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Vessel fire ignites 
neighbouring launches

– Lucky escape for pair swept out to sea

capsize in darkness



12

Capsize in darkness
 Lucky escape for two ill-prepared men 
swept out to sea.
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Vessel fire ignites 
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 Three vessels were sunk in response to 
a spontaneous fire.
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Rocket fires in 
wheelhouse

 A cook suffers serious gas burns.
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Poor lookout at  
high speed

 Speed, alcohol and poor lookout result 
in collision at night.
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Welcome to the June issue of Lookout! with lessons 
to be learnt from maritime accidents and incidents, 
and features promoting safety, safety equipment and 
emergency preparedness. 

This issue features a guest editorial on beacons from Nigel Clifford, 
Group Manager of the Rescue Coordination Centre New Zealand, who 
sets out the strengths and limitations of distress beacons, and explains 
how beacons work. 

In May we had another bleak weekend on the water, with three fatalities 
– two in separate recreational accidents (resulting from very different 
circumstances), and one in the commercial sector. 

These recreational fatalities involved someone who was not wearing a 
lifejacket. This issue of Lookout! has a timely feature on the importance 
of carrying and wearing lifejackets, and also a look at flares as a means 
of distress communication. We plan to continue to run safety-related 
features in future editions of Lookout! 

There are also two stories on collisions in this issue, again with different 
circumstances, but both were the result of not keeping a proper lookout. 
Please take the time to read through the stories as well as the lessons  
to be learnt from these accidents and incidents. If you’re interested in 
more detailed accident reports or safety information, visit our website  
at www.maritimenz.govt.nz 

We’ve updated the look and feel of our website as well as the content,  
so finding and understanding our web-based 
information will be easier.

Catherine Taylor
Director of Maritime New Zealand

LOOKOUT!
Introduction
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If you get into trouble when you’re out on the water, or out hunting or tramping, a 406 MHz 
beacon is a highly effective way of signalling for help. Knowing how your beacon works and 
its limitations could help save your life.

New Zealand’s rugged landscapes and wild, unpredictable 
weather can be deceptively dangerous. Each year the Rescue 
Coordination Centre New Zealand (RCCNZ) responds to around 
1,200 incidents – over half of which involve an activated  
distress beacon.

RCCNZ is operated by Maritime New Zealand (MNZ) and 
provides a 24/7 search and rescue (SAR) response to all major 
aviation, land and maritime SAR incidents in New Zealand’s SAR 
region – a highly dynamic, changing environment that covers an 
area of some 30 million square kilometres – one of the largest in 
the world.

RCCNZ is responsible for monitoring all emergency distress 
beacon activations within this region, and for ensuring that the 
right SAR response gets underway as soon as possible. You, the 
beacon users, have a vital role to play as well.

Distress beacons transmit signals on international distress 
radio frequencies that are detected by two types of satellites 
– orbiting (circling from pole to pole as the earth rotates below 
them) and geostationary (effectively fixed in space above 
the same point on the earth’s surface). These SAR-equipped 
satellites are operated by the international Cospas-Sarsat 
organisation (see www.cospas-sarsat.org for more information).

The signals from your beacon go to the satellite and are 
relayed to a ground receiving station. An alert is then generated 
and passed, along with any available location data and any 
other information, through a mission control centre to a national 
rescue coordination centre, or other appropriate SAR authority, 
to begin SAR activity.

For many years this system detected beacons transmitting 
on 121.5/243.0 and 406 MHz frequencies, but on 1 February 
2009 the processing of the 121.5/243.0 MHz signals was 
switched off, so now only beacons operating on 406 MHz will  
be detected by the satellites.

This change was made in a drive to improve the SAR 
response to distress beacons, since the system found it very 
difficult to automatically distinguish between 121.5/243.0 
MHz distress beacons and other types of transmitters that 
also operate in the frequency band. This resulted in very 
large numbers of false alerts and also relatively poor location 
accuracy. Internationally, only about 1 alert in 50 for a 
121.5/243.0 MHz beacon was a genuine distress situation.

You sHould undersTand How Your 
beaCon worKs, How THe sYsTeM 
wIll deTeCT, loCaTe and respond 
To Your alerT, and wHaT THe 
lIMITaTIons of THe sYsTeM are. 

new Zealand’s search and rescue region covers 30 million square 
kilometres.

Your beacon could 
save your life

LOOKOUT!
Guesteditorial
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The 406 MHz beacons have been specifically designed for 
use with the Cospas-Sarsat system, and transmit a significantly 
more powerful signal, with a very stable transmitted frequency. 
These two features provide much better detection and location, 
and reduce false alerts. The 406 MHz beacons also send a 
digital message in each transmission that uniquely identifies 
each individual beacon.

This identification code, effectively similar to a barcode, 
allows the system to distinguish each beacon from other 
beacons or other transmissions and, if the user registers the 
beacon with SAR authorities, allows information about the 
owner of the beacon to be stored in a database and used to 
help in any SAR operation. Typically this information would 
include vessel or craft details, emergency contact details, and 
user activity, and can be vital to getting a rapid and effective 
response underway.

Registration also allows us to quickly confirm if the alert 
is for a situation of genuine distress, or just an accidental or 
inadvertent activation. Accidental activations happen, but if 
you are registered we can check with you and avoid wasting 
valuable time and money on an unnecessary SAR operation.

