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Introduction
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Welcome to the September issue of LOOKOUT!

In our guest editorial, Clark Scott, Ngài 

Tahu Tourism’s Shotover Jet Manager, takes 

us through his company’s safety and risk 

minimisation practices. 

Shotover Jet’s investment in staff training, 

technology, research and development, and its 

practices promoting continuous improvement 

mean that the company is able to minimise 

risks to visitors and staff, while maximising their 

enjoyment on the water.

The first two LOOKOUT! stories in this 

issue show the need for more vigilance from 

commercial operators. The failure of a crane 

on a bulk cargo carrier shows the importance 

of visual inspections before any equipment is 

used, of proper inspection when something 

does go wrong and of keeping equipment in 

good order.

The second story about a near miss when two 

passenger ferries from the same company 

nearly collided in fog was a wake-up call for 

both masters and the operator. The company 

has since put robust practices in place to 

ensure this does not happen again.

This issue’s cover story, “Explosion – cause 

unknown”, is about an engine explosion on a 

recreational vessel. Both of the experienced 

mariners threw themselves into the sea and 

were able to be rescued by nearby vessels. 

In another story, a man fishing in a small dinghy 

just 20 metres from shore was not so fortunate. 

He fell out of his dinghy, but was not able to  

be rescued by family and friends nearby, or  

a passing boatie who attempted a rescue.  

He could not swim yet had not been wearing  

a lifejacket.

The dangers of PWCs or jetskis are highlighted 

in two LOOKOUT! stories. In one, a teenager 

was killed while joyriding on a PWC with his 

friends after drinking and playing games. Not 

wearing a lifejacket meant that it was several 

days before his body was found. In another 

story, a couple on their first PWC trip chose a 

challenging river and didn’t stop to read the 

prominent warning signs before launching. They 

capsized, but fortunately all eventually made it 

safely to shore.

This issue’s safety feature – vessel stability 

made simple – is a brief overview of some of 

the basic principles of vessel stability. It’s based 

on the Maritime New Zealand (MNZ) booklet, A 

Guide to Fishing Vessel Stability, which takes 

an easy to understand, in-depth look at vessel 

stability. It’s available on our website or by 

emailing publications@maritimenz.govt.nz.

On the inside back cover we hear from the 

widow of a man who died after paddling out 

in his kayak to check fishing nets in the early 

hours of the morning after a night of drinking 

heavily with friends. She tells the story of  

her loss in the hope that something good  

can come out of the accident. It’s a harrowing  

read, but she offers good advice for people  

who go on fishing or boating trips with  

their friends.

Please pass this copy of LOOKOUT! on to 

friends or family and encourage them to sign  

up for print or electronic copies.

Catherine Taylor 

Director of Maritime New Zealand



GUEST EDITORIAL

Operating iconic experiences such as 

Shotover Jet, Huka Jet and Dart River 

Jet Safaris carries big responsibilities 

for Ngài Tahu Tourism staff, who are charged 

with ensuring safety and risk minimisation on 

a day-to-day basis. The tourism company 

is well versed in maritime best practice and 

works hard to go above and beyond minimum 

standards.

Operating 22 jetboats on four rivers at various 

locations around the country, Ngài Tahu 

Tourism has learned a lot about safety as it 

delivers thrilling experiences to visitors while 

minimising risks and keeping everyone safe 

as well as happy. Safety is a philosophy at 

the core of everything the company does. It’s 

the heart of the business and the investment 

in time, money, expertise and research and 

development is phenomenal. Ngài Tahu Tourism 

knows that if it doesn’t get this fundamental 

thing right, it doesn’t have a future in the 

adventure tourism sector.

It’s about addressing potential issues as they 

arise, analysing any changes and drilling deep 

into systems to find root causes. The root 

cause of a change or an incident is seldom 

about the obvious and, since a fatal accident 

on the Shotover in 2000, the company has 

gone above and beyond compliance to adopt 

the best practice aviation models of reliability 

centred maintenance, root cause analysis 

and critical parts tracking. So, what do these 

models entail?

Reliability centred 
maintenance

Reliability centred maintenance is a process 

used to determine – systematically and 

scientifically – what must be done to ensure 

that physical assets continue to do what their 

users want them to do. This can be as simple 

as introducing redundancy, such as twin 

engines, or giving components a time life, for 

example a predetermined service life in hours.

It’s a highly proactive system and includes 

actions such as regularly sending off oil 

samples from the boats to a testing laboratory 

to check for any abnormalities, such as metal 

filings or pollutants.

Critical parts tracking

A computerised tracking system ensures the 

integrity and safety of critical components 

in the jetboats. Every critical part that could 

cause failure of a vital function is tracked, so 

mechanics know when a part is due for service 

or replacement. For example, as well as daily 

visual inspections, the tracking system requires 

crack testing of steering nozzles every 500 

hours and, irrespective of damage, the nozzle is 

replaced every 2,000 hours.

