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Olayin Arka Plani

Zarga (Figir 1) isimli LNG Tankerinin giliverte zabiti, Gliney Hook LNG, Milford terminaline yanasma
esnasinda, kopan bir halatin basina ¢arpmasi sonucu yaralanmistir Bas tarafta yanasma manevrasindan
sorumlu olan zabit, helikopterle gemiden alinarak acil ameliyat icin saglik kurulusuna nakledilmistir.

Zarga gemisi kazanin meydana gelmesinden 40 dakika énce, geminin tiim halatlarla rihtima baglandigini
rapor ederek bagl romorkérii mola etmistir. Sonrasinda esen giiglii riizgar neticesinde gemi rihtimdan
acmaya baslamistir. Miirettebat bu esnada halatlara ‘badernalar yerlestirmektedir (Figiir 2).
Romorkorler halihazirda mola edilmisken (hemen geri cagirilmasi gerekirken), rihtimdan agan Zara
gemisini tekrar yanastirmak igin gemi kaptani, bas taraf manevrasindan sorumlu giiverte zabitine bas
spring halatini vira etmesi direktifini vermistir.

Sorumlu Vardiya Zabiti, iskele bag omuzluktaki (panama halat logasi) kurtagzindaki bas sprink halatinin
arkasina gegmis,(Figiir 2 ve 3) diger mirettebat ise sorumlu giiverte zabitinden aldigi komutlari halat
vinci operatdriine iletmek icin onun ilerisinde pozisyon almistir. Ving operatorii bas spring halatini vira
etmek icin tesebbiste bulundugunda asir yiikten dolayi defalarca halat kagirmis ve durmustur. Yaklasik
olarak 10 dakika kadar sonra halatin gatirdamaya basladigi duyulmus ve akabinde halat aniden
kopmustur. Halatin kopmasiyla, bas omuzluktaki kurtagzindan halatin kopan kismina kadar olan tarafi
kirbac etkisi yaratarak Gorevli Glverte Zabitinin bagina carpmis ve kurtagzindan geri denize diismiistiir.

PANAMA LOGCASI BAS SPRING HALATLARI

Figiire 2: Iskele bag omuzluk kurtagz

'Baderna: Halatin aginabilecek yerine sarilan bez, halat sargisi



Figlr 3: Bas taraf manevra ekibi Sorumlu Glverte Zabiti,

locasi yakininda resimdeki gibi pozisyon almistir.
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OLAYDAN CIKARILAN DERSLER

e Ultra ytliksek molekiiler agirlikli polietilen halat ve ¢elik halatlara eklenen sentetik halatlarin elastiki
oluslarindan dolay: halat kirbag etkisini muazzam bir sekilde arttiracagi bilinmelidir.

» Halatin uzama payi halatin uzunlugu ile baglantilidir. Kamg1 halatinin uzunlugu esneme payini
artiracak ayni zamanda agir yiik altindaki bir halatin tizerindeki gerilimi yiikseltecektir.

+ Armatdr / [letmeci kullanilan halatlarin amacina uygun yerlerde kullamlacagimdan emin
olmali, halatin kopma sonucu olusturacagi kamgi etkisinin tehlikeli oldugu daima dikkate
alinmalidir.

+ Manevra gerceklestiren miirettebat farkli yap: ve gesitlerdeki halatlarin kopmasi sonucu
yaratacagl kamg: etkisine karsi tedbirli ve uyanik olmali, iizerinde yiik olan halatlarin her zaman
tehlikeli oldugu akildan ¢ikarilmamalidir.

« Isletmeci ve Gemi Kaptani, kendi gemilerinde kamgi etkisi yaratacak riskli bolgeleri belirleyerek
gerekli tedbirleri almali ve personelinin bu konuda diizenli araliklarla bilgilendirilmesini
saglamalidir.

» Zarga gemisinin bag spring halatinin kopmasi ile ilgili inceleme ve sorusturmanin devam ediyor
olmasma bakilmaksizin s6z konusu halatin kullanilmasina devam edilmesinden siiphe edildigi
takdirde Isletmeci detayh bir inceleme igin halatin iireticisinden bilgi talep etmelidir.