RCCNZ maintains and operates the 406 MHz Distress 
Beacons Database for New Zealand registered beacons. 
At April 2009, there were over 17,000 beacons registered 
on this database and new registrations are running at up to 
1,000 a month. RCCNZ has used the registration information 
extensively, both to save lives in actual rescues and to reduce  
the number of costly responses to false alerts.

This service is free and confidential – registration can be 
done online, or by email, fax, letter or phone. The information 
you provide will make your rescue faster and more effective. In 
some cases registration has, in all likelihood, saved lives.

In a recent incident we received an alert from an orbiting 
satellite that gave us two possible positions, one at sea and one 
inland. Using the registration information we were able to find 
out that the beacon was owned by a hunter who was expected 
to be in the area of the inland position. A SAR operation was 
arranged and the injured hunter picked up – he might not have 
survived if we had to wait for a second satellite pass to resolve 
his location.

To improve location accuracy you can get 406 MHz beacons 
equipped with a global positioning system or GPS, which can 
provide a very accurate point location. This location information 
is transmitted to the satellite, along with the alert message and 
beacon identification.

In all cases, with or without GPS, the satellites need to be 
able to “see the beacon”. If possible, position the beacon so 
it has a clear view of the sky, and is not obscured by terrain or 
any man-made objects that might interfere with the signal. The 
satellite orbits vary, and some satellites are better than others 
at seeing beacons in the New Zealand area, so it may still take 
some time for us to get the alert.

To sum up, distress beacons are a great survival aid, and 
we strongly recommend them for anyone who might find 
themselves in a distress situation. The best ones are equipped 
with GPS, are waterproof, and float. They do have some 
limitations and they are not a substitute for good preparation.

Know how your beacon works, read the manufacturer’s 
instructions and operate the beacon in accordance with them. 
Register your beacon with us and keep the information up to 
date. Understand the system and how it works, consider the 
limitations, and be prepared to wait and survive while the alert is 
received and a rescue initiated. 

If you would like more information, contact RCCNZ on 
freephone 0800 406 111 or 0508 406 111. You can also find out 
more at www.beacons.org.nz and www.maritimenz.govt.nz

nigel Clifford
RCCNZ Group Manager

as In all survIval sITuaTIons, You 
MusT be prepared for a poTenTIallY 
sIgnIfICanT waIT before THe resCue 
TeaM reaCHes You.

IT Is absoluTelY vITal THaT You 
regIsTer Your 406 MHz beaCon 
wITH rCCnz and Keep THe 
InforMaTIon up To daTe. 

rccnZ can be called upon to co-ordinate a maritime, aviation, land and/or distress 
beacon-related search and rescue mission at any time, on any day.
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The skipper had been drinking 
alcohol that evening, and was operating 
at high speed in a river estuary. The 
journey came to an abrupt end when 
the runabout crashed into an unmanned 
vessel.

The collision sent the skipper’s head 
smashing through the windscreen, and 
completely ruptured the forward port side 
of the vessel. The skipper was seriously 
injured and was fortunate not to have 
been killed.

He was convicted and fined under 
the Maritime Transport Act for dangerous 
activity involving a ship. The skipper was 
operating in a designated 5 knot area and 
stated he believed he was not exceeding 
the speed limit.

LOOkOUT!POInTs

1. Keeping a proper lookout is a primary requirement of 
everyone on the water. When operating at night, navigation  
and keeping a lookout are far more difficult. Rather than slow 
down, and operate the vessel to the conditions, the skipper  
was travelling at high speed. He broke local bylaws and 
maritime rules by exceeding the speed limit, and not keeping  
a proper lookout.

2. It is not uncommon for recreational vessels to be involved 
in collisions at high speed at night, and the resulting injuries to 

those on-board have often been substantial. Running aground, 
although it didn’t happen in this incident, is also a common 
result of collisions.

3. Recreational boating numbers in New Zealand are 
increasing by several thousand vessels each year. Maintaining 
a proper lookout and simply looking where you are going is a 
fundamental discipline that is becoming ever-more important  
for everyone out on the water.

a skipper’s head smashed through the windscreen of his runabout  
when he collided with a vessel at night.

the skipper of this runabout was lucky not to have been killed when his head crashed through 
the windscreen in a collision with an unmanned vessel.

the extensive damage to the runabout shows the results of combining alcohol, speed, and not 
keeping a proper lookout.

“ THe sKIpper was 
serIouslY Injured and 
was forTunaTe noT To 
Have been KIlled. ”

Poor lookout  
at high speed
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The cook had been examining the line 
thrower with the skipper, and they were 
both standing at the table behind the 
skipper’s chair. The vessel had been at 
sea for over a month and was anchored 
close in to some offshore islands.

The two men intended to use the 
line thrower to help out the ship’s rescue 
boat, which had been retrieving rescue 
gear it had lost when it capsized the day 
before. The boat had collected the gear, 
but then suffered engine trouble and had 
been stranded onshore while the crew 
tried to restart the engine.

The skipper had initially tried to  
reach the rescue boat with the fishing 
vessel, but the shoaling waters meant  
he could not get close enough. Night  
was setting in and the weather looked  
set to deteriorate.

