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Introduction

Fishing boats in harbour and moored 
to Mangonui Wharf, Far North District.

Photo: Rob Suisted www.naturespic.com

Welcome to the first issue of Lookout! for 2010
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Thankfully we’ve seen a better start to  

the year’s recreational boating season with 

significantly fewer fatalities than last year  

– two in January 2010 compared with six  

in January 2009.

Probably the saddest aspect of the annual 

boating toll is that most fatalities can 

be avoided by taking some very simple 

precautions – wearing lifejackets, checking the 

weather, making sure your boat and equipment 

is up to scratch before going out, carrying 

emergency communications equipment that will 

work in water, and keeping a lookout. It’s not 

rocket science and it continues to amaze me 

just how complacent some boaties can be.

In the guest editorial Martin Paget from the 

Police Maritime Unit reflects on the knowledge 

gap that is apparent among some boaties.  

He talks about the accident chain – where 

removal of any one link or factor will result in  

a different, more positive outcome.

Often simple things can be done to prevent an 

accident. In each of the stories featured there are 

a number of steps that could have been taken to 

prevent things going wrong. The aim of Lookout! 

is that readers will be able to identify links or 

factors likely to lead to accidents by learning 

from the mistakes of others, rather than learning 

the hard way from their own experiences.

Three of the stories in this issue involve not 

keeping a proper lookout or watch. In two 

of these stories if the skipper had used the 

technology available the accidents would likely 

have been avoided. In the third case it was the 

use of technology in the form of a cell phone 

that prevented the skipper from keeping a 

lookout, with tragic consequences.

Our safety feature takes a closer look at the 

weather and we look at what happened to 

passengers on a cruise ship when the vessel’s 

one working stabiliser failed in bad weather.

You’ll notice that we’ve freshened up the look 

and feel of Lookout! and have incorporated some 

of your suggestions into the design. There’s a 

tear-off feedback form at the back of this issue 

and you’re welcome to drop us a line or two.

Please pass this copy of Lookout! to your 

friends, family, colleagues or crew, or 

encourage them to subscribe to print or email 

copies by emailing publications@maritimenz.

govt.nz or filling out the form at the back.

Catherine Taylor

Director of Maritime  

New Zealand



As a member of the Police, who, 

together with the Rescue Coordination 

Centre New Zealand, are responsible 

for marine search and rescue, I have had many 

years to ponder the question “is there evidence 

of any single cause for boating accidents?”

Our search and rescue (SAR) system works 

really well and the boating public of New Zealand 

is well served. One problem is that the ability of 

this system, which includes rescue helicopters, 

Coastguard, and thousands of individuals and 

groups around the country, creates a false sense 

of security for many of the boating public (albeit 

around the main population centres).

New Zealand’s SAR system, together with high 

quality and readily available communication 

and safety equipment, should mean that tragic 

boating accidents become increasingly rare. 

However, while the SAR system continues 

to improve, the reduction of accidents is not 

improving at the same rate.

Over the years I have watched with interest, 

and recently with some alarm, a change in 

our society. There is an increasing reliance 

on systems that are expected to immediately 

deploy to rescue or fix things when they go 

wrong. The expectation is often that help will 

arrive within minutes.

This trend is clearly evident in the recreational 

boating sector as well. It’s difficult to determine if 

this growth or demand for assistance on the water 

is a result of the availability of increased services, 

You don’t  
know what  
you don’t know

The fact that you are reading this publication suggests  
that my thoughts below are not intended for you. Clearly  
you are interested in cause and effect and are already on  
a continuous journey to improve your boating knowledge.

Guest editorial

“If you don’t know something 
really important … you may  
put yourself, your vessel … and 
your loved ones at huge risk.”
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Left:  
Maritime Police come to the 
aid of a couple who had spent 
a night on the rocks after losing 
situational awareness and their 
means to call for help.

Photo: Police Maritime Unit.

or demand by the public. Maybe it’s partly a result 

of too much fantasy rescue drama on TV.

Either way, the net result is the same, and there 

is an increasingly unhealthy expectation that 

boating safety is the responsibility of somebody 

else, and not the skipper and crew of a vessel.

Whether it’s this factor or some other reason, it 

is clear that the number of knowledgeable, self-

reliant skippers as a proportion of the increasing 

number of people going boating, is ever reducing.

Like many who are involved in the marine industry 

I spend many recreational hours just mucking 

about in boats. Also like so many who get to my 

age (all I will confirm is that I am over 40), I have 

learned as much by my mistakes as I have by 

formal marine education. I am still learning. Both 

by mistake, and by formal education.

After an accident, incident or mishap we identify 

the direct, indirect and contributing causes 

for the things that went wrong. Often as not, 

when things go wrong at sea the effect is nil or 

perhaps minor. For a skipper these are good 

learning opportunities. However, from time to 

time, an accident will result in somebody dying.

