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1. SYNOPSIS.

1.1 Mr. Isaac Ackon aged 37 years was a Ghanaian national employed on board the
Irish registered ship "Dunkerque Express" as a Category 1 sailor.

During cargo operations in the Port of Felixstowe, England Mr. Ackon was
trapped between the ends of two twenty foot cargo containers (TEU's). The
accident occurred at the final stages of loading.

Mr. Ackon died as a result of this accident. Time of occurrence was at 12.25
hours (BST) on Wednesday 26 August 1998.

The Ipswich Hospital Consultant Pathologist determined that the cause of death
was asphyxia.
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2. FACTUAL INFORMATION 

2.1 Description of the "DUNKERQUE EXPRESS".

Name: "Dunkerque Express";
Official No. 402583;
Port of Registry Arklow;
Gross Tonnage 1839;
Net Tonnage 946;
Engine Power 1300 Kw;
Length OA 78.5 metres;
Breadth 12.6 metres;

Trading Area Near Continental ports of Dunkerque, 
Antwerp, Felixstowe, Rotterdam and Le Harve;

Type of Trade General Cargo that is adapted to operate as a 
"feeder ship" to carry up to 126 TEU's

Built 1985;

Managing Owner Coastal Shipping PLC North Quay, Arklow,
Co. Wicklow,
Ireland

Classification Society GL (Germanischer Lloyd)

2.2 Crew on Board-

2.2.1 Position Name Date Joined

Master: Captain Alan Thorburn Jamieson 6 June 1998
Mate RE Larkin 12 Aug. 1998
2nd Mate M.B Baig 21 Feb. 1998
Chief Eng. EX Steele 7 Aug. 1998
Cadet (Eng.) A. Stackpoole 12 May 1998
Cat. 1 Seaman I. Ackon (deceased) 1 Mar. 1998
Cat. 1 Seaman A.R Langdale 21 Aug. 1998
Cat. 2 Seaman Cadet M.J.Moran 23 Mar. 1998

2.2.2 Manning on board was in excess of the Safe Manning Certificate issued
by the DM&NR, Marine Survey Office on 21 December 1990.

2.2.3 A post accident meeting with company verified that the Company had
considered the vessels' operation as a feeder ship and placed on board
an additional watch-keeping mate to allow a watch system to operate
between the Mate and 2nd Mate.
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2.2.4 Following discussions with the Master and crew it was concluded that
the crew working on deck on the day of the fatality were well
experienced with the ships' operation and adequately rested.

2.2.5 Mr. Isaac Ackon was a Ghanaian national born 24 January 1961 in
Takoradi. He held a Seaman's Record Book issued 22 July 1988.

2.2.6 Mr. Ackons' qualifications and training were as follows:-

•    AB Certificate No. 0494 issued Tema, Ghana Dec. 1996.
•    Survival at Sea (SUR/96/245)
•    Fire Fighting & Fire Prevention (FF/96/245)
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3. EVENTS PRIOR TO THE INCIDENT

3.1 Vessels arrival at Felixstowe

At 22.10 hours (CET) on 'Tuesday 25 August 1998 "Dunkerque Express" sailed from
Antwerp in Belgium for Felixstowe in Suffolk, on the east coast of England. The
vessel berthed port side alongside south end Dooly Terminal at 10.00 hours (BST)
on Wednesday 26 August. 

7

EVENTS PRIOR



4. THE INCIDENT

4.1 ARRANGEMENTS OF CARGO OPERATIONS

4.1.1 Cargo work commenced at 11.05 hours (BST) on the morning of arrival. The vessel
was scheduled to restow containers and then load ten TEU's and six 40 ft
containers.

4.1.2 "Dunkerque Express" was operating as a "feeder ship". A feeder ship usually
carries less than 160 to 200 TEU's and depending on the custom of the port and
the charter party the crew are responsible for releasing/securing the cargo and
therefore termed crew lashed ship, as opposed to stevedore lashed.

4.1.3 The Felixstowe Dock & Railway Company was responsible for loading/discharging
by gantry crane and positioning the containers on board. The ship was responsible
for fitting securing devices such as twistlocks, single stack cones which slide into
the permanent hatch shoe fitting and then locked in position by means of locking
bars.

