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   Skagerrak Foundation Press Release 12.12.2016: 

         Costa Concordia: An ISM Code analysis of the accident 13-14.01.2012

                                       Short Summary and Conclusions:
Background
The Italian cruise ship Costa Concordia, with 4 200 people onboard, sailing at a speed of 15.5 knot, contacted a reef outside the Italian Giglio Island the 13th of January 2012 at 21.45.  She got a gash of 43 meters on the port aft ship side, which punctured 3 watertight compartments. Without propulsion and power, she drifted back to the island where she first stranded at 22:44, and then capsized at 00:32 the next day. 32 lives were lost when the ship capsized and sank. The Italian Maritime Investigative body carried out an accident investigation, which is inappropriate for any elaboration of the ships status of compliance with the international regulations for design and operation of cruise ships, in accordance with the ISM safety code. 

Furthermore, the Italian authorities have not worked according to the DIRECTIVE 2009/18/EC OF THE EUROPEAN PARLIAMENT AND OF THE COUNCIL of 23 April 2009 part (9) that says:
Seafarers are recognised as a special category of worker and, given the global nature of the shipping industry and the different jurisdictions with which they may be brought into contact, need special protection, especially in relation to contacts with public authorities. In the interests of increased maritime safety, seafarers should be able to rely on fair treatment in the event of a maritime accident. Their human rights and dignity should be preserved at all times and all safety investigations should be conducted in a fair and expeditious manner. To that end, Member States should, in accordance with their national legislation, further take into account the relevant provisions of the IMO guidelines on the fair treatment of seafarers in the event of a maritime accident.  

Private analysis of the accident

The Skagerrak Safety Foundation has, upon request from captain Schettino, made a preliminary analysis of the Italian court’s accusations against him, based upon the ISM Code’s requirements and available documentation, with the following conclusions:

The accident can be divided in four different phases:

The first phase was the voyage planning, which was duly carried out by the 2nd officer before the departure, by the captain’s instructions of a sail-past of the Giglio Island with a safety margin of 0.5 nautical miles (ab. 1 km) from the coast (i.e. 10 meters safety contour). The sail-past represented a minor deviation from the standard course, in well known waters.
The second phase was the sailing from Civitavecchia to Giglio Island, from the captain entered the bridge at 21.34 up to the time of 21.39:17, when he took the command. At his entrance on the bridge, the ship was under command by the bridge team, sailing at a course of 290 degrees, almost perpendicular to the Island, controlled by autopilot (electronic navigation). Schettino commented the SOOW that manual steering was the standing order for sailing in coastal waters and the SOOW ordered the lookout to take the helm. The communication on the bridge was calm.
The situation on the bridge was normal when Schettino observed some white foam ahead of the ship, and realized that they were heading against the beach. He immediately called “I take the con”, and started ordering steering directions to the helmsman and the bridge team. But the helmsman, an Indonesian crew member, had language problems which resulted in misunderstanding, corrections and delays in the execution of the orders, and the cartographic officer left her place at the chart table to assist the helmsman. The consequence of the failing may be counted in seconds. No lives were lost during the first and second phase.
In hindsight, it is clear that the navigation performance on the bridge was unacceptable, and was most likely caused by a possible malfunction or faulty setting of the electronic navigation system, or inappropriate bridge procedures, lack of proper ECDIS training of all navigators (including the captain), inappropriate Bridge Management Resource drills, poor crew manning procedures (the helmsman’s language problems), and crew negligence.

The third phase was the time between the collision with the reef at 21: 45 and the captain left the ship at 00:17, at heeling of ab. 40-60 degrees. The attached sketch, which is a modified diagram from the Italian Maritime Investigation’s report, shows the gradually development of heeling from the time of 21.45, when the ship first hit the reef, and the final capsizing of ab. 00:30. After the first ingress of water after the collision, the ship started heeling to the port side, but gradually, as the ship flooded, the heeling changed to starboard. After the abandon ship alarm was ordered at 22:48, and up to ab. 23:50 there was a rather stable period- of more than one hour - with a heeling between 17 degrees and 20 degrees, which should be within the acceptable list for the launching of the lifeboats and life rafts.
The captain closed the bridge as the emergency center at ab. 23:00, powerless and at a heeling close to 20 degrees, and delegated his officers to supervise the evacuation of the passengers. It was reported problems with the launching of the telescopic lifeboat davits at the starboard side, and the captain decided to assist, as he knew the technical details well, and delegated the 2nd officer to supervise the launching of lifeboats and life rafts at the port side. He later on got the information that the evacuation at the port side was successful. 