The cook and the skipper had already 
had trouble with another line thrower that 
day. The first thrower was of a different 
make, and had just fizzed and hissed 
when the cook had stood on the vessel’s 
bow, aimed at the stranded rescue boat, 
and pulled the trigger.

After that failure, the cook and skipper 
had retrieved the second line thrower, 
which neither of them was familiar with. 
As they stood at the wheelhouse table, 
the skipper removed the safety seal.

Moments later they heard the unit 
activate, and as the cook tried to turn and 
run away, he was hit in the back of the leg 
by exhaust gases burning at more than 
1,200°C. The back of his leg was burnt 
almost through to the bone over a 10cm 
diameter. Nearby, the skipper’s clothes 
were burnt, but he was unharmed.

Neither the rocket nor the line had 
fired out of the unit but, realising that the 
plastic casing was still smouldering, the 
skipper threw the unit overboard.

Crew members helped the injured 
cook into a shower to try to cool the 
burn, and administered first aid. By this 
time, the crew on the stranded rescue 
boat had managed to fix their engine  
and were heading back to the vessel.

Once the boat was safely on-board, 
the vessel started steaming back to the 
mainland, seeking further medical advice 
from shore.

a fishing vessel’s cook suffered serious gas burns when a rocket-propelled line thrower 
misfired in the ship’s wheelhouse.

LOOkOUT!POInTs

1. The rocket unit was designed to be 
armed by twisting the handle 90 degrees 
after removing the safety seal. This action 
loaded the unit, which was otherwise in a 
dormant state. The skipper was adamant 
that he had not twisted the handle.

Because the unit was thrown overboard 
after the accident, it is not possible to 
know what caused the exhaust gas to 
vent, without the rocket and line firing 
out of the unit. It is possible that a 
manufacturing fault caused the unit to 
activate, and the rocket jammed and 

misfired within the unit casing, although 
this can never be confirmed.

2. The skipper had no prior knowledge 
of this type of line thrower, and did not 
know the vessel’s line throwing units had 
recently been changed. 

There had been no crew-wide training 
on the new devices, and there was no 
ongoing distress equipment training on 
the vessel. All crew should ensure they 
are familiar with all safety equipment  
on-board their vessel.

3. The skipper and cook had been 
examining a potentially explosive piece 
of equipment that they were not familiar 
with while inside the wheelhouse. It 
would have been much safer to inspect  
it on deck, in a clear area away from 
other crew.

4. If the crew on the rescue boat had 
used the handheld VHF radio they had 
recovered, they might have been able to 
diagnose their engine trouble with help 
from the ship’s engineer, and then line 
throwers would not have been needed.

the incident featured a rocket-propelled line thrower 
similar to the one in this picture.

“ MoMenTs laTer 
THeY Heard THe unIT 
aCTIvaTe, and as THe 
CooK TrIed To Turn 
and run awaY, He was 
HIT In THe baCK of  
THe leg bY exHausT 
gases burnIng aT 
More THan 1,200°C. ”

Rocket fires in 
wheelhouse
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Lifejackets save lives

Type 401 – open waters lifejacket
These are designed to keep the wearer vertical in the water, 

and to hold a person’s mouth and nose uppermost if they are 
unconscious. The two versions available are inflatable, or with 
semi-rigid foam flotation.

The ones with foam flotation are rated as having a minimum 
buoyancy rating of 100 newtons (adult size). These jackets 
are cumbersome and uncomfortable. They are not suited to 
continuous wearing on a pleasure craft, but because they are 
designed to hold an unconscious person's head and face clear 
of the water, they are best suited for emergencies such as 
abandoning a vessel.

The inflatable 401 lifejackets must provide 
150 newtons of buoyancy, and are fitted with 
either a water activated inflation switch, or a 
manual pull cord to inflate. They can also be 
inflated using a mouthpiece.

These lifejackets are also designed to 
keep a person's head and face clear of  
the water, and are comfortable and 
convenient to wear. They can be fitted 
with a safety harness.

Type 402 – inshore waters pfd
These provide at least 71 newtons of buoyancy and must 

have a buoyant collar to support the wearer's head. They are 
quite comfortable to wear continuously while boating, and are 
the most common PFDs found on recreational craft.

However, while they must not allow the wearer to tilt forward 
of vertical, they are not designed to keep an unconscious 
person's head and face above water. This type of PFD must 
be marked “May not be suitable for all conditions”. The 
effectiveness of this PFD is considerably reduced in rough  
or breaking seas or surf. The PFD will  
give support in the water for an  
extended period.

This type of PFD normally relies on 
plastic clips and adjustable straps 
to secure it. These straps must be 
fastened securely and there is some 
tendency for this type of PFD to ride 
up on the wearer. A crotch strap is 
advised if the wearer may be using 
the PFD in rough water.

There has been a noticeable increase in the number of people 
wearing lifejackets or personal flotation devices (pfds) –  
which has undoubtedly contributed to a reduced number  
of deaths – but there is still room for improvement.

Lifejackets and the law
You must carry a correctly sized, serviceable lifejacket 

(also known as a personal flotation device or PFD) for each 
person on board a pleasure boat in New Zealand. This is a legal 
requirement, and this rule applies to all boats, including tenders 
and larger craft.