In my line of work we often refer to the 

‘accident chain’, where the simple removal of 

any one link or factor breaks the chain and will 

result in a different, and more positive outcome.

Commonly-identified individual causes of 

accidents include: failure to comply with 

collision regulations, not wearing a lifejacket, 

not carrying communications equipment, bad 

weather, equipment failure, vessel failure, and 

navigation error.

These causes are easily identified and relatively 

easy to educate or legislate about, in a hopeful 

attempt to save some people from themselves.

Underlying these causes is a common thread 

that I have observed both professionally and as 

a recreational boatie. Simply put, it’s a lack 

of knowledge.

An increased reliance on the SAR system is one 

of the symptoms, if not a cause, of a ‘knowledge 

gap’ that is increasingly apparent amongst some 

boaties on the water. This knowledge gap is not 

restricted to new boaties, and often includes 

people who class themselves as experienced.

To skipper a vessel there is a lot you need to know. 

Not only do you need to know what to do when 

things are going okay, but you need to know what 

to do when it all goes wrong, and even more 

importantly what to do to prevent it going all wrong.

If you don’t know something really important, 

for example how to read a chart or interpret 

the weather, you may put yourself, your vessel, 

somebody else’s vessel, and your loved ones 

at huge risk.

I know that to many people this point is 

obvious, but unfortunately in some quarters 

and contrary to popular opinion, the mere 

ability to be able to purchase a boat does 

not immediately infuse a person with all the 

knowledge they need to operate it safely.

The important thing point about knowledge is: 

“you don’t know what you don’t know”.

I advise new boaties that the first and most 

important step before going boating is to learn 

how much they don’t know. Add in a very 

healthy imagination about what could go wrong 

at any time, and invariably an intelligent boatie 

will embark on a life-long quest to learn more 

and to prepare themselves and their vessel for 

going to sea safely.

By acquiring the appropriate knowledge and 

suitable equipment for their boating, a boatie 

not only improves their chances of not getting 

into difficulty, but is better able to survive if or 

when a serious situation does happen. They will 

know what to do and when, and they will have 

the appropriate equipment to do it.

So, to recap: in my view the root cause of all 

but the rarest of boating accidents is a lack of 

knowledge:

 � not having knowledge of how and when  

it’s safe to voyage

 � not knowing what equipment is required  

or desirable to have on board

 � not knowing what to do when things  

go wrong

 � not knowing what the limitations of the 

vessel and crew are.

By filling this ‘knowledge gap’ not only will they 

enhance the pleasure of their boating, but they 

will enhance their safety many times over.

The question we have yet to answer is – what is 

the most effective way to address this boating 

knowledge gap for individuals? 

Martin Paget is Senior Sergeant 
Officer in Charge, Police Maritime  
Unit and member of the National 
Pleasure Boat Safety Forum.

“… there is an increasingly unhealthy expectation  
that boating safety is the responsibility of somebody 
else, and not the skipper and crew of a vessel”

MarITIME NEw ZEalaNd 5Lookout! March 2010



A grand piano slid across the deck, a 

row of gaming machines crashed to 

the floor and passengers were thrown 

among loose furniture as a cruise ship rolled 

heavily in gale force winds and high seas.

The 1,730 passengers and 671 crew on board 

the cruise ship were on the return leg of an 

8-day winter sailing in the South Pacific. The 

ship had been delayed throughout the cruise 

by bad weather, and the rolling and pitching 

motion had been increasing throughout the 

return leg of the journey.

The ship was following a track almost parallel 

to a nearby storm and was frequently rolling up 

to 10 degrees, and pitching moderately. Only 

the starboard stabiliser was effective. The port 

stabiliser had been housed with a known fault, 

and both stabilisers had been scheduled for 

overhaul later that year.

At sunset, the master decided to heave to into the 

wind and swell, to reduce the vessel’s roll, and in 

doing so had lowered the vessel’s speed to below 

10 knots. At this lesser speed, the vessel’s remaining 

stabiliser would also have been less effective.

As the evening progressed, the vessel rolled 

about 14 degrees to starboard, and the master 

decided to head further into the wind to try to 

reduce the vessel’s motion. Due to the overcast 

skies and lack of moon, he was unable to  

make out the sea direction and swells from  

the bridge window.

As the vessel began the turn, it pitched and then 

rolled heavily to starboard as far as 23 degrees, 

and then swung back to port. The vessel rolled 

three times, reaching about 31 degrees to 

starboard on the final roll, before settling.

While this happened, most of the ship’s 

passengers were in the vessel’s bars and 

restaurants. Unsecured furniture was flung 

across the vessel during the three large rolls, and 

some heavy, secured items were wrenched free.  

