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Safety Measures on Elevator Maintenance

To avoid the accident happen again on elevator maintenance; hereunder, the
reminders for you to follow up:
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Risk assessment and elevator maintenance instruction:

Does the risk assessment prior to commence the maintenance work to fully
understand the existing risk and to avoid.

Study the instruction manual in details to know the cautious/attention
point on maintenance.

Place the warning sign of UNDER MAINTENANCE at the elevator door of each
floor, to avoid the others for accessing the elevator.

Should wear the personal safety equipment, such as safety helmet,
working shoes and prepare enough 11lumination facilities, such as torch,
working light.

To be at least 3 person as a team and prepare good communication equipment,
such as walkie-talkie. While carry out maintenance work, suggested one
person to be stand-by in the machine room and the two others (leader
and assistant) work on-site.
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Before commence of the maintenance work
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Confirm the cage stopping floor.
Order the person in machine to switch-off the main power.
Use special key to open the elevator door for entering the cage then
through cage hatch to the place of manual operated control panel
positioned.
4. Switch-over the selection switch:
a. Switch over the control mode selection switch on control panel from
AUT to MAN.
b. Switch over the safety selection switch on control panel from NORMAL
to STOP.
b. Beware of vicinity environment all the time while working, to avoid
oneself and working mate from any possible falling, slipping or hitting
by protruding matter.
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After on-site person (leader and assistance) in place on the cage:
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1. Order the person in machine room to switch-on the main power.

Switch over the safety selection switch on control panel from STOP to
NORMAL. The assistant should always keep an eye to the surrounding
condition and stop the cage operation by switch over the safety selector
to stop mode if necessary.

3. Now the cage can be inch operated by push the button UP or DOWN, while
the hand off the push button the cage movement will be stopped, the leader
can start the routine maintenance or inspection.
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Completed the maintenance to leave the cage:
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1. Return the cage to the position at the beginning and order the person
1n machine to switch-off the main power, then restore the manual control
panel by a. Switch over the control mode selection switch on control

panel from MAN to AUT.
b. Ensure the safety selection switch on control panel at
NORMAL mode.

2. On-site person can through the hatch on the cage back inside the cage,
then close the hatch cover firmly and inform the person in the machine
room to switch on the main power and recover the elevator into normal
operation.

1 * % E-Type t#Cage } ¢ Operating Panel [ B®.
Below the sketch of E-type manual operating panel on the cage

Safety selection switch on control panel
At NORMAL, means safety device in working.
At STOP, means elevator operation will be stop for both MAN and AUT
control mode.
You attention and good cooperation would be highly appreciated and
anticipated.
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TO: Master, C/E and all Crew FM: EMU-LDN DATE: 23 / FEB /2008
MAR- MAT REF. NO.: MAR-2009-008

SUBJECT: “Vessel General Permit” implementation for EMU fleet
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As per previous Marine Circular MAR-2009-004 noted, since February 06, 2009 vessels
entering into U.S. territory waters (3 miles limit) will be automatically covered by the
"Vessel General Permit" and must have a Compliance Program or Company Policy in
place to ensure compliance with the VGP regulation and requirements that includes the
implementation, monitoring and documentation of best management practices for the 26
discharges covered by the permit that are applicable for each vessel.

TRE S ATE < MAR-2009-004 3857 » F 2000 4 2 F 6 B » FLEE A TSR0 it
A LG FIHﬁI‘:‘IIWﬂ"ﬁ'IJ"ﬂ{‘F’ﬂ e B JLF TG AR, fla{fr’HAﬁ{uHcIJ
MEETANE VOP o2 ML B R QURT BT ol Ao Erey 26 TERGAHFG e B I S s T -
II"'“J"ILE :T_'-_: [[U.'._ri_ud':{ -J"

A copy of the VGP document and associated enclosures should be kept in the Company
office and onboard each vessel. Therefore, the Company plans to send via e-mail or to
burn the document and associated enclosures into a CD disk and distribute to our fleet in
the near future for shipboard implementation.
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For the vessels will recently be enter into U.S. territory waters, please follow the enclosed
“The Best Management Practices” and “Vessel Discharge Inspection Checklist” to comply
with the VGP regulation and requirements as well. During the period of vessel in U.S.
territory waters, the vessel must conduct the inspection of discharge once per week and
before the formal inspection checklist is available to our fleet, the inspection should be
carried out according to the enclosed "Vessel Discharge Inspection Checklist” then record
the result into Deck/Engine Logbook. For the detail of the VGP implementation and
regulatinn please refer to the enclosed "VGP Compliance Document’”.
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Since the VGP regulation is only covered in U.S. territory waters. The Master should keep
the VGP CD disk onboard in case for service route changing in the future.
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Port
C/Engineer

[CATEGORY]
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VGP Annual Inspection Notice



VGP ANNUAL INSPECTION NOTICE
Notice Date: 2010/04/20

To the Master of Ever Excel Ref No.

Date of Inspaction: | 21/Apr/2010_ Place of Inspection: T KSG

_Inspectors: [
Time | Scope of Inspection Remark
0845 ~ 0800  Open meeting _ Key man
0900 ~ 0930  OWS gverboard valve open-up C/Engineer
L ingpection _
0930~ 1200 Sludge tank, bilge tank, void space Officers / Engineers
L sounding / pipe duct inspection /
steering Gear room void space checking
{ bow thruster room visual inspection / _
elevator pit, air conditioner visual o
inspection, etc |
1200 ~ 1300 Lunch Break ‘
1300 ~ 1530 Document checking (VGP checklist, Officers / Engingers
L deck logbook, engine logbook, oil record
book, Garbage record book, LSA/FFE
logbook]) | #
1530 ~ 1600  Close meeting Key man |

Note: The above inspection program is subject to adjust by actual ship schedule

Issued by: EMU Taiwan Office
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Lift Operation Manual (extract)
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9. MAINTENANCE AND INSPECTION INSIDE PIT

Operate the cage and open the cage and landing
doors at the lowermost floor. One worker must
shortcircuit the door switch for doorway at
landing with another worker remained
inside the cage. Then, ascend the cage approx.
1.5 m, For shortcircuiting operation, push the
door switcﬁ with hand. And, the worker remained
inside cage must close the cage door and push

UP BUTTON (2F button will do.) When the cage
goes up approx. 1.5 m, the worker who has short-
circuited it at landing must release door switch.
Thus, the cage stops and the worker inside the
cage must push the emergency stop switch for assur-
ing séfety. Hereafte}, the operations are to be

carried out inside pit.
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EMU Vessel Discharge Inspection Guideline
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Annex F

Lift Manual Extract - Escaping Method in Emergency






5.ESCAPING METHOD IN EMERGENCY

If the elevator should be stop suddenly while operating with
passenger in the cage, for some reason or other, he must bhe
calm and take the following countermeasures.

(1)

(2)

(3)

(4)

If the elevator should stop suddenly with cage within
+200mm from floor level of the landing, he can open the
doors ancd escape from it vary easily.

If the elevator should stop suddenly in other positions
than that shown in the aforementioned item (1) , PUSH THE
"EMERGENCY STOP" push button switch and "ALARM" bhutton.
Upon making communication with outside sources, he must
behave himself accordingly.

If he fails in communicating with outside sources, he
must escape by himself. in this case, take the following
procedure and cautions to the fokkowing points

1) Check whether or not the "EMERGENCY STOP" push button
switch on the operating panel in the cage has been
pushed.

2) Pus up the emergency exit cover at ceiling on the cage.

3) Climb the escaping ladder from the ceiling of. the cage
and escape to the outside from the hoistway top.
In this case, as there are many machines and apparatuses
on the cage, he must behave himself with utmost care.
When he climbs the gangway ladder, there is no
possibility of operation of the cage and he must climb

it step by step with care.

4) In other cases than emergency escape, do not try to
escape from the cage.

Once emergency door is opened, merely closing it can,t
restore the elevator to the original opetdtive state.

In order to be restored,operate the "RESET BUTTON" in
the controller.

Speciél attention should be taken before operating of
"RESET BUTTON". ;



6., RESCUE METHOD AND CAUTIONS IN EMERGENCY

(1)

i

P
N
(-

(3

The staff-member in charge who has come in
coptact with the passenger in the case by
emergency bell goes to the elevator machine
room immediately.

The number of staff-members in charge who

go to the elevator machine room must be more
than QIand they must carry an electric torch.

L.

Turn off the main power switch for control

panel installed at machine room. (PHOTO 1)

(PHOTO 1)



(4]

- AU R .
Open the hatch for rescue and confirm the

position where the cage is stopped.

: : 4 ~abeve the position
Open the door at the floor abeve the posi

where the cage has stopped. In this case, he
sure to use the key for emergency use pro-

vided at machine roon.

The Emergency Key Hole is located
on upper side of floor door panel.
To open the door, insert the key
horizontally into the hole, move
your key-holding hand toward the
center of door, and then push the
door in opening direction.

(See Photn?)

Phaoto?
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(11)

(12)

(13)

(14)

(15)

After going-up operation ol the cage, remove the handle
for releasing of brake and then, overate the brake

mechanism.

Rescue the passenger at the floor of which landing door

has been opened,

At the condition of (12), the distance between cage floor
level and landing floor one is desired to be within *200mm.

When passengers are rescued, 1500mm approx., will be enough.

After rescuing passengers, the distance between cage floor

level and landing floor is within X200mm.

