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Investigations into marine casualties are conducted under the provisions of the Merchant 

Shipping (Accident and Incident Safety Investigation) Regulations, 2011 and therefore in 

accordance with Regulation XI-I/6 of the International Convention for the Safety of Life at 

Sea (SOLAS), and Directive 2009/18/EC of the European Parliament and of the Council of 23 

April 2009, establishing the fundamental principles governing the investigation of accidents 

in the maritime transport sector and amending Council Directive 1999/35/EC and Directive 

2002/59/EC of the European Parliament and of the Council. 

 

This safety investigation report is not written, in terms of content and style, with litigation in 

mind and pursuant to Regulation 13(7) of the Merchant Shipping (Accident and Incident 

Safety Investigation) Regulations, 2011, shall be inadmissible in any judicial proceedings 

whose purpose or one of whose purposes is to attribute or apportion liability or blame, unless, 

under prescribed conditions, a Court determines otherwise. 

 

 

The objective of this safety investigation report is precautionary and seeks to avoid a repeat 

occurrence through an understanding of the events of 02 September 2016.  Its sole purpose is 

confined to the promulgation of safety lessons and therefore may be misleading if used for 

other purposes. 

 

The findings of the safety investigation are not binding on any party and the conclusions 

reached and recommendations made shall in no case create a presumption of liability 

(criminal and/or civil) or blame.  It should be therefore noted that the content of this safety 

investigation report does not constitute legal advice in any way and should not be construed 

as such. 
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SUMMARY 

The Maltese registered container vessel Sydney Trader had been anchored OPL at 

Hong Kong, China since 19 June 2016, awaiting orders for the next charter.  At 0730, 

on 02 September 2016, the chief mate instructed the bosun to continue routine 

maintenance work in cargo hold no. 2.  The chief mate also confirmed that all the 

Safety Management System (SMS) risk assessments and Permit to Work forms had 

been completed and signed before the bosun left the bridge at 0750. 

 

At about 0805, five crew members entered cargo hold no. 2 via the manhole aft of 

Bay 18, Row 4, no. 2 M hatch, above the middle cross section.  Soon after, at about 

0810, the bosun reported to the chief mate that one of the ordinary seafarer (OS) had 

fallen down cargo hold no. 2.  The bosun also informed the third mate (duty officer) 

on the bridge.  The master was informed of the accident at about 0815. 

 

The chief mate proceeded immediately to the cargo hold to provide first aid and 

medical assistance.  When reaching the tank top, he noticed that the OS was 

unresponsive, with a serious head wound.  He checked for a pulse on the OS’ hand 

and neck but could not detect any. 

 

The safety investigation found that the immediate cause of the fatal injury was a fall 

from a height of about 12 m into the cargo hold. 

 

Two recommendations have been made to the Company to ensure that the risks posed 

by the safety wires on the cargo holds’ platforms are mitigated. 
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1 FACTUAL INFORMATION 

1.1 Vessel, Voyage and Marine Casualty Particulars 

 

Name Sydney Trader 

Flag Malta 

Classification Society DNV GL 

IMO Number 9297474 

Type Container Ship 

Registered Owner Belgravia Container Shipping Ltd. 

Managers Lomar Deutschland GmbH, Germany 

Construction Steel (Double bottom) 

Length overall 294.13 m 

Registered Length 190.26 m 

Gross Tonnage 54809 

Minimum Safe Manning 15 

Authorised Cargo Containers 

 

Port of Departure Hong Kong, China 

Port of Arrival Hong Kong OPL, China 

Type of Voyage Internal waters / Archipelago 

Cargo Information In ballast 

Manning 25 

 

Date and Time 02 September 2016 at 08:10 (LT) 

Type of Marine Casualty Very Serious Marine Casualty 

Place on Board Cargo hold 

Injuries/Fatalities One fatal injury 

Damage/Environmental Impact None 

Ship Operation Normal Service – On anchor 

Voyage Segment Arrival 

External & Internal Environment Daylight, overcast but with a visibility of about 

five nautical miles. There was a Southwesterly 

moderate breeze, slight seas and a Southwesterly 

swell of about 0.5 m.  The ambient temperature 

was 28 ⁰C.  Work was carried out under adequate 

artificial lighting. 

