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Foreword 
The Hellenic Bureau for Marine Casualties Investigations was established by Law 
4033/2011 (Government Gazette 264/12.22.2011), in the context of implementing EU 
Directive 2009/18/EC. HBMCI conducts technical investigations into marine casualties or 
marine incidents with the sole objective to identify and ascertain the circumstances and 
contributing factors that caused it through analysis and to draw useful conclusions and 
lessons learned that may lead, if necessary, to safety recommendations addressed to 
parties involved or stakeholders interested in the marine casualty, aiming to prevent or 
avoid similar future marine accidents.  

The conduct of Safety Investigations into marine casualties or incidents is independent 
from criminal, discipline, administrative or civil proceedings whose purpose is to 
apportion blame or determine liability. This investigation report has been produced 
without taking under consideration any administrative, disciplinary, judicial (civil or 
criminal) proceedings and with no litigation in mind. It does not constitute legal advice in 
any way and should not be construed as such. It seeks to understand the sequence of 
events occurred on the 8th of March 2014 and resulted in the examined veryserious 
marine casualty. Fragmentary or partial disposal of the contents of this report, for other 
purposes than those produced may lead to misleading conclusions. The investigation 
report has been prepared in accordance with the format of Annex I of respective Law 
(Directive 2009/18/EC) and all times quoted are vesselôs time that is Local Time (LT, UTC 
+2) unless otherwise stated. 

Under the above framework HBMCI has been examining the grounding of Cargo-
Container vessel (C/V) YUSUF CEPNIOGLU, occurred on the 8th of March 2014, in the 
sea area North East of Mykonos Island. This report is mainly based on information and 
evidence that have been derived from the interview process and information collected 
from those individuals involved in the marine casualty as vesselôs S-VDR data was not 
recovered. 
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GLOSSARY OF ABBREVIATIONS AND ACRONYMS 

1 AB Able seaman 
2 AIS Automatic identification system 
3 ARPA Automatic radar plotting aid 
4 BNWAS Bridge Navigational Watch Alarm System 
5 Bfrs Force of wind in beaufort scale 
6 CoC Certificate of Competency 
7 CoG Course Over Ground. The actual path of a vessel with regard to 

the seabed, measured in degrees. Course may be relative to 
true north (true course) or magnetic north (magnetic course) 

8 COLREGS International regulations for preventing collisions at sea, 1972, 
as amended 

9 Á degrees (of angle) 
10 DOC Document of Compliance 
11 GMDSS Global maritime distress and safety system 
12 GOC General Operatorsȭ Certificate for GMDSS 
13 GPS Global positioning system 
14 Gt gross tonnage 
15 HDG Heading.  The direction in which a vessel is pointed at any 

given moment. Heading may be relative to true north (true 
heading) or magnetic north (magnetic heading) 

16 HCG Hellenic Coast Guard 
17 Integrated 

Marine Data 
Environment 
(IMDatE) 

a technical framework that collects and combines data from 

EMSA's maritime applications and other external sources  

18 IMO International Maritime Organization 
19 ISM International Management Code for the safe operation of ships 

and for pollution prevention 
20 JRCC Joint Rescue and Coordination Centre 

21 Knots unit of speed equal to one nautical mile (1.852 km) per hour 
22 KW Kilowatt 
23 LT local time 
24 MLC Maritime Labour Convention 
25 mt Metric ton  
26 nm nautical miles 
27 O(s)OW Officer(s) on the watch 
28 OS Ordinary seaman (deck crew)   
29 rpm revolutions per minute 
30 SAR Search and Rescue 
31 SMC Safety management certificate 
32 SMS Safety management system 
33 SOLAS  Convention for the Safety of Life at Sea 1974, as amended 
34 STCW International Convention on Standards of Training,Certification 

and Watchkeeping for seafarers 
35 S-VDR Simplified Voyage Data Recorder 
36 TEU The twenty-foot equivalent unit (volume) of a 20 ftlong 

(6.1 m) intermodal container. 

