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GENERAL
2009 – 1st half-year 2010

The amendment to the Dutch Merchant Shipping Act (Schepenwet) came into effect on 1 January 
2010 and the Maritime Court of the Netherlands was discontinued. 
The Court has not accepted any new cases since that date. The members of the Court were however 
reappointed with effect from that date, but solely to enable the Court to settle its current cases. That 
was achieved within the set term, whereupon the Court was definitively discontinued on 1 July 2010.
The Court’s principal tasks – investigation of the causes of maritime disasters and disciplinary 
assessment of the professional conduct of ship’s officers on board ships sailing under the Dutch 
national flag – will be continued by the Dutch Security Council and two Maritime Disciplinary 
Tribunals respectively: one established in the Beurs van Berlage in Amsterdam for vessels registered in 
the Netherlands, and one established in Willemstad on Curacao for vessels registered in the Antilles.
The right of appeal against the decisions of the Shipping Inspectorate to the chairman of the Court has 
been discontinued. These appeals can now be lodged exclusively at the administrative courts. 

In the final eighteen months of its existence the Court published 30 rulings.

Regrettably, seven of them related to accidents involving a fatality:

A seaman was fatally wounded when a line suddenly tightened during dredging activities on board the 
split hopper barge “Vliet” (ruling 9/2009).
The fatality on board the “Coastal Digger” (ruling 2009/16) involved the victim, who had been 
standing with a foot in a coil of the trip-line, being pulled overboard when the anchor was released.
During an attempt to remove a net from the propeller of the “Aaltje Jacoba” (ruling 5/2009), the crew 
member carrying out this diving task got into difficulty and could not be taken out of the water in time.
A person on board the “Hanny” HD 70 (ruling 8/2009) was fatally wounded by a tightening jib wire 
when putting out the nets.
Whilst work was being carried out on the hatch of the moored “Menna” (4/2010), a crew member fell 
onto the wharf and died of his injuries.
On board the “Eclips” (ruling 9/2010) the second engineer was electrocuted when working on a live 
switch cabinet.
A crew member of the “Adriaantje” UK 2 (ruling 3/2010) fell overboard whilst working on deck and 
drowned. It did not prove possible to establish the precise cause of the accident.
It is possible that he was pulled overboard by a tightening binding rope.

Once again – as has happened in all recent reporting years – there were accidents involving hatch 
cover gantry cranes. During this period there were three accidents. Fortunately none of them were 
fatal but they involved serious injury: “Dagna” (ruling 14/2009), “OSC Vlistdiep” (ruling 5/2010) 
and “Flinterduin” (ruling 7/2010). 

A case that drew a lot of attention but did not involve personal injury was the grounding of the “Zhen 
Hua” doctoraal examen rechtsgeleerdheid 10” , which was carrying container cranes, at the Maasvlakte 
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(15/2009). A number of factors played a role in this incident. The Court made nine recommendations 
to prevent the repetition of problems with vessels of this type. 
The final case heard by the Court in public session was the fire on board the “Waker” (ruling 13/2010). 
This vessel, which was being used by the Dutch Coastguard, caught fire and was so badly damaged that 
it had to be scrapped.
Detailed summaries of this and other rulings published in 2009 and 2010 are included in this report 
with the accompanying recommendations and lessons learned.

There would have been even more rulings of the Court in the reporting period had it not been for the 
fact that it was not until after 1 January of this year that the Shipping Inspectorate presented seven 
investigation files to the Court. It was not possible to accept those cases owing to the statutory term 
for the discontinuation of the Court which could not be amended in the near future. At least one of 
these cases would under normal circumstances have led to a Court inquiry.

It is possible that this case will be submitted for disciplinary assessment to the Maritime Disciplinary 
Court in Amsterdam.

100th anniversary and farewell
A completely different note was struck by the activities to mark the Court’s centenary, which it proved 
just about possible to celebrate in the autumn of 2009.
In that context, an exhibition was organised together with the Shipping Inspectorate, which was also 
celebrating its centenary, at the Maritime Museum Prins Hendrik in Rotterdam on the subject of the 
Maritime Shipping Act over the past 100 years. In November the Court also held a symposium in 
Amsterdam entitled: “Does the law of diminishing returns also apply to regulations?”, which also saw 
the presentation of the first copy of the anniversary book “100 years of the Maritime Court of the 
Netherlands”, written by E.A. Bik.
That was followed later in the month by a reception and dinner for the members of the Court and 
other guests.

An extraordinary session held in February to launch the new Maritime Disciplinary Court was 
followed in June by another extraordinary session to mark the Court’s departure.

After a busy period, that occasion brought an end to the Maritime Court of the Netherlands.
The work of the Court for maritime safety is of course never done and will fortunately be continued – 
albeit in slightly different form – by the tribunals mentioned above.

The Court wishes the members of those tribunals wisdom and good luck, and thanks the many 
shipping and fishery organisations that have supported the Court and worked to retain disciplinary 
law.

							     
		     U.W. Bentinck, 			A   msterdam, September 2010
		  former chairman
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NEW CASES
In 2009 the Head of the Shipping Inspectorate presented 61 cases to the Maritime Court of the 
Netherlands. One case was presented by the Committee of Inquiry of the Netherlands Antilles.

The cases presented by the Head of the Shipping Inspectorate are broken down as follows:

19 cases with a recommendation to have an inquiry carried out by the Court.
42 cases with a recommendation not to have an inquiry carried out by the Court.

A comparison of the 2009-2010 figures with previous years is given in the table below.

Year:
Referred by the Shipping 

Inspectorate

Number of cases heard in 
public session by the Court 

and published:

1987 86 18
1988 110 31
1989 93 24
1990 103 22
1991 113 25
1992 84 32
1993 103 30
1994 107 35
1995 122 31
1996 131 39
1997 135 32
1998 93 26
1999 75 23
2000 64 31
2001 66 29
2002 52 21
2003 57 16
2004 52 11
2005 53 13
2006 80 23
2007 94 16
2008 58 11
2009 62 17
2010 0 13
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It should be noted in this regard that not all of the cases presented by the Head of the Shipping 
Inspectorate and considered worth investigating by the Court were held in public session during the 
same year.

Of the 61 cases brought in 2009 and 2010, 58 cases involved Dutch and 4 cases foreign vessels. 

The Committee of the Maritime Court of the Netherlands, which evaluates the presented cases, 
departed in two cases from the recommendation of the Head of the Shipping Inspectorate.
In the first case, the Head of the Shipping Inspectorate recommended not conducting an inquiry and 
the committee decided to conduct one none the less. 
In the second case the Head of the Shipping Inspectorate recommended an inquiry and the committee 
decided against conducting one.
Also, no further inquiry was conducted into the Antilles case concerning the “Stellamare”. The 
Committee of Inquiry on the Antilles had already conducted a wide-ranging inquiry into the case of 
the – serious – disaster, on which basis lessons were learnt and it appeared unlikely that it would be 
possible to locate the people involved, all originating from Eastern Europe and no longer employed by 
the shipping company in questions, in order to institute disciplinary proceedings against them.

The rulings of the Maritime Court of the Netherlands from 1995 to the present are given on 
www.overheid.nl > officiële publicaties > uitspraken Raad voor de Scheepvaart and on the website of 
the Maritime Court of the Netherlands: www.raadvoordescheepvaart.nl.
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PUBLISHED INQUIRIES 
OF THE MARITIME 

COURT OF THE 
NETHERLANDS 

IN 2009

MERCHANT SHIPPING (2009)
Of the twelve merchant shipping inquiries carried out by the Court, two involved a fatal accident with 
the loss of two lives.
Serious injuries were suffered in two cases.
Six inquiries concerned running aground or grounding on the seabed.
The two other cases concerned a fire in the engine room and a CO2 leak from a fire extinguishing 
system.

“ARTEMIS” (ruling number 1 – running aground)

Person concerned: the captain

On 10 March 2008 the Dutch freighter “Artemis” ran aground on the beach when entering the port of Les 
Sables d’Olonne (France) in bad weather.

On 9 March 2008 “Artemis” was en route from Lisbon to Les Sables d’Olonne on the west coast of 
France. The first mate had made the preparations for the voyage. The preparations related to the route 
up to the pilot station for Les Sables d’Olonne. “Artemis” was subject to compulsory pilotage. The 
captain had not put into this port before. 

The Court concluded that the main reason for the “Artemis” running aground was the pilot’s 
miscalculation of the route the vessel would take from the point at which it was asked to change course 
to 020º to allow him to come on board until he arrived on the bridge. The captain did not initially see 
any reason to question the pilot’s change of course. When he started to become concerned, it was 
too late for him to do anything without putting the pilot vessel and the pilot in danger. The difficult 
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embarkation and the delay caused by a closed door on the way to the bridge resulted in it taking longer 
than usual for the pilot to arrive on the bridge. By that time it was no longer possible in the prevailing 
conditions to stop the vessel by putting the engine full astern. 
The Court judged that the pilot was wrong to embark with the vessel before the wind heading straight 
towards the nearest coast. It would have been more advisable to order a change of course to port, 
which would have placed the vessel in the run up to the port whilst the pilot was embarking.
That does not alter the fact that the Court has certain criticisms of the action taken by the captain. 
First, the voyage preparation that was approved by the captain had not been adequate, since it covered 
the route ‘pilot to pilot’ and not, as would have been correct – and which the captain acknowledged 
at the hearing – ‘from mooring to mooring’. As a result of this no further documented information 
was available from the final waypoint in the waiting area. In the Court’s judgement, this resulted in 
the captain, who was not familiar with the area, being entirely dependent on the instructions of the 
pilot, even when he was not yet on board, and not being able to critically assess those instructions. It 
is precisely under the poor weather conditions at the time that this led to additional risks, which in 
this case materialised. More specifically, the captain failed to realise that meeting the pilot’s request 
to change course to 020º would place the vessel in a dangerous situation. In the Court’s judgement, it 
would have been better for him to ask the pilot to come on board after the vessel had turned to port 
lined up with the leading lights.
Neither did the captain consider not proceeding into the port but turning about instead, which he 
confirmed during his statement at the hearing he would do in the future in a similar situation. 
The Court further censures the fact that the captain was alone on the bridge in the run-up to Les Sables 
d’Olonne, which meant that he had to do everything – manoeuvring, navigating and communication 
– himself. Although it cannot be established that this approach – which is contrary to the current 
regulations – itself contributed to the grounding, the Court considers it to be irresponsible, especially 
in the conditions prevailing at the time.

On the above grounds, viewed in conjunction with each other, the Court concludes that the captain 
bears a degree of responsibility for the shipping disaster. However, in view of the limited degree of 
responsibility, the fact that it has been made clear at the hearing that the captain has learnt from this 
incident and that the grounding led to him being given a lot of adverse publicity, the Court does not 
consider it necessary to impose a disciplinary measure. 

Recommendations
1.	I f the usual piloting method is departed from, the pilot should make his intentions clear to 

the captain in good time so that he is given the chance to consult and to anticipate the agreed 
procedure.

2.	A ttention should be paid to the relationship between the ship’s speed and the revolutions, in which 
the propeller loses power owing to cavitation. A lack of knowledge about this phenomenon can 
present a risk, especially when going astern.
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“LAUWERSBORG” (ruling No. 2 – grounding in shallows)

Person concerned: the captain

On 24 March 2008 the Dutch freighter “Lauwersborg” touched ground in shallows when putting into the 
port of Hundested (Denmark) during heavy snowfall.

The Court judges that the captain made the right decision to take on a pilot to enter port despite his 
familiarity with the navigation area and the port of Hundested.
When it unexpectedly began to snow and the wind came up, the captain decided that it would be 
advisable to have a pair of extra eyes and ears on board that were very familiar with the locality. When 
visibility reduced to 300 to 400 metres owing to snowfall, it might have been a good idea for the 
captain to have had second hand come above (mate or helmsman), which would have given him more 
time and space to concentrate on other navigational aspects. As the vessel approached the point of 
no return, the snowfall suddenly became so heavy that visibility reduced to less than 100 metres. As 
a result of this the 3 cm radar that was switched on became completely unusable, and the completely 
unexpected heavy snowfall prevented the captain from being able to switch from the 3 cm to the 10 
cm radar in time.
The vessel›s headway was immediately reduced and the captain turned the vessel slowly to starboard 
after passing the yellow cross buoy. This at least prevented the vessel from sailing too close to the 5.7 
metre shallow noted in the voyage preparation, despite passing the yellow cross buoy with a fairly 
large clearance. This shallow was indeed avoided by a good margin, and not giving too much starboard 
rudder prevented the ship from drifting too quickly and too far to starboard, with all the potential 
implications that would have entailed. 
Also, before taking any drastic measures it is important to be absolutely sure of the ship’s position, but 
because of the reduced visibility and the heavy snowfall and the malfunctioning of the radar switched 
on at the time, that was not the case. The DGPS position on the Ecdis is generally reliable, but it was 
no longer possible to check it.
Unfortunately the captain did not have the right information about the water depth of the area he was 
navigating. There was no reason at all for him to assume that a slight increase in the passing distance 
to the buoy would place the vessel in serious danger. He should have been able to obtain this vital 
information from the chart being used, and the pilot, with his local knowledge, should have been 
aware of the existence of a 6.2 metre shallow.
This shallow was not however shown in the captain’s chart, and neither was the pilot aware of its 
existence.
A careful reconstruction of the grounding based on the VDR data has shown that the position where 
the vessel ultimately collided with the seabed virtually corresponds to the position of the 6.20 metre 
shallow shown in the Danish survey chart.

The Court judges that the captain navigated correctly on the basis of the information available to him. 
It is not clear why the 6.20 metre shallow is not shown in the chart and was not known to the pilot 
either. The captain trusted the pilot, with whom his experiences had been good.
In view of the above the Court judges that the captain cannot be held accountable for the grounding 
and that a disciplinary measure is therefore not appropriate in this case. 



A n n ua l  r e p o rt  2 0 0 9  –  2 0 1 0  |  M a r i t i m e  co u rt  o f  t h e  n et h e r l a n d s  |  1 1

Lessons learned
1.	I n the event of a sudden decrease in visibility it is advisable to have an extra man come to the 

bridge as soon as possible.

Recommendations
1.	I f possible, place an extra monitor on the bridge so that the 3 cm and the 10 cm radar can be used 

at the same time if necessary.
2.	I n cases where a vessel regularly puts into the same ports, try to follow the same route as for 

previous voyages where possible and if conditions allow.
3.	 The passing distance to single buoys should be kept to reasonable bounds (ship’s length) unless 

advice is given to the contrary.

“HELENIC” (ruling number. 3 – running aground)

Person concerned: the captain

On 23 May 2008 the Dutch freighter “Helenic” ran aground when leaving Oxelösund (Sweden).

This was the first time that the captain had taken a ship to Oxelösund. He therefore took a pilot on 
board. The ship sailed from the pilot station into port via the southern route.
When the captain decided in connection with the arrival of another vessel via the southern route just 
prior to his departure – now without a pilot – to take the northern route to the pilot station, he did not 
have the chance to enter new waypoints into the chart. He neglected to consult with the mate in order 
to establish whether he was really unaware of how to use the Ecdis. 
It was the captain’s decision to depart despite that. The captain was alone on the bridge during 
departure, and was steering the vessel manually. Furthermore, there is nothing to show that the 
captain consulted the sailing instructions before departing via the northern route, and neither had the 
captain noticed that the following is stated on chart BA 3218 in the vicinity of Oxelösund:“LATERAL 
BUOYAGE Change in the direction of buoyage”.
Neither did he make use of the leading lights F.R. 20 M/F.R. 14 M. (271º.3) which at a course of 
091º.3 would have enabled him to freely navigate around all of the obstacles in his way. The layout of 
the bridge of the «Helenic», including the arrangement of the Ecdis screens, is open to improvement, 
and the captain-owner is considering having a number of practical improvements made to it. 
According to the captain’s statement he ‘automatically’ kept all green buoys to port, and that ultimately 
ended in disaster for him. This once again underlines the point that a one-man bridge watch is in fact 
insufficient during arrival and departure: the captain was unable to navigate and steer at the same 
time, but was forced to do so in an unfamiliar location. It is laid down in an IMO resolution that 
the helmsman should not be given any tasks other than steering the vessel. The captain understands 
what he did wrong and admits that he committed a huge blunder by not noticing in the chart that the 
cardinal buoyage system switched to the lateral system.

The Court punished the captain for this responsibility for the disaster by depriving him of his licence 
to sail as a captain for a period of one week.
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Lessons learned
1. 	 Good voyage preparation is of great importance. It forms a guide that provides a lot of information 

about the route being followed. Good voyage preparation makes an important contribution to the 
safe voyage of a vessel.

2. 	I n this case the voyage preparation was inadequate because the no go areas were not shown, which 
is why the ship ran aground.

3.	D eviations from the original plan must be avoided wherever possible.
4. 	 The captain of a departing vessel should not allow himself to be rushed by the pilot or the captain 

of an incoming vessel. There should be good interaction between the two vessels in order to avoid 
accidents of this nature.

5. 	O n ships equipped with an Ecdis the person expected to use it should be aware of how the system 
works and be able to use the options the system offers.

6. 	C ourse lines must always be placed in the sea chart or in the Ecdis, so that particulars or deviations 
from the route are immediately shown.

Recommendations
1. 	A  Bridge Resource Management course (BRM) could make an important contribution to 

improving the safety of the ship and its cargo. On a BRM course people are taught by what is 
usually a competent instructor to rid themselves of many bad practices that have crept in.

2. 	 The Ecdis screens of the “Helenic” should be repositioned so that a clearer view is gained, enabling 
the navigator to gain a better overview of the situation.