Passengers and 
furniture flung 
across decks

“The vessel rolled three 
times, reaching about  
31 degrees to starboard 
on the final roll”
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a row of unsecured gaming 
machines crashed to the floor 
as the ship rolled heavily in gale 
force winds and high seas.



Lookout!Points

  � Both stabilisers had been identified 

as due for repair and overhaul during the 

vessel’s last dry docking 4 years prior. That 

maintenance had been deferred because 

the dry docks were too narrow to complete 

the work. The vessel had since sailed with 

just one operational stabiliser, which was 

considered acceptable.

However, after the vessel had rolled heavily, 

the starboard stabiliser was also discovered 

to have malfunctioned. As it was not fitted 

with an audible alarm, it is not known 

whether the starboard stabiliser failed before 

or after the rolls. The master was also not 

aware that the stabilisers provided no lifting 

effect below speeds of about 10 knots, 

rendering them effective only as bilge keels.

  � Although the crew were told to ensure 

the vessel was secured as the weather 

deteriorated, many heavy fixtures and 

fittings did not have securing points. Several 

items that were permanently fixed broke 

free during the heavy rolling, including the 

satellite C communication system. There 

were also many loose objects in the muster 

stations, which rendered the stations 

unusable.

In several cases, passengers clung to 

poorly-fixed items, and slid with these 

across the decks. A methodical assessment 

of risk of injury from moving objects and 

furnishings during large angles of heel would 

allow suitable fixing methods to be identified 

and standardised.

  � The ship’s emergency response system 

relied on accounting for passengers 

once they were at the mustering points. 

However, as several of these were unusable, 

passengers were sent to their cabins. 

The crew were not trained to account for 

passengers in this way, and so the process 

was delayed.

  � The vessel’s itinerary was tight, leaving 

the master limited options as the weather 

deteriorated, while still maintaining the arrival  

and departure schedule.

  � Since the incident, the company has 

introduced night vision equipment to assist 

bridge teams in assessing the conditions, 

provided additional heavy weather training, 

and has reviewed its itinerary planning 

process and critical and emergency 

communications equipment.

Passengers clung to what solid furniture they 

could, but several were thrown across the 

rooms, colliding with loose fittings and fixtures.

In all, 77 passengers and crew were injured, 

including seven with major injuries.

The vessel’s usual public muster rooms were 

strewn with debris, and most were unusable, 

so the master instructed the passengers to 

return to their own cabins for their own safety. 

However at the same time, the crew were 

put on alert, which meant they began putting 

on their lifejackets. Many passengers were 

reluctant to return to their cabins when they 

could see the crew donning lifejackets.

Some passengers gathered in the cabins of 

friends and family and some gathered in other 

places on the ship. The crew were soon stood 

down from alert, and it then took almost 4 hours  

to confirm the whereabouts of every passenger 

and to assess any injuries.

The rolling had also wrenched the vessel’s 

satellite C communications equipment from its 

secured housing, and this was now inoperable. 

The vessel made contact with its company 

emergency response centre, and the Rescue 

Coordination Centre New Zealand via its 

satellite B communication system.

The crew worked through the night to right 

furniture and fittings and clean the ship, and 

the passengers were served breakfast in their 

cabins. They were allowed to leave their cabins 

at mid-morning, with a warning to take care 

and to remain clear of certain areas.

The vessel docked safely at mid-afternoon 

the following day, and three passengers were 

transferred to hospital by ambulance. 

Right: The crew worked 
through the night to right 
furniture and fittings and 
clean the ship.

Below: Several items that 
were permanently fixed 
broke free during the rolling, 
including the satellite C 
communication system.
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A skipper chatted on his cell phone while his 
aluminium workboat sped across a busy bay. 

Just a minute later, the boat collided 

with a moored vessel, killing him and 

one of his five passengers. Three of the 

passengers were seriously injured and the other 

suffered minor injuries. (The moored vessel was 

empty at the time of the collision.)

A local aquaculture business used the 

workboat as a company water taxi and 

general runabout. The skipper made daily trips 

throughout the area, collecting and dropping off 

staff, goods and other people at various bays. 

He was familiar with all of the local routes.

On this day, the skipper set off in the afternoon 

to return home. Along the way, he collected five 

passengers and called the company on his cell 

phone to arrange for a trailer to meet them at 

the base marina.

Three of the passengers had asked to be 

dropped off at a small wharf on the way, where 

they had left their cars. This required a slight 

deviation from the skipper’s usual route, but it 

was not an unusual drop-off point.

En route to the drop-off, the vessel sped along 

at over 20 knots, while the skipper made a cell 

phone call lasting about 2 minutes. During that 

time, the boat entered a 5 knot speed zone 

where dozens of other vessels were moored.

After the call, the skipper looked down at his 

cell phone for some moments before putting it 

back into his pocket. 

