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No repeat accidents – ever! 
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causes of accidents and incidents with a view to avoiding similar occurrences in the future, 

rather than to ascribe blame to any person.” 

Transport Accident Investigation Commission Act 1990, s4 Purpose  

 

The Transport Accident Investigation Commission is an independent Crown entity and 

standing commission of inquiry. We investigate selected maritime, aviation and rail accidents 

and incidents that occur in New Zealand or involve New Zealand-registered aircraft or 
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Our investigations are for the purpose of avoiding similar accidents and incidents in the 

future. We determine and analyse contributing factors, explain circumstances and causes, 

identify safety issues, and make recommendations to improve safety. Our findings cannot be 

used to pursue criminal, civil, or regulatory action. 

At the end of every inquiry, we share all relevant knowledge in a final report. We use our 
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nationally and internationally. 
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Notes about Commission reports 

Kōrero tāpiri ki ngā pūrongo o te Kōmihana 

Citations and referencing 

The citations section of this report lists public documents. Documents unavailable to the 

public (that is, not discoverable under the Official Information Act 1982) are referenced in 

footnotes. Information derived from interviews during the Commission’s inquiry into the 

occurrence is used without attribution.  

Photographs, diagrams, pictures 

The Commission owns the photographs, diagrams and pictures in this report unless 

otherwise specified. 

Verbal probability expressions 

For clarity, the Commission uses standardised terminology where possible.  

One example of this standardisation is the terminology used to describe the degree of 

probability (or likelihood) that an event happened, or a condition existed in support of a 

hypothesis. The Commission has adopted this terminology from the Intergovernmental Panel 

on Climate Change and Australian Transport Safety Bureau models. The Commission chose 

these models because of their simplicity, usability, and international use. The Commission 

considers these models reflect its functions. These functions include making findings and 

issuing recommendations based on a wide range of evidence, whether or not that evidence 

would be admissible in a court of law. 

 

Terminology Likelihood  Equivalent terms 

Virtually certain > 99% probability of occurrence Almost certain 

Very likely > 90% probability Highly likely, very probable 

Likely > 66% probability Probable 

About as likely as not 33% to 66% probability More or less likely 

Unlikely < 33% probability Improbable 

Very unlikely < 10% probability Highly unlikely 

Exceptionally unlikely < 1% probability  
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Figure 1: Charter fishing vessel i-Catcher 

(Credit: Fish Kaikoura 2011 Ltd) 
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Figure 2: Location of accident 

(Credit: Land Information New Zealand) 
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1 Executive summary 

Tuhinga whakarāpopoto 

What happened 

1.1. The i-Catcher was an 8-metre (m) aluminium pontoon boat1 operated by Fish 

Kaikoura 2011 Limited (Fish Kaikoura) out of South Bay in Kaikōura, New Zealand. The 

vessel was primarily engaged for charter fishing, with occasional sightseeing tours 

around the coastal waters of Kaikōura. 

1.2. At approximately 0800 on Saturday 10 September 2022, the i-Catcher departed South 

Bay, Kaikōura with 11 people onboard, comprising 10 passengers and the skipper. 

1.3. The passengers were members of the Nature Photography Society of New Zealand 

and had chartered the vessel for a three-hour passage to photograph pelagic2 birds. 

1.4. At approximately 1005, the i-Catcher was off the coast of Goose Bay heading towards 

Rileys Lookout on its return to South Bay, when the vessel’s occupants felt a sudden 

impact from underneath the hull and the i-Catcher rapidly capsized to starboard.  

1.5. Five passengers and the skipper managed to climb on top of the upturned hull, while 

the other five passengers remained in an air pocket underneath the vessel.  

1.6. The skipper placed an emergency 111 call using a passenger’s mobile device, alerting 

New Zealand Police (Police) to the accident, and initiating a search and rescue 

operation. 

1.7. Six of the eleven people survived the accident. The survivors were retrieved from on 

top of the upturned hull by responding vessels. The Police National Dive Squad later 

recovered the bodies of the remaining five passengers from underneath the upturned 

hull.  

1.8. The deceased were found wearing inflated lifejackets within an air pocket that was 

heavily contaminated with petrol. 

Why it happened 

1.9. It is virtually certain the i-Catcher struck a whale that had surfaced underneath the 

hull, causing the rapid capsize to starboard. 

1.10. All five deceased passengers were found within the air pocket under the upturned 

hull wearing inflated lifejackets, hindering their ability to escape. Four of the 

lifejackets were manually activated, while one was automatically activated. 

1.11. It is virtually certain that defects in the vessel’s fuel system allowed fuel to leak into 

the air pocket of the upturned vessel reducing the survivability of the accident. 

What we can learn 

1.12. Because of the suddenness of the capsize, the vessel occupants were unable to 

retrieve the Emergency Position Indicating Radio Beacon (EPIRB) to alert authorities 

 
1 A rigid-hulled collared vessel that has alloy buoyancy chambers around the periphery of the hull 
2 Of, relating to, or living or occurring in the open sea 



 

Final Report MO-2022-206 | Page 2 

to their emergency. The EPIRB remained secured in its bracket underneath the 

upturned hull. There is a significant safety benefit for vessels equipped with EPIRBs 

that are manually released and activated to carry a reliable secondary form of 

communication suitable for the location and conditions such as a Personal Locator 

Beacon. This practice greatly improves the likelihood of alerting authorities to an 

emergency should a sudden event occur. 

1.13. It is important for vessel owners and operators to be familiar with the state of fuel 

systems onboard their vessels through regular inspections for deficiencies, ensuring 

the safety of the vessel and its occupants. 

1.14. Lifejackets are a critical lifesaving appliance. On the day of the accident, the vessel 

occupants were well equipped, wearing inflatable lifejackets suitable for the vessel’s 

operation. The circumstances of this accident highlight the importance for people to 

understand how to safely deflate and remove an inflatable lifejacket while in the 

water should they need to do so in an emergency.  

1.15. Pre-departure safety briefings should include doffing3 procedures as part of lifejacket 

operational instruction so that vessel occupants are well informed should a sudden 

emergency occur. 

1.16. Inflatable lifejackets rely on the successful operation of an inflation mechanism to 

make them buoyant. It is important that inflatable lifejackets are regularly inspected 

and maintained to ensure they work as designed when needed. 

1.17. There were challenges in coordinating the search and rescue operation resulting in 

delays and elevating risk to those responding. The Commission considers it unlikely 

that the delays contributed to the overall outcome of this accident, given the toxic 

environment within the air pocket of the upturned hull. Nevertheless, valuable lessons 

can be learned from this response to better prepare for a search and rescue response 

for similar accidents in the future. 

Who may benefit 

1.18. All mariners, maritime regulatory agencies, industry stakeholders, recreational 

boaters, lifejacket manufacturers and their consumers, and agencies and operators 

involved in search and rescue operations. 

 
3 Removing from the body 
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2 Factual information 

Pārongo pono 

Narrative 

2.1. On 10 September 2022, the Photography Society of New Zealand had chartered the 

i-Catcher to conduct a three-hour passage to photograph pelagic4 birds. Between 

0730 and 0745, ten members of the Photography Society boarded the vessel in South 

Bay.  

2.2. The skipper provided inflatable lifejackets to nine of the ten passengers to wear while 

underway. One passenger had brought their own inflatable lifejacket to wear while 

onboard. 

2.3. The skipper assisted the passengers with fitting their lifejackets and conducted a 

safety briefing instructing passengers on how to inflate their lifejackets in the event of 

an emergency.  

2.4. At approximately 0800, i-Catcher departed South Bay and headed southeast along 

the southern coast of the Kaikōura Peninsula stopping at Atia Point to photograph 

wildlife (see Figure 3). Around 0827, the vessel continued south toward Kaikōura 

Canyon.  

2.5. After reaching Kaikōura Canyon at approximately 0842, the skipper reduced speed 

and baited the water to attract birds while the passengers took photographs. At 

about 0924 the vessel proceeded west towards Oaro. 

2.6. By 0937 the i-Catcher was north of Spyglass Point. The skipper had altered course to 

the north and soon after noticed two humpback whales. The skipper stopped the 

vessel and turned the boat around so that passengers on either side of the boat 

could photograph the whales in the distance.5 

2.7. The two whales continued in an easterly direction out to sea, and the skipper 

continued in a northerly direction along the coast towards Rileys Lookout at a speed 

of approximately 10 knots (kt) or less.  

 
4 of, relating to, or living or occurring in the open sea 
5 Because of the size of the aft deck, passengers were generally restricted to five people per side. 
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Figure 3: Vessel track 

2.8. At approximately 1005, the i-Catcher was off the coast of Goose Bay in a water depth 

of about 30 m and clear of any charted obstructions (see Figure 3). A passenger 

located near the port quarter6 of the vessel was looking over the port side towards 

the Goose Bay shoreline. They noticed the water colour beneath the boat quickly 

changing from turquoise, darkening to black. They were certain that they had sighted 

a whale, and it appeared to have come from below and slightly behind the i-Catcher. 

2.9. The survivors described feeling and hearing a significant thump from underneath the 

port pontoon7, the port side rapidly lifted, and the vessel capsized.  

2.10. During the sequence of the capsize, two passengers who had been standing on the 

port side of the aft deck were ejected from the vessel. The skipper, who was seated at 

the helm, had landed on their head on the overhead of the cabin, injuring their neck. 

One passenger broke their shoulder blade, while others received moderate to minor 

injuries. 

2.11. Eight passengers and the skipper were initially underneath the upturned hull. Two 

passengers swam out straightaway from underneath the vessel without inflating their 

lifejackets; the skipper took two attempts to swim out (see Figure 4).  

2.12. At this time five people, including the skipper, were on the surface of the water, clear 

of the vessel. The six remaining passengers had surfaced underneath the upturned 

hull, in an air pocket that extended the entire length of the vessel. 

2.13. While in the air pocket a passenger (referred to as the ‘observing passenger’ in 

Figure 4) who was positioned close to the stern looking forward, observed three 

other passengers within the air pocket. Two passengers were located on either side of 

 
6 The aft quadrant of the port side of the vessel 
7 Alloy buoyancy chamber around the periphery of the hull 
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the vessel, facing away from the observing passenger while the third passenger was 

located amidships8, looking directly at the observing passenger. None of these 

passengers had their lifejackets inflated at that time.  

 

 

Figure 4: Approximate location of occupants immediately after i-catcher capsized 

2.14. The observing passenger attempted to verbally instruct and signal to the passenger 

facing them, to swim out, but the passenger did not respond. Sensing that “the air 

did not feel good”,9 the observing passenger swam out from under the vessel, joining 

the other five people on the surface. 

2.15. At about the same time, one of the passengers who had been ejected from the vessel 

inflated their lifejacket and helped the other ejected passenger, who was clinging to a 

lifebuoy, swim approximately 20 m back to the upturned hull. 

2.16. The skipper climbed onto the slippery upturned hull, injuring their knee and assisted 

the five passengers up onto the hull and out of the water. One passenger attempted 

to call emergency services using their mobile phone but did not have enough signal 

for the call to be connected. The skipper then successfully called 111 using another 

passenger’s mobile phone. 

Search and rescue 

2.17. At 1011, the skipper’s 111 call was received by an operator from the Initial Call 

Answering Point (ICAP). In accordance with standard operating procedures, the ICAP 

operator asked the skipper what emergency service was required: fire; ambulance; or 

Police. The skipper replied, “you tell me, we’re capsized and were off the coast of Goose 

Bay Kaikōura.” The ICAP operator then attempted to transfer the call to the Police. 

 
8 In the middle of a vessel, either longitudinally or laterally 
9 Description given by passenger during interview with TAIC investigators 
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2.18. While waiting for the call to transfer, the skipper repeated their emergency to the 

ICAP operator. The ICAP operator reiterated to the skipper to stay on the line while 

they wait to be connected to Police. 

2.19. At 1012, the skipper was transferred to a Police communicator. The skipper informed 

the Police communicator that the vessel had capsized after being hit by a whale and 

that there was a total of 11 people onboard. Six were atop the upturned hull, while 

five people were unaccounted for, likely underneath the boat. The skipper advised 

that they were about 1 km off the coast of Goose Bay.  

2.20. Information provided by the skipper was recorded by the Police communicator and 

accessed by the Police Southern Emergency Communication Centre (emergency 

comms centre) to enable them to dispatch responding assets. 

2.21. By 1016 the emergency comms centre had notified a local Police Constable in 

Kaikōura of the event. The local Police Constable was engaged in another Police 

matter and was not available to respond to the i-Catcher event. There were no other 

Police officers on duty in Kaikōura at the time. 

2.22. As there were no other Police officers on duty, the emergency comms centre 

attempted to contact the local Police Sergeant at approximately 1019, without 

success as they were off duty. The emergency comms centre then sent a request to 

Rescue Coordination Centre New Zealand (RCCNZ) to broadcast a mayday relay10 

over very high frequency (VHF) radio channel 1611.  

2.23. By 1021, the emergency comms centre had successfully contacted the off-duty local 

Police Sergeant and the on-call Police search and rescue (SAR) member based in 

Blenheim. The emergency comms centre had also tasked two winch-capable 

helicopters to respond, one from Christchurch and one from Wellington.  

2.24. The local Police Sergeant returned to their home to get the necessary equipment 

before heading to the Coastguard Tautiaki Moana (Coastguard) base in South Bay. 

The on-call Police SAR member began preparations for a search and rescue operation 

(SAROP) by confirming appropriate assets had been deployed and contacting 

relevant parties. 

2.25. During this time the emergency comms centre was unable to contact Coastguard 

Kaikōura. The emergency comms centre had paged the unit on three occasions while 

attempting to contact the local Coastguard skippers via their mobile phones. 

2.26. Meanwhile the skipper had knocked on the hull attempting to communicate with any 

passengers that might be underneath. In response, knocking from underneath the 

upturned hull was heard by the skipper and passengers atop the hull. The skipper 

then yelled that help was on the way, while remaining on the line with the Police 

communicator. By 1022 the knocking from underneath the hull had stopped, and the 

skipper then told the Police communicator to send divers urgently. 