3. 	 Make an Ecdis course compulsory for everyone who will be using this equipment.
4. 	 Make optimum use of the leading lights and other navigation aids. They provide additional 

information for a safe voyage.

“DUTCH PROGRESS” 

(ruling No. 4 - CO2 leakage from fire extinguishing system)

On 21 September 2007, on board the Dutch chemical tanker “Dutch Progress”, sailing in the North Sea, 
there was a CO2 leakage from the cylinders of the fire extinguishing system, in which the CO2 spread to areas 
including the crew quarters.

On 10 October 2007 the shipping company Broere Shipping, with the assistance of supplier Ajax-
Chubb, carried out an investigation into the cause of the accident involving the CO2 fire extinguishing 
system. It was established that a defect in the heating thermostat had resulted in the temperature in the 
container rising above 30º C, which resulted in the liquid CO2 being converted into gas form. In three 
cylinders the temperature had risen to between 61º and 69º C, resulting in the gas pressure rising to 
between 175 and 200 bar and breaking the safety plates on the cylinder. Also as a result of the rising 
gas pressure, the valves or more cylinders were discharged to the group pipeline against the configured 
spring pressure. If the system had been correctly configured this would have happened before the 
safety plates broke. Further investigation revealed that the spring pressure for some of the valves had 
indeed been set too low. That turned out not to be the case on the sister ship, “Dutch Pilot”, which is 
equipped with the same system. In response to the investigation, a double safeguard was fitted to the 
heating system and the container ventilation was moved to the rear side.
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On 21 September 2007 the crew of the Dutch Progress had a narrow escape. It was purely by chance 
that the chief engineer was in the engine room when the CO2-cylinders discharged. The chief engineer’s 
report that the alarm of the CO2 extinguishing system had gone off and that a hissing sound could 
be heard on the afterdeck led to the conclusion that something was seriously wrong with the CO2 
container. Without that report it is highly unlikely that the captain would have placed the unpleasant 
smell he had noticed shortly prior to that in time to prevent accidents.
The chief engineer, on the other hand, was able to quickly relate the hissing sound on deck to the CO2 
because the CO2 alarm went off in the engine room. That happened because some of the cylinder 
valves had been configured too low, and caused the CO2-group pipe to be pressurised. The unsolicited 
addition of an odour to the CO2, the coincidence that the chief engineer was in the engine room and 
the incorrect configuration of some CO2 valves together resulted in a disaster being avoided. 

Lessons learned
1.	 The Court judges that modifications to a certified system should at all times be discussed with the 

supplier.
2.	A  general engine room alarm on the bridge does not provide sufficient warning against CO2 

poisoning. 

Recommendations
1.	N ational regulations for CO2 fire extinguishing systems should be reviewed, and the addition of 

an odour to CO2 should be made compulsory.
2.	I f hazardous substances are stored between decks the adjoining compartments should be 

specifically included in the risk analysis.

“MORRABORG” (ruling No. 6 – grounding in shallows)

Person concerned: the captain

On 31 January 2008 the Dutch freighter “Morraborg”, sailing in the vicinity of Jossingfjord (Norway), 
grounded several times in shallows whilst weighing anchor in bad weather conditions.

The “Morraborg” was to stay in Rotterdam for about five days for repairs. However on 29 January, at 
around midday, the captain was ordered to set out as soon as possible for Jossingfjord in Norway. The 
second mate was instructed to make the preparations for the voyage and made a start with sorting out 
the charts. He established that detailed chart BA 3536 for Jossingfjord was not on board. The captain 
and both mates were of the opinion that chart BA 281, which was on board, could easily be used for 
the run-up to the pilot station. The “Morraborg” put to sea at 16.45 hours after carrying out extremely 
scanty and incomplete voyage preparation and without chart BA 3536. 
The voyage to Norway went without incident and upon arrival the vessel was unexpectedly required to 
anchor outside of the port. Since no detailed chart was available, the pilot was asked where the vessel 
should anchor. The indicated position was in the middle of an anchorage where dangerous waves were 
known to occur and the captain was not happy about this. The weather forecast was unremittingly 
poor and some reports even mentioned ‘near hurricane winds’. No other anchorage was available and 
the ship anchored late in the evening of 30 January 2008 in more or less the indicated position. The 
weather conditions at that time were fair, but did not get any better during the night. When the captain 
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himself went on watch at 08.00 hours on 31 January, the weather quickly deteriorated and during the 
coffee break at 10.00 on the bridge there was a discussion about whether to weigh anchor. At about 
10.30 hours the anchor began to drag and the ship quickly drifted to north, where there were shallows 
with a minimum depth of 2.7 metres with a buoy to the west of them at a distance of about 2 miles 
from the original anchorage. At 11.15 hours the ship was ready to manoeuvre and the pitch was set 
to 4, which corresponds to slow ahead, and a start was made with weighing the anchor. At 11.30 the 
vessel grounded on the shallows because insufficient headway was being made to clear the shallows. 
Chart BA 281 contained virtually no information about the shallows and nothing was known about 
the water depth of 170 metres directly to the south of the rocks. The vessel was seriously damaged by 
the grounding.
The captain should not have left Rotterdam without chart BA 3536 on board. Also, he knew that the 
voyage had not been adequately prepared and did not do anything about that whatsoever. The Court 
does accept that the chartering department may have put a degree of pressure on him to set out for the 
loading port as soon as possible. The Court also judges that the captain should have carefully studied 
chart BA 281 with the aid of the Sailing Directions for the area. There is nothing to show that that 
was done. Had he done so, he would have known why BA chart 281 made reference to ‘dangerous 
waves’. He would also have been aware of other nautical hazards, such as the Båer shallows which later 
inadvertently crossed his path.
The captain should have weighed anchor much sooner when the weather rapidly deteriorated in order 
to maintain a safe distance from the coast. He did not do this, and waited until it was in fact too late. 
The disaster involving the “Morraborg” has once again shown that minor causes can have major 
implications. It is irresponsible to set out without the charts needed for the ship’s destination. The 
captain also failed to use or sufficiently use the information that reached him via Navtext and the 
SPOS.
In the Court’s opinion, the captain should have raised steam and weighed anchor as soon as he came 
on watch at 08.00 hours. He failed to show the promptness of action expected of an experienced 
captain under such conditions. 
In the shipping company’s investigation of the disaster the captain was found guilty of grounding 
the “Morraborg” and was consequently demoted by the shipping company to the rank of first mate. 
He stated that he did not oppose this decision and that he is willing to following refresher and other 
courses to improve his future performance.
Shipping company Wagenborg has itself carried out a thorough investigation, and the Court is in 
agreement with its conclusions.

The Court punishes the captain for his culpability and the shortcomings related to the grounding by 
issuing him with a reprimand.

Lessons learned
1.	I t should be ensured where possible that all charts for the proposed voyage are available on board.
2.	 The voyage preparation should be complete and presented to the captain for approval prior to 

commencement of the voyage.
3.	C aptains should base their decisions on facts and not on suppositions or their own assumptions.
4.	I f there are reasons to doubt whether it is safe for a ship to remain at anchor, the captain should not 

hesitate to depart.
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Recommendations
1.	A dmiralty Sailing Directions and other nautical publications should be carefully studied by all 

mariners prior to arrival.
2.	S ufficient attention should be paid to weather forecasts and reports received via Navtex and SPOS 

in order to avoid being confronted by surprises.
3.	I f there are any conditions that pose a danger to the people on the foredeck raising the anchor, the 

vessel should if possible be used to pull the anchor out of the seabed or the anchor and its chain 
should be slipped by releasing the anchor securing pin.

4.	E xcessively small chain lockers in which the chain has to be pushed away by the crew should be 
adapted as soon as possible. 

5.	A lways set the position alarm on the GPS when at anchor.
6.	P ay constant attention to the rules applicable to proper voyage preparation. In this case a clearly 

indicated no go area could have prevented this shipping disaster.
7.	I f an anchor starts to drag, immediate drastic action should be taken to prevent the situation from 

getting worse. Experience shows that the speed at which a ship drifts increases rather than slows 
down in virtually all such cases. 

“VLIET” (ruling No. 9 – fatal accident)

On 22 August 2008 an accident took place on board the Dutch split hopper barge/omnibarge “Vliet” in 
which a person on board was fatally injured. 

The captain of the “Vliet” was familiar with the manoeuvre that was carried out on 22 August 2008. 
He had been involved in the dredging project in Klaipedia as captain of the “Vliet” since 23 July. He 
was familiar with the non-standard fastening of the side wires on the starboard side of the “Kategats”. 
This was however the first project in which he had to make allowance for side wires that were not 
held underwater by means of wire poles. He stated at the hearing that he could clearly see the stern 
side wire of the “Kategats” in the first two loading positions from the bridge of the “Vliet”. He was 
also aware of the movements of the “Vliet” in relation to the “Kategats” whilst the dredging spoil was 
being loaded. In the third loading position the view of the stern side wire was obstructed by the bow 
of the “Vliet”. From his position on the bridge where he was controlling the propulsion and the bow 
thruster, he did not have a clear view on the position of the bow of the “Vliet” in relation to the stern 
side wire when warping to the third loading position. For the warping manoeuvre there was no mark 
present on the “Kategats” to indicate that it was not possible to move ahead owing to the position of 
the side wire. Neither had the captain himself recognised the need for this. He was relying entirely on 
the insight of the two seamen who were to secure the wires on the forecastle of the “Vliet”. It was not 
however possible to communicate directly with the two seaman on the forecastle, and he did not have 
a view of the situation in front of the bow in the third loading position. He was unable to prevent the 
stern side wire slipping over the bow of the “Vliet” owing to the swell and striking seaman Liepajnieks 
with such force that he was instantly killed.
Despite all the combined experience on board the “Vliet”, the danger of the stern side wire of the 
“Kategats” was not recognised, either by the captain or by the two seamen involved in securing the 
wires on the bow of the “Vliet”. There is nothing to show that the victim or the assisting seaman on the 
“Kategats” paid special attention to the nearby side wire. The failure to stop the forward movement of 
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the “Vliet” in time, probably exacerbated as a result of the swell, it was possible for the side wire to slip 
over the bow resulting in a fatality.

Lessons learned
1. 	I f routine work is carried out under unusual or altering conditions, it is necessary to reassess all 

potential risks in advance with all those involved.

“SIF R” (ruling No. 10 – running aground)

Persons concerned: the captain and the second mate

On 16 March 2008 the Dutch trailing hopper suction dredger “Sif R”, ran aground in Limfjord (Denmark).

At the time of the grounding there was a strong ebb tide in the waterway of Thyborøn, on the west 
bank, going outwards. For that reason the fully loaded “Sif R” had to be steered to the first part of the 
route from the port to a passage to the east of a shallow in a fairway. At a ship’s speed of 6.5 knots and 
an ebb current of 2 knots, that would have been approximately 10 degrees to starboard. The ship was 
being held on course by the automatic pilot. The position in relation to the desired track was given on 
an Ecdis. A paper chart was available as well. 
The Court has concluded that the automatic pilot and the steering mechanism were working correctly 
when the passage was entered along the shallows. The grounding must therefore be attributed to the 
mate’s faulty navigation. The Court regards the most likely explanation that the prevailing ebb current 
resulted in the “Sif R” moving closer to the green buoy than indicated in the route on the chart or on 
Ecdis and that the mate’s setting of the automatic pilot was not sufficient to have the fully loaded ship 
make the necessary change of course to port in a short amount of time. The switch to manual steering 
and change of course to port was carried out too late. It cannot be ruled out that the rudder was turned 
90 degrees inboard and therefore had barely any effect. The turn to port was subsequently opposed 
when the two clockwise propellers went full astern. By then the grounding was unavoidable.
The mate is not in possession of a Dutch navigation licence, so it is not possible to impose a disciplinary 
measure on him.
The Court further takes the view that the captain cannot be held accountable for the fact that the mate 
was keeping watch on his own when the ship ran aground.

Lessons learned
1.	E ven when navigating with buoys and marks in sight, it is necessary to monitor the ship’s position 

in relation to the desired track.
2.	I t must always be ascertained whether orders, given directly or indirectly, have been followed.
3.	S elf-confidence based on routine is a danger to safety.

Recommendation
1.	S hipowners of Dutch ships should make sure that their crews hold the correct certificates.
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“NORSKY” (ruling No. 11 – serious accident)

Persons concerned: the captain and the maritime officer

On 10 November 2008 a person on board sustained a serious injury to his left ankle and left foot on board 
the Dutch ro-ro vessel “Norsky” when unmooring in Zeebrugge, Belgium. The accident was caused when an 
Atlas mooring line was caught in the port adjustable propeller, so that it paid out entirely unexpectedly and 
at great speed.

A more or less standard unmooring plan was in operation on board. There were barely any deviations 
from the plan, and neither did the ‘bad weather’ situation: mooring with 6 mooring wires, 4 Tipto and 
2 Atlas mooring lines fore and aft, cause those on board any difficulty. Despite the young age of the 
maritime officer he was very familiar with the duties he was expected to perform and he knew what 
he could expect of the crew members in his watch. The captain was aware that there had regularly 
been problems with the linesmen. According to him there was little he could do about this since the 
terminal assigned these people to the various duties and places of work and was therefore responsible 
for this. The captain has raised this problem on several occasions with the terminal management, but 
has never submitted a written complaint. He was however forewarned, since this was not the first 
time that things had not gone according to plan. In a previous incident in which a line was caught in a 
propeller nobody was bodily harmed and only a slight amount of material damage was caused. 
The Court took the view that the same effect needed to keep the ship in position during unmooring 
could have been achieved by leaving the port propeller disengaged and running the starboard propeller 
in reverse at about pitch 2. Once the Atlas lines were on deck, those involved could do what they 
considered necessary without any danger of a line getting caught in the propeller, and re-engage the 
port propeller and use it. Very little time is needed to engage a propeller and get it up to full speed and 
completely ready for operation. 
The mate who was aft at the time was not told beforehand what the pitch positions of both propellers 
were or whether they were rotating at all. The Court believes that it is certainly advisable to provide 
such information if the Atlas lines have already been paid out when mooring. The mate himself pointed 
out that when he looks overboard he can see that the propellers are turning and which way they are 
turning, but that if he does that he cannot see his shipmates who are standing by at the winch heads or 
in some cases the linesmen on the jetty. 
In the Court’s judgement, the accident suffered by a motorman on board the “Norsky” can be 
attributed largely to the actions of the duty linesmen on the quayside while the ship was unmooring. 
They should not have thrown the stern line straight into the water after it was cast off. They should also 
have noticed that the ship’s propellers were turning; in which regard it would have been sufficient to 
use some common sense. They should only have let the stern line go at an angle from the quarterdeck, 
when there was only a small amount of slack in it. It is also the responsibility of the mate in charge to 
point this out to the linesmen during the unmooring operation. He can tell them this verbally but also 
communicate what is required by using hand signals. It is the terminal’s responsibility to ensure that 
the linesmen follow the instructions given from the ship.
It is notable that following the accident on board the “Norsky”, for which the terminal was said not 
to be to blame, the linesman took a completely different approach to unmooring than was previously 
the case. It is not unlikely that this can be attributed to the internal investigation conducted by the 
terminal following the accident on board the “Norsky”. The Court is surprised to note that neither the 
shipping company nor the captain have had the opportunity to read this report. Despite the fact that 
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according to the report no errors were made on the part of the terminal, it seems that there must be 
something to hide, or there are concerns that the terminal’s safety statistics will be adversely affected 
by the incident.

In view of the above, the Court judges that there is no need for measures to be taken against either the 
captain or the maritime officer.

Lessons learned
1.	C lear communication with the shore team on mooring and unmooring is of great importance.
2.	I f the propeller is turning, this should be indicated exclusively with the report: ‘propeller not clear’. 

This avoids confusion.
3.	N on-floating lines should always be paid out as head lines.
4.	I t must always be possible to direct operations from the bridge. That is only possible if sufficient 

information is given both fore and aft.

Recommendations
1.	I t is recommended that those concerned communicate in the same language both fore and aft 

during mooring and unmooring. That way, everyone knows what is happening both fore and aft.
2.	I f at all possible, the propeller on the quay side should be kept out of action until the mooring lines 

have been taken out of the water and, preferably, are also inboard.
3.	I f it is not longer possible to communicate with the quarterdeck, the pitch should immediately be 

sent to ‘zero’ and the propeller disengaged.
4.	C ooperation and interaction between the shore and the ship should be as clear and smooth as 

possible.
5.	E fforts should be made to solve as soon as possible issues that pose a threat to safety but about 

which the terminal and the ship have a difference of opinion. If necessary these issues should be 
put down in writing, possibly with suggestions for solutions.

6.	 Make the Court’s judgement known to the terminal. They too can learn something from this case, 
which will be to the benefit of both parties. 

“KENT EXPLORER” (ruling No. 12 – fire in the engine room)

Person concerned: the chief engineer

On 3 July 2008 fire broke out in the engine room of the Dutch freighter “Kent Explorer”. 

An investigation has revealed that the fire on board the “Kent Explorer” was caused when heating oil 
that had leaked out of a blocked overflow pipe of the expansion tank of the heating oil system caught 
fire. The expansion tank was located in the funnel of the “Kent Explorer and the leakage occurred 
directly in front of a blocked bend in the overflow pipe close to the expansion tank. It is highly likely 
that the leaking oil caught fire when it came into contact with an non-insulated metal support for the 
exhaust pipe of the main engine. The fire quickly spread because the content of the expansion tank 
also caught fire. It was no longer possible to contain the fire with portable fire extinguishers, so the fire 
was extinguished by discharging CO2 in the engine room complex. The damage to the engine room 
complex turned out to be so serious that the ship was no longer able to continue under its own steam.
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The corrective maintenance on the heating oil system of the “Kent Explorer” did not go beyond 
‘treatment of the symptoms’. The cause of the problems was therefore either not found – in the case of 
the blockage – or not resolved, in the case of the leaking heating system. The connection between the 
two problems and the major risk it involved was therefore not recognised.
The resulting fire would have caused substantially less damage if the oil in the expansion tank had been 
discharged to the drainage tank as soon as the fire broke out.
Prompt action was however taken to put out the fire.
Although criticisms can be made of how the defects in the heating oil system, which were known on 
board, were dealt with, the Court does not take the view that they are of such a nature that they should 
lead to disciplinary measures being taken.

