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LOOKOUT!
Introduction

!
Welcome to the first issue of 
Lookout!, Maritime New Zealand’s 
new safety focused quarterly.
One of our core roles at Maritime NZ is investigating accidents. 
By doing so we can do our best to find out what went wrong 
and work with you to ensure the safety of all who work and 
operate in our maritime sector whether that be at sea or on one 
of New Zealand’s many inland lakes and rivers.

Lookout! replaces the annual Commercial Accidents book, 
and provides you with more regular, up to date and targeted 
information on the key safety and accident related issues 
facing the maritime sector. By producing a publication such as 
Lookout! we can publicise the lessons learned from accidents, 
incidents and injuries, and work towards the saving of lives 
and prevention of injuries.

The more informal style of Lookout! has been designed to 
provide the key details of what happened, or more importantly 
what could have happened in a variety of situations – which 
many of you face on a daily basis. As always, the full accident 
reports are available on our website www.maritimenz.govt.nz 
or by calling our toll free number 0508 22 55 22.

In this issue of Lookout! we not only cover a number of 
accidents – we also have items on the new Maritime NZ 
accident/incident and injury reporting forms, the recently 
published Health & Safety Guide for Seafarers, as well as 
the soon to be screened Special Investigators series on TV1, 
featuring our Accidents Team in action. We’ve also a guest 
editorial from Darren Guard, a well-known and respected 
member of the fishing industry.

Please take the time to read Lookout! and pass it on to friends 
or colleagues. I, along with our Accidents Team, very much 
welcome any feedback you may have on Lookout!, or any of 
the items featured.

 russell Kilvington 
 Director of Maritime New Zealand
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A senior meal plant 
operator suffered serious 
steam burns after 
attempting to unblock a 
clogged fish meal cooker 
with a screwdriver.

The senior and junior meal operators 
were working 6 on 6 off shifts 
onboard a factory trawler.
 On the junior meal operator’s 
watch, the fish meal cooker started 
to develop problems. The chief 
engineer was consulted, and he 
found a drive sprocket had come 
loose on the cooker’s drain screw 
drive. This was fixed and monitored, 

and the fish meal processing 
continued. However, within an hour 
the junior meal operator noticed the 
plant had stopped processing again, 
and he went to tell the senior meal 
operator, who was sleeping.
 The senior meal operator got 
out of bed wearing only a T-shirt 
and shorts, pulled on his gumboots 
and headed to assess the problem. 

He had seen fish meal block the 
cooker’s drain screw before and 
decided this had happened again. 
On that occasion he had cleared the 
blockage with a screwdriver, without 
any problem.
 Before starting the job, the senior 
meal operator checked with the junior 
meal operator that the built-up steam 
inside the cooker had been released. 
This had been done on the previous 
occasion by opening the side 
inspection panels. However due to 
language difficulties, the junior meal 
operator misunderstood the question 
and agreed the steam had been 
released, when in fact it had not.
 The senior meal operator set 

to work gouging out the blocked 
fish meal from the drain screw. 
Just moments after he cleared the 
blockage, built-up steam inside the 
cooker suddenly vented through the 
drain screw, seriously burning his 
hands, legs and neck.
 The junior meal operator 
immediately started hosing him down 
with a saltwater hose, and the ship’s 

medic and master administered 
morphine. The vessel turned and 
steamed for port, and the injured 
meal operator was later evacuated 
by rescue helicopter. He spent four 
days in hospital, and was not able 
to return to work for a further two 
months.

further InfOrmatIOn:

The Seafood Industry Training 
Organisation unit standard 20�1� 
covers procedures for operating a fish 
meal plant. Refer to their website 
www.sito.co.nz

Full report online at: 
www.maritimenz.govt.nz

All	steamed	up	
over	meal	plant	
blockage

due to lAnguAge difficulties, the junior 
meAl operAtor misunderstood the 
question And Agreed the steAm hAd been 
releAsed, when in fAct it hAd not

Cooker and hatCh Coverswith every year that 
passes we lose more 
fishermen…
Sure a lot have given up or retired, 
but how many have gone due to 
injury or death. Anyone who has 
been in our industry for a period of 
time can look back and say yes I 
remember how he/she was injured 
or killed. When I cast my mind back 
it comes as a shock the number of 
fatalities alone I can recall.
 How many times has a fatality or 
injury been averted due to good luck 
rather than good management on 
your vessel? Remember the swinging 
lifting hook or codend that only just 
missed the crew’s head because the 
lazy sod was sitting down on the job 
at just the right time.
 Remember the blows to the head 
from stray wires, fish bins or the 
codend clip that came around the 
roller at you because the hydraulics 
still creep. The gloves, buttons and 
gumboots that have been ripped off 
during shooting and hauling gear. 
We can all remember these instances 
because they have happened to us all.

why should you care?
Because the next injury or death 
could be yours. Do you really want 

it to be, is that why we fish? Or is it 
because that’s what we know and 
love, that’s how we provide for our 
families and whanau.

what now?
Well luckily while we were all fishing 
a group called FishSAFE was formed 
with the aim of helping make you, 
your crew mates and vessel safer.
FishSAFE is made up of ACC, 
Maritime NZ and SITO but most 
importantly includes inshore fishermen 
that know how we operate and the 
issues that we all face every day.
 Over the next few months 
FishSAFE will be holding a series of 
one-day workshops for owners and 
skippers at most New Zealand ports. 
These workshops have been put 
together to help you become familiar 
with Health & Safety requirements 
and will outline how we can all 
reach the new industry standards as 
quickly and easily as possible.

why should you do this?
1. Nobody wants any more injuries 

or deaths.
2. We will all sleep better in the 

knowledge that we have reached 
the new industry standards and 
have done everything to our best 
ability to minimise chances of 

injury or death on our vessels.
3. Once you have reached the new 

standards you will be able to 
access a 10% ACC reduction for 
you and your crew.

It makes me sick when I hear of 
another fatality or a vessel lost 
at sea. The risks that come from 
working on fishing vessels, often in 
rough weather, means we have one 
of the highest ACC rates in NZ. Let’s 
all try and work together to change 
this and bring these rates down.
 Always remember that safety is 
simple common sense. OK we all 
THINK we have common sense, but 
does the crewman you picked up 
from the pub last trip? If he doesn’t 
you could be in trouble, so help him 
help himself and the industry and 
participate in FishSAFE’s Safety 
Guidelines workshops – it could be 
the one and best thing you do that 
could save a life.

Darren Guard

for more information on the FishSAFE 
workshops contact Simon Reid  
on 027 435 7013,  
email training@fishsafe.org.nz or  
go online at www.fishsafe.org.nz

LOOKOUT!
Guesteditorial

We still die

how mAny times hAs A fAtAlity 
or injury been Averted due to 
good lucK rAther thAn good 
mAnAgement on your vessel?