The captain did not abandon the ship in a regular way by the captain’s lifeboat, which is the first lifeboat on the starboard side. He decided to go with the last crew life raft, at the starboard side. At the time of 00:17, at the heeling of some 40-60 degrees to starboard, the captain and the last group of his crew “lost ground” and fell outside, partly into the water, and partly jumped on top of the by-passing lifeboats. See figure no. 2.
At the time the captain left the ship as the last or one of the last persons on the starboard side, the evacuation process was successfully done at the captain’s side, the starboard side, but a great number of passengers were still on the port side due to the failure of launching three of the lifeboats, with a capacity of some 450 persons, and most of the life rafts. They were not in any immediate danger, as the evacuation continued by the use of ladders, by climbing down the heeling port side. No lives were lost during the third phase.
The fourth phase was the final capsizing and sinking when the ship- after a rather stable period of more than one hour, was over flooded with water, lost stability and slipped away from the rock-bed, and capsized in a rather quick speed until the wreck was stationary at about 85 degrees heeling.
In hindsight, the tragic event was that ab. 24 passengers and 4 crew members couldn’t find any lifeboat sites at the port side, and unfortunately were directed to traversing across the ship to look for seats on the starboard side, and was underway to the starboard side when the capsizing took place. 

 According to the courts statements (“The Accusations”), they “fell into the abyss that was created by the final overturning of the ship, and died from asphyxiation by drowning”. 
Furthermore, two passengers and two crew members, “not having found room on the lifeboats”, fell or threw themselves into the sea without life jackets, and were sucked to the bottom by the whirlpool produced by the final overturning of the ship 
General Conclusion:

In general, when an accident is caused by a succession of several operational actions of several persons, the accident is defined as an “organizational accident” or “a system failure”, and this kind of accidents require a re-evaluation of the total management concept. The re-evaluation may even go beyond the company’s responsibility, such as the considering of the suitability of international rules and regulations, national laws, industry standards, manning patterns, sailing waters restrictions, and even industry network issues.

The navigational incident on the bridge, leading to the first collision/contact with the reef, was an unacceptable example of inappropriate bridge procedures (the Bridge Procedures are not open documentation), leading to an unacceptable tracking of the ships position, a confusing change of command, poor company quality procedures for selecting and training of the appointed crew for safety duties. But none of these activities by the captain and the management team on the bridge are of the character of any criminal offence, as there was no intent of willful acts from neither the bridge team or from the captain.
All the 32 lives which were lost in the fourth phase, during the final capsizing and abrupted final overturning of the ship on the reef, as the consequence of a serial of features ranging from the design of the ship, the nature of wind, sea and coast bottom, the failure of deploying all lifeboats and life rafts, etc. These activities are to be pre-prepared by the company as the emergency plans, and to be executed by a serial of actors, ranging from the company, the captain and his officers and the dedicated safety crew, and the individual crew, the physical condition of the passengers and their familiarization with the ship’s mustering system. 
During the rescue operation, the captain acted in accordance with the best of traditions for the saving of lives during a serious ship accident. The captain did not leave the ship before the ship capsized, and continued to direct the rescue of lives after he took foot on the shore.  
Critical moments, which should be clarified before any court ruling
Phase 1, the navigational error

According to the captain’s statement, the electronical navigation system was only approved as a “navigational aid”, as none of the navigators was certified to operate the electronic navigation system as “the primary means”. Consequently, the company standard was that navigation in close coastal waters should be based upon paper charts, with the electronic system used as the “navigational aid” only. This combination of navigation with both paper charts and electronic charts is known to be very knowledge demanding, and it is well known that several ship accidents have been caused by confusion in the exchange of hazard information between the paper charts and the electronic charts.

This “combinational navigation”, together with a rapid switch from automatic to  manual steering with a new helmsman, and the following change of command, might be the under laying factors to understand the collapse of the bridge team cooperation. 

However, from 1st January 2012, the 2010 STCW Manila amendments recognized the need for navigational officers to undergo an IMO/STCW required ECDIS training syllabus even if the electronic chart navigation system was being used only as an “aid to navigation”. This amendment entered in force on 1. January 2012, 12 days before the Costa Concordia accident. Consequently, the Company’s training qualifications for the bridge team was not in compliance with the amended STCW Convention at the time of the grounding. 

