGE LOADING PRACTICES
Brand New Barge Crumples Under Load
[Source: NMA File M-626; Mnl #50.2B. Misle Activity #2573398; Misle Case # 273665, Release date: June 29, 2006.]
While navigating in calm conditions in the Gulf Intracoastal Waterway, an integrated tow arrangement with two
brand new barges and one towing vessel that was designed as a semi-permanent integrated system encountered a
meeting situation in a narrow area with another long tow. Both barges in the integrated tow were open hopper barges
carrying limestone aggregate. It was agreed that the subject tow would give way to the eastbound tow by softly
pushing up on the south bank, as is a routine practice in this area.
The two-barge tow pushed up in the shallow waters while proceeding at a speed of less than 1 knot as estimated by
the Master. Seconds after the intentional grounding of the bow, the lead barge in the tow buckled in the midships
region, causing it to slide back into the channel. As the barge's structure failed in the middle, it torqued the tow,
causing cables to part.
The Master attempted to stay with the barge and direct it to south bank, but it split in two and sank in the north side
of the channel. No one was injured and the other barge and towing vessel were undamaged.
On-scene investigation revealed that both open hopper barges had been loaded with about 20 feet of empty space
on either end of the cargo hopper, thereby concentrating the weight towards the center. The barge that remained intact
exhibited significant sag under the weight of its cargo.
The master reported that he had not been given any loading procedures to follow, aside from a maximum cargo
weight, which they had not yet reached. Further, he stated that the barges were loaded by a conveyor belt system and
that he had no control over the loading. He observed the sag in the barges, but assumed that it was within design
constraints as both barges were brand new and only carrying their second cargo
On Mar. 28, 2006, the investigator attended the damaged barge in drydock at the shipyard. The double-hulled
barge had failed catastrophically and acutely at almost exactly amidships. Both hulls parted within hull plating,
suggesting that welding quality was not an issue.
The investigator spoke with the barge owner and shipyard representative. Deficiencies in structural support of
initial design and loading characteristics were cited as possible contributing factors in the hull failure.
The barge was an uninspected dry-cargo barge, and like thousands of other barges, is not required to undergo
Coast Guard plan review or construction oversight. However, the report indicates that the vessel design was altered
after the accident and additional structural support members were added prior to its re-entry into service.
[NMA Comment: NMA asserts that full regulation of dry-cargo and work barges must become part of a
regulated the towing industry because all 17,000 dry cargo and 4,000 work barges serve as workplaces for our
mariners. These uninspected barges often are sites of deaths and personal injuries. In light of the number of
deaths caused by falls overboard from barges each year, each barge should be required to carry personal
lifesaving and retrieval gear. Refer to our Report #R-426, Rev.1, Report to Congress: Challenges Facing the
Coast Guard’s Marine Safety Program – Effectively Regulating the Towing Industry.]
Barge Disappears From Tow
[Source: GCMA file #M-578, Misle Activity #2390516, Misle Case #236038, Release date: Apr. 11, 2006.]
The barge ACBL 118, while in tow of the M/V Joe Bobzien en route from Baton Rouge to Cairo with 34 other
barges, broke in two and sank in broad daylight setting adrift barge NBI 200B. The Captain on watch stated that the
barge appeared to break in the middle and sank immediately. The incident occurred at Lower Mississippi River
mile 880 in the vicinity of New Madrid, MO.
Although the Coast Guard classified this as a “Serious Marine Incident,” their level of investigation was only
completed at the lowest level known as “Data Collection.” Consequently, the Coast Guard accident report shows
merely that that the barge sank. The only clue as to what actually happened comes from the surveyor’s report by
Hargiss Marine Service of Henderson, KY.
The salvage operation lasted from June 13th to June 30th to recover the 26-year old, 200-foot barge that simply
buckled when under tow. The surveyors report showed:
—Salvage of ACBL 118 was performed by Okie Moore Diving and Salvage at a daily rate of $10,000 and travel time
at $6,000 per day.
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—The sinking appears to have been caused by barge ACBL-118 buckling while in tow, taking on water, and sinking.
The barge was not run aground to cause the buckling.
