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ADO

Area District Officer (MCA)
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Automatic Identification System
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Bridge Navigational Watch Alarm System

DCPSO

Duty Counter Pollution and Salvage Officer (MCA)

DMA

Danish Maritime Authority

ETV

Emergency Towing Vessel

IMO

International Maritime Organization

knots

A measure of speed in nautical miles per hour

m

metres
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Maritime Rescue Co-ordination Centre
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Merchant Shipping Notice
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Officer of the Watch
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SAR

Search and Rescue
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Voyage Data Recorder
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TIMES: All times used in this report are UTC + 2 (ship’s time) unless otherwise stated

Karin Schepers

Image courtesy of HS Schiffahrts GmbH & Co. KG

SYNOPSIS
At 0536 on 3 August 2011, the container vessel Karin Schepers
grounded on the Cornish coast while on passage from Cork,
Ireland to Rotterdam, Netherlands. At 0323 the master
relieved the second officer as the officer of the watch, and he
fell asleep a short time later. No lookout was posted, and with
no-one awake on the bridge the vessel continued on for over
2 hours, crossing the Land’s End Traffic Separation Scheme
before grounding close to Pendeen Lighthouse, West Cornwall,
England. The vessel was undamaged, and the crew were able
to refloat her on the rising tide.
The master had been the 8-12 watchkeeper, and at midnight had handed over the
watch to the second officer. However, the master returned to the bridge at regular
intervals after midnight, sounding increasingly intoxicated until eventually he ordered
the second officer from the bridge. Shortly after this the master, alone on the bridge,
fell asleep.
When Karin Schepers was 2 miles from land, the coastguard at Falmouth
Maritime Rescue Co-ordination Centre was alerted to its location and attempted,
unsuccessfully, to contact the vessel. Lifeboats, a SAR helicopter and a cliff
rescue team were all mobilised before the vessel grounded. The master eventually
responded to the coastguard after the vessel was aground and advised them that
the crew were all safe and that the vessel would be refloated by de-ballasting. After
50 minutes aground Karin Schepers refloated and resumed passage under her own
power.
The Maritime and Coastguard Agency considered directing the vessel into a
port for survey following the grounding, but believed they did not have the legal
powers to facilitate this. However, such powers do exist and it would have been
prudent to have undertaken a survey of the vessel, particularly given the unusual
circumstances of the grounding, before she was permitted to resume passage
through UK waters.
Additional safety barriers, which could have helped to mitigate the risk posed by
the master falling asleep, were not in place; there was no lookout on the bridge
throughout the night, and the bridge navigational watch alarm system was not
switched on. The audits of the vessel’s safety management system, by the owner,
had failed to detect that these important safety requirements were being ignored
on board or that measures designed to prevent the consumption of alcohol on their
vessels were ineffective.
Recommendations have been made to the Maritime and Coastguard Agency
relating to:
•

The provision of operational guidance to its officers on the use of powers
of direction that may be invoked for vessels which have been involved in an
accident.

•

The use of Automatic Identification System data for monitoring marine traffic
movements.
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Section 1 - FACTUAL INFORMATION
1.1

Particulars of Karin Schepers and accident
SHIP PARTICULARS
Vessel’s name

Karin Schepers

Flag

Antigua and Barbuda

Classification society

Germanischer Lloyd

IMO number/fishing numbers

9404077

Type

Container ship

Registered owner

Karin Schepers, HS Bereederungs GmbH
& Co KG

Company

HS Schiffahrts GmbH & Co KG

Manager (Manning)

Marlow Navigation Co Ltd, Cyprus

Construction

Steel

Length overall

140.64m

Registered length

130.6m

Gross tonnage

7852gt

Minimum safe manning

10

Authorised cargo

Containers

VOYAGE PARTICULARS
Port of departure

Cork, Republic of Ireland

Port of arrival

Rotterdam, Netherlands

Type of voyage

Liner container feeder service

Cargo information

Containers

Manning
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MARINE CASUALTY INFORMATION

2

Date and time

3 August 2011, 0536

Type of marine casualty or incident

Less Serious Marine Casualty

Location of incident

50 10.3’N 005 37.7’W,
near Pendeen Lighthouse, Cornwall

Injuries/fatalities

None

Damage/environmental impact

Minor damage

Ship operation

On passage

Voyage segment

Cork to Rotterdam

External & internal environment

Morning twilight, good visibility, sea
state: calm. The wind was light airs. Tidal
stream was northerly at 2kts.

Persons on board
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1.2

Narrative
Information from the vessel’s Voyage Data Recorder (VDR) has been used as a
source for much of the content of this narrative.
Karin Schepers arrived in Cork from Rotterdam at 0720 on 1 August 2011. The
vessel was operating on a regular feeder container liner service between Irish ports
and Rotterdam.
The vessel shifted berth twice during the day and ceased cargo operations at 1645.
She remained alongside overnight, during which time the master, who did not keep a
watch in port, had an unbroken night’s sleep.
Cargo operations resumed at 0900 on 2 August and completed at 1800. A pilot
boarded at 1950 and the vessel sailed at 2000 bound for Rotterdam. The master
and chief officer were on the bridge with the pilot, who steered the vessel out of
harbour using the autopilot. The pilot disembarked at 2115.

