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cargo ship’s maritime mobile service identity (MMSI) number, but not its name. He 
started to note the MMSI number on a piece of paper in case he needed to contact 
the cargo ship by radio.

Shortly after, Rickmers Dubai’s second officer, who was the officer of the watch 
(OOW), saw Kingston’s lights very fine off the cargo ship’s port bow. At 0154, he 
adjusted the autopilot to port in order to overtake the tug on its port side (Figure 3). 
Seconds later, Rickmers Dubai collided with Walcon Wizard. It then passed between 
the crane barge and the tug, catching on the towline as it did so.

Kingston’s mate, who was the tug’s wheelhouse watchkeeper, saw that the cargo 
ship was now passing very close to the tug’s stern. At 0155, he broadcast on very 
high frequency (VHF) radio channel 16:

“What are doing? Slow down, there is a wire, slow down, slow down!”

The VHF call was heard by Rickmers Dubai’s OOW, who quickly reduced the ahead 
pitch on the controllable pitch propeller (CPP) from 83% to 29%. As Rickmers Dubai 
overtook Kingston, the lead of the towline moved from astern to ahead, which pulled 
the tug through 180°. Kingston was then towed stern-first. 

Kingston’s mate immediately took the main engine out of gear and shouted down 
to the accommodation to warn the rest of the tug’s crew. The tug’s skipper and 
engineer immediately went on deck and saw that the towline was being pulled off 
the tow winch drum, dense smoke was coming from the winch drum brake, the aft 
deck was under water and hydraulic oil was spraying from ruptured connections.  
Seconds later, the bitter end of the wire towline broke free from the drum.  Kingston 
then stopped in the water with Walcon Wizard off its starboard side. 

Figure 2: CNIS display at 0145
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1.2.2	 Subsequent actions

Kingston and Walcon Wizard

At 0159, Kingston’s watchkeeper informed Dover Coastguard of the collision and 
that the tug’s tow had been lost.  He also informed the coastguard that the tug’s 
crew were uninjured. Dover Coastguard alerted the Dungeness all weather lifeboat 
(ALB), which was launched to assist. It also advised approaching vessels to give 
Kingston and Walcon Wizard a wide berth.

Kingston was manoeuvred close to Walcon Wizard but its crew were unable to 
access the emergency towline, which had been prepared on the barge before 
leaving Ipswich, because of damage to the barge’s crane jib. The damage to the 
tug’s hydraulic system also prevented the crew from recovering the lost towline, 
which was anchoring Walcon Wizard to the seabed.

At 0234, the Dungeness ALB arrived on scene. Its crew confirmed that, except for 
the stern light, Walcon Wizard’s navigation lights were clearly visible. The barge’s 
stern light was illuminated but it was obscured by damage to its superstructure.

The towline was eventually cut free from Walcon Wizard by the crew of THV 
Galatea, which then took the crane barge in tow. Kingston and Walcon Wizard 
berthed alongside in Dover at 2300 on the same day.

Figure 3: CNIS display at 0154
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Rickmers Dubai

At 0157, Rickmers Dubai’s chief engineer, having been awoken by a change in 
engine noise and increased ship’s vibration, arrived on the bridge. At 0202, Dover 
Coastguard called Rickmers Dubai by VHF radio. The second officer responded 
immediately, stating:

“The tug was not showing any signal.” 

Dover Coastguard requested the second officer ensured that the voyage data 
recorder (VDR) was saved and that details of the incident were entered in the deck 
logbook. By 0205, Rickmers Dubai’s speed had reduced to 6kts as the vessel 
continued on a south-westerly heading.

At 0212, the second officer started to slowly increase the vessel’s speed. The chief 
engineer prompted the OOW to inform the master of what had happened. He then 
left the bridge.

At 0217, the second officer informed Dover Coastguard that Kingston did not, and 
was still not, transmitting on AIS.  He also stated that he had not seen the towline 
or spoken to the tug before overtaking.  The OOW also suggested the towed barge 
was not showing navigation lights.

By 0235, Rickmers Dubai’s speed had increased to 13.5kts.  At about 0300, the 
chief officer arrived on the bridge to take over the navigational watch. During 
the watch handover, the second officer informed the chief officer that Rickmers 
Dubai had passed between a tug and its tow, but that the cargo ship had not been 
damaged. On completion of the watch handover, the chief officer instructed the 
second officer to make sure that there was no damage. Accordingly, the second 
officer went onto the forecastle with a torch and looked over the bow. No damage 
was seen.

At 0330, Dover Coastguard called on VHF radio and requested a damage report.  
The chief officer replied that he would check and respond within 30 minutes. 

At 0356, Dover Coastguard instructed Rickmers Dubai to leave the TSS, anchor and 
await further instructions.  The chief officer called the master to the bridge. The chief 
officer then briefed the master, who immediately called the bosun and instructed him 
to sound the ballast tanks. No unusual soundings were noted.

At 0742 Rickmers Dubai anchored off Newhaven.  

1.3	 DAMAGE

1.3.1	 Tug and tow

Walcon Wizard’s wheelhouse was set forward in the collision and crushed. The jib of 
its crane was buckled and guardrails were also bent (Figure 4). Kingston’s hydraulic 
motor for the tow winch was seriously damaged and several hydraulic connections 
were ruptured.
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1.3.2	 Rickmers Dubai

MAIB inspectors boarded Rickmers Dubai from a pilot boat at 1100 on 11 January 
2014 while the ship was at anchor off Newhaven. They informed the master that 
damage to the bow area, above the waterline, was clearly visible (Figure 5). The 
ship’s crew then identified that the vessel’s hull had been punctured on its stem and 
port side in way of the forecastle store (Figure 6).  

Figure 4: Walcon Wizard - collision damage

Figure 5: Rickmers Dubai - collision damage (external)
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1.4	 RICKMERS DUBAI

1.4.1	  Management and crew

Rickmers Dubai was managed by Reedereiverwaltung Heino Winter GmbH & 
Co. KG, a family owned company, based in Hamburg, Germany. The company 
managed 13 vessels, 9 of which it owned.  The fleet consisted mainly of heavy lift 
multipurpose cargo vessels, but three were feeder container vessels.  The ship 
manager crewed its vessels through Marlow Navigation, based in Cyprus. Most of 
the officers were eastern Europeans while ratings were Filipino or Tongan.  Crew 
retention was good.

Figure 6: Rickmers Dubai - collision damage (internal)
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All of Rickmers Dubai’s officers were Ukrainian and held the appropriate level of 
certificates of competency (CoC) for their posts on board. The officers’ contract 
length was usually 4 months. The ratings’ contract length was approximately 11 
months.

1.4.2	 Bridge manning

The deck officers on board Rickmers Dubai had all received formal training in the 
use of an Electronic Chart Display and Information System (ECDIS). At sea, they 
kept bridge watches as follows: 

•	 second officer:	 	 	 0000 – 0400 and 1200 – 1600

•	 chief officer:	 	  	 	 0400 – 0800 and 1600 – 2000

•	 master/third officer:	 	 	 0800 – 1200 and 2000 – 0000

During the hours of darkness, one of the vessel’s able seamen (AB) was nominated 
as a lookout for each of the bridge watches. The vessel carried a bosun plus four 
ABs. Of the four ABs, three were scheduled to keep bridge watches; the remaining 
AB was available to assist the bosun.

The master was 48 years old and had served on board a variety of different ship 
types. The master’s first command was in 2007 and he joined Rickmers Dubai in 
September 2013. 

The second officer was 35 years old and had qualified as an OOW in 2006.   He 
spoke reasonably good English and had served in a variety of ship types. The 
second officer had been on board Rickmers Dubai for 3 months; this was his second 
contract on board. He was well rested and did not feel tired during his watch on the 
morning of 11 January 2014. 

The AB nominated to keep watch with the second officer during the morning of 11 
January 2014 was Tongan and 31 years old.  He had been at sea for 11 years and 
had been on board Rickmers Dubai for 8 months.

The lookout was not on the bridge at the time of the collision. It is reported that the 
lookout had accompanied the second officer on the bridge during his watch and had 
informed the second officer about seeing the lights of another vessel ahead before 
leaving the bridge to conduct safety rounds.

1.4.3	 Bridge equipment

The main navigation and control console on Rickmers Dubai’s bridge was offset 
to starboard (Figure 7) to improve the view ahead, which was partially obscured 
by deck cranes on the vessel’s port side (Figure 8). The console had navigation 
stations at each end, which were fitted with ECDIS and radar displays. The vessel’s 
primary means of navigation was ECDIS and no paper charts were carried. 

The central section of the main console contained the CPP operating lever, helm 
controls and the autopilot. It also contained a VHF radio and the VDR emergency 
back-up button. A second VHF radio was on the global maritime distress and safety 
system (GMDSS) console.
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Bridge computer

Chart table Main console

GMDSS console

Figure 7: Rickmer’s Dubai - bridge layout

Forward
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The ship was fitted with one S-band and two X-band radars. One of the X-band 
radars was bow-mounted for use in restricted and/or congested waters.  The radar 
display at the port side navigation station showed the S-band radar, while the display 
at the starboard station could be switched between the X-band radars. The second 
officer mainly used the X-band radar display during his watches. On taking over the 
bridge watch prior to the collision, he had adjusted the settings on the X-band radar 
display; the second officer did not adjust or use the S-band radar display.