Automatic data logging ‘MOTEC’ (electronic 

engine management and data-logging 

computer) captures and logs everything going 

on in the engine and the actions of the driver. 

At any given split second it’s possible to know 

driver steering wheel position, nozzle position – 

a whole range of things. Red flags are raised as 

soon as anything is outside normal parameters.

Root cause analysis

Senior staff are comprehensively trained in 

the practice of root cause analysis. Not just 

a system, it’s an ongoing philosophy that 

drills deep in to the operation to identify the 

root cause of any failure. Each month, key 

people (including the chief executive, regional 

managers, commercial manager, HR manager, 

business development manager and technical 

systems manager) meet via a conference call to 

discuss technical safety and any boat incidents, 

and to share knowledge.

These meetings encourage free exchange 

of ideas and are ‘no blame’ discussions that 

keep people in the habit of having a constant 

awareness of safety. This is where any actual 

or potential technical changes that may impact 

on safe operations are closely and minutely 

examined. Any learnings are cross-pollinated 

throughout the group.

Compliance

There are several layers of compliance in the 

jetboat operations. Maritime New Zealand, 

Department of Labour and local authorities can 

all add requirements. For example, Shotover 

Jet operates under a Queenstown Lakes 

District Council concession. A major part of the 

Shotover Jet experience is the thrill of roaring 

Serious about safety
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Ngài Tahu Tourism’s 
Shotover Jet Manager 
Clark Scott.



through the river canyons. A major risk  

would be to meet a private boat coming the 

other way. 

As part of its concession, Shotover Jet needed 

to eliminate that risk by establishing and 

maintaining a boat detection system that would 

alert the company if any private boat ignored 

the signs. This system is a motion detector 

that sets off alarms in the boats. If activated, 

all boats stop until the situation is investigated. 

A closed-circuit camera that shows what’s 

happening on the river can be checked online.

A huge part of making sure the systems are 

fully adhered to is driver training. Jetboat driving 

is a pretty exciting job, but drivers need to  

be highly skilled and really experienced before 

they’re ready to take passengers on the  

water. The legal requirement is to provide  

50 hours training. Ngài Tahu provides more 

than double that – 120 hours. Training includes 

all the technical stuff about the boats and 

how to handle them, plus distraction training, 

product knowledge, dealing with customers 

and all sorts of detail.

Ngài Tahu has a regular programme of 

checking drivers, which includes ex-jetboat 

driver mystery shoppers who are well aware 

of the best lines to take and are ideally placed 

to judge safety and best practice along with 

product delivery.

Research and development

Ngài Tahu is at the forefront of research and 

development in terms of boat design as well 

as keeping in front of best maritime practice 

around the world. 

There’s a new prototype boat in the design 

phase now that concentrates on passenger 

and driver comfort and safety. It includes 

innovations such as individual passenger 

seats that are scalloped to give a better hold 

in the hips during spins and sharp turns. It 

also includes testing of a new driver seat and 

suspension base that can minimise any injury or 

effect of the day-to-day rigours of their job.

Our work is all about keeping safety at the 

forefront – minimising risk and maximising 

enjoyment for tourists and job satisfaction for 

staff. We’re always on the lookout for ways we 

can improve.

Clark ‘Scotty’ Scott

Shotover Jet Manager  

Ngài Tahu Tourism

Their boat detection system sets off alarms in their boats if any boat activity is detected in the river canyons.
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The MOTEC system captures everything going 
on in the engine and actions of the driver.



Raining logs
A load of logs tumbled 4 metres back 

into the hold of a bulk cargo carrier 

when one of its cranes failed.

Fortunately the crew and stevedores were all 

well clear at the time and no one was injured. 

The chief mate inspected the crane, and 

concluded a wire had come off the drum. 

“On its second lift after 
the repair, a shower of 
rusty metal dropped 
down from the crane,  
and operations were 
again stopped.”
The crew spent about 30 minutes releasing the 

gear and re-rigging the equipment. The chief 

mate inspected the result and declared the 

crane safe to operate.

On its second lift after the repair, a shower of 

rusty metal dropped down from the crane, and 

operations were again stopped.

It was found that the sheave block at the end 

of the jib was in very poor condition, and the 

crane was shut down.

The surveyor later confirmed that the crane was 

in survey.

LOOKOUT!�POINTS

  � Although this crane was in survey, it 

was clearly below standard. This was a 

foreign-flagged vessel being unloaded by 

New Zealand-based stevedores. The damage 

to the sheave block would have been very 

evident to the crane operator, had they 

carried out a visual inspection before getting 

to work.