LOOkOUT!POInts

1. The injured meal operator had 
been called out of bed to repair the 
fishmeal cooker. He was wearing a 
T-shirt, shorts and gumboots. If he had 
been wearing overalls, as required by 
the company procedures, his injuries 
would not have been as serious. If the 
company, which owned the vessel 
had provided full-face welding masks 

and full-length rubber gloves, and 
required these be worn during this 
kind of maintenance, the injuries 
could have been totally avoided.
2. There were no documented training 
procedures for fish meal operators (see 
above). The injured meal operator had 
learned how to unblock the cooker 
by watching a previous employee use 

the same technique. Documented 
procedures and thorough, repeated 
training are particularly important when 
crews of mixed native-languages are 
working together.
3. The cooker had not been 
documented as a potential hazard, 
and no steam relief valves were fitted 
at the time of the accident.

LOOKOUT! APRIL 2006 5LOOKOUT! APRIL 20064



LOOkOUT!POInts

A fully lAden contAiner vessel, 
with a length of over two hundred 
metres, left port with a pilot, master, 
second mate and an AB on the 
bridge. It was fine and clear. Both 
radars were in operation on the six 
and three mile ranges. There were 
no problems during the pilotage and 
after clearing the harbour entrance, 
the pilot disembarked. Before leaving 
the vessel, the pilot told the master 
there were no inbound vessels 
approaching the harbour.
 After the pilot had left, a small 
recreational boat started to pass 
close ahead of the vessel. The pilot 
launch saw what was happening and 

went towards the boat to tell it to 
keep out of the way.
 Shortly afterwards when 
the vessel had cleared the port 
approaches, the main engine was put 
full ahead and her speed gradually 
increased to about 19 knots. A 
large recreational launch was then 
observed ahead and the vessel’s 
course was altered to starboard to 
keep clear. The launch subsequently 
passed down her port side at a 
distance of about 1 nautical mile. 
A fishing vessel which was broad 
on the vessel’s port bow and over 
a mile away was also seen at about 
this time. The bridge team could not 
recall any details of this vessel but 
were satisfied there was no need to 
take any avoiding action. The bridge 

team did not see any other vessels  
at this time.
 After altering about 20 degrees 
to starboard to pass safely off the 
next point of land, the master went to 
the radio room to send a message. 
The second mate then changed 
over to automatic steering so that 
the AB who had been steering the 
vessel could go below. The second 
mate who was now on the bridge by 
himself monitored the vessel’s course 
and kept a lookout. There was clear 
visibility on both sides of the vessel 
and ahead beyond a distance of 
about two hundred metres.
 The skipper of a steel fishing 

vessel with a length of about eleven 
metres was trawling about six miles 
off the port. The fishing vessel had 
a dark coloured green hull with her 
name and fishing number painted 
in white on each bow. There was a 
white painted wheelhouse near the 
bow with a single mast above it and 
an aluminium A frame for trawling at 
the stern. The daytime shape for a 
trawler was rigged on the forestay.
 The skipper stated he was 
trawling at a speed of under � knots 
when he observed a container vessel 
about 1 mile away heading rapidly 
towards him. The skipper thought 
the container vessel must have seen 
him and would alter course to keep 
well clear. However, when he realised 
that no avoiding action was being 

taken, he immediately changed over 
into manual steering and started to 
alter course in an attempt to avoid 
a collision. The fishing vessel’s 
heading was only altering slowly 
and the skipper had thought about 
going astern as a last resort when 
the shadow of the container vessel 
passed over the wheelhouse as the 
container vessel passed within 50 
metres of his bow.

View full report online at: 
www.maritimenz.govt.nz

toP: the Container vessel in Port

left: the fishing vessel

right: the vieW froM the Wheelhouse 
of the Container vessel

1. In recent years there have been 
several near misses in New Zealand 
waters between coastal fishing 
vessels and large foreign flagged 
commercial vessels. Some of these 
have occurred within harbour areas 
when the fishing vessel concerned 
should have kept clear and did not 
do so. Others, as in this case, have 
occurred outside harbour limits, 
and the commercial vessel has 
failed to keep clear of a vessel that 
was fishing.
2. Despite attempts to educate 

skippers and masters via accident 
reports and marine notices – of the 
need to keep a good lookout both by 
eye and radar, as well as the need to 
take early and substantial action to 
keep clear – the trend of these near 
misses remains steady.
3. There are ample rules in the 
form of collision regulations and 
harbour bylaws that if followed 
would prevent these incidents from 
occurring. Yet the standard of watch 
keeping practices on both fishing and 
commercial vessels remains poor.

4. Steps currently under 
consideration to warn masters 
of commercial vessels of the need 
to give fishing vessels a wide 
berth include:
• a note on outward pilot 

passage plans;
• warning stickers to be pasted 

on ship’s charts;
• issuing warning notes in 

preliminary Notices to Mariners.

Poor	lookout	
=	near	miss

the bridge teAm could not recAll Any 
detAils of this vessel but were sAtisfied 
there wAs no need to tAKe Any Avoiding 
Action
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A fishing vessel ran 
aground after the rudder 
stopped responding to 
the helm.
Having departed port at night, the 
trip proceeded smoothly early the 
following day. The vessel was being 
navigated toward a narrow stretch 
of water when the skipper realised 
that the steering had failed. The 
skipper immediately put the engine 
full astern, but due to a strong tidal 
stream, was unable to stop the 
vessel before it grounded.
 Attempts to refloat the vessel 
using full astern propulsion failed, 
and other vessels in the area were 

called to assist. At low tide, the crew 
got out to inspect the hull and found 
it was sound. At the following high 
tide, the vessel was refloated with the 
assistance of two other vessels and 
towed back to port.
 A later inspection revealed the 

tiller arm had come loose from the 
rudderstock, and had slipped down 
the shaft and off the key-way. This 
allowed the tiller arm to activate, but 
denied it from getting any purchase 

on the rudderstock.
 The owner and skipper had 
discovered a similar problem with 
the tiller arm about two months prior 
to the grounding, and had engaged 
a local marine engineering company 
to fix the problem. The owner asked 

them to ensure that it would not 
happen again. However, evidence 
suggests that the bolts attaching the 
tiller arm to the rudderstock whilst 
tightened, were not set up in such 
a way as to prevent them loosening 
again in the future.
 Since this accident, the marine 
engineering company have installed 
new high tensile bolts on the vessel’s 
tiller arm, and attached a split collar 
below to arrest its movement should 
the bolts ever come loose again.

View full report online at: 
www.maritimenz.govt.nz

LOOkOUT!POInts

1. This was the second time the 
steering had failed on the vessel. The 
tiller arm had come loose from the 
rudder. The tiller activated, but did 
not have any purchase on the rudder. 
The marine engineering company 
asked to fix the problem had 
tightened the loose bolts, but had not 

done anything to ensure they could 
not come loose again.
2. When tasking engineers, it is 
important to clearly state exactly what 
is required and expected. Repairing 
damage is only one part of the fix. 
Measures must be developed to ensure 
the problem cannot happen again.