Persons on Board 25 
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1.2 Description of Vessel 

 

Sydney Trader, a 54,809 gt fully cellular container ship was built in 2005 and was 

registered in Valletta.  She was owned by Belgravia Container Shipping Ltd., 

managed by Lomar Deutschland GmbH of Germany (the Company) and was classed 

by DNV GL.  The vessel was built by Hyundai Heavy Industries Co. Ltd., Republic of 

Korea. 

 

Sydney Trader had a length overall of 294.51 m, a moulded breadth of 32.20 m and a 

moulded depth of 22.10 m.  It had a summer draught of 13.65 m, corresponding to a 

summer deadweight of 67,222.  The vessel had a TEU capacity of 5,047, spread over 

13 rows. 

 

Propulsive power was provided by a 8-cylinder Sulzer 8RTA96C, two stroke, single 

acting, slow speed direct drive diesel engine, producing 45,760 kW at 102 rpm.  This 

drove a single fixed pitch propeller, to reach a service speed of 25.0 knots. 

 

 

1.3 Crew 

 

At the time of the accident there were 25 persons on board. 

 

The master was a Romanian national and the chief engineer a Russian national.  The 

chief mate, second engineer, third engineer and the electrician were all Ukrainian 

nationals.  The second and third officers and the rest of the crew members were all 

Myanmar nationals.  There were also four Polish technicians on board. 

 

1.3.1 Crew experiences 

The master was 56 years old, with 33 years sea service.  He was the holder of a 

master’s Certificate of Competency issued by the Romanian Authorities, for 21 years.  

He had served as master since then and worked for the Company for about 14 years.  

The master did not keep a navigational watch. 

 

The chief mate was 31 years with 10 years sea service.  He held a chief mate’s 

Certificate of Competency issued by the Ukrainian Authorities, for five years and had 

sailed as chief mate for two years, one year with the Company.  The chief mate was 

designated the 4 to 8 watch. 
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The third mate was 36 years with 14 years sea service.  He had held his second mate’s 

Certificate of Competency for four years, issued by the Myanmar Authorities and had 

sailed as third mate for two and a half years, 16 months with the Company.  He was 

designated the 8 to 12 watch. 

 

The bosun was 47 years of age with 24 years sea service.  He did not hold any 

certificates of competency.  He had worked for the Company for the past 16 years, 

serving 12 years as bosun.  He was not a watch keeper and was designated a day 

worker. 

 

1.3.2 The fatally injured crew member experience 

The fatally injured crew member was a Myanmar national, aged 30 years, with just 

under six years of sea service.  He had sailed for one year as a cadet, three years as an 

OS and one year as an AB.  He did not hold any certificates of competency.  He had 

sailed for 12 months with the Company and had been on board Sydney Trader for just 

over six months.  He was designated a day worker. 

 

The fatally injured crew member had completed a medical fitness examination on 01 

August 2015 in Myanmar.  The crew member was declared medically fit for deck 

service and look out duties without restriction.  The medical certificate was valid until 

31 July 2017. 

 

The AB had joined the vessel on 25 February 2016 at Manzanillo, Panama.  Upon 

signing on the vessel, the AB had completed the Company’s Safety Familiarisation 

Checklist, which included training in the use of Personal Protective Equipment (PPE), 

entry in to enclosed spaces, Accident Prevention and the Permit to Work System. 

 

1.3.3 AB’s hours of work 

Hours of work records were maintained on board in accordance with the Maltese 

Merchant Shipping (Hours of Work) Regulations, 2002. 

