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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.

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.

The report may therefore be
misleading if used for purposes
other than the promulgation of
safety lessons.

© Copyright TM, 2021.

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 re-
used accurately and not in a
misleading context. The
material must be
acknowledged as TM
copyright.

The document/publication shall
be cited and properly
referenced. Where the MSIU
would have identified any third-
party copyright, permission
must be obtained from the
copyright holders concerned.

This safety investigation has be¢
conducted with the assistance ar
cooperation of the Marin®egulations
Department, within the Ministry of]
Transport and Communications, Qatg
and the Hellenic Bureau for Maring
Casualties Investigation, Greece.

SUMMARY

On the morning of 21 November
2020, whilstMinerva Verawas
loading cargo at the port of Ras
Laffan, Qatar, a fire broke out in
a cabin on Bdeck of the
accommodatiomlock.

The crew members immediately
tried to fight the fire but were
unable to do so uihta shore fire
team arrived.

As a result of this accident, two
crew members lost their lives,
most probably after they

MT MINERVA VERA

Fire in the accommodation,
leading to two fatalities

at the port of Ras Laffan, Qatar
21 November 2020

suffered the effects of smoke
inhalation. The damages to the

vessel were limited to her
accommodation.

Based on the collected
information the MSIU

concluded thain all probability,
the fire was caused by a fault in
t he cowdrhieadighs.

Considering the actions taken,
no recommendations have been
issued bythe MSIU.
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FACTUAL INFORMATION

Vessel

Minerva Vera(Figure 1)wasan81,467 gt oil

tanker, owned byBeatrix Consultants Corp.
and managed byMinerva Marine Inc.

Greece She was built byHyundai Samho
Heavy Ind.Co. Ltd., Republic of Korea, in
2009. Det Norske VeritagDNV) acted as
the classification society as wehls the
recognized organizationin terms of the
International Safety Manageme@ode, for

the vessel.

The vessel had a length overall234.33 m,

a moulded breadth @f8.00 m and a moulded
depth 0f23.10 m. She had a summer draught
of 17.17 m, which corresponded to a summer
deadweight 0f158022 metric tonnes (mt).
At the time of the occurrenceshe was
drawing aforward draught of 6@ m and an

aft draughtof 9.30 m.

Propulsive power was provided by &
cylinder, two-stroke, singleacting, slow
speed MAN B&W 6S70MC-C8 marine
diesel engine, which producd®,660 kW at
91 rpm. This drove a fixegitch propeller,
enablingMinervaVerato reach an estimated
speed of @ knots.

Crew

Minerva Vead s Mi ni mum Saf e

Certificate stipulated a crew dfs. At the
time of the accident, the vessel was manned
by 25 Bulgarian, Wrainian, Greek, and
Filipino crew members

The fatally injured able seafareri deck
(AB 1) was 31 years old. He had around
nine years of seafaring experiencell of
which were served on oil tankers. He had
about two years of experiencas an able
seafarer i deck with STCW II/5

1 IMO. (2010). The Manila amendments to the
annex to the International convention on standards
of training, certification and watchkeepinépr
seafarers (STCW), 1978 ondon: Author.
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gualifications. His certificate of proficiency
was issued by thePhilippines maritime
authorities in 20&. He had joined the vessel
on 05 July 2020, at the port of Ceyhan
Turkey. For the month oNovenber 2020,
he had beenassignedthe 0000i 0600 and
12007 1800watctesin port

The fatally injured ordinary seafarer (OS 1)
was 25 years old. This wass first contract
at sea He reld STCW II/5 qualifications
and hs certificate of proficiencywas issued
by the Philippinesmaritime authorities in
March 2020. He had joined the vessel 0B
Novenber 2020, at the port of Singapore
For the month oNovember 2020, héoo was
assignedthe 000071 0600 and 120G 1800
watches in port

The AB (AB 2), in whose cabin the fire had
startedwas30 years old. He had arounds
years of seafaring experienca] of which
were servean oil tankers He had aboud.5
years of experience as #&B with STCW
[I/5 qualifications His most recent
certificate of proficiencywas issued by the
Philippines authorities in 2016. He had
joined the vessel od7 November2020, at
the port ofFujairah U.A.E. Forthe month of
Novenber 2020, he was assigntéek 0600
1200 and 1800 2400watchesin port

Environment

Around the time of the accident, teky was
overcast A gentle breezevas blowing from
the Eastand the sea was calnirhe air and
sea temperatures were recorde@&s and
27 , respectively

Evidencevariability

The MSIU came across numerous
discrepancies in the version of events, as
recalledby 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.