The radar displays were each equipped with an automatic radar plotting aid (ARPA) 
and were able to show AIS information for operator-selected targets. Up to three 
targets could be selected manually using ARPA or AIS and their details were 
displayed on the right of the radar screen (Figure 9).

A Bridge Navigational Watch Alarm System (BNWAS) was switched on and off using 
a key on a panel on the main console. The system was intended to require the OOW 
to acknowledge a visual and audible alarm every 10 minutes in order to prevent 
an alarm sounding in the master’s cabin. The key was in the control panel but the 
system was not switched on at the time of the accident. 

Figure 8: Rickmer’s Dubai - view ahead from navigation console
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1.4.4	 Voyage data recorder

Information recorded by Rickmers Dubai’s VDR was saved when the vessel was at 
anchor off Newhaven. Review of the recorded data identified, amongst other things, 
that:

•	 The X-band radar display was set to the 6nm range scale and the origin was 
offset to the north east in order to extend the view ahead. By 0100, the radar 
targets of both Kingston and Walcon Wizard were visible at a range of 10nm 
(Figure 9). 

•	 The radar targets associated with Kingston and Walcon Wizard merged 
between 0147 and 0150 when at a range of about 1nm (Figure 10).

•	 A radar alarm of 5 cables/1 minute was set on the ARPA for operator selected 
targets only (Figures 9 and 10).

•	 Thun Goliath was the only AIS target selected after midnight (Figures 9 and 
10).

•	 No radar targets were acquired using ARPA.

•	 The vessel had been on a steady course and speed since 0100 and was 
approximately 3 cables to the north of its intended track.

•	 There was no crossing traffic in close proximity.

•	 The VHF radios were set to channels 11 and 16. Safety broadcasts 
transmitted by Dover Coastguard were loud and clear.

•	 No English was spoken on the bridge during the second officer’s watch.

•	 There was no evidence of persons entering or leaving the bridge during the 
hour before the collision.

•	 Recorded music was being played throughout on the computer sited on the 
port side of the bridge (Figure 7).

The VDR was saved by the vessel’s crew to a Universal Serial Bus (USB) dongle, 
which was bright orange and labelled as ‘only for use with the VDR’.  When MAIB 
inspectors cloned the USB dongle, they identified that a movie had been deleted.

1.4.5	 Safety management system and procedures

Rickmers Dubai’s safety management certificate (SMC) was issued by 
Germanischer Lloyd on behalf of the Republic of Liberia, following an initial 
ISM audit on 17 January 2012.  The audit identified three non-conformities and 
made three observations, none of which were related to navigation or bridge 
watchkeeping.  
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Since the ship entered service in 2011, four internal audits had been completed, 
the last of which was on 8 January 2014.  In general, the internal audits found the 
ship to be well maintained and run, and that the crew were familiar with the safety 
management system (SMS).  In addition to the audits, the ship managers also visited 
its vessels, including Rickmers Dubai, whenever the vessels were in Hamburg. 

Rickmers Dubai’s SMS was detailed and included procedures for all aspects of 
shipboard operations.  The navigation section included bridge standing orders 
(Annex A), instructions for keeping a navigational watch (Annex B) and watch 
arrangements (Annex C).  It also warned about the dangers of navigators placing 
too much reliance on the ECDIS. 

The SMS provided guidance on the posting of lookouts and required a watchman 
to be on the bridge in all conditions except in daylight when the vessel was in 
open water with clear visibility. In these situations, a watchman was still required to 
be readily available if needed.  The watchman was primarily to be assigned as a 
lookout. The SMS left the need for the bridge watchman to conduct safety rounds 
to the master’s discretion, but recommended that, in any case, the safety rounds be 
completed before or after a watch.  

During the evening of 10 January 2014, the master had written night orders, which 
stated:

Approaching to the area with dense traffic and bad weather in Biscay Bay.

1. Always comply with the Colreg, Company and Master’s standing orders.

2. Make all reports as required along our passage.

3. In Biscay during bad weather try to keep vessel on such courses to minimize 
pitching and rolling of the vessel.

4. In case of any doubts call master to the bridge immediately.
Good watch [sic]

1.5	 KINGSTON

1.5.1	 Management 

Kingston was one of four tugs owned and managed by Griffin Towage & Marine, 
which provided towage and other marine services both around the UK and outside 
of UK waters.  All of the company’s tugs were certified under the Small Commercial 
Vessel and Pilot Boat (SCV) Code (See paragraph 1.10). 

In general, the tugs were crewed by a master and engineer; additional crew were 
employed as and when required. For voyages outside UK waters STCW2 certified 
masters were temporarily appointed.

2	STCW – International Convention on the Standards of Training, Certification and Watchkeeping for Seafarers 
1978, as amended (STCW Convention)



19

1.5.2	 History and certification

Griffin Towage and Marine purchased Kingston in 2001. A significant amount of 
repair work followed in order for the vessel to meet the requirements of the SCV 
Code.  Extensive modifications were also carried out, including:

•	 The fitting of a hydraulically powered tow winch and associated structure in 
2003 which resulted in a weight increase of approximately 8 tonnes (t).

•	 The addition of a bow thruster with a dedicated generator.

•	 The fitting of a new propeller with a Kort nozzle.

•	 The addition of an electrical generator for domestic use.

Kingston was last surveyed against the SCV Code by MECAL, a certifying authority 
(CA), in February 2013. A small commercial vessel certificate, valid for 5 years, was 
subsequently issued (Annex D).  Although greater than 24m in length, Kingston was 
permitted to be certified under the SCV Code as the definition of “small vessel” in 
the Code includes vessels less than 150 tons whose keel was laid before 21 July 
1968.

1.5.3	 Crew

Kingston’s crew comprised a master, a mate, an engineer and a deckhand. At sea, 
the master kept a wheelhouse watch with the deckhand and the mate kept watch 
with the engineer. Each watch lasted 6 hours. At the time of the collision, the mate 
was on watch in the wheelhouse; the engineer was in the toilet. The master and the 
deckhand were in bed.

The master was 50 years old and had been employed on workboats, tugs 
and fishing vessels for all his working life.  He held a commercially endorsed 
Yachtmaster Offshore CoC since 1999 and had been Kingston’s master for about 
12 months. He was previously the master of the tug Knighton, also owned by Griffin 
Towage & Marine.

The mate was 39 years old and was Bulgarian. He held an STCW II/2 CoC, and 
since going to sea in 2001 he had served on board oil tankers and cargo ships. The 
mate joined Kingston in April 2013.

Kingston’s engineer was an ex fisherman and he had worked for Griffin Towage 
& Marine for 3½ years.  The deckhand had recently joined the tug on a temporary 
contract.

1.5.4	 Wheelhouse equipment

Kingston’s wheelhouse was small, with one seat positioned on the centreline. 
Navigation equipment (Figure 11) included:

•	 2 radar displays (no ARPA capability)

•	 a differential global positioning system (DGPS)
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•	 2 VHF radios, one of which was fitted with digital selective calling (DSC)

•	 a Navtex receiver (no printing capability)

•	 a chart plotter

•	 a forward-facing chart table.

The master had installed his own personal computer in the wheelhouse, which 
contained an electronic chart system showing AIS information; the AIS receiver’s 
antenna was temporarily positioned on the wheelhouse roof.  Kingston was not fitted 
with an AIS transmitter. 

At the time of the collision, one of the radar displays was set to the 1.5nm range 
scale with the other set on a greater range scale. Also, two paper charts were in 
use: British Admiralty (BA) charts 1406 and 2675. Both charts were worn and in one 
case ripped.  Neither chart was corrected up to date. The tug’s position was plotted 
hourly on a paper chart.

1.5.5	 Towing arrangement

At build, Kingston was fitted with a towing hook, but when the towing winch was 
fitted, the towing hook was re-sited further aft.  The towing hook was able to be 
released by a trigger that could be activated by attached ropes that were led to 
positions just aft of the wheelhouse on the port and starboard sides (Figure 12).  

Figure 11: Kingston  - wheelhouse 

Chart plotter

Radar

Radar

PC
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The use of the tow hook was usually limited to harbour towing when the tow length 
was short.  During testing in 2003, the tow hook held 35t and tripped correctly when 
under load.  A further bollard pull test was conducted in 2005 that established, at full 
ahead, that Kingston could achieve a 23t pull.

For the passage from Ipswich to Southampton, the towline was secured to 
Kingston’s towing winch. This was usual practice when towing on passage where a 
longer tow was required. The towline was passed from the tow winch through a gob 
arrangement at the aft end of the deck.  The gob arrangement consisted of a gob 
shackle and a gob rope3 secured to bollards either side of the aft deck via a fairlead 
welded to the deck on the centreline (Figure 13). A protective sleeve was fitted 
over the towline immediately aft of the gob shackle in order to prevent the wire from 
chafing on the aft deck.  There was no formal record of inspection or certification for 
the gob rope.