2.27. At 1024, Maritime New Zealand’s (MNZ’s) Maritime Operations Centre12 issued a 

mayday relay on VHF radio channel 16. The mayday relay was answered by a nearby 

recreational vessel, who advised that they would head to Goose Bay to assist. By this 

 
10 An urgent distress message broadcast on behalf of a vessel in distress 
11 Channel 16 is the international distress and calling channel for VHF 
12 RCCNZ requested MOC to issue mayday relays 
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time, the emergency comms centre had tasked a third winch-capable helicopter to 

respond, based in Christchurch. 

2.28. Attempting to contact the local Coastguard, the emergency comms centre contacted 

a Police Constable who was a member of Coastguard Kaikōura. The Police Constable 

also served as the local Police SAR member for Kaikōura and was on leave 

approximately 1.5 hours away. The Police Constable sent an alert to Coastguard 

members using Facebook messenger and then began to drive back to Kaikōura to 

assist. 

2.29. Between 1030 and 1035, a Coastguard member dialled 111 and contacted the 

emergency comms centre, acknowledging receipt of the notification and confirmed 

that they were responding.  

2.30. Paramedics were directed to establish a triage area to receive patients on the shore at 

Goose Bay. 

2.31. Meanwhile the skipper made two additional requests for the Police communicator to 

send divers urgently.  

2.32. At approximately 1035, the local Police Sergeant arrived at the Coastguard base in 

South Bay at the same time as the Coastguard vessel was departing for the accident 

scene. 

2.33. Soon after 1040, the recreational vessel arrived at the accident scene and began 

retrieving the five passengers from atop the upturned hull. The skipper of i-Catcher 

elected to stay behind to look out for the remaining passengers.  

2.34. At 1044 the skipper of the recreational vessel called maritime radio13 and advised that 

five people were still trapped under the hull. They also confirmed that they would 

head back to South Bay to offload passengers for medical assistance.  

2.35. By 1047, the skipper of i-Catcher had considered diving underneath the vessel to try 

and assist the passengers and advised the Police communicator of their intention and 

asked if divers were coming. The Police communicator responded that the 

Coastguard was on its way, and mistakenly provided the skipper with incorrect 

information, informing them that the Coastguard vessel was equipped with dive gear 

and that the two winch-capable helicopters would be able to lift the boat14.  

2.36. At 1048 the recreational vessel departed the accident scene and headed towards 

South Bay. Noticing the paramedics on the Goose Bay shoreline, the skipper of i-

Catcher advised the 111 communicator that they would need to go to South Bay to 

offload survivors as the established triage area was inaccessible by boat because of 

the rocky shoreline. 

2.37. At about 1050, a local private helicopter flew over the i-Catcher and conducted a 

visual assessment as directed by the local Police Sergeant. The helicopter crew 

photographed the scene while the skipper signalled to them that people were 

underneath the hull. This information was communicated back to the local Police 

Sergeant confirming the nature of the emergency. The helicopter was not equipped 

with a winch, limiting its ability to assist with a water rescue. At about this time the 

skipper ended the 111 call. 

 
13 Maritime Operations Centre monitors VHF channel 16 for distress, safety and calling 24 hours per day. 
14 Coastguard does not have diving capability and air ambulances are not capable of hoisting a vessel out of the 

water 



 

Final Report MO-2022-206 | Page 8 

2.38. Shortly after, Coastguard arrived on scene and recovered the skipper from the vessel. 

The skipper informed Coastguard that people were trapped underneath the upturned 

hull. One of the Coastguard crewmembers, an experienced free diver, got into the 

water to attempt to look through the windows of the vessel for signs of life but was 

unable to see anyone inside. The skipper was later brought ashore by another 

commercial vessel that responded. 

2.39. At approximately 1056, it was identified by the local Police Sergeant that paramedics 

had not arrived at South Bay to treat incoming passengers as they were still 

positioned at Goose Bay. The emergency comms centre then tasked Fire and 

Emergency New Zealand (Fire and Emergency NZ) to deploy to South Bay to fulfil this 

duty. When the passengers arrived at South Bay they were met by Fire and 

Emergency NZ and taken to hospital for assessment. 

2.40. At about 1110, a charter boat skipper contacted the local Police Sergeant and 

suggested they source divers. The Police Sergeant contacted a local recreational diver 

to request assistance. The Police Sergeant explained that two divers would need to 

conduct a search of the vessel from outside the perimeter of the hull. The diver 

agreed to assist and requested to be picked up by helicopter from their house. The 

Police Sergeant then arranged for the local helicopter to depart the accident scene to 

retrieve the diver. 

2.41. At 1113, the Blenheim-based on-call Police SAR member confirmed with RCCNZ that 

the search would be classified as Category 115, and therefore an extended SAROP 

would be coordinated by Police. By 1119, the emergency comms centre contacted 

the Police National Dive Squad (Police dive squad) for assistance. 

2.42. From 1113 to 1120 three winch-capable helicopters had arrived on scene, two from 

Christchurch and one from Wellington. The helicopter crews were unaware that 

passengers were under the hull. Two helicopters searched the surrounding area for 

potential survivors, while the third was grounded on standby. 

2.43. At approximately 1130, the local helicopter returned to the scene with the 

recreational diver. The diver remained clear of the vessel swimming around the 

perimeter beneath the water’s surface. The diver identified two deceased passengers 

underneath the upturned hull, but was unable to see any others, leaving three 

passengers missing. With this information, Police advised that no further diving on 

the vessel would take place until the Police dive squad arrived. 

2.44. By 1135, the Police dive squad began assembling at their base in Seaview 

(Wellington) preparing for an urgent deployment. A helicopter based in Palmerston 

North was tasked with transporting the Police dive squad to Kaikōura, as the 

Wellington-based helicopter had already been deployed to the scene. By 1200, the 

Police dive squad was ready to deploy and made enquiries regarding the estimated 

time of arrival (ETA) of the helicopter. 

2.45. Meanwhile in Kaikōura, helicopters and vessels of opportunity16 continued to search 

the area for the three missing passengers. By about 1206, the Blenheim-based on-call 

Police SAR member asked the emergency comms centre to request drift mapping 

from RCCNZ to assist with the coordination of helicopters and vessels for an 

 
15 The classification of SAROPs in New Zealand is discussed from paragraph 2.78 onwards 
16 Nearby commercial and recreational vessels used to assist with a response 
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extended search. At approximately 1225, the local Kaikōura Police SAR member 

arrived at the Coastguard base in South Bay to assist the Police Sergeant. 

2.46. At 1311, the Palmerston North-based Helicopter retrieved the Police dive squad from 

their base in Seaview (Wellington) and arrived in Kaikōura at approximately 1405. 

Immediately upon arrival, the Police dive squad held a briefing with the local 

recreational diver before proceeding out to the scene by boat. 

2.47. Soon after, two additional Police from Blenheim17 arrived at the Coastguard base in 

South Bay, where they were updated by the local Police Sergeant.  

2.48. By 1539, the Police dive squad had located and recovered all five of the deceased 

passengers from under the upturned hull. All deceased passengers were found 

wearing inflated Type 40118 lifejackets. The deceased were transferred onboard a 

vessel of opportunity and returned to South Bay. 

2.49. See Figure 5 for a summary of the key event timeline for the search and rescue 

response and Figure 6 for the origin of the search and rescue resources that 

deployed. 

 

 
17 An on-call Police SAR member and the Police Acting Response Manager 
18 Designed to keep the wearer in a face up position while in the water 
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Figure 5: Search and rescue key event timeline 
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Figure 6: Origin of search and rescue assets that responded 

Salvage 

2.50. Shortly after all deceased passengers had been recovered, Coastguard Kaikōura, with 

the assistance of the Police dive squad, successfully righted the vessel by 

parbuckling19. Coastguard proceeded to tow i-Catcher to South Bay, where the vessel 

was loaded onto its trailer and hauled out of the water. 

2.51. Local rūnanga20 members attended the vessel carrying the deceased, and conducted 

a karakia21, blessing those who had died, and those who were involved in the rescue 

and recovery effort. The i-Catcher was then towed to a secure facility where it was 

held for post-accident examination.  

 
19 The righting of a capsized vessel using rotational leverage 
20 Te Rūnanga o Kaikōura is the tribal council for the hapu of Ngāti Kuri 
21 A Māori incantation or prayer used to invoke spiritual guidance and protection 
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Meteorological information 

2.52. The weather conditions on the day were calm with overcast skies and occasional 

drizzle. Hourly recorded weather observations for the Kaikōura area measured wind 

speeds as light and variable between the hours of 0800 and 1000, increasing to  

5–10 kt from the northeast as the day progressed. 

2.53. Sea state models provided by the Meteorological Service of New Zealand Limited, Te 

Ratonga Tirorangi (Metservice) indicated that at 1000 on the day, the average wave 

height was approximately 0.8 m with a period of 13.3 seconds (s) from the south. The 

air temperature was 9.4°C and the sea temperature was 10°C (see Figure 7). 

 

Figure 7: Photo taken by passenger showing calm weather conditions before the accident 

Vessel information 

2.54. The i-Catcher was a Kiwi Kraft 820 HT 8-metre aluminium pontoon boat,22 built in 

2003 by Kiwi Engineering & Marine Limited as a recreational vessel. The vessel was 

approved as CPC compliant23 at the time of manufacture.  

2.55. In 2009, the vessel’s original owner began leasing i-Catcher to Fish Kaikoura Limited, 

who applied to have the vessel brought into survey for commercial use as a charter 

fishing boat. In 2011, Fish Kaikoura Limited was sold to its current owner and 

rebranded as Fish Kaikoura 2011 Limited (Fish Kaikoura). After several months of 

operation, Fish Kaikoura purchased the i-Catcher from its original owner. 

2.56. The i-Catcher was surveyed by an MNZ Recognised Surveyor24 to carry up to ten 

passengers and two crew. The vessel was surveyed to operate within the restricted 

inshore limits25 of Kaikōura and for daylight operations conducting charter fishing and 

 
22 A rigid-hulled collared vessel that has alloy buoyancy chambers around the periphery of the hull 
23 Compliance Plate Certification – A voluntary standard and certification regime initiated and administered by 

the New Zealand boat-building industry 
24 a person whose qualifications or certifications as a surveyor have been recognised by the Director of MNZ in 

accordance with section 41(2) of the Maritime Transport Act 1994. 
25 Inshore limit encompasses ‘water closely adjacent to sheltered waters’ 
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sightseeing trips. The vessel was powered by twin 115 horsepower (hp) Yamaha 

outboard engines. 

 

Hull examination 

2.57.  During its initial examination of the vessel, the Commission identified a significant 

smooth indentation underneath the port pontoon, measuring approximately 2.47 m 

in length. The depth of the indentation was greatest in the forward portion measuring 

8 cm deep, tapering in depth further aft (see Figure 8).  

 

Figure 8: Indentation under port pontoon 

Vessel fuel system 

2.58. Fish Kaikoura informed the Commission that no modifications had been made to the 

i-Catcher’s fuel system since they purchased the vessel. 

2.59. The fuel system on i-Catcher was made up of the following main components26in the 

stern of the vessel (see Figure 9 and Figure 10): 

• 190 litre fixed centreline fuel tank located under the deck plate (fuel tank) 

• main fuel fill hose for refuelling the vessel (fill hose), which connected the fuel fill 

cap27 and fuel tank 

• the fuel-tank venting arrangement comprising three components: a primary vent 

hose; a secondary vent hose that branched off the primary vent hose; and an alloy 

vent tube attached to the secondary vent hose, which passed up through the deck 

of the vessel 

• two fuel-delivery hoses, each leading to a fuel filter and one of the two outboard 

engines (fuel-delivery hose). 

 

 
26 All main components of the fuel system were examined and tested by Commission investigators for potential 

leaks 
27 A self-venting petrol cap located on top of the transom where fuel is added  
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Figure 9: Overview of stern in 2016 

(Credit: Able Ships Ltd) 

 

Figure 10: The i-Catcher's fuel system components (after accident) 

2.60. Initial inspection of the fuel system revealed a hole measuring approximately 12 mm 

x 6 mm in the alloy vent tube used as a secondary fuel vent (see Figure 11). The alloy 

vent tube was situated above the battery cluster switch located within the interior of 

the stern of the vessel (see Figure 12). 
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Figure 11: Hole in alloy vent tube (batteries removed for access after accident) 

 

Figure 12: Location of alloy vent (after accident) 

2.61. Identification of the hole in the alloy vent tube required a thorough examination of 

the venting arrangement. The alloy tube was partially restricted from view by a 

battery box and surrounding wiring (see Figure 13). The hole was a potential path for 

fuel to escape when filling the fuel tank or if the vessel overturned. It was also close 

to the battery leads and contact points, which presented a significant fire or explosion 

hazard. 

Alloy vent tube 
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Figure 13: 2021 survey photo demonstrating restricted view of alloy vent tube with batteries in 

place. 

(Credit: Able Ships Limited) 

2.62. The alloy vent tube terminated inside an alloy towing frame on the transom just 

forward of the swim platform (see Figure 14 and Figure 15). A pressure test of the 

alloy frame revealed that it was closed off from the atmosphere, preventing fuel 

vapours from venting to open air and rendering it ineffective as a fuel-tank vent. 

Alloy vent tube 
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Figure 14: Alloy vent tube joining towing frame 

(Photo taken during initial TAIC inspection after accident, with batteries in place) 

 

 

  

Figure 15: Alloy towing frame on stern 

2.63. The vessel’s fuel-delivery hoses ran from the fuel tank through two holes in a cover 

plate (see Figure 16) 
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Figure 16: Disassembly of fuel system for TAIC inspection 

2.64. To enable inspection of the fuel tank and its connections, investigators removed the 

cover plate and the deck plate and partially disassembled the fuel system. Upon 

disassembly, investigators found the primary vent hose was not secured with a hose 

clamp, a critical component to ensure a secure connection to the fuel tank (see 

Figure 17).  

2.65. A sealant had been applied around the plating where the fuel and vent hoses 

connected to the fuel tank. It was observed that a portion of the sealant had broken 

away, leaving a section of the primary vent hose connection exposed. The fuel tank 

and its fuel hoses were pressure-tested by Commission investigators, which revealed 

a leak from the base of the primary vent hose.  