MT Minerva Vera 3

The safety
drawn up on available eyewitness accounts
and only the common aspects of the crew
me mber s o versi owas of
considered Due consideration was also
given to theaccident investigatiorreport
compiled by the Marine Regulations
Department of Qatar.

Narrative?

On 20 Novenber 2020, at 0730,
Minerva Vera departed fromPort Rashid
anchorage, U.A.E and proceeéd in a
ballast condition towardshe port of Ras
Laffan, Qatar She arrivedthereat 2348, on
the same day.

At 0154 of 21 November the vessel was
moored with her porsidealongsideLiquid

Berth 21 at Ras Laffan Oil Terminal

Following the preparatios for cargo

loading and the completion othe ship

shore safety checklistscargo operations
commenced at 0618.

At approximately0840, the pumpmarhad

his breakfastin the crew messroonand

went up to his cabinon B-deck (Figure 2)

to rest. Realizingthat he was still carrying
a portable radio, he left his cabia hand

over the radio tAB 2, who wasmanning

the cargo manifold.

While passing through the alleyway,
towards the port side exit door, he sensed a
peculiar smelivhich he describeds thatof

a burning electrical cable. He went down to
the cargo control roomCR) to inform the
officers about this.The chief officer was in
the CCR with two of the three second
officers on board.

2 Unless specified otherwise, all times are local
(LT = UTC + 3).
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Figure 2: Layout of A-deck and Bdeck of MinervaVer&d s ac c o mmo
After being alerted by the pumpman, one of Realizing the gravity of the situation, the
the second officers (OOW 1) went up te B chief officer instructed théPumpman to
deck toassesghe situation, while the other alert all crew members ansubsequently,
second officer (OOW 2) went up to the he notified the master over the telephone.
bridge to chek the fire alarm panel. He also notified the Terminal othe
situation.
At 0849, a prewarning fire alarm was
triggeredon the bridge fire alarm paneThis The messmanwho was washing dishes in
alarm caused the internal fire doors of the the officehéargabhey pu
accommodation to shutSoon after, OOW 2 warnings of a fire on HRleck. He
reached the bridge and saw that the alarm immediately turned off the galley
was activated Y a smoke detector on-B equipment and proceeded to the muster
deck. He theracknowledgedhe alarm and stationat 0850
went down to Bdeck through the internal
stairway. On reachinghe landing oB-deck, OOW 2
took the nearest fire extinguisheaind
In the meantime, OOW 1 artle pumpman entered Bdeck There hecame across the
reached Bdeck and confirmed the same chief engineer and OOW 100W 1 was
burning smell, which seemed to be tying to open the mess
emanating from thane s s ma n 6 sed ¢ a b ihowevdr, it was locked The chief
arrow in Figure 2 Soon after, they saw grey engineer, OOW 1 and OOW tBen raised
smoke coming out from the space between verbal warnings to alert all crew members

the top of the cabi no6s odBdeck, falowthg whiclts thé ap@entee
engineerthecook,and an ordinary seafarer
(OS 2)came ouof their cabins.

The chief engineeiook theonly emergency
3 The prewarning fire alarm was set to activate escape breathing device available Bn
immediately after being triggered by a fire deck and escorted tlwwok out through the

detector. This audiwisual alarm could only be . .
seen and heard on the fire alarm panels. If the pre internal stairway, followed by OOW 1,

warning alarm is not acknowledged, the main fire while OOW 2, the apprentice engineer and
alarm, which would be heard throughout the OS 2 left Bdeck through the starboard exit
vessel, was set to activate two minutes after the door. By then, he pumpmarhadalerted all

prewarning alarm was activated.
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the crew members on deck, following which, However, since the firavas concentrated

