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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 1432 hours on 11 December 2020, a fatal accident happened on board 

the Hong Kong registered bulk carrier “Luzon Strait” (the vessel) at Bunbury 

anchorage, Australia.   

In the afternoon of 11 December 2020, the Master led the crew members 

including the Chief Engineer, Fourth Engineer and three able seafarers deck 

to repair the leakage of the hydraulic oil pipe underneath the cross deck beside 

the aft bulkhead of the No. 2 cargo hold.  For the purpose of accessing the 

hydraulic oil pipe, the crew members decided to use the hold cleaning 

platform (the platform) lifted by the No. 2 ship crane to carry out the repair 

work.  When the platform was lifted to the height of the hydraulic oil pipe, 

the Chief Engineer stretched his body out of the railing of the platform 

intending to secure the platform to the aft bulkhead.  The platform tipped 

over suddenly, resulting in an able seafarer deck (SM1) who was at the other 

end of the platform lost his balance and fell over the railing of the platform.  

Although the SM1 wore the safety harness with a lanyard, he failed to fasten 

his lanyard to a strong point.  Eventually, the SM1 fell from a height of about 

10 metres with his right side body slammed onto the tank top of the No. 2 

cargo hold.  Later that day, the SM1 was declared dead on board by the shore 

paramedics. 

The investigation revealed that the platform was rigged in an unstable 

condition and finally tipped over, resulting in the fatal accident.  The main 

contributory factors to the accident were the improper risk assessment for 

accessing the hydraulic oil pipe by using the platform; unsafe work plan 

without adequate control measures; the failure of issuing the permit to work 

for working at height according to the safety requirements; and ineffective 

toolbox talk with the crew members.  
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1. Description of the vessel   

Ship name :  Luzon Strait (Figure 1) 

Flag : Hong Kong, China 

Port of registry : Hong Kong 

IMO number : 9317793 

Type : Bulk carrier   

Year built, shipyard : 2007, The Hakodate Dock Co, Ltd. Japan  

Gross tonnage : 19,796 

Net tonnage : 11,625 

Summer deadweight : 33,517 tonnes 

Length overall : 175.53 metres 

Breadth : 29.4 metres 

Engine power, type : 6,840kW, Mitsubishi-6UEC52LA 

Classification society : Nippon Kaiji Kyokai 

Registered owner : Luzon Strait Shipping (BVI) Ltd 

Management company : Pacific Basin Shipping (HK) Limited  

 

Figure 1  The vessel 
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2. Sources of evidence   

2.1 The information provided by the crew and the management company 

of the vessel (the Company).   

2.2 The information provided by Australian Transport Safety Bureau 

(ATSB), collected at the request of the Marine Accident Investigation 

Section of the Marine Department of the HKSAR, in accordance with 

Casualty Investigation Code.  
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3. Outline of events   

(All times were local time UTC +8 hours) 

3.1 At about 0615 hours on 29 November 2020, the vessel arrived in 

Singapore for bunkering.  The Company arranged a cargo hold 

condition survey when the vessel anchored in Singapore to prepare the 

vessel for loading alumina at the next port.  At about 1512 hours, the 

vessel departed Singapore for Bunbury, Australia in ballast condition.  

3.2 At about 0824 hours on 11 December 2020, the vessel arrived and 

anchored at Bunbury anchorage, Australia.  The Chief Officer (C/O) 

observed a hydraulic oil pipe leakage while he was carrying out the 

final inspection in the No. 2 cargo hold (the cargo hold) before loading 

cargo.  The hydraulic oil pipe was located underneath the cross deck 

beside the cargo hold aft bulkhead (the aft bulkhead) (Figure 2). 

 

Figure 2  The location of the hydraulic oil pipe (Photographs provided 

by Australian Transport Safety Bureau) 
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3.3 At about 1200 hours, the C/O informed the Chief Engineer (C/E) that 

the hydraulic oil pipe was leaking in the cargo hold.  Afterwards, the 

Master and C/E conducted a meeting (pre-work meeting) with the 

senior officers and decided to repair the hydraulic oil pipe by using the 

No. 2 ship crane (the crane) to lift the platform to get access to the 

hydraulic oil pipe.    

3.4 At about 1330 hours, the platform was attached to the crane hook by 

two chain slings.  A working team comprising the C/E, Fourth 

Engineer (4/E) and SM1 was formed to repair the hydraulic oil pipe.  

The work plan was to assign the SM1 standing on the forward end of 

the platform as a balance weight while the C/E and 4/E would repair 

the hydraulic oil pipe on the aft end of the platform.  The Master 

reminded the working team that the safety harness with lanyard had to 

be properly worn and secured.    

