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Maritime New Zealand Investigation Report 

 

REPORT NO.:  04 3365 

VESSEL NAME:  TASNUI 

 
Casualty Details: 
 
Date of Casualty:   24 January 2004 
 
Time of Casualty:   1700 hours New Zealand Daylight Time (NZDT) 
 
Casualty Type:    Person Overboard 
 
Casualty Location:   70 kilometres south of Stewart Island, New Zealand  
 
Weather Forecast Area:  At Sea 
 
Investigator:    Chris Grayson, MSI, Bluff 
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REPORT NO.:  04 3365 

VESSEL NAME:  TASNUI 
 

Vessel Details: 
 
Ship Name:    Tasnui 
 
Ship Category:    Fishing 
 
Registered Length (m):   50.15 
 
Gross Tonnage:   236 
 
Official No.:    109687 
 
Port of Registry:   Pusan 
 
Flag:     Korea 
 
Ship Manager:    Sea Jho Co. Ltd 
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SUMMARY  

 

At approximately 1745 hours NZDT on 24 January 2004, the Korean fishing vessel Tasnui was trawling 

to the south of Stewart Island, New Zealand. At this time, a wire stopper that was holding the port trawl 

door, suddenly gave way with the result that the weight came back on the trawl wire. The crew member, 

who was stepping over the trawl wire at the time, was flung over the side of the vessel. Subsequent 

attempts to retrieve him proved to be unsuccessful and he was reported as missing, presumed drowned. 
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1.  Key Events 
1.1  At 1745 hours, New Zealand Daylight Time (NZDT) on 24 January 2004, the deep sea stern 

trawler, Tasnui, was fishing in position 48° 14.5’ S, 168° 18.76’ E, approximately 55 miles 
south of Stewart Island. 

 
1.2  The Master was on the bridge in command of the trawler. 
 
1.3 The deceased was working in the midship area of the trawler. He was making his way over to 

the port side to commence operating the winch controls (See Appendix I). 
 
1.4 The crew on deck were hauling nets.  The port trawl door was against the stern of the trawler 

and one wire stopper had been placed in position. The trawl wire, between the winch and the 
trawl door, was slack on the deck (the winch being at the forward end of the working deck). 

 
1.5 At approximately 1745 hours, as the deceased stepped over the trawl wire, the stopper 

holding the trawl door gave way and the door fell back into the sea. This resulted in the 
weight coming back onto the trawl wire quickly (See Appendix 2 – Broken wire). The wire 
tightened and returned to its normal working height above the deck. This sudden change in 
the wire’s position, resulted in flipping the deceased over the side of the trawler. 

 
1.6 The Bosun and a seaman threw lifebuoys over the side. They could see the deceased, but he 

was unable to reach the lifebuoys. At about the same time the Master stopped the engines, 
and broadcast an “all ships” message.  He tried unsuccessfully to contact the Ministry of 
Fisheries (MAF) communication centre on VHF channel 16. The nearest ship was about 70 
miles away. He did not use his INMARSAT as it had a fault and he did not use MF radio to 
call for assistance. 

 
1.7 The deceased remained visible for between 1 to 1½ hours. During this time the crew threw 

him three lifebuoys, ten lifejackets and several fishing floats. They also inflated a liferaft and 
tried to use that to rescue him. 

 
1.8 The Master stated that he could only manoeuvre the trawler with difficulty as she still had nets 

out. He was able to turn twice to approach the man, managing to get within a distance of five 
and eight metres, but still being unable to effect rescue. The net contained about three 
tonnes of fish and it would have taken about 20 minutes to get this inboard.  

 
1.9 At some stage during the evening, the exact time is unknown, Tasnui managed to contact 

the Korean vessel Melilla 201. This fishing vessel came to assist in the search. Her 
INMARSAT was operational and she contacted the base Vessel Manager, Sea Jho Co.Ltd in 
Christchurch. 

 
1.10 At 2140 hours, the Vessel Manager contacted the Christchurch Police. The Christchurch 

Police then contacted the National Rescue Co-ordination Centre (NRCC). 
 
1.11 At about 2000 hours, when the deceased was no longer visible, the crew heaved in the nets 

and informed the shore authorities. 
 
1.12 At 0100 hours, on 25 January, San Venture arrived on the scene to assist in the search 

followed by: Don Won 701, Melilla 201, Suveste 9, Oyang 77, Pacinui, and Don Won 519. 
These vessels conducted a trawl search by night and a visual search by day. 

 
1.13 At 1600 hours, on 25 January, the NRCC sent a telex to all vessels advising them to stop 

searching. 
 
