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MSC-MEPC.3/Circ.5 
22 July 2021 

CASUALTY-RELATED MATTERS* 

REPORTS ON MARINE CASUALTIES AND INCIDENTS 

Communication received from the Government of Chile 

1 A communication has been received from the Government of Chile providing a 
compendium related to ʺLessons Learned in Accidents Occurring to Merchant, Fishing and 
Sport Vessels, Port, Diving and Aquaculture Vessels". 

2 At the request of the Government of Chile, the above-mentioned compendium, 
annexed hereto, is circulated to Member States, as well as international organizations and 
training institutions, for their information.  

*** 

* In order to facilitate the identification and retrieval of information circulated by means of joint
MSC-MEPC circulars, from now on such information will be disseminated through the following circular
series:

1 Organization and methods of work, as MSC-MEPC.1/Circ… 
2 General matters, as MSC-MEPC.2/Circ… 
3 Casualty-related matters, as MSC-MEPC.3/Circ… 
4 Port State control-related matters, as MSC-MEPC.4/Circ… 
5 Survey and certification-related matters, as MSC-MEPC.5/Circ… 
6 National contact points for safety and pollution prevention and response, as MSC-MEPC.6/Circ… 
7 Human element-related matters, as MSC-MEPC.7/Circ…. 
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COLLISION BETWEEN A BULK CARRIER AND A WELLBOAT
IN THE GULF OF CORCOVADO

NARRATIVE:

LESSONS LEARNED:

In June 2012, the bulk carrier Tacora and the 
Chilean-flagged wellboat Seigrunn collided 
while navigating the Gulf of Corcovado. Both 
ships resulted damaged, with no injured people 
or pollution. Both ships detected each other 
visually and by radar long beforehand, and always 
had enough open waters to perform the crossing 
situation provided in Rule 15 of the International 
Regulations for Preventing Collisions at Sea, 
which indicates that the bulk carrier should 
have slowed down and steered to starboard to 
avoid crossing ahead of the wellboat coming 
from starboard. When the wellboat noticed the 
imminent collision, they told the Tacora off over 
voice communication and informed they would 
slow down to let the bulk carrier cross.

The manoeuvre was not the solution 
kinematically, as there was still a risk of collision.
At the last moment, the bulk carrier steered 

1.- Coordinating over channel 16 the omission of rules 
from the International Regulations for Preventing 
Collisions at Sea can lead to misunderstandings. It 
is safer to perform the appropriate rule in advance 
and with determination than coordinating different 
manoeuvres.

2.- In the face of a potential collision, both ships must 
steer. 

3.- Navigation lights are enough help to adequately 
comply with rules, but the radar  and the AIS offer early 

to port, but the wellboat drove its bow into the 
starboard side of the Tacora.

The radars and other aids to navigation in both 
ships always alerted the risk of collision.

Both watch officers had considerable 
experience as such, but the bulk carrier’s watch 
officer considered that his ship was larger and 
had the preference for passing, becoming aware 
of the risk only minutes before the collision. 
The safety procedures established a “safety 
zone of minimum approach to other ships” and 
to notify the Master when this was breached. 
However, the Masters noticed the risk only 
seconds before the collision, so their actions 
focused on offering mutual help.

There were no people injured or oil spills.

alerts of contacts, and course and speed information, 
which facilitates an early kinematic solution.

4.- The Master has the right to be informed by the watch 
officer about any possibility of another vessel entering 
the predetermined safety zone of minimum approach. 
Compliance with this implies auditing the Master and the 
Company.

5.- Always make sure that collision sound alerts are 
activated.
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OIL SPILL AND FIRE OF A CAR CARRIER, IN SANTOS, BRAZIL

NARRATIVE:

LESSONS LEARNED:

In the morning of 16 February 2008, the car carrier 
Río Blanco spilled oil to the sea while loading in 
Santos, Brazil, before departing for Chile. Hours 
later, there was a fire in its engine room, resulting 
in the death of 2 Officers by suffocation and 1 
crew member by burning.

The spill was due to the wrong alignment of the 
valves, which overflowed while interconnecting 
diesel and fuel oil tanks. The failure was not 
detected because the automatic sounding system 
was defective and there were no instructions 
to manually control the level in all tanks, as the 
safety procedure indicated.

