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.ENDORSEMENT BY DISTRICT COMMANDER 

The record and the report of the investigation convened for the subject casualty have been 
reviewed. This casualty highlights the oversight provided by the vessel owner, flag state and RO 
in ensuring the vessel was operating in compliance with international conventions was 
significantly inadequate. There is clear evidence that the vessel's SMS was not effectively 
implemented based on the discovery of unapproved modifications to the fuel system for the main 
engines, the intentional blocking of the QCV s in the open position, the operational condition of 
lifesaving equipment and the complete lack of nonconformities reported by the vessel under their 
SMS. 

Additionally, the crew was insufficiently trained to effectively abandon the vessel as evidenced 
by the inability of the crew to_properly deploy the vessel's survival crafts. In particular, the 
current training/proficiency requirements under SOLAS and STCW for MES may be inadequate 
as only one crewmember had ever seen an actual deployment of a MES. If this casualty had 
occurred further offshore with less response resources available to respond in a timely manner 
the outcome may have been quite different as it would have forced the crew and passengers to 
use the improperly deployed MES or remain on the burning vessel. The following additional 
recommendations are made based on the Seventh District's review of the casualty. 

It is recommended that Panama: 
Investigate the apparent inadequate oversight by the RO who failed to identify the 
vessel's modified fuel system, improper operation of QCVs, and ineffective 
implementation of the vessel's SMS. 
Investigate their failure to ensure the crew was properly trained for emergency situations, 
in particular, abandon ship procedures and proficiency in operating lifesaving equipment. 

It is recommended that RINA: 
Investigate their oversight of this vessel to determine what allowed/enabled the vessel to 
operate with unapproved modifications to the vessel's main engines fuel system, 
intentionally block open the fuel and lube oil QCVs and operate with an ineffective SMS. 
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JUAN, PUERTO RICO; SUBSEQUENT GROUNDING AND EVACUATION OF 511 

PERSONS WITH 7 MINOR INJURIES ON AUGUST 17, 2016 

EXECUTIVE SUMMARY

The CARIBBEAN FANTASY was a roll-on/roll-off (Ro/Ro) passenger vessel with routine 
passenger and cargo service between Santo Domingo, Dominican Republic and San Juan, Puerto 
Rico.  On August 17, 2016, while approaching the Port of San Juan Puerto Rico, a fuel leak 
started on the port side main propulsion engine.  The fuel sprayed on the exhaust manifold which 
ignited the fuel oil causing a main space fire.  Neither the vessel’s fixed firefighting nor crew fire 
teams were able to contain and extinguish the fire.

The Master initiated abandon ship but deviated from the vessel’s standard procedures based on 
his proximity to the Port of San Juan and the abundant government, commercial, and recreational 
resources nearby.  All 511 persons onboard were evacuated, 50 passengers and crew were 
transported to local area hospitals, all released the same day.  After medical evaluation, seven 
passengers had minor injuries for sprained ankles/knees resulting from evacuating the vessel via 
the Marine Evacuation System (MES).

While attempting to fight the fire and during the abandon ship operations the CARIBBEAN 
FANTASY drifted southwest and grounded on a sandy bottom.  The vessel was anchored in that 
vicinity for three days before being towed into San Juan where shore-based firefighters 
extinguished the fire.  The CARIBBEAN FANTASY suffered an estimated $20 million in 
damage and the vessel was eventually scrapped in lieu of repair.



2

Table of Contents

Section Title                         Page 
1 Preliminary Statement                         4 
2 Vessel Involved in the Incident                         6 
3 Injured Persons                         6 
4 Findings of Fact                         7 
4.1 The Incident                         7 
4.2 Additional/Supporting Information                         18 
5 Analysis                          26 
6 Conclusions                         27 
6.1 Determination of Cause                         27 
6.7 Unsafe Actions or Conditions that were not Causal Factors                      31 
7 Actions Taken Since the Incident                         32 
8 Recommendations                         32 
8.1 Safety Recommendations                         32 
8.2 Administrative Recommendations                         32 
 
