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Purpose of Investigation 

The purpose of this investigation, conducted by the Marine Accident 

Investigation Branch (MAIB) of Marine Department, is to determine the 

circumstances and the causes of the incident with the aim of enhancing the 

safety of life at sea and avoiding similar incidents in future. 

It is not intended to apportion blame or liability towards any particular 

organization or individual except so far as necessary to achieve the said 

purpose. 

The MAIB has no involvement in any prosecution or disciplinary action that 

may be taken by the Marine Department resulting from this incident. 
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Summary 

At about 2350 hours on 10 March 2018, a man overboard accident 

happened on board the Hong Kong registered general cargo ship 

“Milestone” (the vessel) at Palembang, Indonesia. 

The vessel arrived at Palembang anchorage at 1044 hours on 27 February 

2018. She commenced loading urea alongside the berth at 1054 hours 

on 9 March 2018. The vessel sailed to the Palembang inner anchorage 

after completion of loading at 1708 hours on 10 March 2018. 

At 2339 hours, the river pilot went on board via the starboard 

accommodation ladder (the SAL). At 2350 hours, when the Third 

Officer (3/O) and an able seafarer deck (AB1) tried to recover the SAL, 

the 3/O fell overboard from it. AB1 reported the accident to the Master. 

The Master reported the accident to the local coast guard for help. 

Search and rescue (SAR) operation was then carried out but without 

finding the 3/O. At 1359 hours on 12 March 2018, the Master was 

informed that a dead body was found in the water by the coast guard. He 

confirmed that the dead body was the 3/O. 

The investigation revealed that the main contributory factor to the 

accident was the lack of safety awareness of crew members who 

underestimated the potential hazards of working on slippery 

accommodation ladder without extra protections and were not aware of 

the importance of wearing lifejacket when working over the shipside. 

The management company was also not aware of the requirements 

stipulated in the Code of Safe Working Practices for Merchant Seafarers 

about the wearing of lifejacket when working over the shipside. 

Lifejackets for work were not provided on board the vessel and no 

procedure for the recovery of accommodation ladder was prepared in the 

shipboard Safety Management System. 
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1. Description of the vessel 

Ship name : Milestone (Figure 1) 

Flag : Hong Kong, China 

Port of registry : Hong Kong 

IMO number : 9101584 

Type : General Cargo Ship 

Year built, shipyard : 1994, Nishi Shipbuilding Co., Ltd. 

Gross tonnage : 6,155 

Net tonnage : 2,732 

Summer deadweight : 7,758 tonnes 

Length overall : 100.64 metres 

Breadth : 18.8 metres 

Engine power, type : 3,236 kW, Makita Corporation 5L35MC 

Classification society : Nippon Kaiji Kyokai 

Registered owner : Universal Harvester Limited 

Management company : Liaoning Foreign Trade Foodstuffs 

Shipping Co., Ltd. 

Figure 1 The vessel 
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2. Sources of evidence 

2.1 The statements of the crew of the vessel. 

2.2 The information provided by the management company of the vessel. 

2.3 Certificate of Death and Temporary Examination Result by Forensic 

Bhayangkara Hospital, Palembang, Indonesia. 
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3. Outline of events 

(All times were local time UTC + 7 hours.) 

3.1 The vessel arrived at Palembang anchorage, Indonesia at 1044 hours 

on 27 February 2018. At 0852 hours on 9 March 2018, she berthed 

alongside and commenced loading urea at 1054 hours. 

3.2 At 1400 hours on 10 March 2018, the vessel finished loading of 4,200 

tonnes of urea. At 1708 hours, she left the berth to Palembang inner 

anchorage (02o 59’.15 S, 104o 47’.67 E) waiting for river pilot. 

3.3 The river pilot was on board at 2339 hours. One pilot boat and one tug 

were on standby nearby. The Chief Officer, the Bosun and one able-

bodied seaman were on the forecastle for heaving the anchor. 

3.4 At 2345 hours, the anchor was heaved. The Master instructed the 

3/O and AB1, who were going to be off duty from the wheelhouse, to 

recover the SAL which was about 7 metres above the water. AB1 

was standing near the middle of the SAL to retrieve the safety net 

whilst the 3/O was at the last few steps to dismantle the portable 

stanchions. 