The fire happened when a circuit full of oil was 
opened and it poured onto a hot generator 
engine while looking for the origin of the spill and 
disassembled valves without draining the lines.

1.- Opening an oil circuit is a high-risk task that 
requires supervision by the Ship Operator and 
support from the shipyard.

2.- Line flushing is mandatory after an oil task.

3.- To diverge from the established procedures is 
to leave risks uncontrolled. Sounding all the tanks 
during oil-related tasks allows to detect unwanted 
transfers of oil between tanks and take actions to 
prevent overflows and spills.

The intensity of the fire was due to the pressure 
of the oil column because of the height difference 
between the deck and the engine room, which 
created a big blowtorch at height. The area and 
heat of the focus, and the blackout in the ship 
because there were no emergency generators, 
prevented the use of manual extinguishers. Since 
two Officers were trapped in the engine room, the 
CO2 cylinder bank was not released to prevent 
risking their lives.

The way of escape was blocked in a few minutes, 
through a corridor and a metallic ladder with no 
fire protection; many crew members escaped 
climbing the propelling engine.

Firefighters could not rescue people or extinguish 
the fire, which ended hours later after consuming 
the oil in the circuit and the lubricant running from 
a tank through a glass level not closed.

4.- Abandoning the engine room in the face of a major 
fire is vital to allow the release of the CO2 bank. This 
requires the crew to know and practice the ways of 
escape regularly.
  
5.- Weaknesses in the ways of escape of the engine 
room must be fixed previously. The RIO BLANCO did 
it late, installing a ladder and a hatchway to the upper 
deck, which could have prevented deaths and damage.
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SINKING OF A PASSENGER ROLL ON-ROLL OFF, 
IN KIRKE NARROWS

NARRATIVE:

LESSONS LEARNED:

On 18 August 2014, at 9.48 a.m., while crossing 
Kirke Narrows from Puerto Natales to Puerto 
Montt, the Chilean flagged ro-ro ship Amadeo I, 
measuring 127 m lengthwise and a tonnage of 
9,737, hit bottom at South Point of Merino Island.

The navigation of Kirke Narrows did not comply 
with the recommendations of the Sailing 
Directions of the Chilean Coast. When the ship 
navigated against the current and far from the 
time of stand, the Master was forced to steer at 
large rudder angles, in the middle of dangerous 
overfalls due to the strong current.

A mistake in the execution of helm orders, 
noticed late by the bridge team, prevented the 
correction of the course and the ship grounded in 
the 5.1 m shallows of Merino Island.

1.- The pressure to follow itineraries based on 
economic criteria is a source of danger and must be 
avoided, as this encourages crews to take higher 
risks.

2.- Ignoring the precautions indicated in the Sailing 
Directions of the Chilean Coast increases the risk of 
grounding and sinking exponentially.

3.- Helmspersons executing tiller orders the wrong 
way round is a recurring error. It is particularly 
important to control them using the helm indicator 
when navigating difficult passages.

Due to the fast flooding and the uncontrollable 
heeling caused by the leaks, the Master declared 
general average and grounded the ship on the 
coast, which did not prevent the total loss of the 
ship and its cargo or the sea pollution from the oil. 
This resulted in a high-cost wreckage removal.

The casualty did not cause injuries to people, 
but it was highly possible due to difficulties in the 
disembarkation. This situation could have been 
worse if the ship had transported the total number 
of passengers authorized.

The dangerous decision of navigating a difficult 
passage without following the Sailing Directions 
was recurrent, and the risk was taken to 
follow the itinerary of departures and landfall 
programmed by the Company.

4.- Roll On-Roll Off vessels built before October 1989 
were designed with holds that do not have enough cross 
subdivision, which makes it difficult to stop leaks in 
damage condition. Hence, they require plans and crew 
that are highly effective in controlling damage.

5.- Declaring general average to avoid common damage 
to compromised interests in the maritime expedition, as 
the Commercial Code of Chile states, is an alternative 
that Masters should consider, especially to minimize 
damage to people.
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GROUNDING OF A PASSENGER SHIP, IN SANTO DOMINGO POINT 

NARRATIVE:

LESSONS LEARNED:

On the morning of 5 February 2015, The 
MV Skorpios II, with 89 passengers and 23 
crew members onboard, grounded in Santo 
Domingo point, while navigating from Castro to 
Puerto Montt under good weather conditions. 
Passengers were rescued by ships of the Chilean 
Navy and there were no people injured.

