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MARS 200740 
Free-fall lifeboat launch
(View online video)
This report does not arise from an incident but is rather an
advisory to ships’ crews who may have to operate free-fall
lifeboats. These are being fitted on many new ships and are
recommended on bulk carriers by Solas Regulation III/31.1.2
and paragraph 6.1.3 of the Life Saving Appliances (LSA) Code.
Regulations also require that these craft are launched once
every six months, as opposed to every three months for
conventional davit-launched lifeboats. There is no standard
procedure for launching free-fall lifeboats, as design and
fittings vary considerably. However, in order to inform
seafarers on good practice, the following broad guidelines are
given:

Before launching
1. Before the drill, carry out a risk assessment, identify
hazards, take appropriate measures to eliminate or control
them and record the same;

2. Fully brief all crew, including those who are assigned
duties other than lifeboat crew, or are going to be observers,
on the design features and the proper operation of all devices
and controls;

3. Confirm lifeboat and launching/recovery crews fully
understand correct procedures and contingency plans;

4. Obtain permission from harbour authorities, PFSO, as
appropriate;

5. Release securing devices;

6. Disconnect battery charger;

7. Secure ventilation hatch watertight;

8. Switch electrical system to battery power;

9. Check off the crew on the muster list while they board the
craft in the assigned order.

Once crew are in the lifeboat 
1. Secure door watertight;

2. Ensure all crew members are seated with body and head
restraints securely fastened. Confirm this verbally to
coxswain during final headcount check ;

3. Follow manufacturer’s instructions as to when to start
engine and if the gear should be engaged or not at time of
launch; 

4. Ensure rudder is midships; 

5. Coxswain to give verbal warning that launch is about to
take place immediately before operating the release control;

6. Coxswain launches the lifeboat. If the main release device
fails to launch the lifeboat, the assigned crew member
operates the emergency lifeboat release lever. 
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Following on from the April and May issues of
Seaways, which carried features on the safe operation
of lifeboats and man overboard emergencies, this
edition of MARS contains reports on safe procedures
for launching a free-fall lifeboat; some unfortunate
accidents arising from faulty procedures and
inadequate maintenance of conventional lifeboat
hoisting systems. 

There are also cases of defects in deck fittings;
lifting appliances; near misses involving traffic near
deep water routes; improper securing of liferaft; a
grounding incident; a drug smuggler masquerading
as a pilot; and signs of liquefaction in bulk ore cargoes.

Readers are invited to view a video clip
accompanying this report on www.nautinst.org/mars
the MARS website. This shows a typical launch drill 
as recorded from the inside of a free-fall lifeboat.
Please access this video by entering 200740 in the
search box.  

MARS 200741 
Lifeboat fatality – 
safety cut-outs by-passed
Compiled from 13th session of the IMO Sub-committee on
Flag-State implementation.

During a lifeboat drill in port, the crew of a container ship had
some problems hoisting the lifeboat using the davit winch
motor controls on the boat deck. The drill was abandoned but
as there was a substantial distance between the suspended
lifeboat and the nearest ship’s deck, it was thought to be too
risky to disembark the crew from this position. After manually
hoisting the lifeboat using the winch handle for some time and
making several unsuccessful attempts to rectify the fault in
the control circuit, the decision was made to run the winch
motor by manually operating the contactors from the remote
starter panel. 

The electrician, who was to operate the contactors, was in
radio contact with the mate on deck. The lifeboat was being
raised using this method and just before it reached the head of
the davit the mate ordered the electrician to stop. However,
for reasons unknown, the winch motor continued to hoist and
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the fall wires parted after the davit cradles reached their
stops. The lifeboat fell to the boat deck initially, but the impact
of the falling davit cables on the inboard side tipped the
lifeboat overside to fall approximately 16 metres to the water.
Of the seven crew aboard the lifeboat, one was killed and
three others were seriously injured. 

Root cause/contributory factors
1. Inadequate understanding and/or improper operation of
the lifeboat winch motor control system;

2. The hoisting crew did not operate the local emergency
stop button when the lifeboat reached the davit head, which
would have stopped the winch motor;

3. The operation of the winch motor by manually operating
the motor contactor by-passed the motor’s safety cut-outs;

4. The crew should have been disembarked from the lifeboat
by means of the embarkation ladder when the local winch
controls were found to be unreliable.

Lessons learnt
1. Before hoisting a lifeboat, with the craft suspended at a
safe minimum height above the water, it must be doubly
confirmed that the hooks have been properly reset, and that all
controls, emergency stops and limit switches are functional. 

2. A lifeboat should never be hoisted by operating the winch
motor from a remote electrical panel as this may by-pass the
safety cut-outs, can result in loss of control due to
communication difficulties and also pose an electrocution
hazard for the operator.

MARS 200742 
Poorly maintained on-load 
release hooks
Compiled from 13th session of the IMO Sub-committee on
Flag-State Implementation.