37 UMS Unmanned Machinery Space 
38 UTC Universal co-ordinated time 
39 VDR Voyage data recorder 
40 VHF Very high frequency (radio) 
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1. Executive summary 
On the 8th of March 2014, at approximately 05:30, the Turkish registered Yusuf 
Cepnioglu grounded on the rocky coastline of Avlemonas bay at the North West part of 
Mykonos Island, in position lat: 37ɞ29ô 55ôô N,  long:25ɞ20ô12ôôE.  At the time of the marine 
casualty, weather conditions were reported to be good with medium visibility, wind force 
up to 4-5 Bft NE, moderate sea and it was still dark. 
 

Yusuf Cepnioglu was on the first day of her passage to Bizerte in Tunisia laden with 204 
containers of general containerized cargo. On the 7th of March 2014 early evening hours, 
she had departed from the port of Nemport, located in Izmir/Turkey, after completion of 
loading/unloading operations. Notwithstanding weather conditions were good and 
navigational watch was quiet duringthe night hours prior to the accident, Yusuf Cepnioglu 
ran aground with a cruising speed of 12.5 knots. 
 

The vessel suffered extensive cracks and indentations on her foresection and port 
side,mostly lengthwise, and more specifically at Forepeak Tank, Collision Bulkhead and 
No. 1 Cargo Hold. Port and starboard side Wing Ballast Tanks and Deep Tank were also 
affected and breacheddue to the heavy contact with the rocky seabed. Several 
compartments including engine roomand cargo holds were flooded and pollution from 
bunkers was reported. None of the crew was injured. 
 

The grounding of the vessel alerted the crew and the Master who reported the incident to 
the managing company and Olympia Radio which notified Piraeus JRCC and the local 
Coastguard Authority.  
 

Following the incident Yusuf Cepniogluôs trim and stability condition was closely 
monitored by her crew and the local Coast Guard Authority.At approximately 10:00 the 
vessel listed to starboard and her Master having assessed the situation ordered the 
abandonment of the vessel. Eleven (11) crew members abandoned the vessel using a 
liferaft, and were recovered by a HCG patrol boat. The Chief Engineer could not board at 
the liferaft and remained on the vessel until he evacuated with the assistance of a private 
launch boat. Master and chief officer remained on the vessel as well and evacuated later 
by a U.S. SAR Helicopter which participated in the rescue operation. 
 

Due to prevailing gale winds and the high waves causing Yusuf Cepniogluôs heavy rolling 
part of her cargo containers were washed overboard. Substantial quantities of debris 
from the smashed containers washed up on shore and to the nearby inlets. Moreover 
due to the vesselôs hull damages her bunkers leaked into the sea creating an oil spill 
which spread into the wider sea area and washed on the nearby coastline. The owners of 
the vessel assigned to a salvagecompany the anti-pollution response operationsas well 
as the vesselȭsrefloating and removal from the casualty area. 
 

The HBMCI launched a safety investigation into aforementioned marine accident.               
The investigation Team arrived at casualty site on the 9th of March 2014. Based on the 
findings of the investigation process it was evident that the OOW had shown a total 
disregard to COLREGS and STCW conventions and was not monitoring the vesselôs 
tracking positionsin relation to the voyage plan. The safety investigation conducted has 
also highlighted additional contributing factors, such as the fatigue of the Chief Officer 
and the absence of a posted lookout during night-time navigational watch, which 
conjointly led to the examined marine casualty as presented in the Analysis section. 

 

Note: 
Á This report is mainly based on information and evidence that have been derived from 

the interview process and information collected from those individuals involved in the 
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marine casualty, as well as electronic positioning data provided by the competent 
authorities of the Hellenic Coastguard. 

    Yusuf Cepniogluôs VDR data was not recovered while the information provided from 
the vesselôs owners was limited. 