Lifejackets must meet New Zealand Standard 5823: 
2005 – specification for buoyancy aids and marine safety 
harnesses and lines – or another national standard accepted 
by Maritime New Zealand (MNZ). They must be stored so that 
they are immediately available in case of a sudden emergency 
or capsize.

It is the skipper’s legal responsibility to ensure that  
lifejackets are worn in situations of heightened risk, such as 
when crossing a bar, in rough water, during an emergency, and 
by non-swimmers.

Most drownings in boating accidents involve craft under 6m. 
All on board boats under 6m should wear a lifejacket, unless the 
skipper has assessed this is not necessary. 

Most accidents occur suddenly with no warning. There may 
be no time to grab a lifejacket unless it is close at hand, and it is 
extremely difficult or impossible to put on lifejackets securely in 
the water. Children should wear lifejackets at all times in boats 
under 6m.

Room for improvement
The failure to wear lifejackets in small craft that are prone to 

capsize (those less than 6m in length) remains the main cause 
of loss of life in boating accidents, even while the increased use 
of lifejackets has saved lives. In spite of a significant increase 
in lifejacket use generally, more than half of the fatalities in 
the 7 years to 2007 involved people not wearing lifejackets, 
according to the National Pleasure Boat Safety Forum (NPBSF). 
The NPBSF’s research showed that in that period, around 70% 
of boating fatalities would most likely have been prevented had 
those involved been wearing their lifejackets.

Law change pending
As part of a national strategy, the NPBSF has subsequently 

recommended a change in legislation. If adopted, this legislation 
would make it compulsory for all people in boats under 6m to 
wear their lifejacket – unless the skipper deems it unnecessary 
because of low risk at the time.

This law change will mean that the skipper decides when it is 
safe to take lifejackets off, as opposed to the current situation, 
where the skipper decides when it is necessary to put them on.

Last year three regional councils drafted compulsory wearing 
of lifejacket bylaws for boats under 6m, in anticipation of the 
NPBSF recommendation being adopted.

Types of lifejackets and PFDs
Many different types of lifejackets or pfds are available. It is essential that you choose the correct type for your 
boating activities.
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Lifejacket checklist
You must ensure lifejackets are:

worn by each person on board, or are immediately ✓✓

accessible
the correct size✓✓

appropriate to your activities✓✓

in good condition.✓✓

Storage and maintenance
Store your lifejacket out of the sunlight. Ensure it is dry and 

clean and away from chemicals. Check your lifejacket before 
re-use and make sure that it is still the correct size (especially  
for children). Inflatable lifejackets need to be checked and 
serviced regularly.

Which type of lifejacket?
It is important to have the right type of lifejacket. Consider 

the type of boating you do, the distance from shore you intend 
to go, and the kind of conditions you are likely to encounter. 
Your lifejacket retailer should be able to help you choose the 
type most suited to your needs.

Lifejackets provide more than flotation. They allow a person 
in the water to keep still, thereby conserving energy, which 
will help to delay the onset of hypothermia. They also provide 
protection from injury in collisions, or when running aground. 

Fitting of crotch straps is recommended for all types of 
lifejackets. Without a crotch strap, even the slightest movement 
from waves is likely to cause a lifejacket to ride up around 
a person’s head. A crotch strap is a legal requirement for 
children’s lifejackets.

Inflatable lifejackets
Inflatable lifejackets are becoming increasingly popular with 

boaties, as they’re more comfortable than other lifejackets. 
These lifejackets are very light to wear, are less restrictive, and 
also have considerably more flotation than foam lifejackets.

Inflatable lifejackets come in manual, automatic and 
“bumbag style” versions. While inflatable lifejackets have many 
advantages, they do require regular servicing.

Type 403 – buoyancy vest
No collar is fitted to a buoyancy vest and it has a lower 

buoyancy rating than a lifejacket. It is designed for use in 
aquatic sports, such as dinghy sailing.

This particular type of PFD (adult size)  
must have at least 53 newtons of 
buoyancy. While wearing this type of PFD 
will not provide the same level of support 
or safety provided by other models, 
it is necessary for specialist type 
sports to have the most appropriate 
PFD for their purpose.

Type 405 – buoyancy garment
This standard is the same as type 

403, but is not required to have reflective tape or be  
brightly coloured.

They are often used in specialist sporting events, but  
where lack of bright colours may compromise safety,  
a type 403 PFD should be used.

Type 408 – specialist lifejacket
This lifejacket is designed for white water rafting  

or jetboating, and has a minimum buoyancy rating of  
100 newtons (the same as type 401).

Inflatable lifejackets
Inflatable lifejackets are becoming increasingly popular with 

boaties, as they are more comfortable than other lifejackets. 
They are very light to wear and less restrictive. 

They also have considerably more flotation 
than foam lifejackets, and therefore exceed 
buoyancy requirements.

These lifejackets come in manual and 
automatic variations. Manual inflatables 
require the wearer to pull a tab to inflate the 
lifejacket, and automatic lifejackets inflate 
as soon as they are immersed in water.  
A “bumbag” style inflatable lifejacket is 
also available. While inflatable lifejackets 
have many advantages, they do require 
regular servicing and users should check 
them frequently to ensure the gas canister is 
properly screwed in and not rusted.

