
WHILE ON PASSAGE AT NIGHT, A 2,281GT GENERAL CARGO SHIP RAN AGROUND ON THE PENTLAND 
SKERRIES IN THE EASTERN ENTRANCE OF THE PENTLAND FIRTH, SCOTLAND (FIGURE 1). THE SHIP 
SUSTAINED SIGNIFICANT HULL DAMAGE, BUT THERE WAS NO POLLUTION OR INJURIES.

FIGURE 1 SHIP HARD AGROUND FOLLOWING THE INCIDENT. SOURCE: MAIB

The ship had departed from Klaipeda, Lithuania with a cargo of 3,300 tonnes of fertiliser and was on 
route to Silloth, England at the time of the incident.

On the afternoon before the grounding, while on passage, a bridge team meeting was held to discuss 
the forthcoming transit of the Pentland Firth, a stretch of water to the north of the Scottish mainland 
notorious for extreme tidal and sea conditions. The Master decided to adjust the bridge watchkeeping 
schedule in order to make the transit in favourable tidal conditions. The cadet was directed to keep 
watch from 2300 to 0200 (all times UTC + 2) and the maritime officer would then commence his watch 
with the transit of the Pentland Firth due to begin at about 0500.
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FIGURE 2 SHIP’S BRIDGE SHOWING THE RADAR DISPLAYS, 
ECDIS, VHF RADIO, AUTOPILOTS AND BRIDGE CHAIR. 
SOURCE: MAIB

FIGURE 3 CHART SHOWING THE SHIP’S PLANNED AND  
ACTUAL TRACKS PRIOR TO GROUNDING. SOURCE: MAIB

Between about 1730 and 1900 the maritime officer 
had dinner and consumed two beers to celebrate 
his birthday in the mess room. He went to his cabin 
at about 1900 and slept from approximately 2130 
until 0145.

The maritime officer relieved the cadet as officer 
of the watch (OOW) at 0200 with the ship making 
7.8kts on a heading of 280° in calm seas and 
darkness. The ship had been on track mode 
steering, which enables it to automatically follow 
its planned track. However, the maritime officer 
deselected this and switched to the standalone 
autopilot and set the heading to 279°. Alone on the 
bridge, he then sat down in the bridge chair  
(FIGURE 2) and started watching music videos on his 
mobile phone. The Bridge Watch Navigation Alarm 
System (BWNAS) was not in use. At about 0400 the 
OOW looked at the radar and realised that the ship 
was south of the planned track (FIGURE 3). At the 
same time he observed two small islands ahead 
on the radar. He decided to proceed between the 
islands and after which he intended to alter course 
to starboard to regain the planned track.

At 0427 an Orkney Vessel Traffic Service Officer 
(VTSO) observed the vessel on his radar heading 
towards the shallow waters of the Pentland 
Skerries and contacted the Shetland Coastguard 
Operations Centre (CGOC). The CGOC watch officer 
then contacted the ship by VHF and queried 
whether the OOW was aware of the islands two 
miles ahead. The OOW acknowledged the situation 
and confirmed that the ship was “two miles from 
the course change”. When the CGOC watch officer 
sought further confirmation that the OOW intended 
to alter course to avoid the rocks, the OOW replied 
that “we will see later”, The CGOC watch officer 
acknowledged this. 
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The VTSO continued to monitor the ship but did 
not observe any alteration of course. At 0440 
he therefore contacted the ship directly by VHF 
and emphasised that a grounding on the rocks 
five cables ahead was imminent and that there 
was clear water to the south. Although the OOW 
acknowledged the impending danger and indicated 
that he would change course, his response was 
confused and he asked several times in which 
direction he should alter course. 

During the conversation, the OOW reduced the 
range scale on his radar and added a chart overlay 
to the display. At this point he then realised that 
the proposed course between the two islands 
ahead was unsafe as there was a shallow reef 
between them. He therefore selected hand-
steering and put the rudder hard to starboard to 
try to steer away from the reef.