 

Figure 17: Primary vent hose connection to fuel tank (underneath the deck plate) 
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Tests and research 

Deoxyribonucleic acid (DNA) analysis 

2.66. Scientists from the University of Auckland’s Molecular Ecology and Biological 

Anthropology labs were engaged by the Commission to conduct an analysis of 

environmental DNA samples collected by Police from i-Catcher’s hull to assist with 

determining whether the vessel struck a whale.  

2.67. The DNA analysis identified three main sources28 of environmental DNA, including 

humpback whale, with 100% certainty. 

Metallurgical testing 

2.68. The Commission engaged Quest Integrity NZL Limited to conduct a visual assessment 

and further testing of the i-Catcher’s fuel system to assist with determining the cause 

of the hole found in the alloy vent tube and identify other potential leaks in the fuel 

system. 

Previous Commission investigations 

2.69. MO-2022-201: On 20 March 2022, the charter fishing vessel Enchanter capsized off 

North Cape, New Zealand with eight passengers and two crew onboard. An extensive 

SAROP took place over two days resulting in five passengers being rescued, and five 

recovered deceased. The Commission made recommendations to the Ministry of 

Transport to address limitations in New Zealand’s search and rescue capability. The 

Commission also recommended MNZ ensure adequate systems are in place for 

effective technical guidance for marine surveyors and monitoring of marine surveyor 

performance. 

2.70. MO-2016-206: On 26 November 2016, the charter fishing vessel Francie was struck by 

a large breaking wave while crossing the Kaipara Harbour bar and sank. Eight of the 

eleven people onboard died; only three people were wearing lifejackets at the time of 

the capsize. The Commission made a recommendation to MNZ to review lifejacket 

requirements to ensure lifejackets are of an appropriate type for the operation and to 

implement requirements for crotch straps to be fitted to lifejackets on commercial 

vessels operating in exposed waters. 

2.71. MO-2012-201: On 14 March 2012, the fishing vessel Easy Rider was transiting the 

Foveaux Strait when it was engulfed by a large wave, capsized, and later sank. 

Onboard were three crew and six passengers; only one crewmember survived. The 

Commission made recommendations to MNZ to develop a centralised database for 

the storage and maintenance of important vessel documents, and to educate the 

public that not all lifejackets sold meet the requirements of the Maritime Rules and 

the importance of having an appropriately sized lifejacket for an individual’s size. 

Domestic survey system 

2.72. Commercial vessels were required to comply with MNZ’s Maritime Rules. Compliance 

with the rules was assessed through periodic surveys conducted on vessels by 

qualified Recognised Surveyors.  

 
28 The other two main DNA sources were pig and cattle, which are often found in DNA analysis as they are 

common animals, and their DNA is easily transmitted through air and water 
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2.73. Originally vessel surveys were conducted and managed by Ministry of Transport 

surveyors. This later changed with the implementation of Safe Ship Management 

(SSM) in 1998. Under the SSM system, SSM companies (third parties) supervised the 

safety of vessels under the requirements of Maritime Rules Part 21. SSM companies 

were responsible for ensuring vessels were compliant with the rules by conducting 

surveys, as well as ensuring operators were maintaining safe operational plans. 

2.74. The Commission considered the SSM system in its investigation into the capsize of 

the fishing vessel Easy Rider in 2012. It was found that important historical vessel 

documentation, such as stability information, were lost because of inadequate 

record-keeping practices in the SSM system. 

2.75. In 2014, MNZ introduced the Maritime Operator Safety System (MOSS) as a new 

regulatory system to replace SSM. By 2019, MOSS was fully implemented by most 

domestic operators.  

2.76. Before a vessel enters commercial service, a design approval and initial survey were 

required. A Certificate of Survey was then issued by a Recognised Surveyor, which 

was valid for a period five years.  

2.77. The vessel was then subject to periodic surveys by Recognised Surveyor’s in 

accordance with the survey performance requirements.29 This included an 

intermediate survey (between two and three years) and a renewal survey (between 

four and five years) for renewal of the operator’s Certificate of Survey. 

2.78. Upon completion of a survey, the Recognised Surveyor submitted a survey report to 

the vessel owner and to MNZ by uploading the document into Navigator.30 The 

survey report was a formal record demonstrating the state of the vessel at the time of 

survey. The survey report listed any deficiencies and the corrective actions taken by 

the vessel owner to address them.  

2.79. In addition, a MNZ Maritime Officer (MO) conducted an operational audit to assess 

whether an operator’s Maritime Transport Operator Plan (MTOP) was compliant with 

the Maritime Rules. If satisfied the MTOP was compliant, the Director of MNZ granted 

a Maritime Transport Operator Certificate (MTOC), which was valid for ten years. 

New Zealand search and rescue system 

2.80. New Zealand was responsible for one of the largest search and rescue (SAR) regions) 

in the world,31 covering over 30 million square kilometres (see Figure 18). 

 
29 Specific requirements for conducting a survey set out by MNZ Maritime Rule Part 44 
30 Database maintained by MNZ since 2010, which can be referenced by other surveyors for vessel survey 

history 
31 Fulfilling its obligations under the International Convention on Maritime Search and Rescue 
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Figure 18: New Zealand’s search and rescue region 

(Source: NZSAR Council) 

2.81. The coordination of SAROPs for the region was divided into two categories, Category 

I and Category II. Category I SAROPs were coordinated at a local level by Police, 

covering searches within New Zealand on land, inland waterways and maritime 

operations up to 12 nautical miles (nm) offshore. Category II SAROPs were 

coordinated at a national level by the Rescue Coordination Centre New Zealand 

(RCCNZ). These operations typically involve missing aircraft, aircraft in distress and 

offshore maritime operations within New Zealand’s SAR region. 

2.82. Police and RCCNZ (the SAR coordinators) could task different types of resources and 

assets provided by various agencies and private operators. These include helicopters, 

fixed-wing aircraft, vessels, land vehicles and people. Most SAR personnel are 

volunteers.32 

Category I SAROPs  

2.83. The Police was divided into 12 Districts around the country (see Figure 19), each 

District comprising multiple areas with suburban and subsidiary stations managed by 

District Headquarters.  

2.84. Category I SAROPs were managed by the local Police Districts, which maintained the 

required capability to coordinate and support SAROPs.  

 
32 According to the NZSAR Annual Report 2023, the sector consisted of 11,091 personnel, of which 89% were 

volunteers. 
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2.85. Police National Headquarters provided direction and guidance on the strategic and 

operational principals for Category I SAROPs and the relationships with SAR partner 

agencies. 

 

Figure 19: New Zealand Police Districts 

2.86. Kaikōura lies in the southeastern corner of the Marlborough Police region, which was 

one of the three regions within the Tasman District (see Figure 20); the other regions 

within Tasman District being Nelson Bays and the West Coast. Kaikōura had a Police 

station and was supported by Police in Blenheim when needed. 33 

 
33 Police in Blenheim provided additional resources and capability 
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Figure 20: Tasman District Police areas 

2.87. Each Police region had a SAR Squad with specially trained Police officers (SAR 

members). SAR members were on a rotational on-call roster to provide 24/7 

assistance with the coordination of SAROPs within their region. The SAR member role 

was typically a secondary role that Police officers took on in addition to their primary 

policing role. Marlborough SAR members on the on-call roster were based in 

Blenheim and responded to SAROPs throughout the region. 

2.88. In addition, in remote Police stations within the Marlborough region a local Police 

SAR member was assigned; they were not on the on-call roster but assisted with 

SAROPs in their assigned location when available. 

Emergency 111 calls 

2.89. New Zealand’s emergency 111 calling system was a two-stage public service 

answering point (PSAP) system, in which emergency calls were initially triaged by an 

ICAP (Initial Call Answering Point) operated by Spark New Zealand. ICAP operators 

answered all 111 calls asking the caller which emergency service they required: fire; 

ambulance; or Police. The ICAP operator then transferred the call to the requested 

emergency service (see Figure 21).  
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Figure 21: ICAP 111 call flowchart 

2.90. Each emergency service operated its own emergency service answering point (ESAP) 

via emergency comms centres. Police had emergency comms centres in Auckland, 

Wellington and Christchurch.  

2.91. Police emergency comms centres received emergency 111 calls transferred from the 

ICAP. The transferred 111 calls were received by the next available Police 

communicator (communicator). The communicator referred to the Master Standard 

Operating Procedures (MSOP) to collect information from the caller to understand 

the circumstances of the emergency.  

2.92. Police Dispatchers took the information gathered by communicators and dispatched 

the appropriate resources and assets to the emergency under the guidance of the 

MSOP. 

2.93. In a Category I SAROP, the emergency comms centre would manage the initial 

response by dispatching Police personnel including SAR members and SAR assets. 

The emergency comms centre would maintain incident control and coordinate assets 

until it was satisfied that an appropriate Police presence was on site and in a position 

to effectively take command of the response. 

SAR Assets 

Helicopters 

2.94. SAR coordinators could task a variety of helicopters for SAROPs, from the 

New Zealand Defence Force, Police, air ambulances and other civilian operators.  

2.95. Hato Hone St John Air Desk (Air Desk) was responsible for dispatching and 

monitoring the availability of air ambulances around the country for urgent medical 

operations. SAR Coordinators could task air ambulances for the purposes of a SAROP 

by making a request through the Air Desk. The Air Desk would advise the SAR 

coordinator of the nearest available assets and notify the chosen air ambulance 

operator of the event. 

2.96. The helicopters tasked by the emergency comms centre to respond to the i-Catcher 

accident were air ambulance helicopters operated by Garden City Helicopters 

(Christchurch) and Life Flight (Wellington). The helicopter tasked by the local Police 

Sergeant was a local commercial helicopter. 
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Vessels 

2.97. Coastguard was a volunteer-based charity comprised of 63 units serving communities 

around the country. Coastguard operated 59 vessels of varying size and type, with the 

average size being 9.5 m in length.  

2.98. Police were equipped with two purpose-built response vessels to support a variety of 

Police work, including SAROPs and Police dive squad support. The vessels were 

crewed by Police trained in maritime operations located in Auckland and Wellington. 

2.99. The RCCNZ maintained a nationwide database of all SAR assets and their capabilities, 

which was used to assist with tasking assets for SAROPs throughout the country. 

Police National Dive Squad 

2.100. The Police dive squad was a group of highly trained Police divers based in 

Wellington. At the time of the accident, the Police dive squad comprised 5 full-time 

Police officers and an additional 16 Police officers who served the Police dive squad 

in a secondary role to their normal policing duties. 

2.101. The Police dive squad were specifically trained to provide the following services: 

• search and recovery of missing persons in the water 

• evidential searches underwater 

• underwater photography and video 

• in-water safety support for water-borne policing operations.  

2.102. The Police dive squad also trained with the RNZAF No. 3 Squadron as rescue 

swimmers to support the squadron’s wet-winching capability for maritime SAROPs. 

2.103. Police dive squad maintained 24/7 readiness by having members on call at any given 

time. 
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3 Analysis 

Tātaritanga 

Introduction 

3.1. The i-Catcher’s hull was well constructed and in a good state of repair. There was no 

evidence of any mechanical failure that could have contributed to the capsize. 

3.2. The weather conditions on the day were calm, with overcast skies and occasional 

drizzle. 

3.3. It is virtually certain the i-Catcher suffered a sudden capsize as a result of coming 

into contact with a whale that had surfaced under the port side of the vessel. The 

accident was survived by the skipper and five of the ten passengers. 

3.4. The following section analyses the circumstances surrounding the event to identify 

those factors that increased the likelihood of the event occurring or increased the 

severity of its outcome. It also examines any safety issues that have the potential to 

adversely affect future operations.  

3.5. Other non-contributory safety issues that have the potential to adversely affect future 

operations are also discussed. 

Cause of capsize 

3.6. Immediately before the accident, the passengers were evenly distributed throughout 

the vessel, having minimal impact on vessel stability (see Figure 22). The skipper was 

seated at the helm on the starboard side of the wheelhouse. 

3.7. Passengers were generally limited to five people each side because of the size of the 

vessel. When wildlife was sighted nearby, the skipper would turn the vessel 180° 

allowing for both port and starboard side passengers to view and photograph the 

wildlife.  

3.8. All five surviving passengers were located on the aft deck on the port and starboard 

sides. Survivors recalled that all the deceased passengers were located under the 

shelter of the wheelhouse before the capsize. 
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Figure 22: Likely position of passengers immediately before capsize 

3.9. The indentation underneath the vessel’s port pontoon was smooth and of significant 

size (see Figure 23), indicating that it was caused by a soft but dense material rather 

than a hard object. Contact with hard objects usually result in significant abrasions, 

definitive markings, transfer of material and possible holing in the hull.  

 

Figure 23: Indentation under port pontoon 

3.10. While humpback whale DNA was found on the vessel, it is possible that this resulted 

from the vessel being near a humpback whale rather than coming into direct contact 

with one. However, given the passenger's account of seeing a whale under the boat, 

the nature of the dent under the port pontoon, the DNA results and the absence of 

any other factor that might have caused the boat to capsize, the Commission 

considers that it is virtually certain the vessel capsized as a result of coming into 

contact with a whale that had surfaced under the port side of the vessel. 
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3.11. The skipper maintained a lookout while operating the vessel. However, they were 

unable to see the whale approaching from below and did not have an opportunity to 

take avoiding action. During interviews with Commission investigators, the skipper 

demonstrated sound knowledge of guidance published by the Department of 

Conservation (DOC) that informs boaters on how to safely operate around whales 

(see Appendix 1). All available evidence indicated that the skipper was operating 

appropriately, in accordance with the DOC guidance. 

Fuel system deficiencies 

3.12. The type of aluminium used for the alloy vent tube was a marine-grade aluminium 

that develops a natural passive layer when exposed to the atmosphere. This passive 

layer protects the underlying material from the environment and corrosion.  