Á In respect to the above grounds, Commission Regulation (EU) No 
1286/2011/Annex/paragraphs 4.2 & 4.31 have been generated in order to properly 
indentify casual and contributing factors led to the marine accident. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      

1
Abstract from Com. Regulation 1286/2011ñCommon methodology for investigating marine casualties and incidentsò. 

4.2 Proper identification of causal factors requires timely and methodical investigation, going beyond the immediate evidence and 
looking for underlying conditions, which may be remote from the site of the marine casualty or incident, and which may cause 
other future marine casualties and marine incidents. Marine safety investigations should therefore in principle serve as a means of 
identifying not only immediate causal factors but also conditions that may be present in the whole operational process. To achieve 
this, the analysis of the evidence collected shall be thorough and iterative. 

4.3 If a gap of information cannot be resolved and is filled in by logical extrapolation and reasonable assumptions, such extrapolation 
and assumptions shall be made clear in the wording of the report. A useful tool in this process can be the identification of all 
options and their analytical reduction to reach the most likely hypotheses. 
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2. Factual information 
2.1 Vesselôs Particulars 
Name o fvessel YUSUF CEPNIOGLU 

Type of vessel General Cargo/ Container Vessel 

Nationality/flag TURKISH 

Port of registry ISTANBUL 

IMO number 9119646 

Call sign TCYI8 

Managing company FURKAN DENIZCILIK SAN.VE TIC.LTD STI 

IMO company No. (DOC)  1919490 

Year built 1995 

Ship yard HUGO PETERS, WEWELSFLETH/GERMANY 

Classification society ABS 

Minimum Safe Manning 11 

Length overall 116.4 m  

Breadth overall 19.2 m  

Gross tonnage  4,984 

Deadweight  6,876 t  

Draught max.  9.2 m  

Engine power  3,960 kW  

Service speed 15.5knots 

Hull material Steel 

Hull design Singlehull 

Last Port state Control Inspection  27-09-2013  Varna, Bulgaria  with no 
deficiencies  
Black Sea  

 
 

 
Figure 1: Yusuf Cepnioglu grounded at Mykonos Island. 
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2.2Weather data 
 
 
 
2.3Voyage particulars 
 

 

2.4Marine casualty information 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Wind ï direction  4 to 5 bf ïN/NE, later on 7 to 8bf ï N/NE  

Wave height 1-2 m 

Visibility Medium 

Light/dark  Dark  

Current Unknown  
 

Port of origin  Nemport, Turkey 

Port of call Bizerte, Tunisia 

Type of voyage International  

Cargo information 204 containers  

Crew on board 14 

Type of marine incident  Very serious marine casualty  

Date, time 08 March 2014 at 05:30 LT 

Location NW of Mykonos Island, SE Aegean 
SeaGreece Position Lat.:37Á 29ô 55ôô N, Long.:25Á 20ô 12ôô E   

Shipôs operation, voyage segment En route 

Place on board Fore section & bottom  - structural damages 

Consequences to individuals No 

Consequences to environment Sea and shore  pollution from bunkers and 
cargo debris  

Consequences to property Extended structural damages /semi-sinking 
/total loss 
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3. Narrative 
 

On the 07th of March 2014 at approximately 08:00, Container vessel Yusuf Cepnioglu 
was approaching the port of Nemport/Izmir (Turkey), where cargo discharging operations 
were scheduled to take place. The C/O of the vessel was on the bridge together with an 
AB as posted look-out forming the 04:00-08:00 navigational watch. The Master arrived at 
the bridge at approximately 07:30 and at 08:00 he took over the command from the C/O 
who left the bridge to have breakfast, while the rest of bridge personnel were preparing 
shipôs documents and cargo information for the arrival at Nemport. At approximately 
09:00 all crew was on standby and the pilot came on board. At 09:30 vessel had safely 
berthed alongside the dock.After completion of the standard arrival formalities, the 
Master and the C/O went ashore, leaving the 2nd officer in charge of the cargo operations. 
They both returned on the vessel between 15:30-16:00.  
 

