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1.  SHORT DESCRIPTION 

 

The person died in the shaft of passenger lift of ro-ro / passenger ship “Patria Seaways” navigating 

from Swedish port Kapellskär and Estonian port Paldiski. This had happened in 25-11-2013. The 

ship was moored away from the quay in Kapellskär port at 11:00 a.m. and traveled towards the 

place of the berth in the same port. The ship had hailed to the place of the berth at 11:55 a.m. and 

started dropping an anchor. At 11:55 a.m. within an internal wireless communication of the ship the 

information had appeared that the second engineer is inviting the electro-mechanic for the 

conversation. But he just did not say the purpose of this invitation. At that time the electro- engineer 

along with the chief engineer and duty engineer was at engine-room and possible did not hear this 

invitation because the communication of portable radio station was quite weak regarding of metal 

structures of the ship. The crewmen located on the operational bridge of the ship at that time did not 

pay attention to this invitation because they thought that the second engineer had found the electro- 

engineer through internal telephone or by other means. This is a normal practice of the ship. The 

ship had further continued the operation of dropping an anchor. After several minutes, to 

approximately 11:58 a.m., the manager of passenger’s service had called to the captain’s bridge by 

the phone and informed that somebody had stuck in the lift of the ship because she heard the bell 

and call for help. Immediately after this message the head assistance of the captain was send to the 

room of the engine of the lift in order to see what had happened. The head assistance of the captain 

had informed through portable radio station that he sees somebody stuck between the lift the wall of 

the shaft. At that time the second assistance of the captain had quickly run to that place and saw that 

the body of the human is stuck within the shaft of the lift. However, he cannot determine the exact 

member of the crew straight away. The revise of the crewmen was started to perform through the 

radio station and by telephone in order to determine the lacking member. At the same time the 

communication with the dispatcher office of Kapellskär port was performed and after short 

description of the situation within the ship emergency medical service was asked to come to the 

ship. After several minutes the message was received that the man stuck within the shaft of the lift 

is the second engineer and he is strongly disabled and demonstrating no signs of life. At that time in 

accordance to the decision of the captain the crew had started to pull the anchor up and moved 

towards the quay of Kapellskär port. At 12:50 p.m. the ship “Patria Seaways” was at the quay of 

Kapellskär port. The crew of firefighters-rescuers, emergency medical service and police officers 

had come to the ship.  
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                                              Figure 1. Operating line of the ship “Patria Seaways”. 

 

2. FACTUAL INFORMATION 

 

 
                 Figure 2. Stuck place of the lift in the ship.  
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Figure 3. General view of the lift after opening of the door. The ladder of emergency landing from 

the cabin of the lift can be seen at the right side.  

 

 

 
Figure 4. The view of the shaft of the lift from the top. The ladder of emergency landing can be seen 

at the left upper side.  
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Figure 4. The position of human body. 

 

 

2.1. INFORMATION ABOUT THE SHIP 
 

The title of the ship: “Patria Seaways”. 

TJO (IMO) No. 8917390. 

The flag of the ship: Lithuanian. 

Call-signs of the ship: LYRC. 

The type of the ship: ro-ro / passenger ship. 

Gross tonnage of the ship: 18,332.00 tons. 

Length overall of the ship: 154 m. 

Maximum breadth of the ship: 24 m. 

Hull height: 18 m. 

Hull material: steel. 

The number of the crewmen in the ship: 35. 

The number of the crewmen in accordance to the minimum certificate of the crewmen of the 

ship: 18. 

Classificatory company: AMERICAN BUREAU OF SHIPPING. 

The manager of the ship: AB DFDS Seaways. 

Built year of the ship: 1991 m.  

The main engine:  

The type and the power: model 8ZA40S Sulzer, 2 x 10560 kW. 

The propellers of variable lead. 

 

 

2.2. INFORMATION ABOUT THE TRIP 
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The ship “Patria Seaways” was constantly navigating via international trip between Paldiski 

port (Estonia) and Kapellskär port (Sweden). The types of hauling freight: the trucks 

including the freight of various purposes, the tourists and business representatives. By the 

time of the event the ship did not include any freight or passengers because the ship should 

be loaded in the evening in accordance to the schedule. The crew of the ship was consisted 

of 35 peoples. 