Lessons learned
1.	 When carrying out corrective maintenance close attention should always be paid to the cause of 

the problem in question.
2	D efects can only be accepted if the risks related to them are recognised and considered in a 

responsible manner.
3.	I t is very important to insulate hot parts, even if there is not any apparent danger of direct contact 

with oil. An oil spray spreads quickly and easily combusts if it comes into contact with hot parts.

Recommendation
1.	 The presence of tanks containing inflammable substances should be specifically included in fire 

fighting exercises, and consideration should be given to whether their contents can be discharged 
to a safe place.

“DAGNA” (ruling No. 14 – serious accident with a hatch cover gantry crane)

On 28 January 2009 a seaman sustained an extremely serious injury to his right hand on board the “Dagna” 
whilst moving the hatch covers with the hatch cover gantry crane. 

The accident on board the “Dagna” was one of a long series of accidents involving hatch cover gantry 
cranes.
The shipping company’s management system gives a number of explicit instructions for handling 
main deck hatch covers with the hatch cover gantry crane. One rule is that there must be a second 
man on the other side of the hatch cover gantry crane to check whether the hatch covers have been 
properly taken up. The hatch track must be free of obstacles and the power supply cables must be 
placed freely in the gangway. This implies that the movement of the hatch cover gantry crane must be 
overseen on both sides. Furthermore, the personnel on deck are warned that the hatch cover gantry 
crane is in operation by a clearly audible bell signal and a clearly visible flashing light on the hatch 
cover gantry crane. 
There is also a general instruction in the management system to the effect that there must be constant 
supervision during the loading and unloading process. In this case a stevedore boss was supervising 
the loading and unloading and the second mate was supervising the moving of the hatches, and was 
himself operating the hatch cover gantry crane.
There were two seamen on deck. One of them was assisting the second mate with the work with the 
hatch cover gantry crane. The other seaman had not been given a specific task but was carrying out 
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what he considered to be the usual task of fitting speed locks to the hatches that were locked again after 
loading. The speed locks are used to make the hatches ready for sea prior to departure.
Once hold 1 had been loaded, the second mate proceeded with locking this hold. Three of the four 
hatches had already been closed and to lift the fourth hatch he needed to move the hatch for hold 2, 
which was lying on top of it. Once that had been done he drove the hatch cover gantry crane back to lift 
the final hatch from hold 1. Before carrying out this movement he had looked down to make sure that 
the hooks had engaged and were free from the hatches, but he had not leant sideways to see whether 
the gangway was clear. He heard a scream, stopped the hatch cover gantry crane and was shocked to 
see the other seaman lying in the gangway. He had not previously seen him there. He had passed the 
position where the seaman was lying about 40 seconds previously when he was carrying the hatch that 
he had just put down. In the meantime, the victim had climbed for reasons unknown up against the 
main hatch, holding on to the track of the hatch cover gantry crane. The returning hatch cover gantry 
crane then drove over his right hand. By quickly allowing himself to fall the victim probably avoided 
all of the fingers on his right hand being crushed.

The accident with the hatch cover gantry crane of the “Dagna” can be attributed to the irresponsible 
behaviour of the victim. There is no possible justification for holding on to the track close to the hatch 
cover gantry crane whilst it was visibly and audibly being intensively used.
The accident could however have been prevented if the hatch cover gantry crane driver had followed 
the instructions to check whether the crane rail of the hatch cover gantry crane was completely free on 
his side. He should have noticed the presence of the victim.
 
Lessons learned
1.	 Whilst work is being carried out on deck everybody present should be clear about what they are 

supposed to be doing. Without that clarity it is not possible to sufficiently recognise the mutual 
risks. The fitting of speed locks close to a moving crane should not be permitted.

2.	S afety procedures should be followed to the letter. Inconvenience and loss of time are not 
acceptable excuses.

Recommendation
	 The work instructions for operating the hatch cover gantry cranes should explicitly state that the 

carrier must not be operated until it has been ascertained that there are no people close to the 
track of the hatch cover gantry crane on deck.

“ZHEN HUA 10” (ruling no. 15 – running aground)

On 2 February 2008 the freighter “Zhen Hua 10”, sailing under the flag of St. Vincent and the Grenadines, 
ran aground close to the Maasvlakte, after the ship›s anchors had dragged despite the main engine running 
full ahead. 

The “Zhen Hua 10” is an oil tanker that has been converted into a heavy cargo ship and laid out 
especially for the transport of container cranes. The propulsion system and the anchor equipment 
were not modified in the conversion. 
The Court has concluded that the disaster involving the “Zhen Hua 10” can be attributed to a 
combination of factors, all of which contributed in part to what took place.
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The ship’s captain was aware of his ship’s limitations. It had already become apparent during the voyage 
that the ship had great difficulty in making headway into the wind at a wind force of 7 or 8 Beaufort. 
The wind resistance of the deck cargo, consisting of five container cranes, was such that the power of 
the main engine, combined with the ship›s propeller, was not sufficient to transport a deck cargo of 
those dimensions. 
Pursuant to article 6 of the Scheepvaartreglement Territoriale Zee (Shipping Regulations Territorial 
Sea, STZ) the captain should have informed the competent authorities as soon as possible that the 
condition of the ship was such that its manoeuvrability or safety was impaired. These authorities would 
then be prepared for the situation and would be able to put any necessary preventative measures in 
place to recover the situation. 
The “Zhen Hua 10” and its equipment did not have any defects, but was none the less unable to make 
headway against the wind owing to the high cargo, as a result of which the ship was adversely affected 
by considerable wind resistance. The Rotterdam port authorities and the pilot service are familiar with 
the wind resistance problem with such vessels, and at a wind force of 5 Beaufort or higher these ships 
are not allowed to enter owing to the potential danger they present to other shipping and because they 
are difficult to manoeuvre.
Another factor was that no large tugs were available in the short term which may have been able to 
prevent the grounding.

Lessons learned
1.	E ven if the ship and its cargo do not have any defects, the captain should report to the authorities 

if the ship’s manoeuvrability is impaired by a high deck load in combination with strong winds. In 
the event of non-compliance with this obligation to report as prescribed in article 6 of the STZ, 
the competent authority must take enforcement measures if and insofar as this is an offence.

2.	I t is preferable not to lie at anchor behind two anchors. In the Court’s opinion, this does not 
contribute much to the safety of the ship and its cargo. Furthermore, the use of two anchor chains 
can seriously hinder the mooring of a tug boat. The yawing of a vessel can be limited by using a 
second anchor with one or two lengths of chain. If it proves necessary for a tug to come alongside, 
this second anchor can quickly be weighed. 

3.	A lways order a tug and, if necessary, a standby in good time. 

Recommendations
1.	F or the conversion of a vessel into a completely different type of vessel (in the case of the “Zhen 

Hua 10” from an oil tanker to a heavy cargo vessel, the cargo (height and wind resistance) should 
be included in the calculation of a new “equipment figure”. The Court regards the fact that this is 
not (yet) done as a shortcoming in international regulations. The Transport, Public Works and 
Water Management Inspectorate (IVW) could set out to have the IACS regulations adapted along 
the existing channels for that purpose.

2.	 The propulsion system (power of the main engine and the type of propeller) should also be 
critically considered and modified if necessary.

3.	 When determining the weight of the anchors, the chains and the sizes of the pivot, allowance 
should also be made for the fact that the ship and cargo can lie at anchor behind a single anchor in 
good holding ground. A rate of flow of 2 ½ m /sec. and a wind speed of 25 m. /sec. is assumed for 
this purpose (wind force 10 Beaufort). The amount of chain to be paid out under these conditions 
is between 6 and 10 lengths, in which regard the water depth does of course play an important 
role. 
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4.	 The results of an EMSA inspection should be communicated sooner to the relevant classification 
society so that internal measures can be taken should that prove necessary. 

5.	I f the captain decides not to anchor but to keep going, the use of an escort tug should be considered. 
Furthermore, the vessel should keep going outside of the run-up area and, if possible, outside of 
the territorial waters.

6.	 The captain should consider and coordinate prompt assistance from tug boats. In bad weather 
conditions there are many seagoing vessels that weigh up risks at the same time, both in and 
outside of the ports. If the weather deteriorates, the tug capacity will often be insufficient under 
those conditions.

7.	 More ETVs (Emergency Towing Vessels) should be made available along the Dutch coast. This 
could certainly contribute to the safety of the wind turbine complexes. Also, the Bonn Agreement 
of 1969 should be implemented as soon as possible.

8.	I nstitution of a system such as the English SOSREP. SOSREP stands for Secretary of State 
Representative. This officer, who is senior to all of the parties involved, can in the event of an 
imminent shipping disaster immediately take the measures he deems necessary to prevent the 
implications of the disaster from getting worse or possibly even limit them.

9.	 There are currently a number of anchorages outside of the run-up area. The run-up area should if 
possible be extended to cover all of the anchorages. That will increase the harbourmaster’s area of 
authority. 

“COASTAL DIGGER” (ruling No. 16 – fatal accident)

On 30 March 2009 a person on board the Dutch survey vessel “Coastal Digger” fell overboard during survey 
activities in Zoutkamperlaag and later died of his injuries.

The “Coastal Digger”, with “Coastal Mate” being towed, was sailing out on Monday morning to resume 
its work. After the “Coastal Digger” had anchored, the “Coastal Mate” took over the port stern anchor 
and sailed on the instructions of the “Coastal Digger” to the desired anchorage. The anchor was 
hanging about 2 ½ metres under water, over the stern of the “Coastal Mate”, on the anchor trip-line 
that was secured to the bitt in the cockpit. The water depth in the anchorage area was approximately 8 
metres. The anchor was therefore to be secured by letting it fall. For this purpose the trip-line needed 
to be quickly cast off from the bitt. That was the task of the victim. A second seaman manoeuvred the 
“Coastal Mate” into position. On the order to ‘drop anchor’ given by that second seaman, the victim 
replied “yes” and exited the door of the wheelhouse in the cockpit and cast off the trip-line. He was 
standing at that time with his left leg in a coil of rope, as a result of which he was caught in the trip-line 
and dragged with great force overboard by the falling anchor. That would undoubtedly have caused 
him injury. The helmsman saw the victim fall overboard. He immediately came about and recovered 
the trip-line. He then towed the anchor on the trip-line back to the “Coastal Digger”, where the anchor 
was lifted out of the water by the trip-line with a crane. This also lifted the victim out of the water. He 
was still caught by his left foot in the trip-line at a distance of five metres from the anchor. His injuries 
would certainly have been made more serious when the anchor was towed away and raised. His left 
foot was visibly broken. Despite all the efforts to save him, he died later in hospital.
The error made when the anchor was dropped on board the “Coastal Mate” was not one that an 
experienced seamen would be expected to make. Mention was made of the need to stay clear of the 
trip-line during the work meeting. Moreover, the risk involved in the small cockpit with the trip-line 
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would have become clear in the previous week when the work was carried out under less favourable 
conditions.
On the other hand, the victim had barely any experience of dropping an anchor from the bitt. This 
action requires a certain amount of dexterity to be carried out properly, and the victim clearly did 
not yet possess that dexterity. Since nobody saw precisely what happened, it cannot be established 
whether the victim was paying attention when he stepped into the cockpit or whether he had difficulty 
with casting off and therefore got caught in the trip-line.
The Court has noted with approval the new facility on board the “Coastal Mate”, consisting of a towing 
hook with a slip mechanism attached to the bitt in the ship’s centre line, which makes it possible to 
drop the anchor from the wheelhouse without any risk being involved.

Lessons learned
1.	S kills that are not without their risks do not form part of a safe procedure.
2.	A  captain should completely inform himself of the level of knowledge, experience and skills of 

each new crew member before they are deployed.

DISCIPLINARY MEASURES 

IN THE MERCHANT MARINE IN 2009

Of the twelve cases in the merchant marine heard in 2009, there were seven that could 
give rise to disciplinary measures.
In five cases it was decided that disciplinary measures were not appropriate.
In one case the person concerned was deprived of his navigation licence for one week; in 
the other a reprimand was issued.
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SEA FISHING 2009

Two of the five cases in the sea fishing sector involved a fatal accident: one during diving operations 
and one during fishing activities on deck.
Another case involved a serious injury caused during work at a fish factory on board.
The two other cases were a grounding and a fire in the engine room.

“AALTJE JACOBA” UK 133 (ruling No. 5 – drowning during diving operations)

Person concerned: the captain

On 15 November 2007 a person on board the Dutch fishing vessel “Aaltje Jacoba” UK 133 drowned whilst 
removing a net from the propeller. The victim was using the ship’s diving equipment.

The crew and the owner of the UK 133 were members of the fishing partnership that had been formed 
on 1 January 2007. In this type of partnership the crew equally shares the proceeds and the roles on 
board can differ during each fishing voyage, depending on the certificates they hold. There were also 
various family relations in the partnership. In a situation such as this there is no sense of hierarchy and 
it is easy to lose sight of the legal status of the captain.
When work is being carried out on board a fishing vessel the captain is legally responsible for the 
safety of the ship and its crew. The captain of UK 133 was insufficiently aware of that responsibility 
and wrongly took the view that responsibility for the decision to dive could be shifted to someone else 
on the basis of mutual consultation.
The actions taken on UK 133 were ill-considered. The captain being insufficiently aware of his 
responsibility and a lack of knowledge among the captain and crew can lead to a situation where a 
completely unqualified crew member is permitted to dive in order to clear the propeller. When the 
diver got into difficulty and subsequently panicked, it turned out that the people on board were not 
prepared and lacked the resources and experience to prevent him from drowning.

The Court punishes the captain for his culpability for the accident by issuing him with a reprimand.

Lessons learned
1. 	 The captain’s responsibility for the safety of the ship and its crew is his and his alone, irrespective 

of family relationships or shared business interests among the crew.
2. 	 The inherent risk of diving is such that the rules for that activity should never be departed from.

Recommendations
1. 	O wners of fishing vessels should remove diving equipment from the vessel prior to departure if it 

does not meet the regulations or if the crew does not possess the necessary certificates.
2. 	 The Court judges that the practice of diving on board fishing vessels gives cause to consider 

whether a policy regulation for diving should be made specifically for fishing vessels.
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“WILHELMINA” YE 137 (ruling No. 7 - grounding)

Persons concerned: the captain and the first mate

On 14 November 2008 the Dutch fishing vessel “Wilhelmina” YE 137 grounded whilst fishing along the 
coast of the Netherlands. 

During shrimp fishing operations off the Dutch coast, mainly between the Hook of Holland and 
Scheveningen, the fishing vessel “Wilhelmina YE137” struck a groyne and thus sustained serious 
damage. Two crew members, a captain and a mate were on board. The captain was not qualified to sail 
on the vessel as a captain; the mate did however meet the requirements to sail as mate. With just two 
crew members on board, one of whom was not fully qualified, the vessel should not have sailed in the 
first place. During inspections carried out by the authorities no comments or suggestions were ever 
made about the composition of the crew, and both the captain and the mate thought that they were 
working completely according to the rules. 
The grounding took place at about 03.30 hours, during ‘difficult hours’ for the mate.
Both of those involved were keeping watch periods of 16 to 18 hours, but the mate denies that he was 
overtired. He stated that he was used to working for many consecutive hours, but confirmed that he 
sometimes had difficulty during the early hours of the morning.
The Court therefore takes the view that fatigue or overtiredness did indeed play a role in the grounding 
of the «Wilhelmina». The break periods on board were too short under these circumstances, and 
they were also taken very irregularly. Insufficient rest leads to a loss of concentration, and people are 
less alert than they should be when fishing so close to the coast.
It was therefore an ill-advised decision of the mate to fish even closer to the coast on the assumption 
that more shrimp would be found there. By the time the mate realised that he was too close to the 
groynes, it was too late to take any effective countermeasures.
The mate had not received any instructions from the captain about where you could or could not fish: 
he had been given a free hand and it can be seen from the danger lines on the plotter that the mate 
generally fished closer to shore than the captain. Despite the fact that both people on board took their 
own decisions, the captain is and remains the person on board with final responsibility and, especially 
under such conditions, he should have exercised his authority by impressing on the mate the dangers 
of his navigational conduct.
This grounding of the “Wilhelmina” YE 137 caused serious damage to the vessel, which could even 
have been written off as a result.
The disaster did not cause any environmental damage, and neither were there any personal injuries. 

The Court judged that it was not appropriate to impose a disciplinary measure on the captain. 
The Court punished the first mate for his culpability in grounding on the groyne off the
 Zuid-Holland coast by depriving him of the right to sail as a captain or mate on board a fishing vessel 
for a period of one week.

Lessons learned
1.	 When sailing or fishing close to the coast, the people on board should take sufficient breaks to 

prevent them from losing concentration and alertness owning to fatigue.
2.	S hipowners and captains should be aware of the crew regulations applicable to their vessels. The 

captain bears ultimate responsibility for ensuring that sufficient manpower is on board and that 
those onboard, including himself, are sufficiently qualified.
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3.	 The captain is at all times the person on board with final responsibility. If the skipper is not in 
agreement with how his subordinates perform their tasks, he should say so. Important decisions 
can be taken in close consultation between the parties.

