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During the voyage a potential problem was identified
with the stopping position of the vessel’s elevator
car. It was thought that the problem may be related
to the elevator’s control cabinet overheating and
possibly also to the adjustment of the elevator’s limit
switches. Checks were carried out, but the problem
persisted, and as a result the elevator was taken out
of service until further investigation could be carried
out at the next anchorage. on the morning of the
incident a tool box meeting was conducted prior to
starting the work. the meeting record indicated that
the electrician and electro-technical trainee (ett)
would inspect the elevator’s speed governor and
limit switches.

the work was scheduled to take place between 1300
and 1700 local time. signs were posted on each deck,
and on the control panel, stating that the equipment
was out of service due to maintenance. similar signs
were posted at the elevator’s call buttons on each
deck and  a public announcement was made to make
the crew aware of  the ongoing work on the elevator.
as the work involved working in the elevator shaft, a
‘working aloft’ permit was issued. the permit was
signed by both the electrician and the chief engineer
(C/e), who also inspected the work site prior to the
work starting. 

the electrician and the ett started checking and
adjusting the limit switches working from deck e
downwards. the electrician was working inside the
elevator shaft, while the ett was located outside to
act as a safety/communications contact point. at
1645 local time the electrician and ett stopped
working to go for dinner. the elevator car was
parked on Deck b and the ett watched the
electrician come down through the escape hatch in

FATALITY INSIDE THE ELEVATOR SHAFT

WHILE AT ANCHORAGE AN ELECTRICIAN DID NOT APPEAR FOR DINNER AND CONSEQUENTLY A
SEARCH WAS INITIATED. HE WAS LATER FOUND TRAPPED INSIDE THE VESSEL’S ELEVATOR SHAFT
BETWEEN THE ELEVATOR’S COUNTERWEIGHT AND A PROTECTIVE BEAM, WHERE HE HAD BEEN
WORKING EARLIER THAT SAME DAY. HIS FELLOW CREW MEMBERS MANAGED TO GET HIM OUT OF
THE ELEVATOR SHAFT, BUT, DESPITE ADMINISTERING FIRST AID, THE ELECTRICIAN WAS
PRONOUNCED DEAD AT THE SCENE.

the roof of the car and exit through the open elevator
door on Deck b. the electrician informed the bridge that
both the ett and himself were out of the elevator shaft
and would continue the work the following morning. 

on his way to the changing room on the upper deck,
the eet noticed that the electrician had not followed
him. at the time this did not raise any concerns as the
eet assumed that the electrician had gone to his
cabin to change for dinner. at about 1745 local time
the electrician had still not arrived for dinner and the
ett expressed his concerns to the C/e. they both
went to look for the electrician, but when they were
unable to locate him, the C/e asked the ett to point
out where he had last worked with the electrician.
they proceeded to the elevator door on b deck, which
was closed. Upon opening the door using an
emergency tool (Figure 1), they found that the
elevator car had moved downwards. they could see

FIGURE 1 EMERGENCY DOOR TOOL 
SOURCE: InvestIgatIon report 06/2108 by transport Malta –
MarIne safety InvestIgatIon UnIt
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the electrician inside the elevator shaft with his
right leg draped over the counterweight and his
upper torso trapped between the counterweight
and one of the counterweight guard beams 
(Figure 2). It was noticed that the electrician was
wearing a safety harness and he was outside the
safety cage on top of the elevator car (Figure 3). 

the C/e notified the master immediately, who
raised the general alarm and then went to the
bridge to inform the company. He also radioed the
local authorities for medical assistance. a member
of the onboard medical emergency team entered
the elevator shaft and confirmed that the electrician
was not breathing and he could not detect a pulse.
Hoisting arrangements, using wires and chain
blocks, were rigged, which allowed the elevator car
to be hoisted and the counterweight to move down
and free the electrician. at 1815 local time the
electrician was pulled out from the elevator shaft
and the 2nd officer, who was the ship’s medical
officer, confirmed that the electrician had no pulse. 
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FIGURE 2 THE AREA WHERE THE ELECTRICIAN WAS FOUND INSIDE
THE ELEVATOR SHAFT  
SOURCE: InvestIgatIon report 06/2108 by transport Malta –
MarIne safety InvestIgatIon UnIt
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FIGURE 3 TOP OF ELEVATOR CAR SHOWING MAINTENANCE BOX AND SAFETY CAGE 
SOURCE: InvestIgatIon report 06/2108 by transport Malta – MarIne safety InvestIgatIon UnIt
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THE ELECTRICIAN’S TORSO
TRAPPED BETWEEN THE
COUNTERWEIGHT (YELLOW)
AND THE BEAM (GREY), WITH
HIS RIGHT LEG STRADDLING
THE COUNTERWEIGHT