3.13. The presence of corrosion would indicate that the passive layer was damaged or 

removed. Metallurgical testing carried out by Quest Integrity, on behalf of the 

Commission, identified that:  

the most likely cause of the hole was an accelerated external corrosion that 

occurred locally in-service, before the capsize. The accelerated corrosion was 

likely because of crevice corrosion conditions caused by contact of the 

electrical cables with the pipe and/or accumulation of debris. 34 

3.14. The corroded hole was located at a low point in the system, which would allow water 

and dirt to run and collect (see Figure 24). When the alloy tube was removed from the 

system it was evident that there was further abrasion and corrosion where the battery 

leads had been in contact with the alloy tube (see Figure 25). With time it can be 

expected that these areas would also develop into holes. 

 

Figure 24: Low point of alloy vent tube  

(Credit: Quest Integrity) 

 

 
34 Crevice corrosion is the attack of metal surfaces by a stagnant solution in a crevice. 
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Figure 25: Abrasion from battery lead 

3.15. The i-Catcher’s battery selector switch was replaced in 2019. The original battery 

selector switch was mounted directly to the knee of the transom (see Figure 26). 

When the new battery selector switch was installed, an insulator pad was added to 

absorb vibrations between the knee and the switch. This would have changed where 

the battery leads contacted the alloy tube.  

3.16. At the time the battery selector switch was replaced, the alloy vent tube may have 

been subject to abrasion and the hole may not yet have formed. With the 

aluminium’s natural passive layer damaged or removed by the battery leads, it would 

just be a matter of time before a hole developed. 

3.17. It is likely that before the battery selector switch was replaced, the battery leads had 

been in contact with the alloy vent tube contributing to the corrosion that later 

developed into a hole. 

3.18. The Commission found that the hole in the alloy vent tube was very likely a result of 

crevice corrosion over time, because of one or a combination of the following factors: 

• mechanical abrasion from electrical cables 

• the collection of dirt/salt in the immediate area 

• saltwater evaporation from the localised area. 

Abrasion from battery lead 
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Figure 26: Original battery selector switch arrangement (2016) 

3.19. The skipper typically filled the fuel tank to about 90% but occasionally would 

completely fill the tank if back-to-back trips were booked. The skipper recalled 

occasionally noticing a few small droplets of fuel appearing on the battery selector 

switch when accidentally overfilling the tank. The skipper estimated that this issue 

was first noticed about 1 year before the accident.  

3.20. The skipper told Commission investigators, that they were concerned about petrol 

being in close vicinity to the battery cluster switch and raised the issue with their 

mechanic. However, the source of the issue was not identified before the accident. 

Taking into consideration the initial slow degradation period of crevice corrosion, it is 

possible that when this issue was raised the alloy vent tube may have only corroded 

enough for a pinhole to develop, which could easily be missed. This along with the 

difficulty in accessing the vent tube may have been limiting factors during an 

inspection. 

3.21. The vessel’s self-venting35 fuel cap was located on top of the transom along the 

centreline. Considering its design, it is possible for fuel to escape a self-vented cap 

when inverted.  

3.22. For the cap to seal, it requires that the surge plug is depressed, and the O-ring 

completes a seal with the edge of the filler pipe (see Figure 27). When inverted, head 

pressure from the fuel will apply a downward force on the surge plug and fuel cap, 

which may break the seal.  

 
35 Fuel cap with an integrated breather: the vented cap allows for air to come into the tank as fuel is consumed 

and levels drop, as well as allowing for air to escape via a surge plug 
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Figure 27: Fuel cap components 

 

 

Figure 28: Photo on left: i-Catcher capsized, Photo on right: Fuel cap secured 

(Credit: Police National Dive Squad) 

3.23. When an inverted cap is submerged in sea water, the sea water applies an upward 

force to the surface area on the outside of the cap, countering the force applied by 

the fuel. The i-Catcher’s fuel cap was mounted on the transom, which remained 

submerged with the vessel capsized in relatively calm conditions. Inspection of the 

vessel by the Police dive squad immediately following the accident found that the 

fuel cap was secured (see Figure 28).  
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3.24. Commission investigators tested the seal of the fuel cap’s O-ring by conducting a 

chalk test. The chalk test revealed that when the cap was closed, the O-ring contacted 

the entire edge of the filler pipe (see Figure 27). 

3.25. If the fuel cap had leaked, a significant petrol sheen would have been visible outside 

the hull by the outboard motors and swim platform. Survivors who were sitting on 

the upturned hull for nearly forty minutes while awaiting rescue, reported seeing very 

little fuel in the water. Therefore, it is unlikely that the fuel cap contributed to the fuel 

leak. 

Survivability 

3.26. The survivability of the accident was significantly reduced because of a combination 

of the following factors:  

• exposure/inhalation of petrol fumes 

• confinement in a toxic space 

• time immersed in the 10°C water. 

3.27. It is virtually certain that flaws found in the vessel’s fuel system allowed fuel to leak 

into the air pocket of the upturned vessel reducing the survivability of the accident. 

3.28. Evidence reviewed by the Commission’s medical consultant identified that all 

deceased passengers showed symptoms of petrol exposure, consistent with 

inhalation and absorption of petrol fumes. 

3.29. The presence of petrol in a confined space significantly reduces survivability, as petrol 

attacks the cardiac and central nervous systems. At low concentration levels people 

can experience the smell and irritation of the eyes and upper respiratory tract. Higher 

exposure levels above 8000 mg/m3/h can rapidly lead to confusion, loss of 

consciousness and sudden death.36 

3.30. In the absence of petrol, a 3.67 m3 air pocket may provide enough breathable air to 

sustain life for five average adults for approximately three to five hours depending on 

the respiratory rate of the occupants. Considering the water temperature of 10°C, the 

survival time would likely be reduced to approximately three hours before 

succumbing to hypothermia.37 

3.31. On the day of the accident, it is known that the knocking from underneath the hull 

stopped approximately 17 minutes after the capsize. The volume of the air pocket 

was approximately 3.67 m3, extending the entire length of the hull. As little as 0.14 

litres of petrol in a controlled confined space of 3.67 m3 for 17 minutes can result in 

exposure levels of 8000 mg/m3/h and its associated symptoms.38  

3.32. The effects from exposure to petrol in a confined space are significant. Therefore, it is 

important for all vessel owners to regularly ensure their fuel systems are sound.  

 
36 Reese, E. and Kimbrough, R. D. (1993). Acute Toxicity of Gasoline and Some Additives. Environmental Health 

Perspectives Supplements 101 (Suppl. 6), pp115–131 
37 The volume of the air pocket is approximate and there are variables relating to the individual occupants that 

bring an element of uncertainty to any survival calculation 
38 Calculations are based on a controlled environment, which would differ from a dynamic environment. They 

should be considered as approximate as there are many variables to consider and/or are otherwise unknown  
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Survey System 

Safety issue 1: Maritime New Zealand’s survey system does not adequately assure the integrity 

and safety of fuel systems. There are no requirements to inspect fuel systems in their entirety, 

nor regularly. This increases the potential for undetected deficiencies to exist in fuel systems, 

which can lead to catastrophic consequences. 

3.33. The i-Catcher entered commercial service in 2009 and was registered as a passenger 

vessel restricted to carry a maximum of 12 people onboard, operating within 

specified restricted limits. Under this classification the vessel was required to comply 

with MNZ’s Maritime Rules, including Part 40A Design, Construction and Equipment – 

Non-SOLAS Passenger Ships. Compliance with Part 40A was assessed through 

surveys39 conducted periodically by MNZ Recognised Surveyors. 40 

3.34. At the time of the accident, Maritime Rule 40A.32(4) provided that: 

(4) The machinery, fuel tank or tanks, and associated piping systems 

and fittings must be— 

(a) of a design and construction adequate for the service for which 

they are intended; and 

(b) so installed and protected as to reduce to a minimum the danger 

to persons from moving parts, hot surfaces and other hazards during 

normal movement about the ship. 

3.35. Although Maritime Rule 40A provided some information regarding adequate 

standards for fuel-system components, what constituted ‘adequate’ was largely left to 

the discretion of the surveyor. This allowed surveyors flexibility when surveying 

various vessel designs but was open to an inconsistent application of the Maritime 

Rules with respect to quality assurance of safety critical components such as fuel 

systems. 

3.36. With the implementation of MOSS, MNZ issued surveyor performance requirements 

for Recognised Surveyors to adhere to. While these requirements provided additional 

guidance on the items to be surveyed, they did not include inspecting fuel systems. 

The Maritime Rules also did not prescribe that the entire fuel system be inspected.  

3.37. The fuel system is safety critical because a failure in that system can have serious 

consequences such as fire, explosion, inhalation of toxic fumes and environmental 

harm. For this reason, it is important that fuel systems are regularly monitored and 

periodically tested to ensure they are safe and fit for purpose. 

3.38. Surveyors create and/or update survey plans after every survey to ensure critical 

systems are inspected at scheduled intervals. These survey plans are then submitted 

to MNZ with the survey report. 

3.39. Fish Kaikoura engaged three different SSM companies throughout i-Catcher’s 

commercial history.  

3.40. Each surveyor issued a survey plan identifying a specific year to remove the vessel’s 

fuel tank for inspection and pressure testing (see Table 1). However, the 

 
39 Maritime Rules Part 44 Surveyor Responsibilities and Survey, Certification, and Maintenance for Ships in 

Maritime Transport Operations (see Appendix 2) 
40 A surveyor who holds a certificate of surveyor recognition issued by MNZ, which is conditional on the 

Director being satisfied that the person is competent and has appropriate technical qualifications and 
experience 
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recommended year of inspection from previous survey plans was not carried through 

to the next survey.  

 

Table 1: i-Catcher’s fuel tank survey plan 

 

3.41. In 2016, Fish Kaikoura changed its Safe Ship Management company to Able Ships 

Limited (Able Ships) and a renewal survey was conducted. This survey report recorded 

that the deck plating was last lifted in 2014 by a mechanic to replace wiring for the 

fuel tank sender unit,41 exposing the fuel tank. During its investigation, the 

Commission was able to determine that the deck plating was lifted in 2011, not 2014. 

3.42. A mechanic lifting the deck plating to service the fuel tank sender unit would have 

exposed the top surface of the fuel tank. However, the Commission does not consider 

this would equate to an inspection of the fuel system as conducted by a Recognised 

Surveyor. 

3.43. The surveyor from Able Ships created a survey plan recommending that the fuel tank 

should be removed, inspected and tested during its next renewal survey in 2021. This 

period was based on the understanding that the deck plate was lifted in 2014. 

3.44. In December 2021, a surveyor from Able Ships conducted a renewal survey but did 

not remove or inspect the fuel tank. Neither did they provide a recommended date 

for future removal and inspection of the fuel tank. At the time of the accident the fuel 

tank had not been removed or inspected in 13 years. 

3.45. All i-Catcher’s survey reports provided minimal description of the vessel’s fuel system 

and did not include details of any inspection of the fuel system below the deck plate 

(see Figure 29). Similarly, the survey reports did not identify that the secondary fuel 

tank vent was ineffective.  

 
41 Component used to gauge level of fuel in fuel tank 

Years of service SSM Company Scheduled inspection of fuel tank 

2009–2012 Survey Nelson Limited 2016 

2013–2016 Maritime Management Services 2017 – every 4 years 

2016–2022 Able Ships Limited 2021 
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Figure 29: Example of survey report fuel system description for i-Catcher 

 

3.46. Fuel systems on smaller vessels can be difficult to access and, like the i-Catcher, may 

require disassembly or destructive measures to gain access. Without specific 

regulatory requirements to survey the entire fuel system, Recognised Surveyors rely 

upon their judgement in determining the extent of inspection. This decision may be 

based on an overall visual appraisal of the vessel that may not accurately reflect the 

condition of hidden components. At the time of the accident there was little guidance 

for Recognised Surveyors as to how often, and to what extent, a fuel system should 

be inspected and/or tested. 

MNZ oversight and monitoring 

Safety Issue 2: The level of regulatory oversight and monitoring of the survey system is not 

sufficient to give Maritime New Zealand confidence that the survey system is ensuring the 

safety of the vessel and its occupants. 

3.47. During the Commission’s investigation, issues were identified in the i-Catcher’s design 

approval, initial survey and subsequent periodic surveys. 

3.48. The i-Catcher’s initial survey was conducted by Survey Nelson Limited (Survey Nelson) 

in February 2009. Initial surveys are intended to be a thorough survey to ensure a 

vessel is fit for purpose in accordance with the Maritime Rules and that it meets the 

requirements set out in the design approval letter. The Survey Nelson survey 

documents were templates with handwritten notes, which were either difficult to read 

or completely illegible. 

3.49. The design approval required the vessel to meet an extensive list of requirements. 

There were ten requirements specifically relating to the fuel system and the  

i-Catcher’s complied with only two of these. When this is the case, the Recognised 

Surveyor must provide documented reasoning as to why the vessel does not need to 
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meet the requirement. No such reasoning to explain why the vessel did not comply 

with the other eight requirements was included in the vessel’s files. 

3.50. Given the number of design approval requirements that were not met by the i-

Catcher’s fuel system and the absence of supporting documentation as to why the 

requirements were not met, it is very unlikely that the fuel system was thoroughly 

examined during the initial survey. 

3.51. Over the i-Catcher’s 13 years in commercial service, periodic surveys were conducted 

to ensure that the vessel remained fit for purpose and met the requirements of the 

Maritime Rules.  

3.52. The Commission’s review of the two most recent survey reports (in 2019 and 2021) 

identified that significant portions of both reports contained information repeated 

verbatim from the 2016 survey report. 

3.53. The Commission’s review of the 2019 and 2021 survey reports relating to the fuel 

system and lifejackets identified that the information in both reports was not accurate 

and did not represent the state of the vessel’s fuel system or lifejackets.  

3.54. For example, the 2019 and 2021 reports repeated incorrect information from the 

2016 survey report as to when the deck plating was last lifted to inspect the fuel tank. 

They also repeated information that did not accurately reflect the age or in-service 

date of the vessel’s inflatable lifejackets. 

3.55. The overall responsibility for ensuring that a vessel is fit for purpose lies with the 

vessel’s operator. The operator is most familiar with the vessel and its operation. 

