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It makes sense 
to ring-fenceto ring-fence
You can now keep old or legacy tickets for life by ring-fencing with 
Maritime NZ – and it’s free.
Ring-fencing keeps all your options open, including moving into SeaCert at a later date.

You must decide what to do – and tell us – or the tickets will expire. If you have any of 
the following tickets, ring-fence them now by going online: maritimenz.govt.nz/ringfence

Chief Tug Engineer

Commercial Launchmaster (CLM)

Engineer Local Motor Ship

Engineer Local Ship

Engineer Restricted Limits Motor Ship

First Class Coastal Motor Engineer

First Class Diesel Trawler Engineer

Inshore Fishing Skipper

Inshore Launchmaster (ILM)

Local Launch Operator (LLO)

Local Launchman’s License

Marine Engine Watchkeeper

Master of a Foreign Going Fishing Boat

Master of a Restricted Limit Launch

Master River Ship

Master River Ship 
(holding an engineering quali�cation)

Master Small Home Trade Ship

Master Home Trade Ship

Mate Home Trade

Mate of Deep Sea Fishing Boat

NZ Coastal Master (NZCM)

NZ Offshore Watchkeeper (NZOW) 
including NZOW with ILM endorsement

NZ Offshore Master (NZOM) without 
STCW-95 or unit standards endorsements

Powered Vessels other than Steam

Quali�ed Fishing Deck Hand (QFDH)

River Engineer

Second Class Coastal Motor Engineer

Second Class Diesel Trawler Engineer

Skipper of a Coastal Fishing Boat

Skipper of a Deep Sea Fishing Boat

Third Class Engineer

Third Class Steam Engineer

Third Class Steam and Motor Engineer

Ring-fence online at
maritimenz.govt.nz/ringfence
or phone 0508 669 734

MAR1148 Ring Fence Port News 1V.indd   1 2/11/16   3:13 PM



It makes sense 
to ring-fence
You can now keep old or legacy tickets for life by ring-fencing with 
Maritime NZ – and it’s free.
Ring-fencing keeps all your options open, including moving into SeaCert at a later date.

You must decide what to do – and tell us – or the tickets will expire. If you have any of 
the following tickets, ring-fence them now by going online: maritimenz.govt.nz/ringfence

Chief Tug Engineer

Commercial Launchmaster (CLM)

Engineer Local Motor Ship

Engineer Local Ship

Engineer Restricted Limits Motor Ship

First Class Coastal Motor Engineer

First Class Diesel Trawler Engineer

Inshore Fishing Skipper

Inshore Launchmaster (ILM)

Local Launch Operator (LLO)

Local Launchman’s License

Marine Engine Watchkeeper

Master of a Foreign Going Fishing Boat

Master of a Restricted Limit Launch

Master River Ship

Master River Ship 
(holding an engineering quali�cation)

Master Small Home Trade Ship

Master Home Trade Ship

Mate Home Trade

Mate of Deep Sea Fishing Boat

NZ Coastal Master (NZCM)

NZ Offshore Watchkeeper (NZOW) 
including NZOW with ILM endorsement

NZ Offshore Master (NZOM) without 
STCW-95 or unit standards endorsements

Powered Vessels other than Steam

Quali�ed Fishing Deck Hand (QFDH)

River Engineer

Second Class Coastal Motor Engineer

Second Class Diesel Trawler Engineer

Skipper of a Coastal Fishing Boat

Skipper of a Deep Sea Fishing Boat

Third Class Engineer

Third Class Steam Engineer

Third Class Steam and Motor Engineer

Ring-fence online at
maritimenz.govt.nz/ringfence
or phone 0508 669 734

MAR1148 Ring Fence Port News 1V.indd   1 2/11/16   3:13 PM

Fisherman dies when 
safety rope snaps 
The death of a crew member 
on a 63-metre fishing trawler 
could have been prevented 
if established procedures 
regarding rope replacement 
and other safety measures 
were followed by the captain 
and bosun.