1.5.6	 Towing winch

The hydraulic towing winch (Figure 14) was tested to cope with a bollard pull of 30t. 
The winch was powered by a generator in the engine room, which also powered the 
foredeck winch. The tow winch was fitted with a hydraulically actuated band brake. 
The winch drum was fitted with 500m of 38mm diameter wire with a mean breaking 
load of 103t.  The equipment associated with the towing winch was renewed in July 
2013.

3	 The purpose of a gob rope is to ensure the towing point remains aft, thereby minimising the potential for the 
tug to be girted if the lead of the tow moves towards or on to the beam. On board Kingston the gob rope was a 
retired section of tow rope.

Figure 12: Kingston  - towing hook release arrangement

Towing hook
trigger
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Figure 13: Kingston - gob rope arrangement

Towing wire

gob rope

Figure 14: Kingston - towing winch

Rachet spanner
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The towing winch was controlled from the aft end of the working deck (Figure 15). 
With the spring-loaded lever (A):

•	 Pushed down - the winch brake released and the wire was heaved in.

•	 Centred - the winch brake was applied. 

•	 Lifted - the winch brake released and the wire was veered.

To enable the winch to freewheel when setting the length of the tow, the by-pass 
valve lever (B) was lifted to the vertical position. The control lever (A) was also lifted 
to release the brake. 

Figure 15: Kingston - towing winch hydraulic controls

Lever A

Bypass lever B
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Onboard instructions (Annex E) specified how the winch should be veered, hauled 
and freewheeled.  They also required the crew to tighten the brake band manually 
using a ratchet spanner once the correct tow length had been achieved when 
conducting a 'serious pull'.  The appropriate spanner was left on the nut ready for 
immediate use.

To release the tow in an emergency, the instructions were to lift the bypass lever and 
then manually loosen the brake in a clockwise direction until the wire veered. The 
instructions noted the emergency procedure could be followed without the hydraulics 
being switched on, but that about £10,000 of damage to the winch could result.

1.5.7	 Towing lights

At the time of the accident, Kingston was displaying side lights, three masthead 
lights in a vertical line, a stern light and a towing light above the stern light (Figure 
16).  A flood light, shining aft, also illuminated the towline.  

Lights indicating that the vessel was restricted in its ability to manoeuvre (RAM)4 
were rigged from the cross-trees (Figure 17). However, on the day before the 
accident the mate had discovered that the bulb in the white RAM light was defective. 
Consequently, the RAM lights were not in use. It is reported that the white RAM light 
had been unreliable for some time. This was thought to be due to a loose electrical 
connection which was affected by the vessel’s movement.

1.6	 WALCON WIZARD

Walcon Wizard was primarily used to maintain jetties and marinas.  The barge was 
self-propelled and had a maximum speed of 8kts, but when on longer sea passages 
it was occasionally towed with no crew on board. Walcon Wizard was certified under 
the SCV Code up to category 3, which enabled the barge to operate at sea up to 
20nm from a safe haven.

When the barge was struck by Rickmers Dubai, it was displaying light emitting 
diode (LED) side lights and a stern light that were visible from 3nm.  Each light was 
supplied by its own battery. 

4	 Three all-round lights in a vertical line. The highest and lowest of these lights being red and the middle light 
being white. 

	 The term ‘vessel restricted in her ability to manoeuvre’ means a vessel which from the nature of its work is 
restricted in its ability to manoeuvre and therefore is unable to keep out of the way of another vessel. ‘Vessels 
restricted in their ability to manoeuvre’ includes a vessel engaged in a towing operation such as severely 
restricts the towing vessel and its tow in their ability to deviate from their course (see paragraph 1.7).
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1.7	 COLLISION REGULATIONS

The following summarised rules from the International Regulations for the 
Prevention of Collisions at Sea 1972 (COLREGS) are particularly relevant to this 
accident:

Rule 5 - Look-out

“Every vessel shall at all times maintain a proper look-out by sight and hearing 
as well as by all available means appropriate in the prevailing circumstances and 
conditions to make a full appraisal of the situation and risk of collision.”

Rule 10 - Traffic Separation Schemes. This rule specifies the responsibilities 
between vessels operating in a traffic separation scheme including:

“(d) (i) A vessel shall not use an inshore traffic zone when she can safely use the 
appropriate traffic lane within the adjacent traffic separation scheme. However, 
vessels less than 20 metres in length, sailing vessels and vessels engaged in 
fishing may use the inshore traffic zone.”  

Rule 13 - Overtaking. This rule states that the overtaking vessel must keep out of 
the way of the vessel being overtaken.

Rule 24 – Towing and Pushing. This rule requires that a power-driven vessel 
when towing shall exhibit: (i) instead of the light prescribed in Rule 23 (a)(i) or (a)
(ii), two masthead lights in a vertical line. When the length of the tow, measuring 
from the stern of the towing vessel to the after end of the tow exceeds 200 
meters, three such lights in a vertical line; (ii) sidelights; (iii) a sternlight; (iv) a 
towing light in a vertical line above the stern light.

The rule also requires that a vessel or object being towed, other than those 
mentioned in paragraph (g) of this Rule, shall exhibit: (i) sidelights; (ii) a sternlight. 
The required visibility of these lights is 2nm (Rule 22).

Rule 27(c) – This rule requires that a power-driven vessel engaged in towing 
operations such as severely restricts the towing vessel and her tow in their ability 
to deviate from their course shall display RAM lights and shapes.

1.8	 THE CARRIAGE AND USE OF AIS

1.8.1	 Carriage requirements

The International Convention for the Safety of Life at Sea 1974, as amended 
(SOLAS), requires all cargo ships of 300gt and over which are engaged on 
international voyages to be fitted with AIS.  European Union (EU) Directive 2002/59/
EC extended this requirement to all cargo ships greater than 300gt trading 
domestically as well as high speed craft.  Directive 2009/17/EC, amending Directive 
2002/59/EC, establishing a Community vessel traffic monitoring and information 
system, requires European Community fishing vessels of more than 15m length 
overall to operate an AIS at all times. 
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1.8.2	 Guidance

International Maritime Organization

The International Maritime Organization (IMO) provided guidelines for the use of AIS 
in its Resolution A.917 (22). The guidelines include:

INHERENT LIMITATIONS OF AIS

31. The officer of the watch should always be aware that other ships, in 
particular leisure craft, fishing boats and warships, and some coastal shore 
stations including Vessel Traffic Service centres, might not be fitted with AIS. 

32. The OOW should always be aware that other ships fitted with AIS 
as a mandatory carriage requirement might switch off AIS under certain 
circumstances by professional judgement of the master. 

33. In other words, the information given by the AIS may not be a complete 
picture of the situation around the ship. 

35. The accuracy of the information received is only as good as the accuracy of 
the AIS information transmitted. 

36. The OOW should be aware that poorly configured or calibrated ship sensors 
(position, speed and heading sensors) might lead to incorrect information being 
transmitted. Incorrect information about one ship displayed on the bridge of 
another could be dangerously confusing. 

38. It would not be prudent for the OOW to assume that the information received 
from the other ship is of a comparable quality and accuracy to that which might 
be available on own ship. 

USE OF AIS IN COLLISION AVOIDANCE SITUATIONS 

39. The potential of AIS as an anti collision device is recognised and AIS may be 
recommended as such a device in due time. 

40. Nevertheless, AIS information may be used to assist collision avoidance 
decision making. When using the AIS in the ship to ship mode for anti collision 
purposes, the following precautionary points should be borne in mind: 

a. AIS is an additional source of navigational information. It does not replace, but 
supports, navigational systems such as radar target tracking and VTS; and 

b. The use of AIS does not negate the responsibility of the OOW to comply at all 
times with the Collision Regulations 

41. The user should not rely on AIS as the sole information system, but should 
make use of all safety relevant information available 

43. Once a ship has been detected, AIS can assist tracking it as a target. By 
monitoring the information broadcast by that target, its actions can also be 
monitored. Changes in heading and course are, for example, immediately 
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apparent, and many of the problems common to tracking targets by radar, 
namely clutter, target swap as ships pass close by and target loss following a 
fast manoeuvre, do not affect AIS. AIS can also assist in the identification of 
targets, by name or call sign and by ship type and navigational status.

The IMO guidelines for the use of AIS have been included in MGN 324 (M+F) – 
Radio: Operational Guidance on the Use of VHF Radio and Automatic Identification 
Systems (AIS at Sea), which was published in 2006.

