
Open ballast tank causes internal flooding
A cargo vessel berthed in the
evening and began d ischarg ing
stee l  cargo a longs ide a wharf .
Accord ing to the d ischarg ing
p lan,  i t  was intended to d is -
charge cargo f rom ho ld nos
f  , 4  and  6  i n i t i a l l y .  Du r i ng  th i s
sequence, seawater bal last was
to be pumped into nos 1,  4
and 6 (port  and starboard)  wing
tanks.  At  t imes,  because of  the
uneven d is t r ibut ion of  cargo in
the holds, the vessel took a l ist
to  one s ide and the ba l las t  tank
valves were control led to keep
the sh ip c lose to upr ight .

Soon af ter  midn ight ,  the va lves
of  nos 1 and 4 wing tanks were
shut  and ba l last ing of  no 6 wrng
tanks began.  Tank soundings
were not  moni tored dur ing the
ba l last ing operat ions,  and the
quantity of seawater in the tanks
was not estimated either. At
abou t  01 .30 ,  a ' 440Y  i n su l a t i on
fa i l '  a larm act ivated at  no 1 deck
crane power d is t r ibut ion pane l
on the main swi tchboard.  The

power cables to the deck cranes
passed through the port-side
passageway. Suspecting moisture
in the junct ion boxes,  the e lect r i -
cian opened the access to the
passageway and was shocked to
f ind that  i t  was f looded wi th ba l -
last water. Portable pumps were
used to discharge this water.

When the space was suff i-
ciently dry by early afternoon,
it was observed that no 1 port
wing tank manhole cover  had
not been closed and water was
cont inu ing to pour  out  in to the
passageway. The tank was debal-
lasted to bring the water level
be low the manhole opening
and the l id  was secured t ight ly .

After the electr ical junction

boxes in the passageway had
been c leaned and dr ied,  the
insu lat ion read ings returned to
normal  and power supply  was
restored to the deck machinery.
Dur ing a precaut ionary check,  r t
was not iced that  two more wing
tank manholes were open and

these were properly secured.
Investigations revealed that

after the chief off icer had made
an interna l  inspect ion the prev i -
ous day, the f rtter assigned to
the task of  secur ing the manhole
l ids had forgotten to carry out
the work. The chief off icer had
also fai led to verify that the job

had been proper ly  completed.

Root cause/
contributory factors
1.  Fa i lure to fo l low bas ic  sea-
mansh ip  i n  secu r i ng  t ank  l i d s
af ter  complet ion of  inspectron.
2.  Insuf f i c ient  moni tor ing of
progress of  ba l las t ing operat ions
and  t ank  sound ings .
3.  Inadequate work p lann ing
ano execut ion.
4. Defective high-level bi lge
a larm in the passageway ( fau l t

known to crew).
5.  Fa i lure to carry  out  rsk assess-
ment and control measures.
6.  Poor  leadersh ip/superv is ion.
7.  Inadequate maintenance.
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Corrective and
preventative actions
1.  The at tend ing superrntendent
immediately held a safety meet-
ing at  which the ser ious lapses
and fa i lures on the part  of  the
crew were discussed.
2. Members of the ship's staff
were instructed to ensure careful
p l ann ing  and  con t i nuous  mon i -
tor ing and record ing of  a l l  ba l -
las t ing operat ions,  inc lud ing
regular  appra isa l  o f  quant i t ies
in  each tank based on tank
and pump capac i t ies .

MARS editor's note
This  inc ident  i s  o f  concern on
many counts  and po ints  to  poss i -
b le  ser ious def ic ienc ies  in  the
safety management system,
operat iona l  and maintenance
procedures and crews observ-
ance of  bas ic  seamansh ip.  Where
such b i lge wel l s  are f i t ted,  the
onboard procedures and p lanned
maintenance systems should
incorporate the regu lar  test ing
and record ing of  the funct ion ing
of  the br lge a larm and the dra in-
ing/pumping arrangements and
a lso ensure a reasonable s tock
n f  <n ; r a  n : r f<
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Sudden release of load causes injury
A crew member engaged in  fabr icat ion work
went to the pipe storage rack to select and
remove a length of  prpe.  He grabbed the
p ipe by i ts  par t ia l ly  pro ject ing end and pu l led
wi th a l l  h is  s t rength.  As i t  was he ld in  p lace
between other pipes in the rack by compres-
s ive and f r i c t iona l  forces,  h is  in i t ia l  e f for t
fai led to dislodge it. In a fresh attempt to
move the p ipe,  the crew member pu l led on
i t  wi th a v io lent  jerk ,  caus ing the p ipe to s l ide
out  suddenlv .  The worker  lost  h is  ba lance

and fe l l  backwards,  h i t t ing h is  back on the
bu l khead  beh ind  h im ,  caus i ng  a  con tus i on .

Root cause/contributory factors
1.  Poor  r i sk  assessment and work p lann ing.
2. Fai lure to seek assistance from co-worker
when in  d i f f i cu l ty .

Corrective/preventative actions
Inc ident  report  c i rcu lated to a l l  vesse ls  in  the
f leet  wi th inst ruct ions to .

REPORT NUMBER 201163 1.  D iscuss the inc ident  at  the i r  next  safety
meeting and refer to Section 3, Chapter
19.4 of The Code of Safe Working Practice
- Manual Handling - Advice to seafarers.
2. Assess careful ly any load that is to be
l ifted or moved and plan for the best way
to apply the effort.
3. Reouest assistance from other crew in
case of diff iculty.
4 .  Cons ider  the task and assess in jury r i sks
before start ing the operation or task.
5. Remember that statist ics have consistently
shown that imorooer muscular effort and
poor posture are lead ing causes of  s t ra in
injuries, which can be prevented by use of
proper  recnnrques.

More reports are always needed. lf you have experienced or seen any incident from which others may learn, please report it, including your name and contact i
details, to the MARS editor at: mars@nautinst.org, via www.nautinst.org/mars or to MARS, c/o The Nautical Institute, 202 Lambeth Road, London SEl 7LQ, UK. 
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