+ Rihtimdan geminin agmasina sebep olabilecek kuvvetli riizgar estigi durumlarda ekstra halatlar
verilmeli, tek bir halata kumanda ederek gemi rihtima yanastirilmaya ¢alisilmamali, geminin kendi
imkanlariyla rihtimdan agmasi engellenemiyorsa romorkor destegi istenmelidir.
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Mooring line failure resulting in serious injury to a
deck officer on board
Zarga
alongside South Hook LNG terminal,
Milford Haven
on 2 March 2015
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Figure 1: Zarga alongide South Hook LNG terminal




MAIB SAFETY BULLETIN 1/2015
This document, containing safety lessons, has been produced for marine safety purposes only, on the
basis of information available to date.

The Merchant Shipping (Accident Reporting and Investigation) Regulations 2012 provide for the
Chief Inspector of Marine Accidents to make recommendations at any time during the course of an
investigation if, in his opinion, it is necessary or desirable to do so.

In co-operation with the Republic of the Marshall Islands, the Marine Accident Investigation Branch
(MAIB) is carrying out an investigation into a mooring line failure, resulting in the serious injury to a deck
officer on board the Marshall Islands flagged Liquefied Natural Gas (LNG) carrier Zarga at the South
Hook LNG terminal, Milford Haven on 2 March 2015.

The MAIB will publish a full report on completion of the investigation.

Steve Clinch

Chief Inspector of Marine Accidents

This bulletin is not written with litigation in mind and, pursuant to Regulation 14(14) of the Merchant
Shipping (Accident Reporting and Investigation) Regulations 2012, shall not be admissible in any judicial
proceedings whose purpose, or one of whose purposes, is to apportion liability or blame.

This bulletin is also available on our website: www.gov.uk/maib
Press Enquiries: 020 7944 4312/3176; Out of hours: 020 7944 4292

Public Enquiries: 0300 330 3000



BACKGROUND

On 2 March 2015, a deck officer on board the LNG tanker, Zarga (Figure 1), suffered severe head
injuries when he was struck by a mooring line that parted during a berthing operation at the South Hook
LNG terminal, Milford Haven. The officer, who was in charge of the vessel's forward mooring party, was
airlifted to a specialist head injuries trauma unit for emergency surgery.

Zara
£.dl \

)a was declared all fast alongside about 40 minutes prior to the accident and the attending tugs were

let go. The vessel subsequently moved out of position in the gusty wind conditions during which time the
mooring teams were fitting chafing guards to the lines (Figure 2). As the tugs had already been released,
the master instructed the officer in charge (OIC) of the forward mooring party to tension the forward

spring lines to warp Zarga back into the correct position.

The OIC positioned himself aft of the forward springs’ port-shoulder roller fairlead (Figures 2 and 3), and
ositioned a second crewman forward of him in order to relay his orders to the winch operator. As the

operator attempted to heave in on the springs, the winch repeatedly stalled and rendered’. After

about 10 minutes, one of the spring lines began to rattle and creak, and then suddenly parted (Figure 4).
The section of the line between the break and the port-shoulder roller fairlead struck the OIC on his head
as it whipped back before going overboard through the fairlead.

Roller Forward spring

fairleads lines

Figure 2: Port-shoulder roller fairlead

nder load



MOORING LINES AND WINCHES

The 5-year old mooring lines fitted to the vessel were 44mm diameter sheathed ultra-high modulus
polyethylene (UHMPE) with a length of 275m and a minimum breaking load (MBL) when new of 137t.

The outboard ends of the UHMPE spring lines were fitted with 22m long Euroflex (polyester/polyolefin)

tails, which had an MBL of 190t. The section of the UHMPE spring line in use between the winch and the
connection with the Euroflex tail was about 68m long. The split drum type mooring winch had a 30.6 tonne-
force (tf) winding pull, rendered at a load of 34tf and operated at 15m/minute.

INITIAL FINDINGS
Elongation and snap-back

The amount a mooring line stretches depends on the elasticity of the material(s) used in its manufacture
and the length under load. Elongation of the line introduces stored energy that, if suddenly released
under load when the line parts, can cause the failed ends to recoil back towards their anchor points at
high speed; this is referred to as snap-back.