3.5 Two control lanyards were arranged to secure to the forward and aft 

ends of the platform respectively.  An able seafarer deck (SM2) was 

assigned to handle one of the control lanyards on the main deck beside 

the cargo hold hatch coaming to stop the swinging of the platform 

during lifting.  Meanwhile, the Master on the cargo hold tank top 

(tank top) held another control lanyard and gave instructions through 

his portable radio to another able seafarer deck (SM3) operating the 

crane for lifting the platform.   

3.6 The platform was lifted to the height of the hydraulic oil pipe.  As 

restricted by the hatch coaming, the movement of the platform towards 

the aft bulkhead was restricted (Figure 3).  As a result, the working 

team on the platform failed to reach the hydraulic oil pipe.  The 

platform was then therefore lowered down to the tank top to change the 

rigging arrangement by adjusting the securing points of the chain slings 

in order to facilitate the aft end of the platform to reach the hydraulic 

oil pipe.   
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3.7 In the second attempt, the aft end of the platform still failed to reach 

the hydraulic oil pipe (Figure 4).  Therefore, the platform was 

lowered down again to the tank top to further adjust the securing 

points of the chain slings towards the mid-length of the platform.  

Yet, the shorter the span between the two chain slings, the higher the 

risk of tipping the platform.   

 

 

Figure 3  The rigging arrangement of the platform in the first attempt 
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Figure 4  The rigging arrangement of the platform in the second 

attempt  

3.8 At about 1430 hours, the platform was again lifted to the height of the 

hydraulic oil pipe.  At this attempt, the C/E at the aft end of the 

platform stretched his body out of the railing in an attempt to secure the 

platform to the anchor plate on the aft bulkhead.  Suddenly, however, 

the platform tipped over to the aft end at about 1432 hours.   
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3.9 The C/E and 4/E were saved from falling by their safety harness as they 

were secured to the platform.  However, the SM1 fell directly from 

the platform at the height of about 10 metres onto the tank top as he 

failed to secure his safety harness to a strong point.  The Master 

noticed that the SM1’s right side body slammed on the tank top.  

Immediately after the Master asked the SM3 to lower down the 

platform, he checked the condition of the SM1 and found that his right 

arm was broken and he lost consciousness.   

3.10 At about 1435 hours, the Master asked the C/E to take care of the SM1. 

He then rushed to the bridge to call the local authority and local agent 

to arrange medical assistance for the SM1.  The Master also informed 

the Company about the accident.  

3.11 At about 1500 hours, the Second Officer (2/O) checked the vital 

condition of the SM1 and applied first aid treatment for his broken right 

arm. 

3.12 At about 1530 hours, the SM1 was transferred from the cargo hold to 

the main deck with a stretcher. 

3.13 At about 1700 hours, two paramedics arrived on board and commenced 

medical treatment for the SM1.   

3.14 At about 1802 hours, the SMI was declared dead on board by the shore 

paramedics. 
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4. Analysis   

Certification, training and experience   

4.1 The statutory trading certificates of the vessel were valid and in order.  

The vessel was manned by 19 crew members, including the Master. 

4.2 The Master had worked in the Company for about 10 years and joined 

the vessel on 4 October 2020.  He had about 3 months of experience 

as a master.  He possessed a valid Class 1 Certificate of Competency 

(Deck Officer) issued by China and a valid Class 1 Licence of the Deck 

Officer issued by the Hong Kong Marine Department (HKMD). 

4.3 The C/E had worked in the Company for about 3 years and joined the 

vessel on 4 October 2020.  He had about 3 months of experience as a 

chief engineer.  He possessed a valid Class 1 Certificate of 

Competency (Engineer Officer) issued by China and a valid Class 1 

License (Engineer Officer) issued by the HKMD. 

4.4 The 4/E had worked in the Company for about 2 years and joined the 

vessel on 4 October 2020.  He had about 3 months of experience as a 

fourth engineer.  He possessed a valid Class 3 Certificate of 

Competency (Engineer Officer) issued by China and a valid Class 3 

License (Engineer Officer) issued by the HKMD. 

4.5 The SM1 worked in the Company for more than 3 years and joined the 

vessel on 4 October 2020.  He had about 2 years of experience as an 

able seafarer deck. 

4.6 The SM2 worked in the Company for more than a year and joined the 

vessel on 4 October 2020.  He had more than a year of experience as 

an able seafarer deck. 

4.7 The SM3 worked in the Company for about 3 years and joined the 

vessel on 4 October 2020.  He had more than a year of experience as 

an able seafarer deck. 
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4.8 There was no abnormality noted with regard to the certification and 

experience of the crew members concerned. 

