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MAIB: Catastrophic engine failure and subsequent fire
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The UK’s Marine Accident Investigation Branch (MAIB) has published
Accident Investigation Report 10/2026 into a catastrophic failure of a diesel
generator engine on board the vessel Kommandor Susan.

What happened?

The site investigation vessel Kommandor Susan suffered a catastrophic failure of a
diesel generator engine while conducting sea trials. The failure resulted in an
engine room fire and a complete power blackout. The crew responded promptly,
extinguishing the fire and mustering safely. The vessel lost propulsion and began
drifting eastwards. Attempts to deploy anchors were unsuccessful because the
anchor winches required electrical power to operate. Kommandor Susan was
eventually returned to harbour with limited propulsion restored. There were no

injuries.

What went wrong?

e The investigation found that the engine failure was caused by premature wear
of bearings fitted during a major overhaul in 2019.

e These components were not approved by the engine original equipment
manufacturer and exhibited weaker material bonding than genuine parts.

e The extended service intervals applied to the engines were valid only for
original equipment manufacturer components, making the use of substitute
parts a critical factor in the failure.

e The vessel's former owner had minimal oversight of the overhaul process and
assumed that original equipment manufacturer parts were used. This lack of
verification meant that the presence of substitute components remained
undiscovered and was not communicated to subsequent owners.

o Additionally, the vessel's anchoring procedure did not account for the risk of
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power loss, leaving the anchors inoperable during the emergency.

Learnings

The MAIB notes that there was “a shortfall in oversight and contractor
assurance by the vessel owner during overhaul, which allowed the non-
genuine components to be installed.”

e Are parts and components used in critical systems approved by the
original equipment manufacturer?

e Could there be unseen or unnoticed gaps in oversight or assurance of
parts, components, processes and procedures?

o This may be particularly important where there has been a change of
ownership, change of contract, or where responsibility and liability is
shared by multiple entities — for example on a chartered vessel.

e Are risk assessments thorough enough to cover less likely but potentially
very serious scenarios?
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