 

  

2.3.  INFORMATION ABOUT THE ACCIDENT OF MARITIME SHIP 

 

This is event is classified as a very severe accident following the regulation of safety 

investigations of the accidents and incidents of maritime ships (hereinafter – the Regulation) 

that was certified by the minister of  the Ministry of Transport and Communications of the 

Republic of Lithuania on 29 July 2011 by 7.3 sub-article of the order No.  3-461. 

The message on this event was registered by 433/2014 number within EMCIP database of 

European Maritime Safety Agency. 

The message on this event was registered by C0009149 number within GISIS database of 

International Maritime Organization (IMO). 

 

Date and time: 25-11-2013 11:55 a.m. 

 

The position and place of maritime ship: the ship “Patria Seaways” was maneuvering at the 

place of the berth after swimming from the quay of Kapellskär port and unloading of the 

freight. Very severe accident had happened in the region of the Baltic Sea, in Kapellskär 

port (Sweden), map references 59-43.8 N. 019-08.6 E. chart No. 26135. 

 

External and internal environment: northern wind – 11 m/s, sea-surface state – 2 scores, 

atmospheric pressure – 761 mm, weather – sunshine, visibility – more than 6 nautical miles, 

air temperature – +3 degrees, sea water temperature – +7 degrees. The ship had included 

usual operational environment, major part of the members of the crew had a rest after 

loading works and night and the time of the change between the members of watch services 

had come to an end. 

The segment of ship exploitation and the trip: the ship was being exploited since 1992 and 

corresponds to all requirements raise for it. It was usual working day of passenger ship 

within international line. 

 

The place in the ship: passenger lift had stuck when coming down a little bit lower than the 

5
th

 deck of the ship. 

 

Information on human factors: the impatience of the gone man, the rush to perform the 

actions without the persuasion and contemplation on the after-effects of these actions, over-

diligence to do his duty in time (he was hurrying to the engine-room because his watch 

should be started at 12:00 p.m.). 

 

After-effects (for the people, ship, freight, environment): tragic death of the human. 

 

 

2.4. THE ACTIVITY AND REACTION OF COASTAL ADMINISTRATION AFTER THE 

OCCURRENCE OF THE DISASTER 
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Participated subjects: the captain of the ship “Patria Seaways” had invited these subjects to 

participate – the dispatcher of Kapellskär port administration, the services of emergency medical 

service, firefighters-rescuers and police officers. The inspector of Swedish transport agency, the 

investigator of Swedish accident investigation office, the representatives of the owner of the ship – 

AB DFDS Seaways, Lithuanian safe navigation administration, the investigator of the department 

of the investigation of transport accidents and incidents of the Ministry of Transport and 

Communications of the Republic of Lithuania also took place in the participation. 

 

Used measures: the helicopter and motor launch, but later it was refused to use them.  

 

Reaction speed: urgently after the message of the disaster was received from the captain. 

 

Undertaken actions: forasmuch the injured person had died straight after the experienced injury 

emergency medical service was not needed already, firefighters-rescuers had released human body 

and it was brought away to the medical institution for the investigation and send to Klaipėda later 

on; the investigator of the police and other services had started the survey of the witnesses straight 

after coming to the ship. 

 

Achieved results: the most important result was not achieved because the person had died. Other 

secondary results include the things that AB DFDS Seaways had temporarily suspended the use of 

passenger lift, arranged uncommon introduction for the members of the crew regarding the structure 

and the equipment of the ship, operational principles of it and started the procedure of event 

investigation. 