At 19:35 a port pilot got on board and Yusuf Cepnioglu sailed laden with 204 containers 
and 212.6mt of fuel oil, 36.7mt of diesel oil and 7,135kgr of lube oil on board, destined to 
the port of Bizerte (Tunisia). At 20:00 the pilot disembarked, and Yusuf Cepnioglu 
continued her voyage towards Bizerte. The Master, who was the 20:00-00:00 OOW, 
remained on the bridge together with the deck cadet, and no further look-out, was posted 
for that segment of the voyage.     
 
3.1 Voyage plan ï navigational watch schedule 
The voyage plan, according to Yusuf Cepniogluôs shipboard operational procedure was 
prepared by the 2nd Officer, signed by the Chief Officer and approved by the Master. 
Theinitial segment of the voyage plan was comprised of a passage East of Oinoussai 
Island, then a South West course for crossing the eastern strait of Nissos Chios, followed 
by a 226Á course for crossing the Central Aegean Sea area and a 236Á course for 
crossing the sea area between the islands of Mykonos and Tinos, as shown in Figure 2. 
The distance between the exit waypoint from Chios strait and the waypoint north from 
Mykonos Island was 46.2 nm. 
 

Yusuf Cepniogluôs navigational watch schedule comprised a pattern of three navigational 
watches performed by the Master (0800-1200/2000-2400), the Chief Officer (0400-
0800/1600-2000) and the 2nd officer (0000-0400/1200-1600). According to the vesselȭs 
operation system each navigational watch was formed by a team of two crew members, 
the OOW and an AB as a lookout. At the time of the casualty Yusuf Cepnioglu was 
navigating with both radars operating in head-up modeat a range of 12nm and 6nm 
respectively. 
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Figure2: Abstract of Yusuf Cepnioglu voyage plan segment approaching the strait between Nissos Tinos and Nissos 

                   Mykonos. 

 
Just before midnight the vessel was crossing the Chios strait and 2nd Officer came on 
the bridge to take over as the 00:00-04:00 OOW. At that time the Master was on the 
bridge with the deck cadet, as the 20:00-24:00 lookout AB had been allowed to stay in 
his cabin to rest. Moreover the 00:00-04:00 lookout AB did not go at the bridge to take 
over his watch as he alsowas allowed to remain at the mess room on ST/BYand go on 
the bridge if needed. The Master handed over the navigational watch to the 2nd Officer, 
however he remained on the bridge until 01:00 since the AB was still at the mess room. 
When the Master left from the bridge he visited the engine room where he stayed until 
02:00. Then he returned on bridge and stayed with the 2nd Officer until 02:30 
approximately, when he left to go to his cabin to rest. During the aforementioned time the 
lookout AB had not gone to the bridge and had remained at the mess room.   
 
3.2The Master 0800-1200/2000-2400 watch 
The Master was performing the 08:00-12:00/20:00-24:00 navigational watch. The 
previous day of the casualty on the 07th of March 2014 he had woken up at 07:30 when 
the vessel was approaching to the port of Nemrut bay, Turkey and went on the bridge for 
his watch duties where he stayed until the vesselôs berth. At around 10:00 he went 
ashore with the vesselôs agent to take care of various matters concerning the vessel and 
he returned on board around 15:30, while the 2nd Officer had been left in charge for cargo 
operation. At 19:35 thepilot came on board and the vessel departed from Nemrut. When 
the vessel exited the port and the pilot disembarked the Master remained on the bridge 
for his navigational watch together with the deck cadet while the lookout AB was 
permitted to rest at his cabin. At 00:00 the Master handed over the navigational watch to 
the 2nd Officer and stayed on the bridge, whereas the deck cadet was relieved and went 
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to his cabin to rest.  At the time of the watch change over the vessel was at the mid-way 
of crossing the Chios Strait with a speed of approximately12 knots and a COG of 204o. 
 