3. Although the steering gear should 
be inspected at the start of each 
voyage, it is prudent to establish 
procedures for checking it and 
the engine room before transiting 
restricted stretches of water, 
particularly where there are fast 
flowing tidal streams.

LOOkOUT!POInts

the vessel wAs being nAvigAted towArd A 
nArrow stretch of wAter when the sKipper 
reAlised thAt the steering hAd fAiled

stevedores’ work is 
physically demanding, 
often done in the cold 
and wet, and at night.
Whilst removing a three-high 
lashing bar on board a container 
vessel in port, a stevedore lost his 
balance and fell into the harbour, 
narrowly escaping serious injury 
and hypothermia.
 Working the graveyard shift the 
stevedore and others in company 
were given the task of removing 
container lashings so that the 
containers could be discharged. 
They started unlashing the 
containers, working their way 
along and across the vessel from 
starboard to port.

 Shortly after one o’clock in the 
morning, the stevedore started to 
undo the lashings on one of the 
outboard containers. To do this he 
had to stand on a small lashing 
platform, that was next to the 
container, on the seaward side of 
the vessel. He undid the one and 

two-high lashing bars first without 
any problem, and put them on the 
lashing platform. He then undid the 
first three-high lashing bar, which was 
longer and heavier. Whilst he was still 
holding onto this bar, the vessel was 
struck by a swell surge, which caused 

the stevedore to lose his balance.
 With the stevedore off balance, 
the lashing bar started to tilt towards 
the water. In an attempt to stop 
himself from falling overboard he let 
go of the lashing bar. However, as 
the bar fell towards the ship’s side, it 
caught him between his legs, flipping 

him into the harbour headfirst.
 The stevedore started yelling out 
for help, while floating on his back 
and kicking himself towards the 
side of the vessel. One of the other 
stevedores heard him shouting and 
raised the alarm. A light and then a 
lifebuoy were thrown over the side. 
The stevedore was able to grab the 
lifebuoy and he was pulled towards 
the wharf.
 The stevedore managed to climb 
unaided up the wharf ladder to 
safety. He had spent approximately 
15 minutes in the water.
 As soon as he was on the wharf, 
the stevedore was helped to a 
building where he had a hot shower. 
An ambulance arrived and gave him 
a full check over and a clean bill of 
health before allowing him to go 
home. The stevedore was able 
to return to work for the afternoon 
shift that day.

the following information is available 
online at www.maritimenz.govt.nz:

regulation 21 of the Health and Safety 
In Employment Regulations 1995

the code of practice for health & 
safety in port operations published 
by Maritime NZ and Occupational 
Safety & Health

occupational safety & health 
– guidelines for prevention of falls

View full report online at: 
www.maritimenz.govt.nz

whilst he wAs still holding onto this bAr, 
the vessel wAs strucK by A swell surge

Walking		
the	plank

1. The three-high lashing bar 
measured about five metres in length 
and weighed approximately 24kgs.
2. The employers of the stevedore 
had no written procedures for the 
handling of three-high lashing bars. 
Another stevedoring company 
in New Zealand has operating 
procedures that require three-high 
lashing bars to always be handled by 
two stevedores. These procedures 
also require that all three-high lashing 
bars be removed first, to ensure that 
lashing platforms are kept clear when 
handling this equipment.
3. In this accident the stevedore was 
working alone when he removed the 

three-high lashing bar. The smaller 
one and two-high lashing bars were 
removed first, cluttering the lashing 
platform, leaving limited room in 
which to move.
4. There was no fall protection in 
place. Guardrails, and/or safety nets 
and/or harnesses should be used 
where there is a potential fall of three 
metres or more. The New Zealand 
Health & Safety in Employment 
Regulations; Occupational Safety 
& Health Guidelines and the 
New Zealand Code of Practice for 
Health & Safety in Port Operations 
all set out the need to ensure that 
means are provided to prevent an 

employee falling from heights of more 
than three metres. In this accident 
the stevedore fell a distance of about 
10 metres.
5. Fortunately, the stevedore was 
able to dive head first into the sea. 
The outcome would have been far 
worse if he had been working on an 
inboard container next to the wharf.
6. The sea temperature was only 
9 degrees celsius. However, the 
stevedore was wearing warm thermal 
clothing, and although this would 
have been very heavy when wet, it 
would have helped to prevent his 
body temperature from dropping 
too quickly.

aBove: the lashing PlatforM

Always	check	your	
steering	gear

key Way on rudder 
stoCk exPosed

loose Bolts due  
to viBration tiller arM sliPPed doWn 

to loWest Position
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The yacht was tacking across the 
harbour in 25 knot winds, gusting to 
�5 knots, and a choppy sea state. 
The 28 passengers were enjoying the 
scenic cruise, moving from side to 
side across the vessel at each tack.
 During one tack, a passenger 
reached out to stabilise herself, 
grabbing tightly onto the mainsheet 
line.
 At that moment the mainsheet 
moved along the traveller and her 
hand was pulled straight into the 
mainsheet block thumb first. The 
passenger’s thumb was amputated 
immediately and she suffered further 
injuries to the rest of her hand. Her 
hand was freed from the block and 
she given first-aid by crew while the 
yacht headed back to port.
 The passenger lost 90 percent 
of her thumb and experienced severe 
pain. She has undergone surgery, 
faces more and is having ongoing 
physiotherapy.

View full report online at: 
www.maritimenz.govt.nz

aBove: neW Cover over Main sheet BloCk 

A recreational boat with 
six adults and one child 
on board sank after 
waves from the propeller 
wake of another boat 
washed over the bow.
With about only �0cm freeboard,  
the boat was heavily laden, and 
there were no life jackets on board. 
The skipper was an engineer, and 
had recently repaired the boat’s 
engine. He had taken it for a test 
drive on a local lake, along with 
friends and family.

 After an initial test run on his 
own, he offered to take five adults 
who were at the lakeside, and his 
own child, for a spin. The skipper 
was turning the vessel in a large 
circle at about ¾ throttle when they 
crossed the wake of another boat 

and waves started tipping in over the 
bow. The boat began sinking almost 
immediately.
 A nearby group of boaters came 
to the rescue, pulling the skipper, his 
partner and child out of the water, 
while the remaining adults swam the 
20 to �0 metres to shore.
 The skipper had swallowed a 
lot of water, in keeping his partner 

and child afloat, and was sick when 
he reached the shore. His child 
appeared cold and listless. However, 
he was discharged from hospital the 
following day.

View full report online at: 
www.maritimenz.govt.nz

1. None of the people on board 
the boat were wearing a life jacket. 
Fortunately, the accident occurred 
fairly close to shore and most of 
the passengers could swim. For the 
weaker swimmer and the child, this 
was a very dangerous situation. It is 
a legal requirement in New Zealand 

that a sufficient number of life jackets 
for those on board be carried on 
recreational boats. In situations such 
as this where there was very limited 
freeboard life jackets must be worn.
2. The skipper had very little boating 
experience and yet took several 
people out onto the water. Coastguard 

Day Skippers’ Courses are invaluable 
for safety and enjoyment.
3. Although this accident occurred 
on an inland lake and the water was 
calm, the dinghy was so overloaded 
that any wave was likely to result in 
the boat flooding with consequent 
loss of stability.

