
1

REPORT OF THE

INVESTIGATION INTO A

FATALITY THAT OCCURRED ON

BOARD A RO/RO CARGO SHIP

"MERCHANT BRAVERY" 

DURING MOORING OPERATIONS

AT DUBLIN PORT ON

SATURDAY EVENING 

25th JANUARY 2003.

The Marine Casualty
Investigation Board was
established on the 
25th March, 2003 under
The Merchant Shipping
(Investigation of Marine
Casualties) Act 2000

The copyright in the enclosed
report remains with the Marine
Casualty Investigation Board by
virtue of section 35(5) of the
Merchant Shipping (Investigation
of Marine Casualties) Act, 2000. No
person may produce, reproduce or
transmit in any form or by any
means this report or any part
thereof without the express
permission of the Marine Casualty
Investigation Board. This report
may be freely used for educational
purposes.



2

Published by The Marine Casualty Investigation Board
11th March 2005



PAGE

1. SYNOPSIS 4

2. FACTUAL INFORMATION 5
2.1 Description of the ship
2.2 Bridge and Machinery equipment on board "Merchant Bravery" 
2.3 Meteorological and tidal conditions 
2.4 Manning, certification and qualification of personnel
2.5 Status of Convention and ISM Certification

3. EVENTS PRIOR TO INCIDENT 7
3.1 Brief history of "Merchant Bravery"
3.2 Mooring arrangements aft 
3.3 Description of Berth 53, Dublin port
3.4 Trial berthing at Berth 53, Dublin port 
3.5 Location of relevant working personnel at time of the incident

4. INCIDENT 10

5. EVENTS AFTER THE INCIDENT 12

6. CONCLUSIONS 13

7. RECOMMENDATIONS 14

8. GLOSSARY 15

9 APPENDICES 17

10. INDEX OF CORRESPONDENCE RECEIVED 41

3

CONTENTS



1. SYNOPSIS

Ro/Ro cargo ship "Merchant Bravery" departed from Heysham port, North West
England at 12.30 hours  Saturday on 25th January 2003. Later that evening
while berthing at Dublin port a 55-year-old Spanish sailor was fatality injured
following a mooring accident.
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2. FACTUAL INFORMATION

2.1 Description of the Ship.

Name: "Merchant Bravery"
Flag: Bahamas
IMO Number. 7724253
Port of Registry: Nassau
Call Sign: C6LV4
Official Number 723448
Type of ship Ro/Ro Cargo ship with stern door ramp
Year of Build: 1978
Built: Nylands Versted – Oslo, Norway
Classification Society: DNV (Det Norske Veritas)
Gross Tonnage: 9,368 gt
Length Over All (LOA): 134.75 meters
Beam: 21.34 meters
Engines make: Mak Maschinenbau GmbH 
Engines type: 6,620kW (9,000bhp) twin screw

Controllable pitch propellers (cpp)
Bow thrusters Two cpp in forward tunnels; 1x 500 hp

1 x 800 hp.
Ship Managers under the ISM 
Document of Compliance: BLUEWATER Marine Management Ltd.,

6, James Whatman Court,
Turkey Mill, Ashford Road, 
Maidstone, Kent,
England ME 14 5EE
(See Appendix 9.1)

2.2 Bridge and Machinery equipment on board "Merchant Bravery".

The ship was well equipped with operational bridge instrumentation and
navigational equipment. Main engines and bow thrusters were in operational
readiness throughout berthing. 

2.3 Meteorological and tidal conditions.

The wind was West by South at an average speed of 19 knots and High Water at
Dublin was 22.23 hours. There was some light precipitation.

2.4 Manning, certification and qualification of personnel.

(i) The ship was manned in compliance with the Safe Manning Document issued
by Bahamas administration on 13/05/1993.
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(ii) All officers and ratings held appropriate certificates of competency or
qualifications in compliance with Safe Manning Document and STCW 78/95
requirements. (See Appendix 9.2)

(iii) The declared official working language on board the ship is English which is
in accordance with Bahamas administrative requirements.