4.	D uring coastal fishing sufficient distance must always be maintained from the groynes. The 
captain should inform his subordinates and also put down in writing what he considers to be the 
minimum acceptable distance to the head of the groynes.

5.	I t is important to avoid at all times allowing the economic interests to outweigh the safety of those 
on board, the vessel and its cargo or ‘good seamanship’ is subordinated to those interests. 

 
Recommendations
1.	 The competent Dutch authority should exercise better supervision of compliance with the crew 

regulations. They should therefore be familiar with the content of these regulations.
2.	S hipowners and captains must be aware of the regulations that are applicable to their vessel or 

vessels.
3.	I n the event of repeated violation of the regulations, fast and effective action should be taken, with 

sanctions being imposed if necessary.
4.	I t is permissible to sail with a crew of two with a “Verklaring Dagvisserij” (statement that fish is 

landed on the same day on which it is caught). This too should be monitored more strictly to 
prevent accidents involving fatigue. If there is a three-man crew, the 18/6 work schedule (i.e. 18 
hours’ fishing, 6 hours’ rest) should be strictly followed, also to prevent fatigue. 

5.	A  captain is the person on board a fishing vessel with final responsibility. He should give the mates 
clear instructions, preferably in writing, so that there can be no misunderstandings.

6.	A void sailing/fishing close to the heads of groynes. It is advisable to lay down the length of the 
groynes in the plotters. It should however be borne in mind that there can be differences in the 
lengths of the groynes.

7.	E ven if there are good mutual relations on board and the captain and his mate work together 
on the basis of equality, the captain remains the person on board with ultimate responsibility. In 
certain cases, such as this one, the captain should take a more active approach and substantiate 
more clearly the rules and compliance with them and the content of his position. 

“HANNY” HD 70 (ruling No. 8 – fatal accident)

On 3 March 2008 an accident took place on board the Dutch fishing vessel “Hanny” HD 70 during 
preparations for fishing activities, which resulted in the death of one of the people on board.

The situation that arose when the nets were being put out was by no means unusual in the fishing 
sector. The weather conditions did not form an obstacle to the work on deck and the vessel is expected 
to bear away when the nets are being put out because the propeller is stopped. Under those conditions 
there are occasions when a jib bangs upwards as a result of the swaying of the vessel, which results in 
the jib wire slackening. Since the jib wire runs through a number of blocks, a small movement of the 
jib can result in so much slack that there is a danger to people on the work deck.
Nobody saw precisely what happened, but the victim’s injuries clearly show that he was struck with 
great force by the tightening jib wire when the jib fell back. Why he was in a position where this could 
happen remains a mystery. There was sufficient space by the net hatch to stay out of danger from the 
jib wire. He certainly had enough experience to be aware of that danger. As well as the possibility of 
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carelessness, it is also conceivable that the swaying of the vessel caused him to lose his balance and fall 
into the path of the jib wire. At the time of the accident the other seamen on deck had not noticed any 
unusual swaying.
The seriousness of the situation after the accident was immediately clear. The victim no longer showed 
any sign of life at all. The captain had the victim taken to the crew mess and immediately commenced 
resuscitation. In the meantime he had requested and received medical advice by radio. He was 
instructed to continue resuscitating and told that help was on its way in the form of a coastguard 
helicopter carrying medical personnel. The prompt action was to no avail because it is almost certain 
that the victim was killed instantly. 
The Court concluded that in the absence of special circumstances or insufficient experience, a fatal 
accident took place when putting out the nets that can best be described as being a case of being in the 
wrong place at the wrong time. Everything possible was done to obtain assistance after the accident 
took place. The Court notes that the medical knowledge on board was not sufficient to take any action 
other than resuscitation.

Lessons learned
It has once again become clear that experience does not do away with dangers and that conscious 
account must be taken of the presence of danger even under the most routine conditions.

Recommendation
The Court considers it advisable to consider whether additional instructions can be given for the 
provision of first aid in order to prevent resuscitation being carried out in situations where that can 
have the opposite of the intended effect.

“ANNIE HILLINA” KW 170 (ruling No. 13 – fire in the auxiliary engine room)

On 6 November 2008 fire broke out in the auxiliary engine room of the Dutch fishing vessel “Annie Hillina” 
KW 170 whilst fishing in the Irish Sea. 

The fire in the engine room of the “Annie Hillina” was discovered promptly but could not be prevented 
from spreading because oxygen was able to get to the seat of the fire without restriction through the 
open fire door of the auxiliary engine room and the main engine room, where the ventilation was 
still running at full power. Thick smoke obscured the view of the seat of the fire and the ventilation 
air from the engine room also spread the smoke through the portal and the stairway at the auxiliary 
engine room. It quickly became impossible to enter the engine room complex. Thanks to the prompt 
action of the chief engineer it proved possible with an unpractised fire fighting team to extinguish the 
fire with CO2 and save the ship.
The fire would have caused less damage if the fire door of the auxiliary engine room had not been left 
open. It would have been easier to fight the fire if the fire doors of the auxiliary engine room and the 
engine room had not been left open.
Despite the prompt action of the chief engineer, certain criticisms can be made of how the fire was 
fought. No use was made of the opportunity to contain the fire by closing the fire door of the auxiliary 
engine room or cut off the flow of air in the engine room complex by closing the fire door of the engine 
room or shutting down the ventilation. That rendered the entire engine room complex inaccessible.
Despite clear signs that decks and bulkheads had been heated up by the fire, no “boundary cooling” 
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was carried out using the available emergency fire extinguishing pump.
There were risks in re-entering the engine room complex after extinguishing the fire with CO2 without 
checking for the presence of CO2 beforehand.
Taking everything into account, it is impossible to escape the conclusion that the unpreparedness on 
board the “Annie Hillina” led to serious errors in how the fire was fought. The prompt decision to use 
CO2 prevented the situation from getting worse.

Lessons learned
1.	F ire doors should always be kept shut since they form an essential element of the fire protection 

system. Compartmentalisation using fire doors is not only important to limiting fires but is also of 
great importance to the ability to gain access to fire fighting equipment.

2.	A  lack of practice has repercussions when fighting fire and can have very serious implications. Fire 
exercises should be held as soon as possible after departure and with sufficient frequency for the 
rest of the voyage in order to ensure that the fire fighting team on board can take effective action in 
the event of fire breaking out.

3.	 Before admitting personnel to areas were CO2 has been discharged, measures should first be taken 
to ensure that the concentration of CO2 is acceptable.

Recommendations
1.	I t is advisable to place the remote control for the CO2 system outside of the engine room complex.
2.	P rovide an independent emergency power supply for fixed VHF equipment. 

“JOHANNA MARIA” SCH 118 (ruling No. 17 – serious accident)

On 20 September 2007 a person on board sustained a serious injury to his right hand whilst working in 
the fish processing factory on board the Dutch fishing vessel “Johanna Maria” SCH 118 off the coast of 
Mauritius (West Africa). 

The accident with the conveyor belt may have occurred because normal procedures and existing safety 
regulations were not followed.
The accident took place in the final phase of processing on board, the deep freezing and storage of 
sorted fish. What are known as frosters are used to deep freeze the fish. These are large trays divided 
into 52 compartments with plate freezing units. The sorted fish is sent over a conveyor belt suspended 
on the upper deck and is tipped over the froster to be filled using a moveable chute. The fish is divided 
by hand over the 52 freezer compartments until all of the compartments have been filled. The fish 
supply is then stopped and the chute is moved to the next froster to be filled. It takes about four hours 
to freeze the fish in the freezer compartments of the froster. After that the freezer plates briefly heated 
so that the frozen packs of fish are released from them. The packs of fish can then easily be removed 
and taken to the freezer hold via a second conveyor belt placed on deck between the frosters. The 
emptied froster can then be filled again. There are always several supply belts present on the work deck 
in the fish factory, with a row of frosters on either side.
Four people were present on the work deck in the late afternoon of 20 September 2007.
On the middle belt froster 17 was being filled by two of the four people present. One of them was a 
Dutch seaman who had been working for 21 years for the shipping company, for the last 5 ½ of which 
on board the “Johanna Maria”. Froster 18 was emptied by the later victim, a Cape Verdean seaman who 
had been working in the fish factory on board of the “Johanna Maria” for 9 years. It is safe to assume 
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that these crew members, who were involved in the accident, were completely familiar with the work 
being done and also with the detour being used to make up for the malfunctioning of the pull cord at 
froster 18.
In the short time in which the Dutch seaman climbed over the conveyor belt to take the chute of 
froster 13 back to the middle of froster 18 using the pull cord, the victim had climbed onto froster 
18 to see which fish was being supplied and if necessary to remove fish remnants next to the supply 
belt. Contrary to the safety regulations, he held on with his right hand to the conveyor belt next to a 
mounting strut. The returning chute was stopped immediately when he cried out with pain. His right 
hand had got caught between the strut and the moving chute. It was possible to free the victim’s hand 
once the chute had been moved backwards again.
The seaman moving the chute back to the middle of froster 18 did that on his own initiative. In view 
of the problem with the pull cord at froster 18, his action should not have come as a surprise. He 
assumed without clear confirmation from the victim that he knew what was going to happen and 
therefore agreed to it. 
This should not however have led to an accident. The accident became possible because the victim, 
contrary to all the rules, held on with his right hand at a very dangerous place on the fish supply belt. 
There are no criticisms of the action that was taken on board after the accident.

Lessons learned
1.	I f there are good reasons to depart from existing safety procedures, clear agreements should be 

made in order to avoid new risks.
2.	I f agreement to an action is needed for safety reasons, there must be no doubt that that agreement 

has been given.
3.	H igh priority should be given to repairing defects that affect safety at work.
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DISPLINARY MEASURES

 IN THE SEA FISHING INDUSTRY IN 2009

Of the five cases in the sea fishing sector heard in 2009, there were two that could give 
rise to disciplinary measures. 
In one case the person concerned was deprived of his navigation licence for one week; in 
the other a reprimand was issued.
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PUBLISHED INQUIRIES 
OF THE MARITIME 

COURT OF THE 
NETHERLANDS 

IN THE YEAR 2010

MERCHANT SHIPPING (2010)
Three of the twelve merchant shipping cases investigated by the Court in 2010 involved running 
aground, grounding or running onto a reef.
Two of the cases involved a collision with another vessel, and one concerned a collision with a 
lighthouse.
Three cases involved an accident with a hatch cover gantry crane, one of which resulted in a fatality 
caused by a fall from the vessel onto the quayside, and one resulted in a fatal accident in an engine 
room. 
One case involved a major fire in the engine room.

“WISDOM” (ruling No. 1 – collision)

Person concerned: the captain

On 13 October 2008 the Dutch freighter “Wisdom”, sailing in a bend of the Oude Maas, collided with the 
Dutch inland navigation vessel “Riad”.

On Saturday 11 October 2008 the “Wisdom” had departed with a river pilot from Dordrecht for 
Duisburg to take on board a cargo of rolled steel. On Sunday 12 October, at 14.50 hours, the vessel 
left Duisburg with the same pilot on board back to Dordrecht. 
When leaving the Handelskade in Dordrecht, the captain took over the watch for the offshore route, 
after which the mate was to take over the watch from him. Only the captain was authorised to sail 
this route without a pilot. Contrary to the regulations, there was no extra lookout on the bridge. On 
the route to the bend at Heerjansdam, about 8 kilometres, a number of course changes were made, 
showing that the captain must still have had the vessel under command at that time. The analysis of the 
available data from the AIS transponder of the “Wisdom” shows that following the final course change 
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in the bend at Heerjansdam the “Wisdom” gradually drifted to port of the leading lights without any 
attempts being made to correct this movement, and neither was any move made to initiate the next 
course change towards Heinenoordtunnel. That is what made it possible for the “Wisdom” to hit the 
embankment at 03.42h at great speed and then sail amidships over the approaching “Riad”. All of the 
statements confirm that all of this happened without the captain of the “Wisdom” having any idea of 
it. He was unaware of what had happened shortly after the collision. The only possible explanation is 
that he fell asleep immediately after his last course change at about 03.35 hours.
The first to arrive at the scene was the RWS16 of Rijkswaterstaat, followed at about 16.10 hours by 
a patrol vessel of the seaport police. The police went on board and found the captain asleep on the 
bridge. He had to be woken up by the mate, and was then questioned. It became clear when he was 
making his statement that he had been drinking, and he was subjected to a provisional breath test at 
06.45 hours. Based on the result of that breath test the captain was arrested and transferred to officers 
of the National Police Services Agency (KLPD), who took him to a police station for a breath analysis. 
This analysis showed that the captain had much more alcohol in his blood than is legally permitted. 
After that the captain refused to cooperate in any way with making a statement.
The “Riad” sank as a result of the collision and was subsequent declared a total loss, and the “Wisdom” 
sustained serious damage. The captain of the “Riad” and his wife were lucky not to have been killed. 
The resolute action taken by the mate of the “Wisdom” following the collision deserves the highest 
praise.
It comes as a surprise to the Court that neither the pilot nor the mate, both of whom must have been 
in contact with the captain shortly before the collision, noticed anything unusual about his condition.

The Court punishes the captain of the “Wisdom” for his culpability for the collision by depriving him 
of his Dutch navigation licence until 9 June 2011, the date on which it expires.

Lessons learned
	 The rules governing the consumption of alcohol on board are not open to interpretation. Accidents 

can only be prevented by strictly applying them.

“MICHIGANBORG” (ruling No. 2 – grounding on the seabed)

Person concerned: the captain

On 1 October 2008 the Dutch freighter “Michiganborg” sustained damage to its underwater hull when it 
grounded on the seabed when entering the port of Aveiro.

The Aveiro’s approach went without incident and it initially seemed that the vessel would be taken 
into port by the pilot from the pilot station. From 11.07 hours the captain received instructions for 
the courses and speeds from the pilot station to the quayside. When notified by the pilot station at 
11.20 hours that owing to the weather conditions the pilot would not be able to embark until the 
breakwaters had been passed, the captain had the first mate come to the bridge to take over the helm 
from the automatic pilot. 
The captain closely followed the instructions given by the pilot station. After passing the port 
threshold, he continued to do that without checking the position of the vessel in relation to the port 
breakwaters. This could easily have been done using the parallel index method and by observing the 
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clearly visible leading lights. The advice of the pilot station to go full ahead and turn 065º into the 
leading lights was received at a short distance from the northern breakwater and was followed so 
quickly that the vessel ended up on the port side of the leading lights. When the forecastle turned alee 
of the port breakwater, the ship turned, according to the VDR data, through to 059º because the stern 
moved away to starboard under the influence of the swell and the waves. That reduced the distance 
to the port breakwater to the extent that it was no longer possible to avoid the shallows around the 
breakwater. Neither was there any space to turn to starboard because that would have moved the ship’s 
stern against the northern breakwater. Up until that time the captain had followed the instructions 
of the pilot station without checking the navigation and had not seen any reason, with a view to the 
extremely close port breakwater, to carry out the most recently advised change of course so gradually 
that the vessel would have moved accurately to the recommended course of 065º in the leading lights. 

The Court concluded that the captain’s responsibility for safe navigation does not end upon 
commencement of the pilotage (at a distance). The navigation should in this case have been verified. 
If that is not possible owing to the manning on the bridge, an extra man should be deployed. The 
captain cannot however be blamed for relying completely on the instructions of the pilot station when 
it came to passing the threshold in front of the port entrance. The Admiralty Pilot does not leave any 
room for doubt in that regard either. On the other hand, when turning into the port the captain was 
perfectly capable of judging whether the vessel would end up in the leading lights or to the port side 
of them. Furthermore, it was clearly shown in the chart that there was extremely little space between 
the leading lights and the northern port breakwater. If the captain already had doubts about whether 
the depths around the port breakwater were correctly shown, that gave him good reason to ascertain 
in good time whether or not to keep to the leading lights when passing the breakwaters. The captain 
also failed to make sure that he in any event would not take the vessel so close to the port breakwater 
that according to the chart he would ground under the prevailing tide.

The Court punishes the captain for his culpability for the accident by issuing him with a reprimand.

Lessons learned
1. 	O nce again the Court notes that a captain was insufficiently aware of the fact that he and he alone 

bore final responsibility for the safety of the ship and its crew, even during the stage at which the 
ship enters port under the instructions of a pilot. 

2.	 That does not mean that a captain should not rely on the expertise of a pilot. It does however mean 
that the captain has an obligation to keep himself informed of the pilot’s intentions, to ask for an 
explanation about matters that raise questions and to intervene if that can be expected of him on 
the basis of his knowledge and experience.

Recommendations
1.	P ay close attention during the voyage preparation to the parts of the voyage from and to the 

pilot station under the instructions of the pilot. Questions to the pilot about his intentions, any 
navigation particulars and deviations from usual procedures should be asked in advance wherever 
possible.

2.	A lways make use of the option to use the parallel index method to verify navigation safety.
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“MENNA” (ruling No. 4 – fatal accident)

On 16 March 2009, a crew member working on the hatch on board the Dutch freighter “Menna” in the outer 
harbour of Vlissingen fell overboard onto the quayside and died later of his injuries. 

Nobody saw the accident take place, and precisely what happened will never be established. It is 
possible that the second mate was taken ill just before he fell, but there are no indications of this. The 
National Police Services Agency (KLPD) came to the same conclusion following the reconstruction 
of the accident and decided against instituting a criminal investigation. There was no friction between 
the people on board the “Menna” and the first and second mates worked well together.
As soon as it became clear that the second mate had been taken to hospital in critical condition, the 
head of crew affairs immediately took measures to have the wife of the victim come to the Netherlands. 
Thanks to the full cooperation of the various authorities, the shipping company succeeded in getting 
this done exceptionally quickly. Victim support was offered to the crew members, who were deeply 
shocked by the incident. 
The shipping company, the KLPD, the P&I and the Transport, Public Works and Water Management 
Inspectorate (IVW) carried out a comprehensive, proper and thorough investigation. No new facts 
came to light during the Court session that could reveal any other information about this shipping 
accident.