The ship refloated with the next tide, without 
damages to the hull or pollution.

The grounding was due to fatigue, as the 
Watch Officer fell asleep in the bridge.

Officers were not having enough rest because 
even though there was a three-watch system 
established, they actually run a two-watch system 
that included the Master, who had multiple 
functions and did not keep watch.

1.- Fatigue is caused by sleep deprivation, insufficient 
rest, severe stress, excessive workloads, and/or long 
periods on board. Its effects include falling asleep 
unwillingly and misinterpreting dangerous situations, 
as attention is focused on less relevant issues.

2.- Preventing fatigue is a responsibility of the ship 
owner, the operator, and the Master. They must plan 
voyages with enough manning, ensuring that the 
crew gets 7 to 8 sleep hours daily, considering port 
watches and navigation, departures, landfalls, drills 
and other programmed activities. 

The crew complied with the minimum safe 
manning, but the minimum rest time was not 
guaranteed, which would prevent fatigue, 
because the 6-day, 5-night itinerary of the ship 
used the same crew every week with two watches, 
in voyages through channels with 4 intermediate 
ports, which is highly demanding. Additionally, 
officers used some of their little time to converse 
with passengers.

To keep pilots awake, the Ship Operator 
installed a bridge navigational watch alarm 
system (BNWAS), a button that must be pressed 
regularly. The alarm ended up being counter-
productive, as its flawed design allowed the 
watch officer to deactivate it, just as it happened.

3.- When stress hits a fatigued person, it is normal that 
sleepiness reaches an uncontrollable level.

4.- Interaction between the crew and passengers at 
the expense of sleep time must be controlled, as it may 
affect safety.

5.- Bridge navigational watch alarm systems (BNWAS) 
do not mitigate the dangerous effects of fatigue.

6.- Deactivated alarms generate dangerous conditions, 
due to possible inattention to the risk they are supposed 
to control.
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SINKING OF A FISH FACTORY SHIP, IN TRINIDAD GULF

NARRATIVE:

LESSONS LEARNED:

On 24 February 2011, the Chilean fish factory 
ship Faro de Hércules heeled, capsized, and 
sank when fishing in Trinidad Gulf, with winds that 
reached 45 knots and 4 to 4.5 m waves, resulting 
in 4 people missing and 38 rescued.

The flooding began in the factory when water 
broke the fish hatch and run in, as well as through 
a hose with water running and the 3 scuppers to 
drain waste, which were left open and submerged 
when the ship heeled.

The initial heeling was due to the wind against 
the side, added to the speed of the ship, which 
increased the effect of the swell and the leaking 
water, which in turn increased the heeling and 
the free surface. Water tightness in the factory 
was necessary and a known risk, since another 
similar ship of the Company had capsized when 
its factory flooded. Even then, there were no 

1.- Catch bonuses create an incompatible relation 
of “earnings vs safety”, making crews more prone to 
take risks.

2.- Procedures to establish and maintain water 
tightness are imperative, especially under bad 
weather conditions, and every crew member is 
responsible for them.

3.- Critical safety weaknesses are risks that the crew 
must be aware of and check constantly.

flooding alarms nor procedures established to 
guarantee water tightness in the facility.

Risk management: With a 50% of the factory 
flooded, the ship would capsize. The Master 
took 25 minutes to notice that the heeling was 
not due to the wind. This made the management 
of the flooding unsuccessful, as a great volume 
of water had entered, and they were unable to 
stop the leak. The order to abandon ship was 
not given, despite the considerable heeling and 
uncontrollable flooding. The accurate perception 
of danger made the crew activate and board the 
lifeboats, preventing more deaths. At a 90° heel, 
the DISTRESS signal was activated, and a VHF 
radio was taken on board a lifeboat.

Catch bonuses influenced the decision to 
operate under bad weather, and other 5 previous 
ship losses led the Company to financial failure.