Due to a miscommunication regarding the correct
email address, there was no immediate response
from the local authorities. at about 2222 local time,
the master received instructions from the agent to
heave anchor and meet with a rescue vessel from
which five people embarked to conduct a medical
examination of the deceased. the body was later
taken ashore by boat and a post mortem confirmed
the cause of death to be a blunt compressive 
trauma to the trunk. the company arranged for an
authorised expert to carry out an inspection of the
elevator. the inspection did not indicate any failure
of the elevator’s machinery in relation to this
particular incident. 
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lessons learneD on neXt page

FIGURE 4 POSITION OF LUBRICATORS AND PLASTIC OIL BOTTLE LEFT IN THE ELEVATOR SHAFT 
SOURCE: InvestIgatIon report 06/2108 by transport Malta – MarIne safety InvestIgatIon UnIt
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LESSONS LEARNED

THE FOLLOWING LESSONS LEARNED HAVE BEEN IDENTIFIED. THESE ARE BASED ON THE INFORMATION
AVAILABLE IN THE INVESTIGATION REPORT AND ARE NOT INTENDED TO APPORTION BLAME ON THE
INDIVIDUALS OR COMPANY INVOLVED: 

• The following lessons learned have been identified.  These are based on the information available in the 
investigation report and are not intended to apportion blame on the individuals or company involved:

• A safety cage is provided on top of the elevator car to safeguard the person(s). The electrician was found outside 
the safety cage, which may have exposed himself to additional danger.

• Earlier the electrician had left the elevator shaft through the emergency escape hatch of the car into the elevator
cabin. This would have triggered the latch-out system and isolated the power on the system. To reactivate the
elevator you would have to close the emergency escape hatch, and then physically reset the system at the
control cabinet on deck D. The position of the elevator car suggests that the electrician probably reset the 
latch-out and then called the elevator car to deck A, before entering the elevator shaft through the elevator door
on deck B.

• The investigation could not establish why the electrician re-entered the elevator shaft. From the position in
which the electrician was found, the investigation hypothesised that he likely re-entered the elevator shaft to
retrieve a plastic bottle containing oil used to top up the guide rail lubrication boxes (Figure 4). While trying to
retrieve the bottle, it appears that he got trapped between the counterweight and the counterweight guard beam.

• For the electrician to become trapped between the counterweight and the guard beam, the elevator car had to
move downwards causing the counterweight to move upwards. According to the ship staff interviewed, the
maintenance switch located at the safety cage was found in the “ON” position, meaning that the elevator could
only be operated from there. The electrician was wearing a safety harness, which due to its attachment would
have made him unable to reach the operation panel, indicating that the elevator was not intentionally operated
from inside the shaft at the time of the incident. A possibility is that the maintenance switch was not in the ‘ON’
position, which would enable the elevator to be called at any deck level, but the warning signage positioned at
the call buttons should have prevented anyone from doing this. An inspection by a qualified technician found the
mechanical brake on the elevator’s winch to be in good working order. Based on this, the investigation was
unable to definitively establish what had caused the car to move inadvertently.

• The manufacturer’s instructions state that if the elevator is not levelling at any floor, then it should be taken out
of service and a technician consulted. The elevator was taken out of service but a technician was not consulted.

• While the onboard Safety Management system provided a risk assessment for ‘Electrical Workshop Activities on
Elevator Cage’, this only covered the use of Personal Protective Equipment. It did not cover the risks associated
with working inside the elevator shaft and there was no provision for electrical isolation or safe entry and exit of
the shaft.

CONTACT

For more information on this incident email lossprevention@tindallriley.com
THIS CASE STUDY IS DRAWN FROM THE INVESTIGATION REPORT PUBLISHED BY THE TRANSPORT MALTA MARINE SAFETY INVESTIGATION UNIT.

THE PURPOSE OF THIS CASE STUDY IS TO SUPPORT AND ENCOURAGE REFLECTIVE LEARNING. THE DETAILS OF THE CASE STUDY MAY BE BASED ON, BUT NOT NECESSARILY IDENTICAL TO, FACTS RELATING
TO AN ACTUAL INCIDENT. ANY LESSONS LEARNED OR COMMENTS ARE NOT INTENDED TO APPORTION BLAME ON THE INDIVIDUALS OR COMPANY INVOLVED. ANY SUGGESTED PRACTICES MAY NOT NECESSARILY
BE THE ONLY WAY OF ADDRESSING THE LESSONS LEARNED, AND SHOULD ALWAYS BE SUBJECT TO THE REQUIREMENTS OF ANY APPLICABLE INTERNATIONAL OR NATIONAL REGULATIONS, AS WELL AS A
COMPANY’S OWN PROCEDURES AND POLICIES.
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