1.9	 KEEPING A NAVIGATIONAL WATCH

STCW 95 states inter alia:

Part 4-1 - Principles to be observed in keeping a navigational watch

17 In determining that the composition of the navigational watch is adequate to 
ensure that a proper lookout can continuously be maintained, the master shall 
take into account all relevant factors, including those described in this section of 
the Code, as well as the following factors:

.1 visibility, state of weather and sea;

.2 traffic density, and other activities occurring in the area in which the vessel is 
navigating;

.3 the attention necessary when navigating in or near traffic separation schemes 
or other routeing measures;

.4 the additional workload caused by nature of the ship’s functions, immediate 
operating requirements and anticipated manoeuvres.

MGN 315 (M) Keeping a Safe Navigational Watch on Merchant Vessels, provides 
guidance for masters and officers in charge of a navigational watch and specifies:

•	 “In certain circumstances of clear daylight conditions the Master may consider 
that the OOW may be the sole look-out.”

•	 “The officer of the watch should notify the master when in any doubt as to 
what action to take in the interests of safety;”

1.10	 SMALL COMMERCIAL VESSEL CODES

Small commercially operated vessels that are registered in the UK must comply 
with the applicable code of practice for the sector in which they are engaged. The 
existing Codes are:

•	 The Safety of Small Commercial Motor Vessels – A Code of Practice (Yellow 
Code).

•	 The Safety of Small Commercial Sailing Vessels – A Code of Practice (Blue 
Code).

•	 The Code of Practice for the Safety of Small Workboats & Pilot Boats (Brown 
Code).
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•	 The Code of Practice for the Safety of Small Vessels in Commercial Use for 
Sport or Pleasure Operating from a Nominated Departure Point (NPD) (Red 
Code).

In 2004, the MCA issued MGN 280 (M) Small Vessels in Commercial Use for Sport 
or Pleasure, Workboats and Pilot Boats – Alternative Construction Standards, in 
order to harmonise the four small vessel codes. This Code, which is known as the 
SCV Code, has not yet been established in law but is accepted as an equivalent 
standard to the other Codes. 

The MCA delegates the survey and certification of vessels to which the Code 
applies to authorised CAs.

Section 25.2 of the SCV Code provides specific requirements for vessels engaged 
in commercial towing (Annex F).  It covers stability, navigational lights and shapes, 
crew qualification, towing arrangements and watertight integrity.  With regard to 
towing arrangements, the section includes:

25.2.2.2	 The towing hook or towline should have a positive means of release 		
		  which can be relied upon to function correctly under all operating 		
		  conditions.

25.2.2.4	 The release mechanism should be controlled from all conning 		
		  positions and the hook itself. The local control at the hook should be of 	
		  direct mechanical type capable of independent operation.

The section does not specifically cover the use of towing winches. 

1.11	 TOWING GUIDANCE

The British Tugowners Association (BTA) represents the interests of port towage 
operators from large corporate to small privately owned companies.  The 
Association has developed training and guidance to improve safety in the tug 
industry.  Its “Towing winch- quick release guide” is at Annex G.

Guidance on towing is also available in the IMO’s “Guidelines for Safe Ocean 
Towing” (published in December 1998) and in the MCA’s Code of Safe Working 
Practices (CoSWP).

1.12	 CHANNEL NAVIGATION INFORMATION SERVICE 

1.12.1	 Purpose

The Channel Navigation Information Service (CNIS) was introduced in 1972 
and provides a 24-hour radio and radar safety service for shipping in the Dover 
Strait.  By collecting, recording and disseminating maritime information, the CNIS 
aims to provide the latest safety information to shipping in the CNIS area. CNIS is 
jointly provided by the UK and French Maritime authorities in Dover and Gris Nez 
respectively. In the UK, the MCA is responsible for the operation of CNIS, which it 
delegates to Dover Coastguard.  A chart showing the area covered by the Dover 
Strait/Pas-De-Calais reporting system is at Figure 18.
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1.12.2	Vessel traffic services

Merchant Shipping Notice (MSN) 1796, issued by the MCA in April 2006, designated 
vessel traffic service (VTS) stations in the UK in accordance with the Merchant 
Shipping (VTS Reporting Requirements) Regulations 2004.  This notice defined the 
level of service available to shipping operating in designated VTS areas. Annex A of 
MSN 1796 designated the CNIS as an ‘information service’ which it defined as:

•	 ‘A service to ensure that essential information becomes available in time for 
on-board navigational decision making’

1.12.3	CNIS duties

The CNIS station within Dover Coastguard contains an array of displays showing 
integrated radar and AIS information that provide operators with a good situational 
awareness of shipping in the area. Operators also have access to VHF voice and 
digital selective calling (DSC) communication systems.  

The CNIS operators’ tasks include preparing and transmitting routine broadcasts as 
well as managing reports from ships entering the area. Vessels that are restricted 
in their ability to manoeuvre, vessels constrained by their draught, and vessels not 
under command are displayed in different colours to readily indicate their status.

Operators are able to zoom into different areas to monitor specific vessels or 
vessels in close proximity. Guard zone alarms can be set on fixed objects.  CPA 
alarms can also be set globally, but not for individual vessels. 

Figure 18: Dover Strait/Pas-de-Calais reporting system
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The CNIS station is continuously manned and, as well as monitoring the radar 
picture, the operator has to prepare and transmit routine service broadcasts at 40 
minutes past the hour, and manage reports from ships entering the area.  

1.12.4	 Watch system

To provide 24 hour coverage, 365 days a year, Dover Coastguard operated a four 
watch system. The duty watch was responsible for four key functions: CNIS, Sunk 
VTS5, the monitoring of VHF channel 16 and search and rescue (SAR).  This 
requires a minimum of four qualified operators within each watch to be available at 
all times.  However, it was policy to have six operators (including trainees) available 
for day watches6 and five for night watches7.

During the 12 hour shift, the aim was for operators to switch desks approximately 
every 2 hours to keep staff fresh and, with 5 staff on duty, it was possible to also 
schedule a 1-1.5 hour break.

The watch on duty overnight on 10 January 2014 comprised: 

•	 a watch manager 

•	 a watch manager from a different watch covering as a watch officer 

•	 2 watch officers

1.12.5	Actions before the collision

At 2246 on 10 January 2014, the third officer on board Rickmers Dubai called 
the CNIS at a designated reporting point (Figure 18) and relayed the vessel’s 
destination, quantity of cargo and that the vessel had no damage or defects.

At 2342, Dover Coastguard issued an information safety broadcast on VHF channel 
11. Included in the broadcast were warnings that two tugs engaged in towing were 
in the Dover Strait TSS: Kingston with a 250m tow and Vortex with a 330m tow. 
The safety broadcast was repeated at 0041. With regard to Kingston, the broadcast 
stated:

Tug and tow information………Also in the south-west lane, the Kingston is 
towing a barge, length of tow is 250m, current position 50°51.1’ north, 001°01.7’ 
east, and that’s bearing 191°from the CS3 at a distance of 0.71nm, approximate 
track 231°and approximate speed 5.9kts.

The safety information broadcast scheduled for 0140 was not made because the 
watch manager, who was manning the CNIS desk, had been busy dealing with 
reporting traffic and had forgotten.  As 0200 approached, the watch manager was 
coming to the end of over 4 hours on the CNIS desk and was about to switch to the 
SAR desk.  He did not notice the close proximity of Rickmers Dubai with Kingston 
and Walcon Wizard.

5	 The North Sea Sunk area VTS is operated by Dover Coastguard
6	 0800 – 2000 local time
7	 2000 – 0800 local time
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1.13	 SIMILAR ACCIDENTS

1.13.1	 Dover Strait TSS – south-west traffic lane

The number of collisions and hazardous incidents (that resulted in a HAZREP report 
being issued)8  in the south-west traffic lane of the Dover Strait TSS recorded by 
Dover Coastguard between 2009 and 2013 is at Table 1.

 2009 2010 2011 2012 2013 
Hazardous 
Incident 
Reports 

49 54 39 28 29 

Collisions 
 0 1 2 1 2 

Total of 
reporting 
vessels 

39096 39125 39074 36804 35551 

 
Table 1 – Collisions and hazardous incidents in the south-west traffic lane of the Dover 
TSS (Source: Dover Coastguard 2014)

The collision data has been collected from incidents involving merchant and/or 
fishing vessels. The total volume of reporting vessels includes those vessels that are 
required to observe the CALDOVREP mandatory reporting system. The figures do 
not include fishing vessels and yachts that due to their size are not required to report 
to Dover Coastguard.

1.13.2	Collisions while overtaking in the Dover Strait 

The following collisions occurred in the Dover Strait TSS and were the subject of 
MAIB investigation reports.

•	 Eastfern and Kinsale

On 25 September 2000, the bulk carrier Kinsale collided with the general 
cargo ship Eastfern in the south-west traffic lane of the Dover Strait TSS.  
Kinsale was the overtaking vessel and its OOW was preoccupied with other 
duties. He failed to see Eastfern ahead.  The bridge lookout had left the 
bridge 20 minutes before the collision. (MAIB investigation report 18/2001.)