Overloading	
results	in		
dinghy	sinking

A neArby group 
of boAters cAme to 
the rescue, pulling 
the sKipper, his 
pArtner And child 
out of the wAter

Watch	your	
fingers
A passenger on a racing-yacht, adventure tourism cruise 
had her thumb wrenched off by a mainsheet block.

LOOkOUT!POInts

1. During the safety briefing given 
by crew, the passenger had been 
concentrating on trying to don her life 
jacket. Although a crewmember went 
over the main points with her again, 
she may not have fully realised the 
potential dangers on board. When 
giving safety briefings, crew should 
always ensure they can be heard 
over any background noises, and 
that passengers are concentrating. 
It is important to stress potential 
dangers, as many passengers are 

completely unaware of the dangers 
on board a boat.
2. The cruise required passengers 
to move over the vessel quickly at 
times. It would be helpful to explain 
this before the cruise, to allow older 
or less agile passengers the option of 
not sailing.
3. Procedures to predetermine the 
level of agility required by potential 
passengers could be developed for 
cruises of this nature.

4. Tourist ventures very often carry 
non English-speaking passengers. 
Provision of safety briefing cards 
in the languages most likely to be 
spoken by passengers is one way of 
ensuring that non-English speaking 
passengers understand the safety 
briefings more fully.
5. Mitigate the hazard as far as 
possible. Sheave covers and signage 
provide passengers with a degree of 
protection, while still allowing full and 
free movement of the mainsheet.

seating Position 
of the viCtiM
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the skipper of A sightseeing 
catamaran was giving its 59 
passengers a closer look at a rocky 
cove when the port engine failed. 
Within a few minutes, the tide and 
weather had pushed the catamaran 
towards the lee shore of the cove, 
where it became trapped with no 

forward motion and very little 
sea room.
 Several attempts to manoeuvre 
the vessel where made, but these 
only brought it closer to the cliffs. 
A rescue vessel headed to the 
scene, yet efforts to tow the stricken 
catamaran failed when the towline 

broke and the catamaran’s stern was 
ripped along the rocks.
 At some stage the catamaran’s 
generator also stopped, and its 
starboard engine stalled.
 Aground on rocks with a 
punctured hull, and taking on water, 
the crew managed to run mooring 
lines securing the catamaran against 
a natural ledge that was cut into the 
rock face. Each passenger had to 
time their leap from the catamaran’s 
belting to safety as the vessel surged 
heavily in the waves. They then 
picked their way along the rocks 
using a safety line rigged by the 

crew, to a grassed area above the 
grounding site. Three helicopters 
later rescued the passengers, each 
making multiple return flights.
 Fortunately, there were no serious 
injuries, however all salvage efforts 
failed, and the catamaran was 
declared a constructive total loss. It 
was later cut into small sections and 
removed by barge.

View full report online at: 
www.maritimenz.govt.nz

severAl Attempts 
to mAnoeuvre the 
vessel were mAde, 
but these only 
brought it closer 
to the cliffs

Dangers	of	
a	lee	shore

A pAssenger suffered a lacerated 
forehead and nose, and a fractured 
elbow after a recreational vessel 
collided at high speed with a 
commercial passenger vessel.

 The commercial vessel had 
dropped off its passengers in a 
Sound and was returning to base, 
following its outbound GPS track. 
The vessel was making about 
22 knots with reasonable visibility in 
rain. As the vessel rounded a point 
of land, the skipper saw the red and 

green sidelights of an oncoming 
passenger vessel. The skipper 
altered course to starboard twice, but 
continued to see the other vessel’s 
port and starboard sidelights.

 Meanwhile, the skipper of the 
passenger vessel was travelling at 
a speed of about 20 knots in heavy 
rain. He had poor visibility peering 
through the plastic windows of a 
canvas rain cover that was over 
the cockpit of the vessel. As this 
vessel rounded another point of 

land in the Sound, the skipper saw 
the commercial vessel’s lights dead 
ahead, but thought they were a long 
way off. He decided to alter track 
to port, planning to take a different 
route through the Sound.
 Shortly after turning to port, 
the skipper suddenly saw the 
commercial vessel was very close. 
He immediately pulled the engine into 
reverse, but it stalled and the boat 
hit the port side of the commercial 
vessel at speed.
 The impact flung the recreational 
vessel’s passenger into the dash, and 
the vessel suffered a broken bowsprit 
and dented stem. The commercial 
vessel’s passenger seat was forced 
out of its mount and thrown up 
against the starboard side helm.
 Two other commercial vessels 
arrived at the scene after hearing 
the emergency radio call. One was 
carrying two nurses, who treated the 
injured passenger. The passenger 
was later hospitalised and both 
vessels were towed to port.

the following information is available 
online at www.maritimenz.govt.nz or 
by phoning 0508 22 55 22

maritime rule part 91.4 – Navigation 
Safety Rules: Personal Flotation 
Devices 

safe boating An essential guide 
published by Maritime NZ, Coastguard 
and Water Safety NZ

tips About boating safety sticker 
produced by Maritime NZ

View full report online at: 
www.maritimenz.govt.nz

the commerciAl vessel’s pAssenger seAt 
wAs forced out of its mount And thrown 
up AgAinst the stArboArd side helm

1. Due to the confines of the cove 
and the fact that the vessel’s way 
had been taken off, it was extremely 
difficult to manoeuvre. The skipper 
found himself in the unenviable 
situation of being on a lee shore in a 
rocky cove with no forward motion 
and with limited sea room.
2. An abnormality in the fuel system 
was considered the most likely 
cause of the port engine failure. If 
it had occurred in open water, the 
vessel could have returned to port 
on one engine. Company policy was 
for each skipper to determine on 
the day whether or not to enter the 
cove. This incident occurred on the 
skipper’s second tour of the day. On 

the morning tour, he had elected not 
to go in.
 Formal guidelines are very 
helpful to skippers who regularly 
decide safe operating distances 
from the coast. These can be 
developed in partnership with the 
local harbourmaster, and should 
include factors such as weather, 
sea conditions, tide, manoeuvring 
characteristics, the vessel’s draft 
in relation to the available depth 
and width of navigable water, and 
other traffic.
3. The crew were lucky to run 
aground against a shelf that the 
passengers were able to clamber on 
to. Whilst there were sufficient life 

jackets aboard, the vessel was not 
carrying the correct size life jacket for 
one baby passenger. The child’s life 
jacket the baby wore, would not been 
suitable if it had been required.
4. Crew training records were 
incomplete, and it was not possible 
to confirm that they had had recent 
or suitable training and preparation 
for coping with a grounding.
5. There were several non English-
speaking passengers on board, yet 
emergency instruction signage was 
only displayed in English. Signs and 
instructions for passengers to follow 
in an emergency must be given in 
languages that are most likely to be 
understood by the people on board.