Besides the rescue method of which procedure is as mentioned
in the above items (1) ~ (14), <here is the following rescue
method. That is, you can get down inside the hoistway from
the hateh for rescuing purpose of' the machine room through
the escaping ladder and open the escape exit cover at the
ceiling of tne cage. Then, you can guide the passengers

and rescue them,

In this case, vpay attention to the following voints:

Thnat is, benave yourself, taking into consideration the
machines and apparatuses existed in the hoisiway and
unstability of scaffold on the cage. There is a strong
possibility tnat passengers might touch the machines and
apparatuses inside hoistway, resulting in developing a
drovping accidents., Accordingly, it is desired to rescue
vassengers by means of the procedures mentioned in iiems
(1) = (13) in other cases than emergency (oreakout of fire

of ship),



(18) vhen there is a telephone between cage and elevator
machine room, make the best use of the telephone,
You can get = grip on the situation inside tne cage by
exchanging conversation with passengers inside the cage
by telephone. Thus, you can control the ascending
quantity.of the cage according to the instruction of

passengers inside the cage . (FHOTO 5)
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Annex G

MCA's Code of Safe Working Practices section 20.12 - Personnel Lifts and Lift Machinery






20.12 Personnel Lifts and Lift Machinery
20.12.1 Before a lift is put into normal service it must be tested and

examined by a competent person and a certificate or report issued.

M

MSCPOI/Ch20/Rev|.02/Page |13



BS 5655:1986
Lifts and service
lifts (or an
alternative
equivalent
Standard).

20.12.2 Regular examination must be carried out by a competent person at
intervals not exceeding six months and a certificate or report issued. More
detailed examination and testing of parts of the lift installation must be

carried out at periodic intervals.

20.12.3 A person chosen to act as a competent person must be over 18
and have such practical and theoretical knowledge and actual experience of
the type of lift which they have to examine, as will enable them to detect
defects or weaknesses and to assess their importance in relation to the safety

of the lift.

20.12.4 Details of the tests and examinations required for the issue of a
certificate are given in BS 5655:1986 and equivalent Standards. Guidance is
also contained in Guidance Note PM 7 from the Health and Safety Executive

- Lifts: Thorough Examination and Testing.

20.12.5 An initial risk assessment must be made to identify hazards
associated with work on each lift installation, including work requiring access
to the lift trunk. Safe working procedures must be drawn up for each lift
installation. Persons who are to be authorised to carry out work on or

inspection of the lift installation must comply with these procedures.

20.12.6 The specific areas that the risk assessment should address should

include, as appropriate:

(@) whether there are safe clearances above and below the car at the extent
of its travel:

(b) whether a car top control station is fitted and its means of operation;

(c) the working conditions in the machine and pulley rooms.

20.12.7 Based on the findings of the risk assessment, it is recommended that
a permit-to-work system, as described in Chapter 16, is adopted when it is

necessary for personnel to enter the lift trunk or to override the control

N
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safety systems. It is strongly recommended that no person should work alone

on lifts.

20.12.8 Any work carried out on lifts must only be performed by
authorised persons familiar with the work and the appropriate safe working
procedures. These procedures must include provision for both the safety of
persons working on the lift and others who may also be at risk such as

intending passengers.

20.12.9 Appropriate safety signs must be prominently displayed in the area
and also on control equipment such as call lift buttons. Barriers must be used

when it is necessary for lift landing doors to remain open to the lift trunk.

20.12.10 Experience indicates that the most important single factor in
minimising risk of accidents is the avoidance of misunderstandings between
personnel. A means of communication to the authorising officer and between
those involved in working on the lift must be established and maintained at all
times. This might be by telephone, portable-hand held radio or a person-to-
person chain. Whatever the arrangement, action should only be taken as a

result of the positive receipt of confirmation that the message is understood.

20.12.11 Before attempting to gain access to the trunk, whenever possible
the mains switch should be locked in the OFF position (or alternatively the
fuses should be withdrawn and retained in a safe place) and an appropriate
safety sign must be positioned at the point of such isolation. This should
include both main and emergency supplies. In addition, the landing doors
should not be allowed to remain open longer than necessary; the machine
room should be protected against unauthorised entry and after completion
of work a check must be made to ensure that all equipment used in the

operation has been cleared from the well.

M
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BS 2655: (10 parts)
Specification for lifts,
escalators,
passenger
conveyors and
paternosters (or an
alternative
equivalent
standard)

20.12.12 When it is necessary for personnel to travel on top of a car, safety
can be enhanced considerably by the use of the car top control station
(comprising a stopping device and an inspection switch/control device)
required by BS 2655 or an equivalent Standard. Account should be taken of
the arrangement and location of the control station ie whether the stopping
device can be operated before stepping on to the car top. Persons must not

travel on the top of the lift car if no stopping device is fitted.
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EMU - Health and Safety Policy






[EVIEREREEN MARINE @E‘Q POLICY

\lssued by: Top Management _ |Number: |F’Dil¢¥ 01 Reviston:| 1
| Title: |Health and Safety Policy Page: 141

Hezlth and Safety Policy

The principle aim of cur policy is to encourage the development and the maintenance of a
sound safety and effective occupational health culture of the highest level amengst all
employees within Evergreen Marine (UK) Ltd. To achieve this, we have established an
Integrated Management System (OH&S) for our container Carriers and Company's
shore-based personnel,

We are committed to maintain and operate our ships safely and efficiently by providing a safe
and healthy working environment following these principles:

1. Making Health and Safety our first priority.

2. Promoting a culture of Health and Safety responsibility and awareness through the
implementation of training and familiarisation.

3. Complying with all reievant Health and Safety legislation, and where possible, improving
on these requirements,

4. Conducting Heailth and Safety practices in ship operation.

5. Establishing all reascnably practicable control measures to reduce identifiable risks
associated with the Company's operations.

6. Investigating all incidents and accidents to identify root causes and prevent recurrence of
human injury or ioss of life.

7. Demonstrating a high degree of Leadership and Management commitment.

Evergreen Marine {UK) Ltd. is certified according to the rules of the iSM code and has
aobtained a full term Cocument of Compliance {DOC) and committed to fully comply with
OHSAS: 18001-1989 standard.

| will be fully responsible for implementing the Health and Safety policy of the company. |
hereby designate the Head of the Marine Department to monitor Occupational Health and
Safety Management System implementation and authorize him as Designated Person (BP) to
provide a link between the Company and ship.

Date: 204Janf2010

Evergreen Marnne (UK} Limited

- President

COPY FOR REFERENCE ONLY
PUBLISHED ON:20/01/2010 EVERGREEMN MARIME UK LIMITED
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Annex |

EMU Marine Circular 22 February 2005 - Working safety instruction to the involved crew prior to
carrying out a particular task or operation
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|
%

&7 MARINE CIRCULAR

B

& > HATSU MARINE LIMITED-- Page: 1 of 2
‘E!q,}

%o: Master, C/E and all crew FM: HML-LDN DATE: Feb /22 /2005
MAR REF. NO.: MAR-2005-008

SUBJECT: To provide a briefing of working/safety instruction to the involved crew prior to carrying
out a particular task or operation.
HANREHEREARES  BAEBA T FESAT-RY -

MESSAGE:

In order to develop, establish and maintain a “Safety Culture” and to achieve the high standards
of safety in the Company, it is desirable that all personnel are to be careful examination of what action
or operations could cause an incident. Read the manufacturer's instruction manuals and related
Marine Circular/Maintenance Circular prior to carrying out a task. So that precautions can be taken to
prevent harm or personal injury.  The aim is to minimise accidents on board ship.

ETHAE -2 MEnd—mERz "o’ ALRERFEITLHEES - FELREL
PAEEME LA RAFARERGE - A Fhz mMEFEL B FRY - TR MR
THEBSH A aFE TR 2 AR EEF LR IR A FL AR

Reviewed the accidents had occurred in Group's fleet vessels and found that the root cause of
these accidents mostly was due to human negligence. And the majority of the accidents were wrong
and careless operation. A useful preliminary briefing of working/safety instruction prior to camying out
a particular task or operation to the invelved crew by the person in charge will help to eliminate the
nisk for each individual work activity, including, but not limited to, main/generator engine overhaul,
elevator repair or maintenance, drlls, bunkering operation or fransfer, hot work, working
aloftfoutboard, entry into enclosed space, electrical equipment repair and moving heavy object etc.
e d@imit s EAFE LBAREN ANGAEARMSATER BV AR HRAELS
AL S8 - BRI BARE  RAF UL BB AL FAREFA g A
EHHESEAE S TRDIRERFBENEAL S+ AL - 2BRLHE - ATAEER2 &L
HARBEAKEETH  FHEFAARKTROHANT o ERIFERD L - THEERE - B
FomhAMANE EHARRNIRIHE - HEALMSOIE - BAFNEMNARRL - AETAR
A WE ¥

During the safety/working briefing, the person in charge shall clearly give the working instructions
or procedures, the usage of special tools to the workers in accordance with the MCA's Code of Safe
Working Practices for Merchant Seamen or Manufacturer's instruction manuals. In the meantime,

assign duties to each individual worker and always monitor any possible unsafe acts that may cause

~ [APPROVED] ~ [CHECKED] [WRITER]
| [ ] I

(2=

T \_F

[CATEGORY]

HATRELU MARINE LIWTED



PAGE: 2/2
potential risks of hazards during the operations or maintenance. Furthermore, a risk assessment
should be made to identify the hazards and to take suitable measures.

TEHHEEHFRYS THY L2 FRANS - L BHEFAARKET AR RERH
EMTZ L HZF - LR RAAARRULTERZACHRES  ASrR R LESEGH &R
TABRAFEF2HEUBERT 28T ARPEEL TR S $dRduR §= B -

The following are examples of the consequences regarding safety, which may oceur on board the
ship: M T2 F8 « FAFEREHRMMEL Bl

1. Hydraulic tools were not properly used while overhauling the main engine or generator engine
and caused the nuts slackening. #i £ A ST RERSFEELA L EHT L L i f EHWEH -

2. Maker's instructions were not followed while repairing the defective bearing of main engine or
generator engine and caused senous damage. Any finding of a damaged bearing should report to
the Company immediately pricr to repainng by ship hands.