4.- Under uncontrolled conditions, and especially when 
there is risk of sinking, the Master has the obligation 
to formally alert the crew and the Maritime Authority 
and give the order to prepare the abandonment of the 
ship. Abandon ship orders are easier to cancel than to 
improvise a successful abandonment.

5.- The activation of the DISTRESS signal must not be 
delayed until the last moment, as the emergency itself 
may prevent its use. Portable VHF equipment are useful 
to communicate with SAR teams.
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SINKING OF A FISHING MOTOR BOAT, IN PUNTA ÁNGELES, VALPARAÍSO

NARRATIVE:

LESSONS LEARNED:

On 11 June 2017, at night and 2 miles from the 
Punta Ángeles lighthouse, the artisanal fishing 
boat Daphne Carolina sank, resulting in the 
disappearance of 2 of its 3 crew members.

A severe swell affected the vessel when it 
returned from fishing, loaded with 1100 kg of 
cuttlefish. The maximum capacity of the boat, 
according to the operator, was 1400 kg in light 
condition and in sheltered waters. It sank 
overloaded into the open sea under rough 
conditions, transporting 1500 kg including the 
catch, 3 crew members, fuel, fishing gear, and 
a 60 Hp outboard motor. To facilitate the job, the 
load was stacked in the back, which increased the 
aft draught and caused a dangerous decrease 
in the freeboard. This allowed the swell to run 
over the transom and added to turning off the 
motor and the free surface effect, the boat was 
left vulnerable to the swell.

1.- Smaller vessels ARE NOT designed to navigate 
rough waters or under bad weather. In ocean coasts, 
returning to port is the most dangerous part, as 
the SW or NW swell always implies quartering or 
following seas.

2.- Overloaded boats have an increased risk of sinking 
if waves hit them from the stern, as the increase of 
trim and the decrease of freeboard allow water to run 
over the transom and flood the vessel. This risk also 
increases when load is stacked in the stern, when 
abruptly stopping the push-off, when there is free 
surface, and when using oversized outboard motors.

Rescue. The crew was unable to bail out the 
flooding, and since the sinking was imminent, 
they sent a distress signal via a mobile phone 
and donned their lifejackets. Two of the fishermen 
were unable to fasten the lifejackets due to the 
volume of their warm clothes and went missing.

The crew could not fire SOS flares as they lost 
them when hit by a wave. The vessel, built in 
glass fibre, was a variant of the Japanese model 
that had the reserves of buoyancy and the 
interior subdivisions removed to gain hold 
space and facilitate the movement of the load 
from bow to stern. The boat sank, but when the 
load was dumped, the tip of the bow refloated, 
and the only survivor could hang from it until he 
was rescued. This was not possible with the other 
two fishermen as they did not know how to swim.
 

3.- Increasing the profitability of a boat at the expense of 
its reserve of buoyancy is a bad deal. With this reserve, 
boats that sink refloat when part of the cargo is dumped, 
serving as lifeboat and protection against hypothermia. 
It is a good plan to adapt them for this purpose, also 
considering freshwater and emergency oars.

4.- Lifejackets are useful only when they are worn 
permanently, as there is no time to fasten and don them 
properly during an emergency.

5.- Learning to swim can save your life.
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HAND ENTANGLEMENT ON BOARD A FISHING VESSEL, IN PATILLOS

NARRATIVE:

LESSONS LEARNED:

On 10 March 2018, on board the Chilean HSFV 
Don Gino, one of the Fishing Deck Ratings 
suffered the amputation of a phalanx of one of 
the fingers of his right hand, during the fishing 
operation, when he adjusted a bight in the line 
he was hauling, without previously stopping the 
engine of the winch, which resulted in his hand 
being entangled between the rope and the winch.

Weather conditions were fine, with calm waters 
and a gentle breeze. All fishing systems were 
operative and in good maintenance condition. 
The injured seafarer was experienced, with 
8 years as crew member, 2 of them on board 
the HSFV Don Gino, and more than 3 years as 
winchman in fishing operations.

An analysis of the actions performed by the 

1.- One of the adverse effects of fatigue is 
misinterpreting situations and being unable to foresee 
the seriousness of dangers.

2.- The safe procedure to resolve entanglements, 
bights, and kinks of lines during winch operations is 
as follows:
-   Stop the hauling;
-   Inform the bridge;
- Use a stopper to release the winch tension before 
handling lines in the head.

seafarer in the 96 hours prior to the accident 
determined that he was fatigued at the time of 
the accident due to sleep deprivation.