A 27-year-old man died when a safety 

rope connected to a net full of tuna 

broke and snapped back, killing him 

instantly. 

The � shing company pleaded guilty to a charge 

laid by Maritime NZ under the Health and 

Safety in Employment Act 1992 of failing to 

take all practicable steps to ensure the safety 

of its employees while at work. The company 

was � ned $73,520 and ordered to pay $21,000 

in reparations to the deceased crew member’s 

family. 

The purse seine net involved in this incident 

was approximately two kilometres long and 200 

metres deep. 

The crew had been hauling in a load of tuna 

in the western Paci� c Ocean when the strop 

(loop) attached to one end of the net failed and 

the full weight of the net ended up on a safety 

rope. 

A crew member leapt over the side of the 

vessel into the ocean to attach another line to 

the net and, once he was back on deck, the 

captain made the order to resume winching the 

net in. The new line slipped, transferring more 

pressure on to the safety rope. 

A loud “pop” was heard when the 50mm 

double braided safety rope snapped. 

The line had previously broken about three 

weeks before, but instead of replacing the eye 

splice connecting it to the net, the bosun tied 

a bowline in the rope. This was contrary to the 

company’s documented safety procedures. 

Knots can reduce the breaking strain on a rope 

to below 50 percent. 

Fishing continued on that occasion with the 

knotted rope, even though it could easily have 

been replaced with a spare line ready for use in 

the bosun’s of� ce. 

Cover story

The deck of the � shing vessel where the safety rope snapped. Inset: The safety line that broke.
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When the safety rope broke the second time it 

parted at the bowline knot, indicating that the 

knot had weakened the rope. 

At the time of the fatal accident, the splice in 

the strop had slowly come undone. For a splice 

to come undone in such a manner, it indicates 

the splice was substandard. The judge noted 

at sentencing that incorrect splicing of the 

safety strop was among the immediate causes 

of the crew member’s death. The bosun had 

previously been dismissive towards a senior 

crew member who had questioned the quality 

of the splicing. 

Failure to replace the safety rope after it �rst 

broke was also ruled as a contributing factor, 

along with the captain’s order that the crew 

continue winching during the second incident, 

despite there being too much pressure on the 

knotted safety rope.

The company has since introduced a rope 

register, and issued safety notices to its whole 

�eet about the hazards of bowlines, snapbacks 

and breaking loads on ropes.

LOOKOUT! POINTS

  � This incident highlights what should be done 

to manage the risks when using nets and rope, 

in deep sea �shing.

  � Safety procedures on trawlers are 

documented for the captain and crew to follow 

for the safety of all on board. In this case, the 

captain and bosun failed to follow the agreed 

safety procedures. 

  � Fishing operations should have been halted 

when the safety strop failed, to allow a risk 

assessment to be completed. Winching should 

not have resumed until conditions were safe – 

even if this meant losing �sh from the net.

  � The reason for the breakage must be 

investigated, so improvements to the rigging 

can be made if necessary to prevent further 

equipment failure. 

  � A peer review system should be in 

place for work such as splicing strops. This 

would reduce the likelihood of substandard 

strops being prepared and used during 

�shing operations.

  � In this incident, the full weight of the haul 

went on to the knotted safety line when 

the strop parted. The safety line should 

not have been knotted when it broke three 

weeks previously.

  � Knots weaken the strength of the rope and 

can reduce the breaking strain by more than 50 

percent. This is one of the reasons safety ropes 

need to be replaced if they break. 

  � A rope register assists crew in following 

processes for rope and line maintenance.

  � Training needs to be undertaken for rope 

and line maintenance, along with daily or 

regular health and safety brie�ngs. 

  � A system to minimise the risks to crew 

in the snap-back zone should be part of a 

�shing vessel’s safety plan. The zones could 

be marked on the deck so that crew can avoid 

standing inside or close to these danger areas.

  � If the position of the winch used for the 

safety line was closer to the port side of 

the vessel it would reduce the size of the 

snap-back zone.

