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LOOKOUT!
Introduction

Welcome once again to Lookout! 
– Maritime New Zealand’s new 
safety focused quarterly. Thank 
you all for your positive and 
constructive feedback on the first 
issue – from all accounts it was a 
sought after read by many of you.

This issue includes a ‘straight from the hip’ guest editorial by 
Keith Ingram. Keith, as many of you will know, is a professional 
mariner with some 40 years of sea-going experience operating 
all types of vessels. He is the publisher and editor of Professional 
Skipper, NZ Aquaculture and NZ Workboat Review magazines, 
and a well-known and respected member of our industry.

As illustrated by the stories in this issue, accidents are caused 
by a variety of factors. With a little foresight and planning, some 
of these could have well been avoided, whereas others would 
have occurred no matter how well prepared those involved were 
– yet had their reactions been different the outcome may well 
have been altered.

I am sure you will find this issue informative and thought 
provoking – do pass it on to your colleagues and crew or contact 
any one of our offices if you’d like more copies. The full accident 
reports are available on our website www.maritimenz.co.nz or by 
calling our toll free number 0508 22 55 22.

As always, we welcome your feedback on Lookout! and its content.

russell Kilvington
Director of Maritime New Zealand
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1. The port’s procedures manual required 
any vessel with a draft greater than 7 
metres when arriving or departing the 
berth to manoeuvre in such a manner that 
she did not proceed west of that berth 
until she was at least 0.9 cables (about 
165 metres) off the wharf. The grounding 
occurred about 0.5 cables (90 metres) off 
the berth. Neither the skipper nor the first 
mate were aware of this procedure.
2. The vessel’s chart plotter display 
showed the vessel was approaching the 

westerly extremity of her intended berth 
and was about 2 cables (�70 metres) off 
the wharf, when the vessel started to turn 
to port. The vessel’s advance would have 
taken her further to the west during the 
course of the turn and into the area where 
the actual depth of water was under 7 
metres. At a depth of 7 metres plus 0.9 
metres for height of tide, the static under 
keel clearance of the vessel was only 0.� 
metres. As a broad rule of thumb a ‘safe’ 
minimum static under keel clearance is 

usually taken to be 10% of a vessel’s 
maximum draft, which in this case would 
have been 0.76 metres.
3. The pilot was the only member of the 
bridge team who knew the correct depth 
contours and the extent to which the 
bottom shelved off the berth. As such, 
it was his responsibility to ensure the 
bridge team was informed and that the 
turn to port was started in good time to 
avoid any risk of grounding. The pilot was 
censured for his actions.

a deep-sea factory trawler, 
with a static draft of 
7.6 metres, grounded while 
attempting to berth in an area 
where adjacent shoal ground 
required careful pilotage.
 Charted depth contours for the 
approach to the berth were incorrect. 
Due to an oversight, a Notice to Mariners, 
advising of the correct depth contours, 
had not yet been issued. The skipper 
and first mate were unaware the charted 
depths on their charts were incorrect. 
The pilot was aware of the changes in 
depth contours but was unaware that the 
details had not been published.
 The pilot’s briefing to the skipper 
and first mate included looking at both 
the vessel’s electronic and paper charts. 
However, the pilot made no remark at 
that time about the incorrect charted 
depths off the berth.
 The vessel transited into the inner 
harbour in accordance with the advice that 
was given by the pilot. The skipper was 
steering the vessel throughout this period.
 Once in the inner harbour, the skipper 
indicated to the pilot that the first mate 
would like to manoeuvre the vessel onto 
the berth. The pilot agreed and the first 
mate took over from the master. At this 

point, the pilot allegedly told the skipper 
and the first mate that they were not to 
proceed past the end of the town wharf, 
which lay about 150 metres to the west 
of the westerly extremity of the vessel’s 
berth, as it got shallower beyond that 
point. The speed of the vessel at this time 
was about �-4 knots.
 On approaching the berth the vessel 
had to conduct a turn to port of about 
180 degrees to enable it to berth star-
board side to. According to the skipper, 
the vessel was about 150 metres off the 
town wharf and approaching a point 
about 150 metres from the end of the 

wharf, when the pilot 
said that they should 
start to turn as the 
water gets shallower 
at that end. The pilot 
contended that he 
gave this advice earlier.
 The skipper checked 
the echo sounder and 
noticed there was 
about 1 metre of water 
under the keel but was 
not too concerned, 
as the first mate had 
already put on port 
helm in accordance 
with the pilot’s advice.

 The pilot, who realised the vessel was 
at risk of grounding on the shoal ground, 
that lay adjacent to the vessel’s berth, 
decided it was best to continue with the 
turn as stopping the engine and coming 
astern would only worsen the situation.
 When the vessel was about three 
quarters of the way through the turn to 
port, the bridge team realised the forward 
momentum of the vessel had stopped 
and she was aground.
 With the use of her main engines 
and the assistance of the pilot boat, the 
vessel was refloated and safely made fast 
alongside the berth.

View the full report online at:
www.maritimenz.govt.nz
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Incorrect chart 
plays part in
vessel grounding

 due to an oversight, a notice to 
mariners, advising of the correct depth 
contours, had not yet been issued. 

It won’t happen to me! – is a general 
feeling of complacency that surrounds 
the maritime industry. Unfortunately all to 
often Mother Nature proves us wrong as 
the facts demonstrate. As seafarers we 
continue to fail in a rare display of human 
weakness at the most inappropriate times.
 Accidents, incidents and mishaps re-
main an unfortunate part of our everyday 
lives as we go about our business at sea. 
Sometimes they are the result of a calcu-
lated risk or a manoeuvre gone wrong. At 
others the cause may be incompetence 
or it may just be plain bad luck. Whatever 
the cause, the end result is that a report 
must be logged and invariably we receive 
a visit from the “Bogeyman” or in more 
correct terms the accident investigator.
 It’s at this point where honesty is the 
best policy. Yeah right you say! Well yeah 
it is because the primary reasons for any 
investigation are two-fold -
1. To determine the nature and cause 
of an accident, incident, or mishap so 
we as an industry might learn from our 
mistakes. How often have we all thought, 
“But there for the grace of God go I.”
2. To determine (and this is the more 
unpleasant aspect) if a non-compliant or 
negligent act was the cause, the outcome 
of which may result in a prosecution 
– hence, our fear of the “bogeyman.” It is 
this aspect of any investigation that brings 
out our best defences and our inability to 
recall the facts.
 Which is why Maritime New Zealand 
has introduced a �-tier reporting and 

investigating system. An excellent, proac-
tive move where levels 1 and 2 involve 
investigations and reports, but only level 
1 investigations may involve the issue of 
a caution and may lead to a prosecution.
 For this new reporting system to 
work there must be a level of trust on 
both sides. If not the system will fail, and 
respect and credibility will be lost.
 As an industry commentator I am 
frequently saddened to hear of yet 
another life lost or the demise of another 

fine vessel. Even the most respected 
and experienced seamen are coming to 
grief. Why can this be? Have we got to 
the stage where our industry is no longer 
financially viable, where the constant 
cost cuts are taking their toll on training, 
maintenance and safety? Our fishing 
fleet is a sad reminder of the glorious 
days gone by, when fishermen could go 
to sea and make a quid. Boats were well 
maintained and we took pride in them. 
The scruffy tired-looking vessels you 
see today are not just the preserve of 
the fishing industry alone. Look around 

our ports and it’s not hard to see vessels 
from all sectors in desperate need of a bit 
of TLC.
 The words of my first skipper still ring 
in my ears today: “She might be a fishing 
boat boy, but she don’t have to smell like 
one.” And he was not talking about his 
wife when he said, “It makes a man feel 
good to take the old girl out when she’s 
tarted up and looking a picture”.
 We should all spend time doing touch 
ups and maintenance after each trip. By 
taking a bit of time small problems can be 
identified and fixed before they become 
a major. Is this lack of pride in ships 
husbandry cost driven and the first step 
towards complacency?
 Repairs, preventative maintenance, 
safety drills and deck skills used to be 
part of our training. It was drummed into 
us so we knew what to do in that moment 
of panic when things go frightfully wrong, 
when you don’t have time to think and 
must react automatically. Lives are at 
stake, ours included, and only training 
and good planning can reduce the odds 
in our favour.
 Lookout! is designed to bring you 
information on accidents so that we 
can all learn from them and be better 
informed. Call it part of our training and 
being prepared if you like. If you do noth-
ing else, let the crew read these stories, 
discuss them and ask “Could this happen 
to us? And if so how would we cope…?”

by Keith ingram

 lives are at staKe, 
ours included, and 
only training and 
good planning can 
reduce the odds in 
our favour. 
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1. No crewmember had experience 
using the manually-operated directional 
control valves on the first ferry. The mas-
ter did not carry out a thorough pre-drill 
briefing, outlining what to expect and the 
safety actions to be taken should they 
be required.