 
 
 

List of Figures 
 
Figure Title                         Page 
1 Stock photo of CARIBBEAN FANTASY from Marine Traffic           6 
2 Engine room General Arrangement with fire location                  8 
3 Profile view of main vertical and horizontal zones                         9 
4 Post Casualty photo of container trailer wheels in Garage B                 10 
5 Photo of empty inflated liferafts not at the end of MES                  11 
6 Post Casualty photo of Marine Evacuation System bowsing line 12
7 Photo during evacuation of CARIBBEAN FANTASY                  14 
8 Photo of the STBD Marine Evacuation System Orientation                 14 
9 Post Casualty photo of Lifeboat 3 hanging above water 15
10 Photo of CG response vessels assisting with moving liferafts           16 
11 GPS route and major events timeline                         17 
12 Photo of CARIBBEAN FANTASY post evacuation                        18 
13 Photo of bulkhead between main engine & auxiliary engine rooms          19 
14 Post Casualty photo of Port Main Engine Fuel Oil Supply blank end    20 
15 Post Casualty photo of examined Fuel supply line blank end           21 
16 Post Casualty photo of examined Fuel supply line blank end           21 
17 Post Casualty photo of examined Fuel supply line blank end 21
18 Post Casualty photo of STRB Main Engine with damaged protection 22
19 Post Casualty photo of Lube Oil Storage tank quick cut-off valve          23
20 Post Casualty photo of Fuel Oil Service tank blocked open                 23
21 Viking Marine Evacuation System manual showing ideal orientation    25 
22 Post Casualty Photo of upper main engine room                         29 



3

List of Acronyms

ATON Aids To Navigation 
CBP Customs and Border Protection 
CFR Code of Federal Regulations
CG Coast Guard 
CGC Coast Guard Cutter 
COTP Captain of the Port 
ECR Engine Control Room 
F Fahrenheit 
FO Fuel Oil
FURA Fuerzas Unidas de Rapida Acción
GPS Global Positioning System
GRP Glass Reinforced Plastic 
HELO Helicopter 
IMO International Maritime Organization 
ISM International Safety Management 
MES Marine Evacuation System 
MHZ Main Horizontal Zone 
MVZ Main Vertical Zone 
NTSB National Transportation Safety Board 
OSC On Scene Commander 
PME Port Main Engine 
PR Puerto Rico 
PREMA Puerto Rico Emergency Management Agency 
PSCO Port State Control Officer 
QCV Quick Closing Value 
RINA Registro Italiano Navale 
Ro/Ro Roll on/Roll off 
SCBA Self Contained Breathing Apparatus 
SOLAS International Convention for the Safety of Life at Sea 
STRB Starboard 
USC United States Code 
VDR Voyage Data Recorder 
VHF Very High Frequency 

  



4

Commander
United States Coast Guard
Seventh District

909 SE 1st Ave
Miami, FL 33131
Staff Symbol: dp 
Phone: 305-415-6727 

16732
30 Jun 2021

CARIBBEAN FANTASY (IMO NO. 8814263) FIRE, 2 MILES NORTHWEST OF SAN 
JUAN, PUERTO RICO; SUBSEQUENT GROUNDING AND EVACUATION OF 511 

PERSONS WITH 7 MINOR INJURIES ON AUGUST 17, 2016 

INVESTIGATING OFFICER’S REPORT

1. Preliminary Statement

1.1. This marine casualty investigation was conducted and this report was submitted in 
accordance with Title 46, Code of Federal Regulations (CFR), Chapter I, Subchapter A, Part 
4, Subpart 4.07, and under the authority of Title 46, United States Code (USC) Chapter 63.  
Pursuant to 46 USC § 6308, no part of this marine casualty investigation report including the 
findings of fact, opinions, recommendations, deliberations, or conclusions, shall be 
admissible as evidence or subject to discovery in any civil or administrative proceeding, 
other that than an administrative proceeding initiated by the US.