1.2.1 The passage
At 2120 Karin Schepers began her sea passage; the course was set to 135º on
autopilot towards the Land’s End Traffic Separation Scheme (TSS) (Figure 1). The
master was the 8-12 officer of the watch (OOW).
The chief officer, who was the 4-8 OOW, had remained on the bridge following his
watch in order to compile a list of the dangerous cargo the vessel had loaded. This
information was required when reporting to the coastguard on entry to the various
TSSs the vessel would encounter during the passage.
Just before midnight the second officer came to the bridge to take over as the 12-4
OOW. The chief officer completed the dangerous cargo list and left the bridge.
The master handed over the watch to the second officer and left the bridge. No
lookout was posted and the bridge navigational watch alarm system was not
switched on.
At 0022 the master returned to the bridge and turned on a music compact disc
player. He sat on one of the bridge chairs in front of the radars (Figure 2) and the
second officer occupied the other chair. The two men had a general discussion, in
English.
Over the course of the next 2 hours the master left the bridge at intervals but
returned each time after about 10 minutes. On one occasion, as he left, he invited
the second officer to follow him for a drink; this offer was declined.
During this period, the master’s speech became increasingly slurred, and on
occasions he spoke in Russian, which the second officer could not understand. At
0249 the master started to fall asleep and the second officer suggested several
times that he should go and rest. However, the master gave no coherent response.
At 0312 the second officer began to cry, following which he told the master to take
some rest and never to punch him again.
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Figure 1: Chartlet showing Karin Schepers’ planned course from Cork to the Land’s End TSS and actual track
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Reproduced from Admiralty Charts 1123 and 2675 by permission of the Controller of HMSO and the UK Hydrographic Office
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Figure 2: Karin Schepers’ wheelhouse showing bridge chairs

At 0323 the master ordered the second officer to leave the bridge. The second
officer said he considered the master to be drunk, and again asked him to go and
rest. The master did not reply, and the second officer left the bridge.
The bridge then became relatively quiet and, apart from music which had been
playing throughout, the only other sound was of occasional snoring.
At 0422, the OOW of a vessel 4 miles astern of Karin Schepers, called the
coastguard at Falmouth Maritime Rescue Co-ordination Centre (MRCC) on Very
High Frequency (VHF) radio to report that she was 7 miles from the Land’s End
TSS. The report included details of her cargo, operational status, number of
persons on board, and previous and next ports.
At 0426 Karin Schepers reached her planned alteration of course position at the
entrance to the south-bound lane of the TSS. However, the vessel did not alter
course and continued on a heading of 135º, at 16.6 knots, as she crossed the
north-bound lane of the TSS, passing within 2 miles of a vessel in that lane at 0456
(Figure 3).
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Figure 3: AIS track of Karin Schepers and other vessels in the vicinity at 0456

AIS track of
northbound
vessel

AIS track of
Karen Schepers

Planned alteration of course
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1.2.2 The grounding
At 0525 Karin Schepers was 2 miles from land when an unidentified vessel called
her on VHF radio to advise her to check her position. No response was made to
this call. Alerted by this call, the coastguard at Falmouth MRCC made a number
of attempts to contact Karin Schepers on VHF radio, Medium Frequency radio and
satellite telephone. These calls were audible on the bridge of the vessel, but the
master did not respond.
At 0534 Falmouth MRCC called out Sennen Cove Royal National Lifeboat Institution
(RNLI) lifeboat and began to contact the Search and Rescue (SAR) helicopter, the
St Ives cliff rescue team, and on-call senior Maritime and Coastguard Agency (MCA)
managers.
Karin Schepers began to vibrate heavily as she entered shallow water, the satellite
telephone continued to ring, and numerous bridge alarms sounded as the vessel
grounded at 0536.
At 0538 the master woke up and the propeller pitch was set to zero. The chief officer
arrived on the bridge, asked the master what had happened, and was told “nothing”.
1.2.3 Events after the grounding
At 0542 the propeller pitch was set to 50% astern for a short period before being
returned to zero. The satellite telephone continued to ring throughout this period and
was finally answered by the master, at 0546, when he spoke to the coastguard and
asked them to call him back in 4 minutes.
At 0547 the coastguard watch manager at Falmouth MRCC called out the Area
District Officer (ADO) and briefed the Duty Counter Pollution and Salvage Officer
(DCPSO) on the accident. The DCPSO was informed that communications with
the vessel had been difficult and that, based on conversations held, the master
appeared to be drunk.
Over the course of the next few minutes on board Karin Schepers the propeller
pitch was again set astern, initially to 30% and then to 60%, when heavy sounds of
vibration were audible on the bridge. At 0551, the pitch was returned to zero.
The coastguard then contacted the master, on the satellite telephone, to request
details of Karin Schepers’ condition, the number of persons on board and the
quantity of oil she was carrying. The master advised them that there was a problem
but that the hull condition had not yet been checked. He gave the fuel quantities,
crew numbers and asked the coastguard to call back later.
The DCPSO briefed the deputy to the Secretary of State’s Representative
(SOSREP) and informed the MCA duty operations director of the accident.
1.2.4 Mobilisation of search and rescue assets
At 0605 the Sennen Cove lifeboat arrived on scene (Figure 4) and the St Ives
lifeboat was called out. A few minutes later a coastguard cliff rescue team arrived
on the cliffs above the vessel, from where they had a good view of Karin Schepers
(Figure 5), and they updated Falmouth MRCC on the situation.
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Image courtesy of the Royal National Lifeboat Institution

Figure 4: Sennen Cove Lifeboat alongside Karin Schepers
Image courtesy of the Maritime and Coastguard Agency