2.5 Status of Convention and ISM Certificates.

All applicable certificates (Safety Construction, Safety Equipment, Safety
Radio, Load Line, International Oil Pollution Prevention, International Safety
Management Certificates issued by Class) were in force and issued by the
relevant authority or recognised organisation.
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3. EVENTS PRIOR TO THE INCIDENT

3.1 Brief history of "Merchant Bravery".

The vessel was built in Norway in 1978 as a container and Ro/Ro cargo ship.
There have been flag, name and classification society changes. There were also
a number of modifications made to the structure of the ship throughout the
period of operation. These changes and modifications were for commercial and
operational reasons and approved by the respective flag or classification
society. 

3.2 Mooring arrangements aft.

(i) The ship is usually secured port side alongside with stern onto a linkspan.
The stern ramp/door controls are set on the port side of the raised
platform. The normal method for securing the vessel alongside aft is a
stern line, breast line and forward leading backspring. (See Appendices
9.3, 9.4, 9.5, 9.6, 9.7, 9.8)

(ii) There are two mooring winches with a warp end fitted to each. One winch
is on the starboard side of the trailer deck and the other on a raised
platform on the port side of the fore and aft centreline. The winches are
rated at 8 tons with a securing screw down band brake. (See Appendix 9.9)

(iii) The area has five sets of bitts, three on the starboard side of the weather
deck and two on the port side of the raised mooring platform. Panama
leads which are of suitable construction are positioned to take the mooring
ropes. 

(iv) The backspring mooring wire has a breaking load of about 34 tonnes and
the mooring multiplait rope has a breaking strength of 55 tonnes. Mooring
ropes were in good condition and of adequate size. 

(v) "U" shaped round steel is connected to the outside of the cylindrical post
of each set of bitts at a height of approximately 0.3 meters from the deck.
The connection is made by welding the ends of the "U" shape round steel
to the post. It is common to see the arrangement at the base support of
the bitts close to the deck and approximately half way up the bitts another
fitting usually a flat plate or, as in this case, a "U" shaped round steel
welded on. The function is to assist in controlling a mooring wire or rope
with figure of eight turns on the bitts so that it will not ride up and jump
off the bitts.
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3.3 Description of Berth 53, Dublin Port.

The berth is lying at 90 degrees to the River Liffey with three obsolete
container cranes along the quayside (See Appendix 9.10). It is a solid concrete
wall protected by three Yokohama type fenders. A linkspan is in position at the
north end of the berth known as Ro/Ro Ramp No. 8.  

3.4 Trial berthing at Berth 53, Dublin Port.

(i) On Wednesday 23rd the Chief Mate was informed by the master that
"Merchant Bravery" would go to Dublin on Saturday 25th January with a
trial cargo and as a proving voyage to ensure that the stern ramp/door
fitted correctly onto the linkspan at Berth 53 and to paint in highlight
position marks on the quayside level with the navigating bridge and ship’s
stern for future reference during berthing operations. 

(ii) The mooring parties generally consist of three ratings aft and two ratings
forward. They muster at their stations with the Chief Mate and Bosun
(petty officer) as the respective supervisors. The Master, who has a Pilot
Exemption Certificate for Dublin port, takes the conn and manoeuvring
controls on the bridge. There was no other certified Deck Officer on the
bridge for berthing.

(iii) The Master stated that it was the first time "Merchant Bravery" intended to
use this berth and so a risk assessment was carried out. Instead of the
normal mooring port side to the berth as in Belfast and Heysham (See
Appendix 9.11) it was decided for this proving berthing to use a once off
arrangement using the offshore starboard mooring winch. The wire
backspring with a rope tail was run through a snatch block to act as a lead
block in order to clear obstructions. This block was to be shackled to a
wire strop that was to be placed around one of the cylindrical shaped posts
to a set of mooring bitts.  The mooring wire would then be taken from the
mooring winch through the snatch block at an acute angle and then
upwards through a Panama lead on the starboard side of the raised
mooring deck. It was then taken across that raised mooring deck and out
through another Panama lead on the port side leading down and forward to
a shore bollard.

