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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 0920 hours on 13 August 2019, a Motorman of the Hong Kong 

registered oil carrier “Fu Ning Wan” (the vessel) fell overboard and 

disappeared. His disappearance occurred whilst the vessel was en route 

from Gresik, Indonesia to Singapore.  

To prevent pirates to gain access to the vessel during the voyage, a 

working team of 8 crew including the Motorman was tasked to set up the 

razor wire coils around the periphery of the main deck.  When the 

Motorman climbed over the shipside guardrail to rig and secure the razor 

wire coils at the aft part of the starboard accommodation ladder, he 

suddenly fell into the water and disappeared without any trace.  After 14 

hours of search and rescue operation under the coordination of the 

Maritime Rescue Coordination Centre (MRCC) of Indonesia with other 

ships nearby, the Motorman still went missing.  The vessel continued her 

voyage to Singapore afterwards.  

The investigation identified that the lack of work supervision, the 

insufficient safety awareness of the Motorman without following the 

safety procedures and requirements were the main contributory factors to 

the accident.  The investigation also revealed the following safety issues: 

i) the shipboard search and rescue operation was not prepared in advance 

according to the company safety procedures; and ii) the man overboard 

training and drills on board were considered ineffective.  
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1. Description of the vessel 

Ship name : Fu Ning Wan   (Figure 1) 

Flag : Hong Kong, China 

Port of registry : Hong Kong 

IMO number : 9383352 

Type : Oil Carrier 

Year built, shipyard : 2008, Zhejiang Shipbuilding, Ningbo, China. 

Gross tonnage : 5,530 

Net tonnage : 1,659 

Summer deadweight : 56,686.2 tonnes 

Length overall : 106.84 metres 

Breadth : 17.62 metres 

Engine power, type : 4,000 kW, Wartsila 8L32 

Classification society : China Classification Society 

Registered owner : Funingwan Maritime Company Limited 

Management 
company 

: COSCO Shipping Asphalt (Hainan) Co., Ltd. 

   

  

Figure 1   The vessel 
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2. Sources of evidence  

2.1 Information provided by the crew and the management company of 

the vessel. 
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3. Outline of events 

(All times were local time UTC + 7 hours) 
 
3.1 After the vessel completed cargo discharge in Gresik, Indonesia, she 

was bound for Singapore at full speed after the pilot left the vessel at 

0225 hours on 13 August 2019. 

3.2 After the breakfast on 13 August 2019, the Master and the security 

officer held a toolbox meeting for the daywork crew of both the deck 

and engine departments.  One of the tasks was to install the razor 

wire coils for preventing the attack of pirates. 

3.3 The working team to install the razor wire coils composed of the 

security officer as the team leader, the Bosun as the safety officer, 

two able seafarers deck (AB1 and AB2), the Motorman, the Chief 

Cook, the Steward and a cadet.  In the toolbox meeting, the Master 

and the security officer had briefed the team on the safety issues of 

the installation work including the essential personal protection 

equipment (PPE) to be equipped. 

3.4 After the toolbox meeting, the working team proceeded to the 

storeroom for the required PPE, tools and razor wire coils.  The 

working team was going to install two rows of razor wire coils 

around the periphery of main deck outside the shipside guardrails.  

The two rows of razor wire coils would be rigged and secured in 

position by steel wire.  During the installation, the working team 

was divided into the two groups, one group was to lay and hold the 

razor wire coils and another group was to secure the razor wire coils 

by steel wire.  

3.5 At about 0920 hours, when the Motorman climbed over the shipside 

guardrail to rig a row of razor wire coils at the aft of the starboard 
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accommodation ladder, he suddenly fell into the water. (Figure 2) 

3.6 When members of the working team heard screaming, they saw the 

Motorman grasping at a razor wire coil but soon fell into the water 

and disappeared.  The AB1 immediately ran back to the 

accommodation and phoned to the bridge reporting the man 

overboard (MOB) accident.  The AB2 and the Steward threw 

lifebuoys with lines to the sea.   

3.7 After knowing the accident from the AB1, the Third Officer (3/O) 

who was the duty officer on the bridge immediately marked the 

MOB position on the Electronic Chart Display and Information 

System (ECDIS) and slowed down the vessel.  A MOB emergency 

announcement was made through the public address system to 

muster search and rescue.  

3.8 At 0921 hours on 13 August 2019, the Master attended the bridge 

and steered the vessel to port side to make a single circle return to 

the MOB position.  A rescue team was summoned and prepared to 

lower a rescue boat to the water.   

3.9 At 0928 hours the Master reported the MOB accident without trace 

to the management company via satellite.   

3.10 At about 0941 hours, the vessel arrived at the scene, the crew threw 

lifebuoys overboard again and kept on visually looking for the trace 

of the Motorman.  

3.11 At 1017 hours the Master sent out a distress alarm to the ships nearby 

and contacted the Maritime Rescue Coordination Centre (MRCC) of 

Indonesia to seek their assistance to search for the Motorman. 