Lessons learned
	 When working at heights, the safety equipment that could prevent somebody from falling down 

should be used even if it is not compulsory.
	I t is advisable always to wear a safety helmet outside of the crew quarters.

Recommendation
	 The shipping company regards the fatal accident on board the “Menna” as an ‘act of God’. The 

Court has advised the shipping company to consider whether it would be possible to fit a kind 
of ‘guide rail’ to each of the hatches. This rail would have to be placed as low as possible on the 
hatch and run in a longitudinal direction over the ‘middle’ of a hatch, staggered in such a way that 
the guide rails of opened hatches do not come into contact with each other and prevent a hatch 
from being completely opened. If these guide rails can be fitted, they must run as low as possible 
over the hatch and be clearly marked to prevent people from tripping over them when the hatches 
are closed. A safety harness with a sufficiently long line can be clipped on to this guide rail with 
a clasp before working near the edge of the hatch. That way, if something goes wrong the person 
concerned will not be able to fall all the way down from a hatch. 
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“OSC VLISTDIEP” 

(ruling No. 5 – serious accident involving hatch cover gantry crane) 

Person concerned: second mate

On 14 December 2007 an accident involving a hatch cover gantry crane in which the boatswain sustained an 
injury to his leg took place on the Dutch freighter “OSC Vlistdiep”, moored in Montreal.

The hatch cover gantry crane was being operated by the second mate. The hatch cover gantry crane 
controls are located on the starboard side and the second mate was being assisted by a seaman on 
watch in the gangway on the starboard side and by the boatswain on the port side. The boatswain was 
not always clearly visible to the second mate, and it was therefore not always clear precisely where the 
boatswain was.
After receiving a request from the foreman of the stevedores, the second mate instructed the boatswain 
to turn crane number one, on the port side of the forecastle, outwards. The boatswain has stated that 
he asked the second mate to temporarily stop operating the hatch cover gantry crane because he had 
to open the manhole to the crane operating room, which was closed with four latches. That manhole 
is located on the front of the crane and virtually directly next to the coaming or the raised deck on 
which the hatch cover gantry crane rails are mounted and along which the hatch cover gantry crane 
travels. To open the manhole the boatswain stood on the hatch cover gantry crane rail, between the 
rail and the manhole, where there is only very little space. The second mate stopped the hatch cover 
gantry crane for a period of less than five minutes and, according to the boatswain’s statement, carried 
on working with the hatch cover gantry crane without giving him any warning. The second mate was 
unable to see the boatswain from the steering position of the hatch cover gantry crane, but could see 
that the flashing light was working properly. The sound signal of the crane was clearly audible as well. 
He did not check whether the boatswain had finished opening the manhole for the crane, and neither 
did he check whether the boatswain was no longer on the rail. Virtually as soon as the crane started 
turning towards the stern, the boatswain’s right leg was crushed between the hatch cover gantry crane 
and the manhole.

The second mate has not given any explanation of this. There are strong suspicions that he did not act 
fully in conformity with the procedures. Nobody heard the second mate reporting that he intended 
to move the hatch cover gantry crane prior to the accident, and neither has it been confirmed that 
he was given permission to do so, least of all by the boatswain. The second mate was unable to see 
the boatswain from his position. There is not however any proof that the second mate did not check 
whether the hatch cover gantry crane rails were clear. Also, other than the victim’s statement, there is 
no proof of the content of the communication between him and the second mate. 
The Court is unable to establish the exact cause of the accident since only one witness has made a 
statement concerning the communication between the second mate and the boatswain. 

The second mate can therefore not be found guilty and no disciplinary measures can be taken against 
him.
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Lessons learned 
1.	 The instructions placed near the control area should always be closely followed, which includes 

checking whether the rails are completely clear, also in places that are not directly visible. 
2.	I f there is a suspicion that the operator of the hatch cover gantry crane is overtired, possibly without 

himself being aware of it, he should be replaced or the work should be temporarily stopped.

Recommendations 
1.	L ists of break and work times should not be signed automatically, but should first be checked to 

make sure they are correct.
2.	 The members of the safety committee should constantly be reminded of the importance of their 

task, and they should be encouraged to perform their duties in the committee as well as possible.
1.	I f possible, brushes or another facility should be placed with the hatch cover gantry crane, 

positioned just above the rails in front of and behind the wheels so that a warning that the carrier 
is approaching is given sooner.

2.	F it limit switches to the wheel covers of the hatch cover gantry crane so that it stops immediately 
if touched.

“OSC VLISTDIEP” 

(ruling No. 6 – serious accident involving hatch cover gantry crane) 

Person concerned: the captain

For legal reasons the accident involving the hatch cover gantry crane on board the “OSC Vlistdiep” culminated 
in two separate rulings: one regarding the captain and one regarding the second mate.

For the cause, lessons learned and recommendations, see: “OSC Vlistdiep” – ruling No. 5 with the 
second mate as the person concerned.

Errors were made on board the “OSC Vlistdiep” and also at the shipping company. The Court finds 
that it has not been proven that the captain was not taking a rest when the accident took place as he has 
stated. The captain was certainly not involved in what took place on deck. Three people were involved 
in operating the hatch cover gantry crane. It has not proven possible to establish a causal link between 
the identified errors and the accident of such a nature that the captain can be held accountable for the 
accident. For that reason, no disciplinary measure is appropriate.
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“FLINTERDUIN” (ruling No. 7 – accident with a hatch cover gantry crane) 

On 29 September 2009 an accident involving the hatch cover gantry crane took place on board m.s. 
“Flinterduin” in the port of Terneuzen, which ultimately led to the chief engineer losing two fingers on his 
right hand.

The first mate was asked by the foreman of the quayside team to move some hatches from the rearmost 
part of hold 2 to the middle section of hold 2.
Before starting to shift the hatches the first mate instructed the foreman to keep his men away from 
the deck and personally instructed his own people, two seamen. Once the deck had been cleared of 
obstacles and he had checked the gangways on both sides and found them to be clear, he got into 
the crane and started to shift the hatches. The crane’s audible and visible alarm signals were working 
properly. The first mate continued moving the hatches until he noticed the captain, who was trying to 
attract his attention. He immediately stopped the crane and climbed down from it. It was only then 
that he saw the engineer, who had sustained a serious injury to his right hand, sitting on the store hatch 
on the port side.
The first mate had not noticed anything out of the ordinary whilst moving the hatches and neither had 
he heard a scream when the accident took place. Operating the crane generates a lot of noise, and the 
alarm bell adds to the amount of noise.
Only he and the second mate operated the hatch cover gantry crane on the “Flinterduin” and both 
used the same tried-and-tested working method.
The chief engineer had gone on deck to find out when the ship would finish unloading. He asked 
people including the gangway sentry, seaman Pinero. Pinero did not know, so the chief engineer 
decided himself to go and look in the hold. He did not make use of the platform for that purpose but 
instead stood on the rail with his right hand resting on the hatch cover gantry crane rail, which was run 
over by the crane. He did not hear an alarm signal or see the flashing light – it was very noisy on deck, 
also because a shore crane was being used and a digger was operating in the hold. 

Flinter has put a number of measures in place in response to the accident. Some of them had already 
been planned for some time in keeping with recommendations made by the Court in the past. It is 
regrettable to note that it was not until a serious accident involving permanent injury had taken place 
that a number of these measures were implemented. The Court appreciates the expeditious manner in 
which the shipping company drew up the accident report. 
The Court is also in agreement with the finding of the inspector that the danger involved in working 
with hatch cover gantry cranes must be addressed at source, i.e. at the wheels. 

Recommendation
	 The Court recommends the ship owners concerned with this to follow the inspector’s call to equip 

the wheels of hatch cover gantry cranes with ‘track brushes’.
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“WESTERHAVEN” (ruling No. 8 – running aground on a reef)

Person concerned: the captain

On 13 January 2009 the Dutch freighter “Westerhaven” sustained serious damage to the ship’s bottom when 
it ran aground on a reef during a voyage from Belize to Santo Tomas in Guatemala.

As he has himself confirmed on several occasions, the captain was fully to blame for the grounding 
of the motor vessel «Westerhaven» on the coral reef close to Belize. Despite his ample experience, 
and the fact that he has never been involved in a serious accident, he completely failed in his duty to 
navigate safely.
Following the disembarkation of the pilot in the vicinity of English Cay, he paid virtually no serious 
attention to the navigation of the ship whatsoever. If the captain had properly studied the voyage 
preparation and the charts, he would have known that the reef along which he was sailing in a 
southerly direction was permanently and completely submerged and therefore not visible by radar. 
The island group running parallel to the west of the reef was however visible on the radar, which 
is why the captain took this group of islands to be the submerged reef. The captain navigated in an 
unprecedentedly slipshod manner. 
He made barely any use of the GPS and when he did use it that was not done correctly. He navigated 
without making use of waypoints and neither did he know whether any had been entered. He did not 
enter the GPS positions in the chart, other than the position at 23.02 hours. No alarms were set in the 
GPS system and there was therefore no way of warning him of potential obstacles in his way.
Only one of the two available radars was switched on; the clutter on this radar was set to automatic 
and the range was 6 miles. No use whatsoever was made of the PI lines, the EBL, the range rings, the 
guard zones or the trails. The captain did no more than occasionally glance at the radar, and would 
undoubtedly have been hindered in doing so by the transition from light to dark and vice versa. No 
radar bearings were taken.
Neither did the captain take any sightings; he relied entirely on his confidence regarding the smooth 
progress of the voyage. Unfortunately he was more concerned with carrying out administrative tasks 
then with the navigation and safety of the ship, its cargo and its crew. 

The Court punishes the captain by depriving him of his Dutch navigation licence for a period of four 
weeks. The Court has taken into account in its sentencing the fact that captain was instantly dismissed 
by the shipping company for what took place. 

Lessons learned 
1.	N avigate safely in relatively dangerous waters.
2.	D o not perform any tasks other than those related to the watch.
3.	R egularly check the position with short intervening periods and place those positions in the chart.
4.	U se various positioning methods in combination and continuously compare the results.
5.	 Make optimum use of the options provided by modern navigation equipment, such as radar, PI 

lines, EBL, distance rings, alarms, etc.
6.	 Be aware of the operation, usage and options provided by the GPS receiver.
7.	A lways make use of the waypoints saved in the GPS receiver
8.	C aptains should also carefully study and verify the voyage preparation.
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Recommendation 
	C aptains who have held the rank of captain for longer periods of time should be required to take a 

refresher course, e.g. BRM (Bridge Resource Management). This will address weak points such as 
bad habits that have slipped in as a matter of routine. In a course such as this, the participant learns 
not only what to do but also what not to do.

“ECLIPS” (ruling No. 9 – fatal accident in the engine room)

On 31 March 2009 a person on board the Dutch container ship «Eclips”, travelling from St. Croix, U.S. 
Virgin Islands to Point Lisas, Trinidad and Tobago, was killed whilst working in the engine room. 

On the instructions of the chief engineer, the second engineer and a trainee on board were performing 
maintenance on separator 1 of the two separators for heavy fuel.
Separator 1 had been dismantled, cleaned and largely reassembled before lunch. Both the engineer 
and the trainee had carried this type of maintenance before. After lunch, at about 14.00 hours, the 
separator was completely reassembled and tested.
The second engineer started the separator using the press button for that purpose on the switch 
cabinet of separator 1. The separator started up, but the amp meter on the switch cabinet showed 
irregular values that were much too low. That was indicative of a defective amp meter.
Without first switching off the power using the switch for that purpose on the switch cabinet, the second 
engineer opened the door of the switch cabinet. Standing on the metal floor and with bare hands he 
reached into the cabinet for the amp meter. That placed him in contact with the 440 volt charge in the 
switch cabinet which led to his immediate electrocution, visible by his jerking movements.

The accident involving the switch cabinet of separator 1 can be attributed to the victim’s careless and 
unauthorised action. It is highly unlikely that the accident would have happened if the effect of the 
defective amp meter on the test had been discussed beforehand and the victim had been clearly told 
to stay away from the electrical system.

Lessons learned
1.	I n keeping with the provisions of the ISM Code, the cause of defects should be identified and 

the desirability of rectification established. In this case the amp meter should have been repaired 
before the maintenance service and the testing of the separator.

2.	P articulars that are relevant to carrying out the work should be discussed beforehand, thus 
avoiding unnecessary risks and eliminating doubts about the work to be carried out.

3.	 Work on electrical systems should be carried out exclusively by authorised personnel.
4.	A ll prescribed safety measures should be strictly complied with when carrying out work on 

electrical systems.

Recommendation
	P ay more attention to the effect of manpower levels on the quality of safety management on board 

and always warn the shipping company if the viability of the safety management system is placed 
under threat.
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“DINTELBORG” (ruling No. 10 – collision with lighthouse) 

Person concerned: the chief engineer, the second and third mates

On 28 February 2009 the Dutch freighter “Dintelborg”, sailing in the Gulf of Bothnia heading from van 
Gävle to Almeria, collided with a lighthouse.

The second mate placed the ship and its crew in serious danger by being absent from the bridge whilst 
on watch, as a result of which the «Dintelborg» collided with the Armbagen lighthouse. Contrary to 
the Master’s standing orders, the bridge was unmanned during his watch. He was in bed at the time. 
Furthermore, owing to his irresponsible alcohol consumption before taking over the watch he was not 
competent to keep watch on the bridge. 
The third mate seriously failed in his duty by failing to inform the captain and by handing over to 
someone he knew was not capable of keeping watch. It was not possible to confirm whether he 
was himself less capable of keeping watch owing to alcohol consumption. It was however possible 
to establish that the second mate had continued to drink whilst on watch. The third mate not only 
noticed that he had continued to drink, but was also able to tell from the second mate’s behaviour that 
he was drunk. The Court refers in this context to the loud music, the singing along with the music 
and the coarse language used over the VHF radio. The third mate even joined in with that singing. By 
handing over the watch to the manifestly incompetent mate he placed the ship and its crew in serious 
danger. The conduct of the third and second mates was so serious that it is right and proper to impose 
the maximum possible penalty.
The absence of the prescribed lookout and the failure to use the watch alarm made it possible for the 
collision to take place without being noticed.

The Court sentences the second mate for his negligence leading to the maritime disaster to suspension 
of his Dutch navigation licence for a period of two years.
The Court sentences the third mate for his contributory negligence leading to the maritime disaster to 
suspension of his Dutch navigation licence for a period of two years.
The Court has insufficient evidence to establish that the chief engineer was (jointly) responsible for 
the disaster. It was therefore not possible to subject him to a disciplinary measure.

Lessons learned
1.	 The collision could have been prevented by making correct use of the watch alarm. The captain 

should not leave any doubt about the use of the watch alarm. The watch alarm should always be 
engaged when the automatic pilot is being used.

2.	 There must be a lookout on the bridge during the night. If there had been a lookout at his post, it 
is highly unlikely that the collision would have happened.

3.	I t is legally forbidden to keep watch with a blood-alcohol content above 350 UGL. Also, it was 
forbidden on board the “Dintelborg” to consume any alcohol at all in the four hours prior to going 
on watch. There was sufficient reason for the captain to take a breath test from the third mate who 
was on watch and the second mate who was to take over the watch at 24.00 hours.

Recommendations 
1. When the tasks of commanders and heads of department are transferred, thorough attention 

should be paid to the suitability of the assigned personnel. The exchange of information 
relevant to assessing the suitability of personnel to carry out their tasks should be more closely 
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addressed in the regulations.
2.	A ll crew members bear responsibility for monitoring the consumption of alcohol. The Court 

recommends that captains bring this explicitly to the attention of their crews.
3.	 The captain should be alert to the possibility of alcohol abuse if large quantities of drink are made 

available.

“ARDEA” (ruling No. 11 – collision during run-up manoeuvre)

On 5 December 2008 the Dutch chemical tanker “Ardea” and the Italian vessel “Grande Mediterraneo”, both 
under pilotage and sailing on the Schelde, collided with each other.

In the night of 4-5 December 2008 the “Ardea” was sailing on the Westerschelde towards Antwerp 
via Zandvlietsluizen. At 23.54 hours the Belgian pilot came aboard close to Vlissingen. Visibility was 
good and there was a moderate south-westerly wind. Both radars and the echo sounder were on. There 
were two steering pumps on, and the bow thruster was on standby. At around 02.00 hours Hansweert 
was passed and the course was set for the Nauw van Bath. The tide had just turned and there was a light 
tidal flow. Besides the pilot, the captain and the second mate were present on the bridge. The pilot was 
sitting in the helm seat and was operating the automatic pilot. The “Ardea” was running at full speed, 
which is 10.8 knots, and the speed over the ground with the tidal flow was about 11.5 knots.
From the Nauw van Bath there were four meeting vessels and one vessel steering in the same direction, 
the “Grande Mediterraneo”, which was gaining on the «Ardea”.
At 02.44 hours, close to the separation buoy NBMA, the pilot on board the “Ardea” called up the 
“Grande Mediterraneo”. Without waiting for the message, the pilot on board the “Grande Mediterraneo” 
replied that the “Ardea” did not need to reduce speed and that it would be overtaken on the board side. 
The pilot of the «Ardea» replied that he had understood and that he was willing to reduce speed if 
asked to do so by the «Grande Mediterraneo». At that time the distance between the two vessels was 
about half a mile, with a speed difference of over 4 knots.
At 02.47 hours the final meeting vessel passed the “Ardea” and the “Grande Mediterraneo” steered 
into the middle of the fairway in order to overtake. From that moment it was clear that the «Grande 
Mediterraneo” would overtake in the narrow bend at Bath. The “Ardea” stayed close to the green line 
of buoys. When passing buoy 75B in the turn to buoy 77, the “Grande Mediterraneo” overtook the 
“Ardea” but in so doing swung out of line. The pilot of the “Grande Mediterraneo” reported this at 
02.53 hours to the pilot of the “Ardea”.
At the same time the pilot of the “Ardea” had noticed that the “Grande Mediterraneo” had turned very 
far to starboard, whereupon he immediately had the captain switch to manual steering and turn hard 
to starboard (60°) with the bow thruster engaged and go full astern. Despite this manoeuvre, the bow 
of the “Ardea” struck the starboard side of the “Grande Mediterraneo” at about a quarter of the ship’s 
length from the stern at an angle of about 30°. As a result of the evasive manoeuvre the “Ardea” crossed 
the green line of buoys between buoy 77 and buoy 79.
The “Grande Mediterraneo” then turned to port in order to get back into the waterway and in so doing 
once again struck the stern of the “Ardea” with its ramp at about the level of ballast tanks 3 and 4 on 
the port side.