Both wire and high modulus synthetic mooring lines have low elasticity and, consequently, are
considered to have very little snap-back when they fail, and this is often considered to be an advantage
over other types of synthetic line. However, although capable of handling high dynamic loads, low
elasticity can make high modulus synthetic mooring lines prone to failure under peak dynamic loading.

On board Zarga, 11m tails were originally fitted to reduce peak dynamic loading, but these were replaced
with 22m tails after peak dynamic loads were experienced that had led to a series of line failures.
However, the 22m tails had much greater elasticity and this, and the routeing of the line, introduced

a significant snap-back hazard to the outer section of the failed UHMPE mooring line. The danger of
snap-back was identified in the vessel's risk assessments, but snap-back zones had not been marked on
Zarga's mooring decks. Because UHMPE mooring lines were fitted, the perception among members of
the crew was that, in the event of a mooring line failure under load, the ends of a parted line would simply
fall to the deck. In this case, the inboard section of the failed line recoiled a short distance towards the
base of the winch.

Post-accident tests

Following the accident, the MAIB commissioned a series of tests and trials designed to measure the
elongation and snap-back characteristics of the mooring lines used on board Zarga. When sections of
the UHMPE rope were loaded to the point of failure the average maximum elongation was about 2%
and minimal snap-back was observed. When the trial was repeated with the Euroflex tail* attached the
elongation was significantly increased. Similar to the accident, it was the UHMPE section of the line that
parted, and the failed end that was attached to the tail snapped back over 15m in less than 1 second.
The other end of the UHMPE rope did not snap back.

Short video C|IDS of these trials can be found on the MAIB website at https://www.gov. uklma|b regorts

a-deck-officer.

The causes and contributing factors of Zarga's mooring line failure are subject to an ongoing
investigation and will be discussed in a full investigation report.

¢ The 22m tail was shortened to 15m to allow it to be accommodated within the test machine
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SAFETY LESSONS

« When connecting synthetic tails to UHMPE, HMPE and wire mooring lines, the energy introduced
due to the elasticity of the tails can significantly increase the snap-back hazard.

- Elongation is proportional to the length of tail. Increasing the length of the tail will increase the
amount of elongation and hence the amount of energy that can be stored in the line when under
load

» Ship owners/operators should ensure that the type of lines and tails used for mooring lines are
suitable for the task and that the dangers of snap-back are fully considered.

* Mooring teams should be aware of the potential for snap-back in all types of mooring line, and the
probable areas on the mooring deck that are not safe when lines are under load.

* Mooring lines led around roller pedestals and fairleads can lead to potentially complex snap-back
zanes. Ship operatars and masters should conduct their own risk assessments to ensure potential
snap-back zones are identified, and are reviewed at regular intervals.

+ Notwithstanding the ongoing investigation into the nature of the failure of Zarga's spring line, where
doubt exists on the continued use of a mooring line, the vessel operator should obtain guidance
from the rope manufacturer on the conduct of detailed line inspections.

Issued July 2015
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Figure 1: Zarga alongside South Hook LNG terminal



MAIB SAFETY BULLETIN 1/2015
This document, containing safety lessons, has been produced for marine safety purposes only, on the
basis of information available to date.

The Merchant Shipping (Accident Reporting and Investigation) Regulations 2012 provide for the
Chief Inspector of Marine Accidents to make recommendations at any time during the course of an
investigation if, in his opinion, it is necessary or desirable to do so.

In co-operation with the Republic of the Marshall Islands, the Marine Accident Investigation Branch
(MAIB) is carrying out an investigation into a mooring line failure, resulting in the serious injury to a deck
officer on board the Marshall Islands flagged Liquefied Natural Gas (LNG) carrier Zarga at the South
Hook LNG terminal, Milford Haven on 2 March 2015.

The MAIB will publish a full report on completion of the investigation.

=

Steve Clinch

Chief Inspector of Marine Accidents

This bulletin is not written with litigation in mind and, pursuant to Regulation 14(14) of the Merchant
Shipping (Accident Reporting and Investigation) Regulations 2012, shall not be admissible in any judicial
proceedings whose purpose, or one of whose purposes, is to apportion liability or blame.