Figure 5: Karin Schepers aground - viewed
from cliff top (with helicopter and lifeboat
on scene)
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At 0610 the rescue helicopter crew confirmed to the coastguard at Falmouth MRCC
that they were airborne and en route to the scene of the grounding. The coastguard
requested an update from Karin Schepers; the master advised that the hull was
being checked and that he would update them later.
The ADO arrived at Falmouth MRCC soon after being called out, and he assumed
duties that included keeping MCA duty managers informed of the accident
and dealing with the press. He also obtained approval from the DCPSO for the
mobilisation of the Emergency Towing Vessel (ETV).
1.2.5 Refloating the vessel
At 0610 the master instructed the chief engineer to pump out the forward water
ballast tanks. Shortly after this, the crew of the Sennen Cove lifeboat reported a faint
smell of diesel oil in the vicinity of the vessel.
At 0621 Karin Schepers informed Falmouth MRCC that the vessel had not been
damaged, the crew were well, and that their intention was to remove water ballast
from forward tanks in an attempt to refloat her. This plan was acknowledged by the
coastguard at Falmouth MRCC, who requested to be kept advised on the operation.
At this time the crew of the SAR helicopter confirmed that they were on scene and
that their winchman would be lowered onto Karin Schepers to confirm that the crew
were unharmed.
At 0626 the propeller pitch was placed to 60% astern and Karin Schepers moved
off the bottom and refloated. As the vessel began to move astern the helicopter’s
winchman arrived on the bridge. The master confirmed that the vessel was
undamaged and that there were no injuries to the crew, most of whom had remained
asleep. The winchman then left the bridge to return to the helicopter.
As the vessel proceeded into deeper water she turned away from the shore to
resume her passage. Falmouth MRCC advised Karin Schepers that the Sennen
Cove lifeboat would remain in attendance to ensure the vessel had not been
damaged when she came off the rocks.
1.2.6 Resumption of passage
Over the next 20 minutes a number of telephone discussions took place between
the coastguard at Falmouth MRCC, DCPSO, and other senior MCA on-call
personnel. The discussions focused on the expectation that Karin Schepers should
be directed to proceed to either Mounts Bay or Falmouth for survey. The MCA
duty surveyor was contacted, and he suggested that the vessel should be sent to
Falmouth, where a surveyor would be available to board her on arrival.
At 0640 the crew of the SAR helicopter reported that there were no signs of pollution
from the vessel. The crew also reported that Karin Schepers appeared to have
grounded on the only patch of sand in the area.
At 0650 the DCPSO informed the coastguard at Falmouth MRCC that the deputy
to the SOSREP had advised him that there were no legal powers available to direct
the vessel into port. Accordingly, Karin Schepers should be permitted to continue on
her passage. The DCPSO also confirmed that the ETV could be stood down at this
time.
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Falmouth MRCC then began to stand down the SAR assets. The Sennen Cove
lifeboat was instructed to remain in attendance until Karin Schepers was clear of
the TSS, and once the winchman had been lifted off the vessel the SAR helicopter
returned to its base.
On the bridge, Karin Schepers’ master and chief officer discussed how the incident
should be recorded in the official log. It was agreed that the report would refer to the
vessel manoeuvring close to the shore but would not mention the grounding.
Falmouth MRCC continued to monitor the vessel’s progress as she transited through
the Land’s End TSS, and maintained regular contact with her to check that she
remained seaworthy.
At 0750 Falmouth MRCC requested Karin Schepers to save her Voyage Data
Recorder (VDR) information; this was acknowledged by the master.
The vessel cleared the TSS at 0840 and, following further confirmation that all
was well on board, the Sennen Cove lifeboat was stood down by the coastguard at
Falmouth MRCC and returned to its base.
Later that morning Karin Schepers’ master reported the incident to the owner. He
advised that she had been manoeuvring close to the shore as a result of strong tidal
streams, but stated that the vessel had not gone aground. The owner instructed the
master to save her VDR information.
Marine Accident Investigation Branch (MAIB) inspectors and technical staff boarded
the vessel on her arrival in Rotterdam the following day, and found that the VDR
information had not been saved. However, this did not prevent MAIB’s technicians
from recovering a full VDR dataset covering the period of the accident.

1.3

Bridge team
Karin Schepers’ crew were employed by a manning agency, Marlow Navigation Co
Ltd and consisted of a mix of Ukrainian, Russian and Filipino nationals. The vessel’s
official language was English.
Bridge watchkeeping duties on Karin Schepers were undertaken by the master, chief
officer, and second officer.

1.3.1 Master
The master, aged 39, was a Ukrainian national. He held a Ukrainian certificate
of competency (STCW1 II/2) permitting him to sail as master on ships, other than
tankers and passenger ships, of 500 gross tonnes or more, worldwide.
He had sailed as master for 8 years and had been employed by Marlow Navigation
Co Ltd in 2009. He had joined Karin Schepers in April 2011.
He was the 8-12 OOW at sea and did not maintain a watch when the vessel was in
port.

1
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International Convention on Standards of Training, Certification and Watchkeeping for Seafarers, known by the
short title ‘STCW’

1.3.2 Chief officer
The chief officer, aged 43, was a Ukrainian national. He held a Ukrainian STCW
II/2 certificate of competency permitting him to sail as master on ships of 500 gross
tonnes or more worldwide.
He had sailed as chief officer for 3 years and had joined Karin Schepers in June
2011 for his second period of duty on the vessel. He had worked for Marlow
Navigation Co Ltd for several years.
He was the 4-8 OOW at sea, kept the 6-12 watch in port, and was responsible for
the vessel’s cargo operations.
1.3.3 Second officer
The second officer, aged 25, was a Filipino national. He held an STCW II/1
certificate of competency permitting him to sail as officer of the watch, which was
issued in 2009.
He had joined Karin Schepers in May 2011 and this was his first trip as a second
officer. He had joined Marlow Navigation Co Ltd as a cadet in 2007.
The second officer was the 12-4 OOW at sea and kept the 12-6 watch when the
vessel was in port.