ERAGERMALSHES AREIBRFRNETZATAE SR B2 FF 4 Riod S FL -
B i ER % 4 ] S 3R 4L ) 45 U PR

3. Carrying out a drill without a safety briefing or assigning duties, particularly, on the drill of
launching lifeboat may cause senous damage and human injury.

Bk TS HRAE - AN ESeRRTHH Y - LE Sk ARz AL ST AT A 8
Wi LKA SR  AHRABRGTETE BN RHCABE -

4. Maintenance of the elevator or crane without collaborative work or giving safety instructions prior
to doing the task may cause possible nisk.
B WA R AERARE R LFA RS AR o R A R

Please kindly be advised that all crews shall read this safety instruction and establish a "Safety
Culture® in the Company and be sure that proper measures are taken to ensure an improvement in

safety as well.
s L A=A Ey TR A 2GR E " T 2" AR LS T2 L -

Bon voyage !
WH AR !



Annex J

Shipboard Safety Committees and safety and health meeting minutes - 5 December 2009



L0541

Revson 0 -
Fage 1041

[laso. OF MAY 2007

SHIPBOARD MINUTES OF MEETING

Ship name: HATSU EXCL Voyage number: 0478-073 W
Subject Shipboard Safety Committees and safety and health meeting
Date DEC/05/20083 Time 1030-1200

MS: C/E BUN.;

CO(S.0. J 2/E(E AB.(0-4):
2/0{D S 3E AB.(R.S.R.){4-8)
Attendance SID 4/E: AB.(B-12)

A.B.(DECK}:
GPC- FITTER:
v/t

1, Reoview the previous meeting and follow up aclions,

Agenda;

Al grewmmembers should keep the measure of the instruction as, {1) COSWP chapter 15,2 issued by UK MCA and
CK-FLT-0TDE-2, (2) COSWP chapter 168 & 17 issued by UK MCA and CK-FLT-0706-2, in daily routing work to
prevent Lhe falal casually happened.

2. Review the deliciencies of audits or port state control inspections, Corrected the deficiencies of onboard
inspection and closed the case on NOV23/2009.

3. Review the accident or incidents happened. No case was happened at this perod.

4, Review the near miss or minor-incidents happened. NIL

5. Revigw the shipboard discipline, health and zafety condition: {a) Strictly 1o measure all crew members’  body
icmpedature, (b) Strictly to comply with the safety measures of operation of tugs lines. {¢) To conduct the training
course: recognizing © Snap-back zone ® in mooring and towing aperations. (d] Strictly to execute shipboard food
preparation and handling as per HSQE WORKING MANUAL WM-FLT-bEDﬁ.

6. Reviaw the crilical machinery failure case. NIL

7. Roview the envirenmental largels achievement: Container overboard: until now guantity of containgrs gverboard
is Zero.

8. To conduct the training course: Shipbaard food preparation and handling.

8. Any other business and date ime of the next meeting

next meating will JANSE2009

Conglusion:

1. All crewmembers should keep the measure of the instruclion az, (1) COSWE chapter 25 issued by UK MCA,
(2] COSWP chapter 14, MGM-61, issued by UK MCA and HSGE PL-04, WORKING MANUAL
WKM-FLT-0806, CK-FLT-0605-2, in daily routine work to prevend the harmiul casdally happened.

2. Al prewmembers should keep all shipboard operations to compiy with the HSQE, other refevant regulations

and rules.

Approved by MASTER Frepared by

¢
D

EVERGREEMN MARINE LI LIMITED
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EMU Marine Circular 13 January 2010 - Encourage and promote the reporting of near misses






. MARINE CIRCULAR

{m

“me¢” EVERGREEN MARINE (UK) LIMITED

{F;;at:_‘;i:gf;;*. Page: 1 of 4
e e A
TO: Master, C/E & all crews FM: EMU-LDN r’_‘l;':'.?__'_;"" -_‘ﬁfD?ATE: 13 / JAN / 2010
LA E L 2 2 A4 R MAR-MATG:\ % REF:NO.: MAR-2010-002
N’

TR

SUBJECT: Encourage and promote the reporting of near misses
R BT EL T RELAE -
MESSAGE:

A near miss is an unplanned event that did not result in injury, illness, or damage - but had the
potential to do so. Only a fortunate break in the chain of events prevented an injury, fatality or
damage. Other familiar terms for these events is a "close call", or in the case of moving objects,
"near collision".
- BT L TR - RBRANMFEAERAARG A RS HARA - BEST R g
P 38R p @M TR AR RG 7 A AA BB LT RREDER
HH-FT CRAEBEFPNOE R L AT ERT -
Figure 1: Accident Trianqgle+

Heinrich Theory+

Fatality or
Catastrophic +

1+
Property Loss+/ \

Minor Disablement ol \ 30+

Medium Property Damage+

Medical First Aid or \ 300+
Minor Property Damage+ \

3,000+

Unsafe Actions and Conditions { Near Miss)+

The interpretation of the revised Heinrick accident triangle shows the relationship between accidents
and their identified related hazard. For every 3,000 hazards (including near miss), 300 will result in a
first-aid or minor property damage case. Of the 300 first-aid or minor property damage cases, 30
minor disablement or medium property damage cases will result. From the 30 minor disablement or
medium property damage cases, one fatality or catastrophic property loss is expected. Therefore, the
more information of near misses we acquire from the bottom of the triangle, the more lessons we can

learn and develop the countermeasures to prevent the similar event from happening again.

EVERGREEN MARINE (UK) LIMITED



PAGE: 2 /4
IR R EOE R AL R AR T R ARG MR A E 3R E (2 h OB
Tgd ot ) A2 300 B FREFSP) DA A R & 300 B F R &L PR AR
AR EERIOBIC] IRRA T RMAFA T T 0 R AR T AT BB A T R
o= R UHE PR AT A o Flt > AP SRR T IAR S > AR F I 5 g
A HEENHR LR RO RS

Left is the category of near miss includes

E:ﬁf.‘;, unsafe condition/act; potential injury/property

challenged

damage/release to environment; neighbour

complaint; safety barrier challenge; minor

Potential

property
damage

Potential injury/property loss/release to environment

below a pre-determined limit.

injury
Potential m Neighbor 2 e X R i M- 2 f
b} : TWEF A F L near miss AN 1 #3573 X 20
environment 1 RE (75 o 3% R = f,; N g;]ég—ﬁ;};"% 3
Unsafe Unsafe act/ e . 1 Ho . L e A . x
BRAR BMEEL  PRE2ENF FFFFHM B

Ty

condition

releasa to P B £ MANASRRS G (SFEIRR
environment® y . .
* Below a pre-determined limit = 3,] ? #J )

Possible near misses.

Near miss is a cheaper learning tool than learning from actual injury or property loss accident.
Moreover they are numerous. Since they are smaller in scale, relatively simpler to analyze the root
cause and easier to resolve the problem. Thus capturing near misses not only provides an
inexpensive means of learning it has some equally beneficial spin offs; which highlights the
significance of encouragement and promotion of the reporting of “near miss” by the fleet, so that we
can share the lesson and devise the plan and strategy to prevent the “real event” from happening.
Take “Ever Smile” man-overboard case as a example, after the event many captains reflected the
similar situation whereas narrowly escaped the danger. Supposed they report the near miss in
advance, the accident on Ever Smile should have been avoided.

WART IR AL GEMARL > AIFA TR - BRAFOEYIE (A P ER S o
d S HAEHC) > PR A E R AR TR AR T BE BT FA T LT k7 e
ERROEY IR P FFHV DR ERE - A RBR 2 R TR R Borgd R D
EEP ot AP R AT ERY AR K R g s o TR AR EA G
Bl FRisF SALRF PRSI eDITR A R E LG B Aok B a2 S R TR 2 i

A LN L BPRT LEL -

Therefore your are highly encouraged and appreciated to report “Near Miss” cases if any, some
guidelines below are for your reference:
Flph R R R T 23 AR SR U AL mE T o T FG- e KB LT



4.

PAGE: 3/4
Shipboard shall establish an awareness program for detecting “Near Miss” at all times, keep the
topic high in the everyday agenda, using meetings, other gatherings and coaching opportunities to
capture further near-miss reporting.
A AT BRERFMR] RTE A T o] T R R TP W L TR I £k
B gy denipg > nERL 50 “BIgd hE " WA
Keep the reporting form simple with less text.
FEEH N TR
Use FM-FLT-0902-1 via E-mail or fax to send the message. People should know how to report
near misses as well as they know how to press the fire alarm.
"L FM-FLT-0002-1 58+ % i~ B A # S 4f - RAAH “BI#3 d & i G o L E
B dese— o

Means of
reporting

By supervisor,
peers or self
resolution

By appointed
ilrn dividual/
team

——I Not an EHS issue |

Not a near miss

/—/;i;r system Standard accident

e —— investigation and
deficiency follow=up procedure

Discloser
by the
observer

. Manual form
. Electronic form
. Verbal

L Ry

. Supervisor's log B}ref}:;gi!?fﬂ
. Unsafe af.'tfcunditiun _ committee ﬂ ﬁ |=|
observation P e

| Communication with the reporter |

Simple near-miss model.

It is the company’s policy to encourage and promote the reporting of near misses, thereby the

reporter will not be blamed/punished, but highly praised/protected.

PR R AR BT T AP a0 FIRUFE A e §RFIFE ATt F R
KA RAY K

Prior to send the reporting, self-evaluation shall be carried out to review and analyze the root
cause and lesson from “near miss”, so that the countermeasures can be developed to prevent the
repetition.

