
     

 

 

 

 MARINE HSE safety briefs provide key updates to the content that is available on www.marinehse.co.za. Further they summarise 
safety matters and incidents, allowing for wider dissemination of information and learning outcomes. The information below has been 
provided in good faith, with consent and should be reviewed individually by recipients, who should determine its relevance to their own 
operations. The effectiveness of the MARINE HSE safety brief system depends on receiving resources, articles, incident reports and 
statistics from companies and individuals, in order to educate and pass on information, and ultimately to avoid repeat incidents. Kindly 
consider adding MARINE HSE to your internal distribution list for safety briefs and/ or manually submitting information that you consider 
may be relevant (mark@marinehse.co.za). All incidents and statistics will be published anonymously. Any information, actions, lessons 
learnt, recommendations and suggestions in MARINE HSE safety briefs are generated by the submitting party or organisation. MARINE 
HSE safety briefs provide, in good faith, safety information for the benefit of the reader and do not necessarily constitute MARINE HSE 
guidance, nor represent the official view of MARINE HSE or its Partners. 
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"   
 
The master of a vessel must provide a safe and proper gangway to allow for free and safe passage 
to and from the deck of the vessel. The gangway must be sufficiently illuminated. A proper safety net 
must be rigged and secured below a gangway as soon as the gangway is in position, to safeguard 
persons using the gangway from falling into the water or onto a wharf, quay or jetty.  

The master is responsible for the handling of the gangway and must ensure that the operations are 
carried out in a proper and safe manner. The person in control of the gangway must regulate the 
number of persons allowed on the gangway at any one time. A notice indicating the maximum number 
of persons to be allowed on the gangway at any one time must be clearly displayed at each end of 
the gangway.  

A lifebuoy with a line attached to it must be placed near each gangway and kept ready for immediate 
use. The master must ensure that the gangway is at all times positioned so that it does not obstruct 
or foul rail or crane tracks, constitute a hazard to the safe movement of trucks and cranes or interfere 
with bunkering operations.  

The master of a vessel must take the necessary precautions to prevent damage to quay surfaces by 
the vessel's gangways and loading ramps. Where the nature or construction of a jetty or wharf is such 
that it is impossible for the vessel to comply with this rule, the master of the vessel must conform to 
the Harbour Masters instructions concerning vessel to shore access.  

 

 
 

 



     

 

 

 

 

 
 
 
 

An incident was reported in which a worker fell 16m and sustained multiple fractures. The incident occurred when the 
worker was part of a team dismantling a hanging scaffold on part of a topside structure under construction in the yard. 
The sequence of work meant that scaffolders dismantling the structure ended up supported on the bottom of the 
droppers (scaffold tubes attached to deck structure to support hanging scaffold).  
 
The worker was climbing the dropper to tie off his safety harness to the deck structure when the dropper slipped through 
the couplers and fell 16m with him attached. He sustained multiple fractures and was taken to hospital. 
 
With regard to scaffolding, the following points were made:  

• The dropper support coupler is attached to a horizontal tube;  
• A second coupler is attached above the support coupler to act as a safety or check coupler;  
• The purpose of the safety coupler is to support the dropper should the support coupler become loose; and 
• In this incident both coupler connections on the dropper became loose allowing the dropper to slide through both 

couplers and fall. 
 

 



     

 

 

 

 
• Primary support and safety couplers became loose and failed to support the dropper and the injured person. 
• Fall arrest lanyard was connected to the dropper as no consideration had been given to fall arrest being 

independently tied off from the scaffold, e.g. inertia reel attached to the deck structure.  
• No checks were made of the tightness of safety critical couplers after deck stacking and subsequently over a 

prolonged period (12-14 weeks). 
• Partially dismantled scaffold indicated lax control of earlier activities.  
• Supervisory personnel in attendance did not correct unsafe working at height practices and require an 

independent tie off. 
• The task was not planned or risk assessed adequately.   