Crotch straps
Crotch straps are recommended for lifejackets when they 

may be used in situations other than very calm water. Even 
when tightly secured, lifejackets have a tendency to ride up 
on the wearer if there is any wave action. Crotch straps are 
mandatory for all children-sized lifejackets.

a buoyancy vest (left) and an inflatable lifejacket. inshore waters personal flotation devices (pfds).
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LOOkOUT!POInTs

1. After the impact, the skipper of the first vessel realised he 
had mistaken the other vessel’s anchor light, which had been 
very close, for three or four deck lights some distance away. He 
had lost situational awareness and allowed himself to see what 
he thought should be there, rather than what was.

2. The first vessel’s radar was later checked and several faults 
were found, explaining why the second vessel had not shown 
up on screen.

3. The skippers have since decided to call each other via VHF 
radio before setting off in the morning, and to confirm whether 
or not they each have their deck lights on.

a fishing vessel making 5 knots motored straight into a sister vessel that was at anchor. 

Two vessels had been working 
together during the day and had 
anchored in the same general area. As 
the skipper of the first vessel bedded 
down for the night, he estimated the 
second vessel would be about 3 or 4 
nautical miles away.

Early the next morning, the engineer 
of the second vessel awoke and went to 
the engine room to check the generator. 
Finding an oil leak, he got to work on a 
quick repair. As he stopped the engine, 
the vessel’s deck lights went out, but the 
anchor light was still illuminated.

By now the skipper of the first vessel 
had also woken and started heading his 
vessel toward where he thought the sister 
vessel was. In the distance he could see 
its lights, although when he ranged his 
radar from ¼ to 4 nautical miles, he did 
not get a target on screen.

As his vessel got up to about 5 knots, 
the skipper thought he could still make 
out light from the other vessel. But just a 
few moments later he ran straight into the 
side of her.

Both vessels suffered only minor 
damage, and temporary repairs were 
made at the scene.

“ as HIs vessel goT up 
To abouT 5 KnoTs, THe 
sKIpper THougHT He 
Could sTIll MaKe ouT 
lIgHT froM THe oTHer 
vessel. buT jusT a few 
MoMenTs laTer He ran 
sTraIgHT InTo THe sIde 
of Her. ”

Closer than you think
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LOOkOUT!POInTs

1. The skipper of the motor launch had 
seen two yachts when they were about 
150m away. His windscreen was tinted, 
and was compromised by salt spray, 
heavy paint overspray and water stains. 
The sun was also shining directly at  
the windscreen. 

At 24 knots, the bow was riding high 
and the skipper lost concentration 
momentarily when he bent over 
to retrieve a dangling VHF radio 
microphone. The collision occurred  
just as the skipper straightened up to 
resume his lookout.

2. The motor launch skipper’s lookout 
was inadequate. He took no actions to 

try and overcome the factors that were 
compromising his view. He could have 
ensured the windscreen was clear before 
departure, slowed down to a safe speed 
when he first noted the two yachts, wiped 
his windscreen free of salt, stood up to 
get a better view, unzipped and looked 
through the plastic section of the canopy 
above the windscreen, or altered his 
speed to ensure the vessel was trimmed 
to improve his vision over the bow. He 
had plenty of room to avoid the other 
craft by a wide margin.

3. The skipper of the motor launch was 
operating at high speed, despite knowing 
other vessels were ahead of him. The 
vessel should not have been operated  

in excess of 5 knots within 50m of 
another vessel.

4. In a head-on situation such as this, 
both vessels should have altered course 
to starboard, as indeed the yacht did.

5. Had the skipper of the yacht not had 
the presence of mind to drag his partner 
clear, she may have been seriously 
injured or killed.

6. The skipper of the motor launch was 
subsequently prosecuted and convicted 
of causing unnecessary danger.

Motor launch 
slams into yacht

The 8.6m yacht was motoring and 
making about 5 knots just south of some 
islands that are popular with recreational 
boaters. Other vessels were in the area, 
and the skipper had noted the motor 
launch in the distance and pointed it out 
to his partner before going below  
to navigate.

His partner, who was on the helm, 
watched the motor launch, and when it 
was about 400m distant she decided it 

was on a collision course, and started 
altering course to starboard. She then 
saw the motor launch alter its course 
slightly to port, returning it to a collision 
heading. At 24 knots, the motor launch 
would have been covering 150m in just 
over 12 seconds.

The woman on the helm shouted out 
to the yacht’s skipper. As he emerged 
from below he saw the motor launch was 
about 40m away and heading for the 

yacht’s port side in line with the  
helm position. 

He reached up and yanked his partner 
out of the way, just as the motor launch 
smashed into the yacht. 

Both crew suffered only minor injuries, 
but the yacht was a total loss. There 
was only minor damage to the bow of 
the motor launch. After the accident, the 
skipper of the motor launch towed the 
yacht to a nearby island.

the skipper’s partner was pulled from the helm just before the collision.

a yacht’s skipper just managed to pull his partner clear of danger before their yacht  
was rammed by a motor launch that was making 24 knots.

“ He reaCHed up and 
YanKed HIs parTner 
ouT of THe waY, jusT 
as THe MoTor launCH 
sMasHed InTo THe 
YaCHT. ”
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LOOkOUT!POInTs

1. The vessel had a substantial 10cm dry 
exhaust with a muffler at 3cm. A stack 
of this size should have a clearance of at 
least 5cm from the nearest combustible 
structure, as well as being insulated  
or lagged.