2. The bridge watch crew did not impress 
upon the master the pending approach 
of the second ferry until a close quarters 
situation had already developed. Care 
should have been taken before commenc-
ing the drill to ensure that no other vessels 
were likely to be in the near vicinity.

3. The master who was conducting the 
emergency drill did not report this incident 
to Maritime NZ, even though it was clearly 
reportable under the provisions of the 
Maritime Transport Act. The master of the 
second ferry later reported the incident.

a shore maintenance 
engineer working on a fishing 
vessel’s refrigeration system 
was overcome by freon gas 
which escaped whilst purging 
pressure from the lines.
The engineer had worked without 
incident on the lines system over the 
previous two days, as part of the general 
repair, cleaning and maintenance process 
on the vessel. On the day of the accident, 
the engineer was intending to inspect the 
thermo expansion valves fitted to the ceil-
ing pipe evaporator coils. The engineer 
unscrewed the liquid line of the first 
valve and left it to purge off any residual 
pressure without any difficulty. However, 
as he started to disconnect the second 
line, the valve opened suddenly and blew 
out under great pressure and landed on 
the deck of the fish hold. Some liquid, 
but mainly refrigerant gas, then started to 
escape from the line for around 10 to 15 
seconds. On hearing the noise of the gas 
escaping, the skipper and crew of the 
vessel rushed to the fish hold to check 
the source of the noise. At that stage 
they were unaware the shore engineer 
had been working in the hold. When they 
saw the engineer in the fish hold, the 
skipper called out to check if he was OK, 

and received a ‘thumb’s up’ signal. The 
skipper and crew then left.
 After the gas had stopped venting 
from the line, the engineer got down on 
his hands and knees to search for the 
missing valve opening. After he retrieved 
it and stood up, he suddenly felt very 
woozy and disoriented. He tried to make 
for the hatch ladder and leave the hold, 
but collapsed before he could do so.
 About fifteen minutes later, when the 
skipper was on the deck of the vessel, he 

heard the sound of groaning coming from 
the bottom of the fish hold. On investiga-
tion, the skipper saw the engineer lying on 
the deck of the hold with his legs pulled 
up into his chest. The skipper and one of 
the crew immediately climbed down into 
the fish hold and brought the engineer 
up on deck, put him in the recovery 
position and called an ambulance. The 
engineer began vomiting, but after about 

10 minutes in the fresh air, he began to 
feel better. He had no memory of what 
had happened. He was later discharged 
from hospital without any ill effects.
 It was estimated that about 10kg of 
freon gas had escaped into the fish hold.

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

two passenger ferries 
came within around 0.3 
nautical miles of each 
other in a close quarters 
encounter during a crew 
training exercise.

About three nautical miles from land and 
heading seaward, the master of the first 
ferry decided to drill officers and crew on 
the use of the emergency steering system. 
The master, first officer, first engineering 
officer and several deck crew gathered 
in the steering compartment, while the 
third officer and a deck cadet kept watch 
on the bridge. Before the drill began, 
the bridge crew noted the presence of 
the second ferry on a broadly reciprocal 
course about 10 nautical miles off. The 
vessels were closing with each other at a 
combined speed of about �5 knots.
 The master of the first ferry decided 
to conduct the emergency steering 
gear drill using the manually operated 
directional control valve, instead of the 
usual non follow-up switch. Neither the 
master, nor any of the crew had practised 
this method on the vessel before. 
Despite some disquiet from the ferry’s 
engineer, the master alerted the bridge 
via telephone the steering control was 
about to be transferred from the bridge 
to the steering gear compartment and 
that the vessel would then be turning 
to starboard. By now the second ferry 
was about three nautical miles out and 
bearing on the port bow. The bridge crew 
did not mention this to the master.
 Once the steering had been trans-

ferred, one of the crew, on the instructions 
of the master, operated the directional 
control valve marked “starboard”. The 
bridge crew immediately noted that in-
stead of the vessel turning to starboard as 
they had been told would happen, it had 
in fact started to turn to port, and in the 
direction of the approaching ferry. They 

looked at the rudder angle indicator and 
noticed that port helm had been applied. 
The bridge crew did not immediately 
alert those in the steering compartment 
of what was happening assuming they 
would soon realise their mistake.
 The second ferry was now about one 
mile away and bearing fine on the port 
bow. As the first ferry was still turning to 
port, the bridge crew advised the master 
that the rudders had gone to port and 
emphasised that starboard helm was 
needed. However they still did not men-
tion the near approach of the other ferry.
 The master again called for starboard 
helm, and the same valve as before 
was operated but this time with a larger 

amount of what was wrongly assumed to 
be starboard helm. Seeing the rudders go 
to port again, the bridge crew alerted the 
master for the first time of the developing 
close quarters situation with the other 
ferry and asked for the steering control 
to be returned to the bridge. The master 
called for the helm to be set amidships, 
but was told it had stuck. The first ferry 
was by now swinging rapidly to port in 
the direction of the second ferry.
 Realising there was a problem, 
the master of the second ferry immedi-
ately put his helm hard to starboard to 
turn away.
 After the steering control was 
returned to the bridge, the bridge crew 
arrested the port swing and brought the 
vessel back on track. The second ferry, 
which closed to within approxiamately 
500 metres of the first ferry, continued 
to turn away until well clear.
 It was later discovered that the first 
ferry’s port and starboard directional 
control valves had been labelled in the 
reverse direction.

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

Too close 
for comfort!

LOOkOUT!POInts

1. Whilst the employers of the engineer 
stated they had robust health and safety 
procedures in place for working in isola-
tion in enclosed spaces, the engineer, as 
a minimum, should have informed the 
crew of his intentions so that one of them 
could have been standing by in the event 
of an emergency. If the skipper had not 
heard the engineer groaning, the situation 
could have been very serious indeed
2. Although the fish hold was not in the 
strictest sense, an enclosed space, such 
as a cargo tank or a double bottom tank, 
the open hatch cover was not very large 
and the following precautions should 
have been taken:

■ Before commencing work on the ship’s 
refrigeration system, where gas could 
potentially escape, a permit to work 
should have been obtained.

■ A portable gas detector should have 
been used before starting any work.

■ A ready means of communication 
should have been established through-
out the time the engineer was in the 
fish hold.

■ A safety belt/harness line should have 
been rigged in readiness should an 
emergency occur.

■ A breathing apparatus set should have 
been immediately available for use by a 
rescuer in the event of an emergency.

3. When the gas first started to escape, 
the engineer should have left the hold. 
Freon gas is heavier than air and the 
decision of the engineer to search for 
the valve on his hands and knees seri-
ously increased the risk of his exposure 
to the fumes.
4. The skipper and crew member should 
not have gone into the hold to retrieve 
the engineer without first checking that 
the hold was gas free or without using 
breathing apparatus sets. By failing to do 
so they put their own lives at risk.