 

 
• When dismantling hanging scaffold always connect the fall arrest to a structure independent of the scaffold being 

dismantled.  
• Where no independent structure is in reach of personal fall arrest lanyards, or a greater degree of movement is 

required, use an inertia reel. 
• Always check tightness of dropper support and safety couplers: 

- After stacking or moving of decks and structures when scaffold is pre-installed.  
- After any alterations are made. 
- After high wind.   
- After it has been erected more than 30 days (local time periods may differ, always consult your HSE Plan).  
- Before dismantling of scaffold. 

 
 
 

A member has reported an incident in which a 
rope access technician suffered a serious injury to 
one of his toes, leading to partial amputation. 
During J-lay pipeline operations, a malfunction 
was discovered in the locking pin designed to lock 
off the hang-off clamp (HOC), circled in the 
picture. The pin would move down, but not up. 
Maintenance of the equipment was arranged.  
 
A crewman was assigned to clean the hang-off 
clamp using a water jet, and during this process 
he was supervised, from the deck level, by the 
Chief Engineer and 1st Engineer. When the 
cleaning was complete, he confirmed using hand 
signals to his supervisors that the job was 
complete. 

The supervising team alerted the crewman that there would shortly be a test movement of the locking pin in order to test 
the functionality of the equipment. The supervising team alerted the crewman of the imminent movement of the pin, 
giving signals that he should move to a safer location. He confirmed visually that he had received this signal, but did not 
move, remaining with his foot on the pin. The 1st Engineer gave instructions via radio that the pin should be moved.  
 

 



     

 

 

 

 
Whilst moving, the pin squeezed the toe cap of the crewman’s boot, causing injuries leading to partial amputation of his 
right big toe. 
 

 

• Improper communication between all persons involved: 
- Injured person and supervisory team communicated using hand and visual signals and there was no 

confirmation that the signals were understood as intended. 
- 1st Engineer and control room operator communicated by radio. 
- There was no communication between injured person and control room operator. 

• The control room operator could see the hang-off clamp, but could not see personnel working nearby. 
• There was no evidence of any toolbox talk before the operation to agree on proper communication channels or 

planning of the operation. 
• Whilst a job safety analysis and permit to work had been issued, these did not fully identify the task hazards. 

 

• Improved job safety analysis to ensure adequate identification of all hazards and mitigation measures; and 
• Improved communication protocols and instituted use of common communications channel between crew and 

control room. 
 
 
 
 
 
 



     

 

 

 

 
 
 

 
It was reported that a member of the engine room 
team suffered a serious injury to his left forearm 
while carrying a pail of lubrication oil from the 
steering flat to the engine room.  He was carrying 
the pail on his right shoulder with both arms in 
support, and descending some stairs.  With two 
steps remaining, he stepped on a slippery step 
and his right foot became trapped between the 
steps.  He lost his balance, slipped and fell.   
 
When he landed on the deck his left arm took most 
of the impact.  First aid was applied with a 
splint.  The injury and swelling of the affected area 
did not seem to be severe.  However, upon arrival 
in port, he was referred to hospital for further 
treatment and it was confirmed that his left arm 
was broken. 
 

 
• He was going down the stairs without holding the handrail; 
• The stairs were slippery; and 
• His foot got caught. 

The weather was calm; the vessel was neither rolling nor pitching.  The crewman involved was well rested and was 
wearing correct personal protective equipment (PPE). 

 
• Inadequate compliance with correct lifting and carrying technique – there was a right way and a wrong way to 

transfer this lubrication oil, and he chose the wrong way; and 
• Risk seen as tolerable – “complacency” – this was a routine and recurring task. 

• All should be more safety conscious when going down the stairs, particularly if carrying things; 
• Handrails should be used; correct lifting and carrying procedures should be followed; and 
• Good housekeeping – ensure stairs, floors, safety shoes etc. are kept free of oil and grease. 

 
 
 
 
 
 
 
 
 
 
 
 

 



     

 

 

 

 
 
 

A member has reported finding shackles used for lifting equipment in an unsafe condition. A third-party lifting inspector 
was re-certifying lifting equipment when a 1 ton lifting shackle was discovered which had lost its pin, and the missing 
pin had been replaced with a standard bolt and nut (pictured left below) which was not certified for lifting operations.  
 