(iv) The Chief Mate stated that the positioning of the stern ramp/door had to
be very accurate for this first landing on the linkspan. It was stated that if
the ship fell back astern of the required position, possibly by just inches, it
would be necessary to use winch power to warp the ship ahead to the
correct position instead of using the ship’s engines. When the vessel was
correctly positioned alongside in Dublin the highlight marks would then be
painted on to the quayside for future reference. 
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(v) The Chief Mate stated that the system using the snatch block was carried
out on the master’s instruction and that no alternative was considered.
He also stated that the vessel’s mooring arrangement was unsuitable for
mooring port side alongside and using the starboard winch, as the officer
in charge of aft mooring station has no direct line of sight with the
seaman operating the starboard winch.

(vi) At approximately 13.00 hours on Saturday afternoon 25th January the
Chief Mate en route to Dublin briefed the available mooring crew for
arrival berthing at Dublin. The rating that operated the starboard winch
on berthing was off duty and not present. A rough sketch of the proposed
arrangements was made with the Bosun acting as an interpreter to the
Spanish ratings for the English speaking Chief Mate. (The stated proposal
was as shown in Appendix 9.12).

(vii) During the briefing session the Chief Mate, Bosun and the A.B seamen
went down to the deck to look at the proposed arrangement. The Chief
Mate stated that he connected, for simulation purposes, the snatch block
with a shackle directly to the "U" connection. (See Appendix 9.13).

(viii) The Chief Mate stated that he went to stations at 21.45 hours on
Saturday evening and found the snatch block and shackle still rigged as
he had connected it earlier that afternoon. (See Appendix 9.13).

3.5 Location of relevant working personnel immediately before and at the time
of the incident.

(i) Captain N. Barningham, Master on the navigating bridge in command was
engaged in manoeuvring "Merchant Bravery" stern first onto Berth No. 53.

(ii) Mr. David Monk, Chief Mate in charge of aft mooring station was positioned
at the ramp/door controls on the port side of the raised mooring deck. 

(iii) Snr. Jose Angel Nunez Villar (deceased) A.B. seaman 4 had been working on
the raised mooring platform but at the time of the accident had descended
the steel ladder to the weather deck in order to relay instruction to the
starboard mooring winch operator. (See Appendix 9.14).

(iv) Snr. Jose Manuel Martinez Boo, A.B. seaman 2 was at the controls of the
starboard mooring winch.

(v) Snr. Emilio Vilas Maneiro, A.B. 3 was at the controls of the winch on the
raised mooring platform.

(vi) The Bosun and other deck crew were on the forward mooring station and
clear of the accident scene.   

(vii) Mr. Pat Corr the Norse Merchant Ferries supervisor and two shore mooring
operatives, Mr. Willy Seery and Mr. Damien Ellard were on the quayside
handling mooring lines as required. 
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4. THE INCIDENT

4.1 Incident.

(i) During berthing the Chief Mate was adjusting the level of the ramp/door
with the control lever and at the same time instructing Snr. Vilas Maneiro
that the ship had to inch forward when the weight came on the back
spring violently. The Chief Mate was unable to sight the weather deck
people and was unable to determine if anyone was standing in the danger
area. 

(ii) Immediately prior to the accident the deceased, Snr. Jose Nunez (A.B. 4),
left the raised platform and went down to the weather deck to relay
instructions to the winch operator A.B. 2 to apply the brake to the
starboard winch. 

(iii) The deceased was said to be on the weather deck and in the danger zone
area for less than one minute when the force of the snatch block and
mooring wire, which was set at an acute angle, failed at its anchor point
and acted as a catapult. A witness stated that the deceased was lifted
about two meters off the deck and thrown with considerable force against
the parked cargo trailer unit.

4.2 The sequence of events leading to the incident: -

(i) The snatch block was connected to an unapproved weak link instead of
implementing the stated agreed safe procedure. (See Appendices 9.13 and
9.15). 

(ii) The line of sight between personnel on the raised mooring deck and the
starboard mooring winch operator was obscured by a cargo trailer; 

(iii) The supervision on the aft mooring operation was at an inappropriate level
for this out of the ordinary mooring operation. 