If the captain’s information is correct, the ship was not in a formal seaworthy condition of navigation at the time of the grounding, as none of the navigators on the bridge team was qualified to operate the electronic navigation system, even if it was used in combination with the paper chart navigation.

As the ECDIS training for the bridge team was inappropriate, this may explain why the team of navigators did not observe that the ship had passed the turning point by 0.6 nautical miles (about 1 km) when the captain took over “the con” on the bridge. Furthermore, a detrimental error could be caused by any incorrect setting of operational modes, display over-zooming, and even by a possible malfunction of any part of the integrated navigational system.

See the figure 1, “The navigational situation for Costa Concordia during the reef collision”

Phase 3, Progressive flooding of the watertight compartments

After the puncturing and up-flooding of three compartments at the sternward hull, it was the progressive influx of water into the remaining dry compartment no.4, it was the progressive leakage through the open or leaking watertight doors that was most probably the basic reason (proximate cause) for the final loss of stability of the ship, and caused the final capsizing.  

According to the SOLAS chapter Ch. II-1, the openings in watertight bulkheads below the bulkhead deck in passenger ships should be reduced to the minimum, and is further stating that the all watertight doors should be closed at sea in case of a structural damage should occur to the ship, as follows: 

The flag administration may permit certain doors to remain open during navigation, if determined essential to the safe and efficient operation of the ship’s machinery or to permit passengers normally restricted access throughout the passenger area, but only «after careful consideration of the impact on ship operations and survivability». This careful consideration is in realty a choice between the most efficient operation and the safety aspect of the passengers and the ship’s crew.

Furthermore, the ship was designed to accommodate a great number of its crew in the lowest deck below the waterline (deck A, B and C), which is a common practice in many older cruise- and passenger ships. This deck is functioning as a double bottom, with passage between the subdivided watertight bulkhead compartments by watertight doors.

Due to the criticality of the operation of the watertight doors, a breach of the IMO regulations concerning the watertight doors violates the ship’s seaworthiness, and provides reasons to believe that the Costa Concordia was not seaworthy at the time of the accident. 

In accordance with the ISM Code, it is the company which is responsible for the design and procedures for operation of the ship. This cannot be the responsibility of the captain.
This arrangement is not restricted to Costa Concordia, as it is common practice for many of the elder cruise ships that these watertight doors are kept open during navigation in open sea, to ensure an effective transportation in the engine rooms and to allow the passage of the crew between the various watertight bulkheads. 

Phase 4, the abandon ship phase
The mustering system for the passengers of Costa Concordia consisted of 2 main stations,  A and B, that made entrance to the port side embarkation deck (A) and the starboard embarkation deck (B), assigned in accordance with the cabin numbers, as they were odd numbers or pair numbers. The passengers were not assigned to a specific lifeboat, but they were counted for and directed by the master stations, i.e. each master station directing 1.600 passengers. Only 1.270 of the 3.206 passengers had attended the abandon ship emergency drill. This system ended in chaos, and finally most of the passengers rushed to the external decks without complying with which side they were supposed to be assigned, and under such condition there is reason to assume that many of the crew members entered the passenger seats in the lifeboats. 

The abandon ship general alarm took place at 22:48, when the list to port was ab. 15 degrees, starting with lowering of the lifeboats to the embarkation deck. The captain ordered launching of the lifeboats at 23:03. The ship gradually increased the listing, and after about one hour the heeling reached 20 degrees, which is the limit of IMO’s requirement for safe launching of the lifeboats. At that time all the lifeboats on the starboard side were successfully launched, but the launching of three lifeboats on the port side failed, representing some 450 seats for the passengers. 
As only 6 of the 66 life rafts were deployed, there was a shortage of at least 569 rescue seats in total. Many of the crew members occupied the lifeboat seats for the passengers.
All of the passenger deaths was caused by shortage of seats in the lifeboats at the port side, as 3 lifeboat deployment failed, and the seatless  passengers were directed  by the rescue crew to transfer across the ship, to the starboard side. Underways, they were taken by the water rush as the ship capsized. 
In hindsight, these passengers would have been more safe staying at the port side, which was the top «dry side».
The serious situation with the shortage of some 500- 600 rescue seats might become catastrofic if the  abandoning of the ship had been carried out in open water. This situation  was compensated for by the captains ordering of a shuttle traffic with the vessels lifeboats between the ship and the shore, which the captain conducted after he set foot on the beach.