Additionally, the shackle was found to be pinched due to excessive pressure being applied when tightening the nut due 
to the bolt having thread along its entire length. It was not clear whether or not this shackle had been used for lifting but 
the potential for injury to personnel or damage to assets was high.  

  
 
  

• Lifting equipment should be fit for purpose and certified by a competent authority for use;  
• Replacement or repair of lifting equipment invalidates the certification;  
• Lifting equipment should be reviewed regularly for non-compliance and any non-compliant items taken out of 

service;  
• Where damage is evident or pins/ bolts are missing, the equipment should be removed from service and either 

destroyed or new parts ordered;  
• If new parts are ordered, the lifting equipment should be re-tested with a certificate issued prior to return to service;  
• Lifting equipment should follow the current colour coding;  
• Lifting equipment colour codes should be well communicated and displayed; and 
• Identifying and reporting faults in lifting equipment is a regulatory requirement in many places and should be seen 

as a first line of defence.  
 
 
 
 
 
 
 
 
 
 
 
 



     

 

 

 

 
 

Safety. What is the answer you’d give if someone asked 
you to explain in one sentence what workplace safety is 
about? It’s about keeping people free from harm, 
perhaps; preventing incidents would be a popular 
choice; or maybe ridding your workplace of risk. All of 
these are correct but it isn’t perhaps the starting off point 
to drive all of these answers. Where do we start then? 
What do we have to ensure before we even get to those 
actions?  

We start at culture. It has to be identified and accepted 
that the right mental state about workplace safety exists 
in our organizations; or at the very least can be 
cultivated before delving into anything else. Throwing 
money at the best personal protective equipment (PPE), 
pages upon pages of risk assessments, densely packed 
safety files and shiny safety posters pasted all over your 
workshop isn’t going to mean anything unless everyone 
genuinely buys into safety with the right mindset.   

People often get lost in all of the legislatively required 
elements; the pieces of paper that provide an auditor 
with, at least on face value, the immediate and apparent 
confirmation that an organisation understands safety. 
Those things are important, definitely, but they’re of no 
use if employees don’t recognise the importance and 
emphasis placed on safety in every facet of their work.  

Firstly, by defining it. 
Let’s describe a workplace where it can be seen that 
culture is defined as the unambiguous and indefensible 
truth that safety, or working safely, is considered “the 
way we do things around here; safety is the norm and 
not the exception”. It is considered so naturally a part of 
every operation that it’s not given “special priority”. 
Saying safety is a priority around here is like saying “we 
make sure that generating profit is a priority”; of course 
it is, and safety should be defined in the same light. 
Around here, safety is an element that is considered in 
every decision, all of the time and without compromise.  

What makes up culture, since it’s an intangible thing? 
We can look at it as the attitudes, values and core 
beliefs that are shared within the company.  

                                                           
1 A Construction Safety Competency Framework: Improving OH&S performance by creating 
and maintaining a safety culture; Donald P Dingsdag, Herbert C Biggs, Vaughn L Sheahan 
and Dean J Cipolla (June 2008), p.2-4.  

 
 
So, who do we look to in ensuring that the attitudes, 
values and core beliefs are driven towards this culture? 
Management. Plain and simple. Poor safety culture is 
without a doubt the biggest hazard you can face; simply 
because it affects every facet of your system.  
 
Without a strong and genuine backing from 
management, complacency, non-conformance, poor 
attitudes and a loss of clear direction towards safe 
systems of work set in like a virus and it’s almost 
impossible to purge without a serious overhaul of your 
culture.  

The good news is that that was the hard part. Once 
you’ve admitted that, improving culture is relatively 
easy. 

1

 First and 
foremost, make sure that everyone understands that 
safety is not just an extra or optional step. Doing things 
safely is the way we do things around here, leaving no 
room for discussion. This is generally contained in your 
company policies but should be communicated by 
senior management to all staff through toolbox talks and 
site visits.  

  Make sure that sites 
and toolbox talk discussions are attended regularly, 
even by non-safety managers so that the message of 
safety is clear and that this ideal is held as true by 
everyone in the organisation. All managers should 
engage a few times a week, and there are a number of 
simple ways of doing this: sharing their thoughts and 
experience in the daily toolbox talks; assisting in 
completing an inspection checklist; wearing the full 
required site PPE; reviewing permits; correcting unsafe 
actions etc. Lead by example.  

