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Two stevedores were in the cargo hold
finishing their job. It was morning, and
having  started their shift the previous
evening, they had been working for more
than 12 hours. To exit the cargo hold they
had to first climb up a vertical ladder, then
ascend a spiral staircase and for the last 2.5
metres climb up another vertical ladder.  

The stevedores had brought a thermos and
tea cup each. The cup did not fit in the first
stevedore’s boiler suit pocket so he held it in
his hand instead. This wasn’t a problem
when he ascended the spiral staircase.
However, when he reached the last platform
there was still the vertical ladder to climb up.

20 metre fall

Climbing up the last ladder he only used one
hand as he had the tea cup in the other. He
was not wearing a safety harness. When he
was almost at the top he slipped and fell
down. Unfortunately, he did not hit the
platform below but fell more than 20 metres
and landed at the bottom of the cargo hold.

The other stevedore shouted for help which
the bosun heard. He could see the stevedore
lying at the bottom of the cargo hold and
instantly called the Chief Officer on the radio
and told him about the accident. The Chief
Officer assembled a rescue team with a
stretcher and gave the stevedore first aid. An
ambulance arrived shortly afterwards and
he was lifted out of the cargo hold by a
crane. Unfortunately, he was declared dead
at the hospital.

Damaged ladder

It was later found that a steel bar was
missing from one of the lower railings at the
beginning of the spiral ladder. The railing
was most likely damaged during the loading
by one of the crane grabs, or an excavator
as it was covered by the cargo when it
arrived at the discharge port.

4.1    Fatal fall from ladder
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What can we learn?
The definition of ‘working at height’l

should be addressed in the risk
assessment, in addition to details of the
safety measures that need to be taken. 

In the risk assessment it should statel

whether the specific job requires a work
permit. 

It is up to every company to define if theyl

consider it an acceptable risk to enter
the cargo hold on a vertical ladder
without a safety harness attached. 

In this specific case the person climbingl

the ladder only used one hand and had
no safety harness. The problem here is
how the stevedore perceived the risk at
the time. 

Most of us would agree that it is safer tol

use both hands when climbing a ladder.
However, when climbing ladders is a
daily occurrence it is easy to forget that
the consequences of slipping can be
fatal. Advise from COSWP states that
when climbing a ladder three points
(foot or hands) should always be in
contact with the ladder. When the
consequences of falling from that ladder
are so severe, a harness should really be
used. 

It would be beneficial to have a toolboxl

meeting with the stevedores’
supervisors to explain what is required
of the stevedores when working on
board. 

It is understood that many ports requirel

that stevedores wear a safety harness
when climbing the cargo ladder. It is
important that the Chief Officer
emphasises the importance of
complying with this requirement. 

After both loading and discharging, thel

Chief Officer should inspect the ladders
to ensure they have not been damaged
during the cargo operation. 

This accident highlights the minimall

effort it takes to do a job safely, and the
consequences of not making that effort.
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A bulk carrier was in port and one of the ABs
was washing the hatch coaming gutter. He
had connected a fire hose to a fire hydrant
and was spraying water. The cargo hatch
covers were open and the AB was wearing a
safety harness. 

Unclipped safety harness

The harness became tangled with the fire
hose and so the AB briefly unhooked it so he
could untangle the safety cord. At the same
time the pressure in the hose changed
causing the AB to lose his balance and fall
16 metres down into the cargo hold.

First aid was given to the AB by the crew
and the Master called for an ambulance.
Unfortunately, he did not recover and died at
the hospital.

4.2    Lost balance while washing 
         down caused serious injury
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What can we learn?
Working aloft is a high-risk operation andl

all vessels have procedures on how to
do so safely. It is a requirement to fill out
both a risk assessment and a work
permit for any job in this category. The
risk assessment and COSWP requires
that all risks should be evaluated and
that the harness should be connected at
all times. 

The AB in this case was wearing a safetyl

harness, but at the time of the accident
had it unhooked at the same time as he
lost his balance. This highlights once
again that it only takes one second to
make a fatal mistake. 

If two persons had been assigned forl

this job it would have meant that the AB
could work on his assigned task by
washing down and the other AB could
assist with the hose. 

Working at sea is by default a dangerousl

job and the crew is often involved in high
risk operations e.g. working aloft,
mooring, securing cargo and other
operations. A case like this highlights
that a decision to unhook the safety
harness when at the same time holding
a pressurised fire hose can lead to a
fatal fall. 

Everybody looks on risk differently – thatl

is why it is so important that the safety
department ensures the crew is trained
in evaluating and understanding risks,
and the potentially fatal consequences
of forgetting this.
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It was early morning with no wind or currents
and a vessel was approaching port. On the stern
an AB was preparing the mooring ropes. The
stern lines were put partly around a bollard with
a bight at a right angle to the normal pull
direction. After the AB had prepared the mooring
lines, the Third Officer joined him. The spring
lines were sent ashore and made fast, and the
Master, who was on the bridge, put the engine
pitch to zero allowing the vessel a slight forward
movement. The rudder was hard to starboard as
the vessel was berthing port side alongside.
After the spring lines were secured the heaving
line was connected to both stern lines.

The Chief Officer, who had been by the manifold,
came to the stern to assist and took charge of
the mooring winch. The Third Officer walked to
the stern railing by the fairlead.

Mooring commences

The linesmen shouted that they were ready to
receive the stern lines, so the AB started to lower
the stern lines to the water. He was facing the
mooring winch and had his back to the Third
Officer by the railing. He let the mooring lines run
out at a very high speed.  Suddenly the Third
Officer started to scream and when the AB
turned around he could see the Third Officer

caught between the mooring line and the
fairlead. The mooring line was now coming out
very quickly and began cutting into the Third
Officer’s leg, with such a speed that his leg was
cut off just below the knee.

Mooring rope stuck in propeller

The Chief Officer saw that the mooring rope was
stuck in the propeller and screamed over the
VHF to the Master to stop the engine. The
Master pushed the emergency stop and the
propeller stopped.

The Third Officer was in severe shock and
collapsed. The Chief Officer ran over to give first
aid and the gangway was rigged. A first aid team
from shoreside came on board, and 30 minutes
later an ambulance arrived and took the Third
Officer to hospital.

Life changing consequences

The Third Officer survived, but is now disabled
and can never work at sea again. 

4.3    Injury during mooring operation
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What can we learn?
The vessel had a risk assessment forl

the mooring operation, but this did not
include the risk of the mooring line
getting stuck in the propeller, as the
mooring line should be floating in
normal circumstances. This time the
mooring line was lowered too quickly,
ending up under the surface. As the
propeller blades were only 2 metres
below the surface the lines were sucked
into the propeller, which caused the
accident.

In addition the mooring line was partlyl

around the bollard, with a bight and a
right angle to the normal pull direction.
This arrangement caused the snapback
zone to cover the entire area between
the bollard and railing. When the rope
ran out rapidly and got caught in the
propeller it snapped back to where the
Third Officer was standing, even though
he was not inside the normal snapback
zone. 

This shows the importance of everybodyl

involved in the operation being aware of
the risks of potential snap back zones.
Mooring a vessel is a normal operation,
but the risks need to be evaluated every
time, as it is a risk operation.
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