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Extract from
The Merchant Shipping
(Accident Reporting and Investigation)
Regulations 1999

The fundamental purpose of investigating an accident under these Regulations is to
determine its circumstances and the cause with the aim of improving the safety of life
at sea and the avoidance of accidents in the future. It is not the purpose to apportion
liability, nor, except so far as is necessary to achieve the fundamental purpose, to
apportion blame.
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GLOSSARY OF ABBREVIATIONS AND ACRONYMS
IACS

-

International Association of Classification Societies Ltd

ISM Code

-

International Safety Management Code

MCA

-

Maritime and Coastguard Agency

SOLAS

-

Convention for the Safety of Life at Sea

SYNOPSIS
The Turkish registered, ISM accredited bulk carrier Gulser
Ana entered Stormont Wharf, Belfast on 16 October 2001. On
arrival, she underwent a Port State Control inspection by MCA
surveyors. Thirty-seven deficiencies were found and the
vessel was detained.
On the morning of 17 October 2001, two seamen were tasked
with freeing up and greasing the releasing hooks on the
starboard lifeboat while it was in the water. These had been
found seized the day before, during the inspection.
Both seamen wore lifejackets and hard hats. They freed and
greased the forward hook, but found the aft hook operating
rod sheared. Therefore, after the latter had been freed up and greased, the seamen
used lashing to secure the hook in the closed position, ready to hoist.
The chief engineer and chief officer were then called to inspect the operation of the
hooks. The bosun raised the lifeboat to the embarkation level with the seamen aboard.
The boat was left suspended by the falls. The chief officer joined the seamen on the
boat to inspect the work. He was wearing working gear and a hard hat, but no
lifejacket.
Shortly after he boarded, the forward hook released suddenly and without warning.
The forward end of the boat dropped, leaving it suspended vertically from the aft fall.
The two seamen and the chief officer were thrown into the water.
The two seamen were able to pull the unconscious chief officer to the surface and
keep him afloat until all three were picked up by the pilot launch. The launch delivered
them to the dock police and an ambulance ashore.
The release mechanism was poorly maintained, the locking pin was missing and the
crew had little information or understanding of its operation.
Recommendations are made to the operating company to ensure that all safety and
maintenance manuals are accurate and in the working language of the crew. It is also
recommended that a system of formal risk assessments be introduced aboard its
vessels, along with training where necessary.
The recognised organisation, Bureau Veritas, auditing the ISM system on behalf of the
administration, is recommended to follow the ISM Code and IACS Recommendation
71 regarding the development of shipboard technical manuals.
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SECTION 1 - FACTUAL INFORMATION
1.1

PARTICULARS OF GULSER ANA AND ACCIDENT

Vessel details
Registered owner

:

TNR Denizcilik

Manager(s)

:

Mardeniz Denizcilik

Port of registry

:

Istanbul

Flag

:

Turkey

Type

:

Bulk carrier

Built

:

Kurushima Dockyard Co Ltd, Onishi 1985

Classification society

:

NK

Construction

:

Steel

Length overall

:

188.5m

Gross tonnage

:

23602

Engine power and/or
type

:

Sulzer 6RTA58-R4 8160 PS 98RPM

Other relevant info

:

Single screw

Time and date

:

0920 on 17 October 2001

Location of accident

:

Alongside Stormont Wharf, Belfast

Persons on board

:

24

Injuries

:

4

Damage

:

Starboard lifeboat damaged

Accident details
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1.2

BACKGROUND
The crew of Gulser Ana were Turkish and their working language was Turkish.
The master and chief officer spoke English to a conversational level.
On 29 November 2000, Bureau Veritas issued the Safety Management
Certificate to the vessel.
Gulser Ana sailed from Richards Bay, South Africa, on 21 September 2001 for
Belfast, with a cargo of coal.
On arrival at Stormont Wharf, Belfast on 16 October, the MCA carried out a Port
State Control inspection. As a result of this inspection, it detained Gulser Ana on
a number of grounds, including the starboard lifeboat not being operationally
ready.
The accident to the starboard lifeboat occurred the following day while ships’
staff were working on it.