4.1.4 The positioning of containers had been issued on a plan from the Port of Dunkirk
a week previously. Refer to Appendix 8.3

4.1.5 In order to suit the exigency of the service from port to port the Mate would
amend the plan and advise the stevedores accordingly.

4.1.6 As two containers had not been loaded at the previous port of Antwerp the Mate
made some adjustments to suit operational and stability requirements of the
vessel while at Felixstowe. This would not be regarded as unusual.

4.2 WORKING ARRANGEMENT AT DOOLY TERMINAL

4.2.1 The Mate has overall supervision of the crew during cargo and co-ordinating with
the stevedores as required. The two AB's and a Cadet were assisting with cargo
operations. The 2nd Mate was also assisting as required.

4.2.2 The Mate gave the stowage plan to FDRC with a copy to the deceased, Mr. Isaac
Ackon who was the senior AB.

4.2.3 FDRC Shift Foreman, Mr. A.J. Hastings in a statement to Suffolk Police said that
at the period surrounding the fatality the only job on the quayside (Dooly
Terminal) that he was responsible for was the "Dunkerque Express" and a group of
10 dockers (FDRC employees). Portable voice receiving and transmitting radios
tuned to channel 15 were held by Mr. Hastings and the Chargehand Berth
Operator (and Crane Signaller). The Crane Driver, the Transcontainer operator,
and the Tugmasters had fitted radio sets in the cabs also tuned to Channel 15.
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4.2.4 So far as can be determined from FDRC statements to SP at the time of the
accident the FDRC employees that were working on board or close by and
immediately associated with the "Dunkerque Express" were Mr. A. La-Mont who
was the Crane Driver; Mr. D. Emsden, who was the Chargehand Berth Operator
(and Crane Signaller), and Mr. T. D. Cotterell, Berth Operator (labourer) who
assisted Mr. Emsden.

Note: There are conflicting statements as to whether the FDRC Chargehand Berth
Operator (and Crane Signaller) was on board "Dunkerque Express" at the time of
the accident. Refer to Section 5 of this report.

4.3 THE WORKING AND STOWAGE OF THE CONTAINERS

4.3.1 The Crane Driver had radio contact on V.H.F. Channel 15 with the Chargehand
Berth Operator (and Crane Signaller) and the Shift Foreman.

4.3.2 The gantry crane restowed some containers on the vessel and then loaded
containers.

4.3.3 When a container is to be loaded it is taken from the "line" on the quayside by a
Transcontainer and landed on to a Tugmaster. The Tugmaster is an articulated
lorry unit and trailer that then brings the container underneath the dockside
gantry crane.

4.3.4 The crane in use at the time was a Stork manufacture No. J 1195

4.3.5 An automatic spreader frame is lowered by the crane on top of the container and
then a system of lights will indicate to the crane driver that he can engage and
lock the spreader's twistlocks into the containers' corner castings from his cab.

4.4 THE STOW ON THE DECK (REFER TO APPENDIX 8.4)

4.4.1 Containers were stowed on the main deck hatch lids in the usual arrangement of
four ranks abreast (port outer, port inner, starboard inner and starboard outer)
and two tiers high. The usual stowage arrangement provides for an athwartships
(right angles to the fore and aft line) corridor of about 18 inches in width
between the tiers of containers at 40 foot (2 section) intervals. Refer to
Photographs "a" and "g" in Appendix 8.1

4.4.2 The first tier of containers on the hatch lids was full and the second (top) tier
was partly full.
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4.4.3 At the time of the incident the load being handled was a stack of three flatbeds
twist locked together to form a single 20 foot unit. The stack of flatbeds was to
be stowed on the second tier of the inner starboard rank, in the second slot. That
is a twenty foot slot immediately aft of the forward most 20 foot container in
that rank (container "A"). The container in the outer starboard rank, second tier,
immediately adjacent to container "A", was a 40 foot container occupying the
first and second sections (container "B"). The second tier space aft of the slot
intended for the flatbeds was also occupied by a container (container "C"). There
were containers on both sides of container "C" on the second tier. There was a
corridor between the first tier container (container "D") upon which container "C"
was stowed and the first tier container (container "E") on which the flatbeds were
to be stowed.