1. Maritime rules require skippers 
of power-driven vessels that are 
meeting head on or nearly head on 
to alter course to starboard, to avoid 
risk of collision. If the skipper of the 
recreational vessel had done so, the 
collision would have been avoided.
2. This skipper of the recreational 
vessel had no formal boating 

qualifications. Coastguard education 
courses, including daylong skipper 
courses, are invaluable for promoting 
boating safety and enjoyment.
3. The commercial vessel skipper 
should have taken earlier action 
when he became unsure of what the 
other vessel was doing. Sounding 
a fog signal, slowing or stopping 

would have gained him valuable time 
to better assess the situation. The 
recreational skipper was also at fault 
for not slowing down or stopping, 
particularly when he had poor 
visibility. Maritime rules state clearly 
that a vessel must slacken its speed 
or take all way off if necessary to 
avoid a collision.

High	speed	
collision	
in	limited	
visibility
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311 passengers had to abandon  
ship after the engine room caught  
fire at sea.
The fire started after engine cylinder stud bolts failed, 
allowing hot gases, lubricating oil and unburnt fuel to 
spray out through the top of the engine at high speed. 
The master was alerted to the fire after a crewmember 

saw smoke near the funnel. He immediately checked the 
port engine room, via the closed circuit TV system, and 
saw flames leaping from the top of the engine. Using 
switches on the bridge control panel, he shut down the 
engine ventilation fans and closed the port engine room 
fire dampers. An engineer was able to shut off the fuel to 
the port engine.

Abandon	ship!		
Fire	down	below

LOOkOUT!POInts

1. There had been three previous 
instances of cylinder stud bolts 
breaking on the vessel’s port engine. 
On this occasion, two of the stud 
bolts had failed together, allowing hot 
gases and fuel to escape from the 
engine and ignite flammable material 
above. There had been no warning 
of the increase in engine or exhaust 
temperatures.
2. The CO2 extinguishing system 
had been installed incorrectly. A 
plastic dust valve, used while the 
system was in transit from the 
manufacturer, should have been 
replaced by a purpose-built screw-in 
plug during installation, but was not. 
The plastic plugs were strong enough 
to withstand air pressure used during 
regular testing and maintenance, but 
blew off once the CO2 was fired at 
extinguishing pressure. This caused 
a loud and violent explosion in the 
CO2 locker.
3. Six crew manned this vessel. 

Four of them were focused on 
managing the fire and the vessel, 
leaving just two crewmembers to 
direct and calm �11 passengers 
through a stressful incident. Many 
had difficulty putting on their life 
jackets. As is often typical, many did 
not pay full attention to the safety 
briefing given at the beginning of 
the journey. The briefing itself was 
not done thoroughly, and did not 
include a demonstration of how to 
put on the marine life jackets. Crew 
should have ensured they obtained 
the attention of passengers before 
providing a thorough, boat specific 
safety briefing.
4. On this vessel, children’s life 
jackets were stored separately in 
bins around the vessel. Several 
passengers had difficulty locating 
these for their children, and used 
adult sized life jackets instead. 
These would have been ineffective 
for keeping the children afloat and 

were potentially very dangerous. The 
crew could have taken a moment 
to point out the location of child 
sized life jackets to passengers with 
children as they boarded.
5. Anxious passengers found 
the crew difficult to distinguish. 
This was in part because just two 
crewmembers were available to 
marshal and assist them, while 
the rest attended to the vessel. 
Ship’s crew are required to be 
distinguishable in an emergency 
situation. It would have been helpful 
if crew apparel had been clearly 
marked with the word “CREW” on 
both the front and the back.
6. Structured crew training 
and procedures pay off during 
emergencies. Vessels that routinely 
carry large numbers of passengers, 
particularly with a small crew 
contingent, should regularly and 
thoroughly train for worst-case 
scenarios, such as mass evacuations.

 By now fire alarm bells were ringing in the passenger 
saloons and the master made a public address 
emergency announcement that there was a fire and 
that passengers should put on their life jackets. Two 
crewmembers who were not fighting the fire helped 
calm the passengers.

 Meanwhile, the master had triggered the port engine 
room CO2 fire extinguishing system from the control panel 
on the bridge, and was surprised to see through 
his CCTV monitor that the flames had not diminished. 
At about the same time, the engineer heard a loud 
explosion and saw CO2 gas escaping from a locker that 
housed the CO2 cylinders.
 Moments later, the fire destroyed the CCTV circuits, 
and the master’s viewing screen went blank. Now working 
blind, the master sent the engineer to the CO2 cylinder 
locker to release the second bank of CO2 cylinders into 
the port engine room. However, when he approached the 
CO2 locker, the engineer saw the force of the explosion 
had blown off its door, and the steel door lining was bent. 
The engineer decided not to enter the CO2 locker and 

instead he and another crewmember attempted to fight 
the fire by entering the engine room with self contained 
breathing apparatus sets and manually directing portable 
CO2 extinguishers onto the seat of the fire. This attempt 
to extinguish the fire was briefly successful, but the fire 
re-ignited almost immediately, and it was too dangerous 

for the crew to reach and shut down the generator.
 At this point the clutch to the starboard engine, which 
had continued running throughout, failed, leaving the 
vessel with no directional control. The master immediately 
decided to drop anchor. The vessel was about one-mile 
from shore at this time. The passengers were evacuated 
safely to two other vessels that had responded to earlier 
calls for assistance.
 Fire service officers that had been brought to the 
scene by the Coastguard were able to extinguish the fire 
and the vessel was towed to shore.

View full report online at: www.maritimenz.govt.nz

this Attempt to extinguish the fire wAs briefly successful, but 
the fire re-ignited Almost immediAtely, And it wAs too dAngerous 
for the crew to shut down the generAtor
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two crewmembers on a tuna-fishing 
vessel suffered chemical burns 
after ammonia began venting from 
a ruptured pipe. Nearly 2000 kg of 
liquid ammonia escaped during the 
leak, which crew were unable to shut 
down. It took more than four hours 
to vent the dispersed ammonia. 
Though no one was seriously injured, 

ammonia is extremely hazardous, 
and fatalities could have occurred.
 The vessel was at sea when three 
crew, including the chief engineer, 
were working in the pipe alley to 
reduce brine temperatures, noticed 
a small ammonia gas leak coming 
from a rusted section of piping. The 
engineer ordered the crew to close 

the valves and isolate that section 
of the pipe, but as they were being 
closed, the pipe burst causing a 
major leak.
 The engineer ordered the crew 
to evacuate, and tried to shut off the 
valves himself on his way out of the 
pipe alley. The two crewmembers 
escaped the leak by running back 
through the discharging ammonia to 
the engine room beyond, suffering 
moderate to minor burns to their 
arms and legs.
 The chief engineer alerted the 
master, who altered course to 
allow the wind to vent the leaking 
ammonia. The crew made three 
unsuccessful attempts to shut down 
the leak, whilst wearing chemical 
suits and breathing apparatus, 

before the air cylinders ran out. The 
master ordered that the pipe alley 
be vented, and 20 minutes later the 
chief engineer was able to enter 
wearing wet weather gear and a 
cartridge mask to isolate the leaking 
pipe. It took a further four hours of 
ventilation before the pipe alley could 
be entered and temporary repairs 
started.