Delayed
reaction to 
gas escape

 he tried to maKe 
for the hatch ladder 
and leave the hold, 
but collapsed before 
he could do so. 

 it was later discovered that the ferry’s port 
and starboard directional control valves had 
been labelled in the reverse direction. 

 instead of the 
vessel turning to 
starboard as they 
had been told would 
happen, it had in 
fact started to turn 
to port, and in the 
direction of the 
approaching ferry. 

the vessel.
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1. As the wreck of the vessel could not be 
traced and the crew were unable to ac-
cess the engine room, it was not possible 
to determine either the cause of the fire or 
how the vessel sank. Intense heat in the 
engine room would have distorted metal 
and possibly broken welds. The rupturing 
and explosion of the two fuel tanks can-
not be discounted with diesel oil having 
a flashpoint of 65 degrees centigrade. All 
skin fittings in the vessel were metallic 
and solid steel watertight doors separated 
the engine room from the rest of the 
vessel. The only access to the engine 
room was through the hatch located in the 
saloon. The last photographs that were 
taken of the vessel by the Orion aircraft 
showed substantial fire damage to the 
wheelhouse with smoke coming from the 
forward engine compartment vents but 
with no visible damage in way of the after 
fish hold. There was no obvious list or trim 
on the vessel, which was still riding high 

in the water when it was last observed.
2. Under Maritime Rules, the vessel, 
being under 24 metres in length, was not 
required to have either a fire detection 
system or a fixed fire fighting system in 
the engine room. An amendment to the 
Rules is currently under consideration 
by Maritime New Zealand. A fixed fire 
detection system or a remote power 
driven emergency fire pump would prob-
ably have saved this vessel. Fire pumps 
should be installed away from machinery 
spaces and be capable of being driven 
independently of the vessel’s main and 
auxiliary machinery.
3. Throwing fire extinguishers into burn-
ing engine rooms is not recommended. 
Foam has to be aimed at the base of a 
fire to be effective and a foam cylinder 
must be held upright to operate fully. A 
foam extinguisher that has not been fully 
discharged has the potential to explode 
or rupture.

4. The vessel was equipped with a 
two-inch fire pump (even though this was 
not required by Maritime Rules), but this 
was operated off the main engine and 
was rendered inoperable when the main 
engine stopped.
5. The skipper said he had a robust 
hazard identification system on board 
and conducted drills, including fire drills, 
every 14 days.
6. Given the prevailing calm conditions, 
it is likely that water initially entered the 
vessel below the waterline making the 
vessel sit lower in the water. Entrances 
to the accommodation and fish hold that 
were left open would have contributed to 
the loss once the deck edge had become 
immersed. If flooding had been restricted 
to the engine room, the vessel would 
probably have had sufficient reserve 
buoyancy to remain afloat.

a 15 metre long-line tuna 
vessel caught fire 
95 nautical miles off land.

The skipper and two crew were setting 
up their gear on the fishing grounds when 
light grey smoke was seen coming from 
behind the wheelhouse.
 The skipper immediately reduced 
speed and took the main engine out of 
gear. Opening the engine room access 
hatch from the saloon, he saw flames 
and greyish back smoke coming from 
the port side of the engine compartment 
at deckhead level. He aimed a 9kg CO2 
cylinder through the hatch opening but 
this had no effect on extinguishing the fire.
 The skipper began emergency pro-
cedures, alerting the crew to the location 
of the fire and calling for the liferaft to be 
moved to the after deck, and the tender to 
be launched in case it became necessary 
to abandon ship. The skipper attempted 

to extinguish the fire a second time by 
tying down the trigger of a 9kg foam 
extinguisher and throwing this through the 
engine room hatch in the general direction 
of where he thought the fire had started 
and then closing the hatch again.
 The skipper then closed all ven- 
tilators and dogs for the engine room 
air intake and exhaust, and shut off the 
fuel tanks, which combined, contained 
about 7 200 litres of marine diesel oil. 
He returned to the wheelhouse and 
re-opened the engine hatch but saw the 
flames had not diminished and closed the 
hatch again. Meanwhile the crew gath-
ered survival equipment and prepared to 
launch the liferaft.
 The skipper managed to make three 
Mayday calls on 2182 MHz and 4125 MHz 
via a single sideband radio and to activate 
the 406 MHz EPIRB before abandoning 
ship and later an additional 121.5 MHz 
EPIRB that was kept in the liferaft. His 
calls were answered by Maritime NZ’s 
Maritime Operations Centre.

 The skipper tried several times to 
establish whether the fire was intensifying 
or diminishing before being forced to 
abandon the vessel due to toxic smoke 
and flames. The steel wheelhouse was 
glowing red from the heat and flames 
could be seen reaching about 1-2 metres 
above the wheelhouse, whose windows 
were heard exploding. Once in the liferaft 
the skipper fired a distress rocket. By this 
time, daylight was fading.
 The trio watched the vessel burn from 
the liferaft over the following five hours 
before being located by an RNZAF Orion 
search aircraft and later rescued by a 
rescue helicopter.
 When salvage vessels arrived at the last 
known position, there was no trace of the 
vessel, aside from its long-line equipment.

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

Fire! But no 
fixed means 
to fight it!

 he aimed a 9Kg co2 
cylinder through the 
hatch opening but this 
had no effect on ex-
tinguishing the fire. 

left: the abandoned vessel with fire visible 
in the accommodation (circled).
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1. The area where the men were fishing 
had both VHF radio and cellphone cover-
age. A water-resistant, hand-held VHF 
radio costs under $200 and will not only 
alert Maritime Radio right around the NZ 
coast, but can also summon help from 
other vessels within at least a four-mile 
radius. A cellphone in a sealed plastic 
bag can be used effectively with no loss 

of reception quality.
2. The area was visible from shore by 
several houses and a road. A red, hand-
held flare may well have been seen.
3. A personal locator beacon would also 
have raised the alarm.
4. Capsizes are not uncommon in small 
boats. Boaties need to be prepared and 
have an action plan to cope with any 

emergency. As both men had life jackets 
and were sound swimmers, a means 
of being able to communicate with 
someone ashore would almost certainly 
have prevented this accident leading 
to a fatality.
5. If the boat had not been equipped 
with life jackets, it is probable that two 
lives would have been lost.

LOOkOUT!POInts

1. The control Morse cables were 
replaced with a more robust cable. 
Emergency stop buttons were also 
installed on each bridge wing.

2. It is possible to reduce stress on gear 
cable by supporting it horizontally for 
about 100 to 150 mm from the actuator 
box cable fastening. Securely clamping 
Morse cables at least 100 mm past the 

fastening will ensure the filament does 
not rub against the outer sheath and 
will minimise metal fatigue. The vessel’s 
owner installed a system after the ac-
cident to reduce unidirectional bending.

a harbour cruise vessel 
with 31 passengers on board 
was manoeuvring just 
50 metres from shore when 
the throttle failed.
 As the skipper put both engines 
astern to allow passengers to get a 
better view of some seals, only the port 
engine responded. The starboard engine 
continued to idle ahead. When the skip-
per re-engaged the starboard engine to 
astern, the vessel leapt forward with full 
ahead power on the starboard engine. As 
the skipper tried unsuccessfully to turn 
the vessel away from the shore using full 
port throttle, it impacted on a rock ledge. 

The skipper hit the emergency stop on 
the starboard engine and moved the 
bow off the rock using the port engine. 
As he did so, the vessel’s stern quarter 
smacked onto the rocks.
 Aided by a light breeze and the 
swell, the skipper freed the vessel and 
positioned it in clear water. The void 
spaces were inspected, and no water 
was found. Throughout the slow trip 
back to port, the skipper repeatedly 
checked the vessel to ensure it was 
not taking on water.
 The passengers were shaken, but 
there were no serious injuries and none 
were admitted to hospital.
 On investigation, metallurgists found 

the throttle failure was due to a broken 
gear-select Morse cable. It had broken 
due to metal fatigue caused by cyclic 
unidirectional bending when the gear 
was operated.
 The vessel sustained damage to 
the starboard hull, the starboard propeller 
and shaft.