1.4

Lookout

1.4.1 Owner’s requirements
The owner required that the master issue appropriate orders for lookout, in
accordance with his responsibility ‘for the safe and professional operation of his
ship’ (Annex A).
1.4.2 Flag state requirements
The Antigua and Barbuda Department of Marine Services and Merchant Shipping
circular 01-002-98 regarding the use of a lookout during periods of darkness states:
Any vessel in UK territorial waters with the officer of the navigational watch
acting as sole look-out during periods of darkness will be deemed to be in
contravention of Regulation 11 of the Merchant Shipping (Safe Manning, Hours
of Working and Watchkeeping) Regulations 1997.
As Antigua and Barbuda is a signatory to the International Convention on
Standards for Training, Certification and Watchkeeping for Seafarers (STCW)
1978, as amended in 1995, the Department of Marine Services and Merchant
Shipping wish to draw company’s, masters’ and officers’ attention to Section
A-VIII/2.15 of the STCW-Code following to which “ships are prohibited from
operating with the officer of the navigational watch as the sole look-out during
periods of darkness.
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1.4.3 Maritime and Coastguard Agency requirements
The following guidance and advice has been issued by the MCA:
MSN 1767(M) section 3, paragraph 21.2:
‘the UK does not consider it safe for the officer of a navigational watch to act as
the sole lookout during periods of darkness or restricted visibility’
MGN 137 (M&F) contains the following:
Masters of UK ships and other ships when in UK waters (other than fishing
vessels and pleasure craft) are also reminded of the requirements in the
Merchant Shipping (Safe Manning, Hours of Work and Watchkeeping)
Regulations 1997.
These requirements are to ensure that the watchkeeping arrangements for
the ship are at all times adequate for maintaining safe navigational watches,
having regard to the STCW Code section A-VIII, and to give directions to deck
watchkeeping officers in accordance with Part 3 of that section. Having regard to
STCW 95, masters ought not to operate with the officer of the navigational watch
acting as sole lookout during periods of darkness and restricted visibility.
MGN 315(M) gives guidance on the application of the STCW and contains specific
advice on the keeping of a lookout (Annex B).
Karin Schepers’ master routinely did not require a lookout to be used during the
hours of darkness.

1.5

Bridge Navigational Watch
Alarm System (BNWAS)
The BNWAS is a system that is designed
to ensure that the OOW remains alert
by activating an alarm sequence at set
intervals. This sequence will usually
consist of a flashing light, followed
by an audible alarm that requires
acknowledgement on the bridge in order
to reset the system. In the event that this
went unacknowledged, an audible alarm
would sound in selected cabins and, if this
also went unacknowledged, the general
alarm would be activated, alerting the
entire crew.
A BNWAS was fitted on Karin Schepers
(Figure 6), but it was not turned on at
the time of the accident, and evidence
indicates that it had not been used for
several months.
Figure 6: Bridge Navigational Watch Alarm
System
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The requirement to carry a BNWAS was confirmed by the International Maritime
Organization (IMO) in amendments to SOLAS Chapter V, Regulation 19, effective
1 January 2011. The amendment gives dates by which various vessels must
have fitted a BNWAS, and states that it shall be in operation whenever the ship is
underway at sea.

1.6

Drug and alcohol – policy and legislation

1.6.1 Owner’s requirements
Following a previous grounding incident in March 2009 (see section 1.11), HS
Schiffahrts GmbH & Co KG had adopted a ‘zero tolerance’ policy to alcohol
consumption whereby any member of the crew found to have consumed alcohol
would immediately be dismissed. This policy was implemented on the owner’s behalf
by Marlow Navigation Co Ltd. Prior to joining Karin Schepers, crew were required to
sign to acknowledge that they understood and would comply with this alcohol policy.
The owner had contracted Marlow Navigation Co Ltd. to carry out a random
programme of testing for alcohol consumption, which the crew were required to
consent to as a condition of their employment (Annex C). The owner had also
instructed the ship’s chandlers, who supplied consumable provisions to the vessel,
that alcohol was not permitted on board and should not be supplied to the vessel.
1.6.2 Flag state requirements
The Antigua and Barbuda Department of Marine Services and Merchant
Shipping issued circular 01-001-98, which states the companies must ensure:
All seafarers must be informed of the direct effect of drugs and alcohol to
perform watchkeeping duties. Any effort is to be made to prevent drugs and
alcohol from impairing the ability of watch keeping personnel. [sic]
The flag state also required that a poster be displayed on the bridge of all its vessels
stating that alcohol use was not permitted. Such a poster was displayed on the
bridge of Karin Schepers.
1.6.3 United Kingdom legislation
The Railways and Transport Safety Act 2003, sections 78, 79 & 81 introduced limits
of alcohol for professional seafarers. Section 84 of the act enables a marine official
to detain a vessel if it is suspected that an offence under the relevant sections has
been committed.
1.6.4 International Limitations
In June 2010, the IMO agreed to amend the STCW Convention to establish alcohol
limits for seafarers. The amendments entered in to force on 1 January 2012, and
require administrations to establish limits of not greater than 0.05% blood alcohol
level or 0.25 mg/l alcohol in the breath for masters, officers and other seafarers
while performing designated safety, security and marine environmental duties.
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1.7

Environmental conditions
At the time of the accident the wind was light airs with a calm sea.
Morning twilight began at 0520 and sunrise occurred at 0654 (UTC+2).
The tidal stream off Land’s End at the time of the grounding was northerly at 2kts.

1.7.1

Tidal conditions (grounding site)
Low water:

0255, 0.9m

High water: 0850, 6.4m
The tidal range was 85% of the spring range, and the tidal rise was 1.2m over the 50
minutes Karin Schepers was aground.

1.8

Role of Her Majesty’s Coastguard
The role of HM Coastguard was defined in the HM Coastguard operational
procedures for SAR:
The modern role of HM Coastguard was clearly defined by the Secretary
of State for Transport in the House of Commons in March 1992 when he
announced that under the authority given to him by the Coastguard Act 1925 it
had been agreed that Her Majesty’s Coastguard is responsible for the initiation
and co-ordination of civil maritime search and rescue within the United Kingdom
Search and Rescue Region. This includes the mobilisation, organisation and
tasking of adequate resources to respond to persons either in distress at sea,
or to persons at risk of injury or death on the cliffs and shoreline of the United
Kingdom.