  � Crane failure has resulted in serious 

harm on several occasions. It is prudent for 

operators to visually inspect ship’s equipment 

before using it. Significant damage to the 

hardware or rigging is absolute grounds to 

refuse to operate a crane. Once such a fault 

is identified on one crane, work using the 

vessel’s other cranes should also be halted 

until a safety inspection has been carried out.

  � Fortunately, in this case, those on board 

were adhering to safety procedures and were 

well clear of the load when it fell.

Read MNZ guidance notice issue 19 

“Ship crane responsibilities in ports”  

for information about crane safety: 

maritimenz.govt.nz
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LOOKOUT!�POINTS

  � Differing accounts make the exact 

circumstances of this event difficult to 

establish, however, it is clear that it could 

have been avoided had both masters 

adhered to the maritime rules and good 

seamanship practices.  

 

Both masters should have reduced speed in 

the patches of reduced visibility. Both should 

have significantly altered their course when 

they realised at 6NM distant that there was 

potential for a close-quarters situation. At a 

closing speed of 45 knots, the vessels had 

just four minutes to address the situation. 

By the time they came into visual range, the 

masters had about two or three seconds  

to react.

  � Maritime rules specifically advise against 

small alterations of course or speed as this 

can be difficult to interpret when observed 

by radar alone. In this case, both masters 

made minor adjustments that were not 

obvious on radar. This phenomenon, known 

as the cumulative turn, has been cited as a 

common cause of collisions in fog.

  � Neither master made radio contact with 

the target on their screens to confirm its 

identity and clarify intentions, or posted a 

crew member as a lookout, which would 

have been prudent in fog conditions.

  � Since this incident, the company 

now requires masters to broadcast their 

intentions on VHF radio, and to make 

contact with reciprocal vessels prior to 

the halfway point. Fog horns have been 

automated to 90 second intervals when 

operating in reduced visibility and the 

company is considering establishing a set 

course to be followed in fog conditions.

Read the accident report on the  

MNZ website: maritimenz.govt.nz
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Two passenger ferries had just seconds 

to avoid each other when they emerged 

from fog at close quarters.

The ferries were fast approaching each other 

at a closing speed of 45 knots. Between them, 

the two vessels carried 83 passengers.

The vessels were on reciprocal headings on 

trips made several times daily. The conditions 

were calm with little wind, but fog had reduced 

the visibility to as little as 100 metres in 

patches.

The vessels had made brief radio contact on 

departure, but did not contact each other again 

throughout the journey, which typically took 

about an hour.

“The vessels emerged out of 
fog to find themselves on a 
collision course.”

Both masters spotted the other vessel on radar 

at about 6NM distant. As they grew closer, 

each master realised there was potential for a 

close-quarters situation to develop. 

One master began a very slight adjustment 

to starboard, while the other made a series of 

small adjustments to starboard. Both expected 

the two vessels would eventually pass 

port-to-port.

As neither vessel’s track was recorded, it is not 

known precisely what happened, but when they 

were about 100 metres distant, the vessels 

emerged out of fog to find themselves on a 

collision course.

Both masters took evasive action and the 

vessels came within 30 to 50 metres of each 

other before each tracking clear. Had they 

collided, one or both of the vessels could have 

been lost, with significant risk of injury to those 

on board.

Out of the fog

Between them, the two vessels carried 83 passengers. A collision would have created significant risk 
of injury to those on board.
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Cover story

Explosion – cause unknown
Two elderly gentlemen threw themselves 

into the sea to avoid burning to death 

when their vessel’s engine exploded.

The two friends had regularly used the  

10 metre motor vessel on fishing expeditions 

together over about 20 years. They were both 

experienced mariners.

The pair had been fishing near the coast when 

the engine began revving loudly, and then 

suddenly exploded. Metal shards shot through 

the air, breaking the jaw of one man, and 

burning the arm of the other. 

A fire quickly broke out and although in 

significant pain, both men leaped into the sea 

to avoid being burned.

They initially clung to the vessel’s anchor 

rope, but this soon burned through and the 

men were left treading water and watching as 

flames burned the vessel to the water line.

About 100 vessels were in the area at the time, 

and thick, black smoke from the wreckage 

quickly filled the horizon. 

The men were plucked out of the water by 

rescuers who had seen the smoke, and 

transferred to a Coastguard vessel.

“The pair had been 
fishing near the coast 
when the engine began 
revving loudly, and then 
suddenly exploded.”
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LOOKOUT!�POINTS

The men initially clung to the vessel’s anchor rope, but this soon burned through.

The vessel was sunk by firefighters after the event.

  � It is not known what caused the explosion. 

The vessel was intentionally sunk by 

Coastguard-assisted firefighters after the 

event and could not be examined. 

It is known that the diesel engine suddenly 

started revving very fast and loudly before 

blowing itself apart. For this to occur, an 

accelerant had to be introduced to the 

engine, most probably through the engine  

air intake.