—The surveyor believed the cause of the sinking was loading an excessive amount of cargo (i.e., mill scale) with
approximately 25 feet from each end of the cargo hopper being void because of the covers stacked on each end.
This placed excessive weight of heavy cargo toward the center of the barge that placed it in danger of buckling.
[NMA Comment: Regular inspection of dry cargo barges would assure their condition was fit for service even
after, in this case, 26 years of service. Inspection and required steel replacement would end the practice
putting crewmembers at risk for entering void areas to “shingle” rotten barges.]
It appears from the accident report that several wing tanks were “shingled” before the accident. The report cites
the value of the vessel at only $38,000 and of its cargo at $50,000. The barge was a total constructive loss and begs
the question of why insurance companies insure such junk.
Example #10 – M/V JON J. STRONG CLOSES UPPER OHIO RIVER FOR TWO WEEKS
Master’s Statement
[Source: Misle Notification #116860; Misle Case #215811; Misle Investigation Activity # 227128; Misle Enforcement
Activity #2281735. NMA file #M-526. Mnl30.3P]
“I was pushing out of Belleville Lock N/B (northbound) at Ohio River mile 204 approximately 8:00 a.m. on Jan 6,
2005. There was a lot of drift(1) on the upper side of the lock in the approach. [(1)Vocabulary: Drift = driftwood and
other floating debris.]
“I pushed the head of the tow out past the end of the long wall so the current would pull most of the drift off the
head of the tow. I reversed the engines and backed up to wash out any drift that was underneath the boat. I then came
full ahead on the engines to begin my departure.
“As the steering coupling got to the end of the lockwall, the tow stalled out. The tow started to top out toward the
channel (dam). I had two crewmembers on (the) tow. I called them on the radio and told them to get back to the boat
as soon as possible. I then rang the general alarm.
“I reversed my engines to back down inside the lock wall. The steering coupling started to break in half. The
loaded 9 barges broke loose going into the dam.
“I called (my company) Port Captain ¢ and reported the incident. Then I called the U.S. Coast Guard Huntington,
West Virginia, but was unable to contact Coast Guard. I called ¢ again and he informed me ¢¢ with B&H towing
had contacted the Coast Guard. s/Captain ¢¢¢¢¢, Jan. 6, 2005
Excerpts from the Coast Guard’s Executive Summary
Jan. 6, 2005 (0915 EST). M/V Jon J. Strong departed Belleville Lock and Dam upper lock gate northbound
with 12 loaded dry cargo hopper barges. The current caught the head of the tow as it cleared the upper lock wall
and set the tow toward the dam. The tow broke at the steering coupling and the nine lead barges allided with the
dam. Three (3) barges went through the dam, three (3) barges sank immediately, and three (3) barges became
lodged in the dam. The M/V Jon J. Strong retained 3 barges and backed down and returned to its position along the
long lock wall.
No injuries were reported. Drug and alcohol testing was complete. Incident Involved: Marine Casualty,
Reportable. Level of Investigation: Informal. USCG Classification: Major Marine Casualty. Was this a Serious
Marine Incident? Yes. Was a Marine Board Convened by Commandant? No. Vessel(s) Status Summary: Total
Constructive Loss, Salvaged = 2; Total Constructive Loss, Unsalvaged = 3; Damaged = 4; Undamaged = 5
Property Damage Summary/Total Damage: Vessel(s): $2,500,000 (estimated)
Investigating Officer’s Statement
I received a call, on Jan. 6, 2005 at approximately 0930, from B&H Towing informing me that the M/V JON J.
STRONG was involved in a casualty at the Belleville Dam. He reported that 9 barges broke loose, three were known to
have sunk, three went over the dam, and 3 barges were caught in the dam. I, along with LTJG ¢¢¢ and ENS ¢¢¢¢
departed MSO Huntington at approximately 1000 en route the Belleville Lock and Dam.
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Once on scene, I conducted an interview with Master of the M/V Jon. J. Strong, Captain ¢¢¢¢¢ (who) stated
that he pushed the head of his tow approximately 150 feet beyond the long lock wall to allow the current to clear the drift.