2. Regular checks of the timbers 
surrounding an exhaust stack will expose 
any deterioration well before a fire of this 
nature could occur.

3. Similar stacks are often boxed in for 
neatness. This also can add to the heat 
build-up, and these panels should be 
regularly opened and inspected for signs 
of heat damage.

“ over THe ensuIng 
Years, THe radIaTed  
HeaT CoMIng froM THe 
exHausT sTaCK Had 
drIed THe wood In 
THIs area, To a poInT 
wHere all MoIsTure 
was reMoved. ”

Two luxury launches in 
a marina were sunk by 
firefighters to protect several 
other vessels on the jetty.

The launches had been ignited by 
flames from a wooden fishing vessel on 
the jetty that had spontaneously caught 
fire with no crew on board. The fire had 
quickly spread to the two neighbouring 
launches, and sinking them was the 
best option for firefighters struggling to 
contain the blaze. 

The smoldering shell of the timber 
fishing vessel was also towed out to a 
mooring in the bay to separate it from 
other vessels.

Fire investigators determined that the 
fire had started near the fishing vessel’s 
exhaust stack (dry exhaust), which had 
been realigned when a new engine was 
fitted about 5 years earlier. Investigators 
said the stack was very close to, if not 
touching, the boat’s wooden coaming.

Over the ensuing years, the radiated  
heat coming from the exhaust stack 
had dried the wood in this area, to a 
point where all moisture was removed. 
The wood effectively became charcoal, 
then began smoldering one day after 
an excursion, and burst into flames the 
following morning.

Vessel fire ignites 
neighbouring launches

 the wooden fishing vessel fire caused substantial damage to the neighbouring vessels and to the jetty.

 the smouldering shell of the fishing vessel was towed out to a mooring bay. photo: the Marlborough express
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 the fire spread quickly, so swift action was needed to stop further damage. photo: the Marlborough express

 fire investigators determined that the fire had started near the fishing vessel’s exhaust stack. photo: the Marlborough express
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LOOkOUT!POInTs

1. Neither man wore a lifejacket or 
personal flotation device vest, and they 
did not carry any on board, although 
these were required by maritime rules.

2. One man wore a cellphone on a cord 
around his neck but, as this was not 
sealed in a waterproof plastic bag,  
it became useless as soon as the  
boat capsized. 

The men did not carry any other means 
of communication, such as a waterproof 
handheld marine radio, a distress beacon 
or flares.

3. The dinghy was not a suitable size 
for setting nets. The instability caused by 
standing up in a dinghy of this size is a 
notorious cause of capsize.

4. The alarm was not raised until well 
into the following day, and both men 
believed they would not have survived 
another night at sea. A return time should 
be agreed with a responsible person 
onshore before departing. Once that  
time has passed without contact being 
made, the Police should be notified. 
A delay in alerting the authorities can 
seriously hamper a search – with 
potentially tragic effects.

5. The dinghy was very poorly equipped 
for the fishing trip. It contained no anchor, 
no flares, no personal locator beacon,  
no lifejackets, and was not lit, although  
it was being used in an area prone  
to strong currents. The men carried only  
one small torch and were only lightly clad.

6. The skipper was subsequently 
prosecuted for causing unnecessary 
danger by not having lifejackets, and was 
sentenced to community service.

The pair had intended to set a fishing 
net from their 2.5m dinghy in an estuary 
fed by a river and a smaller creek. The 
river current through the estuary was 
sometimes very strong when combined 
with outgoing tides.

While setting their net, the two men 
found themselves caught by the fast-
flowing river current and the outgoing 
tide. In the dark, with only paddles 
and fishing gear on board, and without 
lifejackets, the men were swept towards 
the estuary mouth and into waves that 
were breaking on a gravel bar  
just beyond.

The vessel capsized, spilling both 
men into the sea. The older man was not 
a strong swimmer, and as he struggled 
to reach the dinghy’s trailing painter, his 
crewmate became entangled in the net 
and was held under water. 

The older man managed to reach 
the line, and pull himself towards the 

vessel, righting it and clambering 
back in. As he bailed out water with 
his hands, his crewmate wrestled free 
of the net and tried to climb into the 
dinghy. It overbalanced and capsized 
again. Together the two men righted it 
and bailed out water by hand before 
successfully climbing back in.

Powerless against strong outgoing 
currents, the dinghy drifted throughout 
the night and the following morning, 
ending up about 16 nautical miles (28km) 
out to sea. 

At about noon the next day the wife of 
one of the men raised the alarm and a full 
coastal and aerial search was mounted.

The vessel was found drifting with 
both men on board late that afternoon. 
They had already survived an extremely 
cold night, and both believed they would 
have suffered fatal hypothermia during a 
second night on the water.

 coastguard rescued the two men after a night and most 
of a day adrift on the water. 

 the two men had no lifejackets, no means of 
communication, and were lightly clad.

Capsize in darkness
Two ill-prepared men were lucky to escape drowning after 
their dinghy capsized at night.
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LOOkOUT!POInTs

1. This vessel was used for several 
purposes in the mussel operation. Its 
sister vessels that were used solely for 
harvesting were all fitted with automatic 
cut-outs that meant the de-clumpers 
could not be operated when the access 
panels were in the open position. The 
company has since ensured this safety 
feature is fitted to all vessels in its fleet.