FHARD 0 EA P ATE S R E A BIF2 T T ORARFE K KA F TR
FHESFA



PAGE: 4 /4
6. The Master is obligated to report “near miss”, but everyone onboard is highly encouraged and
requested to report if he finds any abnormity of potential injury or property loss.
ARG RBRLF BT ST 20 A §ARBE S & R LR T
LA RXGAHMARIF A nZm B F RIR o
7. Kindly collect and send your good ship’s “near miss” report at least once every season, certainly
the more, the better.ifc f 2 FE F o “BIF 4 P " XL P& F- S § R4 5484 o

“Near Miss” reporting is part of ship’s safety culture, and most importantly, it affects everybody’s
safety onboard. Nobody makes mistakes on purpose. They are always the result of bad leadership,
lack of training and education, lack of experience, poor technical solutions, assumptions, habits,
attitudes, culture, silent acceptance, shortcuts, etc.

“ﬁﬁ%é&iﬁ”ﬁﬁ{wtiiéﬂ&—,’afiéﬁiﬁvﬁwi%«&iioaﬁ‘ﬁ#ﬁ
e BET AT E R LRT VR B LB BRR VA BR 2R

Jf;f'%%@ii °

Take action on the near-misses that occur - because you will simply not accept accidents aboard and
you know that Accidents are Preventable. The better we are at sharing our knowledge about how
things go wrong, the fewer industrial accidents - and accidents at sea - will happen.

Hixe “BI g4 T QPHEEFFH-F LR E ARG I FL LM E w2 g R P AT
IEP e ﬂir“,ﬁfél,}fr%fii”_’rﬁ)ﬁzﬂ A EEE R ?!P,ﬁﬂ TEBEL

We need to get away from finger pointing and a blame culture and move towards the question of
"Why it happened" and "What can we learn from that." We need to get to a point where crew are
actually appreciated and acknowledged for reporting errors to a near-miss system. Everyone aboard
needs to feel comfortable about reporting a near-miss event to the company. Because we can see
that safety gets better and better and because people start to talk about safety issues in a very
different way. It suddenly all makes sense.
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Thank you for your full cooperation.
R HHE acua £ 0T )

Bon Voyage.
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EMU 2009-10 Fleet Management Review Meeting Minute

The chairman of meeting welcome all of you to participate in this meeting of fleet
management Review and reminded attending members to verify all the necessary
documents and records in preparation for the external audit of ISM Code, ISO 9001:2000
and 1SO14001:2004, which will be scheduled on 19. April 2010.

Topic_1 Review safety management meeting in last year resolution and its result.

¢ Regarding Internal and External Audit:
The EMU-MAT is ongoing review and revises our HSQE manual to become more users
friendly and through visiting ship and internal audit to enhance documents control and

safety concept.

e PSC inspection in 2009:
Enhance the onboard training and port Captain with port C/E onboard inspection to reduce

the PSC deficiency.

o fleet accident/incident and near miss cases:
There were 2 fatal accidents during last 3 month period, although we found main reason
were personal lack of safety awareness, but how to enhance our crew safety awareness
will be our task of coming year.

e (090910-ELITE- Crew overboard and dead;
e 091119-SMILE-Crew Overboard;

Topic_2 Overview company HSQE Policy and targets setting

Company’s Safety, Quality and Environmental Policy had no change last year and has
been reviewed by DP and found all policy is still suitable for next year and decides to
keep it.

The Quality targets for the 2010-2011 Marine Department are change to reviewing fleet

“Oil Record Book” record entry every 6 month (March and September) compare the

deficiencies raise in first and second half year to achive 10 % recudtion of count of
deficiencises.

The 2010-2011 fleet quality targets remain the same

1.) Reduction 1% TEU of container overboard (compare with last year).



Topic_3 Overview Internal and External Audit

A.) Main deficiencies of Internal Audits for fleet

_entering enclosed spaces.

No. Deficiency Type |
Fire damper in steering gear room was found stuck. It needs to be

01 o . . NC
maintained for ensuring smooth operation.
The safety sign and mark were cornpleted all areas of the vessel except

02 | the areas of forward windlass and fresh water chlorination device in 2" OBS
passage.
The ship was not aware of the risk of falling hazard caused by

03 . . OBS
movable door mat while getting wet.
The vessel had never removed the tarpaulin of the liferaft boarding ]

04 | ladder for maintenance and ensuring the condition for immediate OBS
use.
Regular cleaning of the oil filter was not properly conducted to

05 . h T OBS
prevent fire accident and food contamination.
Shipboard failed to start up the engine of the port side lifeboat during

06 - . NC
the boat drill in the audit.
Drill and rescue from dangerous space should be carried out every o
two months as required by COSWP 10.5.1. However, no evidence

07 . . . . . . OBS
of drill scenario for simulating the rescue of an incapacitated person
from dangerous space was found in the past two months drill record.
“Enclosed Space Work Permit” record of “M/E Scav. Air chamber

08 inner clean” date of AprQ7, 2009 was found that the PIC did not OBS
define the reporting interval of time (minutes) as section 2.4
requirements.
The sill edges of the lighting-hole aperture at Bay01 forward did not

09 | paint with Hi-Viz color to accentuate their respective position in the OBS
designated walkway. Trip hazards.
Suspension wire of davit of port side accommodation ladder was found

10 | squeezed in the sheave. The wire needs to be renewed for the safety of NC
operation.
Cleanliness of the oil filter (fat trapper) in the gallery was not

11 acceptable as the surface of the filter was covered by oil drips and OBS
the oil drainage in 2 steel cans seemed having been kept for a long
time.

12 Bulldogs used at the ends of the lifeboat fall were not rigged OBS
properly.
No evidence of simulating the rescue of an incapacitated person

13 | from a dangerous space which carried out on Oct07, 2009 for drill of { NC

Summarize the non-conformities above and analysis, we have conclusion as below:



In year of 2009, we have totally 11 vessel internal audits activities conducted by Taiwan
office/London office inspectors; 2 vessels have external audits by MCA.

Base on internal audit records total 13 non-conformities or observations had completely
corrected by shipboard and closed out.

Regarding with external audit, there are 2 observation and 1 deficiency of general
inspection had been raised by auditors and been closed out by ship.

To make a comprehensive survey of total 16 defects, 50% of defects are related to
Equipment maintenance, 31% of defects are related to COSWP or Regulation requirement,
13% are related to Personnel training and no defect is failed to achieve environment policy.

Category defects Percentage
Documents compliance 1 6%
COSWP/Regulation requirement 5 31%
Achieve environment policy 0 0%
Personnel training 2 13%
Equipment maintenance 8 50%
Deficiency raised in internal and external audit

U Documents compliance - B COSWP/Regulation requirement

O Achieve environment policy O Personnel training

@ Equipment maintenance

The most deficiencies (4 of 8) of “Equipment Maintenance” category were S/E-related
including fire damper, lifeboat engine, remote control wire and bulldog grips on lifeboat fall
etc. Two deficiencies of maintenance of galley oil filter (fat trapper) were found not properly
conducted.

Deficiencies in “COSWP/Regulation Requirement” reflects some safety officers lack
completed concept of safety requirement in COSWP as well as mandatory regulations. The
majority of deficiencies in this category are safety sign/mark and slipping hazard.

Category “Document Compliance” is no more the lead as last three years which means the
document users onboard have better understanding on the HSQE documents.

All “Personnel Training” deficiencies are with regard to drill of entering enclosed space
which is required by COSWP 10.5.1 to carry out every two months. And this means the



annual drill and exercise program is not carefully checked by Ship Master and Company as
well at beginning of each year. '

There is no deficiency in the category “Achieve environment policy” which continually
improved since from last year showing shipboard personnel have been well educated for
environmental issues.

Action to be taken and improvement in 2010:

1. Enhance maintenance inspection including relevant document review e.g. risk
assessment/checklist, cross check the time and place of carrying out, verify the
understanding of PIC for precaution and maintenance details during the internal audit or
routine onboard inspection.

2. Besides simulation exercise, MAR-MAT should verify fleet annual drill program to ensure
complying with regulations.

3. Increase visiting ship frequency to make a close communication between shipboard and
Company and impress key staff for all safety aspects in order to develop safety culture
onboard.

4. Review effectiveness of shipboard training by interviewing crew and document
inspection in audit or onboard inspection

Topic_4 Overview fleet PSC inspection in 2009-2010

" Port | LAX [ HBG [ ZEE | OKL | YYT | HKG | SHG | TYO TCM | TRA | TOTAL
Vessel | 8 | 5 4 3 2 1 1 1 1 1 27
NC | 0 | 3 0 2 | 2 1 0 0 0 1 9
Times N
15 5
1 f—
03 T 1
@ F & SN S
o> » w?ﬁ\g{\ §h®°\6& @S\O’o 5 a 00&\&\«; GQ\}@(\@
6{\2\;\ %2\‘\6
L
Summary of deficiency by PSC inspection:
| Port | Ship name Deficiency item I
HBG ELITE e Charts not up to date by lack of NtM for 4 weeks and all
charts for the
intended voyage have to be corrected to latest NtM 5/2009.
(chart & publication)
e The International Code of Signals is expired. Should be
@.2005.




{chart & publication)
s The Spare Magnetic Compass has a big air bubble.
{Maintenance}

CowyT SMILE s MOB smoking signal light un-light. {life saving equipment)
e Some certificate of competency for seafarers have ne holder
sighature. {certificate)

TRA SMART sThe entry of LRIT in form E of SE Certificate did not update.
{certificate)

OKL ELITE s US Coast Guard found severely damaged port embarkation

(Gangway gangway

accident) * An external audit is recommended to be conducted by the
flag state or recognized security organization.

HKG SMILE » found not updated ITU publications. (chart & publication)

Review and analysis PSC inspection deficiencies:

1) Total 27 times P3C inspections ip EMU fleet vessel and 22 without deficiency, and
except "Ever Elite" case other 4 vessels arose 7 minor deficiencies by PSCQO.

(2} All deficiencies were rectified by the shipboard Master, and the corrected reperts had
submitted to PSCO to close out.

{3} The main faulty errors are "charl & publication” and "certificate”.