1.9

Land’s End Traffic Separation Scheme
On 28 March 2008 the MCA made an application to the IMO to amend the TSS “Off
Land’s End, between Longships and Seven Stones” (Annex D).
Section 7.4 “Monitoring of Compliance” stated that the:
TSS remains a recommendatory routeing scheme. However, vessels equipped
with an Automatic Identification System (AIS) that use the scheme, are remotely
monitored for compliance with Rule 10 of the 1972 Collision Regulations2 by
Falmouth MRCC.
A routeing scheme is defined by the IMO as “Any system of one or more routes
or routeing measures aimed at reducing the risk of casualties; it includes traffic
separation schemes, two-way routes, recommended tracks, areas to be avoided,
inshore traffic zones, roundabouts, precautionary areas and deep-water routes3.”
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2

The Merchant Shipping (Distress Signals and Prevention of Collisions) Regulations 1996

3

IMO Publication, Ships Routeing - 7th Edition, 1999, as amended

1.10 Safety Directions
Schedule 1 of the Marine Safety Act 2003 amended the Merchant Shipping
Act 1995. Schedule 3A was introduced to detail the safety directions which the
Secretary of State for Transport may give following an accident (Annex E).
Schedule 3A, part 3 states that the Secretary of State may give a direction to secure
the safety of a ship, which requires a ship to be moved, or not moved, from or to a
specified place or area in United Kingdom waters following an accident.
In practice, such a direction will be given by the Secretary of State’s representative
for Maritime Salvage and Intervention (SOSREP).
The role of the SOSREP was created in 1999 following Lord Donaldson’s review
of salvage and intervention and their command and control in UK waters. The
SOSREP task is to oversee, control and, if necessary intervene and exercise
“ultimate command and control”, acting in the overriding interest of the United
Kingdom in salvage operations within UK waters.

1.11

Previous accidents
On 22 March 2009, Karin Schepers grounded in Danish waters while on passage
from Finland to the UK. The Danish Maritime Authority (DMA) investigated the
accident and published a report4 which concluded that:
The grounding of KARIN SCHEPERS was caused by the following:
•

The chief officer was incapacitated due to intoxication.

•

The chief officer fell asleep during his watch.

•

There was no look out on the bridge.

•

The Bridge Navigational Watch Alarm System was off.

•

No crewmembers reacted on the various attempts to draw attention to the
dangerous path the ship was taking.

The report made the following recommendations:

4

•

The shipping company is recommended to find ways to ensure that the Drug
& Alcohol Policy (Marlow Navigation Co. Ltd Drug and Alcohol policy) is
complied with.

•

The shipping company is recommended to introduce procedures ensuring that
watch keeping on the bridge always is optimal in the prevailing circumstances
and conditions including the use of lookout and Bridge Navigational Watch
Alarm System.

•

The shipping company is recommended to promote safety management on
board their ships by enhancing communication in order to make crewmembers
think pro-actively and react in unusual situations.

http://www.dma.dk/SiteCollectionDocuments/OKE/Quarterly-information/kvartalsvis-orientering-2-2009.pdf
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The DMA reported that the owners had taken the following actions as a result of
these recommendations:
•

Introduced a zero alcohol policy on all its vessels

•

Introduced briefings for crews joining vessels regarding the zero alcohol policy

•

Ensured that crews were following watchkeeping orders

•

Instructed masters to report immediately any deficiencies with the bridge
navigational watch alarm system.

In February 2011, K-Wave, a feeder container vessel, grounded when her bridge
was left unmanned after several of her crew – including the OOW – had consumed
alcohol on the bridge. The MAIB report5 into the accident found that no lookout had
been posted and the bridge navigational watch alarm system was turned off.
Since 2004 MAIB has been informed of a further nine groundings of merchant
vessels of 100 gross tons or more in which the abuse of alcohol was a contributory
factor to the accident.

5
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http://www.maib.gov.uk/cms_resources.cfm?file=/K%20Wave_Web_Report.pdf

Section 2 - ANALYSIS
2.1

Aim
The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to prevent
similar accidents occurring in the future.

2.2

Fatigue
Karin Schepers’ master fell asleep after he had ordered the second officer to leave
the bridge. It is probable that he had been drinking alcohol, which would have
contributed to his fatigue.
Analysis of the master’s rest periods shows that there was a high risk of a fatigue
problem despite him having slept well for the entire previous night, when the vessel
was alongside in Cork. He was aware that Karin Schepers would sail that evening,
but did not take the opportunity to rest during the day. He remained on the bridge
at midnight, at the end of his watch, even though Karin Schepers was in open water
and the second officer was a qualified OOW who was familiar with the vessel.
The effects of fatigue include slow reactions and slips and lapses in decisionmaking. Alcohol exacerbates these effects and explains, but does not excuse, the
master’s poor decision-making when he chose to remain on the bridge at the end
of his watch. VDR records indicate that he became progressively more tired and
displayed more signs of intoxication, ultimately becoming physically abusive to the
second officer before falling asleep, alone, on the bridge.
After he had been ordered from the bridge by the master, who he considered to be
tired and drunk, the second officer did not seek advice from another senior officer
on board before going to bed. The fact that the second officer did not do this
suggests a lack of an effective crew resource management structure on board the
vessel.