1.3

SEQUENCE OF EVENTS
At 0800 on 17 October 2001, Gulser Ana’s bosun instructed two seamen to free
up and grease the releasing hooks on her starboard lifeboat. These had been
found seized the day before during the Port State Control inspection.
Standing by and operating the lifeboat winch, the bosun lowered the lifeboat into
the water with two seamen on board. Both seamen were wearing lifejackets and
hard hats. They freed and greased the forward hook, but found the aft hook
operating rod sheared. Therefore, after the latter had been freed up and
greased, the seamen used lashing to secure the hook in the closed position,
ready to hoist.
At about 0910, the bosun called the chief engineer and chief officer to inspect
the operation of the hooks. The two seamen then attached the fall lifting blocks
to the lifeboat hooks, and the bosun raised the lifeboat to the embarkation level.
During the ascent, the seamen sat down and held on to safety lines.
At the embarkation level, the boat was left suspended by the falls and, at about
0920, the chief officer boarded it to inspect the work. He was wearing working
gear and a hard hat, but no lifejacket.
About 30 seconds to 1 minute after he boarded the boat, the forward hook
released itself suddenly and without warning. The forward end of the boat
dropped, leaving it suspended vertically from the aft fall (Figure 1). The two
seamen and the chief officer were thrown into the water.
The two seamen were able to pull the chief officer to the surface and keep him
afloat. About 5 minutes later, all three were picked up by the pilot launch
(Figure 2), then met ashore by the dock police and an ambulance.
3

Figure 1

Gulser Ana’s lifeboat suspended vertically from the aft fall
Figure 2

The pilot launch rescuing the three crew members
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A seaman who witnessed the accident from the main deck, collapsed with a
suspected heart attack and was taken to hospital by ambulance.
The two seamen who had been thrown into the water were released later that
day, having suffered bruising to their legs. The seaman who collapsed on board
was also released that day, apparently having suffered an anxiety attack.
The chief officer was kept in hospital, suffering from a broken vertebra,
lacerations above the left ear, and severe bruising to the left eye.
1.4

THE HOOK RELEASE MECHANISM
The hook release mechanism fitted to the lifeboats aboard Gulser Ana was
manufactured by the Shigi Shipbuilding Co. of Japan and described as a “SZ3
Type Lifeboat Disengaging Gears”. It is an on-load release mechanism with no
interlocks to prevent inadvertent release when the lifeboat is out of the water.
The appropriate section of the manufacturer’s manual is included in Annex 1.
The hooks are released simultaneously by a single lever located midship on the
lifeboat. Referring to Figure 3, normal operation is as follows:
1. Once the lifeboat is afloat, the safety pin is removed and the releasing lever
is raised by about 30° from horizontal (Figure 4).
2. Through a series of operating rods (Figure 5), this rotates cam C which
allows the hook element B to rotate given weight on hook A (Figures 6
and 7).
3. Hook A is released and rotates about its pivot P, allowing the lower block to
swing free.
The above refers to both the forward and aft hooks. The length of the rods in the
mechanism has a small degree of adjustment, allowing the mechanism to be
adjusted so as to ensure that both forward and aft hooks operate
simultaneously. Figure 8 shows the adjusting arrangement of the aft hook.
Three people are needed to reset the hooks to the closed position, ready to
hoist. The two hooks have to be reset at the same time. Again, referring to
Figure 3:
1. Each hook, A, has to be rotated by hand to engage it with hook element B.
2. The third person now puts the releasing lever down into the horizontal
position so that the hook assembly is secured by cam C (at D).
3. The safety pin is now put in place to secure the releasing lever (Figure 9),
and the fall rings can be put on to the hooks.