  � Emergency procedures need to be 

documented and reinforced by regular drills – 

including how to manage rigging failures.
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The derrick used in the 
purse-seining operation.
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When a lifting bridle broke, as 
a rescue boat was lowered 
from a ferry, efforts to repair 
it were hampered by further 
problems with an emergency 
stop button on the winch.

A crew member on the ship had to use 

a knife to activate the proximity switch 

and stop the winching during the 

repair. But the abrupt halt caused the rescue 

boat to tip 90 degrees with a crew member 

hanging on, while standing on the gunwale. 

The series of failures happened when the ferry 

master ordered a boat drill earlier this year. 

The starboard rescue boat was prepared and 

lowering began with no crew on board, as 

outlined in the ship’s SOLAS training manual. 

The drill is designed to check that the vessel, 

and the brake and lowering apparatus are all in 

order before anyone boards. 

At about three metres above the waterline one 

of the four nylon strops broke on the lifting 

bridle, and the transom and outboard engine 

ended up submerged in the sea with the bow 

facing aft. 

Crew lowered it further to allow the boat to 

� oat on an even keel. It was decided to lower 

the starboard lifeboat to transfer someone on 

board the rescue vessel to carry out a repair. 

Two crewmen on the lifeboat pulled the painter 

on the rescue boat, to bring the vessel closer 

so one could transfer onboard. 

He then started cutting away the snapped 

webbing to rig a replacement strop in the aft 

starboard position. The crew member called on 

the winch operator to raise the vessel slightly, 

to assist with the rigging. The electric winch is 

operated by a push button switch adjacent to 

the remote brake release handle. 

When the crew member on the ship took his 

� nger off the button it remained stuck in the 

‘on’ position, and could not be freed. The 

rescue boat continued to rise at a rate of 

18 metres a minute, with the man onboard 

hanging on to the bridle rings.

The switch could not be freed, so a knife was 

used to activate the inductive proximity switch. 

This caused a sudden stop, which unbalanced 

the boat further. It tilted nearly 90 degrees, with 

the cockpit facing inwards to the ship. 

The crew member stood on the gunwale and 

the boat was eventually raised the � nal two 

metres, so he could step out safely to a deck 

of the ship.

The operator has since put out a safety bulletin 

for webbing strops, bridles and straps to 

ensure they are frequently checked for sun 

exposure and other signs of wear and tear. 

The strops on both the port and starboard 

rescue boats have been changed to steel wire 

and chains, after it was found that the webbing 

bridle and sling showed extensive colour 

fading and wear and tear due to long term UV 

exposure. The bridle was three months short of 

the manufacturer’s � ve-year replacement date.

New emergency stop systems, in weather-

proof boxes, have also been added at the 

winch controls, for both rescue vessels. The 

motor hoist switch face was found to have 

corroded around the switch plate which caused 

the stop button to stick. 

UV exposure 
weakens web bridle

The rescue boat with replacement steel and chain strops – 
installed after the webbing bridle broke.
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Coroner calls for quick 
release leg-ropes
A quick-release leash for her 
stand-up paddleboard might 
have saved a teenager’s life 
after she got trapped under 
a moored yacht in a strong 
harbour current early last 
year. 

The Coroner’s Court heard that a 

15-year-old drowned when she was 

unable to release her leg-rope and free 

herself from her board, after falling off and being 

sucked under the vessel by the tide. 

The girl was in a group of seven that set 

out to cross a North Island harbour on 

�ve paddleboards one afternoon over the 

holiday period.

She was standing up paddling with her 

friend sitting on the same board. While the 

paddleboarder was not wearing a life jacket, 

an in�atable life belt was strapped around 

her waist.

At �rst the paddleboarder had not attached 

the leash from her board to her ankle. But she 

decided to put her ankle cuff on after falling 

in the wake from a passing boat. She did 

this while hanging on to her brother’s board, 

thinking it would be safer to keep her own 

board close due to the strength of the current. 

The Coroner observed that attaching her 

leg-rope – while normally a safe action to take – 

sadly contributed to the teen’s death. 

