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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   

On 30 November 2018 at about 1030 hours, a fatal accident happened on 
board the Hong Kong registered bulk carrier “Qing Yun Shan” (the vessel) at 
Veracruz, Mexico.  

The vessel finished cargo discharge of some cargo holds at the berth at 
Veracruz in the morning.  At around 0810 hours, a safety meeting was 
conducted for the cleaning work of No. 4 and No. 5 cargo holds.  After the 
meeting, the crew started to clean No. 5 cargo hold (the C/H) first.  At 
about 1030 hours, the second engineer (2/E) fell onto the C/H bottom from 
the aft access at a height of 3 to 4 metres, resulting in severe cerebral injury 
beyond treatment.  

The investigation identified that the procedures and guidance for cargo hold 
cleaning work as contained in the vessel’s SMS manual had not been 
followed.   

 



 

2 

1. Description of the vessel   

Ship name : Qing Yun Shan (Figure 1) 

Flag : Hong Kong, China 

Port of registry  : Hong Kong 

IMO number : 9741516 

Type : Bulk Carrier   

Year built, shipyard : 2016, COSCO Shipping Hi Yangzhou, 
  China 

Gross tonnage : 36,388 

Net tonnage : 21,647 

Summer deadweight : 63,442 tonnes 

Length overall : 199.90 metres 

Breadth : 32.26 metres 

Engine output, type : 8,050 kW, MAN B&W 5S60ME-C8 

Classification society : China Classification Society 

Registered owner : Oriental Fleet International 

Management company : COSCO Shipping Bulk 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.   
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3. Outline of events   

(All times were local time UTC - 5 hours)   

3.1 On 20 November 2018, the vessel arrived at Veracruz of Mexico to 
discharge cargo of rapeseed that was loaded from Montreal, Canada.  
On 22 November 2018, the vessel commenced to discharge cargo 
after berthing.  

3.2 On 30 November 2018 at about 0800 hours, the vessel shifted berth 
to continue cargo discharge. At about 0810 hours, the engine 
department conducted a safety meeting to discuss the cleaning work 
of No.4 and 5 cargo holds which were empty of cargo.  The meeting 
was attended by Chief Engineer (C/E), Second Engineer (2/E), 
Electrician (E/E), Secretarial Officer (S/O), Machinist 1 (M1), 
Machinist 2 (M2) and No.1 Machinist (M3). 

3.3 At about 0830 hours, the engine department crew commenced 
cleaning of No.5 cargo hold (the C/H) using compressed air.  The 
crew were divided into two teams, i.e. one team consisted of the C/E, 
the E/E, the S/O and the M1 to work on the forward part of the C/H; 
the other team consisted of the 2/E, the M2 and M3 to work on the 
aft part of the C/H. 

3.4 When the C/E and the S/O entered the C/H from the forward access 
hatch, the E/E and the M1 remained on the main deck at the C/H 
forward to clean the forward part of the C/H hatch coaming by 
compressed air. Compressed air through compressed air hoses was 
also provided to C/E and S/O for cleaning the C/H forward bottom 
part.  Upon completion of the job on the main deck, the E/E  
climbed down the C/H to work with the C/E and the S/O.  The M1 
acted as the assistant staying outside to take care of the needs of the 
C/E, the S/O and the E/E inside the C/H.   

3.5 M3 in the other team cleaned the C/H aft hatch coaming on the main 
deck.  Upon completion, M3 entered the C/H from aft access hatch 
to clean the port side bilge well at the bottom.  The 2/E and the M2 
worked together to clean the main deck at aft of the C/H.  
Afterwards, the 2/E entered the C/H through the aft access hatch 
alone and left the M2 to continue the cleaning work on the main 
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deck.   

3.6 The 2/E climbed down the staggered vertical ladders fitted on the aft 
transverse bulkhead of the C/H via the aft access hatch and 
performed air-blow cleaning work on the way down.  At about 1020 
hours, the M1 whilst continuing with his work on main deck forward 
part of the C/H saw the 2/E arrived at the lower landing platform of 
the staggered vertical ladders performing air-blow cleaning work.   