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

a cellphone may have saved the life of a 
recreational boatie who died after a late 
afternoon fishing jaunt, but only if it was 
sealed in a plastic bag. The boatie and 
the skipper of a small aluminium dinghy 
had left a cellphone in their car at the 
boat ramp.
 When the pair was about one mile 
from shore, travelling at approximately 
15 knots, the skipper let go of the 
outboard motor tiller to stop his hat from 
blowing off in the wind. At this point the 
dinghy went into a tight spin, partially 
swamping it, which resulted in the dinghy 
capsizing before the men had a chance 
to bail it out. Neither man had been wear-
ing a life jacket, but both managed to 
put these on after being thrown into the 

water. They then made several attempts 
to right the upturned dinghy, but it proved 
too unstable with the stern held down by 
the weight of the outboard motor.
 With night approaching, the tide 
carrying them further from land and no 
other boats in sight, the pair decided to 
swim for shore.
 The men saw some fishing buoys that 
were significantly closer than the shore 

and decided to make for them. Although 
both were good swimmers, the tide was 
against them and they were unable to 
reach the buoys. After an hour, one man 
became exhausted.

 The skipper then faced the agonising 
choice of staying with his exhausted 
friend or pressing on for shore and help. 
For two hours, the skipper attempted 
to tow his friend, but finally made the 
decision to swim on alone. It took him a 
further two hours to reach the shore and 
raise the alarm at a local farm house.
 Just over an hour later, the rescue 
helicopter sighted the upturned dinghy. 

The missing man was found minutes 
later by the Coastguard in a very serious 
condition. He was pronounced dead 
shortly after reaching shore.

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

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

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

tips about boating safety sticker 
produced by Maritime NZ

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

Simple 
watertight 
communications 
can save lives

top left: the vessel. above: the damaged starboard propeller.

Throttle 
failure off 
the rocks  the sKipper then faced the agonising 

choice of staying with his exhausted friend 
or pressing on for shore and help. 

the dinghy.

 when the sKipper 
re-engaged the 
starboard engine to 
astern, the vessel 
leapt forward with 
full ahead power 

an example of a waterproof bag 
that can be used for a cellphone. 
these are readily available from 
most ship chandlers.
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LOOkOUT!POInts

1. Having spent the day drinking and on 
a dark night, with the wind increasing, 
the skipper and engineer should not have 
attempted to return to the vessel in a 
small dinghy, particularly as there were no 
life jackets or means of communication 
on board. As skipper, it was his duty to 
ensure the safety of all his crew.
2. A life jacket and a ready means of 
communication to raise the alarm may 
have saved the engineer’s life.
3. Alcohol, even in small quantities, 

affects judgement and exaggerates 
self-confidence. Alcohol can also reduce 
the ability to sense direction and can 
cause unsteadiness, which in a small 
boat at night is courting disaster. It also 
dramatically decreases the body’s ability 
to handle cold. The onset of hypothermia 
can occur up to 50% earlier in a person 
who has consumed alcohol.
4. The crew of the fishing vessel did 
not have sufficient knowledge of English 
to be able to raise the alarm by radio. 

All crew should be conversant in the 
working language of a vessel. It is difficult 
for skippers to conduct proper safety 
familiarisation and induction training if 
crew cannot understand instructions.
5. The skipper should never have left 
the anchored vessel in an exposed 
inlet, where bad weather was known 
to regularly occur, and in the hands of 
crew who could not raise the alarm or 
operate the main engine in the event of 
an emergency.

an engineer is presumed 
drowned after a failed leap 
from a dinghy to the side 
‘sea door’ of a fishing vessel 
anchored in an exposed inlet.
 The engineer and skipper of the 
fishing vessel had gone ashore early in 
the morning and spent the day in port 
visiting friends and drinking at the local 
pub. Three other crewmembers with 
either little or no understanding of English 
remained on board for the day, keeping 
an anchor watch and processing fish.
 Later that evening, the skipper and 

engineer returned to the vessel in an 
oar-propelled dinghy despite choppy 
seas and increasing winds of about �0 
knots. The sea temperature was about 
10 degrees and neither man wore a 
life jacket or had any means of com-
munication in the event of an emergency. 
Both had been drinking heavily. As the 
pair in the dinghy neared the fishing 
vessel, the engineer ignored the skipper’s 
earlier instructions to remain seated until 
the dinghy was fully alongside, and leapt 
for the fishing vessel’s open sea door, 

the bottom of which was about 1 metre 
above the sea. He missed, but managed 
to cling briefly to the bulwark at the 
after end of the open sea door, before 
tumbling into the sea and drifting astern 
of the vessel.
 In leaping across to the fishing vessel, 
the engineer had forced the dinghy away 
from the vessel’s side. With the increased 
freeboard of the dinghy and with only one 
oar at the ready, the dinghy drifted even 
further astern of the fishing vessel than 
the engineer who was calling out for help.
 Hearing shouts, the crew on the ves-
sel who had been keeping watch in the 

wheelhouse, twice threw a lifebuoy in the 
direction of the engineer. On the second 
occasion, the lifebuoy landed within arms 
reach of the engineer, but he made no 
attempt to grab it. The crew last saw the 
engineer drifting into the night, face down 
in the water and not moving.
 The skipper tried in vain to row against 
the wind and seas towards the engineer, 
but became exhausted. He was eventually 
blown onto the far rocky shore and where 
he finally managed to raise the alarm.

The following information is available 
online at www.maritimenz.govt.nz 
or by phoning 0508 22 52 22:

maritime transport act 1994 
– section 19 – skipper’s duties

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

Above: the photo shows the open sea door the engineer attempted to enter.
below: the dinghy that the engineer leaped from.

Booze + Boat
+ Bad weather
= Death

 the engineer ignored the sKipper’s 
earlier instructions to remain seated until 
the dinghy was fully alongside, and leapt 
for the fishing vessel’s open sea door 

when a chemIcal tanker’s shore moor-
ing line parted suddenly, recoiling into a 
shore hammerman on board the vessel 
killing him instantly, Maritime NZ Investi-
gators found that half the senhouse slips 
had not been crack or load tested by 
off-site professionals.
 The fatality occurred when the tanker, 
with a deadweight of 9 000 tonnes, was be-
ing made fast starboard side to a harbour 
wharf under the advice of a local pilot.
 Due to swell conditions, shore-moor-
ing lines, in addition to the ship’s lines, 
were used to secure the vessel. The ship’s 
bow thruster and a harbour tug were also 
used to assist in berthing the vessel.
 When the pilot was told that the vessel 
had been secured forward following a 
shore mooring gang going onboard, he 
instructed the tug master to push the ship 
astern so that the after shore moorings 
could be tensioned before making fast. The 
tug master angled his tug to the port side 
of the vessel using 90% of ahead thrust. At 
the same time, a shore loader was used to 
haul in the slack lanyard that was attached 
to the after shore mooring line.
 A maximum swell surge of 0.5 metre 
was recorded on the harbour tidal gauge 
whilst the vessel was being made fast.
 The effect of these combined forces 
on the forward shore mooring line caused 
the senhouse slip to fracture. The sudden 
release of tension then caused the shore 
mooring to recoil striking the hammerman 
as he was tidying up the rope tails on 
the forecastle head. The hammerman’s 

employer did not have adequate health 
and safety procedures in place. Had there 
been, he would have been standing clear 
at this time.
 Instead, the hammerman suffered a 
fractured left arm, massive head injuries 
and was killed instantly.
 Metallurgic analysis showed the 
senhouse slip had failed catastrophically 
in a brittle manner because it had been 

manufactured using material that was not 
fit for purpose. Further, the design specifi-
cations were inappropriate for the potential 
forces such a device might experience.

The following information is available 
online at www.maritimenz.govt.nz 
or by phoning 0508 22 52 22:

section 6, 7 – health & safety in 
employment act 1992

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

 a sudden release of tension then caused 
the shore mooring to recoil striKing the 
hammerman as he was tidying up the rope 
tails on the forecastle head. 

1. There was no requirement for hammer-
men to wear hard hats on board a vessel.
2. Approximately, half the senhouse slips 
used in the port were identifiable and had 
documentation confirming they had been 
crack tested and in some cases, load 
tested by off-site professional testers. The 
other half, including the senhouse slip 
that failed, had no such identification or 
documentation of crack and load testing.
3. The failure of a senhouse slip had 
not been identified as a hazard by the 
employers of the hammerman, Also, the 
employers did not have any procedures 
or policy regarding the regular testing and 
maintenance of senhouse slips. Both of 

these were in breach of the requirements 
of the Health and Safety in Emploment 
Act 1992.
4. Actions taken by the employers after 
the accident included the following:
■ Hammermen to stand clear before 

hauling begins on moorings at the 
other end of a vessel.