The girl lost her grip on her brother’s board and 

got dragged to the side of the yacht, before 

being pulled under its hull by the current. She 

ended up on one side of the yacht, with her 

board initially still on the other and the leash 

straining between the two. The teen surfaced 

brie�y but then got pulled back under. The girl’s 

friend managed to hold on to the yacht.

As members of her party attempted a rescue, 

the girl’s board popped up on the same side 

of the yacht as her – but the leash was now 

wrapped around the vessel’s keel. The strong 

current was pushing both the teenager and 

the board in the same direction. However, 

with the keel as an under-water obstruction 

the youngster was effectively trapped beneath 

the water.

A friend dived under the boat and tried to pull 

on the leg rope, but could not free it. He then 

climbed on to the boat, crossed the deck, 

and jumped off to be on the same side as the 

victim. He found the girl under the hull and was 

able to pull her head out of the water. But she 

was already unresponsive. 

LOOKOUT! POINTS

  � This incident shows the importance of 

regular maintenance checks for equipment and 

lifting gear – especially if it is exposed to salt, 

water and sunlight, and the effects of other 

harsh weather such as wind and rain.

  � After the incident the operator’s internal 

investigation included inspection of the webbing 

of the lifting bridle for signs of wear and tear - 

such as the colour of the sling, the texture and 

pliability, and the structural integrity. The colour 

had faded from purple to pale white, the sling 

was stiff and lacked pliability, and a slap test 

against a hard surface created a �ne �bre dust 

indicating severe UV degradation. 

  � An expert’s report also highlighted that salt 

absorption causes wear on webbing �bres.

  � Load testing of the three remaining bridle 

slings revealed they all broke at less than a third 

of the 7000kg weight they were designed to 

hold – despite still being three months within 

the manufacturer’s 5 year warranty period.

  � The standards of recommended servicing 

vary among manufacturers. Operators need 

to implement their own guidance for crew on 

when lifting bridles and other such equipment 

should be replaced, and how to inspect 

regularly for signs of deterioration.

  � The failure of the motor hoist switch was 

a secondary issue that left a crew member in 

a precarious position during an uncontrolled 

hoist. Progressive erosion affected the face 

plate causing the hoist switch to stick in the 

‘on’ position.

  � The switch should have been �tted with 

a protective rubber boot to shield it from the 

effects of weather and sea water – as had been 

done at some stage on the port side switch. 

  � Regular maintenance checks on all 

equipment should help detect such signs 

of corrosion.

The wear and tear on the webbing of the bridal 
revealed severe UV degradation.
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LOOKOUT! POINTS

  � Harbour currents can be very dangerous, 

and, when combined with unseen obstacles, 

conditions can get extremely hazardous.

  � The Coroner recommended a quick release 

leash for such fast-�owing waters – treating 

them the same as rivers.

  � The quick release system is attached at the 

waist with an easy-release pull toggle to undo it 

effortlessly in an emergency.

  � A quick-release strap at her waist may have 

been enough for this teenager to save her own 

life. She may have been able to free herself and 

swim out from underneath the yacht to safety.

  � New Zealand Stand-up Paddleboarding 

Incorporated (NZ SUP) recommends a quick 

release “white-water” leash for rivers, and other 

waters with strong currents.

  � Kayaking lifejackets often have this quick 

release system included as standard, and also 

offer effective buoyancy.

  � The Coroner also recommended that 

stand-up paddleboarders wear life jackets that 

are appropriate for their activity. 

  � An approved lifejacket that provides 

immediate �otation is likely to be more effective 

if a paddleboarder is in trouble, as there may 

not be suf�cient time to remove an in�atable 

device from its pocket, place it over the head, 

and in�ate it. 

  � Stand-up paddleboards are de�ned as 

paddlecraft under the Maritime Rules, and 

users have to wear or carry PFDs at all times, 

unless sur�ng. 