 
Simplify and standardise what actions, approaches and 
behaviours are to be expected and apply them 
consistently. Make sure that every department and 
manager knows them so that they can be reinforced by 
everyone when they are deviated from.  



     

 

 

 

 
Ensure that there are effective methods for 
communicating them on a regular basis and make sure 
to recognise and praise positive actions that are in line 
with the expected behaviours.  

 Relay to your 
employees that adverse outcomes are not just a statistic 
to you as a manager; but that there is real concern for 
the individual and their livelihood should they be injured. 
Ensure they understand that you are there to help 
ensure their individual safety and the well-being of their 
dependants and that this is a serious priority to you and 
the company as a whole.  

 Making sure 
that every department and every level within those 
departments can have open, honest and informed 
conversations about safety helps to achieve this. It 
should be encouraged by everyone. Overall values, 
beliefs and attitudes that should be fostered and 
reinforced include: 

• 
- The lives and well-being of my colleagues is of 

the utmost importance.  
- Doing the “right thing” is a critical part of the way 

we operate here.  
• 

- I will never be in trouble for speaking up about 
a safety matter. 

- If I do raise a concern, I know that it will be taken 
seriously and dealt with promptly. 

- If I see something wrong and don’t act, I would 
be as responsible if something happened. 

- Good work here is about working safely- safety 
is not a separate concern.  

• 
- My personal safety and well-being is more 

important than money.   

These can be seen as the following:  

• 
- Have a clear understanding of what to do and 

follow through. 
- Think about what they are doing before doing 

anything. 
- Manage risks and hazards before they cause 

harm. 
- Understand that everyone is responsible and 

accountable for health and safety. 
- Will consistently follow the rules. 

 
• 

- Create a sense of community and belonging 
through team building and provide for 
opportunities for people to meet socially.  

- Having regular conversations with employees 
on a social level to build rapport and openness.  

- Providing good and clean amenities to show 
that management cares for the wellbeing of the 
workplace (conducting hygiene surveys, 
providing clean and tidy staff rooms, tea, coffee 
and hand washing facilities and clean toilets). 

• 
- Trusting people’s experience and opinions 

when safety matters are raised. 
- Having an “open-door” policy to encourage 

people to speak up.  
- Empowering and praising those who help to 

improve safety and resolve issues.  

 This can be seen as the 
cornerstone of productive safety culture. Further, it is 
also a requirement under the laws of South Africa 
governing workplace safety to make sure that 
awareness and training sessions are provided regularly.   

 
Senior management can improve their work health and 
safety knowledge by getting involved with the people 
who are doing the actual work or specific tasks. An 
effective way of doing this is to sit with the work team 
once or twice a week to discuss what the specific tasks 
are for the day and help draw up the job safety analysis 
that will be used.   

  Make use of a variety of sources of 
information to gain feedback on the effectiveness of the 
culture actions and other safety related behaviours that 
have been implemented. This will help to continually 
improve your safety culture and demonstrate to your 
employees that safety can always be advanced.  

From the listed culture actions above, it is clear that it all 
comes down to appointing effective managers and 
supervisors who can provide genuine engagement, 
knowledge, direction and understanding. Culture is a 
top-down system and failing to recognise and accept 
that truth will be to your detriment. 

mark@marinehse.co.za 

mailto:mark@marinehse.co.za


     

 

 

 

 

 

 

MARINE HSE provides a platform for all safety and marine construction professionals to submit relevant articles to 
prompt discussion and provide for different viewpoints on all HSE matters affecting the industry.  

• Any individual or company can submit an article. Accepted articles will be published in the monthly MARINE HSE 
safety brief, available online through marinehse.co.za, as well as on our various social media platforms.  
 

• Articles should be seen as opportunities to discuss original ideas and areas of interest that are specific to marine 
construction. When deciding on a topic, avoid writing extensions of what would be considered a toolbox talk topic 
(i.e. responsibilities of a hot work operator; or how to work at height safely; or manual handling guidelines).  