  � There were three possible accelerants on 

board the vessel. LPG from a gas cooker, 

oil from the sump, and carbon monoxide 

from the exhaust system. If LPG had been 

the accelerant, there would have been a far 

bigger initial explosion and the gas alarm 

should have indicated the leaking gas. 

Carbon monoxide is equally unlikely to be the 

cause, as diesel engines produce only low 

levels of carbon monoxide. 

Perhaps more likely is a sudden pressurised 

oil leak, which has allowed hot oil spray 

to enter the air intake, causing a runaway 

engine. Operating at ever-higher revolutions, 

the engine has eventually blown apart, which 

may have ignited the LPG gas that had been 

switched on while the men were making their 

cup of tea.

  � Although the cause of this accident 

cannot be certain, it is a very clear illustration 

that mariners should be vigilant in expecting 

the unexpected. Lifejackets should be worn 

at all times by everyone. When a vessel’s 

engine explodes, there is no time to find and 

fit a lifejacket. 

Had these two men been in an unpopulated 

area, the outcome may have been very 

different. Wearing a lifejacket and having a 

means of communication on your person can 

be the difference between life and death.

  � Although the skipper was known to take 

great care of his vessel, this accident serves 

as a reminder to ensure that all potential fuel 

sources, such as LPG cylinders and gas 

lines, diesel engines and fuel, and oil stores 

are maintained and regularly serviced. 

In older vessels with rebuilt engines, 

particular care should be given to ensuring 

the air intake is separated from any potential 

accelerants.



SAFETY FEATURE
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I t is up to the skipper to maintain their 

vessel’s stability, in order to keep the vessel 

safe from capsize and protect the lives of 

those on board.

The basic forces that create or reduce stability 

are the same for any vessel. Stability is 

determined by the force of buoyancy provided 

by the underwater parts of your vessel, 

coupled with the combined weight of its hull, 

equipment, fuel, stores and load. These forces 

can also be adversely affected by the prevailing 

weather conditions and sea-state.

Understanding the factors that influence 

stability will help you make the right decisions 

and take the right actions to keep your  

vessel safe.

 PLANNING FOR 
STABILITY

The stability of a vessel changes throughout 

a trip. It is important to be aware of how 

stability can change and to plan ahead for the 

worst-case scenario.

Different stability situations include:

 � leaving port with full fuel and stores,  

but no fish

 � being at a fishing site with a full catch

 � coming home with a full catch and not 

much fuel or stores

 � coming home with a small catch and not 

much fuel and stores.

Factors such as full fuel tanks normally being 

low down in a vessel and having some catch 

loaded in the hull can help stability, while 

reduced fuel, fishing operations, and rough 

weather and sea-state can reduce it.

Any significant hazard needs to be formally 

identified in your vessel’s onboard safety 

system, and measures put in place to avoid or 

reduce the risk to the vessel and your crew.

MNZ strongly recommends vessels are fitted 

with an inclinometer. These are not expensive 

and help raise awareness of stability issues for 

all people on board.

 HOW TO MAINTAIN 
YOUR VESSEL’S 
STABILITY

1. KEEP WEIGHT LOW

New equipment added higher up on a vessel, 

or replacing gear with heavier equipment raises 

the centre of gravity and reduces the boat’s 

stability. Less catch can be loaded safely and 

a smaller wave and/or lower angle of roll will 

cause the boat to capsize.

2. AVOID OVERLOADING

The heavier the load in the hold, the lower 

the vessel’s freeboard and buoyancy will be. 

Loading extra catch on deck lifts the centre of 

gravity, reduces the freeboard and makes the 

vessel more top heavy.

Overloading a vessel when you still need  

to motor home is highly dangerous in a  

rough sea.

3. KEEP EXCESS WATER OFF

A wave on deck or downflooding can add 

tonnes of extra weight and produce a strong 

rolling force (known as ‘free-surface effect’). 

The extra weight drastically lowers freeboard, 

raises the centre of gravity and, when the 

water shifts, tries to roll the boat over.

Reduce the risk by:

 � avoiding conditions where breaking waves 

or following seas could swamp the decks

 � keeping freeing ports open and 

unobstructed while at sea

 � ensuring doors and hatches are closed and 

secured when they need to be

 � keeping bilges and melted ice to a minimum

 � ensuring bilge alarms are working

 � keeping fuel and ballast tanks either full  

or empty.

4. SECURE THE LOAD

Stow your vessel’s load, gear or catch on the 

centerline, or balanced port and starboard. 

Secure it so that it can withstand wave impact, 

rolling and wind loading without shifting. Keep 

the stowed positions as low as possible.