2.3

Alcohol
The effects of alcohol consumption are well documented, and are recognised by
the international marine community who, through the IMO, have taken steps to
reduce alcohol consumption at sea (see 1.6.4). In this accident, the master’s alcohol
consumption, possibly exacerbated by fatigue, resulted in him behaving in a manner
that any junior watchkeeper would have found difficult, and which placed the safety
of the vessel and crew, and the environment at risk.
When interviewed by MAIB inspectors, the second officer had bruises and marks
on his face and body that appeared to have been recently sustained. Subsequent
analysis of the audio recordings from the VDR indicated an assault could have taken
place on the bridge in the period before the grounding. In subsequent interviews,
the second officer was unwilling to account for his injuries, and consequently this
aspect of the events of the midnight to 0400 watch on 3 August remains unresolved.
Alcohol was consumed on board Karin Schepers despite the measures the vessel’s
owner had implemented following the previous grounding accident. These included
the introduction of a zero alcohol policy and the instruction to chandlers that alcohol
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should not be supplied to the vessel. It is possible that more extensive random
testing might have identified the use of alcohol on board, but the owner would
appear to have taken practical steps to minimise the risk.
One of the means owners can employ to control the consumption of alcohol
on board their vessels is through the supply of breathalyser test kits and their
mandatory use following any marine accidents. However, the use of these kits would
logically be the responsibility of the master. Where the master is complicit or, as in
this case, involved in the use of alcohol on board vessels, it is difficult to see what
further steps owners can take.
It is therefore imperative that coastal states ensure that tests for alcohol
consumption are conducted following all accidents that have the potential to lead to
injury, loss of life, or damage to the environment.

2.4

Lookout
No lookout was posted when Karin Schepers entered and departed port, or during
the hours of darkness. This appeared to be the master’s normal operating practice.
The requirement to have a lookout posted during the hours of darkness, in addition
to the OOW, is widely promulgated and was included as an owner’s instruction to
the master in the vessel’s Safety Management System (SMS). By failing to require
a lookout to be posted the safety of the vessel, her crew, and the environment was
placed at risk.
The fact that the owner was unaware that a lookout was, routinely, not used on
board indicates weakness in the owner’s ability to monitor the onboard application
of the vessel’s SMS. The effectiveness of a SMS relies on a robust audit procedure
in which the owner actively engages to ensure company procedures are being
followed.
Where the presence of a company representative is likely to alter the normal
operating methods employed on board, consideration should be given to the routine
examination of onboard records, including VDR recordings, to audit compliance with
the SMS.

2.5

Bridge navigational watch alarm system
Karin Schepers was fitted with a BNWAS which, had it been switched on, would
have alerted off duty staff to the fact that the lone watchkeeper had fallen asleep.
Use of the BNWAS was routinely not required by the master. By electing not to
use this important safety device the vessel, crew and environment were placed at
an increased level of risk in the event that the OOW became incapacitated. The
importance of the BNWAS as a safety barrier has been recognised by the IMO,
which introduced mandatory carriage requirements for the equipment, on a rolling
programme, from 1 January 2011.
The failure to use the BNWAS is another indication that the vessel’s SMS was
ineffective. It is important that audits are robust and of sufficient scope to provide
evidence that companies’ SMS procedures are being complied with at all times.
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2.6

Monitoring of traffic using the Land’s End TSS
As Karin Schepers approached the Land’s End TSS another vessel, a few miles
astern, reported to Falmouth MRCC the details of its cargo and operational status
prior to entering the TSS. No report was made by Karin Schepers because the only
person on the bridge was asleep.
The Land’s End TSS is an IMO designated recommendatory routeing scheme,
which means that vessels using it are recommended to report to Falmouth MRCC
but are not compelled to do so. It is reasonable to assume that Karin Schepers’
bridge officers had intended to report when using the TSS; they had done so on
previous voyages and the chief officer had prepared a list of the dangerous cargo on
board for such a purpose.
The fact that the vessel did not report on approaching the TSS was not noticed at
Falmouth MRCC as the coastguard is not required to proactively monitor vessels
using the area.
Had Falmouth Coastguard watchkeepers been monitoring the AIS tracks of vessels
approaching the Land’s End TSS, the report made by the vessel travelling astern
of Karin Schepers might have prompted them to question the intentions of Karin
Schepers at a much earlier stage.
In 2008 the MCA submitted an application to IMO to amend the Land’s End TSS.
The application stated that “vessels fitted with AIS are remotely monitored for
compliance with Rule 10 of the 1972 Collision Regulations by Falmouth MRCC”.
This statement does not reflect the existing role of the coastguard or the instructions
issued to them in their operational procedures.
The role of the coastguard in relation to the monitoring of the AIS transmission of
vessels transiting the Land’s End TSS requires clarification, as differences exist
between MCA operational orders and submissions made by the UK to the IMO.

2.7

Monitoring of Karin Schepers by other vessels
Karin Schepers failed to alter course to enter the south-bound lane of the TSS, and
crossed the north-bound traffic lane in a manner contrary to Rule 106 of the Collision
Regulations.
6

Rule 10
Traffic separation schemes
(a) This Rule applies to traffic separation schemes adopted by the Organization and does not relieve any vessel of her
obligation under any other Rule.
(b) A vessel using a traffic separation scheme shall:
(i) proceed in the appropriate traffic lane in the general direction of traffic flow for that lane;
(ii) so far as practicable keep clear of a traffic separation line or separation zone;
(iii) normally join or leave a traffic lane at the termination of the lane, but when joining or
leaving from either side shall do so at as small an angle to the general direction of traffic flow as practicable.
(c) A vessel shall, so far as practicable, avoid crossing traffic lanes but if obliged to do so shall cross on a heading as nearly
as practicable at right angles to the general direction of traffic flow.
(d) (i) A vessel shall not use an inshore traffic zone when she can safely use the appropriate traffic lane within the adjacent
traffic separation scheme. However, vessels of less than 20 metres in length, sailing vessels and vessels engaged in
fishing may use the inshore traffic zone.
(ii) Notwithstanding sub-paragraph (d) (i), a vessel may use an inshore traffic zone when en route to or from a port, offshore
installation or structure, pilot station or any other place situated within the inshore traffic zone, or to avoid immediate
danger.
(e) A vessel other than a crossing vessel or a vessel joining or leaving a lane shall not normally enter a separation zone or
cross a separation line except:
(i) in cases of emergency to avoid immediate danger;
(ii) to engage in fishing within a separation zone.
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An unidentified vessel made a VHF radio call to Karin Schepers when she was 2
miles from land, and told her to check her position; this was the call which alerted
Falmouth MRCC to the vessel’s situation. Although some attempt was made by a
vessel to warn her of her predicament, there were several vessels in the area which
could have attempted to alert Karin Schepers’ OOW to the impending danger at
least 40 minutes before she grounded.
Mariners should not hesitate to attempt to contact the watchkeepers of any vessel
which appears to be standing into danger. In view of the professional manner in
which Falmouth MRCC reacted once it was made aware of Karin Schepers’ position,
an earlier attempt to contact the vessel might have enabled action to be taken in
sufficient time to have prevented the accident.