Looking up, seconds later, he glimpsed a moored 

vessel looming up in front of him and cried out.

He tried to avoid it by turning tightly to port, 

but could not. The workboat slammed into the 

stern of the moored vessel, driving it around in 

a circle on its mooring line.

After the impact, one of the passengers 

managed to pull the engine stop switch, and 

radio for help.

The vessel was soon boarded by a Police 

officer and a local port security officer, who 

helped the injured passengers until they 

were joined by another Police officer and a 

paramedic. The vessel was then towed back to 

the marina and met by further ambulance staff.

Cell phone 
distraction 
proves fatal

Two men died when a 
workboat collided with a 
moored vessel soon after 
the skipper finished his 
cell phone call.

Photos: New Zealand Police

“Looking up, seconds later, 
he glimpsed a moored 
vessel looming up in front 
of him and cried out”
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  � The skipper was operating the workboat 

at speeds several times the limit of 5 

knots set by local by-laws. The vessel was 

probably travelling at over 20 knots when it 

hit the moored vessel. The skipper therefore 

had no possibility of avoiding a collision 

once he saw the moored vessel.

  � The skipper was distracted from keeping 

a proper lookout by his cell phone. The 

vessel is estimated to have travelled 1.8km 

during the 2-minute conversation he was 

having immediately before the impact. 

Throughout that time, the moored vessel 

would have been visible to the skipper if he 

had been keeping a proper lookout.

The workboat slammed into the stern of the moored vessel, driving it  
around in a circle on its mooring line.

The moored vessel would have been visible to the skipper throughout  
his conversation had he been keeping a proper lookout.

One passenger died at the scene, and the 

skipper died before he could be removed from 

the vessel. Two passengers were transported to 

hospital by rescue helicopter, and the remaining 

two were transported by road.

The workboat’s bow was significantly damaged, 

as was the helm station. The aluminium 

bulkhead between the rear of the cabin and 

the cockpit had been shunted forward and 

appeared to have been hit by a compressed 

oxygen cylinder. The moored vessel sustained 

a hole in the steel transom about 1.4 metres 

above the water line. 

Right: The workboat’s bow was significantly 
damaged in the collision.

Read our Safety Bulletin Issue 20, 
Dangerous use of mobile phones  
while a vessel is underway:

 www.maritimenz.govt.nz
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Many fatal boating accidents 
happen in bad weather. Weather 
conditions can make the difference 
between an enjoyable day out and 
an uncomfortable or even tragic trip.

If in doubt, don’t go out!

A large proportion of accidents involving small 

vessels are weather related. Bad weather 

makes the environment onboard a vessel 

extremely hazardous. It also places a lot of 

strain on the vessel’s structure and equipment 

and the people on board.

It is important to respect the weather at sea. 

Skippers should make sure they understand 

the different parts of a weather forecast and the 

best way to find up-to-date local information.

Your guide to the weather

 Check the marine forecast

Marine weather forecasts state what the 

weather is expected to do. Always check the 

weather before you go out boating using a 

marine weather forecast. Land and general 

forecasts do not take into account wind speed 

over water (which is double that over land) or 

the waves or swell. If a land forecast does give 

wind speed, it is in km/hr and that is an indicator 

that you are listening to the wrong forecast.

 Go local

While marine forecasts are almost always 

accurate when predicting major weather 

events, such as gales, they can be less 

accurate when predicting local changes of 

conditions, so you should always be prepared 

for the unexpected. Seek local knowledge from 

those who live in the area – harbourmasters are 

an excellent source of local information.

 Coastguard NowCasting

Wind data is captured at selected sites around 

New Zealand and then broadcast continuously 

over dedicated marine VHF channels. This 

information is updated every minute and broadcast 

continuously, along with the latest weather forecast 

and tides. Text message updates are available 

for some areas. NowCasting reports the actual 

conditions in each place rather than the predicted 

conditions in the forecast. Coastguard NowCasting 

is a service provided free of charge to boaties.

 Take a long view

If you are planning ahead or intend to be away 

for a day or two, get a long-range weather 

forecast. The outlook will tell you what weather is 

predicted up to 5 days ahead. Having information 

in advance leaves plenty of time to alter plans  

or decide to wait for better boating conditions. 

The 7-day isobar/rain maps are good for planning  

and are available on www.metservice.com.

Prepare for  
the unexpected
Remember that the weather can change 

suddenly and without warning.

Keep an eye on the weather while you’re out, 

listen to the NowCasts in your area so you 

get a warning of increasing winds before they 

arrive, and head for shelter at the first sight 

of worsening weather. When the wind starts 

to blow, the water becomes very rough, very 

quickly, especially on lakes and rivers.

Remember that forecasts are only the best 

prediction available at any given time.

