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The Merchant Shipping
(Accident and Incident Safety
Investigation) Regulations,
2011 prescribe that the sole
objective of marine safety
investigations carried out in
accordance with the
regulations, including analysis,
conclusions, and
recommendations, which either
result from them or are part of
the process thereof, shall be
the prevention of future marine
accidents and incidents
through the ascertainment of
causes, contributing factors
and circumstances.
Moreover, it is not the purpose
of marine safety investigations
carried out in accordance with
these regulations to apportion
blame or determine civil and
criminal liabilities.

REPORT NO.: 24/2021

This safety investigation has been
conducted with the assistance and
cooperation of the Marine Regulations
Department, within the Ministry of
Transport and Communications, Qatar,
and the Hellenic Bureau for Marine
Casualties Investigation, Greece.

MT MINERVA VERA
Fire in the accommodation,
leading to two fatalities,
at the port of Ras Laffan, Qatar
21 November 2020

SUMMARY
On the morning of 21 November
2020, whilst Minerva Vera was
loading cargo at the port of Ras
Laffan, Qatar, a fire broke out in
a cabin on B-deck of the
accommodation block.

NOTE
This report is not written with
litigation in mind and pursuant
to Regulation 13(7) of the
Merchant Shipping (Accident
and Incident Safety
Investigation) Regulations,
2011, shall be inadmissible in
any judicial proceedings whose
purpose or one of whose
purposes is to attribute or
apportion liability or blame,
unless, under prescribed
conditions, a Court determines
otherwise.

November 2021

The crew members immediately
tried to fight the fire but were
unable to do so until a shore fire
team arrived.
As a result of this accident, two
crew members lost their lives,
most probably after they

suffered the effects of smoke
inhalation. The damages to the
vessel were limited to her
accommodation.
Based
on
the
collected
information,
the
MSIU
concluded that in all probability,
the fire was caused by a fault in
the cabin’s overhead light.
Considering the actions taken,
no recommendations have been
issued by the MSIU.

The report may therefore be
misleading if used for purposes
other than the promulgation of
safety lessons.
© Copyright TM, 2021.
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This document/publication
(excluding the logos) may be
re-used free of charge in any
format or medium for education
purposes. It may be only reused accurately and not in a
misleading context. The
material must be
acknowledged as TM
copyright.
The document/publication shall
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referenced. Where the MSIU
would have identified any thirdparty copyright, permission
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FACTUAL INFORMATION
Vessel
Minerva Vera (Figure 1) was an 81,467 gt oil
tanker, owned by Beatrix Consultants Corp.,
and managed by Minerva Marine Inc.,
Greece. She was built by Hyundai Samho
Heavy Ind. Co. Ltd., Republic of Korea, in
2009. Det Norske Veritas (DNV) acted as
the classification society as well as the
recognized organization, in terms of the
International Safety Management Code, for
the vessel.
The vessel had a length overall of 274.33 m,
a moulded breadth of 48.00 m and a moulded
depth of 23.10 m. She had a summer draught
of 17.17 m, which corresponded to a summer
deadweight of 158,022 metric tonnes (mt).
At the time of the occurrence, she was
drawing a forward draught of 6.30 m and an
aft draught of 9.30 m.
Propulsive power was provided by a 6cylinder, two-stroke, single-acting, slow
speed, MAN B&W 6S70MC-C8 marine
diesel engine, which produced 18,660 kW at
91 rpm. This drove a fixed-pitch propeller,
enabling Minerva Vera to reach an estimated
speed of 16 knots.

Crew
Minerva Vera’s Minimum Safe Manning
Certificate stipulated a crew of 15. At the
time of the accident, the vessel was manned
by 25 Bulgarian, Ukrainian, Greek, and
Filipino crew members.
The fatally injured able seafarer – deck
(AB 1) was 31 years old. He had around
nine years of seafaring experience, all of
which were served on oil tankers. He had
about two years of experience as an able
seafarer – deck with STCW1 II/5

1

IMO. (2010). The Manila amendments to the
annex to the International convention on standards
of training, certification and watchkeeping for
seafarers (STCW), 1978. London: Author.
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Figure 1: Extract of the GA Plan of Minerva Vera
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qualifications. His certificate of proficiency
was issued by the Philippines maritime
authorities in 2016. He had joined the vessel
on 05 July 2020, at the port of Ceyhan,
Turkey. For the month of November 2020,
he had been assigned the 0000 – 0600 and
1200 – 1800 watches in port.