  � The Coroner says that while the in�atable 

waist-bag style of PFD may be convenient 

and allow for less restrictive movement 

while paddleboarding, the trade-off is that 

paddleboarders struggling in the water do not 

have immediate �oatation support.

  � However, he agrees with NZ SUP that 

the type of PFD or in�atable lifejacket used 

in this case was not material to the cause or 

circumstances of the fatality.

  � The Coroner did recommend that signage 

be erected by the regional council warning 

stand-up paddleboarders of the dangers of 

the harbour’s fast �owing current and unseen 

obstacles, especially around moored boats.

For more safety information go to:  

http://www.paddleboarding.co.nz/

He could not reach the ankle cuff to release 

her, so continued to hold her head up. Another 

paddleboarder arrived and was able to reach 

down and undo the Velcro cuff. Together they 

got the teenager on top of a board and then 

transferred her to a power boat, as other 

harbour users arrived, realising someone was 

in trouble.

Resuscitation attempts by surf life savers, 

ambulance of�cers and a local doctor failed to 

revive the teenager. 
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Reliance on a chart plotter 
leads to night crash
Spotlights and better local 
detail on the chart plotter 
of his new boat may have 
prevented a recreational 
boatie from crashing into 
a cliff face at the edge of 
a central North Island lake, 
while returning from night 
fishing with his girlfriend. 

The couple were trying to navigate in 

the dark by chart plotter, which was 

loaded only with “Base Maps”, when 

the skipper had some difficulty working out how 

to operate the unit. 

He had bought the 6.5m fishing boat a week 

earlier and had been running it in during day 

trips on the lake. The chart plotter came with 

the vessel.

When the man, 31, noticed it was taking a long 

time to get to the bay of the camp site they 

were staying in, the pair used head lamps to 

illuminate the shore, and realised they were in 

the wrong bay.

Frustrated by the delay after a long day on the 

lake, the skipper turned the boat around and 

noted the map of the lake on screen didn’t 

turn with the vessel. The chart plotter was in 

“heads-up display”, but because the base map 

didn’t turn he thought there was an issue with 

the unit. 

The man switched the chart plotter off and 

on again, and it appeared to work fine. He 

then decided to line the boat up on a previous 

plotted track, thinking it would be sensible 

to follow that back to a fishing spot they had 

come from near their camp.

They headed off at around 35 km/h on a 

previous track. At this stage the skipper was 

still trying to show his partner how the plotter 

worked. His preference was to have the 

plotter zoomed out, but she said it should be 

zoomed in.

The skipper was concentrating on his chart 

plotter when he heard his girlfriend suddenly 

scream a warning. Leaning forward to get 

a better sight of the danger, his body hit the 

The prow of this boat was stoved in, 
when it collided with a cliff face during a 
night-time fishing trip.
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LOOKOUT! POINTS

  � This skipper needed to have his full 

attention on the course he was taking and the 

surroundings. Other people on board should be 

positioned to keep lookout and raise the alarm 

earlier if need be.

  � It is important also to have tested and 

understood the capability and limitations of 

equipment, such as chart plotters, before using 

them at night.

  � Reliance on a chart plotter alone when 

motoring at night is not recommended. The 

standard, basic level maps on GPS chart 

plotters may not be suf�ciently re�ned to 

navigate by at night.

  � Boaties need to have accurate, up-to-date 

charts for the environment they are in. 

  � This skipper says he realises now that his 

chart plotter with the basic navigation package 

may have been suf�ciently adequate for 

coastal/inshore navigation, but it did not hold 

the same accurate and detailed information 

for inland lakes – which he didn’t realise at the 

time. 

  � He says the main lesson he learned is to be 

extremely cautious when boating at night: Do 

not rely on electronics, slow down, reduce the 

any cabin lighting to improve night vision, and 

use spotlights. 

  � While spotlights assist with night travel, they 

are best used when stopping to check location. 

Spotlights can limit your vision to the width of 

the beam if relying on them when motoring. 

  � A skipper should not travel at speed while 

relying on spotlights for lookout. Spotlights 

can also blind other boaties who may be in 

the area.