Fishing performance bonuses generated 
a collective interest not to delay the fishing 
operations when a good shoal was found, which 
explains the dangerous decision made by the 
personnel.

A few minutes after the accident, the injured 
seafarer was assisted by the First Mate and the 
Master, who gave first aid correctly and were 
able to stop the bleeding and minimize pain. 
Three hours and 45 minutes after the accident, 
the seafarer was disembarked and taken to a 
medical centre.

3.- Offering performance bonuses in dangerous 
operations like fishing has a negative effect in safety, as 
the crew is tempted to bypass safety procedures to get 
the largest catch possible.

4.- Maintaining medical equipment and crew trained in 
first aid aboard fishing vessels is crucial to save the lives 
of injured seafarers.
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GROUNDING OF A PASSENGER SHIP, IN PÍA FJORD

NARRATIVE:

LESSONS LEARNED:

On 23 November 2005, the Panamanian 
passenger ship Antarctic Dream, under good 
sea and wind conditions and two pilots on board, 
run aground in the access to fjord Pía.
At the departure, it was not considered to enter 
said fjord and the decision to do so was made 
near the new destination, nobody on board had 
experience on this route and the ship had a 
draught 30 cm bigger than the limit established 
by the sailing directions.
As the narrow channel to access the fjord is 100 
metres wide and 10 metres deep, the sailing 
directions recommend entering it steering to 
040° to pass 3.2 cables from Punta Pasada. 
When approaching the access, the navigational 
watch officer and the pilot had a discrepancy in 
the reading of the passing distance.

1.- Even when nautical charts do not show major 
dangers, the precautions in the sailing directions, 
especially draught limits, passing distances, etc., 
are the safe minimums, and it is risky to ignore these 
limits, as sounds may vary, and these documents 
gather the experiences of other navigators.

2.- In areas of great tide fluctuation, radar distance 
measurements may vary when measured with high 
or low tide, due to the configuration of the coast and 
the rocks that appear and disappear.

3.- Experience does not replace previous 
familiarization with navigation required to safely 
navigate difficult, restricted or shallow zones.

On the radar, it was estimated that the ship was 
off-track to port and passing 2,9 cables from 
Punta Pasada. Even when the pilot did not 
agree with the information of the watch officer, 
the course was modified 13° to starboard of the 
recommended track. Minutes later, the ship run 
aground on a submerged rock of the Arturo 
Shallow, which was not in the nautical chart. 
There were no damages to the propeller or the 
rudder, which allowed the ship to exit the fjord 
without difficulties with the high tide, noticing 
that the big rocks visible on the radar with 
the low tide had disappeared under the water, 
which would explain the shorter radar distances 
measured, as the stones that appeared with the 
low tide were measured instead of the shore.

4.- Piloting a ship through a safety narrow channel with 
40 metres to each side requires to initiate a precise 
navigation with a thorough series of positions, in an 
adequate navigational chart prepared for this purpose, 
followed by regular situations.

5.- Any deviation from the planned course, especially in 
channels, requires planning a new modified course, as 
established in STCW (section A-V111/2, part 2). Pilots, 
before recommending changes, must verify suitability 
in terms of ship size, type, and flag, according to 
navigation risks and navigation, mooring and departure 
authorizations issued by the Maritime Authority for that 
particular ship.
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ENGINE FIRE AND SINKING OF A PASSENGER SHIP, IN MANSA BAY

NARRATIVE:

LESSONS LEARNED:

On 27 April 2002, the passenger MV Terra 
Australis was near Mansa Bay, heading from 
Punta Arenas to Valdivia for repairs in a shipyard, 
without passengers and with a reduced crew 
of 22 people, when its engine caught on fire 
due to fuel leaks from the generators supply 
circuit. 

Since engineer officers had a two-shift watch 
system, a rating was authorized to perform 
duties as “officer of the watch.” In the face 
of a full-blown fire at night, and not having the 
necessary competencies, he was not able to 
execute the procedures, nor was he able to 
activate emergency systems, which led to the 
fire becoming uncontrollable.