The safety investigation’s narrative was
drawn up on available eyewitness accounts
and only the common aspects of the crew
members’ version of events was
considered. Due consideration was also
given to the accident investigation report
compiled by the Marine Regulations
Department of Qatar.

The fatally injured ordinary seafarer (OS 1)
was 25 years old. This was his first contract
at sea. He held STCW II/5 qualifications,
and his certificate of proficiency was issued
by the Philippines maritime authorities in
March 2020. He had joined the vessel on 05
November 2020, at the port of Singapore.
For the month of November 2020, he too was
assigned the 0000 – 0600 and 1200 – 1800
watches in port.

Narrative2
On 20 November 2020, at 0730,
Minerva Vera departed from Port Rashid
anchorage, U.A.E. and proceeded in a
ballast condition towards the port of Ras
Laffan, Qatar. She arrived there at 2348, on
the same day.
At 0154 of 21 November, the vessel was
moored with her port side alongside Liquid
Berth 21 at Ras Laffan Oil Terminal.
Following the preparations for cargo
loading and the completion of the shipshore safety checklists, cargo operations
commenced at 0618.

The AB (AB 2), in whose cabin the fire had
started, was 30 years old. He had around 7.5
years of seafaring experience, all of which
were served on oil tankers. He had about 4.5
years of experience as an AB with STCW
II/5 qualifications.
His most recent
certificate of proficiency was issued by the
Philippines authorities in 2016. He had
joined the vessel on 17 November 2020, at
the port of Fujairah, U.A.E. For the month of
November 2020, he was assigned the 0600 –
1200 and 1800 – 2400 watches in port.

At approximately 0840, the pumpman had
his breakfast in the crew messroom and
went up to his cabin on B-deck (Figure 2)
to rest. Realizing that he was still carrying
a portable radio, he left his cabin to hand
over the radio to AB 2, who was manning
the cargo manifold.

Environment
Around the time of the accident, the sky was
overcast. A gentle breeze was blowing from
the East and the sea was calm. The air and
sea temperatures were recorded as 28 ℃ and
27 ℃, respectively.

While passing through the alleyway,
towards the port side exit door, he sensed a
peculiar smell which he described as that of
a burning electrical cable. He went down to
the cargo control room (CCR) to inform the
officers about this. The chief officer was in
the CCR with two of the three second
officers on board.

Evidence variability
The MSIU came across numerous
discrepancies in the version of events, as
recalled by various crew members. Several
crew members were unable to accurately
describe their own actions, but quite easily
could recollect the actions of other crew
members.
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B-deck

A-deck
Figure 2: Layout of A-deck and B-deck of Minerva Vera’s accommodation

After being alerted by the pumpman, one of
the second officers (OOW 1) went up to Bdeck to assess the situation, while the other
second officer (OOW 2) went up to the
bridge to check the fire alarm panel.

Realizing the gravity of the situation, the
chief officer instructed the Pumpman to
alert all crew members and subsequently,
he notified the master over the telephone.
He also notified the Terminal of the
situation.

At 0849, a pre-warning fire alarm3 was
triggered on the bridge fire alarm panel. This
alarm caused the internal fire doors of the
accommodation to shut. Soon after, OOW 2
reached the bridge and saw that the alarm
was activated by a smoke detector on Bdeck. He then acknowledged the alarm and
went down to B-deck through the internal
stairway.

The messman, who was washing dishes in
the officer’s pantry, heard the pumpman’s
warnings of a fire on B-deck.
He
immediately turned off the galley
equipment and proceeded to the muster
station at 0850.
On reaching the landing of B-deck, OOW 2
took the nearest fire extinguisher and
entered B-deck. There, he came across the
chief engineer and OOW 1. OOW 1 was
trying to open the messman’s cabin door;
however, it was locked.
The chief
engineer, OOW 1 and OOW 2 then raised
verbal warnings to alert all crew members
on B-deck, following which, the apprentice
engineer, the cook, and an ordinary seafarer
(OS 2) came out of their cabins.

In the meantime, OOW 1 and the pumpman
reached B-deck and confirmed the same
burning smell, which seemed to be
emanating from the messman’s cabin (red
arrow in Figure 2). Soon after, they saw grey
smoke coming out from the space between
the top of the cabin’s door and its frame.