■ A minimum of two shore mooring lines 
at each end should be used for those 
vessels requiring such moorings.

■ When a tug is being used to push a 
vessel, two mooring lines should be 
made fast at one end of the vessel 
before the shifting begins. The ham-
merman to stand clear at this time.

■ Clearing up tails should be left until a 
vessel is fully secured.

■ Loading and destruction testing of all 
senhouse slips and mooring lines.

■ All unmarked senhouse slips removed 
from the wharves to be marked and set 
aside for testing.

 Maritime New Zealand prosecuted 
the employers of the hammerman for 
breaches under section 6/50(1) of the 
Health and Safety in Employment Act. 
The employers pleaded guilty to the 
charge and were fined $15 000 and 
ordered to pay reparation of $50 000 
which was to be paid into a trust fund 
for the deceased’s daughter.

In harms way

LOOkOUT!POInts

typical senhouse slip arrangements used on the tanker.

the shore mooring line was made fast, without incident, 
using a senhouse slip connecting the pennant wire of the 
shore mooring line to a wire strop that was made fast to the 
set of bitts. In the event of a sudden emergency, requiring 
the vessel to leave the port quickly, the shore mooring line 
could be let go without having to fully slacken the line by 
hammering clear the slip ring of the senhouse slip.

pennant wire to shore

wire to bittssenhouse slip

looking over bitts towards panama lead.

angle of pull 
and impact area
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LOOkOUT!POInts

1. Although a life jacket may not have 
prevented this death, it is not wise to 
kayak without one. Particularly when the 
river flow is swift and there are heavily 
wooded sides, as this removes the option 
of a swimmer floating in the middle of 
the river and waiting for an unwooded 
section of a bank to swim ashore.
2. The kayaker who died had little 
experience, and neither kayaker had 
any previous experience of the river 
concerned. The water of the lake-fed 
river would have been clear at all times, 
so it would not have been immediately 
obvious that it was in very high flow to 

someone who did not know it well.
3. The pair did seek out information 
about the river, but none of it was good 
quality advice that related specifically 
to kayaking.
4. Both kayakers struggled with the 
ropes they had tied on as rescue lines. 
Rope and rivers are a potentially danger-
ous mix. Although throw bags can be 
useful in rescuing people and equipment 
on a river, they should not be carried 
without a knife to allow them to be cut 
away if necessary.
5. The open cockpit kayaks that were 
used on this trip have wide flat hulls that 

are most ideally suited for family fun on 
calm water.
6. There was no neoprene cockpit cover 
(spray skirt) on either of the two kayaks. 
These are worn by the paddler and are 
secured around the rim of the cockpit to 
keep out any water.
7. Maritime New Zealand has recom-
mended that managers of all Department 
of Conservation visitor centres seek input 
from local kayaking experts to formulate 
guidelines to help staff give appropriate 
advice regarding kayaking local rivers.

LOOkOUT!POInts

1. The yacht’s gas line had not been 
tested and there was no gas detector 
on board, in breach of the Yachting 
New Zealand Safety Regulations. Pres-
sure testing would certainly have ex-
posed the leak and may have prevented 
the accident.
2. LPG is heavier than air and will settle 
in lower areas of a vessel. In concentra-

tions of one part per 70 to air, it will 
explode when ignited. A gas detector 
with a remote sensor unit is inexpensive, 
and can automatically shut off any electri-
cally operated gas solenoid valve.
3. The use of Poly Vinyl Chloride 
(PVC) for the gas line is a breach of 
New Zealand Standards. Plastic hardens 
with time and can crack and in this case 

be inadvertently perforated.
4. It is common for gas explosion victims 
to not immediately realise the extent of 
their injuries. It is crucial that burns be 
immersed in water immediately to prevent 
deep tissue damage.

a tourist drowned after his 
open cockpit kayak capsized 
on a high-flowing river.

Although he (kayaker 1) was kayaking 
what was normally a class I to II (easy 
to moderate) river with a very expe-
rienced female companion (kayaker 
2), the pair had several times that day 
considered abandoning the trip due to 
high water flow.
 They had borrowed two kayaks from 
the owners of holiday accommodation 
where they were staying, and had also 
consulted several local people as to the 
nature and flow of the river before setting 
out. The owners had recommended that 
they stay on the lake and not to go on 
the river, as the water could be very swift. 
At the time of the accident the river flow 
was 650 cubic metres (650 000 litres) 
per second.
 The pair had been able to borrow only 
one life jacket and kayaker 2 wore this, 
as she was the only one who fitted it. 
They had tied a plastic/vinyl buoy to each 
kayak, using approximately 16 metres of 
orange plastic rope. The purpose of this 
was that should one of them capsize, the 
other could throw their buoy to assist the 
swimmer in the water.
 As they approached a notorious spot 
on the river, about which they had been 
warned, kayaker 1 paddled across to an 
eddy on one side of the river to assess 
what lay ahead. The high river level meant 

a lot of water was flowing through the 
trees on the riverbank. Kayaker 2 paddled 
into some slow moving current below 
kayaker 1’s eddy. In order to steady the 
kayak, kayaker 2 grabbed hold of some 
trees and in doing so capsized and fell 
out of the kayak. She was quickly swept 
downstream. Kayaker 1 threw her the 
plastic/vinyl buoy that was attached to 
his kayak, and in doing so also capsized.
 Kayaker 2 was swept by the weight 
of water into a rata tree protruding from 
the bank. She managed to free herself 
from the rope that was attached to her 
kayak, resurface and climb onto the tree. 
She saw both kayaks trapped on the 
branches of the rata tree but could not 
see kayaker 1. She then struggled up 
onto the riverbank, and ran downstream 
searching unsuccessfully for kayaker 1. 
She met a tourist who called 111, 
and both women then returned to the 
accident site. Returning to the tree she 
had been caught on, kayaker 2 saw the 

coat jacket kayaker 1 had been wearing 
submerged beneath the branches of the 
tree. She managed to venture along one 
of the branches far enough to be able to 
poke the jacket with her foot. It was at 
this stage she realised her companion 
was still in the jacket and that he was 
trapped under the water.
 Due to the fast flowing water, and 
the flimsy structure of the tree, it was not 
possible to retrieve the body of kayaker 1. 
His body was later recovered with the 

assistance of a jet boat. The rescue rope 
that had been attached to the kayak was 
found around his neck. The driver of the 
jet boat estimated the rate of the river 
flow at this time to be about 25-�0 knots.

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

a recreational skipper was 
hospitalised for six weeks 
with severe burns after 
the stove on his 8.4 metre 
fibreglass yacht exploded.
 On the day of the accident, the 
skipper had replaced a gas bottle and its 
regulator after noticing on an earlier trip 
that the stove was not working properly. 
The skipper soap-tested the regulator 
successfully and found the pressure was 
now working well, with no apparent gas 
leaks. He ignited the two burner stove 
and then turned off one of the burners, 
leaving the other running to further test 
the gas pressure and then busied himself 
in the saloon. Minutes later, there was a 
loud explosion in the starboard quarter 
berth next to the stove. The skipper burst 
out of the quarter berth with serious 
burns over his lower body. Realising the 
yacht was on fire, the skipper, quickly 
returned and attempted to fight the fire 

with the help of other people nearby. Only 
then did the skipper realise the extent of 
his injuries and an ambulance was called.
 Accident investigators found the 
PVC constructed gas line between the 
gas bottle, located in the aft cockpit 
locker and the stove in the quarter berth 
was perforated with what appeared to be 
a number of drill holes. These drill holes 
were considered to be the cause of the 

initial poor performance that the 
skipper had tried to rectify by replacing 
the gas regulator.
 Before the accident, when the skipper 
was overseas, engineers had replaced 
the yacht’s motor and installed a new 
electric loom. This had required a number 
of holes to be drilled in the yacht’s internal 
bulkheads. The run of the loom cabling 
was next to the gas line and several drill 
holes in the bulkheads were found to 
be near to the perforations in the gas 
line. The skipper had not conducted any 
drilling during his ownership of the yacht.
 Damage to the yacht was extensive, 
both structurally from the force of the 

explosion and due to the severe effects 
of the fire. The yacht, which was insured 
for $47,000, was declared a constructive 
total loss.
 The skipper suffered extensive burns 
to 25% of his body. Most of the burns 
were to his legs, but his arms and face 
were also affected. He has undergone 
several skin graft operations and contin-
ues to suffer pain from his injuries.