2. The senior deckhand stated that it 
was normal procedure to finish cleaning 
off the de-clumper by hosing it down 
through the open access panels while it 
was operating. In the past, he had hosed 
the machine from the other side of the 
de-clumper, reaching up over the access 
panel lids and dangling the hose down. 
On this occasion he had wanted to give 
the de-clumper a good clean in readiness 

for the oncoming crew. The company 
was unable to produce specific cleaning 
procedures for this machine, although 
it had been identified as a significant 
hazard.

3. The precarious route to the outboard 
side of the de-clumper may also have 
encouraged the senior deckhand to climb 
over the top of the machine.

The senior deckhand had been 
cleaning the mussel de-clumper on a 
multi-purpose mussel farm vessel that 
was being cleaned after 4 days at sea. 
The de-clumper is a 4m long cylinder 
fitted with a rotating internal shaft that 
is fixed along its length with tines. The 
shaft can be rotated at variable speeds 
and in either direction. As mussels enter 
the machine, they are separated by the 
tines before being spray-washed. Once 
they exit from the machine separated and 
cleaned, they are bagged for transport.

The de-clumper is fixed to the 
starboard outboard side of the vessel, 
and is cleaned via access panels that 
lift open to allow access to the inner 
workings. The access panels open up on 
the outboard side, and can be reached 
via a narrow walkway that involves 
climbing over other pieces of machinery 

along the outboard side of the vessel. 
Because of this precarious route, crew 
tended to finish washing down the 
de-clumper by leaning over the access 
panels with the hose.

On this occasion, the senior 
deckhand had isolated the de-clumper so 
that it could not operate, and had cleaned 
in and around the tines. There was still a 
lot of sand and smaller debris inside the 
machine and on the access panels, so 
he climbed over the machine to release 
the isolation valve, intending to hose the 
machine off while it was running.

He alerted the other crew members 
that the de-clumper would soon be 
running, and set it operating with the 
access panels open. Armed with the 
hose, he climbed on top of the de-
clumper using the nearby mussel chute 
for balance, and lowered his leg over to 

the outboard side of the machine to rest 
on a small ledge that would have housed 
the access panel lid when it was in the 
closed position.

Almost immediately, one of the 
rotating tines caught on the senior 
deckhand’s gumboot and dragged 
his lower leg into the working parts of 
the machine. He cried out in pain and 
the remaining crew members quickly 
switched off the de-clumper and went  
to assist. 

His lower right leg was jammed 
between the tines and the casing of the 
de-clumper. The crew managed to free 
his leg and render immediate first aid. 
Soon after, the senior deckhand was 
airlifted to hospital, where his right leg 
was amputated below the knee.

Rotating machine 
traps leg

The rotating tines of a mussel de-clumper caught on a senior deckhand’s gumboot and 
wrenched his lower leg into the machine.

the de-clumper machine on the starboard side of the vessel. the internal workings of the de-clumper machine.

RESIDUAL SAND

LEDGE AND POSITION OF DECKHAND’S FOOT

ACCESS HATCHES

SHAFT AND TINES

ACCESS HATCHES, 
WHICH WERE IN  
OPEN POSITION
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DISTRESS FLARES
Red flares, VHF radios, emergency locator beacons, and, at 
times, cellphones can all be used as a means to summon 
help. Flares are pyrotechnic devices that come in three types 
– parachute flares, which ignite after a rocket has carried them 
skyward; handheld flares, which create an intense bright red 
flame; or smoke flares, which have a plume of orange smoke 
that is highly visible from a searching aircraft. Any flare is only 
useful if it can be seen by someone who can give help or alert 
others. Because each flare burns only for a short time, you 
should try to maximise the chances of your flare being seen.
There are some simple things you can do to ensure your 
distress signal is as effective as possible.

ensure you’re flare ready
Read and understand the firing instruction(s) for your flares •	
before you need to use them, as you will not be able to 
read the instructions in a distress situation at night, when 
emergencies often occur.

Store your flares in a waterproof container, or in a dry •	
designated area below deck – and make sure passengers and 
crew know where they are and how to use them.

Check the expiry date of your flares regularly, and replace •	
flares before they expire.

Dispose of your date-expired flares appropriately (see •	
“disposal of old flares” below).

firing flares
If you have multiple flares, fire only one flare as soon as you •	
realise you are in distress. Keep other flares until you need 
them, and use them to attract searchers’ attention. Often you 
will see a searching aircraft or boat, and that is the time to fire 
the next flare. Bear in mind that it is very difficult to fire a flare 
if you are in the water.

Always hold the flare to leeward outside your boat when •	
firing. Flares burn with extreme heat, and can easily damage 
your boat or life raft if used incorrectly.

Fire parachute flares downwind – never into the wind – •	
preferably at a 15–20 degree angle off vertical.

Never set flares off unless you are in distress, or at a properly •	
organised demonstration training session. Misuse of any 
distress signal is a criminal offence.