3

The chief engineer took the only emergency
escape breathing device available on Bdeck and escorted the cook, out through the
internal stairway, followed by OOW 1,
while OOW 2, the apprentice engineer and
OS 2 left B-deck through the starboard exit
door. By then, the pumpman had alerted all

The pre-warning fire alarm was set to activate
immediately after being triggered by a fire
detector. This audio-visual alarm could only be
seen and heard on the fire alarm panels. If the prewarning alarm is not acknowledged, the main fire
alarm, which would be heard throughout the
vessel, was set to activate two minutes after the
pre-warning alarm was activated.
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the crew members on deck, following which,
he and the electrical officer shut off the
accommodation ventilation and electrical
supply.

However, since the fire was concentrated
on the port side of B-deck, the smoke and
the heat made it difficult for them to enter
from this side.

In the meantime, while making his way up to
the bridge after receiving the phone call from
the chief officer, the master noticed smoke
rising to C-deck. On entering the bridge, at
around 0853, he heard the main fire alarm.
He acknowledged the alarm and made a brief
announcement4 over the public address (PA)
system. Soon after, at 0854, the main fire
alarm re-triggered and was silenced again.

Meanwhile, the chief officer rushed to the
starboard midship store and brought back a
fire axe to open B-deck’s starboard side
exit. However, they were unsuccessful.
At around 0912, a shore fire team and
paramedics boarded the vessel. By then,
the crew members had broken the
(starboard) door’s glass porthole and rigged
up a chain block to force the door open.
Once the door was opened, they noticed the
door’s internal dead lock in the locked
position. Meanwhile, the vessel’s fire team
had consumed all the breathing apparatus
bottles.

Since the master was not carrying his
portable radio with him, he then left the
bridge through the port exit door and went
down towards B-deck5. He saw several crew
members around B-deck and on seeing OOW
1, he instructed him to conduct a head count
of the crew members. He also instructed him
to confirm that all ventilation was shut and
the electrical system isolated.

Fire-fighting and discovery of casualties
Just before 0950, the shore fire team
managed to enter B-deck through the port
side exit door. It became evident that the
fire was in AB 2’s cabin (the first cabin
near the port side exit door).

As the crew members were spread around the
accommodation, OOW 1 found it difficult to
conduct a proper head count. However, he
noticed that OS 1 was missing and
immediately informed the chief officer.

At about 0950, while AB 2’s cabin was
being cooled from the outside, a member of
the shore fire team found AB 16 lying in the
alleyway, about 5 m from the port side exit
door. AB 1 was immediately brought out to
the external area of B-deck, where
paramedics attended to him. OS 1 was still
missing.

In the meantime, the crew members prepared
the fire hoses and commenced the boundary
cooling of both sides of the accommodation.
The chief officer instructed OOW 3 to
disconnect the cargo loading arms and the
vapour return connection.
When the vessel’s fire team, consisting of the
bosun and an AB (AB 3), tried to enter Bdeck through the starboard exit door to fight
the fire, they found this door locked from the
inside. The fire team then immediately
proceeded towards the port side exit door.
4

The announcement was: “Attention all crew!”

5

VDR data indicated that at around 0855, shortly
after the master left the bridge, the main fire alarm
activated again and continued for about three
minutes.
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Now that the starboard exit door was also
open, smoke had started to dissipate.
Once considered safe, several members of
the shore fire team entered AB 2’s cabin
and started fighting the fire. The safety
investigation was informed that the shore
fire team accessed the cabin from the
adjacent messman’s cabin after breaking
6

5

Up until this time, the crew members were
unaware that AB 1 was missing.
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down the bulkhead panels separating the two
cabins (Figure 3).

the inside) and found him lying on his bed,
under the blanket. He was pulled out and
the paramedics attended to him.
At 1018, the fire was confirmed
extinguished and few minutes later, medical
personnel from a local hospital joined the
paramedics, already on board.
At approximately 1135, the shore medical
team pronounced AB 1 and OS 1 dead.
Figure 4 shows a layout of the findings on
B-deck.

Injuries
Although no autopsies had been carried out,
the MSIU was informed that the deceased
crew members had no burn injuries after
they
were
extracted
from
the
accommodation block.