1.14 At 1730 hours, Tasnui informed NRCC that she had stopped searching and was heading for 

Bluff. 
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2.  Key Conditions 
2.1 Vessel Details 
 
2.1.1  Tasnui is a deep-sea stern trawler of steel construction, built in 1978.  She has an overall 

length of 56 metres, a breadth of 9.30 metres and a gross tonnage of 236.    
 
2.1.2 Tasnui is registered in Youngdo-Gu, Busan, Korea.  Juahm Industries Ltd in Korea owns the 

ship. She is managed by Sea Jho Co. Ltd of Christchurch and chartered by Northland 
Deepwater JV Ltd. of Auckland. Tasnui is in Safe Ship Management (SSM) with Lloyds. She 
has a SSM Certificate, issued on 7 February 2003, which is valid until 3 June 2007. 

 
2.1.3 The ship has been operating in New Zealand waters for seven years and has been in survey 

under SSM, since June 2001. 
 
2.1.4 A Maritime Safety Authority Inspector, (MSI), last inspected the vessel on 21 November 2003. 

The vessel was found to have nine defects, including an inadequate number of lifejackets, no 
rescue boat and no rocket launcher. Following this accident, the MSI found that these 
deficiencies had been rectified save for the provision of a rescue boat and a rocket launcher 
with line throwing apparatus. This latter two deficiencies have been rectified since the accident 
occurred.  There was no requirement under Korean Law for a vessel, the size and type of 
Tasnui, to carry a rescue boat.  New Zealand Maritime Rule Part 40 D – Design, 
Construction and Equipment – Fishing Ships, which came into force on 1 February 2000, 
requires that rescue boats must be provided to fishing vessels of 24 metres or more in length 
which are classified as unlimited ships.  Further, that every fishing vessel of 45 metres or more 
in length, which does not ply beyond offshore limits (more than 200 miles from the coast of 
New Zealand), must also be equipped with a rescue boat.  

 
 
2.2  Deceased Details 
 
2.2.1  The deceased was 33 years of age and had 22 months sea time. He was able to swim. 
 
2.2.2 At the time of the accident the deceased was not wearing a lifejacket. He was wearing the 

following: hardhat, safety footwear, waterproof coat and trousers. Under the waterproof outer 
clothes he was wearing a jacket, trousers and two shirts. Whilst not a legal requirement, a 
number of New Zealand unlimited and offshore fishing vessels require that crew working on 
the trawl deck be equipped with exposure suits that have in built flotation chambers so as to 
support a worker should he fall overboard. Sanfords and Sealords have company 
requirements that all crew while working on deck must wear a P.F.D. (Personal Flotation 
Device). Exposure suits with floatation chambers are available but as a rule not worn as they 
are too cumbersome and too hot to work in. However, when they are working in the Ross 
Sea, exposure suits are worn. 

 
2.2.3  The deceased had worked the following hours that day: 
 
 0500 - 1000  Rest period 
 1000 - 1400   Working on deck 
 1400 - 1730   Rest period 

 1730  On duty on deck to haul nets 
   1745    The accident occurred 
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2.3  Weather and Sea Conditions 
 
2.3.1  At the time of the accident there was a four metre swell and the ship was pitching. They were 

taking some water over the stern of the ship but not in the area where Mr Vo Minh Que was 
working. 

 
2.3.2 The other weather conditions at the time were:   
 

• Current 1 knot 
• Wind 310°(T) at 20-25 knots 
• Swell 4 metres 
• Visibility 1 mile 
• Cloudy 
• Sea Temp. 12°C 

 
 
2.4 Other Details 
 
2.4.1 The normal procedure for hauling the trawl net on board is as follows: 
 

• Haul net in until the trawl door is against the stern 
• Place one stopper in position 
• Unshackle the trawl wire 
• Put the second stopper in position 
• Attach trawl wire to the net 
• Haul net up the stern ramp 

 
2.4.2 It was the opinion of the Master that because of the pitching of the vessel, extra weight was 

put on the stopper wire with the result that it broke. 
 
2.4.3 The present crew had been onboard for two months. According to the Bosun, the previous 

crew had informed him that the wire had been in use for three months. The MSA Investigator 
ascertained the following: 

 
• No records were maintained about the dates of changing wires. 
• There were no company or shipboard procedures when stopper wires should be 

changed. 
• Under Korean Regulations, no records are required to be kept nor are the wires required 

to have test Certificates.  
• The crew would only change stopper wires when they considered they needed changing. 
• The stoppers in use had no thimbles in place, thus resulting in extra wear on the eye of 

the wire.   
• On inspection, the stopper wire that parted was found to be very dry and had apparently 

not been greased for some time. 
• There was no evidence to indicate that any other wire on board had been greased 

recently. 
• At their location, at after end of the vessel, the stopper wires are frequently in contact 

with seawater and hence need regular and proper greasing to maintain their overall 
condition. 