5

Mechanism in the closed position
6

The hook release mechanism

Mechanism in the release position

The hooks are fitted with lugs, as shown in Figure 10, which can be used to
attach hanging off pennants. These were used to recover the boat after the
accident, as shown in Figure 11. They were not used while the hooks were
freed off and greased.
Figure 3

Figure 4

The releasing lever raised 30° from its horizontal position
Figure 5

Operating rods
and linkages
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Figure 6

Figure 7
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Figure 8

Adjusting
arrangement

The adjusting arrangement of the aft hook
Figure 9

Safety pin in place to secure the releasing lever
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Figure 10

Lug for
hanging off
pennant

Hook fitted with a lug
Figure 11

The lifeboat after recovery
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1.5

THE CONDITION OF THE HOOK RELEASE MECHANISM AT THE TIME OF
THE ACCIDENT
The inspector found three defects in the hook release mechanism which
probably existed before the accident. These were:
1. The safety pin was missing from the releasing lever, as shown in Figure 12
taken on the day of the accident by an MCA surveyor.
2. The operating rod to the aft hook cam C was sheared, and cam C had been
lashed in the secure position. However, the loose end of this operating rod
was not secured in any way.
3. There was free play in the mechanism and bearings because of wear of the
rod bearings. The bearings are shown in Figure 3.

1.6

INSTRUCTIONS AND MANUALS AVAILABLE ON BOARD
SOLAS Chapter III, regulation 36, requires that instructions for maintenance and
repair of onboard lifesaving appliances shall be available and easily understood.
The vessel’s own instructions were written in English and gave basic instructions
on how to lower and hoist a lifeboat. These instructions contained no information
on how to reset the hook release mechanism before hoisting the lifeboat. The
relevant section is shown in Annex 2.
The manufacturer’s manual for the releasing gear was available on board, but
was written in very poor English. The relevant section is shown in Annex 1.
The posted “Operating Instruction for Lifeboat” (Figure 13) had been translated
into Turkish, and this text placed on “Dymo” strips. The instructions describe the
basic steps to be taken when launching the boat.

1.7

CERTIFICATION OF VESSEL
At the time of the accident, all the international safety certification was in date
and valid.
In particular, the safety equipment, including lifeboats, was surveyed by Nippon
Kaiji Kyokai on 29 May 2000 in Bangkok. The Cargo Ship Safety Equipment
Certificate was valid until 28 May 2002.
Bureau Veritas, acting as the recognised organisation on behalf of the Turkish
administration, issued the vessel with the International Safety Management
Code’s Safety Management Certificate on 29 November 2000.
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Figure 12

Releasing lever with safety pin missing
Figure 13

Operating instruction for lifeboat
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1.8

PORT STATE CONTROL INSPECTION
During the Port State Control inspection carried out on 16 October 2001 at
Belfast, MCA inspectors found 37 deficiencies. These included the starboard
lifeboat not being operationally ready, incorrect stowage of liferafts, seized
isolating valves in the fire main, missing fire hoses on deck and deficiencies with
the ISM compliant safety management system.
A copy of the Report of Inspection can be found in Annex 3.
This inspection resulted in the MCA detaining Gulser Ana for non-compliance
with three statutory requirements, MS (Life-Saving Appliances) Regulations
1999, MS (Fire Protection: Large Ships) Regulations 1998 and MS (International
Safety Management (ISM) Code) Regulations 1998.
A copy of the Notice of Detention can also be found in Annex 3.
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SECTION 2 - ANALYSIS
2.1

AIM
The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to
prevent similar accidents in the future.

2.2

CAUSE OF THE FORWARD HOOK DISENGAGING
The accident occurred when the forward hook inadvertently disengaged from the
fall block lifting ring. The reason for the release has not been established with
certainty.
Port State Control and post-accident inspections confirmed that the release
mechanism was badly maintained and in an unsafe condition. The aft hook was
disconnected from the release mechanism and lashed in the closed position.
With the lifeboat suspended on its hooks, operation of the midships located
release lever would cause only the forward hook to disengage. The lifeboat
would fall down and swing on the aft hook, as occurred in the accident.
Post-accident inspection found that the release lever’s locking pin had not been
in place to lock it in the closed position. The locking pin is designed to prevent
inadvertent movement of the lever or releasing mechanism, and, hence,
premature release of the hooks.
It is possible that someone operated the release lever. Alternatively, with the pin
removed, one of the numerous crank levers and rods in the release mechanism,
or the forward hook operating cam, could have been moved. These are fully
exposed in the lifeboat and could have been displaced unintentionally, as the
seamen moved around the lifeboat.
There was free-play in the rod bearings to such an extent that this could have
allowed the forward hook to appear reset when in fact it was not. This, and
possible wear at the interface D (Figure 3) between the operating cam and the
hook element B, would contribute to the diminished locking capability of the
release mechanism.