 

 
Figure 3: Crossing of Nissos Chios strait during change over of the watch. 

 
 
At approximately 01:00 Yusuf Cepnioglu had cleared from Chios Strait (Figure 3, position 
24) and shortly afterwards the Master left from the bridge and went to the engine room. 
At 02:00 he returned on the bridge and stayed with the 2nd Officer until 02:30, when he 
left and went to his cabin to rest. Before he left from the bridge he told to the 2ndOfficer to 
call him in case of emergency. Until that time no lookout was posted on the bridge as the 
AB performing the 0000-0400 watch was allowed to stay at the mess room. 
 
3.3 The 2nd Officer 0000-0400/1200-1600 watch 
The previous day of the casualty 2nd Officer was in charge of the cargo operations from 
10:00 until 16:00 when he went to rest in the mess room and had lunch. He was also on 
ST/BY for the departure operations which lasted from around 19:00 until 20:00 when the 
pilot disembarked and the vessel proceeded to her destination. 
 

The 2nd Officer went on the bridge almost five minutes before 0000 in order to relieve the 
Master. Navigational watch was handed over without any noteworthy remarks, as there 
was not any traffic in the navigated sea area and steered course was following the 
voyage plan.  As stated during the 2nd Officerôs watch, the Master had remained on the 
bridge for almost one and a half hour therefore the lookout AB was allowed to stay at the 
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mess room, being on ST/BY to go to the bridge if needed. However, when the Master left 
from the bridge to go to his cabin to rest, the AB did not get on the bridge and he 
remained at the mess room until the end of his watch. 
 

The last position checked and marked on the chart by the 2nd Officer before handing over 
the watch to the C/O was at approximately 02:40 at position Lat.37o 54ô 48ôô Long. 250 51ô 
00ôô. At that time the vessel was navigating with a COG of 226o, and with a speed of 12.4 
knots and she was almost 2 hrs and 13mins before  the next way point, distanced at 26.6 
nm (Figure 4).   
 
 

 
 
Figure 4: Yusuf Cepnioglu last marked position on chart at approximately 02:40 sailing through the Central  

Aegean Sea, showing the distance from the next way point. 

 
 
At approximately 03:57, just prior to the watch hand over, Yusuf Cepnioglu was sailing at 
open sea, crossing the Central Aegean Sea. Steering was in autopilot, set at 226Á, her 
COG was 225Á and she was running at approximately 12 knots. The distance from the 
next way point was approximately 10.6 nm (Figure 5). 
 



 13 Safety Investigation Report   08/2014                                                                                                             HBMCI 

 
Figure 5: Yusuf Cepnioglu position shortly before 0400 sailing through the Central Aegean Sea(source HCG AIS). 

 
3.4The Chief Officer 0400-0800/1600-2000watch 
The previous day of the casualty, the C/O performed the 0400-0800 navigational watch 
together with a lookout AB.  At 08:00 he handed over the watch to the Master and had 
breakfast at the mess room. Then he returned to the bridge to prepare the pre-arrival 
documents and the unloading plan required for the port of Nemrut bay and was on ST/BY 
for the arrival. 
 

At 10:00, when the vessel was berthed alongside the dock and mooring operations were 
concluded hewent ashore to visit his family and returned on board around 16:00. Hetook 
over his watch for cargo operations until they were finished and was involved to the 
ST/BY for the vesselôs departure. Then he remained on the bridge to complete the 
respective paperwork until 21:30 when he went to his cabin and slept from approximately 
23:30.   
 