(iv) Communication was difficult because of serious language difficulties and
the noise from the mooring winches in the vicinity of the operation. 

(v) The deceased entered the danger zone of a dynamically loaded mooring
line set up at an acute angle; 

4.3 Other matters associated with the incident: -

(i) Because of different opinions expressed the precise movement of the ship
or mooring winches cannot be accurately determined at the time of or
immediately preceding the accident.
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(ii) There was a rotational system operating for mooring duties. For a period
up to the day of the accident "Merchant Bravery" had been operating
regularly on the Belfast - Heysham route with an 8.5 hours passage and 3.5
hours at each end to discharge and load. This would involve approximately
5/6 normal mooring/unmooring operations within each 24-hour period.
However, the Chief Mate stated that the operation was hampered by the
crew’s lack of competence and language difficulties. Minutes of a safety
meeting dated 5/01/2003 note that the Chief Mate was advised to instruct
deck crew on the proper operation of aft winches following two recent
failures caused by operator error.

(iii) The "U" bolt connection was not an approved or certified piece of
anchoring or lifting equipment. 

(iv) No lifting appliance certificates were available for the heavy wire strop,
the "D" shackle and snatch block.   

(v) There is no evidence to suggest that any person involved in this accident
was affected by alcohol.
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5. EVENTS AFTER THE INCIDENT

(i) When Snr. Vilas Maneiro A.B.3 saw the incident he ran down from the
raised mooring deck to where Snr. Jose Nunez was lying on the deck on his
back face upwards. 

(ii) Snr. Vilas informed the Chief Mate to call for assistance and returned to
check for a pulse but could not find any. 

(iii) The ambulance arrived within 20 minutes and transferred the body of Snr.
Nunez to hospital where he was pronounced dead. 
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6. CONCLUSIONS

The incident was caused by the following:

(i) The snatch block was connected to an unapproved "U" connection on the
mooring bitt (See Appendices 9.16 & 9.17). When dynamic tension was put
on the mooring line the weld in the "U" ring failed (See Appendix 9.17)
causing the immediate release of the rope, which struck Snr. Jose Nunez. 

(ii) There is no evidence that the Company’s internal audits, (required under
the ISM Code), monitored the effectiveness of the Code of Safe Working
Practices for Merchant Seamen with particular application to formal and
recorded Risk Assessment on mooring operations. (See Appendix 9.18)

(iii) Notwithstanding the failure of the U ring the deceased was standing in a
danger zone on the wrong side of a mooring rope.

(iv) The wearing of head protection was not enforced on board "Merchant
Bravery" although in this type of incident it is unlikely that the design of a
hard hat is intended to protect against the level of impact experienced.

Note: Section 12.7.12 of the Code of Safe Working Practices for Merchant Seamen regarding mooring
operations states "Mooring and unmooring operations provide the circumstances for potentially serious
accidents. Personnel should never stand in the bight of a rope under tension, and should treat ropes on
drums and bollards with utmost care". Section 25.3.5 states "Careful thought should be given to the layout
of moorings, so that leads are those most suitable without creating sharp angles" etc. etc. and "Pre
planning of such operations is recommended".
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7. RECOMMENDATIONS

7.1 The Code of Safe Working Practices for Merchant Seamen for ships should be
followed at all times and a Marine Notice should issue in this regard.    

7.2 The Company/Operator should ensure that there is effective communication in
the English language on board ship. The policy and assessment requirement
should be contained within the Company International Safety Management (ISM)
Code.
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8. GLOSSARY

A.B: Able Bodied. It applies to deck ratings that completed certain sea
service requirements and a practical examination.   

Backspring: A mooring line that may lead forward and aft to reduce the fore
and aft movement of the ship when alongside the berth.

BIMCO Baltic and International Maritime Council. A large international
shipping and ship-owners organisation.

Bitts Set in pairs and utilised to turn up mooring ropes when the ship is
secured alongside. They are specially designed and fitted to take
maximum loads expected including excessive loads in strong
winds.

