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Purpose of Investigation 

The purpose of this investigation conducted by the Marine Accident 
Investigation and Shipping Security Policy Branch (MAISSPB) of the Marine 
Department (MD) and the conclusions drawn in this report are to determine the 
circumstances and the causes of the incident with the aim of improving the safety 
of life at sea and avoiding similar incidents in future. 

We do not intend to apportion blame or liability towards any particular 
organisation or individual except so far as necessary to achieve the said purpose. 

The MAISSPB has no involvement in any prosecution or disciplinary action that 
may be taken by the MD resulting from this incident. 
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1. Summary 

1.1 At around 1330 hours on 22 May 2016, a fatal marine industrial accident took 
place on board a locally licensed dumb lighter “WAI LUNG” (hereafter as Wai 
Lung). 

1.2 Wai Lung was moored at Berth No. 14 of Tuen Mun Public Cargo Working Area 
when a transshipment from Macau totalling eight scissor platforms on board was 
awaiting delivery ashore by a goods vehicle. 

1.3 When the goods vehicle was on board the deck of Wai Lung, crew members put 
every two scissor platforms in one batch side by side in order to lift them onto 
the goods vehicle.   After securing the anchoring points (which were used to fix 
the scissor platforms during transport rather than lifting operation on board) with 
four chain hooks, the crane operator operated the crane on board the dumb lighter 
to lift and place the two scissor platforms together onto the goods vehicle. 

1.4 During the third lifting operation, one of the two scissor platforms for that batch 
accidentally overturned when they were being placed on the hopper of the goods 
vehicle, crushing a transport worker who stood on the hopper and assisted in 
placing the cargoes. 

1.5 The casualty was rescued immediately and sent to Tuen Mun Hospital for 
emergency treatment by an ambulance receiving a timely report.  However, he 
was certified dead on the same day. 

1.6 Investigation into the accident revealed the major contributing factors as follows: 

(a) During the lifting operation of the scissor platforms, crew members did 
not use appropriate lifting gears according to the technical manuals for 
that type of scissor platforms.  Furthermore, when attaching chain 
hooks to secure the anchoring points of scissor platforms as a lifting 
method, they did not consult the relevant scissor platform 
manufacturer to confirm whether that method was safe and feasible; 

(b) Crew members’ lifting operation with the use of chain hooks to 
simultaneously lift up two scissor platforms together led to a situation 
in which both platforms might not be kept in contact on the same 
horizontal level, while the lateral sides of two scissor platforms 
together were not secured in any form of bundling.  The fact that both 
platforms could not be placed horizontally at the same time on the 
hopper for positioning resulted in a drawable type battery box sliding 
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out of one of the scissor platforms, while the other one on top of that 
battery box overturned for loss of balance; and 

(c) The lifting process reflected that there was a lack of safety awareness 
on part of the transport workers who stood at a dangerous location 
where scissor platforms might overturn sideway and fall. 

1.7 Investigation also found that the length of the chain hooks had been altered, 
which was not in compliance with Section 47(1) of Merchant Shipping (Local 
Vessels) (Works) Regulation (Cap. 548I) under “Chains used as lifting gear shall 
not be shortened by tying knots in them.”  
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2. Description of the Vessel  

2.1 Wai Lung (Fig. 1) 
 

Name of Vessel  : Wai Lung 

Certificate of Ownership Number  : B142010 

Class/Category/Type of Vessel  : Class II/Category B/Dumb 
Lighter 

Safe Navigation Limit  : River Trade Limits 

Length (Overall)  : 49.15 metres (m) 

Breadth (Extreme)  : 21.10 m 

Gross Tonnage  : 1 564 

Net Tonnage  : 469 

Total Number of Persons Permitted to Carry : 6 

Auxiliary Engine and its Power  : Cummins 261 kilowatts x 1 
Gardner 80.57 kilowatts x 1 
Isuzu 20 kilowatts x 1 

                                      

 
Fig. 1: Wai Lung 
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3. Sources of Evidence  

3.1 Records of interview from crew members of Wai Lung; 

3.2 Technical specifications of scissor platforms from the Internet; 

3.3 A weather report provided by the Hong Kong Observatory;   

3.4 An autopsy report provided by the Department of Health; and 

3.5 A toxicological examination report provided by the Government Laboratory. 
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4. Outline of Events 

4.1 At around 1330 hours on 22 May 2016, a marine industrial accident took place 
on board Wai Lung. 

4.2 Departed from Macau and loaded with eight scissor platforms for repair, Wai 
Lung arrived in Hong Kong on 22 May 2016 and was moored at Berth No. 14 of 
Tuen Mun Public Cargo Working Area for unloading. 

