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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 2 May 2019 at about 0530 hours, a fatal accident happened on board the Hong 

Kong registered container carrier MOL Bravo (the vessel) during cargo operation 

at berth in port of Manzanillo, Mexico. 

The Second Officer (2/O) was accidentally hit by a twistlock of a container 

dropped from a height of about 9.5 metres while he was monitoring the cargo 

operation at the upper lashing bridge platform.  He was found lying 

unconsciously on the platform with head bleeding.  Although first aid treatment 

was applied, he was declared dead on board at about 0625 hours. 

The investigation revealed that the 2/O failed to follow the company safety 

procedures to stay away from the hazardous zone underneath the container while 

it was being restowed by a gantry crane.  The investigation also revealed that the 

contributing factor to this accident was inadequate safety precautions in cargo 

handling to prevent potential risk of twistlock being dislodged and falling down. 
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1.     Description of the vessel 

 

Ship name 

 

: 

 

MOL BRAVO  (Figure 1) 

Flag : Hong Kong, China 

Port of registry : Hong Kong 

IMO number : 9685322 

Type : Container carrier 

Year built, shipyard : 2014, Jiangsu Yangzi Xinfu Shipbuilding, 

China 

Gross tonnage : 113,042 

Net tonnage : 57,162 

Summer deadweight : 115,231 tonnes 

Length overall : 336.93 metres 

Breadth : 48.20 metres 

Engine power, type : 51,000 kW, B&W 10S90ME-C9 

Classification society : DNV GL 

Registered owner : FPG Shipholding Panama 8 S.A. 

Management company : Seaspan Ship Management 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 (the company).     
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3.     Outline of events   

(All times were local time UTC - 6 hours)   

3.1 On l May 2019, the vessel commenced cargo operation shortly after 

berthing alongside a container terminal in port of Manzanillo, Mexico. 

3.2 At 0000 hours on 2 May 2019, the 2/O began the port watch and cargo 

handling duties after a 6-hour rest.  The 2/O also had to brief his duties 

to his reliever (the new 2/O) who had just joined the vessel in that port.  

To complete the handover, the 2/O led the new 2/O on deck to familiarize 

him with the cargo handling in port and port watch duties.   

3.3 At 0430 hours, the 2/O led the new 2/O to the bridge to familiarize him 

with the watchkeeping procedures and administrative matters.   

3.4 At 0516 hours, the 2/O finished the briefing and resumed his cargo 

handling duties.  The new 2/O went back to his cabin for rest.  The 2/O 

proceeded to bay 74 on the weather deck intending to check the condition 

of the power cable connections for the reefer containers and to fill up the 

relevant report.    

3.5 At 0530 hours, the 2/O spoke to the duty able-bodied seaman (the duty 

AB) via portable radiotelephony to establish that all the reefer power cable 

connections had been linked up properly.  At that moment, the 2/O was 

at the port side of the upper lashing bridge platform at bay 74 aft.  

3.6 At 0535 hours, the duty AB asked the 2/O via the portable radiotelephony 

to go to bay 62 to check the reefer power cable connections.  However, 

the duty AB could not receive any feedback from the 2/O. 

3.7 Almost at the same time, a crane operator was restowing containers at bay 

74 port side.  A stevedore foreman who was monitoring the cargo 

operation on the starboard side of the upper lashing bridge platform at bay 

74 aft noticed a dislodged twistlock dropped from a container in bay 74 

port side.  Immediately, he ran to port side to see if there was any damage. 

3.8 At about 0545 hours, the stevedore foreman noticed that the 2/O was lying 

unconsciously with head bleeding on the port side of the upper lashing 

bridge platform at bay 74 aft.  He informed the duty AB that an accident 
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happened via portable radiotelephony.  The duty AB ran to the scene and 

found the 2/O injured. (Figure 2)       

3.9 At about 0552 hours a paramedical team boarded the vessel trying to save 

the life of the 2/O.  The Master and the Chief Officer (C/O) were also at 

the accident scene.   

3.10 At about 0625 hours, the paramedical team declared the death of the 2/O.  

At about 1308 hours, the body of the 2/O was landed ashore. 

 

     Figure 2  Positions of the stevedore foreman and the 2/O  

(looking forward)  
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4.  Analysis   

 Certification and experience 

4.1 The Master had worked in the company for about 3 years.  He had about 

5 years’ experience as master and joined the vessel on 20 February 2019.  