In the given circumstances everything possible was done on board the “Ardea” to prevent the collision. 
The collision took place because the helmsman of the “Grande Mediterraneo” carried out a course 
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change in the bend of the Nauw van Bath with insufficient control from the pilot, as a result of which 
the ship turned past the set course and crossed the bows of the “Ardea”. 
It would have been better if the pilot on board the “Grande Mediterraneo” had carried out the major 
course change in the Nauw van Bath by means of helm orders and had himself checked the result with 
the bend indicator.
If a decision had been made to overtake after passing the bend, there would have been no risk of this 
collision taking place. 

Lessons learned
	 There should be clear agreements between the pilot and the bridge watch about the division of 

tasks when navigating and manoeuvring the vessel.

Recommendations 
1.	 The Court proposes having article 13 of the Westerschelde Shipping Regulations amended in 

such a way that overtaking in narrow bends is prevented.
2.	S tricter supervision of traffic services for the correct use of the marine telephone. The ship’s names 

should always be used in the message traffic between vessels.

“AKTI N” (ruling No. 12 – Grounding in Westerschelde)

On 10 June 2009 the chemical tanker “Akti N” grounded under pilotage in Sardijngeul in the run-up to 
Vlissingen.

At the time when the pilot was relieved there was a full ebb current and a light south-easterly wind. 
Visibility was good. A large container ship was putting into port from Wielingen, about two miles 
farther to the west. Close to Vlissingen’s outer harbour another large container ship, the “Ever Reach” 
was leaving port towards Wielingen, followed by a second outgoing vessel, the “Italian Reefer”, bound 
for Oostgat. A tug was entering in Sardijngeul, followed by a coaster.
Present on the bridge of the “Akti N” were the pilot, the captain, the first, second and third mates and 
a helmsman. The third mate noted a position in the chart every six minutes. The vessel was under 
manual steerage. The captain passed on the pilot’s orders to the helmsman.
The pilot decided to go across the “Ever Reach” and to maintain course on the red side of the waterway 
until the tug and the coaster had entered port and the “Italian Reefer” had passed en route to Oostgat.
It was spring tide and there was a full ebb current. The “Akti N” was stationed to the west and heading 
from the W10 buoy to the SG-W buoy directly into the line of buoys, whereas the current course was 
15° farther to the east. After passing buoy W10 speed was reduced to about 7 knots.
At 21.07 hours, the “Akti N” passed the SG-W buoy at a distance of 20 metres, after which the pilot 
went full ahead and put the helm hard to port, to turn the 183 metre vessel to port. He did not however 
succeed in staying within the fairway and at 21.10 the “Akti N” grounded slightly ahead of buoy SG-4 
before the Vlissingen boulevard. 

The grounding of the “Akti N” was the result of the pilot inattentively carrying out a manoeuvre which 
was unusual at the best of times and required special attention owing to the strong ebb current.
The captain had no experience of putting into the Sardijngeul and was not able to make thorough 
preparations to do so. It can be ascertained retrospectively that the only time at which the captain 
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could have intervened responsibly was the time at which the pilot decided to turn to port to cross 
the Wielingen. There was no sign however that the pilot was planning to sail so close to the red line of 
buoys. After the Wielingen had been crossed the captain could no longer be expected to responsibly 
take over from the pilot upon entering the Sardijngeul.

Lessons learned
	U nusual manoeuvres being carried out by a pilot should be explained by him in such a way that 

the correct implementation can be verified by the captain and – if applicable – by a traffic control 
service.

Recommendation
	 The Court recommends, in keeping with the situation at Pilot Maas in the run-up to Rotterdam, 

that the traffic centre Vlissingen always has a registered pilot on duty in order to actively monitor 
shipping to and on the Westerschelde and provide solicited and unsolicited advice in order to 
prevent dangerous situations from arising.

“WAKER” (ruling No. 13 – fire in the engine room)

Persons concerned: the captain, the chief engineer and the second engineer

On 7 September 2009 fire broke out in the engine room of the Dutch offshore support vessel “Waker” as a 
result of a loosened hydraulic damper. 

This damper was located on the front of the port main engine. The ignition of sprayed gas oil immediately 
gave off thick black smoke that filled the engine room and was drawn into the crew quarters. Those on 
board only barely managed to escape the blaze, but everyone was able to get to safety.
The fire was burning so fiercely that it could not be put out at first. The door to the engine room and 
the intervening passage door to the crew quarters were held open on the hook, as a result of which the 
smoke was able to spread throughout the crew quarters.
The smoke and heat made it impossible to operate the CO2 system or the fast or SOS valves. The 
emergency service and assistance got quickly underway and it proved possible to close the doors 
and fire hatches that were still open. This brought the situation somewhat back under control. An 
investigation conducted after all fires had been put out confirmed that the fire was caused by a loosened 
damper. This damper was loosened by the pressure waves in the fuel system combined with inexpert 
attachment. The damper was not secured and the seal on the screw thread of the nipple had been made 
with Teflon tape rather than with a copper ring.
A vessel’s compartmentalisation substantially contributes to its fire safety. Smoke and fire are prevented 
from spreading as quickly, this usually gives the crew more time to take action and start to fight the fire.
A ship’s engine room can be regarded as a compartment. Holding doors open with hooks does away 
with the compartmentalisation principle, and makes it possible for the smoke and fire to spread.
A self-closing engine room door was not compulsory on board the “Waker”. For that reason it is very 
important for those on board to show discipline in keeping doors shut. Consultation on this subject 
between the ship manager and the crew via the safety committee and the ISM system could provide a 
good and fast solution to the problem. This would enhance the safety level on board.
The ship’s management cannot be held responsible for the incorrectly fitted damper because they 
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were not on board when the damper was fitted. 
They are therefore not responsible for the fire breaking out.
The fact that the doors that should have been kept closed were open and should have been kept closed 
under SOLAS rules shows a lack of good seamanship. 
The Court is not entirely sure why the captain and the chief engineer, as experienced permanent crew 
members of the “Waker”, had not informed the shipping company of this dangerous situation. The 
ship’s management could and should have insisted on the replacement of the steel doors with latches 
with lighter doors with a locking mechanism that can be operated lightly and with one hand. Also, the 
shipping company and the certifying institution should have paid closer attention to this during the 
annual inspections and audits. 

The Court does not consider any of the persons concerned to be guilty of this shipping disaster, and 
no disciplinary measures were therefore imposed.

Lessons learned
1.	 The engine room fire on board the “Waker” shows once again that those on board who have 

inhaled smoke should not be given compressed air immediate afterwards.
2.	D oors should always be kept shut wherever possible, including the outer doors of the crew 

quarters.
3.	 Waste bins should not be placed in such a way that they block access to fire hatches or prevent 

them from being closed.

Recommendations
1.	 The ship’s management should ensure that the doors to the most important and frequently used 

engine room entrances are of the self-closing type and that they are fitted with a quickly and easily 
usable locking mechanism.

2.	D oors to the engine room should be kept shut under normal conditions with the following sign 
on them: ‘This door normally to be kept closed’.

3.	C heck that the connecting door between the engine room and the crew quarters is an approved 
fire door.

4.	E stablish and if possible mark out the routes that can be used to reach the cabinets for the electrical 
emergency stops, the fast or SOS valves, the CO2 system and the exits.

5.	R egularly check that the escape routes are free of obstacles. Be aware of where fire extinguishing 
and compressed air equipment is kept and learn how to use and operate the emergency fire 
extinguishing pumps. 
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DISCIPLINARY MEASURES 

IN THE MERCHANT MARINE IN 2010

Of the twelve cases in the merchant marine heard in 2010, there were seven that could 
give rise to disciplinary measures.
In one case the navigation licence was withdrawn until its expiry date.
In two cases the navigation licence was withdrawn for a period of two years.
In one case the navigation licence was withdrawn for a period of four weeks.
In one case a reprimand was issued.
In the other cases no disciplinary measures were appropriate.
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SEA FISHING (2010)

“ADRIAANTJE UK2” (ruling No. 3 – drowning)

On 2 February 2009 a person on the Dutch fishing vessel “Adriaantje” UK 2 fell overboard and was drowned 
during fishing activities.

Although it has not been possible to establish precisely what happened on the basis of the available 
information, the Court does not rule out that the victim had started to slacken the trawling net line on 
the bollard. It is possible that he stood in a coil of the line rope that was laying slack on the deck close 
to the bollard. This rope is attached with an eye to the trawler net line. Once the trawler net has been 
secured on the front bollard, the eye is between the bollard and the front carrier. If the trawler net line 
pays out quickly, the securing line can suddenly tighten and it is possible that the man on deck stood 
in a coil of that line and was thus pulled overboard.
Life buoys thrown out did not reach the victim, and an extended boat hook was not quite long enough. 
In the cold sea water, the victim – who was not wearing a life jacket – was unable to reach the ship, 
which was fast moving to leeward, and was not able to keep himself above water until the ship reached 
him again.
The Court has a high regard for the rescue action that was set in motion immediately following the 
accident and in which a large number of vessels took part. A number of helicopters were also deployed, 
and ultimately the efforts and skill of a fellow-fishing boat made it possible to recover the victim’s body 
after the official bodies had called off the search. 

Lessons learned
1. 	 Working on the deck of a swaying fishing vessel is and remains an extremely hazardous business, 

which calls for the greatest caution. 

Recommendation
	 The Court once again (see ruling 11/98) recommends that fishing vessel owners equip their 

vessels with (automatic) inflatable life jackets or work jackets and recommends that ship owners 
and captains require their crews to wear them, especially when working on deck in bad weather 
conditions.
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DISCIPLINARY MEASURES 

IN THE SEA FISHING SECTOR IN 2010

In 2010 no disciplinary measures were taken in the sea fishing sector.
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Appendix Ia 
rulings of the Maritime Court 

of the Netherlands 
1 to 17, 2009

1.	 The grounding of the Dutch cargo ship “Artemis” on the beach when putting into the port of Les 
Sables d’Olonne in bad weather. 

2.	 The colliding of the Dutch cargo ship “Lauwersborg” with the seabed in shallows when putting 
into the port of Hundested (Denmark) during heavy snowfall.

3.	 The grounding of the Dutch freighter “Helenic” when leaving Oxelösund, Sweden.

4.	 The CO2 leakage from the cylinders of the fire extinguishing system, in which the CO2 spread to 
areas including the crew quarters, on board the Dutch chemical tanker “Dutch Progress”, sailing 
in the North Sea, 

5.	 The accident on board the Dutch fishing vessel “Aaltje Jacoba” UK 133, in which a person using 
the ship’s diving equipment drowned whilst removing a net from the propeller.

6.	 The Dutch cargo ship “Morraborg”, sailing in the vicinity of Jossingfjord (Norway), grounding 
several times in shallows whilst weighing anchor in bad weather conditions in the vicinity of the 
Baen buoy.

7.	 The grounding of the Dutch fishing vessel “Wilhelmina” YE 137 whilst fishing along the coast of 
the Netherlands. 

8.	 The accident on board the Dutch fishing vessel “Hanny” HD 70 on which a person on board was 
fatally injured during preparations for fishing. 

9.	 The accident that took place on board the Dutch hopper barge/omnibarge “Vliet” in which a 
person on board was fatally injured. 

10.	The grounding of the Dutch trailing hopper suction dredger “Sif R”, whilst heading for a landfill 
outside the port of Thyborøn (Denmark). 

11.	The accident in which a person on board sustained a serious injury to his left ankle and left foot 
on board the Dutch ro-ro vessel “Norsky” when unmooring in Zeebrugge, Belgium. The accident 
was caused when an Atlas mooring wire was caught in the port adjustable propeller, so that it paid 
out entirely unexpectedly and at great speed. 
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12.	The fire in the engine room of the Dutch freighter “Kent Explorer”. 

13.	The fire in the auxiliary engine room of the Dutch fishing vessel “Annie Hillina” KW 170.

14.	The accident in which a seaman sustained an extremely serious injury to his right hand on board 
the “Dagna” whilst moving the hatch covers with the hatch cover gantry crane. 

15.	The grounding of the freighter “Zhen Hua 10”, sailing in bad weather close to the Maasvlakte, after 
the ship’s anchors had dragged despite the main engine running full ahead. 

16.	The accident in which a person on board the Dutch survey vessel “Coastal Digger” fell overboard 
during survey activities in Zoutkamperlaag and later died of his injuries.

17.	The accident in which a person on board sustained a serious injury to his right hand whilst working 
in the fish processing factory on board the Dutch fishing vessel “Johanna Maria” SCH 118 off the 
coast of Mauritius (West Africa). 



5 0  |  M a r i t i m e  co u rt  o f  t h e  n et h e r l a n d s  |  A n n ua l  r e p o rt  2 0 0 9  -  2 0 1 0

Appendix Ib 

rulings of the Maritime Court 
of the Netherlands 

1 to 13, 2010

1.	 The accident in which the Dutch freighter “Wisdom”, sailing in a bend of the Oude Maas, collided 
with the Dutch inland navigation vessel “Riad”.

2.	 The grounding of the Dutch freighter “Michiganborg” when entering the port of Aveiro (Portugal).

3.	 The accident on board the Dutch fishing vessel “Adriaantje” UK 2 on which a person fell overboard 
during fishing work and drowned. 

4.	 The accident in which a crew member working on the hatch on board the Dutch freighter “Menna” 
in the outer harbour of Vlissingen fell overboard onto the quayside and died later of his injuries. 

5. and 6.  The accident on board the Dutch freighter “OSC Vlistdiep”, moored in Montreal, in which 
an accident took place with a hatch cover gantry crane, resulting in a crew member sustaining a 
leg injury.

7.	 The accident on board the Dutch freighter “Flinterduin”, in which a person on board lost two 
fingers in an accident with a hatch cover gantry crane whilst moored in the port of Terneuzen.

8.	 The serious damage caused when the Dutch freighter “Westerhaven” struck a reef during the sea 
voyage from Belize to Santo Tomas in Guatemala. 

9.	 The accident on board the Dutch container ship “Eclips”, in which a person was killed whilst 
working in the engine room. 

10.	The accident in which the Dutch freighter “Dintelborg”, sailing in the Gulf of Bothnia heading 
from Gävle to Almeria, collided with a lighthouse.

11.	The collision between the Dutch chemical tanker “Ardea”, sailing in the Schelde, and the Italian 
vessel «Grande Mediterraneo» during an overtaking manoeuvre. 

12.	The grounding whilst under pilotage of the chemical tanker «Akti N» sailing under the Liberian 
flag in the Sardijngeul before Vlissingen. 