  � Boaties are advised to have multiple forms 

of communication close at hand, to enable 

emergency services to be alerted as quickly as 

possible – including a PLB or EPIRB distress 

beacon, �ares, and charged cellphones in 

waterproof bags – in addition to the maritime 

radio that was on board this vessel.

steering wheel when the vessel smashed into 

the cliff face just off the starboard bow. 

The force propelled his partner forward into 

the forward bulkhead, fracturing her kneecap. 

Her boyfriend’s head and right side of his face 

struck the window and pillar on the starboard 

side of the hard top, causing extensive 

lacerations and knocking him unconscious. 

He lost the sight in his right eye as a result of 

the accident.

There was no distress beacon aboard on which 

to raise the alarm and cell phone coverage is 

patchy at best on the lake. 

The couple were eventually able to call for 

help using the vessel’s VHF radio. Police 

were alerted, who arranged Coastguard and 

Ambulance crews to attend the scene. While 

alcohol was on board, there was no evidence of 

the skipper being inebriated. The skipper was a 

relatively experienced boatie who had operated 

his father’s vessel of a similar size, and had 

�shed that lake many times before. However 

he had not completed any Coastguard or other 

formal skipper’s courses.

Damage during the collision included a badly dented hull and bent steering wheel.
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LOOKOUT! POINTS

  � Most generators produce a lot of carbon 
monoxide (CO). CO is an odorless, invisible 
gas that can injure or kill very quickly.

  � It is vital to have a CO detector on any boat 
with a portable generator, or preferably two. 

  � Portable generators should only be used in 
places where there is plenty of ventilation, and 
should be monitored closely.

  � The skipper should not have put to 
sea knowing that the main generator 
was unserviceable, and without taking all 
practicable steps to ensure his alternative 
arrangement was safe and �t-for-purpose. 

  � In addition, the skipper did not provide any 
training or guidance in entering the enclosed 
space, where the unventilated engine had 
been running through-out the day. 

  � A trained diver himself, he said that if 
he smelt fumes when refueling he held his 
breath for the time it took carry out the task. 
This means the skipper was already putting 
himself at risk that an accident or delay during 
refueling would have resulted in him breathing 
in the poisonous air.

  � Before entering a dangerous enclosed 
or con�ned space, it should be assessed 
by a person with suf�cient knowledge and 
experience to ensure that the potential 
hazards of the space are identi�ed and 
managed. Only enter the space if the risks 
have been effectively managed.

  � Entry work should not be done alone. A 
person should be assigned on safety standby 
for each entry. The person on standby should 
have the right equipment to be able to raise an 
emergency alarm.

  � If things go wrong, generally crew mates 
and others are advised not to rush in to 
carry out a rescue by themselves – even if 
they see someone lying motionless in an 
enclosed space.

  � Unplanned rescues can end in tragedy for 
all concerned. In this case, the skipper realized 
the generator needed to be turned off. But 
he should have opened the hatch for air and 
got help to carry out the rescue. Otherwise he 
might also have succumbed to the toxic gases 
– which could have resulted in two fatalities. 

For more information about the hazards of 
enclosed and con�ned spaces check out: 
http://www.maritimenz.govt.nz/
commercial/safety/safety-updates/safety-
bulletins/issue-31-november-2015.asp

Unventilated 
generator  
almost proves fatal
A Super 15 rugby final 
almost ended in tragedy for 
a crew member aboard a 
fishing charter boat berthed 
at an island off the coast of 
New Zealand.

The vessel’s main generator was not 

operational due to heat-exchanger 

problems. As an interim measure, the 

suitcase-style back-up generator had been 

placed in the engine room for use during 

the overnight charter trip. To avoid crimping 

the power cable, the hatch down from the 

wheelhouse was propped slightly ajar with a 

hammer. 

The decision to use the engine room for the 

portable generator was prompted by the fact 

that two previous generators had suffered 

irreparable water damage when operating 

on deck. The skipper was also concerned 

that if the portable generator was outside the 

wheelhouse noise and fumes would affect the 

17 onboard for the trip.