3.7 At about 1030 hours, the crew heard screaming followed by a loud 
thump.   They saw the 2/E lying unconsciously on the C/H bottom.  
The safety helmet and the left safety shoe of the 2/E were found on 
the C/H bottom away from the 2/E.  The left ear of the 2/E was 
found bleeding.  He regained conscious for about two minutes after 
care assistance from M3 who removed the mask of the 2/E.  In the 
meantime, the duty officer on the bridge was informed of the 
accident.   

3.8 The duty officer immediately reported the accident to the master.  
The master announced emergency and summoned rescue team 
through the public address system.  He also called the ship agent for 
urgent medical assistance.  

3.9 At 1034 hours, accompanied by the S/O, the 2/E was lifted onto the 
main deck by the deck crane and received first aid treatment.  At 
about 1040 hours, an ambulance arrived and took over the first aid 
treatment to the 2/E.   

3.10 At about 1105 hours, the 2/E was sent to a local hospital by the 
ambulance.   

3.11 The 2/E received surgery on the same day and was transferred to 
intensive care unit.  He was certified dead on 16 December 2018. 
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4. Analysis   

Certification and experience of the crew  

4.1 The master held a valid Class 1 Licence of the Deck Officer.  He 
had served the management company for 24 years and had about 13 
years of working experience as a ship master.   

4.2 The C/E held a valid Class 1 Licence of Marine Engineer Officer.  
He had served the management company for 28 years and had about 
15 years of working experience as a chief engineer on ships.   

4.3 The 2/E held a valid Class 2 Licence of Marine Engineer Officer.  
He had served the management company for 12 years and had about 
4 years of working experience at the rank.  

4.4 The crew’s certification and experience met the statutory 
requirements. 

Working hours and alcohol abuse 

4.5 There was no evidence to show that any crew involved, including the 
2/E, had suffered from either fatigue at work or alcohol and drugs 
abuse.  

Weather and sea condition   

4.6 At the time of the accident, the vessel was berthed alongside at 
Veracruz.  The wind was northerly of Beaufort force 3 and the sea 
was slight and calm.  Weather should not be a contributory factor of 
the accident.  

The cause of death  

4.7 The death certificate of the deceased indicated that the cause of death 
was severe head trauma accompanied by neurogenic shock.  It also 
reported that the 2/E had fractured vault skull base.  It could be 
concluded that the 2/E fell down from height with his head touching 
the C/H bottom resulting in severe cerebral injury beyond medical 
treatment. 
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Accident scene of the C/H  

4.8 The C/H could be accessed through two access ladders fitted at the 
forward and aft transverse bulkheads respectively.  The forward 
access ladder was of the ‘Australian’ type with two landing platforms 
between the main deck and the C/H bottom.  The aft access ladder 
was staggered vertical ladders (Figure 2) with two landing platforms. 
The lower landing platform was about 5.8 metres above the C/H 
bottom. 

     Figure 2  The staggered vertical ladders on aft transverse bulkhead 

 

 
 

Aft access  

 Upper landing platform 

The staggered 
vertical ladders 

Aft 
transverse 
bulkhead 

Lower landing platform 

The C/H bottom the 2/E 
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Probable causes of the accident  

4.9 No one witnessed the process of how the 2/E had fallen onto the 
bottom of the C/H.  In accordance with crew statement, the M1 
noted that the compressed air hose was hanging around the 2/E’s 
body when he was climbing down the ladders.  The M1 then saw 
that the 2/E was standing on the lower landing platform of the 
staggered vertical ladders cleaning the aft transverse bulkhead and 
the vertical ladders.  At about 10 minutes after the M1 witnessed 
the 2/E working on the lower landing platform, the 2/E screamed and 
fell onto the C/H bottom.  