13.	The fire in the engine room of the Dutch off-shore support vessel “Waker”.
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Appendix IIa 
vessels involved 

in alphabetical order , 2009

Name No. Type of vessel Nationality GT Type of 
disaster

“Aaltje Jacoba” 5 fishing vessel Dutch 435 accident 

“Annie Hillina” KW 170 13 fishing vessel Dutch 2417 fire

“Artemis” 1 freighter Dutch 2545 grounding

“Coastal Digger” 16 survey ship Dutch 68 accident

“Dagna” 14 freighter Dutch 3990 accident 

“Dutch Progress” 4 chemical tanker Dutch 2137 CO2-leakage

“Hanny” HD 70 8 fishing vessel Dutch 350 accident

“Helenic” 3 freighter Dutch 2281 grounding

“Johanna Maria” SCH 118 17 fishing vessel Dutch 6534 accident

“Kent Explorer” 12 freighter Dutch 7580 fire

“Lauwersborg” 2 freighter Dutch 2558 grounding

“Morraborg” 6 freighter Dutch 6540 grounding

“Norsky” 11 ro-ro vessel Dutch 20296 accident 

“Sif R” 10 trailing suction 
hopper dredger Dutch 1574 grounding

“Vliet” 9 hopper barge/
omnibarge Dutch 463 accident

“Wilhelmina” YE 137 7 fishing vessel Dutch 41 running 
aground

“Zhen Hua 10” 15 freighter St. Vincent /
Grenadines 233 running 

aground



5 2  |  M a r i t i m e  co u rt  o f  t h e  n et h e r l a n d s  |  A n n ua l  r e p o rt  2 0 0 9  -  2 0 1 0

Appendix IIb 
vessels involved 

in alphabetical order , 2010

Name No. Type of vessel Nationality GT Type of 
disaster

“Adriaantje” UK 2 3 fishing vessel Dutch 498 accident

“Akti N” 12 chemical tanker Liberian 38625 running 
aground 

“Ardea” 11 chemical tanker Dutch 1810 collision

“Dintelborg” 10 freighter Dutch x collision

“Eclips” 9 container ship Dutch 10384 accident

“Wisdom” 1 freighter Dutch 1552 collision 

“Flinterduin” 7 freighter Dutch 4503 accident

“Michiganborg” 2 freighter Dutch x grounding

“Menna” 4 freighter Dutch 2561 accident

“OSC Vlistdiep” 5 freighter Dutch 7560 accident 

“OSC Vlistdiep” 6 freighter Dutch 7560 accident

“Waker” 13 off-shore support 
vessel Dutch 2167 fire 

“Westerhaven” 8 freighter Dutch 7541 grounding
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Appendix III 
overview of the 

recommendations (r) 
and lessons learned (l) 

in the rulings

1. DEEP-SEA AND 
SHORT-SEA SHIPPING

a. Navigation

(r) 	If the usual piloting method is departed from, the pilot should make his intentions clear to 
the captain in good time so that he is given the chance to consult and to anticipate the agreed 
procedure. 1/2009

(r) 	Attention should be paid to the relationship between the ship’s speed and the revolutions, in which 
the propeller loses power owing to cavitation. A lack of knowledge about this phenomenon can 
present a risk, especially when going astern. 1/2009

(l) 	In the event of a sudden decrease in visibility it is advisable to have an extra man come to the 
bridge as soon as possible. 2/2009

(r) 	If possible, place an extra monitor on the bridge so that the 3 cm and the 10 cm radar can be used 
at the same time if necessary. 2/2009

(r)	I n cases where a vessel regularly puts into the same ports, try to follow the same route as for 
previous voyages where possible and if conditions allow. 2/2009

(r)	 The passing distance to single buoys should be kept to reasonable bounds (ship›s length) unless 
advice is given to the contrary. 2/2009

(l) 	Good voyage preparation is of great importance. It forms a guide that provides a lot of information 
about the route being followed. Good voyage preparation makes an important contribution to the 
safe voyage of a vessel. 3/2009

(l)	I n this case the voyage preparation was inadequate because the no go areas were not shown, which 
is why the ship ran aground. 3/2009

(l) 	Deviates from the original plan must be avoided wherever possible. 3/2009
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(l) 	The captain of a departing vessel should not allow himself to be rushed by the pilot or the captain 
of an incoming vessel. There should be good interaction between the two vessels in order to avoid 
accidents of this nature. 3/2009

(l) 	On ships equipped with an ECDIS the person expected to use it should be aware of how the 
system works and be able to use the options the system offers. 3/2009

(l) 	Course lines must always be placed in the sea chart or in the ECDIS, so that particulars or deviations 
from the route are immediately shown. 3/2009

(l) 	A Bridge Resource Management course (BRM) could make an important contribution to 
improving the safety of the ship and its cargo. On a BRM course people are taught by what is 
usually a competent instructor to rid themselves of many bad practices that have crept in. 3/2009

(r)	 The ECDIS screens of the “Helenic” should be repositioned so that a clearer view is gained, 
enabling the navigator to gain a better overview of the situation. 3/2009

(r)	 Make an ECDIS course compulsory for everyone who will be using this equipment. 3/2009

(r)	 Make optimum use of the leading lights and other navigation aids. They provide additional 
information for a safe voyage. 3/2009

(l) 	It should be ensured where possible that all charts for the proposed voyage are available on board. 
6/2009

(l) 	The voyage preparation should be complete and presented to the captain for approval prior to 
commencement of the voyage. 6/2009

(l) 	Captains should base their decisions on facts and not on suppositions or their own assumptions. 
6/2009

	
(l) 	If there are reasons to doubt whether it is safe for a ship to remain at anchor, the captain should not 

hesitate to depart. 6/2009

(r)	A dmiralty Sailing Directions and other nautical publications should be carefully studied by all 
mariners prior to arrival. 6/2009

(r)	S ufficient attention should be paid to weather forecasts and reports received via Navtex and SPOS 
in order to avoid being confronted by surprises. 6/2009

(r)	I f there are any conditions that pose a danger to the people on the foredeck raising the anchor, the 
vessel should if possible be used to pull the anchor out of the seabed or the anchor and its chain 
should be slipped by releasing the anchor securing pin. 6/2009

(r)	E xcessively small chain lockers in which the chain has to be pushed away by the crew should be 
modified as soon as possible. 6/2009
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(r)	A lways set the position alarm on the GPS when at anchor. 6/2009

(r)	P ay constant attention to the rules applicable to proper voyage preparation. In this case a clearly 
indicated no go area could have prevented this shipping disaster. 6/2009

(r)	I f an anchor starts to drag, immediate drastic action should be taken to prevent the situation from 
getting worse. Experience shows that the speed at which a ship drifts increases rather than slows 
down in virtually all cases. 6/2009

(l) 	Even when navigating with buoys and marks in sight, it is necessary to monitor the ship’s position 
in relation to the desired track. 10/2009

(l) 	It must always be ascertained whether orders, given directly or indirectly, have been followed. 
10/2009

(l)	S elf-confidence based on routine is a danger to safety. 10/2009

(l)	E ven if the ship and its cargo do not have any defects, the captain should report to the authorities 
if the ship’s manoeuvrability is impaired by a high deck load in combination with strong winds. 
In the event of non-compliance with this obligation to report as prescribed in article 6 of the 
STZ, the competent authority must take enforcement measures if and insofar as this is an offence. 
15/2009

(l)	I t is preferable not to lie at anchor behind two anchors. In the Court’s opinion, this does not 
contribute much to the safety of the ship and its cargo. Furthermore, the use of two anchor chains 
can seriously hinder the mooring of a tug boat. The yawing of a vessel can be limited by using a 
second anchor with one or two lengths of chain. If it proves necessary for a tug to come alongside, 
this second anchor can quickly be weighed. 15/2009

(l)	A lways order a tug and, if necessary, a standby in good time. 15/2009

(r)	I f the captain decides not to anchor but to keep going, the use of an escort tug should be considered. 
Furthermore, the vessel should keep going outside of the run-up area and, if possible, outside of 
the territorial waters. 15/2009

(r)	 The captain should consider and coordinate prompt assistance from tug boats. In bad weather 
conditions there are many seagoing vessels that weigh up risks at the same time, both in and 
outside of the ports. If the weather deteriorates, the tug capacity will often be insufficient under 
those conditions. 15/2009

(l)	O nce again the Court notes that a captain was insufficiently aware of the fact that he and he alone 
bore final responsibility for the safety of the ship and its crew, even during the stage at which the 
ship enters port under the instructions of a pilot. 

	 That does not mean that a captain should not rely on the expertise of a pilot. It does however mean 
that the captain has an obligation to keep himself informed of the pilot’s intentions, to ask for an 
explanation about matters that raise questions and to intervene if that can be expected of him on 
the basis of his knowledge and experience. 2/2010
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(r)	P ay close attention during the voyage preparation to the parts of the voyage from and to the 
pilot station under the instructions of the pilot. Questions to the pilot about his intentions, any 
navigation particulars and deviations from usual procedures should be asked in advance wherever 
possible. 2/2010

(r)	A lways make use of the option to use the parallel index method to verify navigation safety. 2/2010

(l)	N avigate safely in relatively dangerous waters. 8/2010

(l) 	Do not perform any tasks other than those related to the watch. 8/2010

(l)	R egularly check the position with short intervening periods and place those positions in the chart. 
8/2010

(l) 	Use various positioning methods in combination and continuously compare the results. 8/2010

(l) 	Make optimum use of the options provided by modern navigation equipment, such as radar, PI 
lines, EBL, distance rings, alarms, etc. 8/2010

(l) 	Be aware of the operation, usage and options provided by the GPS receiver. 8/2010

(l) 	Always make use of the waypoints saved in the GPS receiver. 8/2010

(l) 	Captains should also carefully study and verify the voyage preparation. 8/2010

(r)	C aptains who have held the rank of captain for longer periods of time should be required to take a 
refresher course, e.g. BRM (Bridge Resource Management). This will address weak points such as 
bad habits that have slipped in as a matter of routine. In a course such as this, the participant learns 
not only what to do but also what not to do. 8/2010 

(l)	 The collision could have been prevented by making correct use of the watch alarm. The captain 
should not leave any doubt about the use of the watch alarm. The watch alarm should always be 
engaged when the automatic pilot is being used. 10/2010

(l)	 There must be a lookout on the bridge during the night. If there had been a lookout at his post, it 
is highly unlikely that the collision would have happened. 10/2010

(l)	I t is legally forbidden to keep watch with a blood-alcohol content above 350 UGL. Also, it was 
forbidden on board the «Dintelborg” to consume any alcohol at all in the four hours prior to 
going on watch. There was sufficient reason for the captain to take a breath test from the third mate 
who was on watch and the second mate who was to take over the watch at 24.00 hours. 10/2010

(r)	 When the tasks of commanders and heads of department are transferred, thorough attention 
should be paid to the suitability of the assigned personnel. The exchange of information relevant 
to assessing the suitability of personnel to carry out their tasks should be more closely addressed 
in the regulations. 10/2010
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(r)	A ll crew members bear responsibility for monitoring the consumption of alcohol. The Court 
recommends that captains bring this expressly to the attention of their crews. 10/2010

(r)	 The captain should be alert to the possibility of alcohol abuse if large quantities of drink are made 
available. 10/2010

(l) 	There should be clear agreements between the pilot and the bridge watch about the division of 
tasks when navigating and manoeuvring the vessel. 11/2010

(r)	 The Court proposes having article 13 of the Westerschelde Shipping Regulations amended in 
such a way that overtaking in narrow bends is prevented. 11/2010

(r) 	Stricter supervision of traffic services for the correct use of the marine telephone. The ship’s names 
should always be used in the message traffic between vessels. 11/2010

(l) 	Unusual manoeuvres being carried out by a pilot should be explained by him in such a way that 
its correct implementation can be verified by the captain and – if applicable – by a traffic control 
service. 12/2010

(r) 	The Court recommends, in keeping with the situation at Pilot Maas in the run-up to Rotterdam, 
that the traffic centre Vlissingen always has a registered pilot on duty in order to actively monitor 
shipping to and in Westerschelde and provide solicited and unsolicited advice in order to prevent 
dangerous situations from arising. 12/2010

b. Construction, layout and equipment, and performance of work

(l) 	The Court judges that modifications to a certified system should at all times be discussed with the 
supplier. 4/2009

(l) 	A general engine room alarm on the bridge does not provide sufficient warning against CO2 
poisoning. 4/2009

(r)	N ational regulations for CO2 fire extinguishing systems should be reviewed, and the addition of 
an odour to CO2 should be made compulsory. 4/2009

(r)	I f hazardous substances are stored between decks the adjoining compartments should be 
specifically included in the risk analysis. 4/2009

(l)	 When carrying out corrective maintenance close attention should always be paid to the cause of 
the problem in question. 12/2009

(l)	D efects can only be accepted if the risks related to them are recognised and considered in a 
responsible manner. 12/2009

(l)	I t is very important to insulate hot parts, even if there is not any apparent danger of direct contact 
with oil. An oil spray spreads quickly and easily combusts if it comes into contact with hot parts. 
12/2009
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(r)	 The presence of tanks containing inflammable substances should be specifically included in fire 
fighting exercises, and consideration should be given to whether their contents can be discharged 
to a safe place. 12/2009

(r)	I t is advisable to place the remote control for the CO2 system outside of the engine room complex. 
13/2009

(r)	P rovide an independent emergency power supply for fixed VHF equipment. 13/2009

(l)	 Whilst work is being carried out on deck everybody present should be clear about what they are 
supposed to be doing. Without that clarity it is not possible to sufficiently recognise the mutual 
risks. The fitting of speed locks close to a moving crane should not be permitted. 14/2009

(l)	S afety procedures should be followed to the letter. Inconvenience and loss of time are not 
acceptable excuses. 14/2009

(r)	 The work instructions for operating the hatch cover gantry cranes should explicitly state that the 
carrier must not be driven until it has been ascertained that there are no people close to the track 
of the hatch cover gantry crane on deck. 14/2009

(r)	F or the conversion of a vessel into a completely different type of vessel (in the case of the “Zhen 
Hua 10” from an oil tanker to a heavy cargo vessel), the cargo (height and wind resistance) should 
be included in the calculation of a new “equipment figure”. The Court regards the fact that this is 
not (yet) done as a shortcoming in international regulations. The Transport, Public Works and 
Water Management Inspectorate (IVW) could set out to have the IACS regulations adapted along 
the existing channels for that purpose. 15/2009

(r)	 The propulsion system (power of the main engine and the type of propeller) should also be 
critically considered and modified if necessary. 15/2009

(r)	 When determining the weight of the anchors, the chains and the sizes of the pivot, allowance 
should also be made for the fact that the ship and cargo can lie at anchor behind a single anchor in 
good holding ground. A rate of flow of 2 ½ m /sec. and a wind speed of 25 m. /sec. is assumed for 
this purpose (wind force 10 Beaufort). The amount of chain to be paid out under these conditions 
is between 6 and 10 lengths, in which regard the water depth does of course play an important 
role. 15/2009

(r)	 The results of an EMSA inspection should be communicated sooner to the relevant classification 
society so that internal measures can be taken should that prove necessary. 15/2009

(l) 	Skills that are not without their risks do not form part of a safe procedure. 16/2009

(l) 	A captain should completely inform himself of the level of knowledge, experience and skills of 
each new crew member before they are deployed. 16/2009

(l) 	The rules governing the consumption of alcohol on board are not open to interpretation. Accidents 
can only be prevented by strictly applying them. 1/2010
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(l) 	When working at heights, the safety equipment that could prevent somebody from falling down 
should be used even if it is not compulsory. It is advisable always to wear a safety helmet outside 
of the accommodation. 4/2010

(r)	 The shipping company regards the fatal accident on board the “Menna” as an ‘act of God’. The 
Court has advised the shipping company to consider whether it would be possible to fit a kind of 
‘guide rail’ to each of the hatches. This rail would have to be placed as low as possible on the hatch 
and run in a longitudinal direction over the ‹middle’ of a hatch, staggered in such a way that the 
guide rails of opened hatches do not come into contact with each other and prevent a hatch from 
being completely opened. If these guide rails can be fitted, they must run as low as possible over 
the hatch and be clearly marked to prevent people from tripping over them when the hatches 
are closed. A safety harness with a sufficiently long line can be clipped on to this guide rail with 
a clasp before working near the edge of the hatch. That way, if something goes wrong the person 
concerned will not be able to fall all the way down from a hatch. 4/2010

(l) 	The instructions placed near the control area should always be closely followed, which includes 
checking whether the rails are completely clear, also in places that are not directly visible. 5/2010

(l)	I f there is a suspicion that the operator of the hatch cover gantry crane is overtired, possibly 
without himself being aware of it, he should be replaced or the work should be temporarily 
stopped. 5/2010

(r)	L ists of break and work times should not be signed automatically, but should first be checked to 
make sure they are correct. 5/2010

(r)	 The members of the safety committee should constantly be reminded of the importance of their 
task, and they should be encouraged to perform their duties in the committee as well as possible. 
5/2010

(r)	I f possible, brushes or another facility should be placed with the hatch cover gantry crane, 
positioned just above the rails in front of and behind the wheels so that a warning that the carrier 
is approaching is given sooner. 5/2010

(r)	F it limit switches to the wheel covers of the hatch cover gantry crane so that it stops immediately 
if touched. 5/2010

(l)	 The instructions placed near the control area should always be closely followed, which includes 
checking whether the rails are completely clear, also in places that are not directly visible. 6/2010

(l)	I f there is a suspicion that the operator of the hatch cover gantry crane is overtired, possibly without 
himself being aware of it, he should if possible be replaced or the work should be temporarily 
stopped. 6/2010

(r)	L ists of break and work times should not be signed automatically, but should first be checked to 
make sure they have been filled in truthfully. 6/2010
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(r) 	The members of the safety committee should constantly be reminded of the importance of their 
task, and they should be encouraged to perform their duties in the committee as well as possible. 
6/2010

(r) 	If possible, brushes or another facility should be placed with the hatch cover gantry crane, 
positioned just above the rails in front of and behind the wheels so that a warning that the carrier 
is approaching is given sooner. 6/2010

(r)	F it limit switches to the wheel covers of the hatch cover gantry crane so that it stops immediately 
if touched. 6/2010 

(r) 	The Court recommends that the affected ship owners comply with the urgent call of the Inspector. 
6/2010

(l)	I n keeping with the provisions of the ISM Code, the cause of defects should be identified and 
the desirability of rectification established. In this case the amp meter should have been repaired 
before the maintenance service and the testing of the separator. 9/2010

(l)	 particulars that are relevant to carrying out the work should be discussed beforehand, thus 
avoiding unnecessary risks and eliminating doubts about the work to be carried out. 9/2010

(l)	 Work on electrical systems should be carried out exclusively by authorised personnel. 9/2010

(l)	A ll prescribed safety measures should be strictly complied with when carrying out work on 
electrical systems. 9/2010

(r)	P ay more attention to the effect of manpower levels on the quality of safety management on board 
and always warn the shipping company if the viability of the safety management system is placed 
under threat. 9/2010

(r)	 When the tasks of commanders and heads of department are transferred, thorough attention 
should be paid to the suitability of the assigned personnel. The exchange of information relevant 
to assessing the suitability of personnel to carry out their tasks should be more closely addressed 
in the regulations. 10/2010

(r)	A ll crew members bear responsibility for monitoring the consumption of alcohol. The Court 
recommends that captains bring this expressly to the attention of their crews. 10/2010

(r)	 The captain should be alert to the possibility of alcohol abuse if large quantities of drink are made 
available. 10/2010

(l) 	The engine room fire on board the “Waker” shows once again that those on board who have 
inhaled smoke should not be given compressed air immediate afterwards. 13/2010

(l) 	Doors should always be kept shut wherever possible, including the outer doors of the crew 
quarters. 13/2010
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(l) 	Waste bins should not be placed in such a way that they block access to fire hatches or prevent 
them from being closed. 13/2010

(r)	 The ship’s management should ensure that the doors to the most important and frequently used 
engine room entrances are of the self-closing type and that they are fitted with a quickly and easily 
usable locking mechanism. 13/2010

(r)	D oors to the engine room should be kept shut under normal conditions with the following sign 
on them: ‘This door normally to be kept closed’. 13/2010

(r)	C heck that the connecting door between the engine room and the crew quarters is an approved 
fire door. 13/2010

(r)	E stablish and if possible mark out the routes that can be used to reach the cabinets for the electrical 
emergency stops, the fast or SOS valves, the CO2 system and the exits. 13/2010

(r)	R egularly check that the escape routes are free of obstacles. Be aware of where fire extinguishing 
and compressed air equipment is kept and learn how to use and operate the emergency fire 
extinguishing pumps. 13/2010

c. the prevention of damage and accidents

(l) 	The Court judges that modifications to a certified system should at all times be discussed with the 
supplier. 4/2009

(l) 	A general engine room alarm on the bridge does not provide sufficient warning against CO2 
poisoning. 4/2009

(r)	N ational regulations for CO2 fire extinguishing systems should be reviewed, and the addition of 
an odour to CO2 should be made compulsory. 4/2009

(r)	I f hazardous substances are stored between decks the adjoining compartments should be 
specifically included in the risk analysis. 4/2009

(l) 	If routine work is carried out under unusual or altering conditions, it is necessary to reassess all 
potential risks in advance with all those involved. 