He then backed up approximately 200 feet to clear the stern and ensure no debris was caught in the steering gear or screws.
He stated that he accomplished his goal of clearing the debris and did not feel that any debris was caught in the vessel's
screws or steering gear. The Captain also verified the vessel's horsepower of 3,600 and the tow diagram attached to this
case. He also confirmed that two crewmembers were on watch and located at the head of the tow for the purpose of
assessing the extent of the debris.
The Captain stated that he thought that approximately 20 feet of drift remained at the head of the tow after he backed
down and prior to pushing forward to depart the lock. Both crewmembers stated that there was (only) 2-4 feet of drift
The Captain stated that after backing down, he waited approximately 5 minutes before coming full ahead to depart
the lock. He stated that that tow "stalled" after the steering coupling cleared the head of the lock wall by approximately
75 feet. He then stated that he attempted to back down but the tow parted at the steering coupling (i.e., the coupling
between the first and second row of barges). Both the Master and (B&H Port Captain) reported the steering coupling
was doubled-up.
The Master stated that he was not taking any medications at the time, did not feel fatigue, and slept for 5 hours prior to
coming on watch.
In addition to the Master, the following people were interviewed:
● Two crewmembers of the towboat located at the head of the tow at the time of the accident.
● Chief Engineer of the towboat located at the lower level of the engine room at the time of the accident.
● Lockmaster, U.S. Army Corps of Engineers (ACOE) located in the main lock and dam office at the time of the
incident.
● Maintenance Supervisor, ACOE, located at the top of the dam at the time of incident.
The common facts provided by witnesses in a position to see the vessel attempt to depart the lock were as follows:
● There was a large amount of drift in the upper side of the lock before the M/V Jon J. Strong cleared it out.
Reports estimated between 200 to 300 feet of drift.
● The Master pushed forward to clear the drift, stopped, and then backed up approximately 200 to 300 feet.
● There was only 2 to 4 feet of debris remaining in front of the tow when the Master came full ahead in an attempt to
leave the lock. This amount was reported by the two lookouts at the head of the tow and by the ACOE personnel that
could see the head of the tow.
● Both engines where full ahead as the Master attempted to depart the lock.
● The Coast Guard issued Western Rivers Broadcast Notice to Mariners 0008-05 OV on January 5, 2005 (i.e., the
previous day) warning mariners of high and swift waters in the Ohio River.
Other common facts that were provided by people associated with this incident are:
● Lock personnel were unable to install the auxiliary lock bulkheads on the afternoon January 5th due to a faulty "twoblock" switch on the "piggy back" crane that rendered the main crane out of order. The Lockmaster stated that he
would have set the bulkheads on Wednesday (5 Jan) afternoon if the crane worked.
● A conversation took place between the Port Captain and Captain regarding river conditions and tow configurations on
06 Jan 05 prior to the incident.
● There was a discussion between the Lock Operator and the Master regarding the debris prior to the incident. An
agreement was reached for the M/V Jon J. Strong to clear the debris from the chamber.
● The Master last looked at river conditions on the computer or in writing 2 days prior to the incident
● There was a conference call between MEMCO, B&H, Madison Coal, and Amherst regarding river conditions on
05 Jan 05.
● B & H Towing decided to configure the tow as per the towing diagram at the time of the incident considering the
river conditions and the Master's input (i.e., 12 loaded barges).
● The area known as "Long Bottom" at mile 209.5 of the Ohio River was used as a gauge as to how the tow would
handle the remainder of the trip. The Master reported that he had no problems pushing 12 loaded barges past this area.
● The Captain and Chief Engineer stated that there was no indication that debris was stuck under the vessel or tow.
Conclusions
Based on the common facts shared among the individuals who were directly involved in the incident, I conclude the
following:
1.The Master of the M/V Jon J. Strong did not fully recognize or evaluate the current river and lock conditions and
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the effect they would have on his tow. The information used by both B&H Towing and the Master in making the
determination to push 12 loaded barges did not accurately represent the true conditions at the lock prior to this
casualty.