 
• Read up on local and international marine construction topics; or evaluate new pieces of legislation or legal topics 

that have an impact on your operations and the industry as a whole; or propose solutions to unique site challenges 
that others can benefit from.  

 
• Importantly, where an article is not an original idea or topic, sources must be referenced. Use the following 

referencing guideline to assist in correctly referencing your sources: 
http://library.ukzn.ac.za/pdfs/Law/Law_Guideto_footnoting.pdf 

 
• 

- Submitted for review in Microsoft Word format 
- Between 700- 1200 words 
- Reviewed by the author for spelling and grammar 
- Referenced appropriately where required 

 
• MARINE HSE will provide a basic review of all articles. Material changes that are required will be put to the author/ 

submitting party for amendment.  
 

• The decision to publish any article/ resource remains at the sole discretion of MARINE HSE. 

 

Learning from incidents is a critical part of improving the safety standards across all sites.  

• Incident reports may be submitted by a person or company on the condition that express permission has been 
obtained from the owner/ author by the submitting party. MARINE HSE will assume that all necessary permissions 
have been obtained from any such party, upon receiving any incident submission.  
 

• Consider which incidents have already been covered on in previous safety briefs and submit reports that cover new 
areas or differ in their circumstances or learning outcomes.  
 

• MARINE HSE requests that the submitting party changes all company and personal details to ensure anonymity. 
Further reviews to ensure this will be done by MARINE HSE.  
 

• All incident reports must be submitted in Microsoft Word format for review. MARINE HSE will provide a basic review 
of all incidents. Material changes that are required will be put to the author/ submitting party for amendment.  

 
• The decision to publish any incident report/ resource remains at the sole discretion of MARINE HSE. 

 

 

http://library.ukzn.ac.za/pdfs/Law/Law_Guideto_footnoting.pdf


     

 

 

 

 

 

 

 

 

The compilation of local incident and observation statistics into one central database is aimed at analysing the areas 
that are most problematic within marine construction locally so that particular focus can be put into those areas 
nationwide.  

• Statistics may be submitted by a person or company on the condition that express permission has been obtained 
from the owner/ author by the submitting party. MARINE HSE will assume that all necessary permissions have 
been obtained from any such party, upon receiving any statistics submission. All statistics will be published 
cumulatively and anonymously. For ease of use and submission, a statistics template can be downloaded . 
 

• When compiling/ submitting statistics, use the following categories (or simply use the statistics template available 
online) so that the database can be efficiently updated and remain consistent: 

 
• Confined space work 
• Dropped objects  
• Electrical  
• Environmental  
• Fall risk work 
• Hot work 
• Housekeeping  
• HSE procedures  

• Manual handling  
• Mechanical  
• PPE  
• Property damage  
• Rigging  
• Scaffolding  
• SIMOPS  
• Tools and equipment  

 

Confined spaces 5% 

Dropped objects 9% 

Electrical 2% 

Environmental 6% 

Hot work 9% 

Manual handling 2% 

Mechanical 4% 

PPE 9% 

Property damage 4% 

Rigging 2% 

Scaffolding 6% 

SIMOPS 2% 

Tools and equipment 3% 

http://www.marinehse.co.za/hse-statistics


     

 

 

 

 
 
 

provides the first ever marine construction learning and resource base in South Africa and is committed 
to the development and promotion of our local industry, to showcase South Africa as an international player in marine 
construction.  

Further, aims to promote local companies and contractors, by providing a platform for them to showcase 
their products and services in the listed in the back of all monthly Safety Briefs.  

The will be launched at the beginning of 2018. All listed companies will receive the 
following in the   

• Company name;  
• Company logo (electronically linked to their webpage); 
• Core business services;  
• Main business address; 
• Main contact number;  
• Email address (electronically linked); and 
• Webpage address (electronically linked). 

 rates are as follows:  

• 3 months:  R1500.00 (R500 p/m) 
• 6 months:  R2500.00 (R416 p/m) 
• 12 months: R4500.00 (R375 p/m) 

 

 

Ocean Road, Table Bay Harbour,  
Cape Town, 8001 

   +2774 546 6677 
   mark@marinehse.co.za 
  www.marinehse.co.za 
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