Coastguard  
NowCasting 
locations

What’s the 
outlook?
Keep an eye on the weather

Operating ServiceS
	 Operating	March	2010
	 Under	construction

	22	 VHF	channel
	(P)	 Provisional
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Your guide to coastal and 
local marine weather forecasts
Areas – Most boating areas are covered by 

the recreational marine forecast, and coastal 

forecasts cover the area out to 55 miles 

(100km) offshore. Details of the current wind 

strength can be heard on VHF radio.

Situation – A description of position and 

movements of highs, lows and frontal systems 

expected to affect the New Zealand coast 

within the next 36 hours. It also names areas 

affected by warnings.

Outlook – All marine forecasts are for up to 

48 hours, with the outlook for a further 3 days.

Forecast details – A description of the 

expected average conditions over open water 

for the next 24 hours.

Wind – Direction, such as north-west, is the 

direction the wind is expected to come from. 

Direction is given in knots. This is an average 

speed so you can expect that gusts may be  

50 percent higher. Funnelling between 

headlands can cause the wind speed to double.

Sea – A description of the waves formed by 

the local wind.

Wave height – Used in forecasts and refers to 

the size of the significant waves (average, from 

trough to crest, of the top third, or highest in 

each average set of 7 waves) that are generated 

by the wind in the area.

The approximate wind wave height measures 

used are:

calm up to 0.1 metre
smooth up to 0.5 metre
slight up to 1.0 metre
moderate up to 2.0 metres
rough up to 3.0 metres
very rough up to 4.5 metres
high up to 6.5 metres
very high up to 8.5 metres
phenomenal up to 11.0 metres (or more)

Note: the occasional wave (1 in 100) is 50 percent 
higher, and the maximum wave (on average once a 
day) is twice the size of the significant wave.

Swell – Comes from either a distant 

disturbance, such as a cyclone or depression, 

or develops from wind waves that have been 

blowing from the same direction for a length of 

time. Swells increase in height and get steeper 

when they reach shallow water.

The measures used for swells are:

low under 2.0 metres
moderate 2–4 metres
heavy over 4 metres

Visibility – Given when visibility is expected to 

be less than 10 kilometres. The average visibility 

in New Zealand is about 15 nautical miles.

The visibility distance measures are:

fog less than 1.0 nautical mile
poor 1–3 nautical miles
fair 3–6 nautical miles
good over 6 nautical miles

Warnings

These are issued for gales or storms anywhere 

on the New Zealand coast. A strong wind 

warning may be included in local area forecasts 

if wind gusts are expected to reach 33 knots 

(about 60 kilometres per hour).

Wind speed – Wind speed is given in knots and 

the direction given is where the wind comes from.

Warnings are issued as follows:

Strong the wind is expected to exceed 

25 knots as a steady wind or  

33 knots in gusts
Gale expect 33 to 46 knots as a 

steady wind – gusts can be  

50 percent higher
Storm 47 knots or more as a steady wind 

– gusts can be 50 percent higher

Note: if the winds are associated with a cyclone from the 
tropics this will be mentioned in the warning, but tropical 
cyclone warnings are not issued in New Zealand.

The most convenient sources of marine 

forecasts, including the 5-day outlook are:

 � VHF radio – the MNZ maritime radio service 

provides forecasts announced on channel 16  

– call at 0533, 0733, 1333, 1733 and  

2133 hours

 � Coastguard on VHF radio channels 20, 21, 22 

and 23, including the “NowCast” continuous 

broadcasts in many recreational boating areas

 � MetPhone – dial 0900 999 + map area 

number (see map below).

Other sources of marine forecasts include:

 � local Coastguard stations on VHF radio

 � www.metservice.co.nz [New Zealand’s 

national meteorological service]

 � private coastal radio stations and radio 

stations for fishermen

 � local newspapers – but remember they  

can be published many hours earlier and 

are often out of date

 � local radio stations, especially in summer

 � on National Radio at 0400 hours.

Sources of marine forecast

Special recreational marine forecasts:
Bay of Islands 0900 999 98
Auckland Marine 0900 999 99
Lake Rotorua 0900 999 18
Lake Taupo 0900 99913
Kapiti Coast 0900 999 17
Wellington inshore marine 0900 999 22
Christchurch inshore marine 0900 999 44

Brett 60
Colville 61
Plenty 62
Portland 63
Castlepoint 64
Cook 65
Abel 66
Conway 67
Rangitata 68

Chalmers 69
Foveaux 70
Puysegur 71
Milford 72
Grey 73
Stephens 74
Raglan 75
Kaipara 76
Chatham Islands 78

MetPhoneCoastal
Dial 0900 999 + map area number
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The skipper and single crewmember had 

been fishing off the coast for 4 days. Each 

night, the vessel had been allowed to drift 

while the crew slept – a practice the skipper 

had been using for years without incident.