For the safety assurance for all existing cruise ships with the same kind of lifeboat launching gear (the telescopic davits), the IMO regime should investigate why the crew failed to launch the three lifeboats and the majority of the 66 life rafts, as there should have been ample time to do the launching in this case. See figure 4, showing the final rescue from the shipwreck.
The trial of captain Schettino

As the factual background, the Italian appeal court in Firenze upheld the previous sentence of the court in Firenze of 16 years imprisonment. Captain Schettino has now, of the 6th of October, 2016, filed a new appeal to the Italian Supreme Court. 

The Skagerrak Safety Foundation has, upon request from captain Schettino, made a preliminary analysis of the documentation from the Italian court’s accusations against him, based upon the ISM Code’s requirements, with the following conclusions:

Both the courts’ trials in Grosseto and Firenze against captain Schettino have been dominated by the traditional “blame game” after maritime accidents, instigated by the common practice in maritime insurance policies, that the Company goes free of liability if the accident can be stated as caused by “crew negligence” (the captain).

This is a well-known pattern, but this case has an extraordinary character by the court’s ruling out of all company and organizational relevance regarding the possible influence of  an inappropriate company and ship management system, as the company’s responsibility for ship design and rescue arrangement (LSA), the possibly illegal operation of the electronic navigation system, the possibility of malfunction of bridge instrumentation and watertight doors and malfunction of the telescopic davits for launching of the lifeboats, the lack of appropriate “ECDIS” training for the navigators, the lack of training of the crew operating the telescopic davits for the lifeboat launching, etc..

In addition to the claimed negligence, the captain is accused of a planned collision by willful intent, even if his role in the fatal navigational situation was to take over the command from the bridge team to avoid the reef collision, and not to cause the collision. In fact, the captain took the command at the time of 21:39:16, 5.46 minutes before the collision with the reef. In hindsight, this should have been sufficient to avoid the collision with the reef, but the captain – or any of the bridge team - was not aware that the ship had passed the planned turning point by 0.6 nautical miles.

The main conclusion of the preliminary ISM Code analyses is that captain Schettino, with this sentence of 16 years in jail, caused by a chain of navigational error from the bridge procedures to the bridge management, has been the victim of a judicial misconduct. 

The same also goes for the bridge team members and the helmsman (see below), as their sentences up to 2 and a half year in prison (provisionally), were based upon a plea bargain, and not upon a fair trial.  

The use of Plea Bargains for the company and for the members of the bridge team  

We understand that the Company was granted limited responsibility for any criminal and operational offences by a Plea Bargain agreement by the Grosseto court.
However, we understand from the appellate court’s accusations that the captain thereby seems to be made solely responsible for the condition and operation of the ship, and of all faults committed both by himself and all the ship’s officers and crew by violating the various laws, regulations and orders, leading to the accident, while the Company’s responsibility seems to be cancelled by the Plea Bargain. 

The captain was denied any Plea Bargain. 
This use of Plea Bargains between the national court and the shipping company is a clear breach of the IMO’s ISM Code, which is the most crucial international regulation of ship management and operation, which states the following in chapter 3 (excerpt only):

“If the entity who is responsible for the operation of the ship is other than the owner, the owner must report the full name and details of such entity to the administration.”

The Skagerrak Safety Foundation find it to be of a general interest to clarify if such a Plea Bargain in serious maritime accidents thereby has the effect of totally cancelling the Company’s responsibility, which is to ensure the safety aspects of the vessel’s operation, such as the design, seaworthiness, passengers’ safety equipment (LSA), the preparation of environmental protection, as defined by the IMO’s ISM Code, etc. 

Such a Plea Bargain also contradicts the ISM Code’s requirement of the Company objectives and functional requirements (Chapter 1.2 and 1.4), and the regulation of authority and responsibilities between the Company and the ship’s captain.

Furthermore, it should be clarified if the similar Plea Bargains between the Italian Court and the group of four ship’s officers and one Company officer have any restricting effect upon their duty as colleagues or witnesses in the captain’s trial.