1.1.1. The US is not signatory to the Casualty Investigation Code.  However, the 
guidance in the Casualty Investigation Code is used as a common framework and was 
utilized in this marine casualty investigation.

1.1.2. In incidents such as this, the Casualty Investigation Code states that a vessel’s flag 
State and an affected coastal State, should agree as to which will serve as the Marine 
Safety Investigating State (MSIS).  On August 17, 2016, after being notified of the 
incident, the USCG Investigation and Casualty Analysis Program Office (CG-INV) and 
representatives of Panama agreed that the USCG would serve as the MSIS, with Panama
designated as a Substantially Interested State (SIS).  The US National Transportation 
Safety Board (NTSB) also conducted its own investigation under its authorities, but 
participated in conjunction with the USCG investigation.

1.1.3. On August 18, 2016, the USCG Seventh District Commander convened a formal 
marine casualty investigation, designating the Lead Investigation Officer and supporting 
personnel.

1.1.4. On August 18, 2016, Five Investigators from the USCG and Six Investigators 
from the NTSB arrived in San Juan and began conducting interviews with crewmembers 
and CG personnel.  On August 19, 2016, a team boarded the CARIBBEAN FANTASY 



5

and retrieved the voyage data recorder (VDR) capsule.  After the vessel was towed into 
port, the fire extinguished, and the atmospheric conditions determined to be safe, the 
investigation team boarded the vessel on August 23, 2016, to examine spaces and 
equipment and collect documentation.  The investigation team departed San Juan on 
August 26, 2016, returned to San Juan September 14-16, 2016, for the post casualty 
examination and surveys of the lifesaving systems.  The team reconvened in Fort 
Lauderdale October 24-28 and December 5-9, 2016, to conduct interviews with 
passengers, CG personnel, first responders, and RINA representatives.  On March 20-29, 
2017, a nine-day district formal hearing was held in San Juan, PR.  

1.2. The following organization were designed as Party in interest, in accordance with 46 
United States Code Section 6303 and 46 Code of Federal Regulations Section 4.03-10: Baja 
Ferries, Sociedad Anonima de Capital Variable (S.A. de C.V.), as owner of the 
CARIBBEAN FANTASY, American Cruise Ferries as charterer of the CARIBBEAN 
FANTASY, and Registro Italiano Navale, (RINA) as classification society of the 
CARIBBEAN FANTASY. 

1.3. Unless otherwise noted, all times listed in this report are in local time to the incident 
(Atlantic Standard Time, Coordinated Universal Time offset minus four hours) using a 24-
hour format and are approximate. 
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4. Findings of Fact 

4.1. The Incident:

4.1.1. On 16 August 2016, at approximately 1913, the CARIBBEAN FANTASY
departed Santo Domingo for a short international voyage overnight to San Juan, PR. The 
vessel carried 387 passengers, 124 crew, 7 dogs, 58 containers, and 36 vehicles. There 
were originally 512 total persons onboard, but one passenger disembarked before 
departure due to medical reasons, reducing the final count to 511. 

4.1.2. More than 24 hours of bridge audio, radar, and parametric data were recovered 
from the VDR capsule.  The recorded duration was from 1314 August 16, 2016, to 1350 
August 17, 2016.  Four VDR microphones were installed in the overhead ceiling of the 
navigation bridge that provided coverage across the entire width of the bridge, and also 
recorded VHF radio communication on the bridge.  Timeline information obtained is 
extremely accurate as most of the audio was clear and matched recorded vessel alarms, 
and sensors, however, simultaneous conversation, use of languages other than English, 
noise from alarms and overflying helicopters did limit the some of the use of audio 
recorded by the VDR. 

4.1.3. On the morning of August 17, the CARIBBEAN FANTASY was approaching the 
pilot boarding area near the entrance of the port of San Juan for a scheduled 0730 local 
time pick up of the harbor pilot.  In the main engine room, the watch included the third 
engineer, motorman, and wiper.  The motorman and wiper were carrying out normal 
rounds and tasks in the engine room, and the third engineer was in the Engine Control 
Room (ECR) preparing for the vessel’s arrival into San Juan.  The Chief Engineer arrived 
in the ECR just before 0700. 

