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Office of the Marine Accident Investigation Compliance Officer 

M.V. Siberian Express - IMO No 9498717 

Location: Port of Ashkelon, Israel 

Date of Incident: 17th June 2019 

Fatality – Fall from vertical ladder in Cargo Hold no.1 

 

This report is not intended to be used for the purpose of litigation. It endeavours to identify and 

analyse the relevant safety issues pertaining to the incident and to make recommendations aimed 

at preventing similar incidents in the future. 

 

1. EXECUTIVE SUMMARY 

1.1. M.V. Siberian Express (IMO ‐ 9498717) herein referred to as the “Vessel”, is a 2012 

delivered Panamax Bulk Carrier of Deadweight 92973 MT. Vessel’s port of registry and Flag 

is Gibraltar and Class is LR. Vessel is manned by qualified and experienced staff of Chinese 

nationality. The vessel is managed by Fleet Management Limited, HKG, herein referred to as 

the Company. 

1.2. Vessel had loaded Coal Cargo (83903 MT) from Ust‐Luga, Russia, to discharge at Ashkelon, 

Israel.  

1.3. Vessel arrived at ‘Ashkelon’ Coal berth on 10th June’19 for discharging Cargo. On 17th 

June’19, while discharging was in progress, three (3) crew members, including the Bosun, 

were clearing the cargo residue stuck on the side shell frames and vertical ladders.  

1.4. During this time, Bosun fell from the vertical ladder on to the tank top suffering a fatal 

injury. 

 

2. INCIDENT SUMMARY 

2.1. Main sequence of Events 

2.1.1.  17th June 2019 0810 LT: Chief Officer called Bosun, AB (Able Body seaman), OS 

(Ordinary Seaman) in ship’s office for Tool box Meeting for cargo hold cleaning. 

0830 LT: Bosun together with AB, OS went down to cargo hold no.1 for cleaning. 

0900 LT: AB called duty officer (3rd Officer) by walkie‐talkie to inform Bosun fell on tank 

top and need immediate rescue. Master also heard the call on walkie talkie. 

2.1.2 Emergency call through ‘PA’ system was made for all crew to assemble at hold no.1 to 

rescue Bosun. 

2.1.3 0901 LT: Master inform local agent through telephone and requested for medical 

assistance and ambulance. 

2.1.4 0905 LT: Master informed Head office in Hong Kong about the situation. Crew assembled 

outside hold no1. Chief Engineer & 3rd Engineer first went inside hold to assist. They were 

followed by 2nd Engineer & Fitter. 

2.1.5 0910~0930 LT: CPR was given by 3rd Engineer and Able Body Seaman. 

2.1.6 0925 LT: Ambulance with doctor arrived at the jetty. 
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2.1.7 0930 LT: Doctor was lowered in hold no.1 in a basket using the shore crane for providing 

First Aid, and CPR was continued. 

2.1.8 0940 LT: Shore crane lifted Bosun along with doctor in a basket from hold no.1. Doctor 

continued giving CPR till the basket was on jetty. Bosun was kept in ambulance for further 

treatment. 

2.1.9 0945 LT: Doctor verbally declared that Bosun was dead. 

2.1.10 1040 LT: Harbour Master came on board to investigate the cause of death. 

2.1.11 1110 LT: Harbour Master disembarks from vessel. 

2.1.12 1116 LT: PSC (Two persons) came on-board for initial investigation. 

2.1.13 1210 LT: Police came on board to check with Master what is to be done with deceased 

body. 

2.1.14 1240 LT: PSCO disembarked from vessel. 

2.1.15 1245 LT: Policemen disembarked from vessel and waiting at jetty. 

2.1.16 1300~1330 LT: Master instructed to clean Bosun’s body and change his clothes because 

the body was still in his working clothes which were dirty. 

2.1.17 1340 LT: Second Ambulance from the hospital arrived to transport Bosun’s body to 

hospital. 

2.1.18 1350 LT: P&I surveyor came on board on request of Company for investigation. 

2.1.19 1800 LT: P&I surveyor left the vessel. 

2.1.20 2230 LT: Company Superintendent arrived on-board to assist vessel and carry out 

investigation. 