2.The Master did not follow the policy established by B&H Towing. He failed to request an assist towboat during
severe weather conditions, and he failed to ensure his tow and vessel was adequate given the river conditions.
3.Communications between the ACOE and the Master did not adequately address the river conditions and possible
alternatives to locking (i.e., holding up, assist vessel, breaking tow).
4.The Master failed to achieve an adequate amount of momentum in his attempt to depart the lock. The Master stated
that he backed up 200 feet after clearing the debris from the head of his tow. In the days following this incident, I
witnessed several other tows of less size back down the entire length of the lock wall (1200 feet) prior to pulling out of
the lock. Even then, the current appeared to force the head of the tows out toward the dam. If the M/V JON J.
STRONG used the entire length of the lock to build momentum, the vessel may have been able to counter the force of
the oncoming current and safely depart the lock chamber.
5. Drift does not appear to be a contributor to this casualty. While the majority of the witnesses stated that there
was excessive drift in the lock chamber, and the means to clear the debris were not in place due to mechanical
problems, all those questioned reported approximately (only) 2 to 4 feet of drift in front of the tow when the Master
attempted to depart the lock wall. Subsequently, the Master and Chief Engineer both stated that there was no
indication (i.e., noise, steering or propulsion problems) that debris was caught under the vessel. Also, two of the
three ACOE witnesses described wheel wash coming from the M/V JON J. STRONG towards the Ohio shore; one
witness stated there weren't any noises coming from the vessel that would indicate debris being fouled in the rudders
or screws. The ACOE personnel's statements along with the Master and Chief Engineer's reduce the probability of
debris being a casual factor of this casualty.
All evidence and statements were attached to this case.
s/ Senior Investigating Officer MSO Huntington
Charges and Settlement
The Coast Guard charged Captain ¢¢¢¢¢ with Misconduct under 46 CFR §5.27 in that he:
· Failed to comply with 33 U.S. Code §2002 (Rule 2, Inland Navigation Rules), by not taking all necessary
precautions to avoid danger as required by the circumstances of the case.
· Failed to ensure his vessel and tow were suitable for the waterway to be transited as required by B&H Towing
Vessel Operating Procedures (Section A – Navigation).
· Failed to request an assist tug during conditions of strong current, high river stages, and dangerous maneuvering as
required by the B&H Towing Vessel Operating Procedures (Section A – Navigation)
Captain ¢¢¢¢¢ signed a Settlement Agreement with the Coast Guard that was approved by an Administrative
Law Judge in New Orleans. That agreement stipulated:
· One month license suspension from March 11 through April 11, 2005.
· Two additional months probation (through June 11, 2005).
· Mandatory completion of a Navigation Rules/Pilothouse Resource Management Course no later than April 11,
2005. His attorneys certified that he completed a 2.5-day course in Phase 1 of Advanced Pilothouse Management
at the Center for Maritime Education at Paducah, KY.
The Real Cost of this Accident
In an accident like this, everybody loses. The Master, who by all reports was experienced in his job, undoubtedly
suffered three months of extended stress and aggravation following the accident. Add to that unknown legal, school,
and travel expenses as well as having his “misconduct” exposed to the spotlight of the media.
As the sunken barges jammed the floodgates, the dam continued to pass floodwaters through the open gates from
January 6th to 19th when the gates could not be lowered because of the sunken barge wrapped around them. However,
as the floodwaters receded, the pool behind the dam was lost because inadequate water for navigation remained
between the Belleville and Racine L&D. The U.S. Army Corps of Engineers had to close that segment of the Ohio
River from Jan. 19th until Feb. 1st. This stopped all traffic above mile 203.9 on the Ohio River in mid winter. The
effect on river commerce was in the tens of millions of dollars – and shippers, public utilities, and the general public
noted its effect.
While it is always possible to blame the vessel’s Master in an accident like this, the incident report also mentions
“…a conference call between MEMCO, B&H, Madison Coal, and Amherst regarding river conditions on Jan. 5th” that led
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the M/V Jon J. Strong to continue its voyage. This decision cost somebody a great deal of money. This decision and
the cost to the public deserves to be examined in greater detail and probably will be examined in court by the parties
that suffered financial losses.