While it may be reasonable for operators to have some reliance on the technical 

expertise of Recognised Surveyors, operators should proactively engage with 

Recognised Surveyors to ensure that their vessel’s survey plans are followed and 

review survey reports to ensure they accurately reflect the state of the vessel. 

3.56. As the regulator, MNZ was responsible for monitoring the performance of 

Recognised Surveyors to ensure the standard of the domestic fleet is upheld, and the 

safety of a vessel and its occupants are maintained. Monitoring currently occurs 

through: 

• renewal of surveyor recognition 

• MOSS audits by Maritime Officers (MOs) 

• reactive investigation. 

3.57. MNZ required survey reports to be uploaded into Navigator within ten days of 

conducting a survey. MNZ informed the Commission that once uploaded, resource 

limitations restricted proactive review of survey reports for quality assurance. MNZ 

relied on the expertise and experience of the Recognised Surveyors to provide 

accurate reports. 

3.58. Given the large number and variety of vessels that an individual Recognised Surveyor 

may assess over the course of a year, a degree of variance both within and across 

survey reports should reasonably be expected.  

3.59. To become a Recognised Surveyor, the applicant must pass a written examination 

and gather enough experience under the supervision of a Recognised Surveyor. A 
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Certificate of Surveyor Recognition is valid for five years, after which they must 

reapply.42  

3.60. An application for renewal included: 

• an updated CV 

• list of relevant vessels surveyed in the last 12 months 

• five survey reports conducted in the last 12 months 

• an approved survey plan. 

3.61. MNZ then reviewed the documentation provided, along with any further 

documentation requested and, if it was considered satisfactory, the surveyor’s 

recognition was renewed. The review checks for quality and consistency within the 

documentation provided but did not include an inspection to confirm that the 

contents of the report accurately recorded the condition of the vessel.  

3.62. Further, there was no requirement for Recognised Surveyors to maintain and develop 

their knowledge of the rules and best practices.  

3.63. MNZ MOs could review survey reports when conducting MOSS audits. Surveys and 

MOSS audits had different purposes. A MOSS audit was a high-level operational audit 

that helped ensure appropriate procedures and policies were in place for a specific 

operator that may have operated several vessels. Surveys are a technical inspection of 

a vessel conducted by Recognised Surveyors to ensure the vessel is fit for purpose 

and meets the requirements set out in the Maritime Rules.  

3.64. The frequency of MOSS audits was determined by the operator’s risk rating. In 2018, 

Fish Kaikoura was identified as being a low-risk operation and therefore the next 

scheduled in-person audit was not required for 43 months.  

3.65. As the frequency of MOSS audits are reduced, MOs have fewer opportunities to 

review survey reports for specific vessels. Oversight is further reduced when auditing 

a multi-vessel operation, as MOs may review reports from one vessel as a sample 

rather than from the entire fleet. While MOs were trained to conduct MOSS audits, 

they may not all have the appropriate expertise required to identify certain technical 

issues in a survey report. 

3.66. MNZ could investigate based on information received from industry about a 

Recognised Surveyor who is considered to be underperforming. Depending on the 

outcome of the investigation, this could result in revocation of a surveyor’s 

recognition and/or prosecution. 

3.67. The Commission identified the safety issue of surveyor oversight in its investigation in 

2022 into the capsize of the charter fishing vessel Enchanter resulting in the death of 

five passengers.43 Previous surveys had not identified the use of non-compliant and 

deficient lifesaving appliances, limiting the ability for search and rescue assets to 

detect people in the water and the overall survivability of that accident.  In response, 

the Commission issued the following recommendation to the Director of MNZ: 

 
42 Rule 44.24 of the Maritime Rules 
43 Transport Accident Investigation Commission. (2023). Maritime inquiry MO-2022-201 Charter fishing vessel 

Enchanter, Capsize, North Cape, New Zealand, 20 March 2022. 
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018/23: Ensure that Maritime New Zealand has an adequate system for 

monitoring the performance of marine Surveyors. 

3.68. On 11 September 2024, MNZ informed the Commission that it was currently 

considering the implementation that recommendation. 

3.69. The Commission considers that while the process for surveyors entering the system is 

robust, oversight and monitoring of Recognised Surveyors once in the system is 

limited and could be improved. 

3.70. The Commission has made a recommendation to the Director of MNZ to implement 

proactive practices allowing for greater oversight and monitoring of Recognised 

Surveyors.  

Lifejackets 

Lifejacket servicing 

Safety Issue 3: There is an increased risk of inflatable lifejackets not working properly if 

serviced incorrectly. The Maritime Rules do not impose any restrictions on who can re-pack and 

re-arm inflatable lifejackets that are in commercial use. There was also no requirement for 

Recognised Surveyors to record the servicing history of lifejackets, increasing the risk of 

lifejackets that were not fit for purpose remaining in service. 

3.71. Inflatable lifejackets rely on the successful operation of an inflation mechanism to 

make them buoyant. It is important that inflatable lifejackets used by commercial 

operators are regularly inspected and maintained by an approved servicing centre in 

accordance with the manufacturer’s instructions to better ensure they are fit for their 

intended purpose and that they inflate properly. 

3.72. According to Maritime Rule 42A.38 Servicing of inflatable lifejackets: 

The owner and master of a ship must ensure that any inflatable lifejacket is 

serviced at the periods recommended by the manufacturer but not less than once 

in every 2 years. The servicing must be carried out at an approved servicing 

station. 

3.73. The 2019 and 2021 survey reports recorded that there were 12 inflatable lifejackets 

onboard, six were documented as new in 2015 and the other six were documented as 

new in 2016. The lifejackets expected service dates were not recorded in either survey 

reports, nor any corrective action to service them and nor was there a requirement to 

record that information. 

3.74. Commission investigators inspected the inflatable lifejackets worn by all passengers 

and identified that six had not met the servicing requirement set out in the Maritime 

Rules.  

3.75. Four of the lifejackets worn on the day were purchased in 2018, and two were 

purchased in January 2020. Of these, three had been serviced by the skipper in 2021 

and 2022. 

3.76.  Occasionally on previous trips, passengers would accidentally inflate the lifejacket. As 

a result, the skipper would take the opportunity to inspect the inflated bladder before 

repacking it and replacing the CO2 cylinder and arming kit. 

3.77. During a previous charter, a lifejacket was inflated by a passenger. The skipper 

repacked the lifejacket and replaced the discharged cylinder with a corroded cylinder 
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after assessing that the cylinder seal was still intact, and the cylinder remained 

pressurised.  

 

 

Figure 30: Corroded lifejacket cylinder 

3.78. The CO2 cylinder had corroded to a point where the cylinder wall had significant 

pitting (see Figure 30). This level of corrosion posed a significant risk to the wearer as 

the canister was at risk of failing while pressurised, which could have led to the 

lifejacket not inflating, or the canister exploding. 

3.79. To repack a lifejacket properly requires that the bladder is folded in accordance with 

the manufacturer’s instructions to allow the lifejacket to inflate properly. If a bladder 

is repacked using a non-approved method to that recommended by the 

manufacturer, it may result in an unusual inflation.  The Commission was unable to 

determine the method of packing used for any of the lifejackets worn by the i-

Catcher passengers. 

3.80. An injured passenger on the i-Catcher attempted to inflate their lifejacket to assist 

with keeping afloat as one of their arms was ineffective. Only one side of the bladder 

initially inflated, further complicating their swimming ability for a moment until the 

second portion suddenly inflated. The Commission tested another lifejacket that was 

not inflated during the accident and found a similar inflation sequence where the 

bladder inflated to a point where it appeared pinched and, after a significant build-up 

of air pressure, a subsequent sudden violent burst of inflation occurred (see Figure 31 

and Figure 32).  
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Figure 31: Lifejacket bladder pinched for several seconds 

 

Figure 32: Bladder fully inflated after sudden violent burst of inflation 

 

3.81. While Maritime Rule 42A.38 requires inflatable lifejackets to be serviced by an 

approved servicing station at periodic intervals, it should be expected that inflatable 

lifejackets may be activated and inflated in-between scheduled servicing and will 

require re-arming and re-packing for continued use. The rule does not require that 

the servicing of inflatable lifejackets in commercial use must always be completed at 

an approved servicing station by trained technicians. 

3.82. Without this requirement, someone who is not trained or formally certified in 

servicing inflatable lifejackets can repack and re-arm them as needed, rendering the 

approved service prescribed in Maritime Rule 42A.38 null and void. Further, it 

complicates surveyors’ ability to determine the suitability of the lifejacket when 

inspected. 

3.83. Imposing a requirement for all servicing to be done by an approved servicing station 

may provide greater assurance that inflatable lifejackets are appropriately maintained. 

However, it may not be a practical solution due to other factors such as cost, logistics 

and capacity. 
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3.84. The Commission has made recommendations to the Director of MNZ to address this 

safety issue. 

 

Lifejacket operational instructions 

Safety Issue 4: The operational instructions provided by inflatable lifejacket manufacturers do 

not identify the risk of inflation while obstructed overhead nor include doffing procedures, which 

are critical to the safe use of lifejackets. 

3.85. Lifejackets are critical lifesaving appliances and have contributed to countless lives 

being saved around the world.  

3.86. The outcome of this accident does not diminish the importance of wearing lifejackets; 

rather it reflects the need for people to understand how to use and wear them safely 

and properly. (See Appendix 2 for a description of lifejacket types.) 

3.87. On the day of the accident, all five deceased passengers recovered from under the 

upturned hull were wearing inflated Type 401 lifejackets, which were designed to 

keep the wearer’s head above the water. One passenger wore an automatic- (auto-) 

inflating lifejacket,44 which they had brought along, and the other four passengers 

wore manually activated inflatable lifejackets provided by the skipper. 

3.88. A survivor saw three other passengers underneath the hull, without their lifejackets 

inflated. 

3.89. A manual inflatable lifejacket can be inflated by either the wearer or someone else 

pulling on the pull tab to activate the inflation mechanism (see Figure 33). The 

Commission could not determine at what point the manual inflatable lifejackets had 

been inflated. 

 
44 Designed to automatically inflate within seconds of being immersed in water. 
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Figure 33: Manual inflatable lifejacket components  

(source: Hutchwilco) 

 

3.90. The lifejackets used were designed for offshore use and provided buoyancy once 

inflated to at least 150 newton (N)45 , which is twice as buoyant as a traditional foam 

lifejacket. Without removing the lifejacket, the buoyancy provided would have made 

it difficult for the passengers to submerge themselves deep enough to exit the 

upturned hull. 

3.91. This issue is not exclusive to inflatable lifejackets. However, because of their more 

complex operation and increased buoyancy, inflatable lifejackets can be more difficult 

to remove when the wearer is in the water if they are unfamiliar with how to do so. 

3.92. Two surviving passengers inflated their lifejackets to aid them in swimming back to 

the boat. While swimming, one passenger’s lifejacket rode up, obstructing their face 

and making it difficult for them to breath. Later, onboard the rescue vessel both 

passengers attempted to remove the lifejacket but were unable to. Eventually a knife 

was used to puncture the lifejackets to deflate them.  

3.93. Inflatable lifejackets were designed and tested by manufacturers to remain in place 

on a person’s torso when inflated. To achieve this, the wearer must ensure that the 

lifejacket is snugly fitted as per the manufacturer’s instructions. 

3.94. The use of crotch straps can also help prevent lifejackets from riding up the wearer’s 

torso. However, they too need to be fitted appropriately to serve their intended 

purpose. 

 
45 A newton is a unit of force, in this case used to describe the magnitude of buoyancy provided by a lifejacket 

Manual pull tab Buckle 
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3.95. To fit an inflatable lifejacket correctly, the securing straps are buckled and tightened 

to fit snug around the torso. If a crotch strap is fitted, it is intended to be passed 

through the legs, buckled, and tightened to prevent the lifejacket from riding up over 

a person’s head. 

3.96. During the inflation process, the securing straps of the lifejacket will naturally tighten 

around the body as the bladder inflates. If fitted correctly, this process will help 

prevent the lifejacket from riding up while in the water.  

3.97. With the securing straps now tight it can be difficult for the occupant to unbuckle 

and remove the lifejacket once it is inflated. The level of difficulty significantly 

increases in cold water (if the wearer loses dexterity in their fingers) and if the inflated 

bladder is blocking the wearer’s peripheral vision. 

3.98. To improve visibility and ease tension in the straps, the bladder can be partially 

deflated by pressing down on the release valve in the oral inflation tube, which is 

ordinarily used for manually adding air to the bladder (see Figure 34). Attached to the 

top of the oral inflation tube is a cap that, when inverted, can be used to press down 

on the release valve located at the top of the tube. As the bladder deflates the straps 

will loosen around the body making it easier to unbuckle. 

 

Figure 34: Unpacked inflatable lifejacket  

3.99. Vessel operators and individual wearers must ensure that lifejackets are fitted in 

accordance with the manufacturer’s instructions to prevent them from riding up and 

obstructing the wearer’s face. All people wearing lifejackets should also have a 

complete understanding of its full operation, including how to remove it in water if 

need be. This information is best shared during predeparture safety briefings to 

ensure all vessel occupants are well informed.  

3.100. On the day of the accident, the skipper of i-Catcher conducted a safety briefing 

before departure. Wearing a lifejacket was required by the skipper, who provided 

lifejackets to all passengers who needed one.  

3.101. The skipper proceeded to help the passengers don their lifejackets and informed 

them of the general operation to inflate the lifejacket, instructing them to pull the 

Oral inflation tube 

Cap 
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cord to inflate it. The level of instruction provided by the skipper would be considered 

common practice within the industry. 

3.102. Maritime Rules Part 42A covered the performance standards and requirements for 

the maintenance, servicing, testing and inspection of life-saving appliances used in 

commercial maritime operations in New Zealand.  

3.103. Maritime Rule 42A.19 required non-SOLAS lifejackets46 meet the requirements of the 

New Zealand Standard NZ 5823:1989 Specification for buoyancy aids and marine 

harnesses and lines. This standard was primarily based on the Australian standard47 

and other international standards, including those of the International Organization 

for Standardization (ISO) and requirements of the International Maritime 

Organization (IMO) that applied to SOLAS-approved lifejackets.48 SOLAS-approved 

lifejackets must be capable of automatic inflation. 