The charter group motored across from the 

mainland and �shed at a bay on the island. 

They then tied up at the wharf and the whole 

party went ashore to a nearby hotel to watch 

the match, leaving only the skipper and a 

volunteer crew member aboard. 

The pair found time for a bit of vacuuming 

before the match, which added to the loading 

on the generator. When the match started, 

the crew member was sent below to add 

fuel – to keep the generator going for the length 

of the game.

After a try was scored, the skipper called 

out to the crew member to let him know. 

Shortly afterwards he looked down into the 

engine room and saw the man lying next to 

the generator.

The skipper went down, turned off the 

generator, and found the crewman unconscious 

but breathing, with some foam around his 

mouth. The fuel container lid had been 

screwed back on, and the container returned 

to its storage position, but the fuel cap on the 

generator had not been replaced. 

The skipper tried to lift the unconscious man up 

through the hatch but could not manage it. He 

started to feel dizzy himself. So he climbed out 

of the engine room and ran to a nearby boat for 

help. With the help of eight other men, they got 

the crewman up onto the foredeck.

Both skippers involved dialed 111 and the 

�re brigade arrived with oxygen. The crew 

member was taken ashore for treatment and 

subsequently �own by helicopter to hospital.

He was diagnosed with acid poisoning and 

carbon monoxide poisoning – with a highly 

elevated HbCO (carboxyhaemoglobin) level of 

9 percent. The man discharged himself from 

hospital the next day and reported back to the 

vessel. However, he suffered headaches and 

fatigue for some time after the incident.

The skipper failed to report the incident 

immediately, as required by law. Instead he 

continued the charter trip, and booked ahead 

to have the main generator �xed on their 

return to the mainland. Since the incident, the 

back-up generator is now kept on deck again, 

sited so as to minimise the effects of sea and 

rainwater. 

The hammer that was used to prop 
the hatch open – which failed to 
provide suf�cient ventilation.
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In�atable dinghies and no lifejackets 
common factors in drownings
Two men without lifejackets 
have drowned in separate 
incidents involving inflatable 
dinghies. 

One man’s in�atable �ipped in strong 

winds while he was setting crab 

pots off a Northland beach, while the 

other could not swim back against the tide to 

his dinghy, which was anchored in a harbour 

mouth north of Auckland. 

Aged in his 20s, the swimmer was wearing 

track pants and a leather jacket when he 

lowered himself into the sea around 11am, 

to retrieve an oar that had gone overboard. 

Having experience in rivers in central Russia, 

where he grew up, the man considered himself 

a reasonable swimmer. But he was not familiar 

with the sea and the �ood tide had carried the 

oar some way from the vessel. 

Abandoning his attempts to fetch the oar, 

the man tried to return to the dinghy he had 

bought just a few days before. A friend who 

had remained aboard could see that he was 

struggling against the tide and held out the 

other oar to pull him in. But the swimmer was 

unable to reach the oar and an attempt to 

throw him the anchor line also failed. A diver 

on the shore witnessed the incident and tried 

to swim out to assist, but could not get to the 

�ailing man.

His friend aboard the in�atable was also 

unfamiliar with sea conditions and was 

panicking. He phoned a family member of the 

swimmer and Police were alerted. Helicopter 

crews and lifeguards joined the search but the 

swimmer was last seen drifting further away 

from the dinghy. He was heard to say “now I will 

drown” before disappearing below the surface. 

In the crab-�shing incident, a man’s wife and 

children watched in shock from the beach as 

he struggled to swim to safety, against wind 

and current, after his in�atable dinghy capsized 

a kilometre off shore.

In his 30s, the man was visiting Northland from 

Auckland. The light in�atable was borrowed 

from a friend and he was wearing a short-

legged wetsuit bought the day before. The 

lifejacket he purchased at the same time was 

left on the shore. 