he and the electrical officesshut off the on the port side of Bleck, thesmoke and
accommodation ventilation and electrical the heat made difficult for them to enter
supply. from this side.
In the meantime, hile making his way up to Meanwhile, be chief officer rushed to the
the bridge after receiving the phone call from starboard mdship store and brought back a
the chief officer, the master noticed smoke fire axeto open Bdeckds star boa
rising to C-deck On entering the bridgegt exit. Howeverthey were unsuccessful
around 0853he heard the main fire alarm.
He acknowledgedhe alarm and made a brief At around 0912, a shore fire teaand
announcemefitover the public address (PA) paramedicsboarded the vesselBy then,
system. Soon aftegt 0854,the main fire the crew membershad broken the
alarmre-triggeredandwassilencedagain (starboardd o o gla@ssportha and rigged

up a chain block to force the door open.
Since the master was not carrying his Once the door was openetiey noticedhe
portable radio with him, hdhen left the doors internal dead lock in the locked
bridge through the port exit door and went position. Meanwhile t he vessel 0s
down towards Bleck. He saw several crew had consumedall the breathing apparatus
members around-leck and o seeing OOW bottles.

1, he instructed him to conduct a head count

of the crew merners He alsanstructed him

to confirm that all ventilation was shut and Fire-fighting and discovery of casudties

the electrical system isolated. Just before 0950, hé shore fire team
managed tceenter Bdeck through the port

As the crew members were spread around the side exit door. Itbecame evidenthat the

accommodation, OOW 1 found it difficult to fire was INAB 26 s  c(thd firgt cabin

conduct a proper head countHowever he near the port side exit dgor

noticed that OS 1 wa& missing and

immediately informed the chief officer. At about 0950, whl e AB 20s <catl
being cooled from the outside, a member of

In the meantimgthe crew membergrepared the shore fire team found AP lying in the

the fire hoses and commenced theundary alleyway, about 5 m from the port side exit

cooling of both sides of the accommodation door. AB 1 was immediately brought out to

The chief officer instructed OOW 3 to the external area of -Beck, where

disconnect the cargo loading arraed the paramedics attended tavh OS 1 was still

vapour return connection. missing.

When t he v e sonmsistidgoftfiei r e Now thahthe starboard exit door was also

bosun and an AB (AB 3)ried to enterB- open, smoke had started wissipate
deckthroughthe starboard exit door to fight

the firg they foundthis door locked from the Onceconsidered safe, several members of
inside. The fire team thenimmediately the shore fire team enteredB 260 s cabi n
procee@d towards the port side exit door. and started fighting the fire. The safety

investigation was informed thdahe shore
fire team accessedthe cabin from the
4 The announ cAtemretnito nwaasl:| ficr e ydja‘z;entme s s ma n 0 after breaking n
5 VDR data indicated that at around 085bortly

after the master left the bridge, the main fire alarm

activated again and continued for about three 6 Up until this time, the crew members were
minutes. unaware that AB 1 was missing.
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down the bulkhead parsteparating the two
cabirs (Figure 3).

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

At around 1015, the rest of the fire team

opened OS 10s <cabin

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
extinguishedand few minutes later, medical
personnel from a local hospital joined the
paramedics, already on board

At approximatelyl135 the shore medical
teampronouncedB 1 and OS Head

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

(which was | ocked from
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Figure 4: Layout and the findings on Bdeck. (* Origin of the fire T AB 206 s \?‘(CasbaitiesT; AB 1

in the alleyway and OS 1 in his cabin)
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Damageso the vessel

Due to the fire, the cabs of AB 2 and the
messman were completely damagétyure

5), while the floor insulation iMB 16 s c a b i
was partially damagedTheelectrical fittings

in the Bdeck alleyway were completely
damagedFigure 6).

Figure 6: Damaged overhead electrical fittings on
B deck

Figure 7: Damaged flooring i
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 fire
fighting efforts, various doors and portholes

on B-deck and the porthole of the chief
engineerb6s cabin were a

Fire scene investigation and findings
Following the occurrence, fire experts were
engaged by t& ¢ Clubets sel O
investigate the cause of the fir&heir report
Ei fe 5. AB 2065 cabin af¢dvas ade _ac%essible to the _safety

' ou ' ! Eir{veshégﬁon, '\Which considered it as

documentary evidence.