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

kayaker 2’s kayak.

Don’t take chances 
when kayaking!

Gas detectors can 
prevent explosions

 minutes later, there 
was a loud explosion 
in the starboard 
quarter berth next 
to the stove. 

fire damage to topsides.

 the pair had several times that day considered 
abandoning the trip due to high water flow. 

the rata tree (note kayaker 2’s kayak still pinned).
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LOOkOUT!POInts

1. Although sign language use is com-
mon in rafting, it created some confusion 
among the guides as to whether or not 
all the passengers were safe. Although 
two of the guides carried repeater radios, 
these were not used as primary com-
munication. Had each guide carried either 
a repeater radio, or a small line-of-site 
radio, confusion may have been lessened.
2. River signals can sometimes be 

difficult to interpret. It is important to reply 
to each signal with the same signal in this 
way ensuring more accurate interpretation 
of communication between guides. The 
principal of returning the same signal 
does not apply to the use of the ‘OK’ 
signal if the situation is clearly not OK.
3. The accident occurred toward the end 
of a two-hour rafting trip that included 
several grade 4/5 rapids. Guides should 

remember that passengers can become 
fatigued on demanding raft trips. Guides 
must stay focused because the river trip 
is not finished until all rafts are at the 
takeout point.
4. The flow of the river at the time of 
the accident was over 40 000 litres of 
water per second.

a man drowned pinned to 
a rock by river rapids after 
being thrown from a white 
water raft.
 The man was one of several col-
leagues spending the afternoon white 
water rafting as part of a leadership 
course. Four rafts, each containing six 
or seven passengers, were rafting the 
river in convoy. The river rapids ranged 
from grade one (easy) to grade five 
(very difficult).
 About two hours into the trip, the 
convoy reached the last grade 4/5 rapid 
of the journey and slowed above it to 
assess the river conditions. The lead raft 
guide gave the passengers a briefing 
on what to expect and reminded them 

how to avoid a ‘wrap’ situation – where 
the upstream side of the pontoon goes 
underwater and the raft rides up and is 
pinned against a rock.
 The crew on board the first raft set off 
toward the rapid paddling hard to get into 
the right area of water flow. The guide 
was yelling to paddle harder, but could 
see the raft did not have enough forward 
speed to get past a rock positioned at the 
top of the rapid. He called for the crew to 

move to the side of the raft that was clos-
est to the rock to prevent the raft from 
riding up the rock. As the crew started 
to follow the instruction the raft struck 
the rock. Water came over the pontoon 
and the raft began to slide up the rock 
and became wrapped. Five of the six 
passengers were swept into the rapid. 
The guide and remaining passenger 
managed to free the raft and beach it at a 
downstream eddy. From there they could 
see four of the spilled out passengers, 
but one remained unaccounted for.
 The remaining three rafts came 
through the rapid and were told via rafting 

sign language that one passenger had 
been lost. Sign language is a usual form 
of communication among river guides and 
is useful for overcoming the problems of 
long distances and roaring river sounds.
 Various search attempts to locate the 
missing passenger failed. His body was 
later found pinned by the flow of water 
underneath a large rock downstream of 
the accident site.

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

Five thrown 
from raft

 the guide was 
yelling to paddle 
harder, but could 
see the raft did not 
have enough forward 
speed to get past a 
rocK positioned at 
the top of the rapid. 

entrapment point here

wrap rock

swimmer route

LOOkOUT!POInts

1. It is likely that the crewmember moved 
the vessel’s controls into astern, rather 
than neutral. Procedures should require 
a well-trained and experienced person 
to be on board whenever staff training 
is underway, in addition to the master or 
person who has control of the vessel, in 
case they are unexpectedly called away.

2. This vessel’s main start-up procedure 
was overly complicated. Neither the 
master, nor the chef could re-start the 
engines in time to prevent the grounding.
3. A bridge needs to be well man-
aged at all times. In this instance, the 
master handed over to an inexperienced 
crewmember who was to be supervised 

by the chef (who happened to be on 
the bridge during his break). The master 
needed to formalise this hand over so 
that all crew knew what they were doing 
and what responsibilities they had. The 
chef should not have accepted the 
command to keep an eye on things in the 
wheelhouse so casually.

a 40 metre passenger 
vessel with 60 passengers 
on board grounded against 
rocks whilst its master was 
busy in the tank room.
 The vessel had spent the previous 
two hours cruising the area, visiting 
various wildlife hotspots along its route. 
As the cruise neared completion, the 
master set the vessel on a straight course 
at about 8 knots and handed control 
over to a less experienced crewmember 
to give her some steering time. As he 
left the wheelhouse, the master told 
the crewmember to head for home, 
and asked the chef who was also in the 
wheelhouse to keep an eye on things. 
The vessel was about 150 to 200 metres 
from the shore.
 After the master left, the crewmember 
that had control heard the nature guide 

announce over the public address 
system that penguins had been spot-
ted in the water. Hoping to assist with 
sight-seeing, the crewmember claims 
she pulled the ship’s controls to neutral. 
Immediately, both engines stopped and 

the stall alarms sounded. The chef tried 
to restart both engines, failing on two 
separate attempts. The master returned 
to the wheelhouse and made three failed 
attempts to restart the engines.
 The wind was by now pushing the 

vessel toward the rock shore. The master 
successfully started both engines using 
the over-ride start-up system, but when 
he activated the levers to full astern, there 
was no response.
 The vessel hit the rocks at about 
4 knots, rearing up before settling down 
on an even keel. The master managed 
to shut down both engines and restart 
them, engaging in idle ahead to hold 
the vessel in place while it was checked 
for damage. Fortunately, no water was 
taken on board and there were no 
injuries. The vessel was backed off the 
rocks and returned to its berth.

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

 the vessel hit the 
rocKs at about 4 
Knots, rearing up 
before settling down 
on an even Keel. 

above: the vessel.

Training matters!

LOOKOUT! JULY 200616 LOOKOUT! JULY 2006 17



LOOkOUT!POInts

1. The failure to comply with design and 
construction specifications was due to 
the tight fit of the fuel tank in the well. 
This meant that there was inadequate 
room to allow for the specified mounting 
system to be utilised and as a result an 
alternate system was installed.
2. The vessel was fitted with an 
automatic bilge alarm that was audible 
at the steering position on the vessel. 
However, the crew did not hear the alarm 
sound. The skipper believed this could 
have been due to the float switch being 
located in the forward section of the 
engine bay bilge and not activating, as 
the vessel was on the plane and trimmed 
by the stern with the spilled fuel accumu-
lating in the aft section of the bilge.
3. There is no requirement under 
Maritime Rules for vessels of this size to 
be fitted with a fixed fire fighting system 
in the machinery space. The crew were 

unable to direct the vessel’s portable 
fire extinguishers onto the fire due to the 
extent of the thick acrid smoke.
4. Different fire fighting systems are 
available to small vessel operators that 
can be installed in engine bays to provide 
a flood type system. These include:
■ FM 200 systems that operate by cable 

or automatic sprinkler systems that 
respond to high temperature levels 
CO2 systems with self latching handles 
attached to copper or steel tubing that 
lead into an engine space. Powder extin-
guishers with swage lock connections 
through bulkheads or engine box covers 
that enable the nozzle of an extinguisher 
to lock into a quick release connector.