 

On 01 September 2016, the AB had started work at 0800, finishing at 1700 and had 

one period of 16 hours rest before starting work at 0800 on 02 September.  During the 

previous month (August), the AB had been assigned day work duties and had an 

average of 14 hours rest in every 24 hour period. 
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1.4 The Cargo Hold 

 

An inspection of the cargo hold was carried out during the course of the safety 

investigation.  The access manhole to cargo hold no. 2 (Figure 1) was positioned aft in 

way of Bay 19, Row 04, hatch port no. 2 M, above the port middle cross section. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 1: Access to cargo hold no. 2 

 

 

The access was possible via two vertical ladders, each approximately 2.5 m in length, 

to platform no. 2 on the middle cross section (Figure 2). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 2: Vertical ladder to second platform from platform no. 1, showing the position of the 

safety wires 
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The port middle cross section consisted of seven platforms (Figure 3).  Platforms nos. 

3 to 7 were accessible via a stairway.  Access to the cargo hold tank top from platform 

no. 7 was via a vertical ladder, approximately 2.5 m long. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 3: Position of the platforms inside the cargo hold 

 

 

During the on board visit, it was noticed that cargo hold no. 2 was adequately lit with 

fluorescent lights, fitted on the deck heads on each platform above the stairways and 

vertical ladders.  Each ladder and stairway was in good condition and had been well 

maintained and illuminated. 

 

The crew were assigned areas to chip and paint at the aft end of the lower middle 

cross section platforms (Figure 4).  While working on the platforms, it was neither 

possible to view platform no. 2 nor the vertical ladder on the platform. 
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Figure 4: Areas where the crew members were working when the accident happened 

 

 

Two steel safety wire guards (lower & upper) were fitted on either side of each of the 

platforms to prevent personnel falling into the cargo hold (Figure 5).  A yellow plastic 

sleeve was fitted around the entire length of the safety wires. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 5: Position of the vertical ladder on platform no. 2 and the safety wires on either side 
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Soon after the accident, several members of the crew noticed that the upper guard 

safety wire was broken (Figure 6), close to the end frame from where it had been 

secured.  The safety wire was positioned on the inboard side of platform no. 2, (Bay 

19, row 03, tier 14), above the area where the casualty’s body was found on the tank 

top. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 6: Both ends of the parted safety wire 

 

 

The photographs provided by the vessel showed that the safety wire strands were 

corroded (Figure 7).  However, a close inspection of the safety wire revealed that it 

would not have been possible to observe the condition of the safety wire, given that it 

was sheathed within the yellow plastic sleeve, although there were rust marks on the 

surface of the sleeve, indicating that this area of the safety wire had been corroding. 

 

The MSIU did not have information on whether the safety wires had been ever load 

tested or visually inspected on regular basis, perhaps as part of the vessel’s planned 

maintenance system.  It was understood, however, that the safety wires had been in 

place since 2005, when the vessel had been delivered. 
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Figure 7: Corroded safety wire inside the yellow sleeve 

 

 

1.4 Environment 

 

The wind was Southwesterly, force 4, slight seas and a Southwesterly swell of about 

0.5 m.  The ambient temperature was 28 ˚C.  Work was carried out under adequate 

artificial lighting, which was reported to be good and adequate. 

 

 

1.5 Narrative 

 

On 02 September 2016 at 0730, the bosun reported to the bridge to be assigned the 

work to be carried out for that day by the deck crew.  As it was raining, the chief mate 

instructed the Bosun to continue chipping and painting inside cargo hold no. 2, which 

was yet unfinished from the previous day.  At 0750, a safety management system 

(SMS) risk assessment and the necessary job hazard forms were completed and signed 

by the master, chief mate and the bosun (Annex A).  The bosun then proceeded to the 

crew’s changing room, where he discussed the day’s work with his colleagues and 

delegated the tasks.  All crew were wearing their PPE as per Company’s SMS.  This 

included a hard hat, overalls, gloves and glasses
1
. 

 

At about 0805, all six crew members made their way towards cargo hold no. 2 to 

descend via the manhole aft of Bay 19, Row 04, hatch port no. 2 M, above the port 

middle cross section, the two short vertical ladders sections and down to the second 

platform.  Five of the crew members then descended into the cargo hold and made 

                                                 
1
 A photo of the injured crew member, which was provided to the MSIU indicated that he was neither 

wearing gloves, glass nor a safety harness. 
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their way to the tank top.  As the crew members had been working in cargo hold no. 2 

on the previous day, all the chipping and painting equipment had already been on site 

and therefore, it was not necessary to lower or carry any additional tools inside the 

cargo hold. 