3.5 At about 2350 hours, AB1 heard a strange sound behind him. When 

he looked back, he saw the 3/O holding a stanchion by both hands with 

his body hanging outside the ladder. The stanchion was then 

detached from the socket and the 3/O fell into the water. AB1 

shouted to the tug boat nearby for assistance. The tug boat crew 

threw a lifebuoy towards the 3/O. AB1 could not see whether the 

3/O grasped the lifebuoy or not because it was dark. AB1 

immediately reported the accident to the Master. 

3.6 Upon receiving the report of the accident, the Master immediately 

requested the river pilot to report the accident to the local coast guard 

and the port authority for help. He also requested the pilot to use the 

pilot boat and the tug boat for searching the 3/O. He assigned the 

Second Officer (2/O) and AB1 to board the pilot boat for searching. 

3.7 At 0210 hours on 11 March 2018, the 2/O and AB1 returned to the 
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vessel. The local coast guard continued the search and rescue 

operation. 

3.8 At 1359 hours on 12 March 2018, the local agent informed the Master 

that a dead body was found. 

3.9 At 1411 hours, the Master went to the local coast guard pier and 

confirmed that the dead body was the 3/O. 
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4. Analysis 

Certification and experience 

4.1 The Master held a valid Class 1 Licence of the Deck Officer issued by 

the Hong Kong Marine Department (HKMD). He had more than 6 

years of experience in the capacity of master. He served the company 

for about 6 years and had served on board the vessel for 4 times. He 

joined the vessel on 21 August 2017. 

4.2 The 2/O held a valid Class 3 Licence of the Deck Officer issued by the 

HKMD. He had served for the company for about two years. He 

joined the vessel on 21 March 2017 and was the first time in the 

capacity of second officer. 

4.3 The 3/O held a valid Class 3 Certificate of Competency of the Deck 

Officer issued by the People’s Republic of China and the 

“Consolidated Application for the Issue of Hong Kong Licences” 
issued by HKMD on 16 January 2018. He could serve on a Hong 

Kong registered ship as a Class 3 deck officer. He had a total sea 

time of about two and a half years. The vessel was the first vessel he 

served for the company and he was the first time working in the 

capacity of 3/O. He joined the vessel on 22 January 2018. 

4.4 AB1 had a total sea time of about one and half years. The vessel was 

the first vessel he served for the company. He joined the vessel on 6 

September 2017. 

Working hours, alcohol and drug abuse 

4.5 There was no evidence to show that any crew including the 3/O 

suffered from fatigue at work or abuse of alcohol and drugs. 

Weather and sea condition 

4.6 The weather was cloudy with northwesterly wind force 1 of Beaufort 

Wind Scale and smooth sea. There was raining at about 2000 hours 

to 2100 hours and therefore at the material time of the accident at 2350 

hours, the SAL was still wet and slippery. Slippery ladder could be 

one of the contributory factors of the accident. 

Cause of death 

4.7 According to the death certificate, the cause of death was drowning. 

The examination of the body found bleeding spot on both eyeballs, 
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bruises on the right and left back of the head. The cause of death and 

the examination results matched with the accident of falling into water. 

The accommodation ladder (SAL) 

4.8 The layout of the SAL is shown in Figure 2. Portable stanchions 

were installed at both sides of the SAL, i.e. 6 pieces on the outboard 

side and 7 pieces on the inboard side. The first stanchion of the 

outboard side was installed at about the third step from the lower 

platform, and for the inboard side, the first stanchion was on the lower 

platform. The upper and lower manropes were rigged at about 1 

metre and 0.5 metre above the steps of the SAL respectively. 

Lower platform 

The first stanchion of 

outboard side 

Upper and lower manropes 

The first stanchion 

of inboard side 

500mm 

500mm 

Figure 2 Layout of the SAL 

Safety management system (SMS) 
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4.9 There was no safety procedure for rigging and recovering of 

accommodation ladders in the shipboard SMS. 