A ship had undergone a port state control inspection and a
number of deficiencies were noted; in particular, that the on-
load release hooks on the starboard lifeboat were seized. The
next day the starboard lifeboat was lowered to the water so
two seamen could free up and grease the hooks. When they
had completed their work, the lifeboat was hoisted back to the
embarkation deck and the mate boarded the lifeboat to
inspect the work. Some seconds later, the forward hook
opened spontaneously and the lifeboat was left hanging
vertically from the after fall. The two seamen and the mate fell
into the water. The two seamen, who were wearing lifejackets,
managed to bring the mate to the surface and were picked up
a short time later by a pilot launch. Both the seamen
sustained minor injuries but the mate was hospitalized with
more serious injuries.

Root cause/contributory factors
1. The on-load release mechanism was poorly maintained
and in an unsafe condition;

2. The safety pin securing the release lever was missing;

3. It is possible that the forward hook was either not fully
reset or that the crew in the lifeboat accidentally tripped the
release lever;

4. The crew did not have sufficient training or instructions to

maintain the system safely;

5. The on-load release manufacturer’s operating and
maintenance instructions were not in the working language of
the crew;

6. The ship had no system in place to ensure that the repair
and testing of the on-load release system was carried out
safely and effectively.

■ Editor’s general note

Launching and recovering lifeboats ‘unmanned’ involves
crew members descending and ascending a considerable
height on the embarkation ladder, which may expose them
to other risks.

Regardless of the methods used, the deck hoisting party
must in all cases operate the winch controls safely and the
lifeboat crew must take all possible precautions for
personal safety and disembark from the lifeboat on to the
deck of the ship at the earliest opportunity, before the
lifeboat is hoisted the remainder of the way into its
stowage position and then secured. 

With so many deaths and injuries having occurred
recently that have been directly attributable to improper
operation and maintenance of lifeboat launching and
recovery systems, it is imperative that senior personnel on
board ensure that lifeboats and fittings are well maintained
and that training and drills are planned and executed with
the greatest care and diligence, preferably under calm sea
conditions.

MARS 200743 
Inadvertent lifeboat hook release 
Compiled from 13th session of the IMO Sub-committee on
Flag-State Implementation.

During a lifeboat drill, the crew had difficulty resetting the
lifeboat’s on-load release hooks. The forward hook opened
spontaneously when the lifeboat had been hoisted just clear of
the water. The forward end of the lifeboat fell to the water but
it was undamaged and there were no injuries to the crew. The
lifeboat was eventually recovered after it had been lowered
back to the water and the hooks correctly reset. 

Root cause/contributory factors
1. Inadequate understanding and/or improper operation of
the lifeboat hook on-load release system and resetting
procedure;

2. The forward hook had not been correctly reset;

3. The design of the on-load release system allowed the
operating handles to be moved to the reset position and locked
when the hook locking mechanisms were not fully engaged;

4. The crew could not clearly observe when the hook locking
mechanisms were fully and correctly reset;

5. There had been similar incidents in the past which had
neither been properly investigated nor followed up with
effective corrective actions.

■ Editor’s note

Failure to take appropriate corrective action and recurrence
of the same unsafe incident may well put the ISM Code
certificates, the ship’s Safety Management Certificate



Seaways July 2007 19

(SMC) and the company’s Document of Compliance (DOC)
in jeopardy.

Lessons learnt (for 200741, 42 and 43)
1. Operations involving the maintenance and operation of
lifeboat on-load release systems are inherently risky. Every
ship should have safe procedures and detailed instructions,
easily understood by the crew, for the maintenance and
operation of these systems.

2. At every opportunity, the crew must be thoroughly drilled
in the proper procedures for operating of equipment and
controls, and for training purposes on deck, laminated
photographs or drawings will prove very useful.

3. During operations, crew members must be encouraged to
monitor the actions of each other so that an error chain can be
spotted and promptly broken.

MARS 200744 
Wasted hatch coaming platform

MARS 200746 
Near misses on deep water route
It is regularly observed by our shore radar that small and
medium sized vessels with drafts of less than seven metres
continue, wrongly, to use the deep-water (DW) route that is
established along the outer sea approaches to the port. This
route is exclusively meant for very large vessels drawing up to
17.8 metres and is clearly marked on all relevant large-scale
navigational charts. Further, we recently observed a near
collision on our radar due to failure to observe Colregs on the
part of a small vessel ‘A’ (blue below) that was navigating on
an easterly heading in the DW route. Vessel ‘B’ (brown) was on
her starboard side, steering a northerly course and there was
risk of collision with ‘A’. However, ‘A’ did not take any action
despite clearly being the give-way vessel, perhaps due to the
mistaken notion that as she was following a DW route, she had
right of way. When ‘B’ took unilateral evasive action by going
full round to starboard, we measured a CPA of 0.2 nm, which
could have been less due to radar limitations and the long
range. 

