MINOR NEAR-MISS LOG & REPORT

Relevant evidence to be attached to this form for the implementation of corrective/preventive actions taken (i.e. training session record, photos etc.)

VESSEL:     ________       






FOR THE MONTH:       JULY  2015   .       

	DATE
	FIRST AID CASE (Y/N)
	NEAR MISS 

RELATED TO
	BRIEF DESCRIPTION OF NEAR-MISS
	ROOT CAUSE 

CODES (*)
	IMMEDIATE ACTIONS AND 

	
	
	
	
	
	ACTIONS TO AVOID REOCCURRENCE

	15-JULY-15

	 N
	 FORMCHECKBOX 
 People

 FORMCHECKBOX 
 Property

 FORMCHECKBOX 
 Environment

 FORMCHECKBOX 
 Operation
	While vessel is underway to Houston, Texas, the autopilot steering system malfunctioned due to excessive vibration that loosened the connection to the steering motors.


	32-33
	1. Captain immediately sent one AB to the steering gear room to conduct emergency steering.

	
	
	
	
	
	2. Senior Officers discussed the matter and agreed that inspecting the connection should be included in the weekly routine check made by the engineers or as deemed necessary.

	24-JULY-15

	N
	 FORMCHECKBOX 
 People

 FORMCHECKBOX 
 Property

 FORMCHECKBOX 
 Environment

 FORMCHECKBOX 
 Operation
	In preparation for departure, the crew started heaving up the ship’s portable gangway to be secured using the manifold crane. Suddenly, the gangway swung and hit the other end which was secured on the railings on the fire hose box. A tag line was used to control the gangway but it was not made tight in order for the other end to be free from the railings.


	14
	1.  Other crew tried to stop the swinging by holding the gangway thus reducing its impact on the fire hose box. 

	
	
	
	
	
	2. Chief Mate advised all the deck hands to be careful in heaving up heavy loads and to use extra tag lines as necessary to control the movement of heavy object being lifted up.

	20-JULY-15

	N
	 FORMCHECKBOX 
 People

 FORMCHECKBOX 
 Property

 FORMCHECKBOX 
 Environment

 FORMCHECKBOX 
 Operation
	During loading operation, duty watchman observed a small oil leak in the manifold area coming from the 
small pipe for air connection.
	33
	1. The crew informed the CCR and double checked if the valve is fully closed.

	
	
	
	
	
	2. Chief Mate advised all the duty watchman to double check all the valves to be close those that should be close and report to him if found leaking

	23-JULY-15

	N
	 FORMCHECKBOX 
People

 FORMCHECKBOX 
 Property

 FORMCHECKBOX 
 Environment

 FORMCHECKBOX 
 Operation



	Upon completion of topping off of cargo tanks 1 wings, the discharge valve of 1S was not in fully closed position but instead showing around 10%-15% open.

	23
	1. Pumpman immediately informed the CCR and tried to reopen and close the valve one more time. After doing so, the valve was then fully closed.

	
	
	
	
	
	2. Chief mate advised all the crew to make a visual check whenever a cargo valve is being closed or opened to see if it really does indicate what it shows in the CCR.


Analysis of the near misses above to be carried out during the Safety & Environmental Committee Meetings (SECM) and recorded in the minutes of the SECM.

All other than Minor Near Misses should be further analyzed using the form DP167 and submitted to the office for review and analysis by DPA and/or responsible department.

This form to be submitted to the Office at the end of each month and to be accompanied by relevant evidence for the verification of corrective/preventive actions taken.

All First Aid Cases (FAC) must be investigated onboard and reported to office as an attachment to this form.

REMEMBER: Reporting of near-misses is anonymous and persons involved will not be blamed. The purpose of reporting / analyzing a near miss is to create a safer working environment. Next time the same situation occurs, your luck may have run out.

	(*) Root cause analysis column above (please choose at least one (1) of below codes)
	
	REVIEW BY MASTER:
	REVIEW BY OFFICE / SQE DEPT-DPA:

	PEOPLE RELATED:

11 – Inadequate personal fitness

12 – Physical or mental stress

13 – Inadequate knowledge

14 – Inadequate skills

15 – Inadequate motivation
	RESOURCES RELATED:

21 – Inadequate System design

22 – Inadequate Purchasing

23 – Inadequate Maintenance

24 – Inadequate Tools/equipment

25 – Inadequate Work Environment
	MONITORING RELATED:

31 – Inadequate Work Standards

32 – Inadequate Procedures

33 – Inadequate Supervision

34 – Inadequate Communication

35 – Unforeseen / Beyond control
	
	Date: 

Signature: 
	Date: 

Signature:
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