2.8

Actions taken by vessel while aground

2.8.1 Initial attempts to refloat the vessel
Karin Schepers ran aground at a speed of 16.6kts, onto a sand bottom, in an area
renowned for its rocky coastline. Shortly after the grounding the propeller pitch was
reduced from full ahead to zero, and was then set astern, in an unsuccessful attempt
to refloat the vessel.
Once contact with the coastguard had been established, the master made a
further attempt to refloat Karin Schepers by placing the propeller pitch astern.
No assessment of her condition was made before these manoeuvres, and the
coastguard was not informed before the attempt to refloat the vessel was made.
It was extremely fortunate that Karin Schepers grounded on an isolated area of
sand, and suffered no damage (Figure 7). However, the attempt to refloat the
vessel before an assessment had been made of her condition was ill-considered.
The master should have consulted the emergency checklist provided for grounding
situations (Annex F) which would have guided him to obtain soundings inside and
outside the vessel in order to gain a thorough assessment of the vessel’s condition
before any further action was taken.
It is important that crews understand the requirement to use checklists in an
emergency situation. When placed under severe stress it is easy for ships’ staff to
overlook essential tasks. Checklists covering foreseeable accident scenarios should
therefore be prepared in advance and routinely used during drills to ensure the use
of such aids becomes instinctive during emergency situations.
2.8.2 Use of general alarm
Following the grounding, some of Karin Schepers’ crew went to the bridge, but the
majority stayed in their cabins and some remained asleep.
Once it was confirmed that the vessel was aground, all the crew should have been
alerted by the sounding of the general alarm. The condition of the vessel’s hull was
not checked for some time after the grounding; in different circumstances, the failure
to undertake an early muster of the crew could have placed them in danger.
However, the grounding checklist did not contain any reference to mustering the
crew. During an emergency, a full muster of the crew, and passengers if carried,
must be completed as early as possible; their safety is paramount. This requirement
should be included in every emergency checklist.
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Figure 7: Track of Karin Schepers towards grounding position (overlayed on latest MCA hydrographic survey of area)
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2.9

Actions taken by Falmouth MRCC
Falmouth MRCC began trying to contact Karin Schepers 10 minutes before she
grounded. In that time, as well as continuing to attempt to contact the vessel, the
coastguard deployed the Sennen Cove lifeboat, the SAR helicopter and the St Ives
cliff rescue team.
A short time later the ETV and the St Ives lifeboat were also mobilised. Falmouth
MRCC received administrative support from other MRCCs during the emergency,
which ensured they were free to deal exclusively with the casualty. Vessels calling
with non-emergency traffic reports were also efficiently advised that coastguard
personnel were working exclusively with a casualty to ensure the distress situation
remained their priority.
Once alerted, Falmouth MRCC reacted commendably to the situation. The
professional and efficient handling of the initial stages of the incident ensured that
the rescue services arrived on scene within 30 minutes of the grounding.

2.9.1 Initial communications with the vessel
Once contact had been established with Karin Schepers, Falmouth MRCC staff
quickly realised that they were not receiving coherent replies to their questions. This
prompted an early report to the DCPSO from the MRCC that the master “sounds
drunk”.
The fact that Falmouth MRCC raised concerns about the sobriety of the master at
an early stage of the incident should have alerted senior MCA staff to the possibility
that the decisions made on board might not be reliable. The need for intervention
should have been assessed before allowing the vessel to continue her voyage.
In any emergency situation clear communications are essential to ensure effective
decision-making. When reporting key information, it is important to ensure that the
recipient understands the significance of the message.

2.10

Decision to allow the vessel to refloat and continue on
passage

2.10.1 Refloating
The senior MCA duty staff notified of the accident included the DCPSO and, through
him, the deputy to the Secretary of State’s Representative (SOSREP) and the duty
surveyor. While Falmouth MRCC was controlling the SAR effort, the senior MCA
staff considered the possibility of pollution and the potential requirement for salvage.
The vessel was fortunate as she had grounded on a sand bottom, on a rising tide,
and in flat calm conditions. However, the initial report that she was undamaged
should not have been relied upon.
When Karin Schepers indicated its intention to pump out her forward ballast tanks
and refloat, objective evidence should have been sought to ensure that this was a
safe and prudent action to permit.
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The decision to allow a vessel that is aground to refloat, before a reliable
assessment of her condition has been made, should be carefully and systematically
considered. By permitting a vessel to refloat without a survey having been carried
out, there is a possibility of an escalation of the emergency.
2.10.2 Resumption of passage
Once Karin Schepers had refloated, a discussion took place between Falmouth
MRCC and MCA duty staff regarding the possibility of undertaking a survey of the
vessel in either Mount’s Bay or Falmouth.
However, the DCPSO informed Falmouth MRCC, following advice from the deputy
to the SOSREP, that there were no statutory powers available to direct the vessel to
make for a safe port for survey.
This was not correct, as the powers contained in Schedule 3A, s.3 of the Merchant
Shipping Act 1995 enabled SOSREP to direct the vessel to any specified place or
area in UK waters for survey following the accident. Such a direction should have
been issued so that checks could be made to verify that Karin Schepers was in all
respects safe to continue her voyage.
The decision by senior MCA staff to allow Karin Schepers to resume her passage
without a survey having been conducted, stemmed from a general lack of
awareness of the powers of intervention that were available to them.
Steps should be taken to ensure that decision makers within HM Coastguard are
provided with appropriate guidance on this issue.
2.11 Saving of voyage data recorder information
Following the accident, both Falmouth MRCC and the owner instructed the master to
save the VDR information. However, when MAIB inspectors boarded the vessel on
her arrival in Rotterdam, the button to save VDR information had not been activated.
Fortunately MAIB technical staff were able to recover the VDR information; this
provided the only complete and accurate record of the accident.
Crews need to be cognisant of the importance of saving VDR information following
an accident. Such data provides investigators with vital information to help
determine the causes and circumstances of accidents so that lessons may be
learned for future safety. A clear instruction to save VDR information following an
accident should be included in companies’ SMSs and, ideally, be included on ships’
emergency response checklists.
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Section 3 - CONCLUSIONS
3.1