4.4.4 Accordingly the intention was that, when stowed on board, the flatbeds would be
in a second tier, second section slot, with container "A" ahead and container "B"
to starboard and container "C" aft and that there would be a corridor between
the stack of flatbeds and container "C". The second tier space to port was to be
occupied by the last container to be stowed which was an empty 40 foot
container.

4.4.5 Mr. Isaac Ackon was pinned between the forward end of container "D" and the aft
end of container "E"

4.4.6 There is also container stowage space in the main hold. The hatches were not
opened during cargo operations at Felixstowe.

4.5 THE SPECIAL LIFT OF FLATBEDS

4.5.1 Towards the completion of loading at between 12.15 to 12.20 hours (BST) the
penultimate load being handled was a stack of three flatbeds which were
interlocked together to form a single lift and was to be landed on top of a first
tier container "E". Refer to Photograph "b" at Appendix 8.1

4.5.2 The interlocking together of the flatbeds prevented the spreader frame
twistlocks from engaging fully in the castings of the top flat.

4.5.3 The Shift Foreman, Mr. Hastings in his statement to Suffolk Police said that he and
two other labourers attempted another method of lifting. This method is called
a "pots" lift but was also unsuccessful.

4.5.4 It was then decided to use a wire lift method which is not normally used though
the Crane Drivers are said to be trained in such methods.

4.5.5 The method requires 4 wires shackled to special points on each corner of the
spreader frame. The wires hang vertically with hooks attached to the trailing
ends. Refer to Photograph "c" at Appendix 8.1.
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4.5.6   The Shift Foreman said that he and two Berth Operators (labourers) attached the
hooks to the four corners of the flats and then moved to a safe position before
he gave the signal to the Crane Driver to lift the load off the quayside. Refer to
Photograph "d" at Appendix 8.1.

4.6 LOADING THE SET OF FLATBEDS

4.6.1 In preparation of the set of flatbeds being landed one of the crew had placed
twistlocks in the four upper corner castings of container "E".

4.6.2 The lower part of the container was already secured at the corner castings to the
hatch lid by a single stack cone. This cone slides into the permanent hatch lid
shoe fitting and is then locked in place using a locking bar. Refer to Photograph
"e" at Appendix 8.1.

4.6.3 After landing the set of flatbeds on top of container "E" the FDRC Chargehand
Berth Operator (and Crane Signaller) and Berth Operator (labourer) went to
release the hooks from the corner castings. (Refer to Footnote under Section 5)

4.6.4 One of the ships AB's was on top of the first tier of containers standing by to
secure the forward twistlocks to the bottom of flatbed.

4.6.5 Mr. Isaac Ackon would be standing by to secure the aft twistlocks following the
landing in position of the set of flatbacks.

4.6.6 It was noticed that the hooks had been hooked into the sides of the corner
castings from the outside hooking in as opposed to from the inside hooking out.
This method of hooking on resulted in one of the inboard hooks becoming jammed
against a container "B" when the stack had been landed in position. Refer
Photograph "d" at Appendix 8.1.

4.6.7 It was decided to re-hoist the load and position elsewhere in order to rig up
correctly and then re-position.

4.7 THE ACCIDENT 

4.7.1 The Chargehand Berth Operator (and Crane Signaller) gave the instruction to the
Crane Driver to re-hoist the load and he, the signaller, quickly became aware that
something was wrong as the load tilted to starboard on the aft corner. He could
see that that container "E" was also being lifted which meant that they were
twistlocked together.

4.7.2 The Chargehand Berth Operator (and Crane Signaller) instructed the Crane Driver
to `stop' which he said he did so immediately.
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4.7.3 The bottom corner castings of the container which were secure to the hatch lid
by stack cones which slide into the permanent hatch shoe fittings and then locked
using a locking bar, ripped away from the attachment. The combined weight
lifted up and shifted aft resulting in Mr. Ackon being pinned up against container
"D". Refer to the sketch in Appendix 8.2.

4.7.4 The Chargehand Berth Operator (and Crane Signaller) heard a scream at the same
time gave the instruction over the radio for the crane to stop lifting. He went to
the aft end of the flatbeds and when he looked down into the corridor he saw a
crewman trapped by the container at chest high.