At 03:40 the 2nd Officer called the C/O to wake him up for the watch change over. In 
addition the C/O was called by the lookout AB who was scheduled for the 0400-0800 
watch, who reported that he was ill and requested to be relieved from his duties. The C/O 
relieved the AB and decided not to call another AB as he felt confident to carry out the 
watch by himself. The C/O went on the bridge at around 04:15 and took over the watch 
without any lookout AB, while the 2nd Officer left the bridge at around 04:30. The 
operation of the BNWAS at the time of the watch handover and during the C/O 
navigational watch could not be established.  
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When the C/O took over his watch he proceeded with the standard recordings on the 
bridge log book and observations of the vesselôs course and condition.It was reported 
that the monitoring of the charted course, as projected according to the passage plan, 
was performed by checking the vesselôs position, extracted from her GPS on an hourly 
basis.   
 

Furthermore, it was reported that at around 04:30, Yusuf Cepnioglu course, position and 
track were observed and she was found to be at a 16 to 18 nm distance, almost an hour 
and 30 min, far from the next way point where course should be altered for crossing the 
area between Tinos and Mykonos. However, said distance from the next way point was 
not confirmed asaccording to AIS data extracted from available sources, at that time 
Yusuf Cepnioglu was underway approximately 4 nm from the next waypoint, sailing with 
a speed of 12 knots. More specifically at 04:27:25 she was at position Lat.37o 39ô 43ôô 
Long. 25031ô28ôôsailing with COG of 221ɞ and a speed of 12 Knots while at 04:33:26 she 
was at position Lat.37o38ô 48ôô Long. 25030ô31ôô sailing with COG of 219ɞ and the same 
speed. Moreover, the vesselôs position was slightly off course that is 0.54 nm to port 
(Figure 6). However, the Chief Officer did not make any correction to the course and he 
sat on a chair next to the radar where he fell asleep. Consequently the vessel proceeded 
with the same heading towards the north coast of Mykonos. 
 

 
 
 
 
 
 
 
 
 
 

Figure 

6. Shipôs position at 04:30, (position 57). VRM (Variable Range Marker) shows the extend of 
drifting to port. 

 
 
At approximately 04:51,Yusuf Cepnioglu was almost 1 nm southeast from the next 
waypoint sailing at a speed of 12.3 Knots and her COG was recorded at 222ɞ, that is 14ɞ 
to port from the course of 236ɞ which was planned for the crossing the area between the 
two islands. Moreover the vesselôs position was at a distance of 8.35 nm from the 
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grounding position. Nonetheless, the C/O was asleep and did not make any alteration to 
the course (Figure 7). 

 

 
 
Figure 7:Shipôs position at 04:51.  VRM (Variable Range Marker) shows the extend of drifting to port and distance from 
the grounding point. 
 
 

3.5The grounding 
As the C/O who was the only one on the bridge fell asleep on the chair next to the radar 
shortly after 04:30,Yusuf Cepnioglu kept sailing with an unattended bridge, maintaining 
her course towards the rocky shoal at the north coastline of Mykonos where she 
grounded with her fore section at 05:30 with a speed of 12.2 knots (Figure 8). 
 

The impact was extremely heavy and awakened the Master and the rest of the crew. The 
C/O had not understood what had happened and got shocked due to the vibration 
caused by the heavy impact and shipôs fore section dragging on the rocks. 
 

 

Figure 8: 
Vesselôs course towards the 
grounding point while bridge was 
unattended at 05:10, 05:16 and 
05:22.  
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Figure 9:Photos from the vessel grounded at the north coast of Mykonos Island. 
 
 

3.6Emergency Response 
Immediately after the grounding, the Master woke up and went on the bridge. The engine 
was set to full astern however the vessel did not move from the grounding position and 
the engine tripped from overload. The Master set the propeller pitch to zero and ordered 
the C/O to switch on all deck lights. Consequently the vesselôs aft section drifted towards 
the coast and touched the rocks with the port side. By that time, a few minutes after 
05:30, the 2nd Officer together with the Deck cadet went on the bridge as well. 
 


