
 
MCI Circular 341/2026 

  

To: Shipowners, Managers, Classification Societies, Surveyors and ISM Companies 

  
Subject: Lessons learned from loss of anchor during navigation 

  

Date: 9th March 2026 

  

Summary 

  

Maritime Cook Islands would like to disseminate the key findings and lessons learned, as a result of the 

investigation on the EAGLE S accident and in light of the Final Investigation Report “M/T EAGLE S – Loss of 

anchor and damages to underwater cables, 25th December 2024 – Baltic Sea off Helsinki (Finland)” issued on 

27 February 2026. 

  

Maritime Cook Islands would like to highlight that the investigation report’s conclusions confirm that the 

event was not the result of an intentional act, but rather the consequence of a combination of technical 

deterioration and operational factors. 

  

The investigation identified a progressive failure of the anchor securing system, compounded by gaps in 

maintenance, operational practices and oversight, which ultimately allowed the incident to develop and 

remain undetected for several hours. 

  

Maritime Cook Islands would like to take the elements contained in the Safety Circular below to the attention 

of all interested stakeholders, with particular focus for management companies and Classification Societies.. 

 

 

Safety Circular 

  

1. ​ Background and purpose 

  

During a sea passage, a vessel unintentionally deployed one of her anchors. The deployment remained 

undetected for several hours and resulted in damage to subsea infrastructure. 

  

The subsequent investigation established that the event did not result from a single technical failure or 

operational error. Rather, it developed as a consequence of the progressive deterioration of several elements 

of the anchor securing system, combined with inadequate maintenance, survey oversight, weaknesses in 

operational control and misinterpretation of abnormal vessel behaviour. 

  



 
The evidence collected indicates that all three independent barriers forming the anchor securing system – 

namely the windlass brake, the chain stopper and the additional sea-passage lashing – had lost their 

effectiveness, allowing the anchor to progressively deploy. 

  

In particular, the primary restraint, represented by the windlass brake, was no longer capable of holding the 

anchor load. As a consequence, the forces were progressively transferred to the remaining securing 

arrangements, which were themselves unable to withstand the normal dynamic loads generated during 

navigation. 

  

Furthermore, the sustained reduction in vessel speed was not properly assessed and was incorrectly 

attributed to environmental conditions or possible engine-related issues. As a result, the vessel continued to 

sail with the anchor deployed for approximately seven hours before the situation was identified. 

  

The occurrence highlights the need to treat anchor securing arrangements as safety-critical equipment, both 

in terms of their actual condition and the way they are operated and verified. 

  

The purpose of this circular, which does not apportion any blame or liability, is therefore to provide 

stakeholders with the relevant elements and lessons learned following the investigation in order to prevent 

recurrence of similar events. 

  

2. ​ Technical condition and maintenance issues 

  

The brake system was found with worn linings no longer capable of providing adequate holding capacity. The 

chain stopper assembly showed corrosion, deformation, material loss and excessive clearances. The 

additional sea-passage lashing was also in poor condition and not arranged in accordance with the intended 

original configuration. 

The overall condition of the equipment was inconsistent with maintenance activities reportedly carried out 

only a few months earlier during vessel dry-docking. The absence of verifiable records or photographic 

evidence, along with insufficient verification of maintenance work and dry-dock repairs, made it difficult to 

reconstruct the actual extent and quality of the work performed. 

  

Deficiencies in PMS documentation and traceability were also identified, limiting the ability to confirm the 

effective execution and control of maintenance activities. 

  

The findings indicate that routine inspection and condition monitoring were not sufficient to identify the 

progressive loss of integrity of the anchor securing system. 

  

3. ​ Operational practices 

  



 
The investigation identified weaknesses in the securing arrangements applied prior to departure. Procedural 

deficiencies in anchor-securing operations were also identified, as the securing for sea passage had been 

carried out without cross-checking and under operational time pressure. 

  

Anchor securing for ocean passage requires the effective use of all three barriers – brake, chain stopper and 

additional securing – and should be treated as a safety-critical task subject to confirmation within departure 

readiness procedures. 

  

4. ​ Recognition of abnormal vessel behaviour 

  

Following the anchor deployment, the vessel experienced a sustained reduction in speed which persisted for 

several hours before the situation was identified. During this period, the performance deviation was 

attributed to environmental conditions or possible machinery-related causes. 

  

The investigation identified a misinterpretation of the sustained speed reduction and associated performance 

anomalies. This was influenced by the normalisation of recurring machinery deficiencies and the use of 

informal reporting and communication practices, which reduced the perceived significance of the abnormal 

condition. 

This occurrence demonstrates that unexplained or persistent loss of speed should be treated as an abnormal 

condition requiring prompt and thorough verification and investigation rather than simple assumption. 