4.10 The “Code of Safe Working Practices for Merchant Seafarers” (the 
Code) is a publication required to be kept on board Hong Kong 

registered vessels pursuant to Section 4 of Cap. 478M “Merchant 

Shipping (Seafarers) (Code of Safe Working Practices) Regulation”. 

Paragraph 17.2.6 of the Code states that: 

“Personnel working aloft should wear a safety harness with a lifeline 

or other arresting device at all times. A safety net should be rigged 

where necessary and appropriate. Additionally, where work is done 

overside, a working lifejacket (personal floatation device) or 

buoyancy garments should be worn…..” 

4.11 In this case, the 3/O was working over the shipside on the lower 

platform of the SAL at 7 metres above water. He probably 

underestimated the potential hazards of working on slippery 

accommodation ladder without extra protections. He took risk of not 

wearing lifejacket when working over the shipside that failed to meet 

the abovementioned requirement of the Code. Moreover, there was 

no lifejacket for the work on board that could enhance person’s free 

movement. 

4.12 The management company was not aware of the requirements of 

wearing lifejacket while working over the shipside and therefore failed 

to provide lifejacket for working on board the vessel. 

Probable cause of the accident 

4.13 The illustration of the de-rigging operation of the SAL at the time of 

the accident is shown in Figure 3. AB1 was retrieving the safety net 

at about the 18th step (Figure 3(1)). After releasing the manropes 

(Figure 3(2)), the 3/O walked up to the third step and tried to dismantle 

the first outboard stanchion (Figure 3(3)). He probably lost his 

balance and fell overboard. At that moment, he could grasp the 

stanchion. Unfortunately, the stanchion was detached from the SAL. 

The 3/O then fell with the stanchion into the water (Figure 3(4)) and 

drifted away from the vessel. 
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(2) The 3/O released 

the manropes on the 

lower platform 

(4) The 3/O grasped 

the detached 

stanchion and fell 

into the water 

(1) The AB1 was at about 

the 18 
th 

step to retrieve the 

safety net 

(3) The 3/O was on the 3rd 

step and tried to dismantle 

the first outboard stanchion. 

He lost balance 

Figure 3 Illustration of the de-rigging operation of the SAL 

when the 3/O fell overboard 
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5. Conclusions 

5.1 At about 2350 hours on 10 March 2018, the 3/O fell overboard when 

he tried to recover the SAL on board the vessel at Palembang, 

Indonesia. His body was found by the local coast guard on 12 March 

2018. He was certified dead on 13 March 2018 and the cause of 

death was drowning. 

5.2 The investigation identified the following contributory factors: 

a) the lack of safety awareness of crew members who 

underestimated the potential hazards of working on slippery 

accommodation ladder without extra protections and were not 

aware of the importance of wearing lifejacket when working 

over the shipside; and 

b) the management company was not aware of the requirements of 

wearing lifejacket while working over the shipside as stipulated 

in the Code. Lifejackets for work were not provided on board 

the vessel and no procedure for the recovery of accommodation 

ladder was prepared in the shipboard SMS. 
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6. Recommendations 

6.1 A copy of the investigation report should be provided to the 

management company and the master of the vessel. The 

management company should issue circulars informing all masters, 

officers and crew of the findings and the lessons learnt from this 

investigation and instructing them to: -

a) follow the requirements of wearing lifejacket while working 

over the shipside as stipulated in the Code; and 

b) arrange relevant safety training to enhance the safety 

awareness of crew members in the use of personal protective 

equipment such as lifejacket, safety harness, etc. 

6.2 The management company should provide lifejacket for working on 

board and establish safety procedures in the shipboard SMS for 

working over the shipside and rigging and recovering of 

accommodation ladder according to the Code and lessons learnt in this 

case. 

6.3 A Hong Kong Merchant Shipping Information Note is to be issued to 

promulgate the lessons learnt from this accident. 
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7. Submission 

7.1 The draft report, in its entirety, was sent to the following parties for 

their comments: 

a) the management company and the master of the vessel; and 

b) the Quality Assurance Section of the Marine Department. 

7.2 By the end of the consultation, no comment was received from the 

above-mentioned parties. 
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