Action Take:

Port Captain and Port C/Engineer will enhance the inspection on the listed NC while

conducting visiting ship and/or internal audit to prevent recurrence.

Topic_§ Overview the fleet accident, incident and near-miss cases
A, Accident and incident cazes:

1. Encountering heavy weather and resulting in damage ta Hull: Crate: 7/Marf2009

Ship's name  |MV HATSU ENVOY Voyage No.  |0316-068W

Ship's pasition  |LAT 53-18NiLONG 17447E Master: _

TO LAT 53-15MILONG 168-55E

HATSU ENVOY encountered heavy weathar in her voyage from Cakland, U.S A to
Aingang, P.R.O.C. on Mar 07, 2009. There are following Hull areas damage reported
due to heavy weather:



1. THE BULWARK OF STARBOARD BOW BETWEEN FRAME 320~316 AND
FRAME 210~307 WERE SLIGHTLY DISTORTED AND SWORN UP ON THE TOP
FLATE.

2. THE ANCHOR LIGHT ON THE FORE MAST WAS BROKEN AND FALLEN DOWN.

The ancher light was repaired immediately since there is spare part set on board.
Regarding to the damages of Bulwark, it has been arranged to be repaired in her next
dry-docking.

2. Crew injury; Date: 30/Aprf2009

Ship's name MV HATSU ENVOY  |Voyage No. 0331-070E

Ship's position  Lat4o-08en/LONG 168-095w [Master: [ INEG

MM MAMARION, -was cut by dropped angle grinder while HATSU ENVOY
was sailing from Ningbo, P.R.O.C. to Los Angeles, U.S.A. The wound was around 3-
7em wide and 0.5cm deep. It was 5 days to the next calling port and second officer
decided to suture the wound after consulting with Evergreen Group ¢linic doctor I
The vital signs of life were kept monitoring and report to company day by day and found
all in normal condition.

The patient was sent to hospital once HATSU ENVOY called at Los Angales for further
medical treatment. It is confirmed by doctor that the patient is fit for duty so he was sent
back to ship for recovering and continuing his service,

3. Touch botton; Date: 09/Julf2008

Ship's name |EVER SMART Voyage No.  0021-025E

Ship position |Celombo ) [Master:-

At 1351 of Jui 09, 2008, EVER SMART was suspected te touch hottom in south
entrance of breakwater. EMU arranged diver to carry out bottam survey to confirm if
there is any sericus damage o ship's hull once the EVER SMART safely berthed at
Colombo, also ship's hands were requested to sound all tanks and make sure if there is
seawater ingress.

1

According to diver's report, there are only 2 minor dents to propeller blades. After
consulting with pilot, it is understood that the entrance of breakwater is silted up with
sands. Therefore we deliver a complain letter to Colombe port authority to raise our
complain.

S_hip hands are requested to keep monitoring tanks sounding, void spaces, vessel
vibration, propelling condition and if there is any further seawater ingress, and found
everything works normally.

4. Crew death case: Date: 10/5ep/2009

Ship's name EVER ELITE Voyage No.  |0474-067W




Ship position Oakland, U.S.A. Master:_—

At 0505 of 3ep/10/2003, .&Bi_rigged p'side accommodation ladder for
berthing preparation with AB, L During the time AB | v=s litting
up handrails, Lower part accommodation ladder and AB fell into the sea
accidentally. AB -s body was subsequently found but died.

EMU carry cut a study to the reason lower part accommodation ladder fell and to other
securing measures to prevent from similar case occurred again. Another reasen SB

sacrificed is he didn't wear working vest as per company's requests, and EMU
emphasize again the importance of wearing proper gquipment in difference
circumstances.

This case has been investigated by MAIB and MCA, and EMU zlso prepared detailed
report to this case.

5. Touch bottom: Cate: 13/MNow/2008

Ship's name [EVER SMART Voyage Na.  |0101-027E
Ship position |Suez Canal Channel Master:

At 1440 of Nov 13, 2009, EVER SMART was suspected to touch bottom in fainwvay
channel of Suez Canal, All tanks sounding, void spaces, vessel vibration, propelling
candition are observed and found all in good order. Hence diver was arranged in

Kagohsiung for bottom survey, According to diver report, there are only minor paint
scratches in the bottom.

6. Crew death case: Date: 19/Now/2008

Ship's name |EVER SMILE Voyage No. 0108-028W |

Ship position |Taipei, R.O.C. Master: _—/

EVER SMILE was scheduled to call at Taipei Harbour on Nov 19, 2009. Aft Tug "Sky
501" attended tp the aft to make fast the tug’s line araund 2055. Due to the rough sea
candition, GPC_S leg was twisted by Tug's heaving line and pulled him
overboard and missing, At 0959 of Nov 23, 2009, GPC [}z body was found on the
beach of Taoyuan, where |ocates in the south of Taipei.

EMU have a meeting with Taipei port authority and lug company, both are agrees o
improve their procedure to make fast tug's line safely.

B. Mear-miss cases:

Ship's name Date Location Category Near Miss

I f Coali ler tube to prassur
SHINE 08/JAN/2009 Al Sea neale poling wated Wos fo pressire

) Equipment  swilch of C/R unil cooler broken
SMILE 2TIJAN2009 PTP Unsafe act  Paint falling down from pallet




) ] T while it was lifted.
Unsaf ‘ Water ingresses into Bridge
PRIDE | 07/MAR/2009 At sea neate USE Ol wing console caused alarm
Equipment )
continuously sounding
LEXCEL 16/JUN/2009 At sea Unsafe Containers in cargo hold were
Condition found leaking oil
] o
Cl rter situat d
SMART | 24/AUG/2009 | UshantTSS | Unsafeact | o ore cruatonyame
by VTS
SMILE 16/SEP/2009 PTP Unsafe Anchor fouled a wasted anchor
Condition chain at PTP anchorage.
EAGLE 18/0CT/2009 LAX Unsafe use of | Biack smoke from auxiliary T
Equipment boiler ignition.
Unsaf Water mist burst out from M/E
EAGLE | 23/0CT/2009 LAX S8 | cylinder cover while blowing
Condition _
engine.
Unsaf Water leaked from M/E air
n
EAGLE 07/NOV/2010 At sea sa.e cooler alarmed CFW Exp Tk
Condition
[ low level.
C. Analysis the accident, incident category:
| Injury Engine | Stipulation Crew ]
Category FFO , . L Total
lliness failure violated | discipline
2009 3 3 | o | o0 0 6
: Machinery /
Operational ] .
’ Category human error equipment | External factors total
defect
2009 |5 0 ! 6
D. Analysis the near miss category:
B |
Unsafe Unsafe Unsafe use of
oo | e |
category nsafe Act Condition Equipment | Equipment Total
2009 | 2 4 1 2 9 |




Operational Machinery /
category human error eqsg;;nc?nt External factors Total
2009 2 5 2 9

E. Conclusion:

Two fatal accidents related to shipboard operation in 2009 were the most significant
cases ever which have involved MAIB investigation and MCA additional audit to review
our safety management system. By the time of this meeting, MAIB’s final investigation
report has not been published yet. And as the result of MCA audit carried on
20/Jan/2010, we are advised to take the measures to reinforce on safety issues
onboard, such as purchase of inflatable lifejacket to replace working vest, safety
harness instead of safety belt, revising safe working procedures, etc.

One of root causes of these accidents is lack of personal safety awareness which was
frequently ignored by shipboard personnel even they have received the training since
join the ship. These cases showed that the effectiveness of training is poor. Safety
culture must be developed among the crew by upgrading PPE to be more convenient

for user, improving safe working procedures, auditing and reviewing crew’s

performance to gain safety awareness of shipboard personnel.

The second category of accidents in last year is “Touch-Bottom”. One of two cases at
Colombo was resulted from inaccurate chart information, by which the depth of
entrance was not properly surveyed and updated by port authority. And another one
was caused by unqualified pilot and poor BRM. Fortunately, by appropriate handling,
both accidents had just only slight scratches and did not raise further hull or structural
damage.

Regarding the near miss cases, increased slightly than 2008. Company has issued a
Marine Circular to encouraged Masters to report all near miss cases with no-blame
policy. Most of near miss cases were related to equipment defect causing unsafe
condition. The shipboard computerized maintenance plan will be reviewed for those
defects have been found.

In overall review of above analysis result, we learnt that the major causes of most
accidents were related to inadequate shipboard training and maintenance. Company
will target training and maintenance issues and intensify inspection on board against
accident recurrence.

F. Actions to be taken:

1.
2.
3

Establish the comprehensive risk assessment data base for shipboard reference.
Develop safe working procedure of risky tasks.

Continually promote safety awareness for ship crew and Ship Safety Officer through
the MAR-MAT and EMU-TWN auditors when carrying out routine onboard inspection
or SQE internal audit.

Enhance the function of Shipboard Safety Meeting by Company reviewing shipboard
Safety Meeting Minutes and other relevant documents (risk assessment, special



operation checklist etc.) to trace all concerned safety measure in every chance of
inspector onboard both at THP or KSG.

5. Keep studying cases of “Near-Miss” or “Accident Report” and conclude the root cause
and counter measures to produce feedback to fleet for preventing recurrence of similar
case.

Topic_6 Overview and analysis of seafarer onshore training

The training courses arranged for Taiwanese and Filipino seafarers at Evergreen Seafarer Training
Center (STC) and Evergreen Training Centre Manila (ETCM) are listed out and analysis as below
respectively. All seafarers are shared in whole Evergreen group fleets, include EMC, EMS, EMU
and ITS.

6.1 Total 1,546 seafarer trainees attend the training courses in Evergreen Seafarer Training Center
(STC), with the result of all trainees passed the assessment, no one needs to be re-trained .

Data collected from Evergreen Seafarer Training Center for 01/JAN/2009~31/DEC/2009.