3.12 At about 1107 hours, the waterborne rescue boat commenced the 

search for the Motorman for nearly two hours but without success. 
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The rescue boat then returned to the vessel at about 1304 hours.  

3.13 At about 1629 hours, the vessel found the lifebuoys thrown into the 

water earlier in the morning, but still no trace of the Motorman was 

noticed. 

3.14 At about 0020 hours on 14 August 2019, the MRCC of Indonesia 

decided to call off the search and rescue (SAR) as the chance of 

finding the Motorman was slim.   

3.15 At about 1200 hours on 14 August 2019, the vessel failed to find any 

trace of the Motorman and decided to resume her voyage to 

Singapore.   
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Figure 2 – the starboard accommodation ladder with razor wire 
coils 
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4. Analysis 

Manning of the vessel 

4.1 The vessel was manned by 22 Chinese crew, including the Master.  

The manning scale complied with the Minimum Safe Manning 

Certificate.   

4.2 The Master had served as a shipmaster for about 59 months.  He 

possessed a Class 1 Certificate of Competency (Deck Officer) issued 

by China.  He signed on the vessel as the Master on 19 January 

2019.  

4.3 The Third Officer (3/O) had served as a third officer for about 15 

months.  He possessed a Class 3 Certificate of Competency (Deck 

Officer) issued by China.  He signed on the vessel as the 3/O about 

2 months before the accident. 

4.4 The security officer had served as a security officer for about 7 years 

when he obtained security training certificate to qualify himself for 

the job.  He signed on the vessel as a security officer about 14 days 

before the accident.  

4.5 The Bosun had served as a bosun for more than 7 years.  He 

possessed a valid certificate of proficiency (CoP) issued by China as 

a rating forming part of a navigational watch on ships of 500 gross 

tonnage or more.  He signed on the vessel as the Bosun about 14 

days before the accident. 

4.6 The Motorman had served as a motorman for about 10 months.  He 

possessed a valid CoP issued by China as rating of engineering 

watch on ships of 750 kW propulsion power or more.  He signed 

on the vessel as the Motorman about 4 months before the accident. 

4.7 The AB1 had served as an able seafarer deck for about 16 months.  
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He possessed a valid CoP issued by China as a rating forming part 

of a navigational watch on ships of 500 gross tonnage or more.  He 

signed on the vessel as an able seafarer deck about 4 months before 

the accident. 

4.8 The AB2 had served as an able seafarer deck for about 15 months.  

He possessed a valid CoP issued by China as a rating forming part 

of a navigational watch on ships of 500 gross tonnage or more.  He 

signed on the vessel as an able seafarer deck about 4 months before 

the accident. 

4.9 There were no abnormalities noted with regard to the certification 

and experience of the crew concerned.  

Fatigue, alcohol and drug abuse 

4.10 There was no evidence showing the crew on board, including the 

Motorman, suffered from either fatigue at work or abuse of alcohol 

and drug.  

Weather and sea conditions   

4.11 On the day of the accident, the weather was sunny with easterly 

moderate breeze (Beaufort Wind Scale force 4), slight sea, fairly 

frequent whitecaps and a good visibility of 7 nautical miles.  Under 

such weather conditions, the vessel was rolling and pitching 

occasionally in slight scale.  The Motorman might incautiously fall 

into the water if the vessel rolled suddenly.  

The razor wire coils installation work  

4.12 To prevent pirates from gaining access to the vessel easily when 

underway, the working team had to install two rows of razor wire 

coils around the periphery of the main deck outside the shipside 

guardrails.  During the installation, the working team needed to 
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work and stay outside the shipside guardrails to secure the razor wire 

coils in way of the accommodation ladder. (Figure 2)  

4.13 According to Section 17.2.6 of the Code of Safe Working Practices 

for Merchant Seamen1 (the Code), safety harness with lifeline or 

other arresting device should be worn at all times when working aloft 

and lifejacket or buoyancy garments should be donned when 

working overside. 

 

4.14 In the company’s Safety Management System Manual, the safety 

procedures relating to razor wire coils installation (B03-18), inter 

alia, were as follows: 

(i) the working team should stay inboard behind shipside 

guardrails and secure the person working overside to a safe 

point to prevent falling overboard; 

(ii) PPE to be fitted would include: safety helmet with face shield, 

long leather gloves, boiler suit, safety shoes, safety belt, 

lifejacket etc.; 

(iii) special hazardous locations would be the accommodation 

ladder, pilot ladder, rescue boat, mooring chocks outside 

shipside guardrails; 

(iv) MOB rescue operation should be on standby; 

(v) the main engine should be on standby for the Master on the 

bridge to steer the ship as appropriate to reduce ship speed; to 

stop; and to change direction, in order to reduce rolling and to 

prevent hazard of propeller being entangled with the razor 

                                                 
1 The “Code of Safe Working Practices for Merchant Seamen” is a publication required 

to be kept on board Hong Kong registered vessels pursuant to the Merchant Shipping 

(Seafarers) (Code of Safe Working Practices) Regulation (Cap. 478M). 
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wire coils.  