However, at 0443 the ECDIS depth alarm sounded 
as the ship crossed the 10 metre depth contour 
and then grounded seconds later on Pentland 
Skerries at a speed of 7kts (FIGURE 4). The sea 
was calm with light airs and good visibility in 
darkness. The tidal stream had been in a southerly 
to south-westerly direction in the period before the 
grounding.

No injuries or damage to the surrounding 
environment was reported, but the ship sustained 
extensive damage to its hull (FIGURE 5). The ship 
was refloated seven days after the incident, 
following the partial removal of cargo. After a diver 
inspection, the ship was able to proceed to Silloth 
under her own power to discharge the cargo 
before proceeding to dry dock. 
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FIGURE 4 SHIP AGROUND WITH THE PENTLAND SKERRIES  
LIGHTHOUSE VISIBLE IN THE BACKGROUND. 
SOURCE: MAIB

FIGURE 5 HULL DAMAGE. SOURCE: MAIB
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The ship grounded because it had drifted to the south of the planned track due to the tidal stream while on autopilot. 
The OOW did not monitor the ship’s progress for about two hours, while sitting in the bridge chair watching videos on 
his mobile phone. It is also possible that he fell asleep periodically during this period.

The primary means of navigation, the ECDIS, was not fully utilised and a number of navigational alarms could have 
been used to warn the OOW of the danger. If the bridge navigational watch alarm system had been switched on, this 
would have assisted the OOW to keep alert and would have acted as a prompt to periodically monitor the vessel’s 
position.

The posting of an additional lookout, as required under the vessel’s watchkeeping routine at night time, would have 
further assisted the OOW by providing navigational support as well as potentially helping the OOW to remain alert. 

An effective risk assessment taking into account the proximity of navigational hazards while operating at night would 
have identified the need to retain an additional lookout.

Although there should have been sufficient time to regain the planned route when the OOW realised that the ship 
was off track, he instead chose a route between the islands that placed the ship in imminent danger. Reference to all 
navigational information, and not just the radar, would have led to a better decision. 

Although the ship’s OOW responded to two verbal warnings of the danger from shore authorities, the resulting action 
taken by the OOW was not effective. This indicates that his situational awareness was affected to such an extent that 
he was unable to make a reasoned evasive manoeuvre and nor did he call the master to assist. 

The inclusion of meaningful details describing the navigational hazards associated with the transit of the Pentland 
Firth in the passage plan would have increased the OOW’s awareness of the risks and provided further assistance in 
monitoring progress.

The ship’s Safety Management System (SMS) was deemed to provide insufficient guidance to support the safe conduct 
of navigation and did not have any policy regarding the use of personal electronic devices during watchkeeping.

THE FOLLOWING LESSONS LEARNED HAVE BEEN IDENTIFIED BASED ON THE AVAILABLE INFORMATION 
IN THE INVESTIGATION REPORT AND ARE NOT INTENDED TO APPORTION BLAME ON THE INDIVIDUALS 
OR COMPANY INVOLVED:

For more information on this incident email lossprevention@tindallriley.com

THIS CASE STUDY IS DRAWN FROM THE INVESTIGATION REPORT 12/2019 PUBLISHED BY THE MARINE ACCIDENT INVESTIGATION BRANCH AT:

https://www.gov.uk/maib-reports/grounding-of-general-cargo-vessel-priscilla

THE PURPOSE OF THIS CASE STUDY IS TO SUPPORT AND ENCOURAGE REFLECTIVE LEARNING. THE DETAILS OF THE CASE STUDY MAY BE BASED ON, BUT NOT NECESSARILY IDENTICAL TO, FACTS 
RELATING TO AN ACTUAL INCIDENT.  ANY LESSONS LEARNED OR COMMENTS ARE NOT INTENDED TO APPORTION BLAME ON THE INDIVIDUALS OR COMPANY INVOLVED. ANY SUGGESTED PRACTICES 
MAY NOT NECESSARILY BE THE ONLY WAY OF ADDRESSING THE LESSONS LEARNED, AND SHOULD ALWAYS BE SUBJECT TO THE REQUIREMENTS OF ANY APPLICABLE INTERNATIONAL OR NATIONAL 
REGULATIONS, AS WELL AS A COMPANY’S OWN PROCEDURES AND POLICIES.
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