On the fourth evening, the skipper and 

crewmember went to bed leaving the vessel’s 

radar on standby. They did not set the alarms 

on the echo sounder or the GPS. The vessel 

was displaying two vertical all round red lights, 

indicating the vessel was not under command.

In the early hours of the morning the skipper 

awoke to what he thought was the sound of 

strong winds. Entering the wheelhouse, he 

realised the sound was waves breaking on the 

beach astern of them. The vessel had drifted 

ashore over the previous 5 hours.

Attempts to go astern failed, and as the tide 

ebbed the vessel could not be freed from the 

sand. Over the coming days various attempts 

to extract the vessel failed. It was eventually 

towed free by a larger vessel, after unloading its 

fuel and fish.

The vessel suffered damage to the propeller 

and shaft, Kortz nozzle, rudder shaft, port-side 

bilge keel and keel. It could not make its own 

way and was towed to port for repairs. 

Drifting while 
crew slept

“Entering the wheelhouse, he realised the sound  
was waves breaking on the beach astern of them”

A fishing trawler grounded when it was left to drift 
at night, displaying ‘not under command’ lights.

Cover story
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  � The vessel had drifted from this position 

before, but on this occasion it was pushed 

by the light winds and current onto shore. 

No watch was kept and no alarms were set 

for any of the vessel’s electronic aids.

  � Drifting for the night is a widespread 

practice, frequently used by two-person 

crews fishing off-shore to prevent fatigue. 

However, it does not meet the requirement 

of the maritime rules that a proper lookout 

must be maintained at all times.

The rules can be met by running with an 

extra crew member to allow a 24-hour 

lookout to be maintained, or by rotating the 

watch during the night and catching up on 

sleep during the day. Formalise this system 

with a fatigue management plan.

On the day before the accident, this 

vessel had completed two trawls. There 

would have been ample time following the 

first trawl for one of the crew to sleep in 

preparation for an evening watch.

  � Red over red navigation lights indicate 

that a vessel is not under command. A 

functioning vessel that is simply shut down 

for the night and allowed to drift must not 

display these lights. They indicate exceptional 

circumstances. When drifting, a vessel should 

display the normal masthead, side and stern 

lights. An anchor light must not be shown.

  � Although drifting at night is discouraged, 

if the decision is made to do so then a watch 

must be maintained. It may be useful to lower 

the anchor, which will be an added precaution 

if the vessel gets into shallow waters. A light 

anchor on a long length can reduce the drift 

rate, or a drogue can be used.

  � Use all electronics to their full potential. 

Set up a radar guard alarm and a depth 

sounder alarm. A guard zone on the GPS 

will sound an alarm if the vessel strays 

outside preset parameters.

Ensure the vessel is in the best place to drift 

– well off shore and clear of other vessels 

and dangers. Monitor the drift rate.

Use your 
cut-out line
A 4 metre aluminium Fryan dinghy was 

seen careering around in tight circles 

on a lake with no one on board.

The body of the dinghy’s skipper was found the 

next day by Police divers. The skipper had not 

been wearing a lifejacket. He also had not used an 

ignition cut-out cord attached to the stop switch.

Head injuries suggest the skipper is likely to 

have been struck by the vessel’s propeller after 

he fell overboard and the dinghy circled back 

to his position. Without a lifejacket to keep his 

head clear of the water, seriously injured and 

possibly unconscious, he drowned. 

Left and below: The vessel grounded while the 
crew slept and suffered damage to the propeller 
and shaft. It was eventually towed free.

Photos: David Barnes.
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  � The 4-metre alloy vessel was fitted with 

a 15 horsepower outboard motor. With one 

person on board, this type of vessel planes 

easily and can be operated at high speed. 

When the throttle handle is released, even 

for a split second, the vessel can suddenly 

change course, throwing a person overboard.

  � If a person falls inboard, they can be 

pinned against the hull by the centrifugal 

force of the vessel circling at high speed. 

From that position, it is almost impossible  

to regain control, or turn off the motor.

  � One simple safety precaution is to use 

the ignition cut-out cord on the motor, which 

connects the skipper to the motor’s stop 

switch. If the skipper falls overboard, the 

lanyard tightens, triggers the ignition stop 

switch, and the vessel stops. In this case, 

the vessel’s lanyard was found still attached 

to the motor, suggesting the skipper had not 

clipped it to his wrist or belt.

  � The skipper was not wearing a lifejacket. 

Had he worn a lifejacket with a flotation 

collar, his chances of survival would have 

greatly increased.

Lifejackets should be worn by all those 

on-board small vessels, especially sole 

operators. Operating alone is an increased 

risk situation and wearing a lifejacket is 

mandatory in situations of increased risk.

cOrd

engine cut-Off Switch

clip

MarITIME NEw ZEalaNd 13Lookout! March 2010

Wearing a lifejacket  
is mandatory in 
situations of  
increased risk.