OnGdeck, the chief engi
was directly above AB
partial damage to the floor insulation Figure

7).

anﬁev(\amrg Bf°the Fifd baI'arrrﬁ 'S stwﬁt?s'. ¢ Ih 04gs
%o% ca.Bln, suysetstn.ned

and ~ the éngineoom’ alafm™ monitoring

system (ER AMS) for the day of the

accident, the fire expertebserved thatan

6earth fault i nsul ation

recorded on the ER AMS at 0844, which was

then recorded aseset without intervention
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by 0854. The_e_lectrical officerexplainedthat_ Bea gt ] [;]-—1;] L

the alarm originated from the 220 V circuits = e

in the forecastle However on checking, he SETTEE

hadnot found any issues with theame. - -\I (1650W)

At 0849 the smoke detector in thedgck Il’ Q&r;rggigmgoncgéfn of

all eyway (outside t he ne§E@rT;(a Sater 2D i 1)

triggereda fire alarm, which was muted at - €1O50W) \\

0850. Aound0851onwards the rest of the -7 TS Heater

smoke detectors on-8eck triggeredfurther -

al ar ms. At 0855, anptlher oOjle a 1|t pEsg U |t

insulation level |l owd fa ’tLJLéted;

this time for the 220 V main and emergency OverheadLight |

switchboards, which supplied power to the L /

accommodation. i
1 Desk

The pattern of damage i Wi “.S/!irrorcaBp|.41

indicated that the fire had originated in the Light -

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 6s cabi nsdgeck as t+w B

alleyway, were consistent with the effects of ; L
M B

a fire propagatilbhwasfro 206s cabin.

noticed that since the spacebetween the Figure8 Layout and fittings in
false ceiling and the deckheadere not
segregated,smoke had spreadeasily and
enteredall the other cabins through gaps
between the false ceiling and the deckhead

Nothing remarkable was identified in the AB
20s qFagbre &), which would have
indicated signs of a fire hazardexceptfor
burned componentsof the portable electric
heater which were foundamongtheb e d 6 s
mattress spring@-igure9).

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 Figure 9: Charred componens of the portable
mainly at a high level. The extent of damage electric heater

decreased while mavy away from this cabin.
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AB 2 recalled 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
supply céle found plugged into a power
socket, nor did the remains reveal any
evidence of a fault.

The internal wiring of the AB 2 cabin
overheadlight had been removed and taken
ashore by the local authorities.
Consequently, they were not available for
examinaibn. However, the examination of
the overheadights in the other cabins on-B
deck revealed a poor condition. The
insulation of the internal wiring and the
plastic casings of the internal electrical
components were discoloured and cracked,
indicating tha these parts haoeen adversely
affected by the effects of long term
ultraviolet (UV) light exposure

In addition to the above, the ballasts of
severaloverheadights were damaged due to
overheating, and several capacitors were
deformedand/ or ruptureld. Charredmaterial
was also observed on one of the capacitors

It was not excludethat theoverheadight in
AB 206s cabin
poor condition. It was thereforeonsidered
probable that the fire had resulted from an
internal faut with the overheadlight in this
cabin. Information reaching the safety
investigation suggestedhat 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 vicinitgf
the bed As a result, the combustible
materials may have been ignited, thus
allowing for a fire to developinside the
cabin.

8 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 9
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El ectrical fittings i
The safety investigation was informed that
after AB 2 moved tdnis designated cabion

18 November 2020he noticed that one of
overhead fluorescent tubes had a reddish
gldwe Hopvéver,gsincp thenlight weat wobkiega t
he did notview it as amatterof concern. He
also mentioned thabefore leaving his cabin,
he always switobd off the bed light,but
leavethe mirror light in the bathroom anlde
overheadight on.

He had alsdound some decorative lights and
an electric kettle, left behinth the cabinby
the previousAB. He placed these inside the
cabi nds . Wawewknr thdreewas no
mention of the portable electric heatenen
the sagty 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 sockedt the
time of leaving his cabion the day of the
accident

Smoking in the cabins

According to the shishore safety checklist
completed prior to the commencement of
cargo | oading
antbre aetni smgkig eoomsand the CCR
were designated as smoking areas, whilst the
vessel was at the berth.