3.104. None of these standards required the operating instructions on lifejackets to include 

doffing procedures or to identify the risk to the wearer of a lifejacket while obstructed 

overhead.  

3.105. The Commission has made recommendations to the Director of MNZ and Chief 

Executive of Standards New Zealand to address this safety issue. 

EPIRBs on passenger vessels 

Safety issue 5: In a sudden event, a Category II EPIRB may not be accessible to be manually 

activated, increasing the likelihood of a delayed emergency response. 

3.106. There are two types of EPIRBs: Category 1 (Cat I) EPIRBs that float free and self-

activate; and Category II (Cat II) EPIRBs that needs to be removed from their bracket 

and manually activated. 

3.107. Cat I EPIRBs are automatically released from their brackets by a hydrostatic release 

mechanism, which activates when it is submerged between 1.5 m and 4 m. 

3.108. One of the key reasons operators of smaller vessels prefer to use Cat II EPIRBs is the 

1.5–4 m triggering depth of the hydrostatic release for a Cat I EPIRB. On smaller 

vessels, such a depth is often greater than the height at which an EPIRB can be 

mounted because of the limited size of the vessel. This can result in a Cat I EPIRB not 

being released in a capsize event. 

3.109. The i-Catcher was equipped with a Cat II EPIRB, mounted in the forward hold. 

Because of the suddenness of the capsize, the skipper was unable to access the EPIRB 

to remove it from its bracket and manually activate it. Two passengers on the i-

Catcher had mobile phones, one of which was able to be used to alert authorities. 

Had the phone been inoperable because of water damage or insufficient signal, the 

time for authorities to be alerted and respond would have been longer. 

3.110. Mobile phone coverage varies in quality along the New Zealand coastline and 

generally decreases further offshore. Mobile phones are also susceptible to being 

 
46 In relation to a life-saving appliance, means an appliance that is not required by Maritime Rules to meet the 

requirements for that type of appliance contained in the International Convention for the Safety of Life at Sea 
(SOLAS 1974) 

47 Australian Standard 4758 Lifejackets, Part 1: General Requirements 
48 International Convention for the Safety of Life at Sea (SOLAS) sets minimum safety standards in the 

construction, equipment and operation of merchant ships 
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damaged and becoming inoperable from exposure to water. These factors decrease 

the reliability of mobile phones as a secondary form of communication in the 

maritime environment.  

3.111. While the risk of a mobile phone becoming inoperable because of exposure to water 

can be mitigated with the use of a dry bag, the reliability of the mobile network at sea 

will remain a limitation. 

3.112. In addition to an EPRIB, another device capable of transmitting a distress signal in an 

emergency is a Personal Locator Beacon (PLB). A PLB can be attached to a crew 

member’s lifejacket and can be used in conjunction with EPIRBs. This practice would 

provide redundancy in the event of a sudden emergency when the EPIRB is not 

activated or is inaccessible. 

3.113. The safety benefits of carrying a PLB in addition to an EPIRB were identified as a key 

lesson in the Commission’s inquiry into the capsize of the charter fishing vessel, 

Enchanter, off North Cape in 2022.49 The vessel’s crew came across the EPIRB floating 

in the water following a sudden capsize and manually activated it. A PLB could have 

enabled a distress signal to be sent had the EPRIB not been found. Passengers also 

attempted to call 111 but did not have sufficient signal for their calls to be connected.  

3.114. The United States’ National Transportation Safety Board (NTSB) has also raised this 

safety issue and in December 2023 issued a Safety Alert50 stating:  

Vessel owners and operators can enhance the safety of their crews by providing 

each crewmember with personal locator devices, such as PLBs or SENDs,51 to 

supplement EPIRBs. 

3.115. The Commission has made a recommendation to the Director of MNZ to address this 

safety issue. 

Search and Rescue 

3.116. SAR operations are dynamic in nature, with new lessons that can be applied to 

benefit future operations arising out of every SAR operation. 

3.117. The response to the i-Catcher accident was a strong demonstration of authorities and 

the local community working together to respond to an emergency. The Commission 

acknowledges the significant effort of those involved in rescuing the six survivors and 

locating and recovering the deceased. 

3.118. The following analysis examines why systemic limitations contributed to inefficiencies 

in the response, despite those efforts. The Commission considers it unlikely that the 

delays contributed to the overall outcome of this accident, given the toxic 

environment within the air pocket of the upturned hull. Nevertheless, valuable lessons 

can be learned from this response to better prepare for a search and rescue response 

for similar accidents in the future. 

3.119. The i-Catcher SAR operation was considered by many involved as significant, 

considering the number of deployed assets, yet it consisted of a single 8-m vessel 

 
49Transport Accident Investigation Commission. (2023). Maritime Inquiry MO-2022-201, Charter fishing vessel 

Enchanter, Capsize, North Cape, New Zealand, 20 March 2022.  
50 National Transportation Safety Board. (2023, December). Personal Locator Devices: Improve Your Chance of 

Rescue. Safety Alert 089. 
51 Satellite Emergency Notification Device 
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close to shore with 11 occupants. At any time in New Zealand, there are likely to be 

much larger vessels with more people onboard. The Commission has considered the 

accident and the identified systemic issues on that premise. 

Emergency 111 system 

Safety issue 6: The emergency 111 system used to access the three emergency services (fire, 

ambulance or Police) introduces delays to the emergency response. 

3.120. The i-Catcher was equipped with three methods of communication capable of 

transmitting a distress message in a maritime emergency, providing redundancy. 

These were a VHF radio, an EPIRB and the skipper’s mobile phone.  

3.121. Because of the sudden capsize, none of the three communication methods were 

available. This left the skipper and passengers reliant on a passenger’s mobile phone 

that, despite being wet, continued to work and had sufficient signal to make a 111 

call.  

3.122. New Zealand’s emergency 111 system was a two-stage public service answering 

point where emergency calls were received by the ICAP (operated by Spark 

New Zealand) and then transferred to a single emergency service: fire, ambulance or 

Police.  

3.123. The caller was asked to state the service they required, before being put on hold 

while the call was transferred to the selected emergency service. If the caller didn’t 

know which service to choose, the ICAP communicator would elect a service based on 

the information provided or, if unsure, would default to Police. The ICAP 

communicators were not trained to provide emergency advice to the caller. 

3.124. The connection time from the ICAP to emergency services varied depending on call 

volume and staff availability. Police aimed to answer 90 per cent of calls within ten 

seconds of being transferred from the ICAP. Immediately before the i-Catcher call, the 

emergency comms centres were experiencing high call volume with low staff 

numbers, where some callers experienced a nine-minute connection time.  

3.125. The time between the skipper placing the 111 call and connecting to the Police 

communicator was 1 minute 8 seconds.  

3.126. The design of the two-stage system created unnecessary delay and increased the risk 

of a call being dropped before the caller had explained their emergency to Police. 

When this occurs the ICAP communicator can provide Police with a verbal summary 

of what they remember was said on the call. If required, the Police communication 

centre can request the ICAP supervisor to review the call and provide a verbal 

transcription of the recording. However, the ICAP cannot provide Police with a copy 

of the recording without a warrant or production order being issued, limiting the 

Police’s ability to determine the nature of the emergency when the call disconnects 

with limited information.  

3.127. For the public it is not always clear who the most appropriate emergency service is, 

and often multiple agencies are required to attend. This confusion could result in 

callers selecting the wrong emergency service, delaying the response. Further, it is not 

common knowledge that if the emergency requires a SAR response, then the Police 

should be notified. 
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3.128.  In the case of the i-Catcher, the skipper did not know which emergency service to 

ask for, relying on the ICAP communicator to connect them to the appropriate 

agency. 

3.129. The Ministry of Business, Innovation and Employment provides policy advice to 

government as it relates to the ICAP aspects of the emergency call services in 

New Zealand. 

3.130. Next Generation Critical Communications Poutama Whai Tikanga Pāpāho (NGCC) is 

the government’s leading advisor on critical communications for public safety in New 

Zealand. NGCC is a cross-agency entity involving Police, Fire and Emergency NZ, Hato 

Hone St John and Wellington Free Ambulance. 

3.131. To address this safety issue, the Commission has recommended that the Ministry of 

Business, Innovation and Employment and Next Generation Critical Communications 

collaboratively conduct a review of the emergency 111 system with sector 

stakeholders, to remove unnecessary delay and improve New Zealand’s emergency 

response efficiency. 

Emergency services coordination 

Safety issue 7: The communication and resource deployment (CARD) platforms of the three 

emergency services are not integrated, which delays and restricts the flow of information 

necessary to coordinate a multi-agency response. 

3.132. Police and Fire and Emergency NZ shared a common communication and resource 

deployment (CARD) platform with specific customisations for each agency. This 

allowed the two agencies to have oversight of each other’s communications and 

resource deployments during a multi-agency response. 

3.133. New Zealand’s ambulance services (ambulance) operated on a separate CARD 

platform from that of Police and Fire and Emergency NZ. While the two platforms 

could exchange basic information, they were not fully compatible. This limited the 

flow of information between services during multi-agency responses, contributing to 

delays and a lack of coordination.  

3.134. During the i-Catcher response, the Police emergency comms centre tried to provide 

the coordinates of the accident to ambulance for tasking. The emergency comms 

centre entered the coordinates into the system to send to ambulance and received an 

error message. The ambulance CARD platform did not accept locations offshore as it 

is outside the scope of an ambulance’s operation.  

3.135. As a work around, the Police emergency comms centre verbally informed ambulance 

of the scenario. A scenario description was manually entered by ambulance into their 

system, including that people were in the water (as opposed to being trapped under 

the hull as recorded in the Police system). This information was then provided to the 

helicopters, who focused their search on the area surrounding the vessel, looking for 

people in the water.  

3.136. To connect to the ambulance CARD platform, Police searched for the nearest land-

based address to the accident and entered it into the system.  

3.137. Later, when Coastguard contacted the Police emergency comms centre seeking the 

coordinates of the accident site, the location in the system had to first be changed 

back to the original coordinates before being provided to Coastguard. As a result, 
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Coastguard was informed that the accident occurred in Goose Bay, but the 

coordinates provided were for a different location.  

3.138. The Commission has recommended that NGCC lead the establishment of a common 

communication platform for emergency services, to support the sharing of inter-

agency communications during a response. 

Coastguard notification 

Safety issue 8: The method of contacting Coastguard is inconsistent around New Zealand and 

not always reliable, increasing the likelihood of delays and confusion around their deployment 

in a maritime response. 

3.139. Coastguard Kaikōura received notifications of maritime responses through a pager 

system. In the i-Catcher response, the initial page sent by Police to Coastguard was 

received but, because of a toll bar,52 Coastguard was unable to call to acknowledge 

receipt. Without acknowledgement of receipt, the Police emergency comms centre 

continued to page Coastguard Kaikōura multiple times and call Coastguard skippers 

directly on their mobile phones, all without success.  

3.140. Eventually a skipper from Coastguard Kaikōura phoned 111 and was put through to 

Police to acknowledge receipt of the page. While this did not significantly delay 

Coastguard’s deployment, it created significant additional workload for the Police 

emergency comms centre, detracting from the progression of the SAR operation.  

3.141. Since this accident, Coastguard Kaikōura is transitioning to the new Active Alert app-

based alert system. Active Alert allows a SAR coordinator to call the Coastguard 

communications centre, who then alert the nearest unit using the app. 

3.142. Coastguard intends to implement Active Alert nationwide but until this is achieved, 

Police and RCCNZ will continue to maintain a database of the individual paging 

numbers for each Coastguard unit around New Zealand. 

3.143. Inconsistencies in the method for notifying Coastguard unnecessarily complicated the 

notification process and increased the potential for delay. The nationwide 

implementation of Active Alert would provide Coastguard with national oversight and 

consistency. 

Police dive squad 

Safety issue 9: The SOPs for water rescue events did not include early engagement of the Police 

national dive squad for expert advice or assistance, delaying the sourcing and deployment of 

appropriate local and national divers.  

3.144. During the skipper’s 111 call, the initial information provided included the fact that 

five passengers were trapped under the hull. The headline recorded in the Police 

event chronology log at 1014 was:  

Boat hit by whale-overturned-people trapped 

3.145. The communicator handling the call was based in Wellington, while the Southern 

Emergency Communications Centre leading the response was based in Christchurch. 

 
52 A restriction that prevents outgoing chargeable calls being made from a telephone landline 



 

Page 49 | Final Report MO-2022-206 

3.146. The skipper’s repeated requests for divers were not recorded in the event chronology 

provided to the emergency comms centre leading the response. 

3.147. At around 1100 the Officer-in-Charge (OIC) of Police dive squad was first made aware 

of the incident by the Police Maritime Unit, who had been contacted by the 

Wellington District Command Centre inquiring about the availability of Police vessel 

Lady Elizabeth IV. 

3.148. The assistance of the Police dive squad was not formally sought until 1119, when the 

emergency comms centre contacted the Police dive squad OIC, over an hour after the 

111 call began. The emergency comms centre advised the Police dive squad OIC that 

local Police were in the process of sourcing a local diver and that tapping was heard 

from under the hull. The two parties then made arrangements for an urgent 

deployment of Police dive squad by helicopter.  

3.149. The Police dive squad was based in Wellington, which could present logistical 

challenges when transporting the squad to other parts of New Zealand in a timely 

manner. The Wellington-based helicopter had already been deployed to Kaikōura in 

response to the accident by the time the Police dive squad was notified, and the 

nearest available helicopter was based in Palmerston North, adding a further delay of 

an hour and eleven minutes. 

3.150. The Police Standard Operating Procedure (SOP) for water rescue events did not 

include consideration for notifying the Police dive squad if appropriate. The Police 

dive squad was primarily tasked with body and evidence recovery. However, they 

were also skilled in water rescue, working with the RNZAF No. 3 Squadron as rescue 

swimmers. The knowledge and training received by the Police dive squad would be a 

valuable resource in any water rescue event. 

3.151. The recreational diver was contacted by the local Police Sergeant at approximately 

1110. Early engagement of the Police dive squad would provide greater opportunity 

for early advice in sourcing local divers, implementing risk-mitigation strategies for 

the safety of responding civilian divers and consideration for rapid deployment of the 

Police dive squad for urgent scenarios. 