1, 2, 3 
narrow escapes 
for stevedores
Stevedores escaped serious injury during  
three lifting accidents in 1 year while unloading 
cargo from a general container vessel.

1.
In the first accident, flat webbing slings were 

being used to unload a piece of machinery 

weighing more than 20 tonnes. The cargo had 

been stowed in an awkward position on top of 

a wing tank on the port side of one of the lower 

holds. It was hard up against the spar ceiling of 

the hold, and had been encased in plywood.

The stevedores discussed the best way of 

unloading the cargo. Their preference was to use 

wires, however, the cargo’s position meant webbing 

slings were the only option. Once the slings were 

in position, the stevedores stood clear and the 

ship’s crane took the weight on the lifting slings.

The cargo rose up about 15cm and as the crane 

started slewing it towards the centre of the hold, 

the crane driver looked down and saw the forward 

sling start to slip. The cargo unbalanced and 

toppled forward onto the top of the wing tank, 

before crashing into the lower hold. The impact 

ruptured the lower wing tank and heavy fuel oil 

flooded the lower hold.

Four stevedores had been in the lower hold, 

but fortunately had been standing clear and 

were uninjured.

2.
About 10 months later, a crane on the same 

vessel was being used to load a container 

when the crane’s top tower sheave (grooved 

wheel or pulley) failed.

The container fell back into the hold and the 

sheave smashed into a neighbouring container, 

denting it. Luckily, there was no one in the hold 

on this occasion and no one was injured.

3.
In the third accident soon after, bundles of steel 

bars weighing about 2.2 tonnes were being 

unloaded when one of the flat webbing slings 

failed. Two stevedores were in the hold, and 

had been securing each bundle to the crane’s 

cargo hook.

As the crane lifted each bundle, the stevedores 

stood back in what they thought was a safe 

corner of the hold until the load was clear of the 

hatch. As the stevedores watched one bundle 

being lifted clear, they saw one of the webbing 

slings fail. This unbalanced the load and the 

steel bars slid out of the bundle into the hold.

Two of the steel bars ricocheted towards the 

two stevedores, who dived into a framed recess. 

One of the stevedores was hit in the ankle and 

was lucky to escape with only minor injuries. 

“As the stevedores  
watched one bundle being 
lifted clear, they saw one  
of the webbing slings fail”

“The cargo unbalanced and toppled forward onto the top 
of the wing tank, before crashing into the lower hold”
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Above: A view of the steel bars, showing how far the bundle spread when the sling failed.
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  � In the first event, the stevedores had 

been forced to use webbing slings because 

the load’s position would not allow them to 

use the preferred wire method. Where cargo 

must be stowed in such a position, it should 

remain slung to assist unloading. The cargo 

had been encased in plywood, but had not 

been labelled with its weight and point of 

balance. This is of critical importance for 

a top-heavy lift, and is required by both 

legislation and customary practice.

Weighed after the accident, the cargo was 

found to be almost 1.5 tonnes heavier than 

its documentation stated, which placed it 

outside the maximum lifting capacity of the 

webbing slings.

When the plywood casing was removed  

it was discovered that the cargo had been 

fitted with substantial lifting lugs, which 

would have made the operation much  

safer and more secure.

  � The crane in the second event had 

passed its 5-yearly inspection 2 years earlier. 

Inspection after the event showed that 

cracks in the top sheave that failed would 

probably have been visible for some months.

There was also evidence of undocumented 

remedial repairs and modifications. Any 

repairs to a crane that might affect its 

safety of operation must be approved and 

documented. The documentation must 

remain on board the ship.

  � In the third event, the slings showed 

evidence of compression or crushing damage, 

and in one case of being cut. This was 

probably caused by the bundles of steel 

being stacked next to each other, without 

any use of dunnage, or protective padding.

There was also no dunnage used on the 

tank top where the bundles were laid. As 

a result, the slings were in direct contact 

with the sharp steel edges of the steel bars, 

reducing their inherent strength. One sling 

was cut through. If bundles of steel bars 

have been stowed without dunnage, they 

should be slung with wire or chain before 

being unloaded.

Left: Two stevedores 
dived into a framed 
recess (on the left) for 
cover and were lucky 
to escape serious injury 
when a webbing sling 
failed and steel bars 
ricocheted towards them.

Below left: The slings 
showed evidence 
of compression and 
crushing damage.

Below: A container was 
damaged but no one 
hurt when a crane’s top 
tower sheave failed.
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Collision  
in darkness

The two men and their four male 

passengers planned to spend the 

weekend fishing from the 35 foot 

launch. Although the trip had been planned 

some time in advance, while underway the 

party decided to alter their plan to fit in an 

additional fishing stop on the first afternoon.