The man had paddled out to set crab pots but 

a strong wind blowing off-shore pushed his light 

boat out to sea. A passer-by stopped to help 

the distressed family and called emergency 

services. 

Crews from the local Surf Lifesaving Club joined 

the search and retrieved the two-metre dinghy. 

The green “Commando” in�atable appeared to 

be designed as a toy for a pool or lake, not the 

open sea. 

The man’s drowning was the third tragedy 

involving crab �shers in the area in a short 

period. An extensive search failed to locate him 

and his body was found on the beach some 

days later by a member of the public. 

LOOKOUT! POINTS

  � Both these men are much more 

likely to have survived if they had been 

wearing lifejackets.

  � New Zealand coastal waters can be 

dangerous. Visitors and New Zealand residents 

from other countries need to understand local 

conditions before they take to the water. This 

includes harbour and coastal currents, wind 

patterns and strengths.

  � All recreational boaties and �shermen 

must plan ahead. They need to understand 

the environment they are heading into, 

know the limits of their abilities, and not take 

unnecessary risks.

  � Off-shore winds, tides, and sea currents can 

be very dangerous in any part of the country.

  � It’s important to have a vessel that is �t-for-

purpose. Light in�atable dinghies are easily 

�ipped in medium to strong winds, and are 

designed only for calm, in-shore boating. 

  � Boaties must ensure their vessels are 

seaworthy, and check the weather before they 

go out.

  � Always carry two means of emergency 

communication that are kept dry, and make 

sure everybody on board wears their lifejackets 

when heading away from the shore. 

Light in�atables like these are easily blown out to sea.
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LOOKOUT! POINTS

  � This incident provides a reminder to 

operators about how important it is to 

ensure service providers are diligent when 

carrying out repairs.

  � The failure of one already damaged 

stud was enough to cause a �re in the 

engine room, which fortunately was 

spotted early by a crew member while it 

was still easy to extinguish.

  � The operator has since speci�ed that 

new studs must be used for such repairs 

and servicing.

  � The need for an evacuation meant the 

vessel’s Maritime Operator Safety System 

(MOSS) plan was tested in a real-life 

situation. The incident proved to be a 

good example of the bene�ts of having 

detailed safety procedures, and ensuring 

crews practice rescue drills.

  � Passengers onboard felt con�dent 

due to the crew’s rapid and 

professional response.

Fracture sparks 
engine room �re
A fracture in a stud, re-used 
during the reconditioning of a 
fuel pump, was the cause of 
an engine room fire onboard 
a passenger ferry carrying 
73 passengers and four crew 
earlier this year.

The crew activated emergency 

procedures and all aboard were 

transferred to a sister vessel and 

other boats from rescue services that arrived 

promptly on scene. 

The incident unfolded when a crew member 

noticed on a CCTV monitor at the helm that 

there was a small �re near the port engine. 

He organised for all crew to assemble in the 

wheelhouse to activate the evacuation plan, 

and made a Mayday call over VHF radio.

The crew shut down the engine room, including 

the emergency fuel and air ‘shut offs’, and 

used the �re smothering system – which 

extinguished the �ames. 

Passengers were informed there had been a 

�re on board and it was under control. Within 

minutes a sister vessel arrived and crew swiftly 

organised the transfer of all clients onboard. 

Fire Service personnel entered the engine room 

and advised crew that it was safe for them 

to open vents and assess damage. When a 

tug arrived, the vessel was towed back to 

the mainland.

The operator went on to conduct a thorough 

internal investigation, and discovered that 

a fracture in a stud, onto which a nut is 

screwed, meant the reused part failed to apply 

enough clamping pressure to the fuel injector 

delivery valve.

The pump had been reconditioned 7,847 

hours before the incident and was not due to 

be reconditioned again until 12,000 hours. The 

reuse of the damaged stud resulted in a second 

fracture, and eventually the part sheared off.

The operator has since directed to the service 

agent that only new studs are used when 

rebuilding fuel pumps. 

The fuel pump stud that fractured. Inside the passenger vessel, which was swiftly evacuated.
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