 
2.4.4 The Captain stated he did not use his MF Radio to summon assistance because it was 

thought they could rescue the deceased without the need for outside help. 
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3.  Contributing Factors 
N.B. These are not listed in order of importance. 
 
3.1 The vessel did not have a rocket line thrower onboard. One had been ordered as a result of a 

Port State Control inspection last year. The line thrower had arrived in New Zealand but was 
still awaiting customs clearance at the time the accident occurred.  

 
3.2 The lack of a rescue boat. A rescue boat was delivered to Tasnui and Pasinui, another fishing 

vessel operated by the same company, following this accident.  
 
3.3 The SSM Manual is in English and although the Captain had a reasonable command of English 

it is not known if he could read English well enough to translate the manual into the Korean 
language. There was no copy in the Korean language for the crew to read.  

 
3.4 There were no safe working procedures in place for the vessel when engaged in fishing 

operations. A “Person Overboard” flow chart was included in the Safe Ship Management 
Manual. However, this was a generic flow chart as it referred to the deployment of a rescue 
craft, which Tasnui did not carry.  

 
3.5 There was no requirement for crew to wear life jackets while working on deck.  While each 

person responds differently to the loss of core body temperature whilst immersed; at a sea 
temperature of 12°C a person in the water can become unconscious within about 40 minutes.  
Death can occur within about an hour.  The wearing a lifejacket can not only assist the wearer 
by providing buoyancy and thermal protection, it also allows the person to avoid moving arms 
and legs to stay afloat.  Reducing body movement, especially movement of limbs, considerably 
extends the time before hypothermia starts to take effect.  

 
3.6 The poor condition of the stopper wire that parted. 
 
3.7 The failure to establish and implement procedures to ensure that all wires on the vessel were 

inspected regularly; were maintained properly and changed at appropriate intervals as soon as 
any sign of wear and/or tear became evident. 

 
3.8 The decision not to haul in the net immediately so as to give the vessel more manoeuvrability 

and to be able to close more easily with the man overboard.  
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4.  Cause 
Human Factor 

 Failure to comply with regulations   Drugs & Alcohol  Overloading 
 Failure to obtain ships position or course  Fatigue   Physiological  
 Improper watchkeeping or lookout   Lack of knowledge  Ship Handling 
 Misconduct/Negligence     Error of judgement  Other . . . 

 
Environmental Factor 

Adverse weather  Debris   Ice   Navigation hazard 
 Adverse current  Submerged object  Lightning  Other . . . 

 
Technical Factor 

 Structural failure  Wear & tear    Steering failure  
Mechanical failure  Improper welding  Inadequate firefighting/lifesaving 
 Electrical failure Inadequate maintenance  Insufficient fuel 
 Corrosion   Inadequate stability   Other . . . 

 
4.1  The accident was caused by the poor condition of the stopper wire and the lack of a rescue 

boat. 
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5.  Opinions & Recommendations 
5.1 It is recommended that this report be forwarded to the managers of the vessel, Sea Jho Co Ltd; 

the owners Juohm Industries Ltd in Korea and to the Charterers Northland Deepwater DV Ltd of 
Auckland, together with an accompanying letter from the Maritime Safety Authority 
recommending the following: 

 
a) Tasnui and other vessels operated by Sea Jho Cho Ltd, be equipped with a suitable rescue 

boat with appropriate equipment to include survival suits and lifejackets. 
 
b) The crew wear suitable P.F.D’s when working on deck. 
 
c) The vessels SSM Manual to be translated into Korean. 
 
d) That the wires used for stoppers are suitable for the job, have appropriate certificates and 

that thimbles are used in the eye. 
 
e) Procedures are to be put in place for regular changing of the wire stoppers and structured 

maintenance programs are drawn up for this. 
 
f) Safe working procedures are put in place for fishing operations. 
 
g) Man over board and search and rescue drills are implemented and documented. 

 
5.2 That a copy of this report be forwarded to the Korean Maritime Safety Agency with a 

recommendation that they give active consideration to promulgating rules/regulations that 
require the provision of suitably equipped rescue boats for Korean trawlers that are classified as 
offshore or unlimited vessels; the wearing of suitable P.F.Ds when crew are working on deck and 
the provision of appropriate test certificates for all fishing equipment.  
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Appendix 1 
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Diagram 1 – Working Area (not to scale) 
See also photograph of the working deck to appreciate how cluttered the working area is 
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Top Left – After deck starboard quarter, starboard stopper wires lying on deck 
 
Top Right – After deck port quarter new wire on deck with thimble. 
 
Lower Photo – Main working area with various equipment lying everywhere 
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Appendix 2 

 
Broken Wire 
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