Why free water tries to roll the vessel over

Flat, the centre 
of gravity is on 
the centreline

Even at 5º the 
weight of the 
water shifts to 
the side

Even at 10º the 
weight of the 
water moves far 
over to the side

G G G
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HAZARDS FOR FISHING VESSELS
STABILISERS

Make provision in your vessel’s safety manual for each of these potential hazards 

when using stabilisers:

 � lowering or swinging the arms into position, and recovering them afterwards

 � deploying and recovering the plate, lifting surface or ‘bird’

 � lifting the arms and plates

 � having stabilisers deployed in a deteriorating sea-state.

Stow the plates, lifting surfaces or birds on deck when not in use.

TRAWLING, DREDGING AND TOWING

In a rough sea-state or if the vessel is heavily loaded, the combined effect of these  

factors on your vessel’s stability may be dangerous:

 � tow-line tension pulling the stern lower in the water, reducing the freeboard aft

 � the load’s downward weight taking the vessel lower in the water

 � tension on the lines, transferred through the towing point or blocks, dramatically  

lifting the vessel’s centre of gravity.

FOULING OR SNAGGING OF FISHING GEAR

With any gear stuck on the seabed, your vessel is extremely vulnerable to hazards  

such as reduced freeboard, steep angles and rolling forces from tension on the lines.

Pay close attention to the effects on the vessel’s stability when undertaking operations to 

free the gear, because of the extra loads needed to free the gear.

LIFTING AND PULLING ON BOARD

If you are lifting a catch, its weight is not acting where the object is, but at the top of the 

lifting point, block or winch that is lifting it. A sudden jump in the vessel’s centre of gravity 

can be very dangerous.

This shift in the centre of gravity applies to stern lifters as well. Any winch, block, wheel or 

lifting point used on an A-frame at the stern of a vessel will transfer some or all of the weight 

of the catch to that point. Similarly for lifting or winching at the side, the weight acts at the 

point of lifting.

Every lift is only as safe as the load lifted, the condition of the vessel and the sea-state size 

and direction.

RISKS FROM HEAVY 
SEAS, BREAKING 
WAVES AND 
BROACHING
A skipper normally has a choice  

about the course to steer while at sea. 

Running at angles between  

45 degrees either side of the sea-state 

direction are the most dangerous for 

surfing, broaching and wave attack.

In beam-on seas, there is a high risk 

of a vessel taking large rolls. If the 

vessel is overloaded, taking water, or 

has an unsecured load, large rolls can 

be especially dangerous.

A following sea makes steering 

difficult and creates a risk of 

broaching, as well as a danger of 

becoming swamped. The extra weight 

and loss of stability frequently cause a 

full broach and potential capsize.

Quarterly seas are even more 

prone to broaches, wave attack and 

swamping. This course direction in a 

large sea-state with breaking waves 

should only be undertaken with a 

sound understanding of the vessel’s 

stability reserves and experience of  

its handling.

Quarterly and following seas pose 

particular safety risks for vessels 

returning to port over a sand bar.

In severe conditions when it is not 

possible to continue in the direction of 

the waves to avoid the serious risk of 

capsize, a skipper may need to wait 

for an opportunity to turn the bow into 

the seas and head slowly upwind until 

conditions improve.

MNZ has produced a new FREE 

resource, A Guide to Fishing Vessel 

Stability, which takes a more in-depth 

look at vessel stability. 

To order a copy, call 0508 22 55 22  

or email publications@maritimenz.

govt.nz or download a PDF from 

MNZ’s website:  

maritimenz.govt.nz

FISHING 
VESSEL 
STABILITY 

A guide to

Once top heavy, 
the vessel capsizes

The centre of 
buoyancy moves over 

and levers the boat 
upright

Upright, the forces 
balance  

on the centreline Lc

80º20º

+ve 
RIGHTING 
FORCE

-ve 
CAPSIZE 
FORCE

lever arm

Righting forces and lever arms
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  � The hatch had been accidentally left 

open after morning checks. The company’s 

operating procedures required that all 

hatches be closed prior to sailing. 

Following the accident, the company 

subsequently issued a formal reminder 

to crews of the importance of shutting 

hatches, removing ropes from decks, and 

ensuring that safety rails are in place and all 

loose equipment is secured before allowing 

passengers on board.

FREEPHONE > 0508 22 55 22
EMAIL > publications@maritimenz.govt.nz
OR VISIT > maritimenz.govt.nz/freepack

Includes DVD plus 
essentials for boating safely. 
Order your pack today.

safe boating pack  Free
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An elderly woman suffered severe leg 

injuries and a gruelling trip to hospital 

after stepping into an exposed hatch 

on board a cruise ferry.

The woman was being escorted into the 

cabin by her daughter before the vessel left 

port, after the captain advised that conditions 

would be a bit bumpy once the vessel left 

enclosed waters. The woman was familiar 

with boats and had been at sea many times 

over the years.

“As she entered the 
main cabin, the woman 
walked toward a seat on 
the starboard side, and 
disappeared suddenly 
through an open hatch.”