18th June 2019 

2.1.21 0920 LT: P&I surveyor on board. 

2.1.22 0930 LT: PSCOs (Two persons) on board for further investigation and interview crew. 

2.1.23 1136 LT: PSCO disembarked from vessel. 

2.1.24 1248 LT: P&I surveyor disembark from vessel. 

19th June 2019 

2.1.25 1300 LT: Bosun’s personal effects were handed over to P&I Correspondent. 

3. INVESTIGATION 

3.1 17th June’19 at around 0830 LT, Bosun AB and OS entered cargo hold no.1 after briefing with 

Chief Officer for removing cargo stuck on the side frames and Vertical ladder (ladder used as 

means of access for inspection) on cargo hold side shell. 

3.2 Approximately 100 MT of cargo was remaining in No.1 cargo hold bottom, mainly at the corners. 

3.3 Cargo discharge operation was in progress in hold no.7. When crew entered No.1 cargo hold for 

above task, there was no cargo operation in this hold. 

3.4 All three (3) crew started cleaning at different locations inside cargo hold no.1. 
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3.5 The AB first assisted Bosun to climb the vertical ladder on port side near the centre of hold by 

using a portable ladder to climb above the lower hopper.  

3.6 The AB then assisted the OS to climb the vertical ladder on the STBD side in similar fashion. 

3.7 After this, the AB climbed on the port side FWD part of the hold using the portable ladder. 

3.8 At the time of incident, ‘Bosun’ was on the port side frames, ‘AB’ was on port side 

3.9 Bosun was assigned to remove the cargo stuck on the frames of side shell.  See Fig 1-3 below 

 

 

Figure 1: Illustration showing where Bosun was working and the location he was found 

 



Page 4 of 10 
 

 
  



Page 5 of 10 
 

 
 

Figure 3 – Illustration of working height and where Bosun was found on cargo hold tank top 

after fall 

3.10 Bosun was removing the cargo from the vertical ladder and frames at a location which was 

about 8‐9 m above the tank top. In between the work, ‘OS’ turned back and saw that the Bosun 

had fallen on the tank top.  

3.11 The ‘OS’ alerted ‘AB’ and immediately, both of them went to assist Bosun. They found that 

Bosun was bleeding from the head.  

3.12  AB called the duty officer (3rd Officer) on the walkie talkie who was at the gangway and 

requested urgent assistance. 

3.13  Master heard ‘AB’ on walkie talkie and made an Emergency announcement on ‘PA’ system to 

rescue Bosun from cargo hold no.1. 

3.14  All crew mustered. Chief engineer along with 2nd engineer, Electrician and 3rd engineer went 

down in cargo hold no.1.  

3.15  The Bosun was found unconscious and his pulse was very weak. Same was reported to Master. 

Master informed Local agent and Hong Kong office.  
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3.16  Chief Officer contacted the foreman to shift the crane from hold no.7 to no.1 to lift Bosun out 

of the hold.  

3.17  CPR was continuously given by AB and 3rd Engineer till the time doctor arrived in the hold at 

around 0930 LT. 

3.18  Doctor continued with CPR, while both Bosun and Doctor were lifted out of the hold using the 

crane.  

3.19  First aid and CPR were further provided by Doctor in the ambulance.  

3.20  However, at around 0945 LT, Bosun was declared dead verbally by the doctor. 

3.21  Agent informed about the incident to the port authority and Police. Company further informed 

the incident to the owners and Bosun’s family. P&I club was activated and attended the vessel 

for investigation. 

 

4 OTHER PERTINENT DATA: 

4.1 Cargo ‐ Vessel was discharging coal cargo. At the time of incident, the bulk of the cargo had been 

discharged and about 100 MT was left in No.1 cargo hold which was scattered in the corners of 

the hold. The hatch covers were open, and the atmosphere of the hold was safe for entry. There 

was no cargo operation in No.1 cargo hold, and cargo discharge was only working in No.7 hold. 

4.2 Plan of cleaning & Tool box meeting– Some cargo residue was piled up and stuck behind the 

frames, stiffeners & vertical ladder on the side shell.  

4.3 The crew had planned to drop this cargo on the tank top so that it can be discharged before final 

cleaning by the stevedores and to reduce the amount of cargo residue in hold during washing at 

sea. 