While severabf thecrew membersyho had
their cabins on Bdeck were smokersAB 2
was not Furthermore, a evidence was
found which would indicate that the fire
originated from cigarettbutts

202011021

n

er

operation



ANALYSIS

Aim

The purpose o& marine safety investigation
is to determine thecircumstances ansafety
factorsof the accident as a basis for making
recommendationsand to prevent further
marine casualties or incidents fraucurring

in the future.

Cooperation

During the investigation, the MSIU received
the assistance and cooperatiorthed Marine
Regulations Department, within the Ministry
of Transport and Communications, Qatar,

and the Hellenic Bureau for Marine
Casualties Investigation, Greece.

Probable ause ofthe fatalities

Autopsies were notarried out. The safety

investigation had also been informtwht 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 mayave suffered from the effes

of smoke inhalation, which eventually led to
their deaths.

Probable cause of the fire

The fire expert8 report alsoreferredto a
Technical eNewsletter orbamaged Wire
Insulation in Fluorescent Tube Lighting
Fixtures published by DNV in June 2011.
This publicationwas based on observations
on several vesselaround that timewhere
the wire insulation of the external caple
which wasconnected to the lighting fixture
was damaged due to direct exposure to UV
light inside the housing.

Based on thelmve publicationand the fire
expert s 6 hef safetd iinmegtigation t
believedthat the fire may have been caused
by a fault in theoverheadl i g h't of
cabin.

MT Minerva Vera 1C

Moreover, although the safety investigation
did not have the possibility to investigdte
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.

Taking note that AB 2Znade no refergce 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
technicalfault in the remains of the heater
were found. Then, the heateomponents
were not found in the proximity of the
cabi nds p oRuehermoseghe &ire t .
temperature on the day was taken into
consideration when analysing a potential use
of the heater. Therefore, the MSIU did not
consider the portableslectric heater as a
contributory factor to the fire.

Evacuation of B-deck

VDR data indicated thahe main fire alarm
was first triggeredat around0853 and, after
beingsilenceda couple of times in between,
continued until about 0858 All the crew
members confirmed that they had heard the
fire alarm with severalconfirming that they
had heard the
PA system

During their visit on board the vesséhe
Marine Regulations DepartmentQatar,
tested and found the fire alarm audibly weak.
They also found that tharinted circuitboard
(PCB) of the PA system was damaged
(Figure 10). However, the safety
investigation was unable to verify whether
this damagewvascaused by the fire or existed
befare the occurrence.

AB 2606s
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Figure 10: Damaged PCB of the PA system

Source:Marine Regulations Department, Qatar,

Several crew members were in their calahs
the time of the firenamelythe two deceased
crew members, the apprentice engineer, the
cook and OS 2.Thelatter threecame out of
their cabins after hearing the verbal warnings
raised It is understood that the fire alarm
would have beerriggered after this, since
the master av several crew members
(including OOW 1)around the external area
of B-deck when he reached th&re

The safety investigatiorbelieves that the
deceasedcrew membersmay have been
under the impression that either the fire alarm
was a false alarm or thé#te fire alarm was
being tested, both of whichare not
uncommon on boardespecially since the
alarm was intermittently silenced from the
bridge Furthermore, the PA system
announcementwas brief anddid not detalil
the situation. This may have led the ew
membersto believe that immediate action
wasnotrequired.

Consideringthe damaged PCB of the PA
systemthe MSIU could not exclud that the
fire alarm and or the PA announcemehad
been to weak tobe heard by these two crew
members.

® The fire alarm was sounded continuously for
approximately two minutes, from the time the
master lefthe bridge. Prior to that, the fire alarm
was silenced a couple of times, shortly after being
activated.
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Moreover, it wasalso not excluded that the
two deceased crew members weredeep
sleep,suchthat they did not hear the verbal
warnings by the other crew members in the
alleyway, the fire alarms,and the brief PA
system announcemenBoth crew members
were off duty athetime, having beeat their
respective stations durirtbe approacheshe
mooringoperationsas well as cargo loading
preparations, from midniglo 0600.