Figure 3: Bulkhead panel which was broken down
by the shore fire team to access the fire

At around 1015, the rest of the fire team
opened OS 1’s cabin (which was locked from
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Figure 4: Layout and the findings on B-deck. (
in the alleyway and OS 1 in his cabin)
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Origin of the fire – AB 2’s cabin;
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Casualties – AB 1
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Damages to the vessel
Due to the fire, the cabins of AB 2 and the
messman were completely damaged (Figure
5), while the floor insulation in AB 1’s cabin
was partially damaged. The electrical fittings
in the B-deck alleyway were completely
damaged (Figure 6).
Figure 6: Damaged overhead electrical fittings on
B deck

Figure 7: Damaged flooring in the chief engineer’s
cabin

In addition to the above, all other cabins on
B-deck were affected by soot and water used
for fire-fighting. As a result of the firefighting efforts, various doors and portholes
on B-deck and the porthole of the chief
engineer’s cabin were also damaged.

Fire scene investigation and findings
Following the occurrence, fire experts were
engaged by the vessel’s P & I Club to
investigate the cause of the fire. Their report
was made accessible to the safety
investigation, which considered it as
documentary evidence.

Figure 5: AB 2’s cabin after the fire

On C-deck, the chief engineer’s cabin, which
was directly above AB 2’s cabin, sustained
partial damage to the floor insulation Figure
7).
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Reviewing of the fire alarm system’s logs
and the engine-room alarm monitoring
system (ER AMS) for the day of the
accident, the fire experts observed that an
‘earth fault insulation level low’ alarm was
recorded on the ER AMS at 0844, which was
then recorded as reset without intervention
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by 0854. The electrical officer explained that
the alarm originated from the 220 V circuits
in the forecastle. However, on checking, he
had not found any issues with the same.

Bed Light

Approximate location of
burned components of
the heater

At 0849 the smoke detector in the B-deck
alleyway (outside the messman’s cabin)
triggered a fire alarm, which was muted at
0850. Around 0851 onwards, the rest of the
smoke detectors on B-deck triggered further
alarms.
At 0855, another ‘earth fault
insulation level low’ alarm was activated;
this time for the 220 V main and emergency
switchboards, which supplied power to the
accommodation.

Heater

Overhead Light

The pattern of damage in AB 2’s cabin
indicated that the fire had originated in the
main cabin space. However, there was
inadequate evidence to establish the exact
location of the seat of the fire. The heat and
fire damage to the messman and chief
engineer’s cabins, as well as the B-deck
alleyway, were consistent with the effects of
a fire propagating from AB 2’s cabin. It was
noticed that, since the spaces between the
false ceiling and the deckhead were not
segregated, smoke had spread easily and
entered all the other cabins through gaps
between the false ceiling and the deckhead.
7

Mirror
Light

Desk
Lamp

Figure 8: Layout and fittings in AB 2’s cabin

Nothing remarkable was identified in the AB
2’s cabin (Figure 8), which would have
indicated signs of a fire hazard, except for
burned components of the portable electric
heater, which were found among the bed’s
mattress springs (Figure 9).

7

The main cabin space was severely and evenly
burned out, extending into the space between the
false ceiling and the deckhead, into the alleyway of
B-deck, while the damage to the bathroom was
mainly at a high level. The extent of damage
decreased while moving away from this cabin.
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Figure 9: Charred components of the portable
electric heater
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Electrical fittings in AB 2’s cabin
The safety investigation was informed that
after AB 2 moved to his designated cabin on
18 November 2020, he noticed that one of
overhead fluorescent tubes had a reddish
glow. However, since the light was working,
he did not view it as a matter of concern. He
also mentioned that, before leaving his cabin,
he always switched off the bed light, but
leave the mirror light in the bathroom and the
overhead light on.

AB 2 recalled8 that the heater was on the
floor, near the desk where the power socket
was located (Figure 8), and that the heater
was not plugged in when he left his cabin.
Furthermore, when examined by the fire
experts, neither were the plug pins of heater’s
supply cable found plugged into a power
socket, nor did the remains reveal any
evidence of a fault.
The internal wiring of the AB 2 cabin
overhead light had been removed and taken
ashore
by
the
local
authorities.
Consequently, they were not available for
examination. However, the examination of
the overhead lights in the other cabins on Bdeck revealed a poor condition.
The
insulation of the internal wiring and the
plastic casings of the internal electrical
components were discoloured and cracked,
indicating that these parts had been adversely
affected by the effects of long term
ultraviolet (UV) light exposure.