1.- Officers should not be replaced by ratings, 
since they lack the necessary competencies to make 
decisions when faced with new situations or apply 
emergency procedures.

2.- Minimum safety manning should be complemented 
by ship operators taking into consideration the 
workload of the crew, which usually increases before 
a vessel goes into dock.
 
3.- When a fire occurs in the engine room, the most 
important action is to sound the general alarm, 
as quickly as possible, so passengers may evacuate 
towards safe areas and the crew may act according 
to plan. Then the fire can be fought.

The engine room had a fire alarm system, 
ventilation closures, remote stopping of fuel, a 
bank of CO2, and fireproof doors, among other 
extinguishing systems that were not used. 

The officers were not able to control the 
emergency because, when the door was left 
open, the highly toxic smoke quickly spread 
through the accommodation area and impeded 
the work of the fire response teams, resulting in 
the death by suffocation of a deck rating. The 
vessel adrift was abandoned and the castaways 
were rescued, uninjured, by the MV Vicuña.

Finally, the ship run aground in Punta Llesquehue. 
There was no oil pollution detected.

4.- All firefighting plans should include stopping the 
fuel supply, closing vents and accesses, using the 
most appropriate extinguishing method, and deploying 
all means available to cool bulkheads and avoid the 
propagation of fire and smoke to other areas of the 
vessel.

5.- If the fire becomes uncontrollable, the engine room 
should be abandoned, making sure that doors and 
vents are shut before remotely activating the bank of 
CO2.

6.- Fuel pipe breaking due to vibrations is common on 
board. Limit the vibration of pipes. Do not repair them, 
install new ones!
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GROUNDING OF A GENERAL CARGO SHIP, IN THE ENGLISH NARROWS

NARRATIVE:

LESSONS LEARNED:

On 29 June 2007, the general cargo ship BBC 
Ecuador navigated the English Narrows in the 
South of Chile, at 14 knots against a weak current. 
Two pilots had piloted the ship seamlessly from 
Posesión Bay and they prepared the steering 
and propelling systems for the narrows, with two 
hydraulic pumps in parallel in the servo motor, 
two in-line generators, both anchors ready to be 
cast, the engine in manoeuvring condition and 
the rudder tested, without noticing deficiencies. 
The balanced rudder, similar to a Becker, had a 
high efficiency and quick response, which was 
known to the bridge team and the pilots.
At the time of the accident, the Master, two pilots, 
the watch officer, a helmsman and a lookout 
were in the bridge.
After several turns without deficiencies in the 
steering system, and when the helmsman was 

1.- Balanced rudders are highly efficient and are 
commonly operated at small rudder angles, so the 
probabilities of failure are increased when they turn 
to one side or are operated at angles higher than 30 
degrees.

2.- Usually, only one hydraulic pump of the servo 
motor is used. Using the second pump connected to 
the line allows to overcome a potential failure in one 
of them, but it also has caused rudder failures when, 
under an excess of pressure due to the malfunction 
of the relief valve, the protection system activates 
and disables the servo motor.

executing the instructions of the Pilot, in order to 
stop turning in Paso Curvo, the steering system 
did not work, and the rudder got stuck at 30° 
starboard.

The anchors were cast, and the engine was set 
to reverse, but it did not prevent the ship from 
hitting the bow against the Medio Canal Island 
at 10 knots. The engine and the hit against the 
coast propelled the ship astern and was firstly 
controlled with the engine and the bow thruster.
The rudder worked again after a reset. The failure 
was probably caused by an excess of pressure in 
the hydraulic circuit of the servo motor. The ship 
travelled astern to Puerto Edén for makeshift 
repairs to the hull, and then departed to the dock.
The grounding did not injure people or cause oil 
spills.

3.- The preparation of a ship to navigate difficult 
passages is vital, but it can also be a double-edged 
sword if carried out in the dangerous navigation zone, as 
redundant equipment may be activated, and unexpected 
conflicts or failures may occur.

4.- Grounding barriers in case of failure in the steering 
system in shallow waters, anchors ready to be cast, 
and engines in manoeuvring condition have proven 
to be effective in the reduction of velocity and kinetic 
energy when running aground (1/2 the mass multiplied 
by velocity squared), even though they do not prevent it, 
reducing damages to the hull significantly.
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