Bollards Similar to bitts but generally applied to single cast fittings on the
quayside to take the eye or the bight of the mooring line leading
from the ship.

Bosun A petty officer or leading rating with responsibility for the deck
ratings.

Chief Mate A qualified deck officer who is second in command on board.

COSWPMS Code of Safe Working Practices for Merchant Seamen is a
requirement by the Company and a requirement under the ISM
Code.  It is concerned with improving health and safety on board
ship.

IMO Number This is a unique number allocated to each merchant ship
throughout the world by the International Maritime Organization.
While the name, flag and Class may change during lifetime of a
ship the IMO No. should always remain with the ship. 

ISM Code International Safety Management Code was compulsory for this
type since 1st July 2002. 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. 

Linkspan This is a bridge between the ships stern door/ramp and the
quayside to permit trailers etc. to transit on or off the ship. The
ship end of the linkspan is floating and fitted with ballast
chambers. The shore end is hinged to the head of the north end of
the quay.

Panama Lead Specially designed to take mooring lines.
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Rating A general operative grade or position of a seafarer on board ship.

Risk Assessment It is a careful and recorded examination of what could cause harm so
that decisions can be made as to whether enough precautions have
been taken or whether more should be done to prevent harm.
Chapter 1 of COSWPMS gives guidance on Risk Assessment.

Ro/Ro A system of loading and discharging a purpose built ship whereby the
cargo is driven on and off ramps from the ship to the quayside.
A ship designed to handle cargo this way is known as a Ro/Ro or Roll
Off. A Ro/Ro cargo ship may carry up to 12 passengers who are
usually lorry drivers.

Snatch block A single block so fitted that the bight of a rope may be passed through
it without reeving or unreeving. The iron strap is hinged one side and
the shell is divided to allow the rope to be shipped into the sheave and
used as a lead block.

STCW International Convention on Standards of Training, Certification and
Watchkeeping for Seafarers.1978 as amended. (STCW 78/95).
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9. APPENDICES

9.1 Owners, Operators and Manning Agents for "Merchant Bravery"

9.2 Crew List with addresses and qualifications held.

9.3 Sketch of the aft deck mooring arrangement at the time of the accident.

9.4 Plan of the aft section of "Merchant Bravery" with captions to the aft mooring
deck area.

9.5 Side view of the aft part of "Merchant Bravery"

9.6 Photograph showing the view from the head of the linkspan looking onto the
stern of "Merchant Bravery"

9.7 Photograph showing the backspring leading forward and the breast and stern
lines secure.

9.8 Photograph looking down on the aft mooring area.

9.9 Photograph showing the port winch.

9.10 Dublin Port Map indicating Berth 53.

9.11 Berthing arrangements operating at Belfast and Heysham ports. 

9.12 Sketch used during the crew briefing early afternoon 26/01/ 2003.

9.13 Photograph showing method used to connect the snatch block to the mooring
bits.

9.14 Sketch made by master of the incident area.  

9.15 Photograph showing the method that had been stated during the briefing
session.

9.16 Photograph showing the set of bitts.

9.17 Photograph showing close up of the failed "U" bolt.

9.18 Formal Health and Safety system stated to be operating on board. 

9.19 Copy of defects noted to the ship on 27/01/2003 and close out note from
Bluewater Management Ltd. received 21/05/2003.
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Appendix 9.1

Owners, Operators and Manning Agents for “Merchant Bravery”
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Appendix 9.2

Crew List for the “Merchant Bravery”
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Appendix 9.3

Sketch of the aft deck mooring arrangement at the time of the accident.
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Appendix 9.4

Plan of the aft section of "Merchant Bravery" with captions to the aft mooring deck
area.
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Appendix 9.5

Side view of the aft part of "Merchant Bravery
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Appendix 9.6

Photograph showing the view from the head of the linkspan looking onto the stern of
"Merchant Bravery"

A view from the head of the linkspan looking onto the stern of "Merchant Bravery". 
The raised aft mooring deck can be seen over the port stern opening leading up to the
weather deck. Personnel can be observed walking on the ship's ramp/door that is
resting in position on the linkspan.
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Appendix 9.7

Photograph showing the backspring leading forward and the breast and stern lines
secure.