That meant the vessel did not reach its first 

anchorage before darkness fell, and the skipper 

and his crewmate found themselves navigating 

at night.

The vessel was fitted with an electronic chart 

plotter with integrated GPS, and the skipper used 

this to plot a course to the anchorage, primarily 

to estimate how long the journey would take.

As the vessel set off, the two men noticed a 

white light some distance off and, although they 

could not be certain, they considered this was 

probably the mooring light of a vessel at the 

anchorage or the stern light of another vessel. 

The men considered the light was suitable to 

use as a general direction to follow.

The night was very dark, and the vessel was 

not ideally prepared for navigating at night.

Midway through the journey, the white light 

suddenly disappeared. Just as one of the men 

stood up to try to get a better look, the vessel, 

which was making between 9 and 12 knots, 

struck a rock.

The force of the collision threw the standing 

man forward against the boat, fracturing his 

collarbone and ribs. The skipper was cut 

above one eye, and one of the passengers 

was thrown forward toward the cabin space, 

breaking seven teeth.

Over the next few minutes, all six men 

managed to clamber onto the rock and they 

made emergency calls by VHF radio and cell 

phone. Several recreational vessels in the 

area headed to the scene and were able to 

transfer the three uninjured passengers to 

a nearby island, where they were rescued 

by Coastguard. The three injured men were 

airlifted to hospital by rescue helicopter.

The vessel eventually sank and, although 

salvaged, was assessed as a total loss. 

Lookout!Points

  � Although the vessel’s electronic chart plotter 

was in use, the two experienced men on 

board initially said the rock was not charted. 

Subsequent investigation found that it was 

charted on both electronic and paper charts.

It could not be determined what range 

the plotter had been operated at during 

the voyage, and it is possible that at an 

extended range, the rock may not have 

been displayed on the screen. However, it 

is likely that the men were relying more than 

was prudent on the unidentified white light 

in the distance, believing it indicated a clear 

path to their intended position.

When navigating at night, mariners should 

pay careful attention to every tool available. 

The GPS unit was working accurately and 

would have clearly shown the vessel’s 

position. However, this should have been 

supplemented by reference to the paper 

charts the men had with them.

  � Navigating at night requires extra 

precautions due to decreased visibility.  

Full use of all available means, including 

depth sounder, chart plotter, radar and  

GPS is essential. All vessels must travel  

at a safe speed at all times and prudent 

skippers travel more slowly at night.

A weekend fishing trip ended abruptly when  
two very experienced recreational boaties used  
an unidentified white light to aid their navigation.

The vessel hit a rock and 
eventually sank and was 
assessed as a total loss.

“The force of the collision 
threw the standing man 
forward against the boat”
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Fatalities and accidents

In 2009 commercial fatalities stood at four, 

while there were 24 recreational fatalities – six 

times that number. The lowest annual number 

of commercial fatalities was 3 in 2007, while 

the highest number, 12, was recorded in 

2004. The lowest number of recreational 

fatalities was 7 in 2006, while the highest 

number over the period was 25 in 2000.  

Total recreational maritime 
fatalities for the period 2000–
2009 are well over double the 
total for commercial fatalities.

Recreational and commercial maritime fatalities, 2000–2009
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This compares with 11 commercial and 16 recreational fatalities in 2008.

28 Maritime fatalities 2009
From 1 January to 31 December 2009 there were 28 fatalities – 
4 in the commercial sector and 24 in the recreational sector.

Safety updates

Get the latest 
safety updates
MNZ publishes safety bulletins and marine  
guidance notices on a variety of safety issues.

Seven guidance notices were issued in the last quarter of 2009, along with one safety bulletin. These 

are listed below and are available on the MNZ website at www.maritimenz.govt.nz/safety-updates.

You can also subscribe to safety updates and receive the latest bulletins and guidance notices on 

our website or by emailing publications@maritimenz.govt.nz.

Safety bulletin
Issue 22, November 2009 

Volunteer health and safety

Guidance notices
Issue 17, December 2009 

Long-range identification and tracking (LRIT) 

equipment testing

Issue 16, December 2009 

Dangerous goods marine pollutant  

mark changes

Issue 15, November 2009 

Crew visibility during emergencies on SSM 

passenger vessels

Issue 14, November 2009 

Prescribed medication and safety

Issue 13, November 2009 

Material safety data sheets for SSM ships

Issue 12, November 2009 

Material safety data sheets for SOLAS ships

Issue 11, October 2009 

Advice on amendments to ISM code

For safety tips and info go to 
www.maritimenz.govt.nz or 0508 22 55 22

Look after your family, look after your mates, 
and look after yourself – wear a lifejacket

– it’s that simple