View full report online at: 
www.maritimenz.govt.nz

neArly 2000 Kg of 
liquid AmmoniA 
escAped during 
the leAK, which the 
crew were unAble 
to shut down

A fisherman lost  
the tops of two of  
his fingers and crushed 
two others.
Working off the west coast of 
New Zealand, the restricted coastal 
limits fishing vessel had on board a 
skipper and two crew.
 After the last cray pot of a three-
pot patch had cleared the surface, 
the winch was stopped and the two 
crewmembers, one of which was 
positioned forward and the other 
astern of the cray pot, started to 
swing the pot inboard. At this point, 
the rope that was being used to haul 
in the cray pot jumped out of the 
cheek hauler and started to run free.
 One of the crewmembers, who 
had his hand on the rope, was 
helping to tail out the rope as it 
slackened. However, when the rope 
jumped out of the cheek hauler, he 

did not have time to pull his hand 
away before his fingers became 
trapped between the rope and the 
block as the weight came back 
on the rope. As a result, his two 
middle fingers were severed and the 
remaining two fingers of his left hand 

were crushed. He also sustained a 
complete loss of pulp and nail bed to 
the first knuckle of the left middle and 
ring fingers. The little finger and first 
finger were both crushed causing 
severe bruising.
 First aid was given and medical 
advice sought via VHF on Far North 
Radio and the Rescue Coordination 
Centre of New Zealand (RCCNZ). 
The skipper started steaming north 

and rendezvoused with another 
vessel, which transported the injured 
crewmember back to port. He was 
then transferred to a helicopter and 
flown to hospital.

View full report online at: 
www.maritimenz.govt.nz

It	ain’t	broke	
but	can	you	fix	it?

he did not hAve time to pull his hAnd 
AwAy before his fingers becAme trApped 
between the rope And the blocK

left: the fishing vessel aBove: the single-roPe Peeler

LOOkOUT!POInts

1. Installing a two-way rope peeler on 
a cheek hauler would have allowed 
the winch to be reversed without the 
need to tail out the rope manually 
when operating in reverse mode.

 Since the accident, the cheek 
hauler has been fitted with a two-
way rope peeler, allowing the hauler 
to operate successfully in both 
directions, avoiding the need for 

manual operation.
3. Fishermen should critically review 
whether the operational methods they 
are using are consistent with current 
safety practices and standards.

1. The pipe that failed was found 
to be heavily rusted. As it was 
positioned behind large condenser 
pipes it is likely that is was not 
visually inspected on a regular basis.
2. Ammonia is extremely hazardous 
and in high concentrations is almost 
immediately fatal. Ships carrying 
ammonia should develop safety and 
emergency procedures for handling 
leaks, and crew should be trained in 
emergency drills regularly. Training 
must be documented.
3. Ammonia is most often detected 

by smell, but at this concentration 
it is already dangerous. Hand-held 
ammonia detection units are easy to 
use and relatively inexpensive. 
Fixed-alarm systems that are suitable 
for vessels can be installed to 
activate an alarm on the bridge.
4. The breathing apparatus cylinders 
on board were soon used up in 
attempting to isolate the leak. The 
chief engineer ultimately shut off the 
leak wearing wet weather gear that 
would not have provided suitable 
protection. Additional chemical 

protection suits and breathing 
apparatus equipment is a wise 
investment. Similarly, ammonia masks 
should be readily available in confined 
places were the gas could leak.
5. This accident was not voluntarily 
reported to Maritime NZ, yet 
several safety concerns have 
been addressed as a result of the 
investigation. As well as the legal 
requirement to report accidents, 
incidents and mishaps, there is a 
moral requirement for the good of 
all others at sea.

Ammonia	
leak	through	
rusted	pipe

Condensor PiPes

aft reCeiver

aft seCtion of rePaired PiPe

venting aMMonia
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A woman died and two 
recreational vessels 
capsized after a botched 
bar crossing.
The skipper of a stabicraft vessel 
with two people on board was 
attempting to cross a west coast 
bar bound for sea when the 
engine stalled and breaking waves 

filled the vessel with water. After 
attempting unsuccessfully to 
de-water his vessel, the skipper 
broadcast a distress message on 
VHF and subsequently ignited a 
hand-held distress flare. This was 
acknowledged by a nearby cruiser 
vessel, which was able to conduct 
a rescue. The skipper of this vessel 
was an experienced local who 

had five passengers on board. 
The skipper of the stabicraft had 
previously crossed the bar without 
incident on about twenty-five 
occasions.

 When the rescue vessel approached 
the stabicraft, the stabicraft’s sole 
passenger managed to transfer to the 
rescue vessel, leaving the skipper of 
the stabicraft on board. The rescue 
vessel then took the stabicraft in tow 
using its anchor chain.
 Shortly afterwards, the rescue 
vessel was struck on its starboard 
quarter by a large wave. This 
caused the rescue vessel to 
capsize, trapping its skipper, the 
passenger from the stabicraft and 
one of the five passengers in an air 
pocket under its upturned hull. The 
remaining four passengers were 
able to swim clear and were later 
picked up by an inshore rescue boat. 
In the meantime, the skipper and 
the passenger from the stabicraft 
managed to dive down and surface 
clear of the hull. Initial attempts to 
rescue the remaining passenger 
failed. She was found unconscious 
soon after and pulled out of the water 
by lifeguards from the inshore rescue 
boat. She was taken to hospital but 
unfortunately died a few days later. 
The stabicraft also capsized during 
the above events. However, the 
skipper managed to clamber onto its 
upturned hull and was later rescued 
by lifeguards.

further InfOrmatIOn:

Maritime New Zealand produces a 
detailed guide on bar crossing, and a 
quick-check sticker highlighting key 
points to remember. These are available 
online at www.maritimenz.govt.nz or 
by calling 0508 22 55 22.

View full report online at: 
www.maritimenz.govt.nz

shortly After one o’clock in the 
morning, the skipper of a fishing 
vessel, who’d fallen asleep on watch, 
was woken suddenly when his vessel 
collided with a laden oil tanker. 
Both vessels were inbound in the 
approaches to a port.
 The skipper had come on watch 
about two and half hours earlier, 
after relieving the deckhand, who 
was the only other crewmember. 
The vessel, which was being steered 
automatically, was returning to her 
home port after spending three and a 
half days fishing at sea. The weather 
was fine and clear and the vessel 
was rolling easily. The last thing the 
skipper remembered before the 
collision was altering course towards 
the port, about an hour earlier. The 
speed of the vessel at this time was 
about � knots.
 A local pilot had boarded the 
oil tanker about two and half miles 
to the north of the fairway buoy. 
The master and pilot exchanged 
information and discussed the 
passage into the port. At this time, 
two vessels were seen on the port 
side of the tanker. One of these was 
a dredger and the other a small 
unidentified craft that was later found 
to be the fishing vessel.
 The speed of the tanker was 
increased from dead slow ahead to 
full ahead on passing the fairway 
buoy. At about this time the pilot 
contacted the dredger on VHF and 
her skipper agreed to wait outside the 
channel before resuming dredging. 