•	 Ash and Dutch Aquamarine

On 9 October 2001, the chemical tanker Dutch Aquamarine collided with the 
general cargo vessel Ash in the south-west traffic lane of the Dover Strait 
TSS.  Ash was holed in the collision, listed quickly to starboard, capsized 
and sank.  The master of Ash drowned.  Although the weather was fine and 
the visibility good, the OOW on Dutch Aquamarine did not notice Ash either 
visually or on radar until it was too late to avoid a collision. Although the OOW 
on board Ash had seen Dutch Aquamarine approaching from astern he was 

8	  A HAZREP is a notification of an apparent breach of a COLREG other than rule 10. The data in the table represents both 
reported and unreported incidents. A reported incident is where a vessel makes a complaint about the conduct of another. 
An unreported incident is one in which two vessels are involved in an apparent close quarter situation where neither vessel 
makes a complaint about the other. 
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distracted by a mobile phone call minutes before the collision.  Ash had been 
overtaken at a distance of only 0.1nm previously so the OOW assumed that 
Dutch Aquamarine might do likewise. (MAIB investigation report 7/2003.)

•	 Spring Bok and Gas Artic

On 24 March 2012, the general refrigerated cargo ship Spring Bok collided 
with the liquefied petroleum gas tanker Gas Arctic in the south-west traffic 
lane of the Dover Strait TSS in visibility of less than 2nm.  There were no 
injuries or pollution, but both vessels suffered structural damage.  Although 
both OOWs had detected and identified the other vessel by radar and AIS, 
neither OOW made a full appraisal of the risk of collision, nor took appropriate 
action to prevent the collision.  Even though both vessels’ SMSs required 
additional safety precautions in visibility less than 3nm, neither posted a 
lookout nor sounded signals. Cumulative fatigue was also considered a 
contributory factor in the decision making of the OOW on Spring Bok. (MAIB 
investigation report 24/2012.)

1.13.3	Collisions involving tug and tows

The following case was the subject of a preliminary examination by the MAIB in 
2006 and involved a fishing vessel colliding with a tug and tow.

•	 Natalie and Bay Protector

On 12 August 2006, the fishing vessel Natalie collided with an unlit barge that 
was being towed by the tug Bay Protector.  The barge lights had failed and the 
tug did not issue any warnings via VHF radio.  Neither of the skippers involved 
used all the available means to assess if there was a risk of collision.

1.13.4	Tug capsize accidents

The following MAIB investigations of the capsize of tugs while towing identified 
safety issues regarding the use and/or effectiveness of towline emergency release 
mechanisms.

•	 Flying Phantom

On 19 December 2007, Flying Phantom girted and sank with the loss of three 
crew while operating as a bow tug in thick fog.  Although activated, the tow 
winch emergency release was slow to operate, resulting in the tug capsizing 
and the tow rope parting. As the engine room watertight door was left open, 
rapid downflooding followed. The investigation also identified that crew 
training and the procedures to operate in the conditions encountered were 
inadequate. Recommendations were made to CAs to develop a standard for 
towline release systems and to ensure that the systems were tested. (MAIB 
investigation report 17/2008.)
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•	 Ijsselstroom

On 14 June 2009, Ijsselstroom was operating as a stern tug, running astern, 
with a single wire connected over the stern to a large barge.  The tug skipper 
had intended to maintain his position and heading by using differential 
thrust on his two engines.  As the tug towing the barge increased speed, 
Ijsselstroom yawed uncontrollably.  The tug sheered, girted and then sank.  
The tug’s crew were rescued.  It was identified that the tow speed was too 
fast, no gob rope or bridle was in use to prevent the tug girting, and that the 
towline emergency release system was not operated. (MAIB investigation 
report 4/2010.)

•	 Chiefton

On 12 August 2011, Chiefton capsized and foundered following a collision 
with a crane barge it was towing on the River Thames. One crewman died.  
The inability to lengthen the tow placed Chiefton in danger when transiting at 
high speed.  Also, the tow hook emergency release was not used and, even if 
it had been, it would probably have been ineffective. Poor watertight integrity 
allowed rapid downflooding, which led to the loss of the tug. 

A recommendation to the MCA resulted in the issue of a surveyor’s advice 
note (SAN) 57 in December 2013 which was aimed at ensuring that surveyors’ 
checklists included a test of the emergency release system from all operating 
positions (Annex H). (MAIB investigation report 12/2012.)
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SECTION 2	 - ANALYSIS

2.1	 AIM

The purpose of the analysis is to determine the contributory causes and 
circumstances of the accident as a basis for making recommendations to prevent 
similar accidents occurring in the future.

2.2	 THE COLLISION

As Rickmers Dubai’s heading was altered to port at 0154, in order to cross under 
Kingston’s stern, Walcon Wizard was very close off the cargo ship’s port bow 
(Figure 19). The cargo ship’s port bow struck the crane jib protruding from the stern 
of Walcon Wizard, causing the jib to buckle.  The cargo ship’s port bow then made 
heavy contact with the barge’s superstructure causing considerable damage (Figure 
4). As Walcon Wizard passed down the port side of Rickmers Dubai, the cargo 
ship’s bow snagged the towline between the barge and Kingston (Figure 20).  

On board Kingston, the lead of the towline quickly changed from astern to ahead, 
as Rickmers Dubai passed by. The gob rope prevented the tug from girting but 
Kingston was pulled through 180º and was then towed stern-first at 14kts, almost 
the same speed as the cargo ship. 

At such a speed, it is not surprising that the tug’s aft deck was quickly awash and 
that the tow winch brake started to render.  As the wire was pulled from the tow 
winch, the resulting back pressure in the winch’s hydraulic system caused joints to 
rupture.  The smoke on the deck was caused by the tow winch brake overheating.  

After the end of the towline had been pulled completely from the tow winch drum, 
it dropped to the seabed. Rickmers Dubai sailed on, leaving Walcon Wizard 
anchored by the wire towline with Kingston stopped in the water heading towards 
the north-east. In the circumstances, it was extremely fortunate that Kingston did not 
capsize and that none of its crew were injured.

2.3	 RICKMERS DUBAI

2.3.1	 Lookout

Before the collision, the radar targets associated with Kingston and Walcon Wizard 
were clearly painting on the X-band radar display on Rickmers Dubai’s bridge for 
nearly 55 minutes (Figure 9). Also, as the cargo ship was closing the tug and tow 
with a speed advantage of approximately 9kts (Figures 1, 2 and 3), and the range 
of the lights fitted on board Walcon Wizard was 3nm, the aft lights on the tow would 
have been visible from Rickmers Dubai for at least 20 minutes before the collision. 
Therefore, Rickmers Dubai’s OOW had ample time to detect, assess and take 
avoiding action. However, it is evident from his alteration to port when only 2 cables 
from the tug, and his failure to see Walcon Wizard at all, that the OOW had not been 
keeping a proper lookout and had only seen the tug just before he altered. Although 
at the time of the alteration the barge’s lights were possibly obscured by the port 
side deck cranes (Figure 8), they would have been clearly visible beforehand 
despite the moderate to rough seas.
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Figure 19: Simulation of the situation at 0153:44
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2.3.2	 Visual assessment

When Rickmers Dubai’s OOW saw Kingston’s lights ahead, it is evident that he did 
not associate the tug’s lights with a vessel engaged in towing. This was possibly 
because although Kingston was showing a towing light above its stern light, these 
lights were potentially difficult to see due to the glare from the floodlight sited 
between them (Figure 16). In addition, the three masthead lights indicating a tow 
over 200m in length would not have been visible from astern9. Consequently, as 
the tug was also not displaying lights to indicate that it was restricted in its ability 
to manoeuvre, and the OOW did not see Walcon Wizard, his avoiding action was 
based on his assumption that Rickmers Dubai was overtaking a single vessel, not a 
tug and its tow.

2.3.3	 Reliance on ECDIS and AIS

In view of Rickmers Dubai’s OOW’s comments to Dover Coastguard following 
the collision (paragraph 1.2.2), which highlighted that Kingston had not been 
transmitting on AIS, it is almost certain that his late detection of Kingston and 
his ignorance of the proximity of Walcon Wizard were due to his reliance on AIS 
information shown on the ECDIS.

9	 A masthead light is required to be visible from right ahead to 22.5º abaft the beam on either side of the vessel 
(namely an arc of 225º)

Figure 20: Simulation of the situation at 0154:44
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ECDIS is capable of providing a wealth of information to the user, including charts, 
waypoints, safe water and overlaid AIS information. However, it is not a ‘one-stop 
shop’ which is able to provide all of the information required by an OOW. ECDIS 
must be used in conjunction with other aids to navigation and collision avoidance, 
particularly radar and visual lookout.

In this case, the OOW had set up the X-band radar display at the start of his watch. 
However, VDR evidence (paragraph 1.4.4 and Figures 9 and 10) indicates that the 
OOW did not see the radar targets of Kingston and Walcon Wizard, or that he saw 
them but did not acquire them using ARPA.  The absence of AIS information for the 
radar targets associated with Kingston and Walcon Wizard should have prompted 
the OOW to use ARPA to determine if a risk of collision existed. The detection of 
radar targets directly ahead and closing should also have prompted the OOW to 
look out of the window and attempt to correlate the targets with visual information. 
As the OOW took neither of these actions, and the targets were on the X-band 
display for almost 1 hour, it is likely that the OOW was not monitoring the radar 
display at all. 