At some point, the Master may have to appear in court and answer some pointed questions about the “conference
call” and the resulting “decision.” Did the Captain really violate company rules on his own or was he told to do so?
The old refrain, “If you won’t do it, we’ll find somebody that will” hangs over every lower-level mariner who continues
to work as an “employee-at-will.”
Example #11 – M/V ELIZABETH M: FOUR DIE IN CATASTROPHE ON THE OHIO RIVER
The full story of this accident appears a separate report, #R-340-A. That report chronicles a long record of abuse
and shows the lengths some companies will go to push more barges than a towboat can handle. This abuse falls
primarily on our “lower-level” mariners who have no voice and no representation. The towing industry saw to that
when they killed the “Pilots Agree” movement in 1999 and, with it, the opportunity for mariners to join a wellestablished maritime labor union to represent their best interests with their employers and before the Coast Guard and
Congress.
The other side of the story seeks to blame everything on “human error.” For example, the USCG/AWO joint
bridge allision report released in May 2003 lays the blame for most of the 2,692 reported bridge allisions to human
performance – 78% to pilot error, and 12 % to other operational errors.
However, “human error” also extends to errors management makes. Management determines the size of the tow
as well as when and where it will move. Management puts pressure unbelievable on many pilots to perform. Stress
takes its toll on river Pilots as shown in our Report #R-403, Stress and the Licensed Mariner, points out to our readers.
In reality, both “human error” and moving “oversize and overloaded tows” are two faces of the same coin.
Example #12 – ROCK BARGES SLAM AMTRAK BRIDGE ON THE SUSQUEHANNA RIVER
[Source: The Waterways Journal, Sept. 9, 2002.]M/V Night Hawk – Misle Activity #1761841, Misle Case #110612,
FOIA #04-1937 & 05-0063. M/V Sharps Island – Misle Activity #1761974; Misle Case #110663. GCMA file #M-418.
Release date: Feb. 2, 2006. Mnl37.11J]
The Susquehanna River

Before the end of the last ice age, the Susquehanna was a much longer river. The Chesapeake Bay
constituted its lower valley before it was flooded by rising waters at the conclusion of the Pleistocene age.
Geologically, the river is extremely ancient, often regarded as the oldest or second oldest major system in
the world. The Susquehanna passes through Pennsylvania’s capital, Harrisburg, where the river is nearly
a mile wide. Harrisburg is the largest city on the lower Susquehanna that flows southeast across rural
south central Pennsylvania. The Susquehanna then crosses into northern Maryland approximately 30
miles northeast of Baltimore and enters the northern end of the Chesapeake Bay at Havre de Grace.
The Susquehanna River carries large amounts of waters from a basin of over 21,000 square miles. Broad and
shallow, it is navigable only about four miles above its mouth where it is obstructed by rocks. The Conowingo Dam
in Maryland lies about 10 miles above its mouth and controls the flow of the river into Chesapeake Bay.
The town of Havre de Grace, on the west side of the entrance to the Susquehanna is on the main lines of Amtrak
and CSX Transportation, each with a rail bridge crossing the river along with a highway bridge. Being on Amtrak’s
main line means that this is one of the busiest passenger-rail river crossings in the country and on the heavily traveled
“northeast corridor” carrying express trains including the 125 mph Acela trains between Washington, Baltimore,
Wilmington, Philadelphia, and New York. Other trains continue north to New Haven, Providence, and Boston.
Amtrak is familiar with the threat posed by towing vessels after their experience with the Sunset Limited disaster in
Sept. 1993 that killed 47 people.
The Two Accidents
Two separate towing accidents involving a 350’x6 0’ and a 315’x52’ loaded rock barge occurred within a day of
each other at the base of the Amtrak bridge causing an estimated $300,000 damage to the bridge structure. Most of
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the damage apparently was absorbed by the bridge fenders that were badly damaged, so much so that one tow actually
reached the bridge structure itself and had to be pulled out from under the collapsed timbers and steel of the heavy
duty fender system. Both barges were holed but did not sink. It was extremely fortunate that the bridge itself did not
fail considering the national importance of the northeast rail corridor.