He had also found some decorative lights and
an electric kettle, left behind in the cabin by
the previous AB. He placed these inside the
cabin’s wardrobe. However, there was no
mention of the portable electric heater when
the safety investigators discussed the
accident with AB 2.
AB 2 further stated that neither his mobile
phone, nor any other electrical equipment,
were plugged into the power socket, at the
time of leaving his cabin on the day of the
accident.

In addition to the above, the ballasts of
several overhead lights were damaged due to
overheating, and several capacitors were
deformed and / or ruptured. Charred material
was also observed on one of the capacitors.

Smoking in the cabins
According to the ship-shore safety checklist
completed prior to the commencement of
cargo loading operations, only the officer’s
and rating’s smoking rooms, and the CCR
were designated as smoking areas, whilst the
vessel was at the berth.

It was not excluded that the overhead light in
AB 2’s cabin may have been in a similar,
poor condition. It was therefore considered
probable that the fire had resulted from an
internal fault with the overhead light in this
cabin.
Information reaching the safety
investigation suggested that such a fault
could have ignited the plastic diffuser fitted
to the light and caused burning material to
drop down, either onto the foot of the bed or
into a plastic bucket containing clothes that
AB 2 had left on the floor in the vicinity of
the bed. As a result, the combustible
materials may have been ignited, thus
allowing for a fire to develop inside the
cabin.

8

While several of the crew members, who had
their cabins on B-deck were smokers, AB 2
was not. Furthermore, no evidence was
found which would indicate that the fire
originated from cigarette butts.

AB 2 was interviewed by the fire experts a couple
of days after the MSIU had conducted its
interviews with the crew members.

MT Minerva Vera
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ANALYSIS

Moreover, although the safety investigation
did not have the possibility to investigate the
condition of the MCBs, the Marine
Regulations Department, Qatar, pointed out
that any fault in the overhead cabin light
and/or its wiring had not tripped the
miniature circuit breaker (MCB) in the
distribution box.

Aim
The purpose of a marine safety investigation
is to determine the circumstances and safety
factors of the accident as a basis for making
recommendations, and to prevent further
marine casualties or incidents from occurring
in the future.

Taking note that AB 2 made no reference to
the portable electric heater in his cabin, the
MSIU believes that this may have been a
matter of recollection during the interview,
rather than an omission. No evidence of
technical fault in the remains of the heater
were found. Then, the heater components
were not found in the proximity of the
cabin’s power socket. Furthermore, the air
temperature on the day was taken into
consideration when analysing a potential use
of the heater. Therefore, the MSIU did not
consider the portable electric heater as a
contributory factor to the fire.

Cooperation
During the investigation, the MSIU received
the assistance and cooperation of the Marine
Regulations Department, within the Ministry
of Transport and Communications, Qatar,
and the Hellenic Bureau for Marine
Casualties Investigation, Greece.

Probable cause of the fatalities
Autopsies were not carried out. The safety
investigation had also been informed that no
injuries were observed on either of their
bodies. OS 1 was found lying under his
blanket, on his bed, while AB 1 was found in
the alleyway.
Therefore, the safety
investigation hypothesized that the two crew
members may have suffered from the effects
of smoke inhalation, which eventually led to
their deaths.

Evacuation of B-deck
VDR data indicated that the main fire alarm
was first triggered at around 0853 and, after
being silenced a couple of times in between,
continued until about 0858. All the crew
members confirmed that they had heard the
fire alarm; with several confirming that they
had heard the master’s announcement on the
PA system.

Probable cause of the fire
The fire experts’ report also referred to a
Technical eNewsletter on Damaged Wire
Insulation in Fluorescent Tube Lighting
Fixtures, published by DNV in June 2011.
This publication was based on observations
on several vessels around that time, where
the wire insulation of the external cable,
which was connected to the lighting fixture,
was damaged due to direct exposure to UV
light inside the housing.

During their visit on board the vessel, the
Marine Regulations Department, Qatar,
tested and found the fire alarm audibly weak.
They also found that the printed circuit board
(PCB) of the PA system was damaged
(Figure 10).
However, the safety
investigation was unable to verify whether
this damage was caused by the fire or existed
before the occurrence.