2.3

CREW UNDERSTANDING OF THE RELEASE MECHANISM
The seamen working in the lifeboat did not recognise the dangerous and lifethreatening condition of the lifeboat hook release mechanism. Had they realised
the danger, they would have questioned the wisdom of staying in the lifeboat as
it was hauled back to the embarkation deck.
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The following evidence, found on board, indicated that the vessel’s operator had
shied away from its responsibilities to ensure that Gulser Ana’s crew maintained
and operated the lifeboat hook release mechanism safely:
•

Nobody on board had been trained in its use.

•

The manufacturer’s manual was written in poor English, which was difficult
even for a native speaker of English to understand.

•

None of the manuals were written in the working language of the crew.

•

There were no written procedures or plans to ensure that repairs were
undertaken safely.

•

No formal risk assessment had been carried out on the work to be done, and
there was no procedure in place to require such an assessment to be
completed.

The manufacturer’s manual was the only available source of information
regarding the operation and maintenance of the hook release mechanism. It
describes the operation of the mechanism, albeit in poor English, but not the
maintenance of it, other than to state that the operating parts of the hooks
should be greased properly.
Much of that described in the manual was unclear or misleading. For example,
it read “but the releasing handling does not operate other than after the boat
was waterborne”. On the contrary, this handle did operate the release
mechanism with the lifeboat out of the water.
Records on board suggested that regular lifeboat drills had taken place. During
these drills, the opportunity was lost to ensure that those responsible for
launching the lifeboats became familiar with the operation of the release
mechanism.
The defects with the lifeboat that led to the accident were uncovered by MCA’s
Port State Control inspection. Once the defects were known, it was the
responsibility of the vessel’s operator to ensure that any repairs were
undertaken effectively and safely.
With the lifeboat in the water, and the defects to the release mechanism known,
the only safe option was to land the lifeboat ashore for repairs and testing by
competent persons. Such facilities were available in Belfast.
In any event, before hauling the lifeboat back on board, after repair or
maintenance, the release mechanism must first be tested to ensure that it is
working correctly.
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2.4

THE INTERNATIONAL SAFETY MANAGEMENT CODE
Bureau Veritas, acting as a recognised organisation on behalf of the flag
administration, issued the Safety Management Certificate required by the ISM
Code.
The objectives of the Code are clear. The first objectives state:
Section 1.2.1
“The objectives of the Code are to ensure safety at sea, prevention of
human injury or loss of life, and avoidance of damage to the
environment, in particular, to the marine environment, and to property.”
Section 1.2.2
“Safety management objectives of the Company should, inter alia:
.1

provide for safe practices in the ship operation and a safe working
environment;

.2

establish safeguards against all identified risks; and

.3

continuously improve safety management skills of personnel
ashore and aboard ships, including preparation for emergencies
related both to safety and environmental protection.”