■ Maritime New Zealand has been asked 
to give consideration to a Rule amend-
ment requiring vessels of less than 15 
metres in length to be installed with 
a fixed fire fighting system or one of 

the above systems, or the carriage of 
a remote (from the machinery space) 
power driven emergency fire pump.

5. Fuel that is sprayed onto the hot 
spots of an engine by a rotating propeller 
shaft, including a turbo charger, is of a 
density that is particularly susceptible to 
ignition. Many fires on smaller vessels 
have been caused in this manner and 
are often exacerbated by the difficulties 
in accessing the fire directly due to the 
presence of smoke, heat, toxic fumes 
and limited physical access.
6. It is essential that fuel tanks are 
adequately secured as loose or ruptured 
fuel tanks pose a serious threat to the 
safety of a vessel and its crew. In high 
speed vessels, such as in this case, the 
hydraulic pressure created by free surface 
effects in fuel tanks, even when they are 
baffled, can exert considerable force on 
systems used to secure such tanks.

an incorrectly installed fuel 
tank caused a fire that 
seriously damaged a 9.5 metre 
aluminium rescue vessel.
 The skipper and four crew were 
responding at speed to an incident when 
they smelled diesel. Looking astern, they 
saw oil on the water and thick smoke 
coming from the engine bay vents. They 
decided, rightly, not to open the cover box 
to the engine bay, to prevent more oxygen 
feeding the fire. Attempts to control the 
fire by shutting off the fuel supply were 
thwarted by the presence of thick smoke.
 After issuing a Mayday call on channel 
16 and advising Maritime NZ’s Maritime 
Operations Centre of the situation, the 
skipper ordered the crew to abandon the 

vessel to avoid further exposure to the 
toxic smoke. Two recreational vessels 
that had responded to the vessel’s 
Mayday subsequently rescued the crew 
from the water.
 An hour later, the fire was extin-
guished by the Fire Service and other 
rescue vessels, and the fire damaged 
vessel was towed back to port and lifted 
out of the water.
 On inspection, it was found that the 
welding of the four aluminium angle 
brackets – measuring 6mm in thickness 
and 47mm in width – that were designed 
to hold the 450 litre diesel fuel tank firmly 
in position to the hull, was substandard 
with inadequate penetration and fusion. 
Moreover, the fuel tank was secured 
contrary to design and construction 

specifications. As a result, the fuel tank 
had moved by about 50mm from its 
original welded position whilst the vessel 
was operating at speed. This shift in the 
position of the fuel tank caused the fuel 
filler line to disconnect which resulted in 
about 250 litres of diesel spilling into the 
bilge of the engine bay.
 The spilled diesel was then sprayed 
over the hot turbo charger of the engine 
by the action of the turning propeller 
shaft, resulting in ignition and fire.
 The vessel was substantially dam-
aged but was able to return to service 
once a new engine had been installed 
and repairs carried out.

View the full report online at:
www.maritimenz.govt.nz
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 the spilled diesel was then sprayed 
over the hot turbo charger of the engine 

above: aft section of engine room bay.
rIght: the vessel.

1. The Collision Rules make it clear that 
in a head-on or nearly head-on situation, 
each vessel must alter course to 
starboard so that each shall pass on the 
port side of the other. This tragedy would 
have been avoided if the launch skipper 
had stuck to this most basic requirement. 
The local bylaws also required the launch 
skipper to keep out of the way of the ferry.
2. The launch skipper should have used 

every available tool to assist with his 
lookout. Navigating by eye at night is no-
toriously inaccurate. Although not fitted, 
radar would have assisted the skipper to 
monitor his position in relation to known 
ferry tracks. The launch was fitted with 
a GPS plotter, however it did not have 
electronic charts for the accident area.
3. Fibreglass is a poor radar reflector. 
Such vessels transiting areas that are 

frequently used by large vessels would 
increase their visibility by fitting passive 
radar reflectors.
4. Although recreational vessels are not 
required to carry VHF radio. This would 
have proven a simple and effective way 
for the ferry master to establish commu-
nications with the launch and to resolve 
the developing problem.

a skipper died after his 
fibre-glass launch collided 
with a passenger ferry at night.

Visibility was poor with low overcast 
cloud and rain at the time of the accident. 
As the two vessels approached each 
other in a nearly head-on situation, a 
series of misunderstandings on both 
vessels developed.
 The ferry master, who first observed 
the launch ahead at a significant 
distance, saw her red sidelight, and 
occasionally both her green and red 
sidelights but felt the launch would pass 
clear down the ferry’s port side. However, 
upon realising the launch was going to 

pass too close to his vessel, the master 
sounded five short and rapid warning 
blasts on the ship’s whistle, and altered 
course slightly to starboard.
 The launch skipper, navigating by eye, 
mistakenly believed the ferry had turned 
to port towards the launch. Suddenly 
realising the danger, and about one minute 
from impact, the skipper turned to port 
to try and avoid the ferry. Tragically, this 
course put him directly in the ferry’s path.
 Upon seeing the launch’s alteration of 
course to port the ferry master put both 
main engines full astern and the rudder 
hard to starboard, sounding the ship’s 
whistle continuously.
 When the two vessels collided, the 

launch capsized and was cut in two by 
the bow of the ferry.
 The crewmember who was on the 
launch at the time of the collision was 
able to swim out of the fore end window 
of the upturned and flooded cabin. She 
was rescued by a lifeboat deployed 
from the ferry. The skipper’s body was 
recovered about 40 minutes later.
 The ferry was eventually stopped just 
short of the land that had been on its 
starboard side before the collision.

View the full report online at:
www.maritimenz.govt.nz
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1. The cargo gear had undergone proof 
testing and a five-year thorough examina-
tion by the ship’s classification society 
about 1 year before the accident.
2. The point where the hoist wire parted 
was near the right hand sheave at the top 
of the crane. The point where the other 
wire partially failed was on the left hand 
side of the crane jib.

3. After the accident, an equivalent 
weight of coal and the grab that was 
being used at the time was weighed. 
Weighbridge dockets showed the 
combined weight to be 27.56 tonnes.
4. After the accident, the ship’s master 
was instructed that none of the cranes 
was to be used to work cargo until their 
hoist wires had been replaced.

5. Two of the replacement hoist 
wires held on board the vessel were 
also found to be the wrong size. There 
were no documented procedures in the 
ship’s ISM documentation to ensure that 
hoist wires met design specifications 
and construction.

a 27 tonne load of grabbed coal 
smashed suddenly and without warning 
onto the main deck of an 18 000 gross 
ton bulk/log carrier, when a ship’s crane 
hoist-wire failed. The main deck plating 
was dented to a depth of about 25mm, 
but was not pierced. There were no 
injuries to the stevedores or crew.
 After the accident, the crew changed 
the hoist wire on the affected crane and 
checked the hoist wires and associated 

cargo gear on the remaining three ship’s 
cranes for any defects; no defects were 
found at that stage. Each crane had an 
SWL of �0 tonnes. However, sometime 
after cargo work resumed, a second 
crane driver noticed that one strand on 
his hoist wire had also parted, and the 
unloading of the coal cargo was stopped 
at all hatches. Upon inspection, two of 
the four crane hoist wires were found to 
be four-stranded wire with �9 wires per 

strand, rather than the specified four-
stranded wire with 48 wires per strand.
 The thinner wires would have 
been less flexible, and more prone to 
metal fatigue as they passed through the 
cranes’ eight sheaves.

View the full report online at:
www.maritimenz.govt.nz
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the grab after falling onto the vessel’s deck.

1. The stevedore was properly positioned 
to guide the pontoon lid into its housing, 
with room on either side to move out 

of the way if necessary. However, he 
did not see the lid swinging toward him 
because he had become distracted. Even 

though this stevedore had many years’ 
experience, remaining vigilant during key 
operations, every time, is vital.

a stevedore foreman working on an 
international container vessel was hit by a 
swinging pontoon hatch lid and sustained 
serious injuries.
 The stevedore was part of a crew 
loading and discharging containers in 
wind gusting up to �5 knots. The hatch 
lid was being lifted by crane and the 
stevedore and a mate were positioned 

on either side of the stowing position, 
intending to help guide the pontoon lid 
into place. The stevedore momentar-
ily became distracted, possibly by his 
hand-held VHF radio. At that moment a 
large gust of wind caught the pontoon lid, 
making it swing suddenly in his direction.
 The stevedore was pinned against 
a ‘wall’ of containers by the pontoon 

lid and suffered nine broken ribs and a 
punctured lung as a result of the acci-
dent. He was rushed to hospital and was 
discharged eight days later.