3.152. The Commission acknowledges that earlier deployment of the Police dive squad 

would not have changed the outcome of this accident. Despite this, opportunities 

were missed to involve the Police dive squad at the outset of the SAROP, to provide 

early advice and support in relation to sourcing local divers and consider an earlier 

deployment. 

 

SAR coordination 

Safety issue 10: The Police has limited dedicated resources to effectively coordinate the 

deployment of multiple air and maritime assets during a Cat I SAROP, increasing the risk of an 

uncoordinated response. 

3.153. The two SAR coordinating authorities, Police and RCCNZ, had specific skills that 

aligned with their assigned SAR category. 

3.154. Police led Cat I SAROPs, and when there was a fatal accident, the Police’s role was 

broadened to include documenting the scene, body recovery, collecting evidence and 
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notifying next of kin on behalf of the coroner. The Police’s role in a Cat I SAROP was 

in addition to their regular Police work. 

3.155. RCCNZ led Cat II SAROPs, which was their sole purpose. They were funded and 

equipped to coordinate complex search and rescue operations involving multiple 

assets within New Zealand’s extensive search and rescue region. 

3.156. While Police may have had strong local knowledge and leadership, their ability to 

coordinate multiple assets during a SAROP could be limited. During the i-Catcher 

response, the Police emergency comms centre was unable to communicate directly 

with Coastguard or the helicopters. Communications from the Police SAR member 

was also limited while they drove down to Kaikōura from Blenheim. As a result, 

helicopter crew were initially unclear on which SAR coordinator was leading the 

response. Police were unable to provide helicopter crew with essential 

communications such as early instruction on where to search or inform them that 

people were under the hull.  

3.157. The Police relied on RCCNZ to issue mayday relays and develop drift modelling. Upon 

receiving the drift modelling, the Police SAR member had to text the coordinates for 

the proposed search area to the helicopter pilot’s mobile phone as they had no other 

system available to them to share the information. However, the helicopter was 

already airborne and the pilot could not immediately access their phone to manually 

enter the coordinates into their onboard navigation system. 

3.158. An alternative method for transferring coordinates to air ambulances was through the 

National Air Desk.53 The National Air desk had the ability to send coordinates as a 

message to the aircraft’s iPad, which had navigation software. The crew could then 

transfer the coordinates from the message to the navigation software for use. 

3.159. In a Cat II SAROP, RCCNZ would direct and monitor all assets, maintaining 

communication with them to ensure appropriate search patterns were conducted and 

updates were provided and shared with all responders. Using the maritime operations 

centre (MOC), they could broadcast distress messages and redirect vessels of 

opportunity to assist in a search. 

3.160. Limitations in the Police’s ability to effectively coordinate multiple assets in the 

maritime environment could reduce the effectiveness of a SAROP and increase risk to 

those involved.  

3.161. The Commission has made a recommendation to address this safety issue. 

Police emergency response plan 

Safety issue 11: The Kaikōura region was not resourced to respond to a large maritime 

accident. There was no maritime rescue plan for the region, leaving an area with a significant 

level of maritime activity vulnerable in an emergency. 

3.162. Each Police District was responsible for maintaining search and rescue capability 

within their district and to implement and maintain mass rescue plans. 

3.163. Mass rescue plans are generic in nature but include area-specific information. This 

allows for flexibility when dealing with dynamic search and rescue operations. They 

 
53 Operated by Hato Hone St John, the National Air Desk is responsible for dispatching and coordinating air 

ambulance resources in New Zealand 
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serve as an important guiding tool during large-scale SAROPs and were put in 

practice in SAR exercises. This ensured that all participants that may be involved 

become familiar with their roles and responsibilities. These plans were also available 

to RCCNZ as the coordinator for Cat II SAROPs, so that they knew how Police would 

respond. 

3.164. While RCCNZ was provided with copies of all Police mass rescue plans for reference, 

they did not input into the development of the plans. Given their SAR expertise, their 

input would have provided additional robustness to mass rescue plans. 

3.165. Kaikōura falls under the Tasman District in the Marlborough Police region, which had 

a mass rescue plan for the Marlborough Sounds area. Marlborough Sounds had the 

most water-based SAROPs in the region and the greatest risk of a mass rescue with 

the Picton–Wellington ferries. 

3.166. Kaikōura was a hub for maritime adventure tourism, with several passenger vessel 

operators, including two whale watching vessels each capable of carrying over 100 

passengers.  

3.167. Kaikōura’s remote location, limited local resources and level of maritime activity made 

responding to a major maritime event a significant challenge. 

3.168. Kaikōura Police resources were limited and required collective support from 

community assets. This support required planning and preparation to identify the 

capability and availability of resources within the community. 

3.169. Extensive SAR exercises had not been conducted in the Kaikōura area and there was 

no mass rescue plan in place, leaving an area of significant maritime activity at risk of 

an uncoordinated response in a maritime emergency.  

3.170. The Commission is concerned that if an area like Kaikōura, which has significant 

maritime activity, did not have a rescue plan, there could be other areas around 

New Zealand that may also be at risk of being unprepared for a maritime response. 

3.171. The Commission has made recommendations to address this issue. 
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4 Findings 

Ngā kitenga 
 

4.1. The i-Catcher was operating at a speed of 10 kt or less in a water depth greater than 

30 m at the time of the accident, clear of charted obstructions. 

4.2. Passengers were distributed throughout the vessel immediately before the accident, 

having minimal impact on vessel stability. 

4.3. It is virtually certain the vessel capsized as a result of coming into contact with a 

whale that had surfaced under the port side of the vessel. 

4.4. All 11 people survived the initial capsize, 5 of whom later died because of one or a 

combination of the following factors:  

• exposure/inhalation of petrol fumes 

• time immersed in the 10°C water  

• being confined in a toxic space. 

4.5. The survey system did not require inspections of fuel systems and therefore couldn’t 

provide assurance of the integrity of the system. 

4.6. Given the number of design approval requirements that were not met by the 

 i-Catcher fuel system and the absence of documented reasoning of why the 

requirements were not met, it is very unlikely that the fuel system was thoroughly 

examined during the initial survey. 

4.7. It is unlikely that the vessel’s fuel cap contributed to the fuel leak within the air 

pocket of the upturned vessel. 

4.8. It is virtually certain that flaws in the vessel’s fuel system allowed fuel to leak into 

the air pocket of the upturned vessel, reducing the survivability of the accident. 

4.9. The hole in the alloy vent tube was very likely the result of crevice corrosion over 

time, because of one or a combination of factors: 

• mechanical abrasion from electrical cables 

• the collection of dirt/salt in the immediate area 

• saltwater evaporation from the localised area. 

4.10. It is likely that before the battery selector switch was replaced, the original battery 

leads had rested where the hole had later developed on the alloy vent tube, creating 

a crevice susceptible to corrosion. 

4.11. The Commission inspected the inflatable lifejackets worn by all passengers and 

identified that six had not met the servicing requirement set out in the Maritime 

Rules. On one of these lifejackets, the CO2 cylinder had corroded to a point where 

significant pitting had developed in the wall of the cylinder. This level of corrosion 

posed a significant risk to any user as the canister was at risk of failing while 

pressurised.  

4.12. The CARD platforms of the three emergency services were incompatible. This affected 

the sharing of information and coordination of the response. 



 

Page 53 | Final Report MO-2022-206 

4.13. Kaikōura, an area of significant maritime activity, did not have a rescue plan, leaving 

the area susceptible to a disorganised emergency response. 

4.14. Opportunities were missed to involve the dive squad at the outset of the SAROP, to 

provide early advice in sourcing local divers and consider an earlier deployment. 
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5 Safety issues and remedial action 

Ngā take haumaru me ngā mahi whakatika 

General  

5.1. Safety issues are an output from the Commission’s analysis. They may not always 

relate to factors directly contributing to the accident or incident. They typically 

describe a system problem that has the potential to adversely affect future transport 

safety. 

5.2. Safety issues may be addressed by safety actions taken by a participant, otherwise the 

Commission may issue a recommendation to address the issue.  

 

Safety issue 1: Maritime New Zealand’s survey system does not adequately assure the integrity 

and safety of fuel systems. There are no requirements to inspect fuel systems in their entirety, 

nor regularly. This increases the potential for undetected deficiencies to exist in fuel systems, 

which can lead to catastrophic consequences. 

5.3. In August 2023 the Commission published a preliminary report, making the following 

recommendations to MNZ to address this safety issue: 

Use an appropriate mechanism that ensures the integrity and safety of fuel 

systems are being maintained and monitored through the survey system. 

[021/23]  

Alert all Recognised Surveyors:  

• to the importance of conducting and documenting inspections of a vessel’s 

complete fuel system during surveys; and  

• to check vessels they are surveying have undergone a recent complete 

inspection of the fuel system. [022/23] 

Alert all industry stakeholders to the importance of inspecting a vessel’s 

complete fuel system to assure its integrity and safety. [023/23] 

5.4. On 24 May 2024, MNZ informed the Commission of the following safety action taken 

to address this safety issue: 

On 6 December 2023, MNZ issued a Safety Update on vessel fuel systems. In the 

Safety Update, MNZ gave notice of its intention to consult with Recognised 

Surveyors and authorised persons on proposed additions to the Survey 

Performance Requirements (SPRs) relating to the integrity and safety of vessel 

fuel systems. Maritime rule 44.25(5) sets out the actions the Director must take 

before imposing any requirements as to the performance of surveys. 

On 15 January 2024, MNZ started a consultation process with Recognised 

Surveyors and authorised persons proposing amendments to SPRs for in-

construction surveys, initial surveys and periodic surveys of propulsion and 

steering systems. The proposed amendments would require surveyors to inspect 

fuel systems to ensure their integrity and safety. MNZ also proposed similar 

amendments to the Safe Operational Plan (SOP) inspection checklists for vessels 

of 6 m or less, used for fishing or recreational diving.  

MNZ received submissions from Recognised Surveyors and surveyor 

organisations and are considering these. MNZ intend to finalise the 
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amendments to the SPRs and SOP checklists, and notify Recognised Surveyors 

and authorised persons, by 30 June 2024.  

5.5. On 11 September 2024, MNZ updated the Commission on the following completed 

safety action: 

Maritime NZ has implemented recommendation 021/23. The final Surveyor 

Performance requirements and Standard Operating Procedure checklist changes 

were signed off on 10 June 2024, and the amended documents have been 

published on our website for our third-party regulators.  

Surveyors have been informed of the final changes during the annual 

conference and the consultation webpage has been updated.  

Additionally, an article was also published in ‘Seachange’54 on 27 June 2024 

advising that there are “updated instructions for the survey of domestic 

commercial vessels to ensure that the integrity and safety of fuel systems is 

being maintained and monitored” 

5.6. In the Commission’s view, this safety action has addressed the safety issue. Therefore, 

the Commission has not reissued recommendations (021/23), (022/23), or (023/23). 

Safety Issue 2: The level of regulatory oversight and monitoring of the survey system is not 

sufficient to give Maritime New Zealand confidence that the survey system is ensuring the 

safety of the vessel and its occupants. 

5.7. In August 2023 the Commission issued a recommendation to the director of MNZ as 

part of its inquiry into the capsize of the charter fishing vessel Enchanter. The 

recommendation was to: 

018/23: Ensure that Maritime New Zealand has an adequate system for 

monitoring the performance of marine Surveyors. 

5.8. On 11 September 2024 MNZ advised the Commission of the following safety 

action in response to recommendation 018/23: 

Maritime NZ is undertaking work to look at ways we can further strengthen our 

oversight of third parties, including surveyors. In particular we have recently 

completed consultation through a funding review which has resulted in 

Maritime NZ receiving additional funding to increase our capacity for this work.  

Recruitment for the Third-Party team is now underway. The team will have a 

specific leadership role, accountabilities and responsibilities in relation to Third 

Party oversight. It will take an overall system approach to oversight ensuring 

that the development of appropriate guidance materials happens alongside the 

design of approaches to surveyor performance monitoring. A multi-year 

programme of work is under development and surveyors are one of the priority 

areas. 

5.9. The Commission welcomes this safety action to date.  However, as this safety action 

has yet to be implemented, the safety issue remains. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 3: There is an increased risk of inflatable lifejackets not working properly if 

serviced incorrectly. The Maritime Rules do not impose any restrictions on who can re-pack and 

re-arm inflatable lifejackets that are in commercial use. There was also no requirement for 

 
54 MNZ publication with a focus on what’s new and changing in the maritime sector. 
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Recognised Surveyors to record the servicing history of lifejackets, increasing the risk of 

lifejackets that were not fit for purpose remaining in service. 

5.10. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 4: The operational instructions provided by inflatable lifejacket manufacturers do 

not identify the risk of inflation while obstructed overhead nor include doffing procedures, which 

are critical to the safe use of lifejackets. 

5.11. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 5: In a sudden event, a Category II EPIRB may not be accessible to be manually 

activated, increasing the likelihood of a delayed emergency response. 

5.12. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 6: The emergency 111 system used to access the three emergency services (fire, 

ambulance or Police) introduces delays to the emergency response. 

5.13. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 7: The communication and resource deployment (CARD) platforms of the three 

emergency services are not integrated, which delays and restricts the flow of information 

necessary to coordinate a multi-agency response. 

5.14. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 

Safety Issue 8: The method of contacting Coastguard is inconsistent around New Zealand and 

not always reliable, increasing the likelihood of delays and confusion around their deployment 

in a maritime response. 

5.15. On 16 May 2024, Coastguard advised the Commission of the following safety action: 

Coastguard NZ conducted an internal review of the response to the i-Catcher 

incident. The review identified that the Coastguard Kaikōura base landline had a 

toll bar, preventing volunteers from calling the Police emergency comms centre. 

The toll bar has since been removed. 

The Auckland Marine Rescue Centre operated by Coastguard is now the 

centralised activation for all Coastguard call outs. The Auckland Marine Rescue 

Centre currently alerts senior members of the local Coastguard unit of an 

incident using pagers. The local senior members then alert local volunteers 

using Active Alert. 