The management of the vessel did not achieve these objectives. For example,
no provisions were in place to ensure a safe working environment, or to identify
risks and establish safeguards against them.
Section 6.6 of the Code states: “The Company should establish procedures by
which the ship’s personnel receive relevant information on the SMS in a working
language or languages understood by them.”
Bureau Veritas, as a recognised organisation, audited the vessel’s safety
management system before issuing the Safety Management Certificate. This
audit was performed using sampling techniques to scrutinise parts of the SMS
documentation. This is the normal method of auditing, and is used because it
would be impractical to assess every part of the SMS at each audit. Because of
this method, some defective documents may not be uncovered.
In this case, the society did not realise that the entire SOLAS training manual,
as required by SOLAS chapter 3 regulation 35, was not written in the working
language of the crew. Considering the importance of the document, it is the
MAIB’s view that this was a failure of the audit.
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There were no maintenance or repair instructions on board, regarding the
lifeboat release mechanism, in the working language of the crew.
The importance of technical manuals relating to the repair, maintenance and
operation of equipment on board, has been recognised by the International
Association of Classification Societies, of which Bureau Veritas is a member. It
has published Recommendation 71 “Guide for Development of Shipboard
Technical Manuals” to ensure that manuals on board are suitable, contain
sufficient information, and are in the working language of the crew. It is intended
to assist designers and writers in producing user-friendly manuals.
Application of this guide is not mandatory, but it does provide a benchmark
standard acceptable to the IACS membership. ISM Code section 1.2.3.2 advises
that guidelines and standards recommended by classification societies,
administrations and other organisations should be taken into account. Given that
Bureau Veritas accepts the standard provided by the IACS guide, it has a
responsibility to ensure that manuals accepted by the society meet this
standard.
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SECTION 3 - CONCLUSIONS
3.1

CONTRIBUTING FACTORS
The aft hook was lashed in the closed position, so that operation of the on-load
release hook would have released only the forward hook.
The release mechanism was not fitted with an interlock to prevent inadvertent
operation of the release mechanism when on load, that is, out of the water.
The cause of the inadvertent release of the forward hook from the fall block
lifting ring has not been established with certainty, but the following factors
probably contributed to this release:

3.2
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1.

The release mechanism was poorly maintained and in an unsafe
condition. [2.2]

2.

The safety pin designed to secure the release lever was not fitted to the
lever. Consequently, the lever might have been operated unintentionally,
thus releasing the forward hook. [2.2]

3.

There was free play in the mechanism because of wear of the rod
bearings; this could have allowed the forward hook to appear reset when
it was not. [2.2]

4.

The seamen in the lifeboat might have released the mechanism by
disturbing one of its exposed cranks, levers, or the loose end of the
sheared aft hook operating rod. [2.2]

OTHER FINDINGS
1.

None of the crew had received any training specific to the maintenance
of the lifeboat hook release mechanism. [2.3]

2.

The manufacturer’s maintenance manual does not describe how to
maintain the release mechanism, other than to state that moving parts
should be greased. [2.3]

3.

The maintenance instructions for the release mechanism were not written
in the working language of the crew and were of little value to them. [2.3]

4.

No written procedures were made, or formal risk assessments carried
out, to ensure that the repairs and testing of the hooks were carried out
safely and effectively. [2.3]

5.

The repair to the release mechanism was not carried out safely or
effectively. [2.3]

6.

The managers of the vessel did not achieve the objective of the safety
management system of ensuring that the lifeboat hook release
mechanism was operated safely. [2.4]

7.

Bureau Veritas, the recognised organisation authorised to audit and
confirm the compliance of the vessel’s safety management system, did
not ensure that the instructions for the onboard maintenance of the
lifeboat hook release mechanism were appropriate, comprehensive and
easily understood by the crew. [2.4]
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SECTION 4 - RECOMMENDATIONS
Mardeniz Denizcilik, the owner of Gulser Ana is recommended to:
1.

Ensure, through appropriate procedures in its company safety management
system, that all the essential documentation on board is in the working language
of the crew.

2.

Introduce a formal risk assessment procedure on board all vessels it operates,
through the inclusion of such procedures in the company and vessel safety
management system.

3.

Introduce procedures, through inclusion in the company and vessel safety
management systems, ensuring that individuals working on any job have
sufficient knowledge, experience, and training to complete the work safely.

4.

Follow the guidance in IACS Recommendation 71 “Guide for Development of
Shipboard Technical Manuals”.

Bureau Veritas is recommended to:
5.

Ensure that companies whose safety management systems are audited by
Bureau Veritas follow the ISM Code and also IACS recommendation 71 “Guide
for the Development of Shipboard Technical Manuals”.

Marine Accident Investigation Branch
December 2002
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ANNEX 1

Lifeboat manufacturer’s release instructions

ANNEX 2

Vessel’s lifeboat operating instructions

ANNEX 3

MCA Report of Inspection and Notice of Detention