The First Accident
The first accident occurred on March 21, 2003 at about 1400 hours when the tug M/V Night Hawk pushing the 60foot wide loaded rock barge PATAPSCO hit the bridge fenders causing a breach in the hull of the barge below the
waterline estimated at $100,000 along with some fender damage.
The Coast Guard report stated that: “the main contributing factor…was the speed of the current in the river at the
time which was increased due to the number of flood gates open from the Conowingo Dam, upstream. There were 14
gates open at the time of the first incident.
Although the Master of the tug was in the wheelhouse, he was not on watch, the Mate was at the helm at the time
of the accident. An excerpt from the Mate’s statement follows:
“At 1300 prior to getting underway, Capt. ¢¢¢ and I discussed how best to navigate the lower Susquehanna
River and how best to approach the Amtrak Bridge. The Captain stated: “This will be the hardest bridge passing I had
attempted yet.” and offered to take the M/V Night Hawk and PATAPSCO through the Amtrak Bridge himself. It was
mutually decided that I would retain operation of the M/V Night Hawk with coaching from him and, at the first sign
of a problem, he would assume control.
[NMA Comment: In reference to Example #5 (above), taking over the watch from another qualified
watchstander for the sole purpose of completing a specific but difficult maneuver may not be advisable on a
“two-watch” boat where Coast Guard regulations assume each person has enough experience to stand his
watch alone. Having both watchstanders on duty technically violates the 12-hour rule on a “two-watch” boat.
Thoroughly evaluate the risk to your license and your career and consider all alternatives before plunging
ahead.]
“At approximately 1335, we took in all lines and with the assistance of the M/V Capt. Henry Knott, I turned the
PATAPSCO around and proceeded down river.
“While passing under the freight bridge, I noticed that our speed over ground was already 6.5 knots with each
engine in clutch ahead. Between the (CSX) freight bridge and the Amtrak Bridge, I alternated the throttle controls
between backing and ahead to retain a safe speed and retaining steerageway – approximately 5 knots over ground.
“At two barge lengths away from the Amtrak opening, it was apparent that I was getting set to the port. I took
corrective action with starboard rudder and half throttle. As the bow of the barge entered the fender system, I shifted
the rudders hard to port and the Captain moved the throttles to full ahead attempting to straighten out.
“At approximately 1410 the PATAPSCO struck the port fender system halfway between the bow and stern and
then struck the starboard bow against the starboard fender system, parting the starboard face wire and safety line.
After continuing through the bridge opening, I immediately called Amtrak, notified them of the collision and
damage to the fender system. After making appropriate calls to the office and terminal, the Captain took control of the
M/V Night Hawk. We assessed damage to the PATAPSCO, replaced the starboard face wire, and returned to the
Quarry in Havre de Grace.”
The Second Accident
The second accident of a very similar nature with another loaded rock barge occurred the very next morning, Mar.
23, 2003 at 0750 hours. The Tug M/V Sharps Island pushing loaded, 315-foot long, 52-foot wide, rock Barge #215
also hit the damaged fender works of the Amtrak Bridge and breached the hull of the barge above the water line.
Again, the main contributing factor was the speed of the current in the river which had increased because there were
now 20 flood gates open at the time of the incident. The current was unusually fast and estimated to be between 4.5
and 5 knots. The tug was 81.5 feet in length with 1580 or 1800 horsepower(1) probably considered sufficient for the
transit – before the accident. The Master of the tug was at the helm at the time of the accident. [(1)Depends upon
which part of the report you quote from.]
The Master stated: “Was outbound from Arundel HDG with loaded #214.(1) Due to the heavy rain and melting
snow, Conowingo Dam had 20 gates open which resulted in extremely fast running current. Had ¢ on port side of
barge and ¢¢ on starboard side of barge knowing the current was going to set the barge toward the abutment on the
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port side of bridge. Boat was doing about 2.7 knots, just enough to keep steerageway on the barge. Soon as the bow
of the barge went through the center of the abutment, the current set the bow toward the port abutment, which I tried
to correct. But the current was too strong resulting in the starboard corner of the barge striking the skirting on the
center of the bridge. I immediately called Bridge Management and the Coast Guard.” [(1)One part of the report cites
Barge #214; the other part says Barge #215. The Coast Guard investigated this accident at the “data collection”
level – the lowest investigative level – and screwed up the “data” they did collect.]