4.1.4. On August 17, at 0715, the vessel was inbound, approximately 3 miles from San 
Juan Harbor entrance, propulsion in bridge control, heading of 100 degrees, with a speed 
of 17.4 knots.  A weather buoy located 1.7 miles from San Juan Harbor recorded the 
following weather: winds from 083 degrees true at 13 knots with gusts up to 17 knots, 
air temperate 83.7 degrees F, wave height 4 feet from 054 degrees true. 

4.1.5. At 0720, the officer of the watch notified San Juan port control that CARIBBEAN 
FANTASY was approaching the entrance.  Meanwhile, the motorman and wiper 
discovered a fuel leak coming from the port main engine near cylinder no. 8 and the 
engine’s turbo charger.  The motorman returned to the ECR and informed the Chief 
Engineer of the leak.  The Chief Engineer accompanied the motorman, verified the leak, 
then returned to the ECR.   

4.1.6. At 0723 the Chief Engineer reported the fuel leak to the bridge and took local 
control of the engine and reduced the pitch on the port main engine. He then left the 
ECR to return to the fuel leak which he discovered was now a fuel spray.  The Chief 
Engineer observed the fuel spray ignite from contact with the exhaust manifold starting 
a fire.  Both the Chief Engineer and Motorman, who were on the port side of the engine, 
returned to the ECR.  When they returned to the ECR the Chief Engineer manually 
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4.1.39. At 0825, Lifeboat #1 Commander reported he could not release the hooks.  

4.1.40. At 0827, The Second Officer instructed the Lifeboat #1 Commander to release 
the hooks manually.  

4.1.41. At 0829, Lifeboat #1 reported one passenger in water and requested the Coast 
Guard to help recover that person.  Also, a report was received that a second person 
jumped into the water.   

4.1.42. At 0836, Lifeboat #1 Commander reported that the engine was not working, 
and requested assistance from surrounding small boats.  The lifeboat was also taking on 
water.  Tugboat DIANE MORAN transferred the passengers from Lifeboat #1 to the 
tugboat’s deck and sailed to Pier 6.  A Coast Guard response boat towed Lifeboat #1 in 
port. 

4.1.43. At 0837, the Master ordered Lifeboat #2 to be lowered.  The Lifeboat #2 
Commander was unable to release hooks using the release handle, so the crew manually 
removed the hooks.  Lifeboat #2 motored under its own power to Pier 6 in San Juan, 
escorted by a Coast Guard response boat. 

4.1.44. At 0842, other response vessels and aviation assets arrived on scene.  These 
included a boat from Customs and Border Protection (CBP), two police boats, five
tugboats, a boat from the fire department, a Marine Spill Response Corporation (MSRC) 
boat, a second pilot boat, and a number of recreational vessels. In addition to the Coast 
Guard response boats, a 55-foot aids to navigation (ATON) boat (CG 55115) arrived on 
scene.  Two Coast Guard MH-65 Dolphin helicopters from Air Station Borinquen, 
Puerto Rico, and a Fuerzas Unidas de Rapida Acción (United Forces of Rapid 

 Bell 429 from Isla Grande airport in San Juan also arrived on scene.  
Between 0840 to 0925, a total 14 persons boarded the CARIBBEAN FANTASY with 
SCBAs and personnel protective equipment including shore-based firefighters, a Puerto 
Rico police rescue unit, and Puerto Rico Emergency Management Agency (PREMA) 
personnel.  The Master of the CARIBBEAN FANTASY did not authorize these extra 
personnel and was unaware they arrived on his vessel. 
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lifeboat holding 70 people, two partially closed lifeboats holding 150 each and a Fast 
rescue boat.  