The guidance issued by the IMO and the MCA regarding the use of AIS in collision 
avoidance (Paragraph 1.8.2) highlights its advantages and disadvantages, and a 
balance needs to be struck between over-reliance and effective use. To achieve 
such a balance, it is important that OOWs are fully aware of the system’s capabilities 
and limitations. In this case, the second officer’s reliance on the AIS information 
displayed on ECDIS for collision avoidance strongly indicates that he was not aware 
that many vessels, such as small fishing vessels, leisure craft, warships and vessels 
under 300gt might not be displayed.

2.3.4	 OOW stimulation

Until seeing Kingston, Rickmers Dubai’s second officer’s bridge watch had been 
quiet and uneventful. The ship was near to its intended track and the adjacent 
vessels were all heading in the same direction (Figures 1, 2, 3). Other than 
selecting the AIS target of Thun Goliath on the X-band radar display, there is no 
evidence of the OOW’s other activities. In short, he appears to have been largely 
inactive until he altered course to port to avoid Kingston. The music playing on the 
bridge throughout the watch, the ease of monitoring the information available on 
the ECDIS, the lack of a periodic alarm from the BNWAS, and the absence of the 
watchman would all have contributed to the OOW’s ‘relaxed’ state.

Although the OOW was well rested and did not feel tired, research has shown that 
alertness and performance tend to be at their lowest during the early hours of the 
morning. The human circadian rhythm is synchronised with the normal pattern 
of daytime wakefulness and sleep at night. Therefore, given that the collision 
occurred at 0154 (0254 ship’s time), it is likely that, although the OOW might not 
have fallen asleep, his level of arousal was low. Consequently, the second officer 
was not proactive in maintaining his situational awareness or reactive to changing 
circumstances. This is supported by his failure to use radar or ARPA and to keep an 
effective visual lookout. 
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2.3.5	 Use of a watchman

Transiting the Dover Strait is a demanding passage that presents a series of 
significant navigational hazards for shipping, including dangerous shallows and a 
high traffic density.  However, the area is well surveyed and charted, dangers are 
marked by navigation aids and it is closely monitored by VTS stations in the UK and 
France.  Nevertheless, it is coastal navigation and requires a high state of alertness 
and the ability to react quickly to the potential dangers.  

Although the passage through a TSS is not specifically covered in the watch 
arrangements detailed in Rickmers Dubai’s SMS (Annex C), the potential dangers 
of heavy traffic and the proximity of navigational hazards warranted a cautious 
approach (paragraph 1.9), particularly regarding the use of lookouts. However, this 
was not reflected in the master’s night orders (paragraph 1.4.5), which focused on 
the passage across the Bay of Biscay rather than the precautions required in the 
Dover Strait. 

At the time of the collision, the AB nominated as the watchman was not on the 
bridge. It was reported that he had been on the bridge and had informed the OOW 
of lights ahead of the ship before he left to conduct safety rounds. However, there 
is no evidence on the VDR to support this. Furthermore, even if the watchman had 
been on the bridge for most of the second officer’s watch, his departure to conduct 
safety rounds as the cargo ship was about to overtake another vessel at close 
quarters was ill-timed.

Rickmers Dubai’s manning level was greater than the minimum permitted by her 
safe manning certificate and the number of ABs carried on board was sufficient to 
allow the provision of a bridge watchman without detriment to other work.  Therefore, 
there was no reason why a watchman could not have been on the bridge throughout 
the night. 

It is impossible to determine whether the watchman’s presence on the bridge would 
have assisted the OOW in making a more accurate assessment before altering 
towards Walcon Wizard. However, it would have increased the probability of the 
tow as well as the tug being seen. His presence possibly would also have helped to 
keep the OOW alert.

2.3.6	 Emergency response

The response of Rickmers Dubai’s crew following the collision was slow and lacked 
rigour. The OOW’s initial lack of appreciation of what had happened reflected his low 
state of arousal. His subsequent actions also indicate that either he continued not to 
appreciate the seriousness of the situation, or that he lacked integrity. 

After the OOW had reduced speed on hearing the broadcast on VHF radio by 
Kingston’s mate and replying immediately when called by Dover Coastguard, he 
then made no attempt to establish whether Kingston’s crew were safe and made no 
offer of assistance. He also increased speed 17 minutes after the collision without 
having informed the master of the occurrence, despite the potential seriousness of 
the situation and being prompted to do so by the chief engineer. The OOW also did 
not take any action to establish whether the cargo ship was damaged. 
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It was only after the chief officer had taken over the bridge watch that a visual 
search for damage from the deck was conducted. However, the chief officer did 
not inform the master of the collision until the vessel was instructed by Dover 
Coastguard to leave the TSS and to anchor.

Even when the master arrived on the bridge and arranged for a more thorough 
damage assessment, the damage to the bow (Figures 5 and 6) was not identified 
until MAIB inspectors arrived on board 7 hours later as damage this far above the 
waterline was not anticipated and sea conditions were unsuitable to launch the ship’s 
rescue boat. In the circumstances it was fortunate that the damage to Rickmers 
Dubai was not more serious and that the vessel was ordered to anchor. Otherwise, 
the vessel could have easily encountered difficulties in rough seas in the Bay of 
Biscay as it continued on passage to Genoa.

2.4	 TUG AND TOW VISIBILITY 

2.4.1	 AIS

The importance and use of AIS as an aid to collision avoidance and navigation 
safety has increased significantly since its introduction. Indeed, the use of AIS on 
board Rickmers Dubai and on board other vessels10 shows that many OOWs are 
using it as the primary aid for collision avoidance. Therefore, notwithstanding the 
obligations of OOWs to maintain a proper lookout and use all available means to 
determine if a risk of collision exists, in some circumstances the carriage and use of 
AIS by vessels that are not required to do so, potentially has significant benefits. 

Many skippers of small fishing vessels, other small commercial vessels and leisure 
craft users have already fitted AIS to enable their vessels to be seen by other 
vessels and also to establish what vessels are nearby and their likely intentions. 
Both Kingston and Walcon Wizard were less than 300gt and therefore neither vessel 
was required to carry or transmit on AIS. Nonetheless, Kingston’s skipper had 
recognised the benefits of AIS by providing his own AIS receiver integrated with his 
chart PC.  Unfortunately, the installation was of limited use as it was only capable of 
receiving AIS data and its reception of AIS signals was poor.

In this case, Kingston and Walcon Wizard were required to follow the traffic lane in 
the Dover Strait TSS where, given their slow speed, it was inevitable they would be 
frequently overtaken by larger vessels. The potential danger of the tug and tow was 
recognised by Dover Coastguard, which it intended to include in its hourly safety 
broadcasts, and Kingston’s master biased his vessel’s track to the northern edge of 
the traffic lane in order to keep out of the way of other traffic as much as possible. 
‘Towing lights’ were also displayed. However, had AIS information been transmitted 
from one or both of these vessels, the probability of them being noticed at an early 
stage by Rickmers Dubai’s OOW would have been increased significantly. The 
status of the vessels being engaged in towing could also have been indicated. 

10	e.g. MAIB investigation report of the collision between Paula C and Darya Gayatri in the Dover Strait on 11 
December 2013 (MAIB investigation report 25/2014)
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2.4.2	 Navigation lights

The glare from the floodlight on Kingston’s stern potentially obscured the tug’s 
towing and stern lights (Figure 16). Consequently, when Rickmers Dubai’s OOW 
eventually saw Kingston’s aft lights (but did not see Walcon Wizard), he was 
completely unaware of the status of the vessel ahead.

In addition, Kingston’s all-round RAM lights were not available for use due to the 
defective white light. However, although the RAM lights would have provided further 
indication to Rickmers Dubai’s OOW that a tug and tow lay ahead, they were only 
required to be displayed on board Kingston when the towing operation severely 
restricted the tug and tow’s ability to deviate from their course. It is common to see 
many tugs engaged in towing operations routinely display RAM lights and shapes 
but, in this case, there is no evidence to indicate that Kingston would have had any 
difficulty in manoeuvring to keep clear of other vessels or navigational dangers.  

2.5	 TOWLINE RELEASE

After the towline caught on Rickmers Dubai’s bow and its lead to Kingston moved 
from the tug’s stern to ahead, the gob rope undoubtedly prevented the tug from 
capsizing.  However, being towed rapidly stern first was potentially hazardous and 
the uncontrolled release of the towline from the drum caused significant damage to 
the winch and its hydraulics. Given the system’s design, this could not have been 
avoided.