He possessed a Class 1 Certificate of Competency issued by the 

Government of India valid until 13 March 2020, and held a valid Class 1 

Licence (Deck Officer) issued by the Hong Kong Marine Department 

(HKMD) on 18 June 2015.  

4.2    The Chief Officer (C/O) had worked in the company for more than 4 years.  

He had about 2 years’ experience as chief officer and joined the vessel 

on 23 February 2019.  He possessed a Class 1 Certificate of 

Competency issued by the Government of India valid until 21 February 

2022, and held a valid Class 1 Licence (Deck Officer) issued by HKMD 

on 9 May 2017.  

4.3 The Second Officer (2/O) had worked for the company for about 5 years.  

He had about 5 years’ experience as second officer and joined the vessel 

on 8 November 2018.  He possessed a Class 3 Certificate of 

Competency issued by Sri Lanka valid until 27 November 2023, and held 

a valid Class 3 Licence (Deck Officer) issued by HKMD on 12 

November 2018.   

4.4 The duty AB had served the position as an able-bodied seaman for more 

than 6 years.  He possessed a valid rating certificate issued by the 

Philippines Maritime Industry Authority to support navigational watch 

and cargo handling on ships.  He signed on the vessel as an able-bodied 

seaman on 3 September 2018.  

4.5 There was no abnormality noted with regard to the certification and 

experience of the crew concerned.  
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Fatigue, alcohol and drug abuse 

4.6 There was no evidence to show that any crew involved in the accident, 

including the 2/O, suffered from either fatigue at work or abuse of 

alcohol and drugs.      

Cause of death  

4.7 The death certificate issued by the local authority of Manzanillo, Mexico, 

stated that the death of the 2/O was caused by encephalic mass laceration 

leading to cranial vault, skull base fracture, severe cranial encephalic 

traumatism and intracranial hemorrhage beyond treatment.  

4.8 There was no eye witness to this accident.  However, the safety helmet 

of the 2/O and a container twistlock (semi-automatic type) were found 

underneath the upper lashing bridge platform where the 2/O was lying. 

The safety helmet was damaged with a dent and scratch marks of about 

10 cm in length on the forehead section with minor bloodstain on the 

internal surface.  The container twistlock was in an unlocked position 

(Figures 3 and 5).  

4.9    The damage and the pattern of the dent of the safety helmet matched to 

the cone-shaped end of the twistlock.  It was apparent that the twistlock 

fell from height during the container restowing operation hit the 2/O 

causing his head injured seriously beyond treatment. (Figures 4 and 5) 

  cross deck 

lower 

lashing 

bridge 

platform 

upper lashing bridge platform 

Figure 3  The scene at bay 74 port side aft (looking forward) 
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    Figure 4  Safety helmet of the 2/O  

 

 
    Figure 5  The twistlock (semi-automatic type) 
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impact force.  The ultimate energy absorption of the safety helmet shall 

be between 50 – 80 Joules.   

4.11 In the accident, the falling object of twistlock had 5.2 kg in weight.  

When the twistlock dropped from a height of 9.5 metres, the impact 

energy and force on the 2/O could possibly reach 500 Joules and 5,000 

newton respectively.  As such, the dropping of the twistlock had created 

an impact force far beyond the protection range of the safety helmet.  

4.12 The safety helmet as a personal protective equipment has its limitation 

in protecting a person from head injury, other safety measures must be 

implemented to control the risk of falling objects before any crew is 

allowed to enter the workplace. 

Safety issues in the course of checking reefer containers at the scene 

4.13 In accordance with the company safety procedures, the 2/O as the duty 

officer during cargo watch had various duties but not limited to the 

following: 

i) to plug and un-plug reefer containers; 

ii) to monitor the temperature of reefer containers; 

iii) to supervise loading and unloading of reefer containers as per the 

stowage plan; 

iv) to inform chief officer and terminal if a delay is observed after un-

plug; to make a log entry, to re-plug reefer containers; and 

v) to prepare departure positive report to master and chief officer and 

to mark reefer containers which are to be restowed and are 

temporarily ashore. 