Finally, we understand that the Plea Bargain for the ship’s bridge team officers, by the offering of “suspended jail” sentences, was made as an agreement with the company, with the consent of the court, without any qualified defense or fair trial, and we feel that this use of Plea Bargain is a threat to the principle of all seafarer’s right to have a fair trial, judged by their “equal peers”   

The Skagerrak Foundation has so far made a considerable effort to clarify the circumstances around the sinking of Costa Concordia, and has provided several of proposals for amendment of the regulations and operational standards for cruise- and passenger ships to IMO and relevant bodies of the maritime regime, in the interests of both the safety of future passengers and for the professional crew manning those ships.  

The human factor: Captain Schettino
It is commendable that the Company obviously provided all possible support and offered psychological stress counselling to all passengers and crew members that were rescued. However, the company and the shore rescue team did not appreciate that the captain was also a victim of the accident.  

Quite the contrary, after having been active in the most central position, ending up with the supporting and coordination work of the ship’s 20 lifeboats in the rescue operation from the reef for about 6-7 hours, he was arrested and handcuffed as a criminal person, and put in jail in Grosseto for a couple of days he was totally denied any kind of psychological counselling or any kind of physical help or support, but was only offered some pills for his headaches. 

The ISM Code, chapter 6.3.1, states:

«The company should ensure that the master is given the necessary support so that the Master’s duties can be satisfactorily performed»

                                                The ISM Code, Resources and personnel, chapter 6.3.1
At the time the captain was arrested, the Company did not support the captain, as required by IMO, the national administration and the insurance company, quite the contrary. 
The captains duty did not stop at by the finishing of the rescue operation, The Company was fully aware that the captain was facing a very demanding period of clarifying and reporting the events of the accident, which required by the administration. The captain should be kept in good health and condition to comply with this requirement, in addition to the human respect of the captain as a private citizen of the Italian society. The company failed to do so.
It is well known that disasters and catastrophic crises strongly affect human behavior.

The American SAMHSA’s National Health Information Center describes the effect of the human reactions after being exposed to a crisis or any traumatic event, as follows; 

«People undergoing a crisis or dealing with the aftermath of a disaster are normally, well-functioning people who are struggling with the disruption and loss caused by the disaster. They do not see themselves as needing mental health services and are unlikely to request them. Because of this, it is important that those treating individuals undergoing a crisis learn to recognize the common reactions to a traumatic event. Reactions can include changes in behavior, physical well-being, psychological health, thinking patterns, and forgetfulness.”
In Captain Schettino’s case, we can see from various court references in public media that the captain was accused of «lying» to the court, by denying or forgetting important events, and several times he had to correct his primary explanations. 

According to the stress syndrome, and we expect also in accordance with well-known medical knowledge from Italian health and medical institutions, the Italian Police and the Italian Court in this case executed illegal hearings and interrogating of a person suffering from a crisis trauma (posttraumatic effect).

We have been dealing with captain Schettino’s case for about two years, and we quickly experienced that to get a detailed picture of the various phases of the accident, we had to make scrutinizing questionnaires for the captain to answer or comment on, to understand the detailed events clearly from both the navigational and the rescue phase. This process of scrutinizing questionnaires and comments from the captain can be documented. 

This documentation shows that the captain was not at all «lying» to the Court, as he probably was suffering from a memory distortion, as a posttraumatic effect from the nightmare of the accident. This treatment of a posttraumatic person by the Italian police is also a breach of the maritime labor conventions, entered by Italy, and is a disrespect of a ship’s captain.
As another example of totally unacceptable treatment of a person under stress, we refer to the Italian Coast Guard’s captain De Falco’s harassment of captain Schettino during the rescue work, when the captain was steering a lifeboat full of passengers. It is indeed very sad to see the humiliating verbal harassment of a ship’s captain who was in the middle of the most tragic event any captain may experience, the loss of his ship.  
This communication, where the captain was immediately blamed and judged to be guilty of the accident by the Italian Coast Guard lawyer, was immediately distributed to the world-wide media from the Italian Coast Guard.

This harassment of a captain is a breach of the international search and rescue convention.
In fact, captain Schettino is also himself a victim of the Costa Concordia accident, as his many years of splendid carrier as seafarer and captain overnight suddenly turned him to a criminal person and manslaughter. 

A weaker person than captain Schettino might have been totally broken down by such harassment from a rescue officer from the highly respected Italian Coast Guard.