As she entered the main cabin, the woman 

walked toward a seat on the starboard side, 

and disappeared suddenly through an open 

hatch. Her daughter cried out and another 

passenger reached down and pulled the 

elderly woman out.

Her left lower leg was severely lacerated, 

later requiring over 60 stitches in hospital. 

Fortunately, there happened to be several 

doctors on board as passengers, and they 

were able to provide treatment until the 

ambulance arrived.

The woman was eventually transferred to 

a main centre hospital for treatment, which 

required a lengthy ambulance trip.

Exposed hatch  
lacerates passenger
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www.maritimenz.govt.nz/report-online

Report maritime accidents online

Residual steam 
burns engineers
Two ship’s engineers suffered serious 

steam burns even though the boiler’s 

gauges were reading zero.

The engineers had shut down the boiler for 

class survey and opened the manhole on 

the fire side. They then prepared to open the 

manhole cover on the water side, releasing 

steam until the pressure gauge read zero bar. 

The pair then opened the vent cock and safety 

valve to confirm there was no steam pressure 

left inside the boiler and removed the two 

manhole dogs.

“Suddenly a plume of 
steam shot through the 
opening at the edges of 
the cover…”

The manhole cover was being supported by a 

chain block, and the engineers began to bang 

it with copper pipes to release it. 

Suddenly a plume of steam shot through the 

opening at the edges of the cover, burning the 

second engineer on the legs and arms, and the 

fourth engineer on the arms.

Both men were hospitalised with painful partial 

thickness burns, requiring rest for several days 

and ongoing treatment.

LOOKOUT!�POINTS

  � The ship had no published procedures 

or instructions to assist crews preparing the 

boiler for shut down. 

Residual steam is a significant hazard and 

drum manhole door dogs should not be 

removed until crews are certain no steam 

remains.

  � A prudent procedure is to loosen the 

secured nuts on the dogs a couple of 

turns and then break the door seal from a 

distance, using a long bar.

  � In this accident, the engineers were 

standing next to the door and had no 

chance to avoid the steam.

A re-enactment showing how the engineers 
positioned themselves too close to the manhole 
and therefore had no time to react when hot 
steam blew out from the manhole.
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PWC kills joyriding teenager
Up to 20 local boaties assisted in the search for the teenager immediately after the incident. The next day the lake was closed and kayakers, the Police 
dive team and Coastguard searched for the teenager’s body without success. He was found by Police divers four days later.

A group of partying teenagers took to 

the water on PWCs (or jetskis), killing 

one of their own.

The group had spent several days partying 

and drinking alcohol, and then decided to take 

turns joyriding on a lake with three PWCs.

The games included travelling at speeds 

reaching 82 km/h and ‘whipping’, or making 

sharp turns close to each other with the aim 

of spraying water over the other vessels, 

which at times were as close as 2 metres. The 

group took turns to ride the PWCs, sometimes 

taking pillion passengers, while the rest waited 

on shore for their turn. Some riders wore 

lifejackets, but none wore safety helmets.

“The PWC following 
immediately behind had no 
chance to swerve away, 
and drove straight into the 
passenger.”

Toward mid-afternoon, the PWCs were again 

launched from shore. Two carried pillion 

passengers. 

As the three vessels attempted to ‘whip’ each 

other, one passenger was thrown into the lake. 

The PWC following immediately behind had no 

chance to swerve away, and drove straight into 

the passenger.

The passenger disappeared under water and 

was not found, despite an extensive search 

initially on the surface and later by Police 

divers. His body was recovered four days later.

LOOKOUT!�POINTS

  � Speed limits on the lake were clearly 

marked, and buoys indicated designated 

water-skiing lanes and swimming-only areas. 

The lake was suitable for PWC use, however 

the group of drivers flouted the safety 

requirement to not exceed 5 knots within  

50 metres of another vessel. 

The following PWC driver allowed no safety 

margin, and gave himself no hope of avoiding 

the fallen passenger.

  � The passenger was not wearing a 

lifejacket. Although he may not have survived 

the impact, had he been wearing a lifejacket 

he would have floated to the surface and 

been given immediate first aid.

  � Had this group worn safety helmets, 

the risk of head injury would have been 

significantly reduced.

  � This was an avoidable accident.  

The dangers of mixing alcohol with speed  

are as real in boating as on the road.

  � Two teenagers faced a charge of 

operating in an unsafe manner. They were 

convicted and discharged after they made a 

safety video promoting safe PWC practices.
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Two of the three PWCs involved in joyriding. The driver of the PWC on the left was unable to swerve to avoid the passenger of the other PWC when he 
was thrown into the lake during ‘whipping’ games.

Despite prominent warnings, the teenagers drank alcohol, only some of the teenagers wore lifejackets, and none followed the recommendations about 
operating defensively, watching following distances and taking steps to avoid collisions.