4.2.11. Schat-Harding AS designed and manufactured the Lifeboats and davits
supplied to the CARIBBEAN FANTASY.  Lifeboats #1 and #2, were a partially-
enclosed Lifeboat design, model number MPC 36 SV, constructed of glass-fiber-
reinforced plastic (GRP).  They were built in 1998, had a capacity of 150 persons, an 
overall length of 35.1 feet, and a beam of 14.1 feet.  Lifeboat #3, was a fully-enclosed 
Lifeboat design, model number KISS800C, constructed of GRP.  It was built in 2003, 
had a capacity of 70 persons, an overall length of 27.9 feet, and a beam of 9.0 feet.  

4.2.12. Procedures used by the Lifeboat preparation team found in the Shipboard 
Emergency Organization manual and in the vessel’s SOLAS Training Manual did not 
contain procedures to ensure the recovery pins for the Lifeboat hooks were in their stored 
position prior to launching.  However, the hook manual provided by the manufacturer to 
the ship included guidance to visually check that the recovery pins were in their stored 
position when preparing to lower the Lifeboats.   

4.2.13. When lowered, Lifeboats #1 and #2 did not release from their falls upon 
contact with the water.  Each hook operator released the hooks by lifting the gate on the 
hook when the falls became slack and manually removed the link attached to the block.  
Lifeboat #1 engine had been under repair at the time of incident.  Bolts surrounding the 
engine compartment had been removed, brackets holding cables and tubes were 
unfastened, the end cover was missing, and the coolant tank was empty.  Also, Lifeboat 
#1 drain plug was missing and could not be located. 

4.2.14. Lifeboat #3 hooks also did not release from their falls upon contact with the 
water.  Lifeboat #3 could not manually release their hooks.  While they struggled to 
release the hooks, waves smashed the Lifeboat into the CARIBBEAN FANTASY’s side 
shell creating cracks in the Lifeboat hull.  The Schat-Harding winch was only designed 
to lift a Lifeboat back to the embarkation deck with 6 people, the Lifeboat had nearly 70 
people onboard.  When the CARIBBEAN FANTASY attempted to lift the nearly full 
lifeboat, the winch failed.  A successful release test was conducted dockside, post 
casualty.  

4.2.15. Neither the drill schedule nor the official logbook recorded the lowering
and/or launching of Lifeboats in accordance with the requirements of a vessel on a 
short international voyage.  Based on configuration the CARIBBEAN FANTASY 
always moored starboard side to the pier.  Records indicated that the starboard side 
Lifeboats were last lowered in October 2015.  

4.2.16. Viking Life-saving Equipment A/S designed and manufactured the liferafts 
supplied to the CARIBBEAN FANTASY.  All were enclosed rafts, model number 
50 DKS, with a capacity of 51 persons.  The liferafts were integrated with VIKING 
Marine Evacuation Systems (MES) model # VES DD 25.5m 83.7ft.  Evacuation 
Systems (MESs; model number VES DD 25.5m 83.7-ft).  The rafts, were installed on 
the port and starboard sides of the vessel in sloping racks one deck above the MES, with 
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officer, who deployed the port MES, and was responsible for training the crew on the
system, said she had never seen one deploy live until the day of the accident. Her
only MES training was an instructional video shown to members of the CARIBBEAN 
FANTASY crew during routine MES training.   

4.2.20. The CARIBBEAN FANTASY had one rescue boat, designed and 
manufactured by WaterCraft Hellas S.A. it was stowed on the port side of the ship.  The
boat, model number HELLAS FRB 6.50, was constructed of GRP and had a capacity of
six persons, an overall length 20.8 feet and a beam of 8.0 feet.  The emergency plan and 
station bill approved by RINA on July 3, 2016, and used by the crew during the 
evacuation called for the crew assigned to Lifeboat #3 to marshal the MES liferafts.  
The plan did not assign anyone to the rescue boat for abandon ship detail.   

5. Analysis

5.1. The Port Main Engine fuel oil supply end flange, blanking plate, fasteners, and gasket
material were not properly installed or torqued in accordance with the engine manufacturer’s
specifications.  The flange blanking plate was not provided by the original equipment
manufacturer, did not have a raised face and it was not fabricated to a design or quality 
standard.  The blanking plate was not dimensionally accurate to match the flange.  There 
was no inspection or lifecycle management of the gasket material for any of the main 
engine fuel supply and return lines.  The gaskets were only being replaced after failure.  
Ships force was using generic gasket materials designed for non-petroleum systems which 
were found in their ships stores to use on all systems with gaskets. 

