
 

SAFETY FLASH 

 

1 Double Man Overboard Resulting in one Fatality 

What happened? 

During preparations for disconnecting a tow tug which was moored to a 
barge in turn moored to the jetty, a crew member of the tow tug fell into 
water between the tow tug and the barge.  A second crew member also fell 
into the water during attempts to rescue his colleague.      

Following a worsening of the weather, it was decided to 
disconnect the tow tug from the barge.  The Chief Mate stepped 
over to the barge to check certain equipment, but found that he 
needed a torch to do so.  He called for a torch by radio.  An AB 
collected a torch and made his way to deck where the 2nd Mate 
was acting as safety watch for the Chief Mate.  The AB handed 
over his radio to the 2nd Mate, who did not have a radio.  Whilst 
the 2nd Mate was occupied with the radio, he took his eye off 
the AB who, at this point, fell into the water.  When the 2nd Mate 
realised what had happened he shouted “Man Over Board” and 
attempted to rescue the AB.  During his attempts he also fell into 
the water.  In the meantime the MOB alarm was raised and all 
hands were on deck.  The 2nd Mate was helped out of the water.  The AB was still in the water and had now lost 
consciousness.  After a number of attempts he was pulled towards the rescue zone door by a boat hook, where he 
was manually lifted out of the water. The 2nd Mate was treated for hypothermia. The AB was administered CPR 
and AED by the crew until medical assistance arrived.  The AB was medevaced by helicopter but did not survive. 

What went wrong? 

 Vessel to vessel transfer was accepted and regarded 
as a routine activity; 

 Risk awareness did not deal with specific risks of 
routine activities in non-routine circumstances.  The 
focus is on what has to be done, not on how/risks 
involved; 

 MOB between two stationary vessels was not 
specifically addressed in procedures, risk 
assessments or drills related to MOB.  Rescue 
equipment was not primarily suitable for rescuing MOB from between two vessels. 
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What were the causes? 

Our member notes that both the AB and the 2nd Mate were wearing inflatable lifejackets which slipped up their 
heads whilst they were in the water. 

 Procedures and risk assessments: 

− Procedures allowed direct transfer from vessel to vessel in adverse weather conditions, exceeding defined 
conditions (captain’s discretion); 

− There was no requirement for “last minute risk assessment” (LMRA) before starting routine activities under 
suboptimal circumstances; 

− Toolbox talks were primarily focused on which activities, less on how to execute and risks involved; 

− Risk of hypothermia was not specified in the client’s procedures/risk assessments; 

 Man overboard! 

− MOB drills and processes tend to be related to open sea situations, and do not address falling in between 
two (stationary) vessels; 

− Inflatable jackets are not part of drills. 

− Rescue equipment was not suitable for swift retrieval of MOB between stationary vessels. 

− The wearing of thermal suits was not mandatory. 

− Inflatable life jackets with crotch straps was not mandatory. 

Actions 

 Procedures, risk assessment and toolbox talks: 

− Review procedures with regard to direct vessel to vessel personnel transfer; 

− Include the risk of hypothermia in procedures and risk assessments related to falling in the water; 

− Review MOB procedures and drills to include MOB situations between two stationary vessels/between 
vessel and quayside; 

− Ensure that toolbox talks not only deal with what has to be done, but also with how it should be done and 
the specific situational risks involved, including changes in operating conditions. Ensure that when work 
cannot be carried out safely anymore, the Stop Work authority is applied. 

− Properly assess additional risks of carrying out routine activities under non-routine conditions; 

 Equipment  

− Ensure that heaving line and bag are applied for transfer of equipment/tools (such as a torch in this case) 
from vessel to vessel; 

− Ensure that the required equipment/tools are defined prior to carrying out a non-routine job; 

− Review MOB equipment and techniques used for rescue in limited situations, for example between two 
stationary vessels or between vessel and quayside; 

− Consider introducing life jackets with crotch straps. 
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