Based on the above publication and the fire
experts’ findings, the safety investigation
believed that the fire may have been caused
by a fault in the overhead light of AB 2’s
cabin.

MT Minerva Vera
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Moreover, it was also not excluded that the
two deceased crew members were in deep
sleep, such that they did not hear the verbal
warnings by the other crew members in the
alleyway, the fire alarms, and the brief PA
system announcement. Both crew members
were off duty at the time, having been at their
respective stations during the approaches, the
mooring operations, as well as cargo loading
preparations, from midnight to 0600.
As much as a comprehensive PA system
announcement would best help clarify the
situation to crew members, it must be
appreciated that a fire on board is a very
complex, dangerous, and dynamic situation,
especially on board a tanker moored at an oil
terminal. Therefore, the safety investigation
is of the opinion that the (regressing)
situation led the crew members to focus on
extinguishing the fire, rather than following
the prescribed duties in the muster list.

Figure 10: Damaged PCB of the PA system
Source: Marine Regulations Department, Qatar,

Several crew members were in their cabins at
the time of the fire, namely the two deceased
crew members, the apprentice engineer, the
cook, and OS 2. The latter three came out of
their cabins after hearing the verbal warnings
raised. It is understood that the fire alarm
would have been triggered after this, since
the master saw several crew members
(including OOW 1) around the external area
of B-deck when he reached there9.

As seen in Figure 4, AB 1’s body was found
near the port side exit of B-deck, although his
cabin was closer to the starboard side exit. It
is likely that after coming out of his cabin to
escape from B-deck, AB 1 may have either
been disoriented in the darkness, while trying
to find the exit, or he may have tried to reach
the port side exit after being unable to open
the starboard exit door.

The safety investigation believes that the
deceased crew members may have been
under the impression that either the fire alarm
was a false alarm or that the fire alarm was
being tested, both of which are not
uncommon on board, especially since the
alarm was intermittently silenced from the
bridge.
Furthermore, the PA system
announcement was brief and did not detail
the situation. This may have led the crew
members to believe that immediate action
was not required.

The safety investigation could not ascertain
why the flooring of the cabin occupied by
AB 1 was damaged, whereas the adjacent
cabins to the port side of AB 1’s cabin only
sustained smoke damages.
It was
hypothesised that upon existing his cabin,
AB 1 may have not closed the door behind
him and consequently the thermal load /
propagation of fire inside the alleyway
damaged the cabin’s flooring.

Considering the damaged PCB of the PA
system, the MSIU could not exclude that the
fire alarm and / or the PA announcement had
been too weak to be heard by these two crew
members.
9

The safety investigation could not establish
how and why the starboard exit door had
been locked from the inside. However, it
was not excluded that the door may have
been accidently locked by AB 1, during his

The fire alarm was sounded continuously for
approximately two minutes, from the time the
master left the bridge. Prior to that, the fire alarm
was silenced a couple of times, shortly after being
activated.

MT Minerva Vera

11

202011/021

attempt to
alleyway10.

escape

from

the

B-deck

4.

Several crew members evacuated
B-deck only after hearing the verbal
warnings raised by other crew
members in the alleyway.

Records of hours of rest / work and fatigue
The work / rest hour records of all crew
members on board at the time of the accident,
indicated that their rest periods complied
with the relevant requirements of the STCW
Code and MLC, 200611.

5.

The safety investigation did not
exclude that even though the crew
members may have not been suffering
from chronic sleep debt, the vessel’s
earlier operations may have led to
long hours of wakefulness.

The crew members’ records of hours of work
/ rest indicated that their rest periods had met
the relevant requirements. Furthermore, the
actions and behaviour of the crew members
did not suggest that they may have been
fatigued.

6.

The starboard exit door of B-deck
was locked from the inside, thus
preventing the vessel’s fire team to
approach the location of the fire from
this side.

7.

One of the deceased crew members
was found about five metres away
from the port side exit door,
suggesting that he may have either
been disoriented or was unable to
open the starboard exit door.

8.

The safety investigation did not
exclude that this door may have been
accidentally locked by the deceased
AB 1 while trying to escape, given
that several crew members had
already escaped through the door.

9.

The crew members were unable to
approach the location and extinguish
the fire themselves and required the
assistance of a shore fire team.

The two deceased crew members may not
have heard the verbal warnings raised by
other crew members in the alleyway and the
fire alarm. The safety investigation did not
exclude that even though the crew members
may have not been suffering from chronic
sleep debt, the vessel’s earlier operations
may have led to long hours of wakefulness.