Weather and sea conditions  

4.9 The weather was cloudy with westerly wind of Beaufort Wind Scale 

force 3.  The sea was smooth and the visibility was about 10 nautical 

miles.  The weather and sea conditions were not considered as 

contributory factors to the accident.  

Fatigue, alcohol, and drugs abuse 

4.10 There was no evidence to show that any crew members on board, 

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

Arrangement of the platform and the cause of tip over 

4.11 The platform was used in conjunction with the ship crane for cargo hold 

cleaning.  The Company had established procedures to guide the crew 

members of how to rig the platform (Figure 5).   

Figure 5  The rigging arrangement of the platform with four chain 

slings as stated in the Company procedures 
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4.12 The platform was 8.5 metres in length and equipped with four chain 

slings for lifting the platform by using the ship crane.  The Company 

procedures specified that the platform shall be lifted by using four chain 

slings which should be secured to the pad eyes at the specific positions, 

as shown in Figure 5.  The pad eyes close to the mid-length of the 

platform were fitted for stowing the platform only. 

4.13 The investigation revealed that the crew members did not follow the 

Company’s procedures to rig the platform safely.  Instead, they 

adjusted the securing points of the chain slings close to the mid-length 

of the platform twice, causing the platform to tip over easily.   

4.14 In the final attempt of lifting, the platform was rigged in such a way 

that the platform was subject to large turning moments by the C/E 

standing at the aft end.  The SM1 and 4/E were then arranged to stand 

on the platform as a counterweight to resist the turning moment 

generated by the C/E.  However, the balance of the platform was no 

longer maintained when the C/E stretched his body out of the railing 

and the platform tipped over eventually in a sudden (Figures 6 and 7).  

  

Figure 6  The rigging arrangement of the platform in the final attempt 
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Figure 7  Simulation of the falling of the SM1 from the platform 

Planning and risk assessment of working at height  

4.15 The vessel was equipped with the platform for cleaning the upper part 

of cargo holds.  The Master and C/E had the experience of using the 

platform without any problem.  Having discussed with the senior 

officers on board in the pre-work meeting, the Master decided to permit 

accessing the hydraulic oil pipe by using the platform for the repair.   

4.16 In accordance with section 17.1.2 of Chapter 17 “Working at Height” 

of the Code of Safe Working Practices for the Merchant Seafarers (the 

Code) 1 , work at height should be subject to risk assessment, and 

suitable control measures should be carried out to protect those who 

                                                 
1   Section 4 of Cap. 478M “Merchant Shipping (Seafarers) (Code of Safe Working Practices) Regulation” 
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may be put at risk.  Depending on the severity of the risk, a permit to 

work may be required (e.g., working aloft).   

4.17 Although the pre-work meeting with the senior officers on board had 

been carried out, there was no evidence to show that the risk assessment 

for accessing the hydraulic oil pipe by using the platform had been 

carried out properly.  There was also no evidence to indicate that the 

work had been planned safely with adequate corresponding control 

measures in place as revealed by the following findings: 

(a) The Company procedures required that the platform should be lifted 

by using four chain slings with the rigging arrangement as shown in 

Figure 5.  However, in the first attempt of lifting, the crew 

members used two instead of four chain slings in crossing over each 

other to connect to the four pad eyes of the platform.  Such rigging 

arrangement would allow the platform to move further beyond the 

hatch coaming and closer to the hydraulic oil pipe.  When using 

only two instead of four chain slings, the load on each chain sling 

was doubled.  However, there was no record of risk assessment 

and control measures to ensure that the strength of using only two 

chain slings was adequate. 

(b) In the second attempt of lifting, the crew members changed the 

rigging arrangement of the platform by shifting the securing points 

from the pad eyes to the positions on the railing closer to the mid-

length of the platform.  There was also no record of risk 

assessment and control measures to ensure that the stability of this 

rigging arrangement and the sufficient local strength of the railing 

before commencing the lifting.  

(c) In the final attempt of lifting, the securing points were adjusted 

further towards the mid-length of the platform, allowing the 

platform to move further beyond the hatch coaming and closer to 

the hydraulic oil pipe.  The unstable rigging arrangement of the 

platform was not carefully assessed and the Master failed to 

consider any alternative method or safe rigging arrangement of the 

platform until the accident happened.  Hence, the Master as the 

person in charge had not ensured that the risk assessment had been 

properly conducted with adequate control measures in place before 

permitting the work. 
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(d) Throughout the lifting attempts, the SM1 and 4/E were assigned to 

act as a counterweight to maintain the balance of the platform.  