 

The bosun stated that he did not enter the cargo hold but remained on the hatch cover 

Bay 18 to place some plywood sheets over the manhole to cargo hold no. 2.  It was 

confirmed by all the crew members inside the cargo hold that the fatally injured crew 

member was the last person to enter the cargo hold.  The bosun (on the main deck) did 

not see him entering the cargo hold manhole. 

 

The crew members had been assigned painting or chipping jobs on the aft areas of the 

lower platforms nos. 6 and 7 of the middle cross section.  From that area, it was 

neither possible for the crew members to see the second platform nor the vertical 

ladder leading to it.  Moreover, they recalled that they had their backs to the stairways 

and the tank top area were the fatally injured crew member eventually landed. 

 

The crew members had just reached their designated work areas and had either started 

or were preparing to start chipping and / or painting on the middle cross section 

platforms, when they heard a loud noise
2
.  Upon hearing the noise, the crew members 

inside the cargo hold stopped their work and turned towards the direction of the noise.  

At this point, they observed their colleague lying on the tank top, approximately in 

way of Bay 18, row 02.  It was immediately evident to them that he had fallen down 

into the cargo hold and ran towards him to assist him. 

 

One of the crew members remained with the injured crew member, checking for vital 

signs while the other four crew members proceeded on deck to inform the bosun and 

get the stretcher from the hospital.  In the meantime, the bosun stated that he was 

standing on the hatch cover at Bay 18, when he also heard a loud noise which sounded 

as if something had hit the cargo hold tank top.  Consequently, he made his way down 

to platform no. 2 to investigate the cause.  On reaching platform no. 2, the bosun saw 

the injured crew member on the deck.  On seeing the bosun, the other crew members 

informed him that the OS had fallen down to the tank top deck.  The bosun then 

                                                 
2
 One crew member described the sound as being similar to an empty paint drum being dropped on 

the tank top. 
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informed the chief mate and the third officer on the bridge, using his VHF radio
3
.  

Soon after, at about 0815, the third mate informed the master of the accident. 

 

The chief mate changed into his working gear and proceeded to the cargo hold to 

provide first aid and assistance to the injured crew member.  Upon reaching the tank 

top, the chief mate immediately realised that the situation was very serious.  The 

injured crew member was unresponsive and had a severe injury to his head.  He 

checked for a pulse on his neck and wrist but did not detect any.  Soon after, the 

second mate arrived inside the cargo hold and was also unable to detect a pulse.  The 

master was updated with the information at about 0820 and informed that the injured 

crew member had passed away.  At this point, the master requested that the crew 

member was not to be shifted, given that shore authorities would be called to visit the 

ship. 

 

The master then informed the vessel’s operators, Port Health, Immigration 

Department, the ship’s agent, the insurers, Police and Port Authorities of the accident.  

He also recorded in the Official Log book that the OS had fallen from a height of 

approximately 12 m from the access ladder of cargo hold no. 2 to the tank top and that 

no vital signs were detected due to the severity of the injuries, which he had sustained. 

 

Eventually, Sydney Trader shifted from its position and anchored within Southeast 

Lamma Anchorage, where local authorities boarded to conduct their investigations 

and eventually landed the fatally injured crew member onto a launch.  During the 

course of the safety investigation, it was noticed that the report compiled by the 

attending police officer indicated that the OS had been wearing a safety helmet, but he 

had not locked the safety buckle under his chin and consequently, the helmet had 

become detached during the fall.  However, one of the ABs informed the MSIU that 

the crew members normally had the chinstrap fitted in place under the chin when 

wearing their safety helmets.  The other AB who attended the injured OS indicated 

that he could not recall the details because he was more concerned about his colleague 

rather than his safety helmet. 