The 'free-wheeling' procedure (Annex E) was the easiest method of veering and 
releasing the tow line. However, the procedure required the tug's hydraulics to 
be running. In situations in which hydraulic power was not available or could not 
be started without an acceptable delay, the 'emergency free-wheeling' procedure 
(Annex E) required lifting the free-wheel valve and then manually loosening the 
brake band from a position behind the winch.  This was a lengthy and hazardous 
process requiring a crewman to reach round the winch drum to use the ratchet 
spanner (Figure 14).  Therefore, the process was unsuitable for use in all operating 
conditions as required by the SCV Code (Annex F) and as advised by the BTA 
(Annex G). The procedure was certainly not suitable for use in an emergency in the 
dark and in rough seas. 

The SCV Code also required the ‘release mechanism to be controlled from all 
conning positions and at the hook itself’.  In this respect, the wording of the Code 
is ambiguous and it could be interpreted to mean that the requirement only applied 
to a tow hook release mechanism. SAN 57 (Annex H) also refers to ‘Towing hook 
functionality and survey’. In this case, Kingston’s towing arrangements had been last 
approved by MECAL in February 2013. However, although the tug’s tow hook could 
be released from outside the port and starboard wheelhouse doors, as well as at the 
hook itself (Figure 12), the inability to release the towline from the tow winch in an 
emergency is of concern. The circumstances of this accident, together with others 
which have resulted in the capsize of tugs (paragraph 1.13.4), indicate there is a 
strong case for the emergency release arrangements for towing gear to be more 
clearly articulated at the earliest opportunity.  
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2.6	 SAFETY MANAGEMENT

2.6.1	 Rickmers Dubai

The SMS on board Rickmers Dubai was comprehensive and the limited number of 
internal and external audits conducted of Rickmers Dubai’s SMS had not identified 
any shortcomings with the crews’ compliance.  However, the circumstances of this 
accident, particularly the OOW’s ineffective lookout, his reliance on AIS and ECDIS, 
the absence of the watchman from the bridge and the actions taken following the 
collision, indicate that the safety culture among the bridge watchkeeping officers was 
still embryonic. This is also supported by the fact that the BNWAS was switched off. 

The effective audit of bridge watchkeeping practices is a problem faced by all ship 
managers, which is not easily solved. The onus of setting standards on ships’ 
bridges rests chiefly with the masters, but some managers have adopted the use of 
‘sea-riders’ or the periodic scrutiny of VDR data, both of which are useful to some 
degree. Irrespective of the methods used, it is evident that Rickmers Dubai’s ship 
manager must adopt a more robust approach to developing a positive safety culture 
on board its vessels if the disconnection between its intent and the behaviour of its 
vessels’ crews is to be addressed successfully.

2.6.2	 Kingston 

Kingston was not required by the SCV Code to maintain an SMS. Nonetheless, in 
view of the nature of the vessel’s operations and the inherent risks involved, the 
provision of suitable equipment and instructions for key operations was prudent. 
In this respect, instructions had been provided for, among other things, connecting 
barges, the operation of the tow winch and passage planning. However, a more 
considered approach to safety might have assisted in preventing Rickmers Dubai’s 
collision with Walcon Wizard, reducing Kingston’s risk of capsize and minimising the 
damage on board. In particular:

•	 The provision of AIS would have enhanced the vessel’s safety when transiting 
busy waters.

•	 In view of the importance of the gob rope to the tug’s safety when towing, the 
use of a dedicated rope, properly certificated and regularly inspected, would 
have been more appropriate than a retired piece of towline.

•	 The instructions for the operation of the tow winch were not practical.  For 
example, they required that the brake be tightened before conducting a 
significant tow. Had this instruction been followed, the outcome of this 
accident could have been significantly worse.

2.7	 ROLE OF CNIS 

The CNIS provides an important service to vessels in the Dover Strait.  The 
circumstances of this accident and other recent MAIB investigations,11 indicates 
that a shortage of operators has occasionally adversely affected its effectiveness. 
In this case, as only four operators were on watch, instead of five, their ability to 
rotate between different functions and to take breaks was reduced. Consequently, 

11	Notably the grounding of the chemical tanker Ovit on the Varne Bank in the Dover Strait on 18 September 2013 
– MAIB investigation report 24/2014.
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the CNIS operator at the time of the collision had been busy on the CNIS desk by 
himself for almost 4 hours. In such circumstances, it would have been very difficult 
to maintain concentration. This contributed significantly to his oversight when he 
forgot to issue the safety broadcast at 0140. It also possibly contributed to the 
operator not noticing the close proximity of Rickmers Dubai to Kingston and Walcon 
Wizard immediately before the collision.

Although the failure to make the safety broadcast at 0140 was a significant omission, 
it is impossible to determine whether the broadcast would have influenced the 
actions of Rickmers Dubai’s second officer. The second officer spoke reasonable 
English and the earlier safety broadcasts were received on board (paragraph 1.4.4). 
Therefore, a further broadcast was likely to have been heard. However, as the 
second officer did not register the significance of the earlier broadcasts at 2342 and 
0041, there is no certainty that a third broadcast would have been given any more 
attention. This was particularly so in view of the second officer’s low level of arousal.

The purpose of the safety broadcast is to advise vessels transiting the Dover Strait 
of any potential dangers or unusual occurrences that may be encountered. Tugs 
and tows operating in the area are clearly of interest and their inclusion in the safety 
broadcasts is warranted. However, the information in the broadcasts made at 2342 
and 0041 regarding Kingston and Walcon Wizard was limited to their position and 
movement. In view of the increasing use of AIS in collision avoidance, the inclusion 
in the broadcast that the tug and tow was not transmitting on AIS would also have 
been useful.  This would not only have made the broadcasts more informative, but it 
is also possible that it would also have attracted the attention of some OOWs.

The ability of the CNIS operator to detect the close proximity of Rickmers Dubai with 
Kingston and Walcon Wizard was not only limited by his workload.  He also had a 
large area to watch and the equipment available did not allow the operator to monitor 
individual vessels using dynamic guard zones. Moreover, as overtaking situations 
generally develop more slowly than crossing situations, and as vessels frequently 
accept smaller CPAs when overtaking, it is extremely difficult for CNIS operators 
to detect potentially dangerous overtaking situations in time to make a successful 
intervention. It would certainly have been impossible for the CNIS operator to predict 
and try to prevent Rickmers Dubai’s sudden and unexpected alteration into Walcon 
Wizard.

2.8	 VDR DONGLE

It is of concern that the USB dongle used to save the VDR data following the 
accident had previously been used to store a movie. The abuse of dedicated 
VDR equipment in this way, whether by ship’s crews or service technicians, risks 
corrupting valuable data.
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SECTION 3	 - CONCLUSIONS 

3.1	 SAFETY ISSUES DIRECTLY CONTRIBUTING TO THE ACCIDENT THAT 
HAVE BEEN ADDRESSED OR RESULTED IN RECOMMENDATIONS

1.	 Rickmers Dubai’s OOW was not keeping a proper lookout and had only seen 
Kingston just before he altered course towards Walcon Wizard. [2.3.1]

2.	 Rickmers Dubai’s OOW did not see Walcon Wizard or recognise that Kingston was 
engaged in towing. [2.3.2]

3.	 It is almost certain that the late detection of Kingston by Rickmers Dubai’s OOW and 
his ignorance of the proximity of Walcon Wizard were due to an over-reliance on AIS 
information shown on the ECDIS. [2.3.3]

4.	 The radar targets of Kingston and Walcon Wizard were on the X-band radar display 
on board Rickmers Dubai for almost 1 hour, but the OOW did not use ARPA to 
determine if a risk of collision existed, or look out of the window to try and correlate 
the targets with visual sightings. Therefore, it is likely that he was not monitoring the 
radar display at all. [2.3.3]  

5.	 It is likely that Rickmers Dubai’s OOW’s level of arousal was low. Consequently, he 
was not proactive in maintaining his situational awareness or reactive to changing 
circumstances. [2.3.4]

6.	 Rickmers Dubai’s OOW was on the bridge by himself at the time of the collision 
despite the vessel being in the Dover Strait at night. [2.3.5]

7.	 No dedicated lookout was posted on the bridge of Rickmers Dubai despite an AB 
being rostered for the purpose. [2.3.5]

8.	 Neither Kingston nor Walcon Wizard were transmitting on AIS, which would have 
increased the probability of them being noticed at an early stage by Rickmers 
Dubai’s OOW. [2.4.1]

9.	 Kingston’s towing light and stern light were potentially obscured by the glare of a 
floodlight. [2.4.2] 

10.	 The lack of a safety culture among Rickmers Dubai’s bridge watchkeeping officers 
was demonstrated by a disconnection between their behaviour and the ship 
manager’s intentions on how the vessel was to be run. [2.6.1]

11.	 A more considered approach to the provision of equipment and instructions  on 
board Kingston might have helped to prevent Rickmers Dubai colliding with Walcon 
Wizard, reduce the risk of capsize and minimise the damage on board. [2.6.2]

3.2	 OTHER SAFETY ISSUES DIRECTLY CONTRIBUTING TO THE ACCIDENT

1.	 A balance needs to be struck between the over-reliance on AIS and its effective use. 
Therefore, it is important that OOWs are fully aware of the system’s capabilities and 
limitations. [2.3.3]