4.7.5 The Master was alerted and FDRC put in place the shore emergency procedure.

4.7.6 When the Master arrived on the scene he found the forward end of container "E"
was on the hatch lids with the aft end up against Mr. Issac Ackon and pinning him,
at approximately the mid point, up against container "D"

4.7.7 The situation was assessed and an attempt was made to move the container "E"
by using a crowbar with the intention of wedging in timbers to prevent the
container moving aft again. There was room in the 18 inch corridor for only one
person to work at levering the crowbar. This method was unsuccessful.

4.7.8 It was felt that any attempt to free Isaac Ackon by shifting the gantry crane
forward would have risked causing an uneven or jerking movement that may also
have resulted in a fatality.

4.7.9 A decision was taken to free Mr. Ackon by adjusting the mooring ropes and
shifting the vessel aft. Mr. Ackon's body dropped to the hatch lids and wooden
wedges were inserted. By this time the FDRC Paramedics were in attendance and
they transferred the body ashore by stretcher. A doctor arrived shortly afterwards
and pronounced Isaac Ackon dead.

4.7.10 In view of conflicting evidence in relation to the position of the FDRC crane
signaller, notably the specific allegation by a member of the ship's crew that the
crane signaller was not on board but on the quayside at the time of the accident,
the HSE notified the Suffolk Police (SP) and Crown Prosecution Service (CPS).

4.7.11 This led to a Police enquiry in order to comply with a UK protocol for liaison on
Work-Related Deaths. No prosecution was brought in relation to the incident.
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5. CONFLICTING STATEMENTS

5.1 The 2nd Mate recalls that as far as he was aware there was only one stevedore
on board at the time and that he did not have a radio. The 2nd Mate was
returning to the ship when the accident happened.

5.2 The Mate said that there was only one stevedore on board at the time of the
accident and that the stevedore did not have a radio. The Mate was on the
quayside when the accident happened.

5.3 The AB who was working on top of the first tier containers as part of the team
with Mr. Isaac Ackon (deceased) said that he had only seen one stevedore on
board the vessel during cargo operations and that he and the stevedore were
working in the vicinity together.

5.4 The Cadet said that he saw only one stevedore on top of the container with the
AB and that the second stevedore with the radio set was only on board at the very
early stage of the cargo operations. The Cadet was on the quayside coiling a
water hose when the accident occurred.

5.5 Mr. J.E. Hurst FDRC Head of Safety and Emergency Services said in a statement
to Suffolk Police that with a wire lift, the signaller (Chargehand Berth Operator)
has a much greater responsibility in both controlling and placing a load safely as
the Crane Driver has lesser control than when using the spreader frame only. He
also stated that in the incident involving the "Dunkerque Express" that Mr. Emsden
the Chargehand Berth Operator (and Crane Signaller) should have been on board
the vessel when the wire lift was made and that he would have been in such a
position that he could see the path of the load from its position on the quayside
and also its final position;

5.6 A statement from the FDRC Shift Foreman said that having hooked on the four
corners of the flats and he then moved to a safe position before signalling to the
Crane Driver to lift the load off the quayside. Following that he was walking back
to the terminal office when the Chargehand Berth Operator shouted at him about
the hooks being jammed. The Foreman states that the Chargehand Berth
Operator was standing on the first tier of containers that were already loaded.

5.7 A statement from the Berth Operator (labourer) said that the Chargehand Berth
Operator was on board with a radio at the time of the accident and that he was
in radio contact with the Crane Driver.

5.8 The Crane Driver stated that saw the Chargehand Berth Operator (and Crane
Signaller) and the Berth Operator going back on board "Dunkerque Express" before
the accident occurred and that he had re-hoisted the flats lift on radio instruction
from the Chargehand Berth Operator.
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5.9 The Charge Hand Berth Operator stated that when he first went to unhook the
set of flats that he was not aware of any crew member being down in the
walkway between the containers. Even if the crew man had not being wearing
high visibility clothing he believed that he would have seen him as he stood on
that corner and could clearly see beneath him into the gap below.

Note: The term Stevedores as referred to in this section by the crew is a generic term
for FDRC personnel who work the cargo on board their ship, such as the
Chargehand Berth Operator and the Berth Operator.
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6. CONCLUSIONS AND FINDINGS

6.1 IMMEDIATE CAUSES OF THE ACCIDENT

6.1.1 In order to avoid jamming with the offside container the hooks to the wire lift
were not correctly rigged to at least one of the corner casting of the inboard side
to the top flatback before lifting from the quayside; Refer 4.6.6 , 4.6.7.