(l) 	Clear communication with the shore team on mooring and unmooring is of great 			 
	 importance. 11/2009

(l) 	If the propeller is turning, this should be indicated exclusively with the report: ‘propeller not clear’. 
This avoids confusion. 11/2009

(l) 	Non-floating lines should always be paid out as head lines. 11/2009

(l) 	It must always be possible to direct operations from the bridge. That is only possible if sufficient 
information is given both fore and aft. 11/2009
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(r)	I t is recommended that those concerned communicate in the same language both fore and aft 
during mooring and unmooring. That way, everyone knows what is happening both fore and aft. 
11/2009

(r)	I f at all possible, the propeller on the quay side should be kept out of action until the mooring lines 
have been taken out of the water and, preferably, are also inboard. 11/2009

(r)	I f it is not longer possible to communicate with the quarterdeck, the pitch should immediately be 
sent to ‘zero’ and the propeller disengaged. 11/2009

(r)	C ooperation and interaction between the shore and the ship should be as clear and smooth as 
possible. 11/2009

(r)	E fforts should be made to solve as soon as possible issues that pose a threat to safety but about 
which the terminal and the ship have a difference of opinion. If necessary these issues should be 
put down in writing, possibly with suggestions for solutions. 11/2009

(r)	 Make the Court’s judgement known to the terminal. They too can learn something from this case, 
which will be to the benefit of both parties. 11/2009

(l) 	When carrying out corrective maintenance close attention should always be paid to the cause of 
the problem in question. 11/2009

(l) 	Defects can only be accepted if the risks related to them are recognised and considered in a 
responsible manner. 11/2009

(l) 	It is very important to insulate hot parts, even if there is not any apparent danger of direct contact 
with oil. An oil spray spreads quickly and easily combusts if it comes into contact with hot parts. 
11/2009

(r)	 The presence of tanks containing inflammable substances should be specifically included in fire 
fighting exercises, and consideration should be given to whether their contents can be discharged 
to a safe place. 11/2009

(l) 	Whilst work is being carried out on deck everybody present should be clear about what they are 
supposed to be doing. Without that clarity it is not possible to sufficiently recognise the mutual 
risks. The fitting of speed locks close to a moving crane should not be permitted. 14/2009

(l) 	Safety procedures should be followed to the letter. Inconvenience and loss of time are not 
acceptable excuses. 14/2009

(r)	 The work instructions for operating the hatch cover gantry cranes should explicitly state that the 
carrier must not be driven until it has been ascertained that there are no people close to the track 
of the hatch cover gantry crane on deck. 14/2009

(l) 	Even if the ship and its cargo do not have any defects, the captain should report to the authorities 
if the ship’s manoeuvrability is impaired by a high deck load in combination with strong winds. 
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In the event of non-compliance with this obligation to report as prescribed in article 6 of the 
STZ, the competent authority must take enforcement measures if and insofar as this is an offence. 
15/2009

(l) 	It is preferable not to lie at anchor behind two anchors. In the Court’s opinion, this does not 
contribute much to the safety of the ship and its cargo. Furthermore, the use of two anchor chains 
can seriously hinder the mooring of a tug boat. The yawing of a vessel can be limited by using a 
second anchor with one or two lengths of chain. If it proves necessary for a tug to come alongside, 
this second anchor can quickly be weighed. 15/2009

(l) 	Always order a tug and, if necessary, a standby in good time. 15/2009

(r)	 More ETVs (Emergency Towing Vessels) should be made available along the Dutch coast. This 
could certainly contribute to the safety of the wind turbine complexes. Also, the Bonn Agreement 
of 1969 should be implemented as soon as possible. 15/2009

(r)	I nstitution of a system such as the English SOSREP. SOSREP stands for Secretary of State 
Representative. This officer, who is senior to all of the parties involved, can in the event of an 
imminent shipping disaster immediately take the measures he deems necessary to prevent the 
implications of the disaster from getting worse or possibly even limit them. 15/2009

(r)	 There are currently a number of anchorages outside of the run-up area. The run-up area should if 
possible be extended to cover all of the anchorages. That will increase the harbourmaster’s area of 
authority. 15/2009

(l) 	Skills that are not without their risks do not form part of a safe procedure. 16/2009

(l) 	A captain should completely inform himself of the level of knowledge, experience and skills of 
each new crew member before they are deployed. 16/2009

(l) 	The rules governing the consumption of alcohol on board are not open to interpretation. Accidents 
can only be prevented by strictly applying them. 1/2010

(r)	 The shipping company regards the fatal accident on board the “Menna” as an ‘act of God’. The 
Court has advised the shipping company to consider whether it would be possible to fit a kind of 
‘guide rail’ to each of the hatches. This rail would have to placed as low as possible on the hatch 
and run in a longitudinal direction over the ‹middle’ of a hatch, staggered in such a way that the 
guide rails of opened hatches do not come into contact with each other and prevent a hatch from 
being completely opened. If these guide rails can be fitted, they must run as low as possible over 
the hatch and be clearly marked to prevent people from tripping over them when the hatches 
are closed. A safety harness with a sufficiently long line can be clipped on to this guide rail with 
a clasp before working near the edge of the hatch. That way, if something goes wrong the person 
concerned will not be able to fall all the way down from a hatch. 4/2010

(l) 	The instructions placed near the control area should always be closely followed, which includes 
checking whether the rails are completely clear, also in places that are not directly visible. 5/2010
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(l)	I f there is a suspicion that the operator of the hatch cover gantry crane is overtired, possibly 
without himself being aware of it, he should be replaced or the work should be temporarily 
stopped. 5/2010

(r) 	If possible, brushes or another facility should be placed with the hatch cover gantry crane, 
positioned just above the rails in front of and behind the wheels so that a warning that the carrier 
is approaching is given sooner. 5/2010

(r)	F it limit switches to the wheel covers of the hatch cover gantry crane so that it stops immediately 
if touched. 5/2010

(l)	 The instructions placed near the control area should always be closely followed, which includes 
checking whether the rails are completely clear, also in places that are not directly visible. 6/2010

(l)	I f there is a suspicion that the operator of the hatch cover gantry crane is overtired, possibly without 
himself being aware of it, he should if possible be replaced or the work should be temporarily 
stopped. 6/2010

(r)	L ists of break and work times should not be signed automatically, but should first be checked to 
make sure they have been filled in truthfully. 6/2010

(r) 	The members of the safety committee should constantly be reminded of the importance of their 
task, and they should be encouraged to perform their duties in the committee as well as possible. 
6/2010

(r) 	If possible, brushes or another facility should be placed with the hatch cover gantry crane, 
positioned just above the rails in front of and behind the wheels so that a warning that the carrier 
is approaching is given sooner. 6/2010

(r)	F it limit switches to the wheel covers of the hatch cover gantry crane so that it stops immediately 
if touched. 6/2010 

(r)	 The Court recommends that the affected ship owners comply with the urgent call of the Inspector. 
7/2010

(l)	I n keeping with the provisions of the ISM Code, the cause of defects should be identified and 
the desirability of rectification established. In this case the amp meter should have been repaired 
before the maintenance service and the testing of the separator. 9/2010

(l)	P articulars that are relevant to carrying out the work should be discussed beforehand, thus 
avoiding unnecessary risks and eliminating doubts about the work to be carried out. 9/2010

(l)	 Work on electrical systems should be carried out exclusively by authorised personnel. 9/2010

(l)	A ll prescribed safety measures should be strictly complied with when carrying out work on 
electrical systems. 9/2010
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(r)	P ay more attention to the effect of manpower levels on the quality of safety management on board 
and always warn the shipping company if the viability of the safety management system is placed 
under threat. 9/2010

(l) 	The engine room fire on board the “Waker” shows once again that those on board who have 
inhaled smoke should not be given compressed air immediate afterwards. 13/2010

(l) 	Doors should always be kept shut wherever possible, including the outer doors of the crew 
quarters. 13/2010

(l) 	Waste bins should not be placed in such a way that they block access to fire hatches or prevent 
them from being closed. 13/2010

(r)	 The ship’s management should ensure that the doors to the most important and frequently used 
engine room entrances are of the self-closing type and that they are fitted with a quickly and easily 
usable locking mechanism. 13/2010

(r)	D oors to the engine room should be kept shut under normal conditions with the following sign 
on them: ‘This door normally to be kept closed’. 13/2010

(r)	C heck that the connecting door between the engine room and the crew quarters is an approved 
fire door. 13/2010

(r)	E stablish and if possible mark out the routes that can be used to reach the cabinets for the electrical 
emergency stops, the fast or SOS valves, the CO2 system and the exits. 13/2010

(r)	R egularly check that the escape routes are free of obstacles. Be aware of where fire extinguishing 
and compressed air equipment is kept and learn how to use and operate the emergency fire 
extinguishing pumps. 13/2010

d. Sailing under pilotage 

(r)	I f the usual piloting method is departed from, the pilot should make his intentions clear to 
the captain in good time so that he is given the chance to consult and to anticipate the agreed 
procedure. 1/2009

(l)	O nce again the Court notes that a captain was insufficiently aware of the fact that he and he alone 
bore final responsible for the safety of the ship and its crew, even during the stage at which the 
ship enters port under the instructions of a pilot. That does not mean that a captain should rely on 
the expertise of a pilot. It does however mean that the captain has an obligation to keep himself 
informed of the pilot’s intentions, to ask for an explanation about matters that raise questions and 
to intervene if that can be expected of him on the basis of his knowledge and experience. 2/2010

(r)	P ay close attention during the voyage preparation to the parts of the voyage from and to the 
pilot station under the instructions of the pilot. Questions to the pilot about his intentions, any 
navigation particulars and deviations from usual procedures should be asked in advance wherever 
possible. 2/2010
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(l) 	There should be clear agreements between the pilot and the bridge watch about the division of 
tasks when navigating and manoeuvring the vessel. 11/2010

(r)	 The Court proposes having article 13 of the Westerschelde Shipping Regulations amended in 
such a way that overtaking in narrow bends is prevented. 11/2010

(r)	S tricter supervision of traffic services for the correct use of the marine telephone. The ship’s names 
should always be used in the message traffic between vessels. 11/2010

2. SEA FISHING
a. Navigation

(l)	 When sailing or fishing close to the coast, the people on board should take sufficient breaks to 
prevent them from losing concentration and alertness owning to fatigue. 7/2009

(l)	D uring coastal fishing sufficient distance must always be maintained from the groynes running 
from the beach into the sea. The captain should inform his subordinates and also put down in 
writing what he considers to be the minimum acceptable distance to the head of the groynes. 
7/2009

(l)	I t is important to avoid at all times allowing the economic interests to outweigh the safety of those 
on board, the vessel and its cargo or ‘good seamanship’ is subordinated to those interests. 7/2009

(r)	A void sailing/fishing close to the heads of groynes. It is advisable to lay down the length of the 
groynes in the plotters. It should however be borne in mind that there can be differences in the 
lengths of the groynes. 7/2009

(l)	 Working on the deck of a swaying fishing vessel is and remains an extremely hazardous business, 
which calls for the greatest caution. 3/2010

b. Fishing vessels and shipping activities

(r)	 The Court once again (see ruling 11/98) recommends that fishing vessel owners equip their 
vessels with (automatic) inflatable life jackets or work jackets and recommends that ship owners 
and captains require their crews to wear them, especially when working on deck in bad weather 
conditions. 3/2010

(l)	I f there are good reasons to depart from existing safety procedures, clear agreements should be 
made in order to avoid new risks. 17/2009

(l) 	If agreement to an action is needed for safety reasons, there must be no doubt that that agreement 
has been given. 17/2009

(l) 	High priority should be given to repairing defects that affect safety at work. 17/2009
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c. The prevention of damage and accidents

(l)	 The captain’s responsibility for the safety of the ship and its crew is his and his alone, irrespective 
of family relationships or shared business interests among the crew. 5/2009

(l)	 The inherent risk of diving is such that the rules for that activity should never be departed from. 
5/2009

(r)	O wners of fishing vessels should remove diving equipment from the vessel prior to departure if it 
does not meet the regulations or if the crew does not possess the necessary certificates. 5/2009

(r)	 The Court judges that the practice of diving on board fishing vessels gives cause to consider 
whether a policy regulation for diving should be made specifically for fishing vessels. 5/2009

(l)	S hipowners and captains should be aware of the crew regulations applicable to their vessels. The 
captain bears ultimate responsibility for ensuring that sufficient manpower is on board and that 
those onboard, including himself, are sufficiently qualified. 7/2009

(l)	 The captain is at all times the person on board with final responsibility. If the shipper is not in 
agreement with how his subordinates perform their tasks, he should say so. Important decisions 
can be taken in close consultation between the parties. 7/2009

(l)	I t is important to avoid at all times allowing the economic interests to outweigh the safety of those 
on board, the vessel and its cargo or ‘good seamanship’ is subordinated to those interests. 7/2009

(r)	 The competent Dutch authority should exercise better supervision of compliance with the crew 
regulations. They should therefore be familiar with the content of these regulations. 7/2009

(r)	S hipowners and captains must be aware of the regulations that are applicable to their vessel or 
vessels. 7/2009

(r)	I n the event of repeated violation of the regulations, fast and effective action should be taken, with 
sanctions being imposed if necessary. 7/2009

(r)	I t is permissible to sail with a crew of two with a “Verklaring Dagvisserij” (statement that fish is 
landed on the same day on which it is caught). This too should be monitored more strictly to 
prevent accidents involving fatigue. If there is a three-man crew, the 18/6 work schedule (i.e. 18 
hours’ fishing, 6 hours› rest) should be strictly followed, also to prevent fatigue. 7/2009

(r)	A  captain is the person on board a fishing vessel with final responsibility. He should give the mates 
clear instructions, preferably in writing, so that there can be no misunderstandings. 7/2009

(r)	E ven if there are good mutual relations on board and the captain and his mate work together 
on the basis of equality, the captain remains the person on board with ultimate responsibility. In 
certain cases, such as this one, the captain should take a more active approach and substantiate 
more clearly the rules and compliance with them and the content of his position. 7/2009
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(l)	I t has once again become clear that experience does not do away with dangers and that conscious 
account must be taken of the presence of danger even under the most routine conditions. 8/2009

(r)	 The Court considers it advisable to consider whether additional instructions can be given for the 
provision of first aid in order to prevent resuscitation being carried out in situations where that can 
have the opposite of the intended effect. 8/2009

(l)	F ire doors should always be kept shut since they form an essential element of the fire protection 
system. Compartmentalisation using fire doors is not only important to limiting fires but is also of 
great importance to the ability to gain access to fire fighting equipment. 13/2009

(l)	A  lack of practice has repercussions when fighting fire and can have very serious implications. Fire 
exercises should be held as soon as possible after departure and with sufficient frequency for the 
rest of the voyage in order to ensure that the fire fighting team on board can take effective action in 
the event of fire breaking out. 13/2009

(l)	 Before admitting personnel to areas were CO2 has been discharged, measures should first be taken 
to ensure that the concentration of CO2 is acceptable. 13/2009

(l) 	If there are good reasons to depart from existing safety procedures, clear agreements should be 
made in order to avoid new risks. 17/2009

(l) 	If agreement to an action is needed for safety reasons, there must be no doubt that that agreement 
has been given. 17/2009

(l) 	High priority should be given to repairing defects that affect safety at work. 17/2009

(r)	 Working on the deck of a swaying fishing vessel is and remains an extremely hazardous business, 
which calls for the greatest caution. 2/2010

(r)	 The Court once again (see ruling 11/98) recommends that fishing vessel owners equip their 
vessels with (automatic) inflatable life jackets or work jackets and recommends that ship owners 
and captains require their crews to wear them, especially when working on deck in bad weather 
conditions. 2/2010

3. TRAFFIC GUIDANCE 
SYSTEMS/POSTS

a. Navigation

(r)	S tricter supervision of traffic services for the correct use of the marine telephone. The ship’s names 
should always be used in the message traffic between vessels. 11/2010
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