The Chief Engineer added these details in his statement: “(the strike)…pushed port bow to the starboard hitting
center pillar and wooden skirting of the center span – hit it slow and just pushed right through where the wooden
skirting was already hit. Barge just push(ed) right through (until the) barge stopped and we were stuck until a helper
boat came and helped us get out safely.”
The head deckhand added this information: “It slowly pushed through the already broken timbers and came to a
stop under the timbers…Then the M/V Night Hawk came out to assist us and pull us safely away from the bridge and
from underneath the timbers on the starboard side bumpers.”
[NMA Comment: This accident should have allowed the two crews to compare notes. The Coast Guard found
nothing to charge any officer with. They apparently missed the opportunity to ask all these towing vessel
officers to state for the record what lessons they learned from this $400,000 accident.]
Emergency Damage Assessment
[Ed. Note: Although we found some discrepancies in this portion of the report as to which vessel caused the damage,
it is not our intent to fix blame for this accident.]
Hudson International Consultants and Engineers of Wayne, PA, surveyed the damage to the railway swing bridge
for Amtrak in accordance with Coast Guard requirements.. Excerpts from their emergency report follow:
“There is a navigable channel with a clear width of one hundred feet on each side of the pivot pier…water depth to
the top of the two-foot high rip-rap at the channel side of pier #9 was about 34 feet. Water depth at the east side of
pier #10 was about 30 feet….
“The fender structure, a finger pier, to protect the opened swing span was probably constructed in 1984 and
utilized an existing abandoned pier at the downriver end. This is a solid masonry cylindrical pier with a nominal
diameter of twenty-six (26) feet. This fender structure extends downriver for a distance of about one hundred seventy
(170) feet from the center of the pivot pier. It extends upriver to the back of an icebreaker structure for a distance of
about one hundred thirty-two (132) feet from the center of the pivot pier.
“A fender system was constructed with a combination of horizontal steel framing supported by three-foot diameter
concrete-filled steel pipe piles. The steel framing utilized twelve (12) bents(1) containing three (3) piles per bent. Boat
protection is provided by the use of 12”x12”x16’ long vertical posts spaced two (2) feet on centers.” [(1)Vocabulary:
Bent = A transverse frame of a bridge (or building) designed to support either horizontal or vertical loads.]
“On Mar. 21, 2003, a tug lost control of a barge that was traveling down river in the east channel. It veered into
the fender system at a point about ten to twelve feet from where the fenders meet the side of the twenty-six (26) foot
masonry pier. This collision broke about thirteen (13) to fourteen (14) rubbing timbers and the steel plate transition
cover. The timbers remained in position and did not appear to be loose.
“On Mar. 22, 2003, in the afternoon, a 5,000-ton capacity barge with a tug…pushing the barge down river in the
east channel lost control and struck the upriver nose of pier #9. It then veered to the west colliding with the fender
system of pier #10 almost at the same point of contact as the occurrence on the previous day.
“About twenty-five (25) 12”x12” rubbing posts are broken and some of them could break loose and fall into the
river. The steel transition plate at the extreme down river end has been pulled into the waterway.”
Weather Service Data
The National Weather Service has monitored the flow from the Conowingo Reservoir since October 1928. The
graph furnished with the accident report indicates peak flows on March 22nd. and 23rd. with a sharp dropoff on March
24th. following the second accident.
[NMA Comment: Was the rush to push two loads of rocks worth the $400,000 damage it caused? Would the
loss of a tug and a rock barge restore human life if another Amtrak Sunset Limited type accident had
occurred? Would the loss of a tug and a rock barge pay for the disruption to commerce for the entire region if
the bridge structure rather than the fenders had been damaged?]