View the full report online at:
www.maritimenz.govt.nz
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the hatch lid that trapped the stevedore foreman.

1. The skipper had managed to get about 
4½ hours’ sleep in preparation for the 
trip, as well as a short nap in the early 
stages of the trip, while another crew 
member kept watch. Naps can provide 
a good defence for a while against going 
to sleep on watch. However, at least six 
hours uninterrupted sleep in one stretch 
is a recommended minimum before 
starting work and with a 7-8 hour stretch 
being ideal.
2. The skipper said that he felt fine on 
the morning of the accident and did 
not feel sleepy. He had not consumed 
any alcohol and had had a good dinner 
the night before. He was not taking any 

medication that might affect his sleep.
3. People are more susceptible to 
fatigue at night and particularly in the 
early hours of the morning, which is when 
this accident occurred. Peak alertness 
occurs near midday, when the body 
temperature is at its highest, whereas the 
early hours of the morning is when the 
body temperature is at it’s lowest.
4. It is a good idea to use multiple 
defences against fatigue, such as those 
listed below, particularly when keeping 
watch during the early morning hours.
■ Install a watch-keeping alarm
■ Use an echo sounder shallow-water alarm
■ Use radar guard zones

■ Use GPS waypoint-arrival alarms (set 
to sound on arrival at course alteration 
waypoints) and cross track error alarms

■ Steer by hand
■ Keep a window open
■ Take regular walks around the 

wheelhouse
■ Drink coffee or tea.

5. FishSAFE, a grouping of the Seafood 
Industry Training Organisation, ACC and 
Maritime New Zealand, has recently 
produced Safety Guidelines for small 
commercial fishing vessels, which 
includes advice on fatigue. For more 
information go to www.fishsafe.org.nz

an 11 metre fibreglass cray 
fishing vessel broke up 
on rocks after grounding 
while its two crew slept.
The experienced skipper and crew had 
left port in the early hours of the morning 
in order to arrive at the fishing grounds 
by sunrise. After clearing the harbour 
entrance, the skipper handed over the 
watch to one of the crew. The other 
crewmember had already gone to bed. 
The skipper then went below for about 
an hour and slept for what he believed to 
be about 15 minutes before being woken 
by the crewmember and returning to the 
wheelhouse. After taking over the watch, 
the crewmember went below to sleep.
 The skipper was navigating by chart 
plotter and radar. He was monitoring the 
vessel’s position in relation to the land 
and making course adjustments in order 

to cut in close with the land and lessen 
the adverse effects of the tidal stream 
on the vessel’s speed. The helm was in 
autopilot. No waypoints or alarms were 
set on the GPS, no guard zones were set 
on the radar to warn if another vessel or 
the land was coming too close to the ves-

sel and the echo sounder was switched 
off. The vessel was not equipped with a 
watch-keeping alarm.
 After setting a course and following 
the coastline, the skipper sat on the 
bench seat in the wheelhouse to keep 
watch. The visibility was good with a 
light westerly wind and a swell of about 
1 metre. The skipper stated that he felt 
relaxed and that it was good to have 
‘decent’ weather conditions. He saw the 
echo of an island, on which the vessel 
later grounded, that was showing three 
miles ahead on the radar screen.
 The next thing the skipper remem-
bered was being woken suddenly by 
the sound of the vessel grounding. The 
skipper checked the GPS, which showed 
the vessel had hit the island. Donning 
life jackets, the awakened crew checked 
the vessel, but found no initial hull 
damage. The skipper tried to manoeuvre 

astern off the rocks but to no avail as the 
vessel was hard aground. It was taking 
a pounding from the swell and being 
lifted further up onto the rocks. About �0 
minutes after grounding, cracks began 
appearing in the hull, and the crew were 
unable to stem the flooding.

 A nearby fishing vessel, which the 
skipper had called for assistance, arrived 
on the scene and tried unsuccessfully to 
tow the vessel off the rocks.
 Realising that nothing further could 
be done to save his vessel, the skipper 
inflated the vessel’s liferaft and, wearing 
a wetsuit, pulled the two crewmembers 
across the water from the rocks to the 
island shore. All three were later rescued by 
the local surf club’s inflatable rescue boat.
 The fishing vessel gradually broke up 
on the rocks.

View the full report online at:
www.maritimenz.govt.nz
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Fatigue, the 
creeping danger

a remaining section of the vessel’s hull.
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Maritime New Zealand is investigating an ac-
cident in which the jib of a Mitsubishi Heavy 
Industries (MHI) hydraulic crane collapsed while 
the vessel was loading logs in New Zealand.
A number of similar crane accidents have occurred in the past while 
logs were being loaded, resulting in cranes being severely damaged. 
Fortunately, no one has been killed or injured, although there have been 
several near misses.

All the accidents have occurred when the retaining bolts attaching the 
crane jibs to their heel pins either broke or loosened. This caused the 
crane jibs to detach from their fittings and fall back against the crane 
turret. The retaining bolts were hidden by steel cover plates, so it was 
not apparent that they were either broken or had worked loose until the 
crane jibs collapsed.

After a crane accident in 1992, MHI carried out a stress analysis of the 
retaining bolts on their cranes. This showed that for the �0 tonne Safe 
Working Load (SWL) MHI cranes, fitted with four 20mm diameter heel 
pin bolts, the safety factor reduced from 1.8� to 1.04 when the direction 
of the lift was changed from the vertical to 20° from the vertical. To 
overcome this, all new and some existing MHI cranes have since been 
fitted with six �0mm diameter-retaining bolts. There have been no 
reported accidents involving these cranes.

However, there are still many ships built before 1992 that were fitted 
with MHI deck cranes, which have not been similarly modified. The 
following safety precautions apply to those ships.

recommendations and action points
The MHI publication Technical Information of Mitsubishi Deck Crane 
Inspections recommends that end plate fittings and retaining bolts for 
jib heel pin bearings are inspected every six months or, in the case of 
cranes manufactured before 1988, every � months.

Maritime New Zealand has frequently found that after a change of 
vessel ownership or crew that the above information regarding inspec-
tion has not been passed on. During the last 12 years, Maritime NZ 

Port State Control Inspectors have come across several loose or 
broken heel pin bolts, each of which could have resulted in a serious 
accident if no remedial action had been taken.

recommendations to stevedores & port companies
 Before loading cargo commences, check the ship’s records to 
ensure that MHI cranes built before 1992 that have not been 
upgraded, are being maintained and inspected as specified in the 
MHI Technical Information booklet.

 While loading, do not permit crane hoist wires to be used at angles 
beyond those specified in the crane manufacturer’s instructions. There 
is a risk of this occurring while dragging out slings from under logs.

recommendation to ship surveyors
At every inspection or examination of ship’s cargo gear, ensure that all 
heel pin bearing cover plates are removed and each bolt is tested with 
a spanner. Broken, loose or suspect bolts should be replaced with the 
manufacturer’s specified parts.

recommendation to maritime safety inspectors
During Port State Inspections or any inspections carried out at the 
request of a concerned party, ensure that:

 The required inspections of Mitsubishi cranes, as specified in the 
MHI Technical Information booklet, have been carried out and 
recorded in a format shown in the Technical Information’s “Check 
List of Thrust Stopper Bolts”.

 There is a record of heel pin bearing cover plates having been re-
moved for inspections during the last � or 6 months as appropriate.

If there is any doubt about the condition of the cranes or whether 
inspections have been properly carried out, heel pin bearing cover plates 
should be removed and each bolt tested for tightness using a spanner.

If you have any queries, or require more detail please 
contact John mansell, General Manager, Maritime 
Operations, Maritime NZ on 04-494 1228.
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