There are three main types of flares, with different options 
available for each type
orange smoke – effective as a line of sight distress signal for 
daytime use only.

red handheld – effective as line of sight distress signal  
by day and night, and very bright, with a good visibility range. 
These are very visible from an aircraft, and burn for up to  
60 seconds.

red parachute or rocket – capable of attracting attention in 
daylight for up to 10 miles, with a night-time range of up to  
40 miles. The rocket launches the flare up to 300m and the  
flare burns for 40–60 seconds as it slowly descends under  
the parachute.

disposal of old flares
Out-of-date or time-expired flares must be disposed of 
appropriately, by handing them in to your local police station, to 
harbour police or sea rescue headquarters, or to the Ministry of 
Defence or a life raft service station. Do not incinerate old flares 
or put them in the rubbish. If they ignite, they can cause fires 
and parachute flares fired horizontally are very powerful and can 
cause serious, even fatal, injuries and burns.

when you’re out on the water, flares are a good means of communicating distress  
if the trip goes badly wrong.
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This guidance is for:
owners and operators of fishing vessels less  •	
than 24m in length
safe ship management companies•	
ship surveyors•	
maritime safety inspectors.•	

Purpose
This guidance notice is a reminder of the requirements of 
Maritime Rule Part 40D with regard to the installation of 
secondary electrically-driven submersible bilge pumps in  
fishing vessels.

Compliance with Maritime Rule Part 40D
Rule Part 40D.28 prescribes the requirements for the 
arrangement of bilge pumping systems on-board fishing 
vessels. Rule Part 40D.28(6) allows a fishing vessel of less than 
24m in length to have at least one fixed heavy-duty electrically-
driven submersible pump fitted in an individual watertight 
compartment. Where a secondary bilge pump is fitted, it must 
also be installed in accordance with the requirements of Rule 
Part 40D 28(6) (a)-(i).

Further information
For more information please contact:
Nautical Advisor, Maritime New Zealand
Phone: 0508 22 55 22
Fax: (04) 494 1263
Email: ssm@maritimenz.govt.nz

Maritime New Zealand Guidelines
MARINE GUIDANCE NOTICE ISSUE 10 – APRIL 2009

ELECTRIC SUBMERSIBLE BILGE PUMPS – SECONDARY MARITIME RULE 
PART 40D – DESIGN, CONSTRUCTION AND EQUIPMENT – FISHING SHIPS
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Safety updates
Maritime New Zealand (MNZ) publishes safety bulletins and marine guidance notices on a variety of safety issues and 
proposals relating to these. The bulletins and notices are published as required, and are distributed to those sectors 
directly involved. We welcome any comments you have on the recommendations and content in general. For more 
details on how to join our new email mailing list see below.

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.

Copyright Maritime new zealand 2009: Parts of this document may 
be reproduced, provided acknowledgement is made to this publication 
and Maritime New Zealand as source.

free subscription to Lookout! and Safe Seas Clean Seas 
To subscribe or unsubscribe to these free quarterly publications, or to 
change your address details, email us at publications@maritimenz.govt.nz 
or phone 0508 22 55 22.

LEVEL 10, OPTIMATION HOUSE 
1 GREY STREET, PO BOX 27006 
WELLINGTON 6141, New Zealand 
 
TELEPHONE +64 4 473 0111 
FACSIMILE +64 4 494 1263 
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MARITIME FATALITIES FOR 2009
From 1 January to 31 March 2009, there were 11 fatalities –  
1 in the commercial sector and 10 in the recreational sector.11

From 1 January  
to 31 March 2009

electric submersible bilge pumps – 
secondary Maritime rule part 40d 
– design, construction and equipment 
– fishing ships 
April 2009 – Issue 10

bulwark and guardrail height on  
fishing vessels 
September 2008 – Issue 9

use of electronic charts, eCdIs and 
enCs in new zealand 
June 2008 – Issue 8

large coastal ships – safety 
requirements 
January 2008 – Issue 7

guidance on compliance with Maritime 
rules 24b.10(2) and (3) – vehicle 
lashing arrangements 
November 2007 – Issue 6

advice on IsM code sections  
10.3 and 10.4 
November 2007 – Issue 5

safe winch operation and related 
appendixes 
October 2007 – Issue 4

Inboard mounted outboard motors 
September 2007 – Issue 3

vehicle requirements for shipment  
by ro-ro 
June 2007 – Issue 2

advice on acceptable freeing  
port covers 
May 2007 – Issue 1

Be up to speed 
with the latest 
safety info
Join our email mailing list
MNZ puts out a range of safety 
information updates (including 
safety bulletins and marine guidance 
notices) targeted at the needs  
of different audiences in the  
maritime industry.
In the future, we aim to send out 
advice about MNZ safety updates 
primarily by email.
If you would like to be added to  
our mailing list, please email  
your details to: publications@ 
maritimenz.govt.nz
All our safety notices can be 
downloaded from our website:  
www.maritimenz.govt.nz

For more information you can: 
•	download	the	safety	bulletins	and	
marine guidance notices from our 
website: www.maritimenz.govt.nz  
• email us at:  
enquiries@maritimenz.govt.nz 

Correction
The photograph caption 
accompanying the story on page 11 
of the March 2009 issue of Lookout! 
– “Steering cable breaks” – incorrectly 
stated “These 75mm diameter steering 
cables are commonly used in jetboats. 
They are too small and fall below the 
recommended minimum sizes.”  
The actual commonly-used cable  
size is 5mm.

Marine guidance notices