LOOKOUT!�POINTS

  � This man was just 20 metres from 

shore in a popular recreational bay in good 

weather. The alarm was raised almost as 

soon as the accident happened. Had he 

been wearing a lifejacket, he would almost 

certainly have survived.

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

Look after your family, 
look after yourself 
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A man who had never learned to swim 

drowned after falling out of a dinghy.

He had spent the morning fishing  

in the 2 metre dinghy, anchored just  

20 metres from the rocky shoreline of a popular 

recreational beach. Family and friends were 

fishing from the rocks directly opposite and 

had been calling out to the man often as the 

morning progressed.

Toward mid-morning, as high tide approached, 

those on the rocks looked up to see the dinghy 

had overturned, and the man was flailing in the 

water beside it. He was not wearing a lifejacket 

and was seen to struggle in the water for a few 

minutes before collapsing face down.

“None of the party were 
strong swimmers, and one 
man exhausted himself trying 
unsuccessfully to reach the 
drowning man.”

Those on the rocks called 111 and managed 

to flag down a passing boatie who was able 

to swim to the man, pull him to the rocks and 

start CPR.

CPR continued as the man was taken by 

boat to the shore, where he was met by an 

ambulance crew. About 40 minutes later he 

was pronounced dead.

Could  
not swim,  
but wore 
no lifejacket



LOOKOUT!�POINTS

  � Fortunately this couple were both 

wearing lifejackets, which significantly 

improved their ability to remain afloat in the 

swirling rapids.

  � Signs at the launching area clearly 

warned that extreme caution was required 

on the river and detailed local operating 

procedures. Though prominent, these signs 

were not read.

  � PWCs are water-propelled. When not 

operating at full engine revolutions, the jet 

unit’s thrust is reduced. When slowed in a 

down-stream flow of water, manoeuvrability 

is significantly reduced.
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A couple who chose a challenging 

river for their first trip out on a PWC  

(or jetski) ended up capsized in  

the rapids.

The launching area contained prominent signs 

warning of the dangers, and stating the local 

right-of-way rules. The driver launched the 

PWC without reading the warning signs. His 

wife was a passenger, with the couple’s small 

dog harnessed to her. Headed down the river, 

the current began to pick up, and seeing some 

significant rapids ahead, the driver slowed  

the vessel and tried to turn to head back up 

the river.

At these speeds, the PWC lost manoeuvrability 

and quickly capsized. The woman passenger 

was swept about 25 metres down the rapids 

with the dog strapped to her. The woman 

was pinned under the water, but managed to 

struggle free and clamber up on to a ledge 

below a cliff face. 

The driver was swept along with the PWC  

and was also held under in a whirlpool.  

He managed to free himself and re-board the 

PWC, but could not reach his wife through  

the broiling water. He was able to flag down  

a passing commercial jetboat, which raised  

the alarm.

Both the woman and the couple’s dog were 

successfully rescued.

Prominent signs at the launching area warned that extreme caution was required on the river and detailed local operating procedures.

Warning signs  
not wallpaper



The yacht was seriously damaged, with a  
large hole in the hull and damage to the rudder 
and keel.

Don’t rely on GPS

The skipper ran into rocks at night when relying 
on GPS alone to navigate the vessel.

LOOKOUT!�POINTS

  � Although a valuable tool, GPS should not 

be used as a primary means of navigation 

– especially while close to shore. A minor 

inaccuracy that may have little consequence 

at sea can be critically important when 

navigating close to shore. 

GPS should be used as an adjunct to 

traditional navigation, including charts, radar 

and keeping a lookout. This skipper later 

admitted that his GPS had given him a false 

confidence, and that he would not have 

attempted this passage at night without it.
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A kauri yacht was seriously damaged 

when it ran aground at night. Its solo 

skipper was an experienced sailor. He 

had been relying on two GPS units alone to 

navigate the vessel through a passage to reach 

sheltered waters. Conditions were dark, with 

no moonlight.

The depth sounder alarm was set to 3 metres, 

but the vessel had no radar. Although the 

vessel had a spotlight, the skipper had not 

used it in order to preserve his night vision.

“The skipper was aware of a 
charted rock in the channel 
and was focusing on using 
the GPS to keep a wide berth 
… when the vessel ran into 
rocks.”

The skipper was aware of a charted rock in the 

channel and was focusing on using the GPS to 

keep a wide berth of it when the vessel ran into 

rocks on the other side of the passage.

The vessel suffered a large hole in the hull and 

damage to the rudder and keel. The skipper 

made a MAYDAY call and was rescued by 

helicopter.



Survivor story: 
This LOOKOUT! we feature a story from the perspective of a 
widow who tells her story in the hope that something good can 
come out of the tragic loss of her husband, that people who read 
this may think twice and take extra precautions.
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Charles has just turned three. When he goes to the park with 
his mum, he holds his other hand out as though his daddy was 
still there. He makes room for daddy in his bed, and when he 
plays with his toys, teddy often dies from drowning.