No. COURSE CATEGORY TRAINEE
Environmental Compliance Program Follow-Up Environment -
1 | Course lI(Level A) 164
Environmental Compliance Program Follow-up Environment ﬁ
2 | Course Il (Level B) 432
Environmental Compliance Program Course 11 Environment
3 | (Level A) 70 :
| Environmental Compliance Program Course 11 Environment
4 | (Level B) nvironm 223
Guidance to Safety Working for Crew on Board Safe'ty &
5 Navigation 58
6 | D.G. Cargo Course Recurrent Training Cargo 145 T
7 | Dangerous Goods Code Training Cargo 38 T
Guidance to Safety Working for Chief Cook on Health
8 | Board 19
The Pre-Boarding & Reinforce Course for Deck Safety &
9 | Management Level Navigation 57
. o . . Safety &
10 Practical Navigation Safety Intensive Training Navigation 90 —l
The Safety Maneuvering of Ultra Large Container | Safety &
11 | Ship (ULCS) in Shallow Water Navigation | 36
The Orientation Course & Assessment for Safety & —!
12 | Engineers before Joining on Board Navigation 192
13 | Medical Care Training Health 6 —,
14 | Medical First Aid Training | Health 16 [
TOTAL 1,546 7




STC training course in 2009
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6.2 Total 1398 Filipino seafarer trainees a.ttended the training courses in ETCM (Evergreen Training
Center Manila) from 01/Jan/2009 to 31/Dec/2009. All people attended the training courses were
passed without any failed.

Data collected from Cargo Safeway Inc. for 01/JAN/2009~31/DEC/2009.

No. COURSE IN THE PHILIPPINES CATEGORY TRAINEE
1 | Pre - boarding Training course Safety & Navigation 453
2 | Environmental Compliance Program ( ECP) Environment 814
3 | VGP Environment 131
TOTAL 1398




ETCM training course in 2009
1000 — R4 ]
800 fr
600 453 —————— =His
400 —— 131
200 Sl Emes T RnEgTy et
0 hess (. |
Pre - boarding Environmental VGP
Training Course  Compliance Program
(ECP)

6.3 Overall, in year 2009, our seafarers received varies training courses before join ships and also get
re-fresh courses after a long term service on board. In the below table and chart, says that our
training courses are focus on the Environment and Safety & Navigation parts.

Analysis the type of training courses provided in STC and ETCM in year 2009.

Training course Trainee
Category Number | Percentage | Number | Percentage
Environment 6 353% 1834 62.3%
ilzf\?itgaficon 6 35.3% 886 30.1%
Cargo 2 11.8% 83 6.2%
Health 3 17.6% 4| 14%
Total 17 100% | 2944 ] 100%

Training Course Category

Health

Cargo 17 6%

11.8% :\

Safety &

Navigation
35.3%

Environment
35.3%




Trainee in each Course Category

Safety &
Navigation

30.1%
Cargo
Qf 6.2%
Health
Environment 1.4%
62.3%

Topic_7 Overview and Analysis of Master review

According to HSQE Manual WK-FLT-0302, The Master shall periodically review all
aspects including the standards of OHSAS, ISM code, ISO 9001 and ISO 14001 in
order to evaluate the HSQE management system’s effectiveness and make proposals
for improvements by using the form “Master’'s Review” (FM-FLT-0302-1). The Master's
Review shall be done at least once a year, but in cases where the Master's working
contract is less than a year, the Master shall at lease review the shipboard management
once prior to disembark that particular vessel.

During the period from January to December 2009, the Marine Section has totally
received 11 reports of Master’s Review. All the issues have been closed up or are being
followed up accordingly by in charge Sections.

The summary of Master's opinions as following:

Ever Elite: 01/Mar/2009

Routine review only, no other issue raised by Master.

Company’s Comments:

Thanks for his review and hope to see his valuable bpinion in next review.

Ever Eagle: 10/Mar/2009

On Jan.30 evening when approaching to MYPTP pilot station and sailed from MYPTP
next afternoon, found many vessels anchored very close to pilot station than before. As
known, such anchored vessels including some long term lay-off vessels. Consequently,

it is very difficult to find a clear route and/or main channel no matter for inbound to or
outbound from the PTP pilot station. We suggest Company could send an official letter



to PTP port control authority to help and improve such confused and dangerous
condition for navigation safety.

Company’s Comments:

Company will fook into this situation and response to concerned parties accordingly; in
the meantime Master shall exercise extreme caution for navigation safety until the
congestion becomes loosen.

The said situation had been improved and replied by ship Master after we sent a
complaint letter to port authority.

Hatsu Excel: 12/Mar/2009

When in damage control/prevention of flooding drill, Crew prepared for emergency tools
of flooding prevention, emergency tool water plug that the sizes 850, 200, 125, 65, 50,
and 40 mm does exist o/b. For crew efficiently dispose to plug and cut off the various
holes of hull plating and pipe. May | suggest adding to supply 750, 650, 550, 450, 350,
and 250mm for contingent use.

Company’'s Comments:

EMU LDN/MAR-ENG: It would be appreciated if ship side could locate the suggested
plugs, then we could make assessment of the necessity of these plugs to be supplied.

Since ship’s hands did not inform the location of the said plugs needed, we would
suggest the ship’s hands to create a scenario for flooding drill to see if ship’s hands can
cope with the situation.

Ever Ethic: 27/Mar/2009
Routine review only, no other issue raised by Master.
Company’s Comments:

Many thanks for received this review and as you know the "Master Review” is one of the
key element designed to help ship’s Master communicate with company (DP), we do
hope to see your valuable opinion in your next review.

Ever Shine: 14/May/2009

Recently, ship's navigational equipment had many troubles, due to parts working hour
limit overdue and caused failure, some parts must changed regularly, but we have no
record about that. For example, Radar's magnetrons, working hour overdue will caused
poor performance and finally malfunction. Some internal ventilation fan of equipments
are also had limited working time, such as VDR, RADAR, INMARSAT, COMPUTERS
24hrs running instruments. Every equipments part have limit working hour but we do not
have record of it completely. Ship's computers are very important equipment, need
expert to inspection and maintenance periodically, for avoid failure, some problems are
out of crew's ability.



Company’s Comments:

EMU LDN/MAR-ENG: Grateful to Master's opinion and the response from Engineering
Section as follows. Primarily, all navigation and communication equipments onboard the
ship should be inspected and credited by Class surveyor annually on Safety Radio
Survey to assure the said equipments can be further use safely, but still, if there is any
equipment malfunction found in between the survey, ship hands are requested to make
the repair application in time. As to the parts working hour limitation that Mastel
mentioned, we would appreciate to the ship hands for creating such parts working houi
record and remind the in change person of the Company to carry out the necessary
maintenance according to the instruction book accompanied the equipment.

Ever Smile: 20/Jul/2009

VDR(Voyage Data Recorder) installed on ship , only one pc card (2GB) working inside
to record important data for 13.5hrs use, after that new message will overwrite the
previous one. it means that we also just can get partly record for reference when the
event period over 13.5hrs, that incompletely data would not be enough for case study.
For ship’s safety and owner's interest sake, the integral record of any event is obviously
very important. Therefore in case of company could supply another one pc card and
one card reader to ship, any occurrence of accident from its beginning to an end, ship
hands are able to use the two pc cards in turn and copy the pc card data into hard disc
of computer by card reader to keep complete record for company studying and
judgment.

VDR MODEL: JCY-1700, pc card model: 7HRJDDO0O1
Company’s Comments:

With regard to the issue, Company will purchase spare memory card and card reader
for fleet.

Company had supplied the spare memory card to whoie fleet by the end of 2009.
Ever Sigma: 21/Sep/2009

Marine Circular MAR-2009-017 Accommodation ladder operation procedure, all
preparation works are limited at alleyway only until completely berthed, which conflict
with OCD-OPD operation prospect, please lower gangway with safety net within 30
minutes after your vessel made fast, the preparation work is difficult to fulfill OCD-OPD
requirement.

Company’s Comments:

With regard to accommodation ladder operation procedure, MAR is negotiating with
concerned parties to amend the wording to waive the 30 minutes time limit. Please note
that Company’s Policy is always “Safety First®, and there is no room to compromise. All
crew should learn the lesson from the tragic fatal accident, and follow the
accommodation ladder procedure as mentioned in Marine Circular MAR-2009-017
strictly to prevent reoccurrence.



Company has negotiated with EOC and observed that crew could prepare
accommodation ladder within 30 minutes usually. it should be ample to finish. However,
for the safety, Masters were advised that never press the crew on rush rigging, standard
procedure must be followed up even can not complete within 30 minutes.

Ever Elite: 18/0Oct/2009
Routine review only, no other issue raised by Master.
Company’s Comments:

Regarding the fatal accident is still under investigation. Master is encouraged to express
your opinions in all aspects of safety management system for Company continual
improvement.

Ever Pride: 05/Nov/2007

In CK-FLT-0704-1 Cargo operation record item Nd.2 instructions for loading Danger or
Reefer cargoes from WM-FLT-0704 should be instead of HSE PR-07-03.

Company’s Comments:

Company will revise CK-FLT-0704-1 Cargo operation record as the mistake.

The said checklist had been revised and issue to fleet on 07/Jan/2010.

Hatsu Envoy: 09/Nov/2009

Routine review only, no other issue raised by Master.

Company’s Comments:

Kindly bear in mind and provide your valuable opinions on your next review.

Ever Shine: 27/Nov/2009

According to suggestion of Marine Circular MAR-2009-028, Strengthen announce to all
crew must been strictly followed this instruction. Beside, refer to COSWP charter 25
annex 25.1, drawing the snap-back zone for the fore' & aft deck to remind the potential
risk of personnel while in the mooring operation. This subject is to be listed in shipboard
familiarization training material. It was proposed addition deck department rating quota,
e.g. AB or OS, Itis in order to replace the experience insufficient engine crew
(motorman). Meantime, let deck department have enough manpower to carry out the
deck maintenance work or navigational bridge watch simultaneously. Also reinforce the
education, requirement of safe working and safe work places on board the ship with
monitoring strictly.