4.14 Before the accident happened, the 2/O told the duty AB that he was going 

to check reefer power cable connections located on the middle lashing 

bridge platform at bay 74 port side aft.  Since the 2/O had to check the 

temperature of reefer containers on the port side upper lashing bridge 
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platform, it could be deduced that he might climb up from the middle 

lashing bridge platform to the upper lashing bridge platform.  

4.15 The company safety procedures of handling reefer cargo (Doc No. SP-

148) and watchkeeping in port (Doc No. SP-155) provided guidelines 

and warnings to the crew including but not limited to the following:  

i) not to check reefer container temperatures from exposed lashing 

bridges, when gantry crane is overhead.  To wait for the gantry 

crane to clear; 

ii) not to climb hatch ladders in that end of the hatch where gantry 

crane is in operation; 

iii) not to pass or remain under loads being lowered or hoisted in the 

vicinity; and     

iv) to avoid working or walking adjacent to a container bay being 

loaded or discharged, except when the uppermost tier is being 

worked. 

4.16 The 2/O failed to strictly follow the above-mentioned company safety 

procedures.  He climbed up to the port side upper lashing bridge 

platform at bay 74 aft where there was no overhead protection fitted and 

was exposed to gantry crane operation above.  In the accident, the 2/O 

was hit by the twistlock dropped from a container about 9.5 metres above 

him. 

        Familiarization and training of the 2/O 

4.17 The 2/O received the company’s familiarization and training of cargo 

securing operation (including situation awareness to identify and avoid 

hazards, recognizing defective electric cable and plugs) before and after 

joining the vessel. 

4.18 The 2/O also attended several training courses which included bridge 

team management, cargo care, container ship handling, maritime 

resource management, and anchor and mooring operation during his 
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service with the company.   

4.19 The space underneath an operating crane or a container hoisting by a 

gantry crane is always subject to danger of falling object and is 

considered as a hazardous zone for person to stay.  However, the 2/O 

had ignored the safe working practice learned from the familiarization 

and training courses and exposed himself in the hazardous zone.  As a 

result, he was hit by a fallen twistlock leading to his death.  

Possible causes of the dislodged twistlock 

4.20 The twistlock that hit the 2/O was found in an unlocked position (i.e. for 

unloading operation) lying on hatch end coaming.  The twistlock might 

be dislodged from container due to inadequate safety precautions in 

cargo handling with the likeliness that: 

i) the twistlock had not been properly fitted to the container before 

lifting the container; and/or 

ii) the container had not been properly aligned to its stowing position 

during the restowing operation thus causing the twistlock being 

knocked and dislodged from the container.  
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 5.  Conclusions 

5.1 On 2 May 2019 at about 0530 hours, a fatal accident happened to the 2/O 

during container operation when the vessel berthed alongside the 

terminal in port of Manzanillo, Mexico.  

5.2 When the 2/O climbed up to the port side upper lashing bridge platform 

at bay 74 aft, he was hit by a twistlock dropped from a container which 

was being restowed onto the container stack of about 9.5 metres above 

him.  The stevedore foreman on the starboard side of the upper lashing 

bridge platform noticed the drop of the twistlock and found the 2/O with 

head bleeding lying unconsciously on the platform.  First aid treatment 

was applied to the 2/O by shoreside paramedical team but the 2/O was 

finally declared dead on board at about 0625 hours.  

5.3 The investigation revealed that the 2/O failed to strictly follow the 

company safety procedures and took the risk to stay in the hazardous 

zone underneath the container being restowed by a gantry crane.  The 

investigation also revealed that the contributing factor to this accident 

was inadequate safety precautions in cargo handling to prevent potential 

risk of twistlock being dislodged and falling down. 
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6.    Recommendations 

6.1 The management company of the vessel is recommended to: 

i) issue notice/circular to draw attention of their masters, officers and 

crew to the findings of the investigation; and 

ii) promulgate the company’s safety procedures of cargo handling and 

enhance the awareness of the seafarers regarding the potential risk 

underneath a working gantry crane. 

 

6.2 A Hong Kong Merchant Shipping Information Note should be issued to 

promulgate the lessons learnt from the accident. 
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7.    Submission 

7.1 The draft investigation report, in its entirety, had been sent to the following 

parties for their comments: the terminal operator, shipowner, ship 

management company and the Master of the vessel. 

7.2 During the consultation period, comments from the ship management 

company and the terminal operator were received and had been properly 

considered and the report was amended as appropriate. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