"Merchant Bravery" secured port side to Berth 53. Seen in the photograph is the
backspring leading forward and the breast and stern lines secure onto shore bollards.



Appendix 9.8

Photograph looking down on the aft mooring area.

Looking down on the aft mooring area. On the right side of the photo is the control for
the stern ramp/door. In front of the controls is the set of bitts that the backspring
multiplait rope is turned up under normal mooring. To the left of the bitts is the port
side mooring winch, which has the breast rope leading from the winch warp end and
out through a Panama lead. The stern line is leading off the main drum of the winch.
To the left of centre can be seen the stern ramp/door resting in position of the
linkspan.
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Appendix 9.9

Photograph showing the port winch.

This photograph shows the port winch to the right of the photo. The stern ramp/ door
is in the raised position. The ladder down to the weather deck can be seen in the
centre of the photograph. The deceased descended this ladder to pass instructions to
the starboard side winch operator. The starboard winch can be seen to the left of the
photograph. At the time of the incident a trailer was positioned in the marked off area
just forward of the aft marking. The person seen standing on deck is in the
approximate position where the deceased was standing on deck is the set of mooring
bitts used as a lead for the back spring.
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Appendix 9.10

Dublin Port Map indicating Berth 53.
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Appendix 9.11

Berthing arrangements operating at Belfast and Heysham ports.
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Appendix 9.12

Sketch used during the crew briefing early afternoon 26/01/ 2003.
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Appendix 9.13

Photograph showing method used to connect the snatch block to the mooring bits.

The actual method used to connect the snatch block to the mooring bitts.
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Appendix 9.14

Sketch made by master of the incident area.
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Appendix 9.15

Photograph showing the method that had been stated during the briefing session.

The method that had been stated as proposed during the briefing session early
afternoon on Saturday 26th January 2003 to connect the snatch block and heavy-duty
wire strop around the cylindrical post.
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Appendix 9.16

Photograph showing the set of bitts.
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Appendix 9.17

Photograph showing close up of the failed "U" bolt.
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Appendix 9.18

Formal Health and Safety system stated to be operating on board.

37

APPENDIX 9.18



38

APPENDIX 9.18 CONTD.



Appendix 9.19

Copy of defects noted to the ship on 27/01/2003 and close out note from Bluewater
Management Ltd. received 21/05/2003.

39

APPENDIX 9.19



40

APPENDIX 9.19 CONTD.



10. INDEX OF CORRESPONDENCE RECEIVED

Mr. Antonio Ribiero 42
MCIB Response 42

Mr. Nigel Barningham 43
MCIB Response 43

Dublin Port Company 44
MCIB Response 44

The Bahamas Maritime Authority 45
MCIB Response 46

41

CORRESPONDENCE



42

CORRESPONDENCE CONTD.

MCIB RESPONSE TO MR. ANTONIO RIBIERO’S LETTER OF 20th OCTOBER, 2003.
The MCIB notes the contents of this letter.



43

CORRESPONDENCECONTD.

MCIB RESPONSE TO MR. NIGEL BARNINGHAM’S LETTER OF 3rd NOVEMBER, 2003.
The MCIB notes the content of this letter and has deleted paragraph 7.3 of its draft report.
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MCIB RESPONSE TO DUBLIN PORT’S LETTER OF 15th JANUARY, 2003
The MCIB notes the content of this letter and has deleted paragraph 7.3 of its draft report.
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MCIB RESPONSE TO BAHAMAS MARITIME AUTHORITY’S LETTER OF 22nd
OCTOBER, 2003
The MCIB notes the points made in this letter and specifically comments on the
five recommendations made in the second page of this letter as follows: 
1. See Recommendation 7.2
2. See Recommendation 7.2
3. Agreed
4. Agreed. It is hoped that this recommendation is acted upon by the Bahamas
Maritime Authority and that they notify the Operators of all vessels flying under
their flag to implement and adhere to this recommendation.
5. Agreed. See conclusion 6(ii) and the footnote thereto and Recommendation 7.1.
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