Company’s Comments:

Company will evaluate the present manning level of deck hands onboard. Before
manning level changed, please make sure that there is always sufficient manpower to



carry out shipboard activities safely especially for those hazards involved operations e.g.
mooring, tug’s line operation.

Company’s evaluation shows that present manning level onboard is above the
requirement of Safe Manning Certificate. But only the qualified personnel which have
received proper training could carry out the task.

Ever Prima: 09/Dec/2009

1. In WM-FLT-0709 | found in the references paragraphs there are something
inconsistent. It's better to revise on the next revision.

2. No monitor cameras onboard, if possible to install one set, it would be better to ship's
safety and security.

Company’s Comments:

1. Company is editing our new HSQE manual at the moment, the said inconsistency will
be revised as well.

2. This security issue should be mentioned in ISPS review instead of ISM part. By the
way, the installations of additional monitor cameras involve in some hardware
modifications, before any change, please enhance manual monitoring by ship's hands.

Reviewing the report of Master's review, we are satisfying the result of shipboard
management.

Overview the fleet Masters’ review ports, we categorize the opinions as below:

Environmental aspect - Nil
Onboard training - Nil
Communication - Nil
Maintenance plan 1

Safety equipment

Manual correction 2
Health aspect - Nil
Emergency preparedness : 1
Legislation - Nil
Shipboard operation 03
No comment 03

n

The statistic above shows the most portions “Shipboard operation” and “No comment
are the top two over half of all reviews. From the increasing reviews of Shipboard
Operation, it shows that safety awareness is promoting among our fleet. On other hand,
for those reviews without suggestion, we encouraged our Masters by mentioning in
Company’s comment to feedback their opinions on any aspects of HSQE system.



Some reviews involved external parties were properly resolved by endeavour of the
office. For instance, the case PTP overcrowded anchorage situation potentially
endangers safety of navigation, so the D.P. had written a letter of complaint to Port
Authority and relevant parties. Now the situation is better and that was improved and
witnessed.

“Manual correction” once was the highest issue in the last three years, but it was
reduced dramatically in 2009. Since the present edition of HSQE was launched from
May/2007, many typo mistakes in the Manual had been found and revised accordingly
during shipboard implementing process. In near future, a consolidated manual which
synchronizes other ISM system manuals of group sister companies is ongoing for
diminishing crew’s confusion from transferring among different group companies.

Although few Master reported without comment, generally in conclusion, both Masters’
review and performance for shipboard management during the last year are satisfied.
All suggestions, opinions had been gave appropriate answer by relevant Sections, any
follow-up actions were also closed out by the in charge Sections. Company shall keep
open-minded to all masters of our fleet for continuous improving.

Topic_8 Legislation Review

1. New MSC Resolutions:

MSC.239(83) ;\gz;;rt]i::dc;fdamendments to the international convention for the Safety of Life at Sea, 1974,
MSC.240(83) Adoption of amendments to the protocol of 1988 relating to the international convention for N
' the Safety of Life at Sea, 1974, as amended
Adoption of amendments to the intemational code for the Safe Carriage of Packaged Amends
‘ MSC.241(83) Icr;raéiie)]ted Nuclear Fuel, Plutonium and high-level Radioactive Wastes on Board Ships (INF MSC.88(71)
ode
[ MSC.242(83) Use. of the Iong-range identification and tracking information for maritime safety and marine
' environment protection purposes
MSC.243(83) | Establishment of international LRIT data exchange on an interim basis T;es\gg%i&)
MSC.244(83) Adoption of performance standard for protective coatings for void spaces on bulk carriers |
and oil tankers
MSC.245(83) | Recommendation on a standard method for evaluating cross-flooding arrangements
MSC 246(83) Adoption of performgnce standards for survival craft AIS search and rescue transmitters
(AIS-SART) for use in search and rescue operations
} MSC.247(83) Adoption of amendments to perfgrmance stan.dards for survival craft radar transponders for | Amends
use in search and rescue operations (Resolution A.802(19)) A.802(19
J MSC.248(83) Adoption of a new ship repor_tfng system “The Papah?naumoku?kea Marine National
Monument” particularly sensitive sea area (PSSA)
I MSC.249(83) Adoption of a new mandatory ship reporting system “on the approaches to the Polish poan 7
in the gulf of Gdansk”
L SC.250(83) Adoption of a new mandatory ship reporting system “off the South and Southwest coast of | -
Iceland (TRANSREP)"
( MSC.251(83) Adoption of amendments to the existing mandatory ship reporting systems “Off Ushant”, “off ]
les Casquets” and “Dover Strait/Pas de Calais”
| MSC.252( (83) | Adoption of the revised performance standards for integrated navigation systems (INS)
LMSC.253(83) Adopt.ion of the_performance standards for navigation lights, navigation light controllers and
associated equipment
MSC.254(83) Adoption of_ ame.ndm_ents to the pgrformance standards and functional requirements for the | Revoked by
long range identification and tracking of ships MSC.263(84),
MSC.255(84) | Adoption of the Code of the International Standards and Recommended Practices for a
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EMU’s Chairman’s letter to MCA dated 3 June 2010



160 EUSTON ROAD,
LOMNDON NW1 20X,

FEL: O g8112
EVEARGREEN MARINE (UK) LTD o R TR
:_;','_,,_ o WYAT Registration Na. 245743452
03 June 2010

pear D

We acknowledge receipt of your letter dated 04 May 2010 regarding the
position of MCA following the three fatal accidents occurred to personnel
working for Evergreen in recent months.

We deeply regret the death of these crewmembers. The accidents have been
considered with extreme seriousness by all our personnel at Evergreen
Marine UK Limited.

For your reference, and in order to enhance our Safety Culture, additional
precautions and actions have been taken:

= Detailed review of risk assessment before 01 July 2010;

= Further development and review of safe working procedures according to
risk assessment;

» Marine Circulars of increasing safety awareness have been sent to all

the fleet;

= Inspection/visiting (superintendant) to our ships will be increased by
50%;

= Safety target 2010-2011 with zero tolerance policy related to death has
been set;

= Additional study of other international regulations for our reference;

= Close partnership with our Training Centre in Taiwan to develop courses
related to safety with the aim to improve awareness of safe working
activities onboard.

Please note that we will be dealing with any infringement severely, under the
zero tolerance policy, we will penalize the person (s) who breaches the rules.
The punishment includes dismissal and a record of demerit.

We expect our commitment to enhance additional measures and actions in
the safety system will drive the company’s fleet back to the Safety route which
has always been asked for.

Best regards,

Chairman

QUALITY
ASSURANCE

S0 14001:2004
IS0 S001:2000

Fegistered Office; 160 Euston Road, London NW1 20X HRegistered In England & Wales Nao. 1458897
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EMU Marine Circular 3 June 2010 - Letter to masters, officers and crew of all EMU vessels






MARINE CIRCULAR

“ser¢’ EVERGREEN MARINE (UK) LIMITED

> Page: 1 of 2
/& ~.¢- *'—
TO: Master, C/E & all crews FM: EMU-LDN [r",s {D‘ATE 03 / JUN / 2010
L irE PSS E 2 24 R Capt. Clement Ya"" ‘RER NO.: MAR-2010-013

‘\ ""n. J-.ﬂtl"

SUBJECT: Letter to Masters, Officers and Crew of all EMU vessels
RKREMUS; i enfd o

MESSAGE:

Regretfully, as all of you already know, Evergreen Marine UK Limited has been severely affected in
the last few months due to the death of three crew members in fatal incidents.

_tb Attt AFEPS g A2 P (EMU)T A B kX FAd 2 2L R g- %
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These fatal incidents have called the attention of the British Maritime Authorities, and the company
has been also forced to enhance safety awareness against any wrong and careless operations
onboard from now on.

doatipt A B gebig = FRillem®EE g AH(MCA+MAIB) g RILE > B 27 & F4eipdy | an% >
BRI g N e A ;;ﬁ',C mERGE- O REA -

In order to improve a “Safety Culture”, precautions need to be taken to prevent personal injury or
deaths. Furthermore, a risk assessment should be made to identify the hazards prior to work and to
take suitable measures.

ROHEEFRT A2 T > 2P MR LEL 2R LELL R R lv;-’g'i?“‘ S QLR S
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We would like to remind Safety Officers Masters C/E that is your responsibility to ensure

crewmembers follow safety regulations. We will not tolerate any other breach of safety on board the

ships nor any excuses for the failure to comply with established procedures.
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Please note that we will be dealing with any infringement severely applied to the person (s) who
breached the safety rules and the Safety Officer. The punishment includes a record of demerit
and/or dismissal from the ship.

FHRYAL 2P R F X 2R BA PR R RGeS 0 s A SR

Every safety procedure, regulation, check list, drill, exercise etc have been developed with the
purpose of protecting the safety and life of crewmembers onboard and the ship itself.
AT R HBIRT R AE PR RV EE VAL T RERR 2 A2 AR 2 fl R

“Safety” is the fore front of every member of Evergreen Marine UK and that must be applied at all
times.

EVERGREEN MARINE (UK) LIMITED



PAGE: 272
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Please don't hesitate to let us know any problem you face to fully implement protective safety actions.
ek R AR A2 2 RFERFEEE R FRAES G T o P F e o

Your attention and good cooperation would be highly appreciated and anticipated.
BAEH T & Rera@jzdr & 17 > 35|

Bon Voyage.