  

                                                 
3
 The MSIU has conflicting evidence because the chief mate stated that he was informed of the 

accident when he was in the messroom at about 0810, whereas the third mate stated that he recalled 

being notified of the accident over the phone, also at about 0810.  Whichever the most accurate 

version of events, the MSIU does not believe that this had a bearing on the accident’s outcome. 
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1.5.1 Cause of death 

The autopsy report submitted to the MSIU revealed that the cause of death was a 

heavy blunt impact to the head, causing skull fracture and fatal brain injury.  It was 

also established that the impact to the head was consistent with a fall from a height.  

Other serious wounds were identified to other areas of the head, facial region and 

upper limbs. 

 

The toxicological examination confirmed that no alcohol, common drugs and poisons 

were present in the system, at the time of death. 
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2 ANALYSIS 

2.1 Purpose 

 

The purpose of a marine safety investigation is to determine the circumstances and 

safety factors of the accident as a basis for making recommendations, to prevent 

further marine casualties or incidents from occurring in the future. 

 

 

2.2 Immediate Cause of the Accident 

 

During the course of the safety investigation, it was confirmed that none of the crew 

members witnessed the OS’ actual fall (and landing) to the cargo hold tank top.  

However, they all recalled that when they entered the cargo hold, the upper port side 

safety wire on platform no. 2 was intact.  After the accident, each crew member stated 

that they had noticed that the safety wire had parted.  The bosun, however, stated that 

he did not notice that this safety wire was broken when he proceeded to platform no. 2 

immediately after the accident.  He also stated that later on, it was the chief mate who 

showed him the broken safety wire. 

 

It appeared that the OS may have leaned on the safety wire, possibly putting his full 

weight on it to look down to the cargo hold tank top, causing the safety wire to fail.  It 

was also deemed possibly that he tripped or lost his footing after descending the 

ladder and grabbed the safety wire to steady himself, causing the safety wire to fail.  

He then lost his balance and fell down into the cargo hold. 

 

Although no crew member saw the OS fall, taking into consideration the extent of the 

injuries sustained by the OS and the broken safety wire on platform no. 2, the MSIU 

believes that the cause of death was the fall from platform no. 2, down to the cargo 

hold tank top. 

 

 

2.3 Failure of the Safety Wire 

 

The safety wires fitted on either side of the platform were intended to serve as a 

physical barrier system, preventing anyone in close proximity of the edge from falling 

into the cargo hold.  The evidence which the MSIU has gathered does suggest that this 

type of barrier system had been installed from the time the ship had been built. 
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From a theoretical perspective, these barriers may be considered as physical fittings, 

keeping the vulnerable component of a socio-technical system (the crew members in 

this case) away from the hazard.  Given that these barrier systems had been fitted for 

years, the MSIU was unable to gain access to any documentation, which would have 

explained what sort of hazard analysis had been carried out back then before the 

safety wires had been fitted.  Neither was there any information as to how or why this 

choice of physical barrier system had been made. 

 

Experience gained by the MSIU in the safety investigation of barrier system failure 

suggests that such documentation is rarely available.  It would seem that there is a 

tendency to accept fittings similar to this, without an actual objective analysis as to 

why this physical barrier system, rather than another, had been selected.  Even more, 

no safety certification existed. 

 

The above raises yet another issue.  Hazard analysis is a fundamental aspect of any 

safety management system – with Section 9 of the International Safety Management 

(ISM) Code specifically referring to analysis to ensure that risks are identified and 

addressed.  However, it did not appear that the potential failure of the safety wire had 

been identified – otherwise it would have been addressed. 

 

However, one has to be realistic and acknowledge that: 

 it is almost impossible for any risk management framework or methodology to 

identify all possible risks on board a complex structure like a ship; and 

 there was no history of similar previous accidents on board any of the 

Company’s vessels and hence, corporate memory was such that these safety 

wires had never failed. 

 

The MSIU, therefore, is not of the opinion that the failure of the safety wire can be 

attributed to a systemic failure of the vessel’s safety management system. 

 

Accidents within socio-technical systems happen in the presence of, inter alia, 

preventive barriers.  It was not excluded that the failure of the safety wire was due to a 

combination of: 

1. a weakened safety wire due to severe corrosion of the strands, possible due to 

the daily exposure to and penetration of natural elements; and 
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2. the actual fall of the OS from an unknown height on the safety wire (or full 

body weight leaning against the safety wire). 