CONCLUSIONS
1.

Two crew members lost their lives,
probably
because
of
smoke
inhalation, following a fire in AB 2’s
cabin.

2.

It is likely that the fire may have been
caused by a fault in the cabin
overhead light, which may have
possibly ignited the plastic diffuser
fitted to the light.

3.

The safety investigation was unable to
verify why a fault in the overhead
cabin light and/or its wiring did not
trip the MCB.

10

The alleyway was filled with smoke, which would
have made it extremely difficult to breathe and see.

11

ILO. (2006). Maritime Labour Convention.
Genève: Author.
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SAFETY ACTIONS TAKEN DURING
THE COURSE OF THE SAFETY
INVESTIGATION12

functional checks on all door locks
and open / close markings on all
locking handles.

Following the accident, the Company took
the following safety actions, with the aim of
preventing the recurrence of such accidents
across its fleet of vessels:

10. Instructions placards were posted near
the fire alarm system panels, which
included a reminder that the alarm
was not to be silenced until
confirming its cause.

1.

A report of the lessons learned was
circulated (across its fleet as well as
to other interested parties, such as oil
majors).

11. The Company introduced training
procedures on the use of fire alarm
system panels.

2.

The Company revised its procedures
by introducing specific guidelines to
verify the use of personal electric /
electronic devices and to control their
use on board.

12. The Company launched a campaign
to enhance the effectiveness of onboard emergency response and drill
execution, the findings of which were
used to develop an in-house training
programme on emergency response.

3.

A thorough inspection of all fixed
lighting was carried out.

4.

Periodical inspections and testing of
fixed lighting systems was inserted in
the Company’s planned maintenance
system.

5.

6.
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13. All officers of Minerva Vera were
required to attend a refresher training
course on advanced firefighting, prior
to their next employment term.
14. An internal safety management
system audit was conducted on board
Minerva Vera.

The Company’s newly built vessels,
contracted after 01 January 2021,
were required to be fitted with LED
lights throughout the accommodation
and a smoke detector in each cabin.

15. The Company’s analysis of the
accident was introduced as a case
study in the in-house incident
investigation training course.

The Company’s procedures for
weekly and monthly cabin inspections
were revised to include the checking
of
electrical
equipment
and
connections.

7.

All cabins were equipped
portable flashlights.

8.

Warning placards were posted near
each cabin door, to remind the crew
to switch of all cabin lights and
unplug all portable electric /
electronic equipment prior to exiting
the cabin.

9.

The Company’s procedures for safety
equipment
inspection
and
maintenance were revised to include

RECOMMENDATIONS
Considering the safety actions taken, no
recommendations have been issued following
the safety investigation.

with

Safety actions and recommendations shall not
create a presumption of blame and / or liability.
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SHIP PARTICULARS
Vessel Name:

Minerva Vera

Flag:

Malta

Classification Society:

Det Norske Veritas

IMO Number:

9411941

Type:

Oil Tanker

Registered Owner:

Beatrix Consultants Corp.

Managers:

Minerva Marine Inc., Greece

Construction:

Steel – Double Hull

Length Overall:

274.33 m

Registered Length:

265.16 m

Gross Tonnage:

81,467

Minimum Safe Manning:

15

Authorised Cargo:

Oil in bulk

VOYAGE PARTICULARS
Port of Departure:

Port Rashid, U.A.E.

Port of Arrival:

Ras Laffan, Qatar

Type of Voyage:

International

Cargo Information:

Ballast

Manning:

25

MARINE OCCURRENCE INFORMATION
Date and Time:

21 November 2020 – 0849 LT

Classification of Occurrence:

Very Serious Marine Casualty

Location of Occurrence:

Liquid Berth 21, Ras Laffan (Qatar)

Place on Board:

Accommodation – crew cabin

Injuries / Fatalities:

Two fatalities

Damage / Environmental Impact:

Material damage affecting the structural integrity
of the vessel. No environmental impact reported

Ship Operation:

Moored; Cargo loading from shore to ship

Voyage Segment:

Alongside

External & Internal Environment:

Overcast
sky;
Easterly
gentle
breeze.
Calm sea; air and sea temperatures: 28 ℃ and
27 ℃, respectively.

Persons on board:

25
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