We also see with alarming regularity, that northbound
coastal  vessels (yellow) crossing the DW route take no action
to avoid impeding deep-draft vessels (red) that can navigate
only within the DW channel. These cannot reduce their speed
below a certain minimum when inbound due to tight limits of
their tidal window. 

▲ Expanded steel mesh gratings are prone to corrosion, wasting, sagging
and shearing. Instead, gratings fabricated from flat bar and rod sections are
preferable.

MARS 200745 
Cracked crane hook block
Work was being performed on the overhaul of one of the main
engine units. During the operation, a crack was noted in the
crane hook block. It was not possible to determine the cause or
when the damage had occurred. If the crack had propagated
across the body, the block would have come apart and the
loaded hook would have fallen out with serious consequences.

▲ Dye penetrant check reveals extent of near-invisible crack.

■ Editor’s note

1. A survey published by The Nautical Institute in July 2003
revealed an alarming tendency among ships’ officers to
believe, mistakenly, that when following a traffic lane or
even a deep water route, they would expect a crossing
vessel on their starboard side to give way. Masters and
trainers have to ensure this misunderstanding is eliminated. 

2. Colregs Rule 18 (d) (i) states: ‘Any vessel other than a
vessel not under command or a vessel restricted in her
ability to manoeuvre shall, if the circumstances of the case
admit, avoid impeding the safe passage of a vessel
constrained by her draft, exhibiting the signals in Rule 28.’

3. In MARS 200732, a vessel was reportedly fined by the
coastguard for exceeding the size limit for the use of an
inshore traffic lane in the North Sea. It can be expected that
ships violating DW routes may also be similarly penalised,
and the navigating officer may face further interrogation by
the PSC, the flag state authorities and the government that
issued his or her certificate of competency/licence.

Deep water
route
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security of restricted areas and the importance of escorting
visitors when they move about the vessel;

5.  Checks by the company security officer of the vessel's
security paperwork should be undertaken regularly to ensure
that the required procedures are being carried out onboard.

MARS 200748 
Incorrectly stowed liferaft
Recently, while acting as a warranty surveyor, I observed an
incorrectly secured liferaft. It was located on the main deck aft
about three metres above the waterline, and I believe it is
secured this way to prevent heavy weather from releasing it. I
could easily identify a more appropriate location in the vicinity. 

MARS: For company safety managers – give and take
You give:

SMS reports on accidents, near misses, safety issues

You take:
1. The satisfaction of contributing towards safety.

2. Recognition and a letter of appreciation.
3. Evidence for your next ISM audit.

Seafarers can make a difference
Can you save a life, prevent injury, or contribute to a more effective shipping community?

Everyone makes mistakes or has near misses but by contributing reports about these events
to MARS, you can help others learn from your experiences. Reports concerning navigation,

cargo, engineering, ISM management, mooring, leadership, ship design, training or any other
aspect of operations are always welcome.

MARS is strictly confidential and can help so many – please contribute.
Editor: Captain Shridhar Nivas MNI

Email: mars@nautinst.org or MARS, c/o The Nautical Institute, 202 Lambeth Road, London SE1 7LQ
The Council of The Nautical Institute gratefully acknowledge the sponsorship provided by:

North of England P&I Club, The Swedish Club, UK P&I Club, 
Det Norske Veritas, The Marine Society and Sea Cadets, Britannia P&I Club, 

Lloyd’s Register-Fairplay, Safety at Sea International, Sail Training International

MARS 200747 
Drug smuggler as pilot
Source: North of England P&I Club newsletter Signals,
April 2007.

Arriving off a south American port, a vessel embarked
someone they supposed to be a sea pilot. He boarded from a
launch marked ’Pilot’, his identification was checked by the
crew and he was signed in and escorted to the bridge. There
he confidently introduced himself as the sea pilot and said the
berthing pilot would be arriving shortly. When the real pilot
came onboard, the ‘sea pilot’ conversed with him in Spanish,
and the bridge team overheard him quietly introducing himself
as the owners' superintendent, after which he retreated to the
far side of the bridge. At some time, perhaps during the busy
berthing procedure, the bogus pilot hid the contents of one of
his backpacks in a cabin near the bridge door. This turned out
to be envelopes containing cocaine. Fortunately, he was
stopped when leaving the terminal area, the police were called
to the vessel and the drugs were found by police dogs.

Lessons learnt
1. Carry out a risk assessment of the possible security
hazards before arrival at each port, especially those that are
known for drug smuggling, piracy and other security threats;

2. Constantly review ship security plans and procedures;

3. Best practice should involve obtaining the names of
anyone coming onboard from the agent and checking their
identity – although in some ports this may be difficult to
implement;

4. The provisions in the ship security plan for searching
persons and bags should be monitored, as should the physical

▲ This liferaft would never float free after sinking. Launched manually, it
would need time-consuming unravelling of the covers or the cutting of the
webbing straps