4.3 When a goods vehicle was on board Wai Lung, two crew members were 
responsible for attaching hooks.  As they used four chain hooks to lift up two 
scissor platforms together, every platform was secured by only two chain hooks 
diagonally attached to two anchoring points located at the platform exterior or 
interior.  Having finished hooking, they signaled the crane operator to lift and 
place two scissor platforms together onto the hopper of the goods vehicle, while 
two transport workers standing on the hopper provided assistance in the 
positioning of platforms and were responsible for detaching the hooks. 

4.4 The first and second lifting operation of cargoes went smoothly.  During the 
third operation, however, crew members found that batch of cargoes could not be 
lifted stably owing to the length of chains.  The crane operator then requested, 
via broadcast, crew members to tie a knot in one pair of chains so as to shorten 
the length, but the situation was still unsatisfactory.  Crew members then re-
adjusted the position of the knot to obtain an appropriate length for the chains, 
and to maintain stability of the scissor platforms as far as practicable during 
lifting. 

4.5 When the third batch of cargoes was lifted to the hopper of the goods vehicle for 
positioning, a scissor platform at the back of the vehicle accidentally overturned 
(Fig. 2), crushing and hurting an assisting transport worker who failed to escape 
just in time. 

4.6 Crew members and the other transport worker acted together in rescuing the 
injured, before calling an ambulance.  The injured was immediately sent to 
Tuen Mun Hospital for emergency treatment, but was certified dead on the same 
day. 

4.7 The weather on the day of accident was cloudy, with a north east force of 2 to 3. 
The temperature ranged from 25 to 29 degrees Celsius, with a relative humidity 
of about 70% and good visibility.  
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Fig. 2: Overturned scissor platform 
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5. Analysis of Evidence 

Process of Lifting Operation 

5.1 According to the reports of interview from relevant crew members of Wai Lung, 
every two scissor platforms would be put and lifted up together in one batch 
during lifting operation, with crew members responsible for attaching hooks at 
the anchoring points (Fig. 3 and 4).  Immediately after the hooks were attached, 
crew members signaled the crane operator to lift the batch of cargoes onto the 
goods vehicle. 

        

 
Fig.3 : One end of the chain hook was attached to the exterior anchoring point 
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Fig.4: The other end of the chian hook was attached to the interior anchoring point 

 

5.2 After the scissor platforms were lifted onto the hopper of the goods vehicle, 
transport workers on the vehicle were responsible for detaching the hooks.  The 
crane operator needed to be signaled for lifting the batch of cargoes to a position 
on the hopper of the goods vehicle, while the transport workers secured the batch 
of cargoes from both sides respectively and made final adjustment to fix the 
position of the scissor platforms on the hopper. 

 Failure to adopt appropriate lifting gears according to the requirements of 
the scissor platform manufacturer 

5.3 According to the technical manual of the manufacturer, a specialized rectangular 
hanger should be used to lift this type of scissor platforms on the sides (Fig. 5), 
and transport by a fork lift truck at the slots was also possible.  However, there 
was no relevant lifting gear provided on board at that time. 
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Fig.5: Transport with a specialized rectangular hanger or by a fork lift truck 

 

Reasons for the scissor platform overturning sideway 

5.4 As the lateral sides of two scissor platforms put together were not secured by any 
form of bundling, both platforms on various horizontal levels were kept in 
contact only by their weight upon lifting and the resultant force formed by 
component forces (i.e. lift up forces and gravitational force).  When two scissor 
platforms put together were not horizontally placed on the goods vehicle at the 
same time, the danger of overturning for scissor platforms substantially emerged 
as the resultant force formed by component forces vanished with the release of 
chain hooks. 

5.5 As a matter of fact, no information indicated that the relevant scissor platform 
manufacturer had been consulted on whether it was safe and proper to employ 
this kind of lifting method with chain hooks. 
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5.6 During the whole lifting process, the four chain hooks involved were 
approximately of the same length.  When lifting the third batch of cargoes, 
however, it could not be lifted stably due mainly to the deformation of both 
scissor platforms, and to the front and rear positioning of the scissor platforms 
which was different from those of the first two batches.  As a result, the scissor 
platforms of the third batch failed to be kept side by side like the previous two 
batches (Fig. 6, 7 and 8). 