The fishing vessel was seen passing 
astern of the dredger on a converging 
course with the tanker. The pilot did 
not sound any warning signals at 
this time as he expected the fishing 
vessel would turn away on reaching 
the fairway so she could enter the 
port. At about this time the speed 
of the tanker was reduced to half 
ahead as the vessel would shortly be 
entering the area where the width of 
the fairway narrowed.

 The fishing vessel did not turn 
away after entering the fairway and 
instead continued to steam towards 
the tanker. The pilot immediately 
ordered a warning signal of one 
long blast be sounded on the ship’s 
whistle. Shortly afterwards, when 
there had been no response from 
the fishing vessel, which was still on 
a steady bearing, the pilot ordered 
a further warning signal of five short 
and rapid blasts be sounded on the 
whistle. At about the same time, 
the crew on the pilot launch, which 
was following the tanker, shone their 
searchlight on the fishing vessel and 
then on the tanker to highlight her 
presence.
 The fishing vessel collided with 
the port side of the tanker, waking 

the skipper immediately. He took her 
out of gear and switched on the deck 
lights. The crew on the dredger saw 
the fishing vessel bounce off the hull 
of the tanker and then scrape down 
the side of the vessel before clearing 
her stern.
 On impact, the pilot of the tanker 
ordered the ship’s helm to be put 
hard to port in an attempt to swing 
the stern of the tanker away from 
the fishing vessel. The tanker then 
altered course to starboard to bring 
her back on course and keep within 
the fairway.
 The pilot boat checked that 
the fishing vessel and crew were 
unharmed. Later, on entering the port, 
the fishing vessel grounded twice 
when the skipper lost his bearings.
 There was only minor damage to 
the oil tanker and fishing vessel and 
no injuries to any crew.

further InfOrmatIOn:

safety guidelines for small 
commercial fishing vessels, which 
includes guidelines for fishermen on 
how to combat fatigue have recently 
been published by fishsAfe and are 
available online at www.fishsafe.org.
nz or by emailing training@fishsafe.
org.nz

View full report online at: 
www.maritimenz.govt.nz

Crossing	
bars	can	be	
dangerous

Crew	lucky	to		
be	alive

the fishing vessel 
collided with the 
port side of the 
tAnKer, wAKing the 
sKipper immediAtely

toP: the staBiCraft BottoM: the resCue vessel

1. Fatigue was critical to this 
accident, which could have easily 
been catastrophic. Although the 
skipper had slept for two hours 
before coming on watch, it was not 
a sound sleep and was nowhere 
near enough to counter his lack of 
adequate sleep over the previous 
three and half days since leaving 
port. The skipper had sat in a chair, 
and turned the steering over to 

autopilot, leaving him with very 
little to do. Proper watch-keeping 
procedures, such as staying 
occupied, opening a wheelhouse 
window and walking around regularly 
when on watch would have helped 
the skipper remain awake.
2. A watch-keeping alarm was 
fitted to the vessel but this had 
been switched off. This would have 
required the skipper to press a button 

when a flashing light came on, every 
15 minutes, to avoid the alarms 
sounding.
3. The vessel did not have a formal 
fatigue management system in 
place to train and prepare crew to 
combat fatigue. Fatigue management 
strategies must be adhered to 
religiously, as sufferers commonly 
don’t realise they are affected until it 
is too late.

LOOkOUT!POInts

1. The skipper and passenger of 
the stabicraft were both wearing life 
jackets at the time of the accident. 
However, not all the passengers 
on the rescue vessel had donned 
their life jackets. This is strongly 
recommended in the guidelines on 
bar crossings (see above) and is a 
requirement of the Maritime Rules 
where there is a danger or risk to the 
safety of persons on board.
2. The skipper of the rescue 
vessel estimated the height of the 

waves to be about 2–4 metres. 
An acknowledged expert on bar 
harbours has stated that waves 
of only 1–1.5 metres in height will 
produce seas that are past safe 
parameters. Further, there is no 
person with the experience and no 
boat capable of safely crossing a 
bar when it is rough. In short, if the 
weather looks adverse skippers 
should not risk a bar crossing.
3. The engine that stalled was 
almost new having only completed 

about �0 hours of running time. 
The skipper refuelled his vessel just 
before it was launched.
4. Skippers should contact the 
local harbourmaster or coastguard 
for advice before attempting to 
cross a bar. They should also notify 
their intention to cross a bar to the 
harbourmaster, or other responsible 
person, such as the coastguard, 
and then notify them again when 
the crossing has been successfully 
completed.
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A pleAsure fishing trip ended in tragedy with two men 
drowning off the east coast of New Zealand when their 
vessel capsized about two miles off shore.
 The skipper and three passengers had planned to 
head out to a reef for an hour’s late afternoon mussel 
fishing. On the way out, the skipper accidentally knocked 
out the ignition key and the engine stopped. He was able 
to restart the engine again easily.
 Reaching the reef, the skipper donned diving 
equipment and dived in, attaching a surface float so the 
passengers could monitor his progress. They followed 
him in the boat along the reef, until he surfaced with a bag 
of harvested mussels. After helping him back on board, 
the skipper started heading slowly back to shore.

 Whilst still near the reef, the passenger who was 
driving the boat accidentally knocked out the ignition key, 
stopping the engine. At that moment a large wave was 
shipped on board, flooding the boat up to the height of 
the gunwales. Another passenger leapt to the controls in 
an attempt to restart the engine. However this failed, as 
the throttle was not first moved to the neutral position. 
Another wave then hit the boat knocking the three 
passengers into the sea. The skipper managed to stay on 
the boat and attempted to make a MAYDAY call but did 

not have time before the 
water flooding on board 
submerged the radio. 
Soon after, the vessel 
capsized.
The skipper and 
passengers made 

several unsuccessful attempts to right the boat. As night 
approached, they decided to leave the upturned boat 
and swim for shore. After moving slowly as a group for 
some time, they decided to separate. The two strongest 
swimmers opted to swim ahead to raise the alarm, 
leaving the weaker pair to make slower progress. The two 
groups remained in voice contact for the first couple of 
hours. However, in the small hours of the morning, one 
of the weaker pair of swimmers died. After half an hour, 
his partner decided to leave the body and continue on his 
own in an attempt to reach shore.
 Shortly before seven o’clock in the morning, the local 
police were told that the skipper and three passengers 
had not returned from their fishing trip. A search was 
immediately launched. At about eight o’clock, the skipper 
died. His swimming companion continued on his own 
for the shore and at ten o’clock a search vessel located 
and rescued him. The remaining weaker swimmer was 
rescued about forty minutes later after being sighted by 
an aircraft. The bodies of the skipper and the remaining 
passenger were recovered later.