  

5. ​ Survey and classification considerations 

  

The condition of the anchor securing arrangements found after the event indicates that progressive 

equipment deterioration had developed over a significant period. 

The investigation therefore highlighted gaps in the survey scope, particularly within the Transfer of Class 

process which took place few weeks before the occurrence and also included the deletion of related 

Conditions of Class. 

  

6. ​ Organisational and ISM Considerations 

  

The investigation identified weaknesses in documentation retention, traceability of maintenance activities 

and follow-up of recurring deficiencies. 

These elements indicate that Safety Management System controls related to maintenance and technical 

oversight were not fully effective in practice and revealed weaknesses in SMS implementation and internal 

audit effectiveness. 

  

7. ​ Lessons Learned 

  



 
The investigation has shown that the occurrence did not result from a single failure, but from the combined 

effect of progressive technical degradation, insufficient level of maintenance and improper operational 

practices that allowed the condition to remain undetected. 

  

In particular, the event developed as the effectiveness of multiple independent safety barriers was gradually 

reduced over time, while inadequate maintenance, limited survey oversight, operational shortcomings and 

insufficient performance monitoring prevented the deterioration from being identified and addressed at an 

earlier stage. 

The central lesson of this case is that anchor securing systems should be treated as safety-critical element 

with objective verification standards, bearing in mind that, for sea passage, these systems function as a 

multi-barrier safety system and that the loss of effectiveness of any single element significantly reduces the 

overall safety margin. 

  

In this context, the following lessons have been identified for consideration by shipowners, managers, 

shipboard personnel, classification societies and other stakeholders. 

  

Management companies should implement specific maintenance procedures for anchor handling and 

securing equipment within their Planned Maintenance System (PMS), including defined intervals for 

inspection, testing and renewal in accordance with manufacturer’s recommendations. These should include, 

as a minimum, brake lining thickness measurements and renewal criteria, testing and recording of brake 

holding capacity, verification of chain stopper securing capability and other relevant functional checks. 

  

In addition to routine inspections carried out by the crew, such requirements should also apply, in particular, 

to major repairs and extraordinary maintenance works performed during dry-docking. This should include 

mandatory attendance by company superintendents, written reports supported by photographic evidence, 

retention of work orders and contractor service reports, post-docking functional verification by the crew and, 

where appropriate, by the Classification Society. 

  

From a procedural perspective, the investigation highlighted the need for the development and 

implementation of clear operational procedures for anchor securing under different operational scenarios, 

including mandatory cross-checking by crew members, inclusion of anchor securing status within 

pre-departure checklists and adequate crew training. 

  

Furthermore, the misinterpretation of the vessel’s speed reduction over several hours raises concerns as to 

whether companies have in place adequate training and procedures for deck and engine crew with regard to 

basic watchkeeping practices. These include speed monitoring and recognition of abnormal vessel 

performance, proper use of navigational tools for the assessment of environmental conditions, procedures for 

the identification and reporting of main engine abnormalities and structured technical communication 

between deck and engine departments as well as with shore-based management. 

  



 
Companies should ensure that maintenance records, dry-dock documentation and repair evidence are 

retained and traceable, that internal verification processes effectively assess the condition of safety-critical 

equipment and that recurring deficiencies are subject to timely and effective corrective action. 

  

The circumstances of the occurrence and the findings of the investigation also draw attention to the 

Classification Societies checks, particularly with regard to the inspection and testing of anchor windlass and 

securing systems during periodical surveys. 

  

In particular, the survey scope may be reviewed with consideration given to requiring, during such surveys, 

practical brake holding tests under load and specific verification of anchor securing arrangements (chain 

stoppers, turnbuckles, pins, wires, etc.), together with a review of PMS-related documentation. This may 

include strengthening survey checklists and instructions to surveyors for windlass, brake and chain stopper 

systems. Surveyors should be appropriately informed and trained accordingly, with emphasis on the fact that 

anchor securing systems should be treated as safety-critical machinery, not only for the safety of the vessel 

but also for the protection of third-party infrastructure. 

  

This is especially relevant where a change of Class has taken place, as in the present case, where the vessel 

had undergone a Transfer of Class between two IACS member societies only a few weeks prior to the 

occurrence. 

In this respect, and as a general consideration, the application of any derogations from IACS Transfer of Class 

requirements (PR1A) that may limit the survey scope should be carefully evaluated in order to ensure that the 

survey scope remains adequate to confirm the actual condition of the vessel. 

  

  

  

For further information or clarification please contact the Regulatory, Technical & Operations Department at 

technical@maritimecookislands.com 

 
 