 

 

3. CIRCUMSTANCE 
    

              

Very severe accident had happened in ro-ro / passenger ship “Patria Seaways” navigating from 

Swedish port Kapellskär and Estonian port Paldiski. This had happened in 25-11-2013. The person 

died in the shaft of passenger lift. The ship was moored away from the quay in Kapellskär port at 

11:00 a.m. and traveled towards the place of the berth in the same port. The ship had hailed to the 

place of the berth at 11:55 a.m. and started dropping an anchor. At 11:55 a.m. within an internal 

wireless communication of the ship the information had appeared that the second mechanic is 

inviting the electro-mechanic for the conversation. But he just did not say the purpose of this 

invitation. At that time the electro-mechanic along with the head mechanic and duty mechanic was 

at engine-room and possible did not hear this invitation because the communication of portable 

radio station was quite weak regarding of metal structures of the ship. The crewmen located on the 

operational bridge of the ship at that time did not pay attention to this invitation because they 

thought that the second mechanic had found the electro-mechanic through internal telephone or by 

other means. This is a normal practice of the ship. 

At that time, at 11:54:55 a.m., the alarm of the lift was greeted within the informative monitor of 

engine-room of the ship. It had represented that the person is blocked in the lift. The signal was 

confirmed at 11:56:39 a.m. and immediately after this the head mechanic had send the electro-

mechanic to the passenger lift. The ship had further continued the operation of dropping an anchor. 

After several minutes, to approximately 11:58 a.m., the manager of passenger’s service had called 

to the captain’s bridge by the phone and informed that somebody had stuck in the lift of the ship 

because she heard the bell and call for help. Immediately after this message the head assistance of 

the captain was send to the room of the engine of the lift in order to see what had happened. The 

head assistance of the captain had informed through portable radio station that he sees somebody 

stuck between the lift the wall of the shaft. At that time the second assistance of the captain had 

quickly run to that place and saw that the body of the human is stuck within the shaft of the lift. 
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However, he cannot determine the exact member of the crew straight away. The electro-mechanic 

had disconnected electric power of the lift and started to lower down the lift with the help of manual 

mechanism. The revise of the crewmen was started to perform through the radio station and by 

telephone in order to determine the lacking member. At the same time the communication with the 

dispatcher office of Kapellskär port was performed and after short description of the situation 

within the ship emergency medical service was asked to come to the ship. After several minutes the 

message was received that the man stuck within the shaft of the lift is the second mechanic and he is 

strongly disabled and demonstrating no signs of life. At that time in accordance to the decision of 

the captain the crew had started to pull the anchor up and moved towards the quay of Kapellskär 

port. At 12:50 p.m. the ship “Patria Seaways” was at the quay of Kapellskär port. The crew of 

firefighters-rescuers, emergency medical service and police officers had come to the ship, human 

body was released and the investigation was started to be performed.  

 

 

 

 

 

 

                                                                                  

Emergency hatchway is overhead.                                     

It can be opened with the key. 

 

 

 

 

 

 

 

 

 

                                                                                            

The note “Emergency exit”.    

 

 

 

 

The key for opening of emergency hatchway. 

 

 

 

                                                                             

Figure 6. The equipment of emergency landing from the lift. 
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               Figure 7. The equipment of emergency landing from the lift shaft. 

 

 
                Figure 8. The hatchway of the landing from the lift shaft. 
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The body of the gone man was pulled up from the shaft and brought to the inspection at 13:30 p.m. 

under the guidance of Swedish rescue service. Police officers had sealed up all doors of the lift and 

the hatchway of lift shaft. Also they had started the survey of the members of the crew. The 

criminalists and the investigator of Swedish transport inspection had joined them later. After the 

collection of all cases and filling all required documents the officers had left the ship at 22:40 p.m. 

The loading of the ship had started to be performed. At 23:30 p.m. the ship “Patria Seaways” had 

departed from Kapellskär port to Paldiski port. 

Available material lets us know that the second mechanic (the person who had gone) was lending 

down by the lift because his watch in the engine-room was approaching. At that time the lift had 

stuck due to unknown reasons and stopped at 5
th

 deck. He (the gone man) had pushed the alarm 

several times and it was seen within the screen of the alarms of engine-room of the ship. This alarm 

is stated by the printing equipment. A little bit later the gone man had invited the electro-mechanic 

through the radio station but he was at the engine-room and did not hear the call-sign. This was 

because of the thing that radio waves filter into the engine-room poorly but he did not know this 

supposedly. The gone man also did not know that the head mechanic of the engine-room had send 

the electro-mechanic to the lift in order to release the person stuck within the lift immediately after 

the alarm was received and confirmed. 