2.	 The effective audit of bridge watchkeeping practices is a problem faced by all ship 
managers, which is not easily solved. [2.6]
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3.3	 SAFETY ISSUES NOT DIRECTLY CONTRIBUTING TO THE 
ACCIDENT THAT HAVE BEEN ADDRESSED OR RESULTED IN 
RECOMMENDATIONS

1.	 The procedure for releasing the towline from the winch on board Kingston was 
unsuitable for use in all operating conditions as required by the SCV Code. It was 
certainly not suitable for use in an emergency in the dark and in rough seas. [2.5]

2.	 The circumstances of this accident, together with others that have resulted in 
the capsize of tugs, indicate there is a strong case for the emergency release 
arrangements for towing gear to be more clearly articulated at the earliest 
opportunity. [2.5] 

3.	 A safety broadcast, which should have been issued at 0140, was not issued 
because the CNIS operator was busy and he had been at the CNIS desk for almost 
4 hours. [2.7]

4.	 The inclusion in the CNIS safety broadcasts that the tug and tow was not 
transmitting on AIS would have made the broadcasts more informative and might 
have assisted in attracting the attention of some OOWs. [2.7]

5.	 The RAM lights on board Kingston were not available for use because the white light 
was defective. [2.4.2]

3.4	 OTHER SAFETY ISSUES NOT DIRECTLY CONTRIBUTING TO THE 
ACCIDENT 12

1.	 The response of Rickmers Dubai’s crew following the collision was slow and lacked 
rigour. [2.3.6]

2.	 The damage to Rickmers Dubai was not identified until MAIB inspectors boarded the 
vessel several hours after the collision as the crew had been unable to launch the 
rescue boat and they had not anticipated damage so far above the waterline. [2.3.6]

3.	 The USB dongle, which should only have been used with the VDR, had been used 
to store a movie. Such abuse of equipment has the potential to corrupt valuable data 
required to determine the circumstances of an accident.

12	 These safety issues identify lessons to be learned. They do not merit a safety recommendation based on this 
investigation alone. However, they may be used for analysing trends in marine accidents or in support of a 
future safety recommendation
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SECTION 4	 - ACTION TAKEN

4.1	 MAIB ACTIONS

The MAIB has:

Proposed to the MCA that the Brown Code is amended to ensure that:

•	 Towlines on winches can be released from the conning position and local to 
the winch.

•	 The emergency release system is independent of normal powered operation.

•	 The towline is connected by a weak-link to the drum to allow it to run free in 
an emergency.

•	 The release system is tested routinely and during surveys.

4.2	 ACTIONS TAKEN BY OTHER ORGANISATIONS

The Maritime Coastguard Agency has:

Revised the Brown Code following growing concern in the workboat industry that the 
SCV Code was too generic, along with the problems associated with the SCV Code 
not being recognised by other European member states. The revised “The Safety 
of Small Workboats and Pilot Boats – A Code of Practice” (Brown Code), published 
on 1 June 2014, has taken into account the MAIB’s proposed amendments. The 
requirements for emergency release systems (release positions, maintenance, 
inspection and routine testing) now apply to towing winches as well as tow hooks.

The Maritime Coastguard Agency in conjunction with Dover Coastguard has also: 

•	 Included the composition of the Dover Coastguard watches as a standing 
agenda item at monthly management meetings.

•	 Made arrangements for adjacent coastguard stations to take over Dover’s 
SAR responsibilities in extremis to enable Dover Coastguard to focus on its 
VTS responsibilities (CNIS and Sunk).

•	 Invited watch officers at other coastguard stations to move to Dover 
Coastguard.

Reedereiverwaltung Heino Winter GmbH has:

Conducted an internal investigation and ISM audit. During the audit, two non-
conformities were identified which required immediate rectification.  The company 
has also issued fleet circulars highlighting the lessons from this accident, including:

•	 The dangers of over reliance on ECDIS.

•	 The importance of keeping the master informed.

•	 Reminding masters that the BNWAS must be engaged whenever the ship is 
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underway at sea under autopilot.

•	 A proper lookout is to be maintained by ratings during the hours of darkness.

•	 Safety rounds conducted by the bridge lookout are to be carried on 
completion of the watch handover and the results are to be reported back to 
the OOW.

•	 The master, as far as is practical, should not leave the OOW alone on the 
bridge during areas of dense traffic.

•	 Specified minimum CPA- 2nm in open sea and 0.5nm in narrow waters and 
areas with dense traffic.

The ship manager has also started work to interface the BNWAS to the VDR in 
order to verify its use. 

MECAL Ltd has:

Conducted an annual survey for Kingston on 15 April 2014. The survey identified a 
significant number of defects, including that the safety release arrangements for the 
tow winch were inadequate.  MECAL suspended the vessel’s certification under the 
SCV Code until the defects were rectified.
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SECTION 5	 - RECOMMENDATIONS

The Maritime and Coastguard Agency is recommended to:

2014/147	 Ensure that CNIS safety broadcasts highlight when AIS information is not 		
	 being transmitted by vessels that may pose a risk to navigation, such as tugs 	
	 operating with tows. 

Reedereiverwaltung Heino Winter GmbH is recommended to:

2014/148	 Take action to ensure the behaviour of bridge watchkeepers on board its 		
		  vessels accords with its instructions and guidance, with particular emphasis 	
	 	 on the contents of its recent fleet circular concerning:

•	 Over-reliance on ECDIS and AIS.

•	 The use of additional lookouts.

•	 The potential for low levels of arousal.

Griffin Towage and Marine is recommended to:

2014/149	 Take action to enhance the operational safety of its vessels, taking into 		
	 account, inter alia:

•	 The importance of the ability to release a tow both from the tow winch 
and from the conning position when normal power is not immediately 
available.

•	 The usefulness of AIS in enabling other vessels to detect and monitor its 
vessels when towing.

•	 That the gob rope should be regularly inspected and maintained in a 
serviceable condition. 

•	 The need to ensure that all navigation lights are working and are not 
obscured.

Safety recommendations shall in no case create a presumption of blame or liability



Annex A

Bridge standing orders









Annex B

Instructions for keeping a navigational watch









Annex C

Watch arrangements









Annex D

Small Commercial Vessel Certificate









Annex E

Towing winch instructions





Tow Winch Instructions – M.T. Kingston 

Heaving/Veering: 

• The main control lever protrudes forward from the controls
• To HEAVE push the lever DOWN
• To VEER lift the lever UP

Speed: 

• To the Starboard side of the main control block, mounted separately on the
railing is the speed switch lever

• Normally this lever is to STARBOARD which gives SLOW speed and
maximum pull

• If there is little load on the winch and a FASTER speed is desired move this
lever to PORT

• A noticeable click should be felt in the lever when either fast or slow is
engaged

• ALWAYS REVERT THE LEVER BACK TO SLOW when you no longer require
it in fast

Freewheeling: 

• To the portside of the main control block, mounted on the pipework, is the
freewheeling valve

• This valve is used when the wire is required to veer off the winch freely, and is
normally a better way to lengthen the tow than powered veering

• To VEER FREELY lift the freewheeling valve straight up to unlock the motor
then lift the main control lever up to release the brake

• If the wire is veering quickly then engage the brake gradually by slowly
lowering the main control valve to avoid a sudden snatch

• NEVER PUSH THE MAIN CONTROL LEVER DOWN WHEN IN
FREEWHEELING MODE BECAUSE THE WINCH CANNOT HEAVE IN THIS
MODE AND YOU WILL SERIOUSLY OVERLOAD THE HYDRAULICS!

• ALWAYS REVERT THE FREEWHEELING VALVE BACK TO HORIZONTAL
as soon as you have finished freewheeling

Brake: 

• When the wire is set at the required length for towing, prior to applying any
serious pull the brake must be manually tightened

• To TIGHTEN the brake turn it ANTICLOCKWISE as viewed from above
• Once tightened, prior to heaving or veering the brake must be manually

slackened
• To SLACKEN the brake turn it CLOCKWISE as viewed from above. The brake

must be slackened enough to allow the hydraulics to be able to lift it a bit, but
too much or the brake will become in-effective. The perfect position is such
that when the hydraulics is operated to move the winch, the brake shaft should
be seen to lift up about ¼ inch to 1 inch

(transcribed for clarity)



• If the brake squeaks when the winch is turning then it may need slackening off 
a little more 

 
 

EMERGENCY FREEWHEELING 
 

IF THE WINCH NEEDS TO BE QUICKLY RELEASED IN AN EMERGENCY THEN: 
• LIFT THE FREEWHEELING VALVE STRAIGHT UP AND 
• MANUALLY LOOSEN THE BRAKE (CLOCKWISE) UNTIL THE WIRE VEERS 

OFF FREELY 
The hydraulics do not need to be on, but this procedure could possibly do up to 
£10,000 of damage to the winch 



Annex F

Section 25.2 of the Small Commercial Vessel Code









Annex G

BTA Tow winch quick release guide









Annex H

Surveyor Advice Note 57
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