4.4 During tool box meeting, Chief Officer had briefed the crew for hold cleaning task. 

4.5 The crew was to use a portable ladder on the lower hopper to climb on to the fixed vertical 

ladder (permanent means of access) on the side shell.  

4.6 From the vertical ladder, the crew was to drop the cargo stuck on the side shell frames.  

4.7 A safety belt was to be used when working aloft at height.  

4.8 However, a working aloft checklist was not completed during tool box meeting in line with 

Company procedures. 

4.9 Personnel involved ‐ At the time of incident, deck and cargo watch was kept by 3rd officer and he 

was at the gangway at the time of the incident. 

4.10  AB, Bosun and OS were on day work carrying out hold cleaning as per Chief Officer’s 

instruction. 

4.11  Chief Officer was to supervise the job inside the hold.  

4.12 He had received a call from Stevedore’s foreman and had returned to ship’s office at the time of 

the incident. 

Location of work 

4.13 The location of work was about 8‐9 m vertically above the tank top. The side shell ladder 

inside hold is an open vertical ladder and used a means of access for close‐up inspection of the 

side shells and frames. The ladder was in good condition.  

4.14 The height of work posed risk of injury due to fall. 

Use of Personal protective equipment (PPE) 

4.15  The crew had donned PPE comprising of overalls, safety shoes, gloves and helmet. 

4.16  A safety belt was used as means of fall prevention, instead of using a full body safety harness.  

4.17  It was apparent that the safety belt was not appropriately secured during work or climbing the 

ladder.  
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4.18  Bosun was wearing a helmet, however the chin strap was apparently not secured due to which 

the helmet would have dislodged during fall. 

4.19  A safety goggles was not used when working with dusty cargo. 

4.20  A fall arrestor device (FAD) was not used as it could not be easily installed due to the location of 

work.  

4.21  Alternate means, such as securing a safety line or double‐hook safety harness was not 

considered. 

Weather & Environmental conditions  

4.22  The weather conditions were good. The daylight in hold provided enough lighting in open cargo 

hold.  

4.23  There were no vibrations or movement of the vessel at the time of incident.  

4.24  Atmosphere of the hold was safe and chief officer had checked the atmosphere prior entry. 

Rest Hours & Alcohol abuse –  

4.25 All watch keeping personnel were adequately rested and there was no rest hour deviation. 

4.26 An alcohol test was conducted and there was no alcohol abuse reported.  

4.27 At the time of writing this report, medical report of Bosun was not available. 

4.28 Bosun’s family refused an autopsy. Doctor pronounced him dead shortly after boarding the 

ambulance, so there was no medical report, only a death certificate was issued 

Review of company procedure and compliance: 

4.29 The company procedures includes Work Aloft procedures and requires: 

4.29.1 A work aloft checklist to be completed when working at height more than 1.5 m and require 

a safety harness to be used when working aloft. The procedures also include guidance on 

risk of fall from ladders and require 3‐Point contact to be maintained, and use of Fall 

arrestor device, on vertical ladders. 

4.29.2 The staff had not completed the Work aloft checklist. A safety belt was used by the crew 

instead of a safety harness. Apparently, the safety belt was not appropriately secured to 

prevent risk of fall. Alternate means such as safety line was not considered when a FAD 

could not be easily deployed due to the location of work. 

Witness statement ‐  

4.30 There was no eye witness to the incident. Although, there were two more crew members (AB 

and OS) inside hold no.1 along with the Bosun at the time of incident, but no one has seen the 

Bosun falling / slipping from the vertical ladder, as they were also engaged in cleaning.  

4.31 C/O had gone to ship’s office to receive Stevedore’s call, so he also did not witness the 

incident. 

4.32 Therefore, the exact reason of Bosun’s fall from ladder and how he hit the tank top could not 

be firmly determined. 

 

5. CAUSE ANALYSIS 

 

5.1 Direct and indirect cause: 

5.1.1 The safety belt was apparently not secured while working aloft because of this the 

Bosun’s fall could not be arrested. 
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5.1.2 The safety belt hook was not large enough, so it was difficult to hook/unhook over the 

rope while working/climbing on the ladder. 