Due to unknown reasons why it was a need to hurry in such way the gone man had taken the key of 

emergency hatchway that was hanging fixed in the lift, opened the hatchway of emergency exit and 

landed by the emergency ladder into the lift shaft on the roof of the lift.   
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 Figure 9. Emergency opening of the hatchway of the lift with the help of special key. 

 

 

After coming up the top of the lift (the roof) the gone man had closed the cover of emergency exit 

of the lift due to unknown reasons, although it must be left open in accordance to safety 

requirements. Special equipment is intended for this purpose. 
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 Figure 10. The fixer of emergency hatchway of the lift when the hatchway is open. 

 

 
 Figure 11. The switch of electric current of emergency hatchway of the lift when the cover is open. 

 

 

After closing of emergency hatchway of the lift and the gone man starting to climb up by the ladder 

of the shaft to the opening of the shaft of the lift the cabin of the lift had started to move upwards 

and pressed the body of the second mechanic starting from the legs. It has pressed the body between 

the cabin of the lift, the wall of lift shaft and the ladder. Everything had happened very quickly 

because the headway of the cabin of the lift is not slow.  
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4. ANALYSIS 
 

The main mistake made by the gone mane was that he did not wait for the help from other members 

of the crew although he had already informed about the emergency situation and the person was 

send to release him. There ungrounded rush of the second mechanic had evidenced in order to pull 

away from the stuck lift as soon as possible. 

It is very cryptic that the specialist of such high level, having great experience in the ships working 

with various equipment and mechanisms of the ships, being of excellent orientation, sensible and 

always thinking soberly, had chosen dangerous and unreasonable manner of the solution within 

elementary situation. Perhaps unfavorable situation had developed due to technical problems of the 

lift and human factor – groundless rush, insufficient attention, without evaluation of possible after-

effects of risky step. 

Several moments of the rush and tragic after-effects mean purposeless and severe death of the 

human. 

 

 

5. FINDING 

 

Very severe accident had happened due to the mistake of gone second engineer himself – there was 

no need to close the cover of emergency hatchway. This mistake possibly had happened because of 

overlarge rush or the ignorance of the main operation principles of power protection of emergency 

hatchway of the lift. The cabin of the lift and all mechanism of lift control started to operate again 

after closing of emergency hatchway. This is equivalent to the suicide and it is strictly forbidden to 

perform such things without the persuasion that power supply of the lift is disconnected. 

 

 

 

6. SAFETY RECOMMENDATIONS   

 

 

1. All companies exploiting similar ro-ro / passenger ships are being offered to introduce all 

members of the crew of the ships with this final report of safety investigation, to perform 

uncommon control of technical equipment and to arrange uncommon instruction of safe use of 

the lifts for the members of the crew taking the notice of emergency situation of the actions of 

the members of the crew. 

 

2. The company AB DFDS Seaways is being offered to supplement the electric scheme of lift 

control with “zero protection”. 

 

3. The company AB DFDS Seaways must inform the manager of the investigation of the 

accidents and incidents of maritime ships of the Department of the investigation of transport 

accidents and incidents of the Ministry of Transport and Communications regarding the 

implementation of above mentioned recommendations during one year after the day of the 

reception of final report.    
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7. APPENDAGES    
 

Appendage A. Control instruction by emergency manner of passenger lift. 

Appendage B. Revise schedule of passenger lift. 

Appendage C. Revise act of passenger lift dated 19-11-2013. 

Appendage D. The scheme of safety electric circuits of passenger lift. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Chief specialist of  

the Department of the investigation of transport accidents and incidents 

(the manager of the investigations of the accidents and incidents of maritime ships)  

                                                       Capt. Leonardas  Vilimas 
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Appendage A. Control instruction by emergency manner of passenger lift 
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Appendage B. Revise schedule of passenger lift 
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Appendage C. Revise act of passenger lift dated 19-11-2013  
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Appendage D. The scheme of safety electric circuits of passenger lift  

 

 