 

The MSIU was unable to determine whether the safety wire would have been able to 

withstand the force generated by a falling person, had it been in a new condition.  

Nonetheless, it is plausible to hypothesis that the corroded safety wire strands would 

have reduced the overall tensile strength of the safety wire. 

 

The fact that the safety wire was sheathed and considering its location inside the cargo 

hold, this made it susceptible not to be inspected and replaced.  Although there were 

traces of rust across the outside circumference of the safety wire sheath, it would have 

been virtually impossible for the crew members to determine the extent of the 

(internal) corrosion damage within the safety wire strands. 

 

It was ironic that the very same sheathing which was fitted to protect the safety wire 

had actually served to conceal a lethal problem, which led to the ultimate failure of 

the safety wire. 

 

 

2.4 Fatigue 

 

Taking into consideration the records of hours of sleep and rest and the fact that none 

of the crew members made any reference to irregular behaviour patterns by the OS, 

which would suggest that fatigue was an influential factor in his actions, the safety 

investigation believes that fatigue was not a contributing factor to this accident. 
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THE FOLLOWING CONCLUSIONS, SAFETY 

ACTIONS AND RECOMMENDATIONS SHALL IN NO 

CASE CREATE A PRESUMPTION OF BLAME OR 

LIABILITY.  NEITHER ARE THEY BINDING NOR 

LISTED IN ANY ORDER OF PRIORITY. 
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3 CONCLUSIONS 

Findings and safety factors are not listed in any order of priority. 

 

3.1 Immediate Safety Factor 

 

.1 The immediate cause of the fall from platform no. 2 was not witnessed by any 

of the crew members inside the cargo hold.  It was evident, however, that the 

fall was not arrested by the safety wire, which parted under the weight of the 

fatally injured crew member. 

 

 

3.2 Latent Conditions and other Safety Factors 

 

.1 It was not excluded that the OS may have either leaned on the safety wire, 

possibly putting his full weight on it to look down to the cargo hold tank top, 

or lost his footing after descending the ladder, grabbing the safety wire to 

steady himself causing it to fail. 

.2 The potential failure of the safety wire had not been identified as part of the 

vessel’s safety management system. 

.3 The failure of the safety wire was due to a combination of a weakened safety 

wire due to severe corrosion of the strands, possible due to the daily exposure 

to and penetration of natural elements. 

.4 The corroded safety wire strands would have reduced the overall tensile 

strength of the safety wire. 

.5 The fact that the safety wire was sheathed and considering its location inside 

the cargo hold, made it susceptible not to be inspected and replaced. 

.6 It would have been virtually impossible for the crew members to determine the 

extent of the (internal) corrosion damage within the safety wire strands. 

.7 The very same sheathing which was fitted to protect the safety wire had 

actually served to conceal a lethal problem, which led to the ultimate failure of 

the safety wire. 
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3.3 Other Findings 

 

.1 It would seem that the safety wire was accepted because it was fitted during 

the ship building, without an actual objective analysis as to why this physical 

barrier system, rather than another, had been selected. 

.2 The failure of the safety wire cannot be attributed to a systemic failure of the 

vessel’s safety management system. 

.3 Fatigue was not a contributing factor to this accident. 
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4 RECOMMENDATIONS 

 

In view of the conclusions reached and taking into consideration the safety actions 

taken during the course of the safety investigation, 

 

Lomar Deutschland GmbH is recommended to: 

19/2017_R1 replace all safety wires, considering that these safety barrier systems 

are an intrinsic part of the on board safety; 

19/2017_R2 apply a definite life-cycle to the safety wires and address this in the 

vessel’s safety management system and the related planned maintenance 

regime to ensure that all safety wires inside the cargo holds are replaced at 

regular intervals. 
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ANNEXES 

 

 

 

Annex A Cargo Hold Entry Permit, Job Hazard Analysis and Risk Assessment 
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