                            

5.1.3 A fall arrestor device (FAD) could not be easily installed due to the location of work. 

5.1.4 In absence of FAD, alternate means such as securing a safety line or using a double 

hook safety harness was not evaluated. 

5.1.5 Helmet chin strap was apparently not secured due to which the helmet would have 

dislodged during fall. 

5.1.6 Safety goggles were not used when cleaning dusty cargo residue which would have 

exposed the eyes and contributed to the fall. 

5.1.7 Three (3) persons were working aloft in the hold at the same time and at different 

locations, without adequate supervision. 

 

6. ROOT CAUSE: 

6.1 Inadequate Planning & Supervision,  

6.2 Inadequate cargo hold cleaning Risk Assessment 

6.3 The senior officers did not adequately plan and supervise the task for carrying out cargo 

hold cleaning in port when working aloft.  

6.4 The job hazard risk analysis for the task was not appropriate and the risk of fall when 

working on a vertical ladder was not adequately addressed: 

6.5 Working aloft: Work aloft procedures were not complied and a work aloft checklist not 

completed. 

6.6 Inadequate use of PPE: Safety belt used instead of safety harness, Safety belt had smaller 

size hooks making it difficult to hook/unhook on to the rope,  

6.7 Helmet chin strap  was apparently not secured,  

6.8 safety goggles were not used when cleaning dusty cargo,  

6.9 use of safety line or double‐hook safety harness was not evaluated in absence of FAD. 

6.10 Supervision: The task was not closely supervised as three (3) persons were working aloft 

in the hold at the same time and at different locations, without adequate supervision. 

 

7. CORRECTIVE MEASURES 

7.1 Immediate corrective measures: 

7.1.1 Incident reporting – The incident was reported to the Terminal, Owners, Flag 

Next of Kin, P&I and other concerned parties. 

7.2 Incident investigation ‐ Attendance by P&I and Company Superintendent was 

arranged to carry out an investigation. 
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7.3 Common message alert – A common message alert was sent to all vessels to warn 

them about the incident.  

7.4 Vessels were advised to strictly comply with Working Aloft procedures and using 

appropriate PPE for such task. 

Recommendations – The following recommendations are addressed to the Company; 

8. Long term corrective measures:  

8.1 The Company are to issue a QHSE Safety Alert/bulletin ‐The incident case study will be 

included in a QHSE safety bulletin for promulgation of learning from incident (LFI) across the 

fleet.   

 

8.2 Learning from incident (LFI). – The Company are required to issue instructions reminding 

the fleet of the need to comply with: 

8.2.1 Strict adherence to Working Aloft procedures during cargo hold cleaning when working 

at heights of more than 1.5m. 

8.2.2 The work aloft permit shall be completed prior commencing any work aloft in cargo 

hold and precautions shall be discussed in Tool box meeting. 

8.2.3 Use of proper PPE: a full body Safety Harness to be used, use FAD on vertical ladders 

(where it can be deployed) or alternate means such as safety lines or double hook 

safety harness.  

Double Hook safety Harness with Large size hooks supplied to the vessel 

 

 
8.2.4 Safety Helmets shall be attached with chin straps and use Safety Goggles when 

cleaning dusty cargoes.  

8.2.5 Safety belts to be discarded and only a full body safety harness shall be used when 

working aloft.  

8.2.6 Use of long handle telescopic booms to drop cargo stuck at heights, as far as possible, 

to avoid climbing at heights.  

8.2.7 Always maintain a “3‐Point Contact” when it is necessary to climb/work on vertical 

ladders. 

 

8.3 The Company are to include this incident in the Fleet wide Training ‐ The case study of the 

incident is to be included in Company training institute and SafeR+ program. 
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8.4 Risk assessment for Cargo hold cleaning –  

8.4.1 A risk assessment template will be made and circulated to Fleet with risk mitigation 

required when doing similar tasks. 

 

8.5 Safety campaign – A safety campaign is to be carried out to check the practices followed by 

staff for cargo hold cleaning and working aloft. 

The Company responded as follow; 

We accept the recommendations which reflects the actions proposed by our Company. We 

also confirm that these actions have been completed as per the due dates mentioned in our 

report. 