the following information is available online at  
www.maritimenz.govt.nz or by phoning 0508 22 55 22

maritime rule part 91.4 – Navigation Safety Rules: Personal 
Flotation Devices

safe boating An essential guide published by Maritime NZ, 
Coastguard and Water Safety NZ

tips About boating safety sticker produced by  
Maritime New Zealand 

View full report online at: www.maritimenz.govt.nz

A lArge wAve wAs shipped on 
boArd, flooding the boAt up to 
the height of the gunwAles

It	can	
happen	
to	you

1. It was more than 1� hours before 
the boat was reported overdue. The 
skipper and passengers spent many 
hours in the water, and tragically 
two of them succumbed before 
rescue efforts were even underway. 
Recreational boaties must remember 
that before making any boating trip, 
they tell someone responsible where 
they are going, who is on board and 
when they expect to return so that 
the alarm can be raised and a rescue 
mission started as soon as possible.
2. This boat was not carrying 
enough life jackets for each person. 
Two of the passengers wore standard 

life jackets and the skipper gave 
his diving buoyancy aid to the third 
passenger. The skipper was wearing 
a cut-off wetsuit with booties, but no 
life jacket. Life jackets allowed the 
passengers to survive in the water 
as long as they did by delaying the 
onset of hypothermia. Maritime 
Rules (see above) require enough life 
jackets be carried for all persons on 
a boat.
3. Neither the skipper nor the 
passengers were carrying a cell 
phone in a sealed plastic bag. This 
could have been used to summon 
assistance after the boat’s VHF 

radio was rendered useless by 
water damage. The reception and 
transmission of messages is not 
diminished when cell phones are in  
a sealed plastic bag.
4. The weather throughout this 
accident, both forecast and actual, 
was marginal for a boat of this size, 
with northwesterly wind speeds 
forecast to reach 15 to 25 knots and 
gusting to �5 knots. Recreational 
boaties are reminded that they must 
always check the marine forecasts 
before setting out and if in any doubt 
about conditions, don’t go out!

siMilar vessel

LOOkOUT!POInts

A water-taxi with 
14 people on board 
capsized in rough seas 
while it was anchoring 
in a bay to pick up 
more passengers.
The company had cancelled similar 
trips on the morning of the accident 
due to adverse weather, but by 
afternoon determined it was safe 
to proceed. The skipper made two 
stops along the route to collect and 
drop off passengers and continued 
on to collect more passengers at a 
third.
 Arriving at the third point, the 
skipper assessed the beach conditions 

and decided the weather would allow 
him to pick-up passengers from 
the usual collection point, although 
company procedures did provide for 
an alternative site in poor weather.
 The skipper dropped the anchor 
off the bow and headed to the 
stern, to assist three passengers 
waiting on the beach to board. The 
first passenger was seated without 
incident despite the vessel pitching 
in the swell. Looking out to sea, the 
skipper saw large waves heading 
toward the beach and called to the 
remaining two passengers to hurry 
on board before the waves arrived. 
A larger than average wave then hit 
the vessel and the skipper told the 

remaining two passengers to go back 
to the beach as he was planning to 
take the vessel back out to sea and 
reassess the situation. Two further 
large waves then hit the vessel, 
spilling 11 of its 1� passengers into 
the sea as it capsized. The skipper 
and two other passengers were 
temporarily trapped under the hull. 
Eventually all 1� passengers were 
able to clamber up onto the beach, 
clear of the water – some suffering 
minor cuts and bruises.

View full report online at: 
www.maritimenz.govt.nz

Capsize	in	
rough	seas

1. The skipper selected his pickup 
point poorly. Company procedures 
required an alternate site be used 
in adverse weather. The company 
training manual has since been 
amended to include specific 
instruction that the landing of 
passengers at the beach, in heavier 
weather conditions, should take 

place at the northern end of the 
beach, providing it was still safe for 
such a landing to be conducted.
2. Skipper training with emphasis 
on beach landings, in particular 
anchorages exposed to heavy 
weather is crucial. Reviews of a 
skipper’s work, as well as emergency 
procedures in situations such as the 

one that occurred, go a long way 
towards ensuring the safety of all 
passengers and vessels.
3. Extra emergency equipment 
in the event of a similar accident 
occurring has been provided by 
commercial operators, for storage in 
the Department of Conservation huts 
around the tourist park.
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A new easy to read and practical guidebook explaining 
the roles and responsibilities under the Health & Safety 
in Employment Act (1992) is now available. Health and 
Safety – A Guide for Seafarers, is the essential guide to 
meeting your health and safety obligations on board ships.

Published by Maritime NZ the guidebook is relevant 
to everyone working in or with the maritime sector 
including owners, operators, masters, skippers, crew, 
principals, contractors, stevedores, port companies, the 
self-employed and sharefishers, as well as anyone who 
employs or contracts any of these people.

The book is free, and is available online at 
www.maritimenz.govt.nz or by phoning 0508 22 55 22

Over the last year and a half our accident investigators 
have been learning to cope with yet another challenge of 
the job – having a camera crew on their shoulders.

Maritime New Zealand is taking part in a documentary 
series, which follows Maritime NZ, Civil Aviation and the 
Department of Labour, as they investigate serious and 
fatal accidents. The series highlights the safety messages 
revealed as a result of every accident, markedly 
increasing our ability to raise public awareness of them.

Each story unfolds to the audience in the same way as it 
unfolds to our investigators. The cameras are with them 

as they gradually uncover more information, conduct 
new interviews and discover fresh facts. Once the facts 
are revealed, �D animation is used to fully explain how 
the accident occurred, so viewers understand what went 
wrong and why.

The series is a rare insight into the world of Maritime NZ 
investigators. It’s full of compelling stories, and as the 
layers are peeled back, something is to be learned from 
all of them.

Look out for the series Special Investigators on TV1!

Reporting accidents, incidents & serious harm injuries  
has just become faster and easier. Maritime NZ has 
recently released 8 new sector specific reporting forms, 
along with a detailed information sheet. The forms have 
been designed to allow more specific reporting  
of accidents or incidents in individual areas of the 
maritime community.

Gathering the information from these forms not only allows 
us to investigate accidents and incidents more thoroughly, 
they also provide valuable data, which in turn allows better 
analysis on accident and incident trends.

The new forms are available on the Maritime NZ website 
www.maritimenz.govt.nz or by phoning 0508 22 55 22

disclaimer: All care and diligence has been used in extracting, analysing 
and compiling this information, however, Maritime New Zealand gives no 
warranty that the information provided is without error.

subscribe to Lookout! and Safe Seas Clean Seas 
To receive these quarterly publications, to change your address details or tell 
us about others who may want to receive them, email us at publications@
maritimenz.govt.nz or phone 0508 22 55 22.

copyright maritime new Zealand 2006: Parts of this document may 
be reproduced, provided acknowledgement is made to this publication 
and Maritime New Zealand as source.
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