AR A |



Annex O

IMO MSC-MEPC.7/Circ.7 Guidance on near-miss reporting



INTERNATIONAL MARITIME ORGANIZATION
4 ALBERT EMBANKMENT
LONDON SE1 7SR

o
&
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Telephone: 020 7735 7611

Fax: 020 7587 3210 .
IMO
Ref: T2-HES/4.2 MSC-MEPC.7/Circ.7
T5-MEPC/1.01 10 October 2008
GUIDANCE ON NEAR-MISS REPORTING
1 The Maritime Safety Committee, at its eighty-fourth session (7 to 16 May 2008), and the

Marine Environment Protection Committee, at its fifty-eighth session (6 to 10 October 2008),
noted that the Maritime Safety Committee, at its seventy-fourth session (30 May to 8 June 2001),
considered the issue of reporting near-misses and how to promote a no-blame culture and issued
MSC/Circ.1015 to encourage reporting of near-misses.

2 The Committees further noted that guidance was required:

1 to encourage reporting of near-misses so that remedial measures can be taken to
avoid recurrences; and

2 on the implementation of near-miss reporting in accordance with the requirements
of section 9 of the ISM Code with respect to reporting of hazardous situations.

3 Accordingly, in order to encourage the reporting of near-miss occurrences and promote a
safety culture, the Committees approved the guidance as set out in the annex.

4 Member Governments and international organizations concerned are recommended to
bring this circular to the attention of all parties concerned.

skoksk
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MSC-MEPC.7/Circ.7

ANNEX

GUIDANCE ON NEAR-MISS REPORTING

1 Introduction

1.1 Companies should investigate near-misses as a regulatory requirement under the
“Hazardous Occurrences” part of the ISM Code. Aside from the fact that near-miss reporting is a
requirement, it also makes good business and economic sense because it can improve vessel and
crew performance and, in many cases, reduce costs. Investigating near-misses is an integral
component of continuous improvement in safety management systems. This benefit can only be
achieved when seafarers are assured that such reporting will not result in punitive measures.
Learning the lessons from near-misses should help to improve safety performance since
near-misses can share the same underlying causes as losses.

1.2 For a company to realize the fullest potential benefits of near-miss reporting, seafarers
and onshore employees need to understand the definition of a near-miss to ensure that all
near-misses are reported. The company also needs to be clear about how the person who reports
the near-miss and those persons involved will be treated. The guidance that follows suggests that
the company should encourage near-miss reporting and investigation by adopting a “just culture”
approach.

1.3 A “just culture” features an atmosphere of responsible behaviour and trust whereby
people are encouraged to provide essential safety-related information without fear of retribution.
However, a distinction is drawn between acceptable and unacceptable behaviour. Unacceptable
behaviour will not necessarily receive a guarantee that a person will not face consequences.

1.4  Itis a crucial requirement that the company clearly defines the circumstances in which it
will guarantee a non-punitive outcome and confidentiality. The company should provide training
and information about its approach to “just culture” near-miss reporting and investigation for all
persons involved.

2 Defining near-miss

2.1 Near-miss: A sequence of events and/or conditions that could have resulted in loss. This
loss was prevented only by a fortuitous break in the chain of events and/or conditions.
The potential loss could be human injury, environmental damage, or negative business impact
(e.g., repair or replacement costs, scheduling delays, contract violations, loss of reputation).

2.2 Some general examples of a near-miss help to illustrate this definition:

A Any event that leads to the implementation of an emergency procedure, plan or
response and thus prevents a loss. For example, a collision is narrowly avoided;
or a crew member double checks a valve and discovers a wrong pressure reading
on the supply side.

2 Any event where an unexpected condition could lead to an adverse consequence, but
which does not occur. For example, a person moves from a location immediately
before a crane unexpectedly drops a load of cargo there; or a ship finds itself
off-course in normally shallow waters but does not ground because of an unusual
high-spring tide.

I\CIRC\MSC-MEPC\7\7.doc



MSC-MEPC.7/Circ.7

ANNEX
Page 2
3 Any dangerous or hazardous situation or condition that is not discovered until

after the danger has passed. For example, a vessel safely departs a port of call and
discovers several hours into the voyage that the ship’s radio was not tuned to the
Harbour Master’s radio frequency; or it is discovered that ECDIS display’s scale
does not match the scale, projection, or orientation of the chart and radar images.

3 Overcoming barriers to reporting near-misses

3.1 There are many barriers related to the reporting of near-misses. In many cases,
near-misses are only known by the individual(s) involved who chose to report or not report the
incident. Some of the main barriers to the reporting of near-misses include the fear of being
blamed, disciplined, embarrassed, or found legally liable. These are more prevalent in an
organization that has a blame-oriented culture. Amongst other barriers are unsupportive
company management attitudes such as complacency about known deficiencies; insincerity about
addressing safety issues and discouragement of the reporting of near-misses by demanding that
seafarers conduct investigations in their own time.

3.2 These barriers can be overcome by management initiatives such as:

1 Encouraging a “just-culture” in the company which covers near-miss reporting.

2 Assuring confidentiality for reporting near-misses, both through company policy
and by “sanitizing” analyses and reports so that personal information (information
identifying an individual) of persons associated with a near-miss is removed and
remain confidential. Personal information should not be retained once the
investigation and reporting processes are complete.

3 Ensuring that investigations are adequately resourced.

4 Following through on the near-miss report suggestions and recommendations.
Once a decision has been made to implement, or not implement, the report’s
recommendations should be disseminated widely.

4 The near-miss investigation process

4.1 As a minimum, the following information should be gathered about any near-miss:

1 Who and what was involved?
2 What happened, where, when, and in what sequence?
3 What were the potential losses and their potential severity?

4 What was the likelihood of a loss being realized?

5 What is the likelihood of a recurrence of the chain of events and/or conditions that
led to the near-miss?

I\CIRC\MSC-MEPC\7\7.doc
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4.2 The answer to these questions will determine if an in-depth investigation is needed, or if a
cursory report will suffice. An in-depth investigation is required of those near-misses which are
likely to recur and/or which could have had severe consequences.

4.3 Once a decision has been taken to proceed with a full investigation, further decisions are
taken about levels of staffing required, who should be responsible, and what resources are
required for the investigation to be completed successfully. The main steps in the investigation are:

Gathering near-miss information

4.4  Regardless of the nature of the near-miss, the basic categories of data that should be
gathered include: people, paper documents, electronic data, physical, and position/location.
These data are vital for ensuring that an understanding can be reached about what, how, who, and
eventually why the near-miss occurred. Data gathering is done by interviews of key personnel
and the collection of physical, position and location data, using such things as photographs,
VDR recordings, charts, logs, or any damaged components. Furthermore, information should be
gathered regarding safeguards in place to protect the persons on board and the public, and the
operational systems impacting the near-miss event.

Analysing information

4.5  Applying data analysis techniques helps to identify information that still needs to be
collected to resolve open questions about the near-miss and its causes. This can make the
collection of additional data more efficient. The end goal of this activity is to identify all
causal factors.

Identifying causal factors

4.6 At this point the who, what, where, why, and when of the near-miss is understood, and
the human errors, structural/machinery/equipment/outfitting problems, and external factors that
led to the near-miss, have been identified. The next step is to better understand the causal factors
that contributed to the near-miss. There are a variety of identification methods for this purpose,
including taxonomies of causes. These can be used for deep probing past the most evident
causes.

Developing and implementing recommendations

4.7  Any recommendations made need to address all of the identified causal factors to
improve organizational and shipboard policies, practices and procedures. Implementing
appropriate recommendations is the key to eliminating or reducing the potential for the
reoccurrence of similar near-misses or more serious losses.

5 Completing the investigation

5.1 Completion of the investigation process requires the generation of a report (either brief or

extensive, depending on the depth of analysis performed and the extent of risk), and collating and
storing the information in a way that supports subsequent (long term) trend analysis.

I\CIRC\MSC-MEPC\7\7.doc
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5.2 The ultimate objective of near-miss reporting and investigating is to identify areas of
concern and implement appropriate corrective actions to avoid future losses. To do so requires
that reports are to be generated, shared, read, and acted upon. Companies are encouraged to
consider whether their report should be disseminated to a wider audience.

53 It may take years for safety trends to be discerned, and so reporting must be archived and
revisited on a timely basis. Near-miss reports should be considered along with actual casualty or
incident reports to determine trends. There should be consistency in the identification and
nomenclature of causal factors across near-miss and casualty/incident reports.
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EMU Marine Circular 2 October 2009 - Working Safety
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TO: Master, C/E and all Crew FM: EMU-LDN [r“_‘rf's?_'_;"" -_'_‘Eﬂ{ATE: 02 / OCT / 2009
MAR-ENG \g\ "11 zF2NO.: MAR-2009-024
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SUBJECT: Working Safety

1iFE 3
MESSAGE:

In order to achieve a safe and smooth equipment handling/operation and maintenance, you are kindly
requested to follow up the listed hereunder
RORE 2R TR R KR gk (o, T AT AR &
1. Familiar with the equipment you work on.
Through Maker’s instruction book of the equipment, you can get a lot of information about the
equipment, such as equipment specification, equipment handling/operation procedure, maintenance

procedure, cautions...etc. To read the instruction book attentively and with it will help you to
understand the equipment in details and to avoid unnecessary redundant process or miss out the point.
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2. Well perusal of MCA COSWP (Code of Safe Working Practice for Merchant Seamen) and Company
HSQE policy then follow suit.
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Always bear in mind that safety first is the priority of Company policy, meantime, the safety is the
corner stone of personal health and families wealth as well.
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3. Well study of Marine Circular
The context of Marine Circular mostly indicated the point that neglected in the recently incident
happened on the $hlﬁ of the Group or the point we need to emphasize/focus on. Through study
Marine Circular will help to avoid the similar incident recurrence.
FHap g 20 g s R
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Your kind attention and cooperation to the above will be highly appreciated.

Bon Voyage

EVERGREEN MARINE (UK) LIMITED