4.15 In the accident, the Motorman fell overboard from the aft part of the 

starboard accommodation ladder where was identified as one of the 

hazardous locations in the company safety procedures “B03-18”.  

Although safety issues were discussed in the toolbox meeting before 

commencing the work, the Motorman still took the risk to climb over 

the shipside guardrail to rig and secure the razor wire coils without 

strictly adhered to the preventive measures as required by the Code 

and the company safety procedures “B03-18” (e.g. wearing 

lifejacket, safety belt and securing himself to a safe point).   

4.16 The working team might have underestimated the risk of the work.  

The safety awareness of the Motorman was probably inadequate in 

attempting safety shortcuts to finish the work. 

4.17 All the working team members were also found without wearing 

lifejacket and nobody was assigned to monitor the securing of the 

Motorman as required by the company safety procedures “B03-18”. 

Hence, this indicated that supervision of the safety of the crew was 

not conducted at all.   

4.18 It is very important for the crew to act speedily when MOB occurred.  

Although the safety management procedures “B03-18” of the vessel 

required rescue operation to be on standby when carrying out razor 

wire coils installation work, the crew failed to prepare it in advance.   

Search and rescue (SAR) 

4.19 When the MOB accident happened, the AB2 and the Steward 

straight away threw lifebuoys with lines into the sea.  The 3/O 

noted the position and time of the accident by pressing the man 

overboard button on ECDIS, when he was informed by the AB1 on 
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the phone.  The 3/O subsequently made emergency announcement 

and slowed down the vessel.   

4.20 However, the 3/O failed to take the following immediate actions to 

increase the chance of rescuing the Motorman from the sea: 

(i) Turn the ship to the side of the Motorman to avoid the vessel 

running over him; and 

(ii) Release the MOB lifebuoy with self-igniting light and smoke 

signal from the starboard side bridge wing so that the 

proximate position where the Motorman drifted could be 

indicated for the search and rescue operation. 

4.21 The Master attended the bridge after the emergency announcement.  

At about one minute after the accident happened, the Master steered 

the vessel to the port side to turn the vessel back instead of putting 

the steering wheel hard over to the casualty, i.e. the starboard side, 

according to the usual practice under the MOB situation.  It was in 

doubt whether the Master had considered the wind and current effect 

when he intended to return the ship to the MOB position.  Although 

MOB position was marked on ECDIS, it did not help the search and 

rescue operation much.  It was because the Motorman was drifted 

away with a current at 1.9 knots after dropping into the sea and the 

MOB lifebuoy at the bridge wing had never been released to the 

Motorman.  The vessel returned to the scene at 0941 hours, but the 

lifebuoys thrown into the sea earlier were found at 1629 hours, i.e. 

about 7 hours after the accident occurred.  Hence, this indicated the 

shipboard MOB training and drills were considered ineffective. 
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5. Conclusions 

5.1 At about 0920 hours on 13 August 2019, a MOB accident happened 

on the vessel during her voyage from Gresik, Indonesia to Singapore. 

5.2 As the vessel might encounter pirates in the voyage, the working 

crew were tasked to rig and secure the razor wire coils to prevent 

pirates from gaining access to the vessel.  The Motorman who was 

one of the members of the working crew, fell overboard while 

working over shipside at the aft part of the starboard accommodation 

ladder.  After 14 hours of the search and rescue operation 

coordinated by the Indonesian MRCC and other ships nearby, the 

Motorman still went missing.   

5.3 The investigation identified the following contributory factors:   

(i) lack of supervision of the working team to ensure lifejackets 

to be donned and to monitor the securing of the Motorman 

working overside when carrying out razor wire coils 

installation according to the company safety procedures; and  

(ii) the Motorman had insufficient safety awareness as he did not 

follow the company safety procedures and the Code. He 

attempted safety shortcuts in carrying out the work overside 

without wearing lifejacket and safety belt and not securing 

himself to a safe point.  

5.4 The investigation also revealed the following safety issues:   

(i) the crew failed to prepare the vessel in advance for the 

shipboard search and rescue operation before carrying out the 

razor wire coils installation work according to the company 

safety procedures; and 

(ii) the MOB training and drills on board were considered 

ineffective. 
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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: -   

(i) strictly follow the company procedures and enhance job 

supervision while working over shipside;   

(ii) enhance MOB training and drills on board; and 

(iii) arrange relevant safety training in order to enhance the crew’s 

personal safety awareness of using proper personal protective 

equipment such as lifejacket and safety harness.  

6.2 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 investigation report, in its entirety, had been sent to the 

management company and the master of the vessel for their 

comments.  

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

the above mentioned parties. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