The human factor, helmsman Jacob Rusly Ben
Able seaman Jacob Rusly Ben is an Indonesian citizen, of 40 years, with wife and two kids, now living in Jakarta, Indonesia. 
Together with the other three members of the bridge team, he entered a Plea Bargain arrangement with the court of Firenze, and was sentenced to imprisonment for 18 months, on provisionally condition. He will not have to serve in prison, and is “free”.
In fact, he was sentenced to 18 months imprisonment as a consequence of his language or hearing problems. He should not been assigned as helmsman or lookout in the first place, as he could not communicate with the bridge team.

We can see that he has been interviewed by a local newspaper, and told that he, during that night,” I lost everything I had been working for, my job and the welfare of my family”. 
He is now unemployed, as no manning company will not even let him in the door after his sentence for negligence in duty. He has turned to be a psychological patient; he has lost his trade, and sees no hope for the future. 
He cannot understand what happened, and claims that he did what he was supposed to do; he followed the captain’s orders, as best he could. He now wants to clarify his case. 

Upon question about his relation to captain Schettino, he said that the captain was a nice person that always smiled.
12.12.2016 / AS
                                                ------------------------------------
THE SKAGERRAK SAFETY FOUNDATION

Arne Sagen, MNI
Accident Investigator (ILCI/USA) / ISM Controller (IACS) / Quality Assessor (ISO 9000)

The Skagerrak Foundation main concern: The Italian killing of the ISM Code.
The Norwegian Safety Foundation Skagerrak is concerned that the use of “Plea Bargains” in maritime accident cases, which transfer the Company’s ultimate responsibility to the captain, is a violation of the basic intention of the ISM Code, and this may have a detrimental effect upon the future practice and effectiveness of the ISM Code. This practice may lead to dilution of the ISM Code’s basic intention. 
This transfer of the ultimate responsibility from the company to the captain does not distinguish between management responsibility, accountability and criminal responsibility, and may lead to an unfair criminalisation of the captain or the relevant seafarer.
The Skagerrak Foundation also refers to our letter of the 20th November 2015 to IMO concerning the breach of several basic IMO codes and regulations, which is revealed by the investigations and analyses of the Costa Concordia Accident. 

We fear that these problems are not restricted to the Costa Concordia accident, as a company or captain’s problem, but represent many of the sailing cruise and passenger ships, and especially the elder fleet. The letter referred to breach of the following regulations: 

THE GRANDFATHER CLAUSE: CREATES UNDUE GAPS BETWEEN NEW AND ELDER SHIPS  

NAVIGATION: CONFUSION ABOUT TRAINING FOR THE USE OF ELECTRONIC NAVIGATION

IMO SAR RESCUE OPERATIONS: HARASSMENT OF CAPTAIN UNDER RESCUE OPERATIONS
INSUFFICIENT STABILITY COMPUTERS (DECISION SYSTEMS) FOR CRUISE SHIPS

BREACH OF REQUIREMENTS FOR OPERATION OF CRUISE SHIPS’ WATERTIGHT DOORS
INSUFFICIENT IMPLEMENTATION OF THE ISM CODE IN SOME FLAGSTATES’ JUDICIAL SYSTEMS
Reference to Skagerrak Foundation letter to IMO and EMSA, of 4th August, 2016
Reference to Skagerrak Foundation letter to IFSMA and Cesma of 31st October, 2016
Reference to “The Accusations” and “The appeals of defense” (The court of Naples)

Reference to the Costa Concordia report booklet by Arne Sagen: 

“Costa Concordia’s captain fights back, the role of the ISM Code”. (53 pages)
The booklet report can be ordered for 50 Euro via e-mail to <a.sagen@online.no>

SKAGERRAK SAFETY FOUNDATION

OFFICE: Gml. Drammens vei 227 ● Asker sentrum / POST: Postbox 23 ● 1371 Asker ● Norway

WEB: www.skagerrak.org (new site will come) / EMAIL: jan@harsem.no / a.sagen@online.no
TELPH.: Jan Harsem +47-95 77 11 99 / Arne Sagen + 47 67 54 17 10

The Skagerrak Safety Foundation was founded in 2004 as a continuation of the sea safety work from the support group for the families of 159 lives lost by the fire of “Scandinavian Star” in 1990. The Skagerrak Foundation is a non-profit organization, with the commitment to give support to the victims of ships accidents and seafarers, and to work for the continuous amendment of maritime rules and regulations to avoid reoccurrence of the same accidents. Jan Harsem, the president of the Skagerrak Foundation, which was one of the victim families of the “Scandinavian Star“ disaster, was rewarded  the Emile Zola Price in 2014 for his outstanding work for safety at sea. 