Charles’ daddy loved to fish; he just loved it. He and Charles’ 
mum, and a cousin, were the best of friends and would go 
fishing together almost every weekend. They would set a 60m 
net, and catch kahawai, mullet, and snapper. They didn’t have 
a boat, and would wait for low tide before swimming the net 
out as far as they could.

Charles often went too, and has a fisherman streak like  
his daddy.

“I took him to the zoo on his birthday, but he wasn’t interested 
in the animals. He wanted to stay at the water areas, and 
stand there for ages holding a stick over the water to catch a 
fish,” Charles’ mum says.

It wasn’t fishing that killed Charles’ daddy though. It was 
alcohol and fishing. When Charles’ daddy’s body was 
recovered, the post mortem found high blood alcohol levels.

He had gone away for a weekend’s fishing trip with some guys 
from work. They had started drinking in the car, and then 
camped on a beach and carried on drinking.

Charles’ daddy was last seen at about 3:30 in the morning 
when the last of the men went to bed, leaving him up by 
himself on the beach.

In the morning, he was missing.

It is thought that he had set off in a kayak to check the nets 
and never returned. He had been a competitive kayaker in his  
younger days.

“He didn’t know his limits. He would stand on the side of the 
rocks and not care about the tide coming in, or how high the 
water was. He was like that with fishing, drinking and working. 
He was a hard worker. Always trying to do some more work to 
pay our bills,” Charles’ mum says.

“But he would never drink and go fishing.”

She had wanted to come on the fishing trip. Not to cramp the 
men’s holiday – but to keep her husband safe.

“I know my husband. When it comes to drinking, he didn’t 
know when to stop. We would always go out together. It was 
up to me to say, ‘c’mon. It’s time to sleep now’. I feel like if I 
had been there, this wouldn’t have happened.”

In the evening before he died, Charles’ dad spoke to  
her on the phone.

“He sounded really happy, but drunk. He said ‘Hi darling, 
we’re having such a good time and we’re okay’. He said that 
he loved us.

“I was happy he was having a good time, but I know my 
husband, and I was worried that he would not stop.”

Since the accident, Charles’ mum has been struggling.

“I’m a complete mess.”

The pair came from different cultural backgrounds, and had 
flown in the face of both of their families to be together.  
They had lost three children in miscarriages before Charles 
was born.

At just 28, Charles’ mum is now a widow, and she and 
Charles are both heartbroken. Charles’ daddy was the 
breadwinner, the car driver, and the emotional strength  
in the family.

“He was someone that always wanted to live. I sometimes 
didn’t know what I was here for, but he always said ‘think 
positive, enjoy life’.”

Telling her story gives Charles’ mum the hope that something 
good can come out of the accident.

“Anything to help another life. Think before you go fishing. 
Look after your friends and be responsible. Don’t go out on 
the water alone. Never leave anyone by themselves. Always 
have lifejackets and wear them. Lay down the rules before you 
go away, so everyone knows you won’t be drinking and then 
going out fishing.

“Think about the people that get left behind. My poor son, 
there can only be one daddy for him.”

It is a gut-wrenching heartache for a young woman who 
thought she was being a supportive wife in agreeing to her 
husband heading away for a fun, boys’ weekend of fishing.

“I had to identify my husband’s badly bruised and cut body, 
and then tell my son that his daddy died.

“I miss my husband every second of every day.”

As though daddy were still here
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This compares with 2 commercial and 8 recreational fatalities for the same period in 2010.

11 Maritime fatalities 2011
From 1 January to 30 June 2011 there were 11 fatalities – 
2 in the commercial sector and 9 in the recreational sector.

News & updates

Boat Safety in New Zealand – MNZ’s key safety messages for recreational 

boaties are now available in easy to access bite-size chunks on YouTube.

The movie clips that make up the Safe Boating in New Zealand DVD form the basis for 

the clips, which are already proving a hit with boaties. Most popular so far are clips on 

navigation lights, rules of the road (on the water), VHF radio, rules around big ships, 

launching and retrieving your boat, and buoys and beacons.

There’s a wealth of safety information, which people can access from their computers, 

tablets and cellphones. People can dip into and out of it looking at the clips that are 

most relevant to them. Information is also available about each region, with some 

modules currently under construction. Wellington and Canterbury regional councils 

have already embedded it on their websites and there has been interest in the clips 

from around the world.

There are currently around 40 modules, but it’s evolving all the time. People can sign 

up as a subscriber or friend and receive alerts when anything new is added to the 

MNZ area of YouTube.

To visit, go to

 www.youtube.com/user/boatsafetyinnz

Hook up with boating 
safety on