As much as a comprehsive PA system
announcement wouldbest help clarify the
situation to crew members it must be
appreciated that a fire on board is a very
complex dangerousand dynamicsituation
especiallyon boarda tanker mooredt an oll
terminal. Therefore, thesafety investigation
is of the opinion that the(regressing)
situationled the crew members timcus on
extinguishing the firerather than following
the prescribed duties in the muster. list

Asseenin Figurd, AB 106s body
near the port sidexit of B-deck, although his
cabin was closer to the starboard side exit. It
is likely thatafter coming out of his cabin to
escape from Bleck, AB 1 may have either
been disoriented in the darkness, while trying
to find the exit, or he may have triedrach

the port side exit after being unable to open
the starboard exit door.

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 si
sustaied 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 cabinés f|

The safety investigation could nestablish

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

202011021



attempt to escape from the -d&ck
alleyway'®.

Records of hours of rest / work ad 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, 2006.

The crew membersd recor ds

/ restindicated that their rest perioladmet

the relevant requirementst-urthermore, the
actions and behaviour of the crew members
did not suggest that they may have been
fatigued.

The two deceased crew membersay not
have heard the verbal warnings raisedy
other crew memberis the alleywayand the
fire alarm The safety investigation did not
exclude thatven thoughthe crew members
may have not been suffering from chronic
sleep debt, thev e s s eallidy sperations
may have led to long hours of wakefulness.

CONCLUSIONS

1. Two crew members lost their lives,
probably because of smoke
inhalation, following a fire iIM B 206 s
cabin

2. ltis likely that the fire may have been
caused by a fault in thecabin
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/orts 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 1LO. (2006). Maritime Labour Conventian
Genéve: Author.
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Several crew members evacuated
B-deck only after hearing the verbal
warnings raised by other crew
members in the alleyway.

The safety investigation did not
exclude that even though the crew
members may have not been sufigri
from chronic sleep d
earlier operations may have led to

long hours of wakefulness.

The fstarhaard rexst deor of wleck k
was locked from the inside, thus

preventing the vesse
approach the location of the fire from
this side.

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.

The safety investigation did not
exclude that this door mdyave been
accidentally locked by the deceased
AB 1 while trying to escapegiven
that several crew members had
already escaped through the door

The crew members were unable to
approach the location and extinguish
the fire themselves and required the
assisance of a shore fire team.
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SAFETY ACTIONS TAKEN DURING
THE COURSE OF THE SAFETY
INVESTIGATION 12

Following the accident, the Company took 10.

the following safety actions, with the aim of
preventing the recurrence of such accidents
across its fleet of vessel

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

11.

2. The Company revised its procedures 12.

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

3. A thorough inspection of all fixed

lighting was carried du 13.

4. Periodical inspections and testing of
fixed lighting systems was inserted in
the Companybés pl anneld4
system. '
5. The Companyifhgesselse wl y b
contracted after 01 January 2021, 15
were required to be fitted with LED :
lights throughout the accommodation
and a smoke detector in each cabin.

6. The Companyos proced
weekly and monthly cabin inspections
were revised to include the cheaogin

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

Instructionsplacards were posted near
the fire ahrm system panelsyhich
included a reminder that the alarm
was not to be silenced until
confirming its cause.

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

The Company launched a campaign
to enhance the effectivenes$ an-
board emergency response and drill
execution, the findings of which were
used to develop an -nouse training
programme on emergency response.

All officers of Minerva Verawere
required toattend a refresher training
course on advancddefighting, prior
to their next employment term.
ma..nt enance
An " internal sa?ety management
systemaudit was conducted on board
Minerva Vera

The Companyos anal

accident wasintroduced as a case
study in the in-house incident

investigation training course.
ur es for

of  electrical equipment and RECOMMENDATIONS

connections.
7. Al cabins were equipped with Considering the safety actions taken, no
portable flashlights. recommendations have been issued following

the safety investigation.

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 priaio exiting
the cabin.

9. The Companyds procedures for safety

equipment inspection and
maintenance were revised to include

12 safety actionsand recommendationsshall not
create a presumption of blame and or liability.
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