The work plan of using human body as the balancing weights for 

the platform was hazardous.    

Permit to work for working at height  

4.18 The permit to work system as required by the Code and the Safety 

Management System (SMS) was to identify the hazards and ensure that 

the hazards were eliminated or effectively controlled.  Although the 

permit to work was issued before commencing the work, the 

investigation revealed that the issuance of a permit to work for working  

at height did not meet the requirements of the Code and the SMS as 

follows: 

(a) Section 14.2.3 of Chapter 14 “Permit To Work” of the Code states 

that the competent person carrying out the specific work should not 

be the same person as the authorized officer.  However, the Master 

acted as the competent person and the authorized person at the same 

time to sign and issue the permit to work at height.  The purpose 

for the permit to be signed by two persons was to ensure that control 

measures were in place and a counter check was done by another 

person before commencing the work.  As such, the risks and 

control measures were probably not evaluated and verified before 

permitting the work to commence resulting in the accident. 

(b) In the permit to work, the Master confirmed that personal protective 

equipment was worn by the working team.  But the required 

retractable fall arrestor, as specified in the Company procedures, 

was not worn by the working team. 

(c) In the permit to work, the Master also confirmed that the safety 

harness of the working team was secured to a strong point.  The 

strong point was recommended to be the hook of the crane 

according to the Company procedures.  But none of the members 

of the working team had secured their safety harness to the crane 

hook.   

 



 

15 

 

Toolbox talk 

4.19 According to section 1.2.5, “Risk awareness and risk assessment” of 

the Code, a key tool in ensuring that all involved in the work have a 

clear understanding and awareness of any hazards and their associated 

risks is the carrying out of a toolbox talk before the work commences.  

The SMS further requires the following to be discussed in the toolbox 

talk: task to be carried out; communication procedure; permit to work; 

responsibilities of each crew member; safe access to work site; 

significant hazards identified by the risk assessment; safety precautions 

to be taken; tools, equipment and personal protective equipment 

required; and contingency plan. 

4.20 Although the toolbox talk with the crew members had been carried out 

before the accident, the talk had not been carried out effectively to meet 

the requirements of the Code and the SMS.  If the fatal falling risk 

was explained thoroughly to SM1 in the toolbox talk, he would not 

overlook the requirement and importance of securing himself to a 

strong point in order to avoid the accident. 

Action taken by the Company 

4.21 After the accident, the Company suspended using the cleaning platform 

with the ship crane to clean the upper part of cargo holds across their 

fleet.  Shore base support would be provided as required.   

4.22 The Company also arranged general awareness training, including risk 

assessment, for crew members to enhance their safety awareness.  
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5. Conclusions 

5.1 On 11 December 2020, a fatal accident happened on board the vessel 

when she was anchored at Bunbury anchorage, Australia.  The SM1 

was assigned to assist in accessing the hydraulic oil pipe inside the 

cargo hold underneath the cross deck beside the aft bulkhead.  When 

the SM1 was standing on the platform, which was in unstable situation, 

the platform tipped over suddenly.  As SM1 did not fasten his safety 

harness to a strong point such as the hook of the ship crane, he fell from 

the platform onto the tank top.  The SM1 was declared dead later on 

board by the shore paramedics on the same day. 

5.2 The investigation revealed that the platform was rigged to carry the 

working team in an unstable condition and finally tipped over, resulting 

in the fatal falling.  The main contributory factors to the accident were 

as follows: 

(a) the risk assessment for accessing the hydraulic oil pipe by using 

the platform had not been carried out properly and the work was 

not safely planned without adequate control measures in place; 

(b) the permit to work for working at height was issued without 

satisfying the requirements of the Code and the SMS; and 

(c) the toolbox talk with the working team had not been carried out 

effectively to satisfy the requirements of the Code and the SMS.  
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6. Recommendations 

6.1 The management company of the vessel should issue circulars 

informing all Masters, officers and crew members of its fleet of the 

findings of the investigation and lessons learnt from this accident, and 

instruct them to: 

(a) enhance safety awareness of working at height;  

(b) strictly follow the safety requirements of the Code and SMS of 

the vessel when carrying out toolbox talk before the work 

commences; and  

(c) strictly follow the safety requirements of the Code and SMS of 

the vessel to carry out a risk assessment to ensure a safe work 

plan with adequate control measures before issuing permit to 

work, particularly working at height. 

6.2 The management company should review the company procedures of 

the permit to work system and ensure that the vessel abides by the 

relevant requirements of the SMS. 

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 investigation 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) ATSB. 

7.2 By the end of consultation period, comments from ATSB were received 

and the report had been amended as appropriate.  