6.1.2 Twistlocks had not been released between the aft end of the flatbacks and
container "E" before re-hoisting; Refer 4.7.1.

6.1.3 Considering that this was an infrequent wire lift that had to be re-hoisted and re-
slung the surrounding area had not been specially cleared of crew immediately
before and during the re-hoisting attempt; Refer section 5.5 and 6.2.9.

6.1.4 That an excessive amount of hoist control may have been applied when the crane
attempted to re-hoist the set of flats; Refer 4.7.3.

6.1.5 The load shifted aft during hoisting; Refer 4.7.2.

6.2 OTHER FINDINGS:-

6.2.1 The owner/operator of the "Dunkerque Express" had no written procedures
regarding the safe method of work for their crew operating crew lashed feeder
ships;

6.2.2 The wearing of high visibility vests etc., was not enforced on board. Section
4.11.2 of the Code of Safe Working Practices for Merchant Seamen refers. There
are however different opinions regarding the effect of high visibility clothing in
this particular case. Refer to Section 5.9 and 6.2.6 (a). 

6.2.3 The communication or control between FDRC employees and the ships crew,
immediately before the accident occurred, was ineffective.

6.2.4 There was no direct radio communication between the ships' crew and the crane
cab.

6.2.5 Following the Police investigation the HSE investigation did not reveal any
evidence to uphold a breach of Section 3 (General duties of employers and self-
employed to persons other than their employees) of the UK Health and Safety at
Work Act, 1974 or the 1988 Docks Regulations by FDRC. HSE report dated 29 June
1999 refers.

6.2.6 The HSE considered the main issues that emerged were:
(a) the deceased was not wearing high visibility clothing, and (b) the deceased
had moved into a position of danger, and (c) these are matters for the Irish Dept.
of the Marine (&NR) to pursue.
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Reference is made to HSE report dated 29 June 1999 – See Appendix 8.8.

6.2.7 The report from the Coroner for the Ipswich District of Suffolk was received by
the DM&NR Inspector on 23 August 1999.

6.2.8 The FDRC employees working in the immediate area at the time of the accident
were on special leave following the fatality and therefore unavailable to this
Inspector for interview on 26/27 August 1998. They were interviewed by the HSE
Inspector and during October 1998 by the SP. Copies of the statements were
obtained by this Inspector through the offices HM Coroner for Ipswich District.

6.2.9 There are a number of documents/publications available regarding safety when
working containers on container ships. HSE, ICHCA and IMO publications refer
mainly to falls while persons are working on the top of containers during
container securing operations:-

• HSE Guidance No. PM 69 (Correct 11/97) * HSE Docks Information Sheet
No. 7 (Draft)

• ICHCA Paper No. 4 & Pamphlet No. 8 -Container Top Safety
• IMO have issued a MSC/Circ. 886 Recommendation on Safety of Personnel

During Container Securing Operations, Dec 1998;
• Code of Safe Working Practice For Merchant Seamen (publication of

section 4 Specialist Ships is imminent);
• Seaways Feature Article on Containership Safety, May 1999
• FDRC Safe Code of Practice - Container Operations.

N.B. It is apparent that Immediate causes of the accident as listed in this section of
this report do not fully concur with those findings of the HSE report.
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7. RECOMMENDATIONS

7.1 The United Kingdom Health and Safety Executive should be requested to formally
approach the Felixstowe Dock and Railway Company with regard to their
procedures concerning:-

(i) the correct method of rigging special and infrequent lifts;
(ii) interface between FDRC employees and ships crew during the critical

phases of shipboard operations and in particular on board crew-lashed
ships.;

(iii) the crane control operations when engaged in special and infrequent
lifts;

(iv) radio communications;

7.2 Coastal Shipping PLC should review further their safe operational procedures on
container carrying vessels when deck crew are involved with the
unlashing/lashing of containers and other deck operations with non standard
loads;

7.3 In consultation with industry, DM&NR should issue a Marine Notice covering safety
of personnel on container feeder ships.
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8.8 HSE Fatal Accident Report dated 29 June 1999.
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