5.1.1. The company did not have a schedule for maintenance or repair of the fuel supply 
and return line gasket.  The ship never reported maintenance or repair concerns on the 
fuel supply and return lines.  If the ship was frequently changing the gaskets or blank 
ends there was no record to determine the frequency.   

5.2. The Port Main Engine fuel oil supply end flange including the blanking plate did not 
have adequate spray prevention tape and spray shielding installed.  There was no inspection 
or lifecycle management of the spray prevention tape or spray shielding repair and 
replacement.  The same condition for the spray prevention tape and spray shielding 
installation was found on the Starboard Main Engine fuel oil supply end flange.   

5.2.1. The company did not have an inspection schedule for verifying the installation of 
spray prevention tape or spray shielding.  The ship never reported maintenance or repair 
concerns on for spray prevention tape or spray shielding.  

5.2.2. Company did not have a written checklist for verifying spray prevention tape or 
spray shielding for routine oversight.  

5.2.3. The Classification Society on behalf of the Flag administration did not document 
any non-conformities for missing or inadequate spray prevention tape or spray shielding.  
They were last onboard the vessel July 14, 2016, for a “Port State Control Preventive 
Assessment”.    
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5.3. It was highly likely that the vessel used bolts to hold open the quick closing valves 
(QCV) because the valves did not stay open during normal operations.  Based on the 
condition of the bolts and paint on some of the bolts these were in place almost permanently.  
With the bolts installed on the QCV it was not possible to secure the engine room from an 
abundant fuel source. 

5.3.1. There was no documentation that the company had an established critical 
equipment procedure for identifying QCVs as critical equipment to meet the 
requirements of section 10.3 and 10.4 of the ISM Code.  Additionally, the management 
company nor the classification society on behalf of the Flag state identified the system 
failures during certification inspections.   

5.3.2. Under the provisions of International Conventions - SOLAS - International 
Convention for the Safety of Life at Sea - Chapter II-2 - Construction - Fire protection, fire 
detection and fire extinction (SOLAS II-2 regulation 14 2.2.3.6), there is a requirement 
to have a maintenance plan in place for emergency shutdown of fuel supply. Regulation 
14.2.1 also states, such a system should be kept in good order to ensure their required 
performance if a fire occurs.  The Classification Society on behave of the flag 
administration did not verify compliance with this requirement. 

6. Conclusions

6.1. Determination of Cause:

6.1.1. The Initiating Event (or first unwanted outcome) of this casualty was the failure 
of the gasket on the end of the fuel oil supply line to the port main propulsion engine.  
The gasket failure resulted in pressurized fuel oil spraying onto a poorly shielded hot 
exhaust manifold which ignited the fuel oil.   

6.1.1.1. A causal factor for the initiating event was the maintenance on the fuel 
supply system not in accordance with the engine manufacturer’s specifications.  
The blank flange on the end of the fuel oil supply line and the gasket material 
used between the flange and the blank end was an inappropriate repair.  This 
causal factor was determined through material analysis of the blank flange and 
gasket material post casualty.  This causal factor was further determined from a 
similar condition found on the starboard main propulsion engine post casualty.   

6.1.1.2. A subsequent causal factor was the inadequate spray prevention tape and 
spray shielding over the repaired flange and gasket on the port main propulsion 
engine.  This causal factor was determined through post casualty investigation of 
the fire.  This causal factor was further determined from similar conditions found 
on the starboard main propulsion engine post casualty. 

6.1.1.3. A subsequent causal factor was the inadequate hot spot protection
(thermal shielding) on the exhaust manifold.  This causal factor was determined 
through post casualty investigation of the fire.  This causal factor was further 
determined from similar conditions found on the starboard main propulsion 
exhaust manifold post casualty. 