Safety issues directly contributing to the accident which
have resulted in recommendations
None
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3.2

Other safety issues identified during the investigation
also leading to recommendations

1.

The role of the coastguard in relation to the monitoring of the AIS transmissions of
vessels transiting the Land’s End TSS requires clarification, as differences exist
between MCA operational orders and submissions made by the UK to the IMO. [2.6]

2.

The decision to allow a vessel that is aground, to refloat before a reliable
assessment of her condition has been made, should be carefully and systematically
considered. By permitting a vessel to refloat without a survey having been carried
out, there is a possibility of an escalation of the emergency. [2.10.1]

3.

The decision by senior MCA staff to allow Karin Schepers to resume her passage
without a survey having been conducted, stemmed from a general lack of
awareness of the powers of intervention that were available to them. [2.10.2]

3.3

Safety issues identified during the investigation
which have been addressed or have not resulted in
recommendations

1.

After he had been ordered from the bridge by the master, who he considered to be
tired and drunk, the second officer did not seek advice from another senior officer
on board before going to bed. This suggests a lack of an effective crew resource
management structure on board the vessel. [2.2]

2.

The fact that the owner was unaware that a lookout was, routinely, not used on
board indicates a weakness in the owner’s ability to monitor the onboard application
of the vessel’s SMS. The effectiveness of any SMS relies on a robust audit
procedure in which the owner actively engages to ensure company procedures are
being followed. [2.4]

3.

Where the presence of a company representative is likely to alter the normal
operating methods employed on board, consideration should be given to the routine
examination of onboard records, including VDR recordings to audit compliance with
the SMS. [2.4]

4.

The failure to use the BNWAS is another indication that the vessel’s SMS was
ineffective. It is important that audits are robust and of sufficient scope to provide
evidence that companies’ SMS procedures are being complied with at all times. [2.5]

5.

Mariners should not hesitate to attempt to contact the watchkeepers of any vessel
which appears to be standing into danger. In view of the professional manner in
which Falmouth MRCC reacted once it was made aware of Karin Schepers’ position,
an earlier attempt to contact the vessel might have enabled action to be taken in
sufficient time to have prevented the accident. [2.7]

6.

It is important that crews understand the requirement to use checklists in an
emergency situation. When placed under severe stress it is easy for ships’ staff to
overlook essential tasks. Checklists for all foreseeable accident scenarios should
therefore be prepared in advance and routinely used during drills to ensure the use
of such aids becomes instinctive during emergency situations. [2.8.1]

7.

During an emergency, a full muster of the crew must be completed as early as
possible; their safety is paramount. This requirement should be included in every
emergency checklist. [2.8.2]

8.

In any emergency situation, clear communications are essential to ensure effective
decision-making. When reporting key information, it is important to ensure that the
recipient understands the significance of the message. [2.9.1]

9.

Crews need to be cognisant of the importance of saving VDR information following
an accident. Such data provides investigators with vital information to help
determine the causes and circumstances of accidents so that lessons may be
learned for future safety. A clear instruction to save VDR information following an
accident should be incorporated into companies’ SMSs and, ideally, be included on
ships’ emergency response checklists. [2.11]
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Section 4 - actionS taken
4.1

The owner, HS Bereederungs GmbH & Co KG
HS Bereederungs GMBH & Co KG has:

4.2

•

Issued a revised standing order to its vessels regarding the use of the BNWAS
and lookouts (Annex G).

•

Undertaken a fundamental review of the vessel’s safety management system
and revised its audit process.

Marlow Navigation Company limited
Marlow Navigation Company Limited has:
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•

Reviewed the circumstances of the accident and its procedures for recruitment
and retention of officers.

•

Ensured that, to prevent a recurrence, the second officer understands the
importance of taking appropriate action by calling other senior officers in the
event the master is incapacitated.

•

Included the accident scenario in its in-house marine resource management
training programme to ensure appropriate lessons are learnt from the safety
issues identified in this report.

Section 5 - recommendations
The Maritime and Coastguard Agency is recommended to:
2012/114 Provide operational guidance to coastguard officers on the use of powers of
direction to prevent a vessel from leaving UK waters in circumstances where the
powers delegated to the SOSREP have not been invoked.
2012/115 Assess the desirability of, and, where appropriate, develop operational
guidelines for using Automatic Identification Systems (AIS) data to monitor
marine traffic movements. Special consideration should be given to using AIS
data to monitor marine traffic movement in areas of high traffic concentrations,
including traffic separation schemes, where there is limited or no radar coverage.

Marine Accident Investigation Branch
May 2012

Safety recommendations shall in no case create a presumption of blame or liability
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