This bulletin is also available on our website: www.gov.uk/maib

Press Enquiries: 020 7944 4312/3176; Out of hours: 020 7944 4292

Public Enquiries: 0300 330 3000



BACKGROUND

On 2 March 2015, a deck officer on board the LNG tanker, Zarga (Figure 1), suffered severe head

injuries when he was struck by a mooring line that parted during a berthing operation at the South Hook
LNG terminal, Milford Haven. The officer, who was in charge of the vessel's forward mooring party, was
airlifted to a specialist head injuries trauma unit for emergency surgery.

‘arga was declared all fast alongside about 40 minutes prior to the accident and the attending tugs were

The vessel subsequently moved out of position in the gusty wind conditions during which time the
mooring teams were fitting chafing guards to the lines (Figure 2). As the tugs had already been released
the master instructed the officer in charge (OIC) of the forward mooring party to tension the forward
spring lines to warp Zarga back into the correct position.

The OIC positioned himself aft of the forward springs’ port-shoulder roller fairlead (Figures 2 and 3), and
positioned a second crewman forward of him in order to relay his orders to the winch operator. As the
winch operator attempted to heave in on the springs, the winch repeatedly stalled and rendered’. After
about 10 minutes, one of the spring lines began to rattle and creak, and then suddenly parted (Figure 4).
The section of the line between the break and the port-shoulder roller fairlead struck the OIC on his head
as It whipped back before going overboard through the fairlead.

Roller Forward spring
fairleads lines
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guards

Figure 2: Port-shoulder roller fairlead




MOORING LINES AND WINCHES

The 5-year old mooring lines fitted to the vessel were 44mm diameter sheathed ultra-high modulus
polyethylene (UHMPE) with a length of 275m and a minimum breaking load (MBL) when new of 137t.

The outboard ends of the UHMPE spring lines were fitted with 22m long Euroflex (polyester/polyolefin)
tails, which had an MBL of 190t. The section of the UHMPE spring line in use between the winch and the
connection with the Euroflex tail was about 68m long. The split drum type mooring winch had a 30.6 tonne-
force (tf) winding pull, rendered at a load of 34tf and operated at 15m/minute.

INITIAL FINDINGS
Elongation and snap-back

The amount a mooring line stretches depends on the elasticity of the material(s) used in its manufacture
and the length under load. Elongation of the line introduces stored energy that, if suddenly released
under load when the line parts, can cause the failed ends to recoil back towards their anchor points at
high speed; this is referred to as snap-back.

Both wire and high modulus synthetic mooring lines have low elasticity and, consequently, are
considered to have very little snap-back when they fail, and this is often considered to be an advantage
over other types of synthetic line. However, although capable of handiing high dynamic loads, low
elasticity can make high modulus synthetic mooring lines prone to failure under peak dynamic loading.

On board Zarga, 11m tails were originally fitted to reduce peak dynamic loading, but these were replaced
with 22m tails after peak dynamic loads were experienced that had led to a series of line failures.
However, the 22m tails had much greater elasticity and this, and the routeing of the line, introduced

a significant snap-back hazard to the outer section of the failed UHMPE mooring line. The danger of
snap-back was identified in the vessel's risk assessments, but snap-back zones had not been marked on
Zarga's mooring decks. Because UHMPE mooring lines were fitted, the perception among members of
the crew was that, in the event of a mooring line failure under load, the ends of a parted line would simply
fall to the deck. In this case, the inboard section of the failed line recoiled a short distance towards the
base of the winch.

Post-accident tests

Following the accident, the MAIB commissioned a series of tests and trials designed to measure the
elongation and snap-back characteristics of the mooring lines used on board Zarga. When sections of
the UHMPE rope were loaded to the point of failure the average maximum elongation was about 2%
and minimal snap-back was observed. When the trial was repeated with the Euroflex tail’ attached the
elongation was significantly increased. Similar to the accident, it was the UHMPE section of the line that
parted, and the failed end that was attached to the tail snapped back over 15m in less than 1 second.
The other end of the UHMPE rope did not snap back.

Short video chps of these trials can be found on the MAIB website at https:/www. gov uk/malb regorts/

a-deck-officer.

The causes and contributing factors of Zarga’s mooring line failure are subject to an ongoing
investigation and will be discussed in a full investigation report.

* The 22m tail was shortened to 15m to allow it to be accommodated within the test machine