4.10 At the accident scene, the 2/E’s safety helmet was fallen off and laid 
away from him together with his left safety shoe on the C/H bottom.   

4.11 Although the cargo discharge for the C/H was completed, the cargo 
hold including the staggered vertical ladders were still covered by 
cargo residue which was slippery in nature.  It could be deduced 
that the 2/E on the lower landing platform, upon completion of the 
cleaning work, might try to descend to the bottom floor of the C/H 
with compressed air hose hanging around his body.  By climbing 
down the ladder of either missing footsteps on the rungs or stumbling 
by air hose, he lost his balance and fell from height onto the C/H 
bottom floor.  It was also likely that the 2/E did not wear the safety 
helmet properly by fasting chin strap thus failing to protect his head 
when hitting the C/H bottom. 
 

Safety Management System 

4.12 The Safety Management System (SMS) manual of the vessel 
contained the procedures and guidance for cargo hold cleaning work, 
with extracts as follows: 

(i) The hazards involved would include, for example, ship rolling, 
electric shock by operating electric equipment, falling objects, 
cargo dust, slippery.  As the working environment of cargo 
hold cleaning is risky requiring various tasks to be performed 
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coincidently, all participants are to be experienced and well 
protected by personal protective equipment (PPE). 

(ii) All tooling for the cleaning work should be shifted into or out of 
cargo hold by rope.  In climbing up and down of cargo hold 
ladders, crew should pay attention to the climbing and not to 
hold any tooling except the ladder. 

(iii) Chief Officer is the officer in charge and coordinates all tasks 
involved in the cleaning work.    

4.13 It was apparent that the above-mentioned safety requirements had 
not been strictly followed by the crew as evidenced by the following 
findings: 

(i) Although the 2/E had put on safety helmet, safety shoes and 
mask, he failed to wear the safety helmet properly.  When 
making his way to the bottom of the C/H, he failed to equip 
himself with a safety belt.    

(ii) The compressed air hose was not shifted by rope but was 
carried by 2/E when moving along the ladders. 

(iii) Chief Officer was not the person in charge of the cleaning work 
of the C/H. 
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5. Conclusions 

5.1 On 30 November 2018 at about 1030 hours, a fatal accident 
happened on board the vessel at Veracruz, Mexico.  While climbing 
down the staggered vertical ladders of the C/H for cargo hold 
cleaning work, the 2/E fell from height onto the C/H bottom resulting 
in severe cerebral injury beyond treatment.   

5.2 The investigation identified that the procedures and guidance for 
cargo hold cleaning work as contained in the vessel’s SMS manual 
had not been followed, in particular the following: 

(i) the 2/E failed to equip himself with a safety belt when working 
aloft on the landing platforms of the staggered vertical ladders. 
The 2/E also failed to wear the safety helmet properly;  

(ii) the compressed air hose for cleaning work was not lowered 
down by rope but was carried by the 2/E when moving along 
the ladders; and 

(iii) the Chief Officer was not the person take charge of the cleaning 
work.   
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6. Recommendations 

6.1 The management company should issue circulars informing all 
masters, officers and crew of its fleet of the findings of the 
investigation, and the lessons learnt from this accident and instruct 
them to:   

(i) conduct cargo hold cleaning work in accordance with the safety 
requirements of the safety management system; and 

(ii) arrange safety training on wearing personal protective 
equipment and the use of safety belt when working aloft.  

6.2 The management company should also conduct internal audit on the 
vessel to ensure that the crew follow safety requirements strictly 
when conducting cargo hold cleaning work.  

6.3 A Hong Kong Merchant Information Note is to be issued to 
promulgate the lessons learnt from this accident.  
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7. Submission 

7.1 The draft investigation report, in its entirety, was sent to the 
management company and the master of the vessel as well as the 
International Safety Management Section of the Marine Department 
(MD) for their comments. 

7.2 By the end of the consultation, there was no feedback from the 
management company and the master of the vessel.  The 
International Safety Management Section of the MD has shown no 
comment on the report.   
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