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Unfortunately, none of us can predict what it will take to make any given bridge fall. The accidents at Webbers
Falls, Oklahoma, in May 2002, the Queen Isabella Causeway in south Texas in September 2001, and the Judge Seiber
Bridge in New Orleans prove that these accidents can happen. Natural phenomena like hurricanes, floods, and
earthquakes place engineered structures at risk as well. There is a price attached to ignoring the lessons of History.
The users of the nation’s waterways who fail to consider the risk of ill-advised voyages, overloaded tows, or unsafe
working hours, untrained or undermanned vessels, need to be assessed for the damages above and beyond filling out a
few insurance claims forms, sending letters of condolence, and assuming that Uncle Sam will pay anything insurance
does not cover.
Congress needs to re-consider and update maritime limitation of liability statutes dating from 1851 so that the time
worn dismissal of risk by threats or thoughtless challenges to our mariners like “If you can’t do it, we can find
somebody who will” are replaced by active risk management both by boat owners and their employees.
Conclusion
We reviewed our files and selected, as examples, the most prominent incidents involving oversize and overloaded
tows. NMA requests most of our accident files from the Coast Guard and NTSB based upon specific reports from our
mariners in the field.
GCMA/NMA REPORTS PREVIOUSLY FURNISHED TO CONGRESSIONAL COMMITTEES
[Available on our website at www.nationalmariners.org]
● Report #R-279. Rev 6. Sept. 14, 2006. Report to Congress on the Need to Review and Set Safe Manning Standards for Offshore
Supply and Towing Vessels.
● Report #R-305. Rev.1. Oct. 2002. Betrayed – A Call for Increased Congressional Oversight of the United States Coast Guard.
● Report #R-341. Rev.3. Jun. 30, 2006. Smoking and Merchant Mariner Health & Welfare Issues: A Petition to Congress.
● Report #R-350. Rev. 3, July 23, 2007. Mariners Seek Help From Congress on Safety, Health, and work-Related Problems.
● Report #R-354. Rev. 3. Jan. 8, 2008. A Direct Appeal to Congress on Lifesaving Issues Affecting Lower-Level Mariners.
● Report #R-370-A (Series) Rev. 2. May 19, 2007.. Report to Congress: Fifth Anniversary of the Webbers Falls I-40 Fatal Bridge
Accident: Unresolved Issues Revisited.
● Report #R-395, Rev.2. Nov. 22, 2006. Safe Potable Water and Food Service for Commercial Vessels of Less than 1600 Gross
Register Tons: An Appeal To Congress
● Report #R-401, Rev. 1. Mar. 8, 2005. Crew Endurance and the Towing Vessel Engineer – A Direct Appeal to Congress.
● Report #R-411. Rev. 4, May 30, 2006. Congressional Oversight is Necessary to Prevent Continuing Overhead Clearance
Accidents.
● Report #R-413. Rev. 1, Feb. 11, 2006. A Direct Appeal to Congress to Reform the Two-Watch System.
● Report #R-417. Rev. 1, Feb. 25, 2007. Report to the 110th Congress: Request for Congressional Oversight on the Towing Safety
Advisory Committee.( TSAC)
● Report #R-426. Rev. 1. Aug. 27, 2007. Report to Congress: Challenges Facing the Coast Guard’s Marine Safety Program –
Effectively Regulating the Towing Industry.”
● Report #R-428. Rev.1. Oct. 23, 2006. Report to Congress: The Forgotten Mariners. Maritime Education & Training for EntryLevel Deck & Engine Personnel.
● Report #R-428-D. Feb. 13, 2007. Report to the 110th Congress: Substandard Coast Guard Merchant Marine Personnel Services.
● Report #R-429. Aug. 29, 2006. GCMA Report to Congress: How Coast Guard Investigations Adversely Affect Lower Level
Mariners.
●Report #R-429-G. (Series) Rev. 2. Feb. 24, 2007. Report To Congress: Sharpening Accident Investigation Tools By
Establishing Logbook Standards for Lower-Level Mariners
● Report #R-429-J. July 1, 2007. Investigations: Report to Congress – Coast Guard Abuses of the Administrative Law System.
● Report #R-445. Sept. 14, 2007. Report to Congress: Coast Guard Failed to Protect Mariners from Asbestos.
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