 
Fig 6: The first batch of cargoes (* hook position) 
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Fig 7: The second batch of cargoes (*hook position) 
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Fig. 8: The third batch of cargoes (* hook position) 

 

5.7 The selected positions for attaching chain hooks were for securing scissor 
platforms during transport only, but not for lifting operation (Fig 9).  
Furthermore, crew members subsequently reported that to lift the third batch of 
cargoes stably, they made an inappropriate adjustment to the length by tying a 
knot in one of the pairs of the chain hooks (Fig 10 and 11), which did not comply 
with Section 47 under “Shortening of chains and their protection” of the 
Merchant Shipping (Local Vessels) (Works) Regulation (Cap. 548I) which 
stipulates that “Chains used as lifting gear shall not be shortened by tying knots 
in them”. 
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Fig. 9: The slots for hooks were used to secure scissor platforms during transport 
rather than lifting operation 
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Fig. 10: The pair of chain hooks used on one end of the third batch of cargoes after length 

adjustment. 
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Fig. 11: One of the pairs of chain hooks with adjusted length 

 

5.8 No problem occurred after the third batch of cargoes was lifted up.  When the 
batch of cargoes was being placed on the hopper of the goods vehicle, however, 
one of the scissor platforms (not the overturned one) listed to the other, leading to 
an unlocked and drawable type battery box sliding out of the platform.  At the 
lowest location of that platform, the slid battery box first touched the surface of 
the hopper of the goods vehicle, and the other platform overturned during 
positioning for loss of balance as its bottom was on top of that slid battery box.  
The overturned scissor platform crushed the transport worker standing on the 
outer side of the scissor platform, who died of severe injury (Fig. 12 and 13).  
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Fig.12: The slid drawable type battery box caused the sideway overturn of the other 

scissor platform 
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Fig.13: Slid drawable type battery box 
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6. Conclusions 

6.1 A marine industrial accident took place in Tuen Mun Public Cargo Working Area.  
On board a locally licensed dumb lighter, a transport worker for goods vehicle 
was crushed by an overturned scissor platform when he assisted in lifting the 
scissor platforms onto the goods vehicle.  Having been conveyed to a hospital 
for emergency treatment, he was certified dead. 

6.2 Investigation into the accident revealed the major contributing factors as follows: 

(a) During the lifting operation of the scissor platforms, crew members did 
not use appropriate lifting gears according to the technical manuals for 
that type of scissor platforms.  Furthermore, when attaching chain 
hooks to secure the anchoring points of scissor platforms as a lifting 
method, they did not consult the relevant scissor platform 
manufacturer on whether that method was safe and feasible; 

(b) Crew members’ lifting operation with the use of chain hooks to 
simultaneously lift two scissor platforms together led to a situation in 
which both platforms might not be put together on the same horizontal 
level, while the lateral sides of two scissor platforms together were not 
secured in any form of bundling.  The fact that both platforms could 
not be placed horizontally at the same time on the hopper for 
positioning resulted in a drawable type battery box sliding out of one 
of the scissor platforms, while the other platform landed on top of that 
battery box overturned owing to loss of balance; and 

(c) The lifting process reflected that there was a lack of safety awareness 
on the transport workers who stood at a dangerous location where 
scissor platforms might overturn and fall. 

6.3 Investigation also found that the length of the chain hooks had been altered, 
which was not in compliance with Section 47(1) of Merchant Shipping (Local 
Vessels) (Works) Regulation (Cap. 548I) which stipulates that “Chains used as 
lifting gear shall not be shortened by tying knots in them.” 
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7. Recommendations 

7.1 A copy of the report was sent to the shipowner of Wai Lung, the person in charge 
of works, the crane operator as well as the person responsible for the 
subcontractor of transport workers to inform them of the investigation results of 
this accident.  The person in charge of works should particularly remind the 
personnel engaging in transport not to shorten any chain hooks by tying knots in 
them when transporting heavy objects, and should ensure a stable transport and 
placing of heavy objects by not allowing anyone to stand beneath an area where 
heavy objects might fall or overturn. 

7.2 A copy of the report was sent to the Local Vessels Safety Section and the Marine 
Safety Section of the Hong Kong Marine Department for reference. 

7.3 A Marine Department Notice should be issued to report on lessons learned from 
this accident. 
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8. Submissions 

8.1 A copy of the draft investigation report was sent to the following parties for their 
comments: 

(a) The shipowner, the person in charge of works and the crane operator; 

(b) The person responsible for the subcontractor of transport workers; 

(c) The LVSS of the MD of Hong Kong; and 

(d) The MISS of the MD of Hong Kong. 

8.2 By the end of the consultation period, comments were received from the 
shipowner and the MISS, and the report has been amended as appropriate. 

 


	Purpose of Investigation
	1.  Summary
	2. Description of the Vessel
	3. Sources of Evidence
	4. Outline of Events
	5. Analysis of Evidence
	6. Conclusions
	7. Recommendations
	8. Submissions