It is Coastguard’s intention to phase out the use of pagers in November 2024. 

Pagers will not be phased out completely until it is certain that the use of Active 

Alert means that they are no longer needed, allowing for redundancy during 

this transition. 

5.16. In the Commission’s view, this safety action has addressed the safety issue. Therefore, 

the Commission has not made a recommendation. 
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Safety issue 9: The SOPs for water rescue events did not include early engagement of the Police 

dive squad for expert advice or assistance, delaying the sourcing and deployment of appropriate 

local and national divers. 

5.17. On 6 September 2024 Police informed the Commission of the following safety action: 

The emergency communications centre updated the communications intranet 

on 22 February 2024 to highlight the ability for dive squad to be contacted for 

advice and availability in life threatening situations. 

We are also updating the SAR chapter of the Police Manual which references  

in-water rescue capability but does not currently mention the dive squad 

specifically. The update will incorporate the role of the dive squad and outline 

how the squad can support search and rescue operations. 

In addition, Police is updating the Master SOPs to ensure there is a clear 

reference to notifying the dive squad via Whispir55 for awareness. This will 

enable the on-duty dive supervisor to assess whether a dive squad deployment 

is advisable, and to make any recommendations to the SAR Coordinator. 

5.18. The Commission welcomes this safety action to date. However, as this safety action 

has yet to be fully implemented, the safety issue remains. Therefore, the Commission 

has made a recommendation in Section 6 to address this 

Safety Issue 10: The Police has limited dedicated resources to effectively coordinate the 

deployment of multiple air and maritime assets during a Cat I maritime SAROP, increasing the 

risk of an uncoordinated response. 

5.19. On 13 September 2024 the NZSAR Council along with MNZ and Police informed the 

Commission of the following safety action: 

Maritime New Zealand’s Rescue Coordination Centre (RCCNZ) already have 

work underway with the New Zealand Police to respond to the issues identified 

in the Commission’s report. This work is focused on leveraging the strengths of 

both coordinating authorities, while also allowing Police to carry out their local 

level coordination of near to shore SAR that they are often better placed to 

carry out than RCCNZ.  

This work will support both organisations’ ability to collaborate and access 

mutual support and advice. More broadly as part of the SAR Council strategy 

development and associated work programme, the Council is considering 

whether all aviation tasking move to Maritime NZ over time. 

New Zealand Police and Maritime New Zealand went live on 1 September on a 

new process that directly connects RCCNZ Search and Rescue Officers (SAROs) 

to their local level Police counterparts. This is a big efficiency gain over the 

current process, where SAROs have to work through the Police Communications 

centre before being able to engage with local Police SAR Coordinators.  

This will save time and importantly quickly unlock the sharing of national and 

local perspectives. The expectations that MNZ and NZ Police have on our SAR 

Coordinators through this enhanced process, is that both parties will carefully 

consider who is best placed to coordinate the SAR Operation and to facilitate 

the flow of timely advice and perspectives.  

This updated process will be kept under constant review but the expectation 

from both Police and Maritime New Zealand is that this will play to strengths of 

both coordinating authorities. For example, it will combine Maritime 

 
55 A communications tool used to contact the on-duty Police dive squad supervisor directly 
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New Zealand’s national perspective and familiarity with tasking of aviation and 

maritime assets with New Zealand Police’s better understanding of local 

conditions, stakeholders and their presence in communities across the country. 

5.20. On 22 January 2025, MNZ informed the Commission of the following safety action: 

RCCNZ and NZ Police have instituted an annual Search and Rescue (SAR) 

Coordinators conference, the first of which was held in Wellington on 22 Aug 

2024 which outlined the intent by both agencies sought to better align 

coordination of SAR so a ‘best placed’ approach was taken into consideration 

when deciding which agency should coordinate a range of SAR incidents. The 

conference was attended by RCCNZ Operational staff and NZ Police SAR team 

members from each of the NZ Police districts. 

From 1 September 2024 NZ Police and RCCNZ instituted a one-year trial where 

RCCNZ and NZ Police SAR coordinators had direct liaison authority to discuss 

incidents and support and coordination arrangements rather than having to go 

through NZ Police Communications Centres (which at the conference was 

identified as a cause of delay for SAR trained personnel to discuss which agency 

was ‘best placed’ for coordination of an incident). This is an improvement on the 

previous procedure for RCCNZ and NZ Police and provides a time efficiency of 

between 10-15 minutes for coordination response decision making at the local 

level. 

In November [20]24 the NZSAR Council published a NZ SAR strategy which 

reinforced the importance of SAR agency alignment, particularly at the incident 

coordination level, to ensure consistency in SAR delivery. As a result of the SAR 

strategy NZ SAR, RCCNZ and NZPOL have identified the need to review the 

current SAR definitions of roles and responsibilities at the coordination level, in 

order to align the best practice approach being practically applied by the 

operational level. This work will be managed through the SAR Council as a 

priority in 2025. 

5.21. The Commission welcomes this safety action to date. However, as this safety action 

has yet to be fully implemented, the safety issue remains. Therefore, the Commission 

has made a recommendation in Section 6 to address this. 

Safety Issue 11: The Kaikōura region was not resourced to respond to a large maritime 

accident. There was no maritime rescue plan for the region, leaving an area with a significant 

level of maritime activity vulnerable in an emergency. 

5.22. No action has been taken to address this safety issue. Therefore, the Commission has 

made a recommendation in Section 6 to address this. 
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6 Recommendations 

Ngā tūtohutanga 

General 

6.1. The Commission issues recommendations to address safety issues found in its 

investigations. Recommendations may be addressed to organisations or people and 

can relate to safety issues found within an organisation or within the wider transport 

system that have the potential to contribute to future transport accidents and 

incidents. 

6.2. In the interests of transport safety, it is important that recommendations are 

implemented without delay to help prevent similar accidents or incidents occurring in 

the future.  

6.3. As Fish Kaikoura is no longer operating, the Commission has not made any 

recommendations to it as the vessel operator. 

New recommendations 

Maritime New Zealand 

6.4. On 26 February 2025, the Commission recommended that the director of Maritime 

New Zealand: 

6.4.1 Adjust the level of oversight and monitoring of the survey system to ensure it 

is sufficient to give MNZ confidence that the system is fit for purpose, 

providing for the safety of the vessel and its occupants. [005/25] 

6.4.2 Work with lifejacket industry stakeholders and commercial operators to 

identify and implement effective safety measures that mitigate the risks 

associated with incorrectly re-arming and re-packing inflatable life jackets. 

[006/25]  

6.4.3 Implement a requirement for Recognised Surveyors to record in their survey 

report the servicing and expiry details for life-saving appliances onboard the 

vessel, to reduce the risk of appliances that are not fit for purpose remaining 

in service. [007/25] 

6.4.4 Work with lifejacket industry stakeholders to educate and raise awareness 

with users of inflatable lifejackets of the: 

• doffing and deflation procedures 

• potential hazard of inflating when obstructed overhead. [008/25] 

6.4.5 Work with lifejacket industry stakeholders and commercial operators to 

identify and implement appropriate safety measures that mitigate the 

potential risks associated with: 

• inflating a lifejacket while obstructed overhead or in a confined space, 

limiting a wearer’s ability to escape to a safer area 

• the lack of guidance and procedures relating to the doffing and 

deflation of inflatable lifejackets, to increase a wearer’s ability to 

remove an inflated lifejacket if needed. [009/25] 
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6.4.6 Work with lifejacket industry stakeholders to develop guidelines on the 

information that should be covered in safety briefings on lifejacket use, 

including doffing, deflation and hazards. [010/25] 

6.4.7 Support the submission of papers to the IMO through an appropriate IMO 

forum for their consideration to raise awareness about the importance of: 

• doffing and deflation procedures 

• the potential hazard of inflating when obstructed overhead. [011/25] 

6.4.8 Introduce a requirement for crew of passenger vessels equipped with 

Category II EPIRB’s to also carry a personal location beacon or similar device 

capable of transmitting a distress message, to increase the timeliness of 

notification of an emergency. [012/25] 

6.5. On 21 March 2025, Maritime New Zealand replied: 

I write in response to your letter from 11 March 2025 advising Maritime New 

Zealand (Maritime NZ) of final recommendations 005/25 – 012/25 in regards to 

MO 2022-206, capsize of Charter fishing vessel i-Catcher, Goose Bay, New 

Zealand. 

The i-Catcher incident was a tragic event resulting in the loss of 5 lives. As usual 

with TAIC reports, we welcome the insights gained. 

We note that the following recommendations to Maritime NZ: 

Recommendation 005/25 

Adjust the level of oversight and monitoring of the survey system to ensure it is 

sufficient to give MNZ confidence that the system is fit for purpose, providing 

for the safety of the vessel and its occupants. 

This recommendation has been accepted and is being implemented. 

Maritime NZ has been actively strengthening our third-party oversight since 

2017 through a more consistent and systemic approach which involves the 

following actions: 

An established entry control process for surveyors with initial and renewal 

assessments prior to a certificate of recognition being issued. 

Reactive reviews of survey reports take place in response to issues or as part of 

certificate applications. 

A range of guidance material exists such as the Survey Performance 

Requirements 

Technical support is available for surveyors raising issues 

Maritime NZ provide an annual surveyor seminar covering issues and changes 

to policies. 

Our additional funding, secured through the funding review has resulted in 

three new staff being recruited, who now form the core of a dedicated Third 

Party Oversight team. The team has a specific leadership role, accountabilities 

and responsibilities in relation to Third Party oversight. It is taking an overall 

system approach to oversight ensuring that the development of appropriate 

standards and guidance, alongside the design of approaches to monitor 

surveyor performance. A multi-year programme of work is under development 

and we anticipate that surveyors to be highly prioritised.  
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Recommendation 006/25 

Work with lifejacket industry stakeholders and commercial operators to identify 

and implement effective safety measures that mitigate the risks associated with 

incorrectly re- arming and re-packing inflatable life jackets. 

This recommendation is under consideration. 

Maritime NZ intends to engage with manufacturers and the sector, both 

commercial operators and recreational craft users, to determine the scale of the 

issue around re-arming and re-packing, and what further work might be 

required around any interventions needed. 

An optimal outcome would be aligned industry and provider support for the 

types of changes that will make key differences to safe PFD use. 

In addition, Maritime NZ has recently published this related guidance: 

Servicing and testing of life-saving appliances - Maritime NZ 

Recommendation 007/25 

Implement a requirement for Recognised Surveyors to record in their survey 

report the servicing and expiry details for life-saving appliances onboard the 

vessel, to reduce the risk of appliances that are not fit for purpose remaining in 

service. 

This recommendation has been partially accepted. 

Maritime NZ considers that the primary responsibility to ensure the periodic 

service of inflatable lifejackets is correctly placed on the owner and master as 

outlined in Maritime Rule 42A.38. 

Currently Maritime NZ provides a range of resources to surveyors, including a 

survey report template setting out the types of matters to consider for different 

aspects of the vessel. The template indicates that surveyors inspect the service 

records of a range of safety equipment, including inflatable lifejackets. 

Additionally, Maritime NZ has recently published this related investigation 

insight: 

Servicing and maintenance of lifejackets - Maritime NZ 

Maritime NZ will consider this recommendation as part of the survey 

component of the 40 Series reform work, which is in progress, as this work looks 

at monitoring service requirements. 

Recommendation 008/25, 009/25 and 010/25 

008/25 - Work with lifejacket industry stakeholders to educate and raise 

awareness with users of inflatable lifejackets of the: 

doffing and deflation procedures 

potential hazard of inflating when obstructed overhead. 

009/25 - Work with lifejacket industry stakeholders and commercial operators 

to identify and implement appropriate safety measures that mitigate the 

potential risks associated with: 

inflating a lifejacket while obstructed overhead or in a confined space, limiting a 

wearer's ability to escape to a safer area 

the lack of guidance and procedures relating to the doffing and deflation of 

inflatable lifejackets, to increase a wearer's ability to remove an inflated 

lifejacket if needed. 

https://www.maritimenz.govt.nz/commercial/safety/safety-updates/servicing-and-testing-of-life-saving-appliances/
https://www.maritimenz.govt.nz/commercial/safety/notifications/servicing-and-maintenance-of-lifejackets/
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010/25 - Work with lifejacket industry stakeholders to develop guidelines on 

the information that should be covered in safety briefings on lifejacket use, 

including doffing, deflation and hazards. 

Recommendations 008/25,009/25 and 010/25 are under consideration. 

Maritime NZ will consider these recommendations as part of the work 

programme for our relevant harm prevention programmes. This is a complex 

and difficult issue and may require a mix of responses to gain the optimal 

outcome. Maritime NZ will, through engagement with the relevant key 

stakeholders determine what the most appropriate approaches will be. 

Recommendation 011/25 

Support the submission of papers to the IMO through an appropriate IMO 

forum for their consideration to raise awareness about the importance of: 

doffing and deflation procedures 

the potential hazard of inflating when obstructed overhead. 

This recommendation is accepted and being implemented. 

Maritime NZ has supported TAIC by drafting, on request, a paper to inform the 

international community of lessons learned from the incident. The paper is due 

to be submitted to the 11th session of the Sub-Committee on Implementation 

of IMO Instruments (III 11) in July 2025. The paper is currently being internally 

reviewed at Maritime NZ before review by TAIC. 

Recommendation 012/25 

Introduce a requirement for crew of passenger vessels equipped with Category 

II EPIRB’s to also carry a personal location beacon or similar device capable of 

transmitting a distress message, to increase the timeliness of notification of an 

emergency. 

This recommendation has been partially accepted. 

Maritime NZ notes the potential value and benefit to rescue operations. 

Consideration of the merits will be included in ongoing regulatory reform work. 

Maritime NZ has already reviewed capsize incidents in New Zealand waters. Our 

analysis indicates that small passenger vessels operating within inshore limits 

present the most risk in a capsize event. We are considering rules changes that 

would require the master of these vessels to carry a means of communication. 

Maritime NZ will be seeking public submission in these proposals as part of the 

Series 40 reform work. 

Ministry of Business, Innovation and Employment 

6.6. On 26 February 2025, the Commission recommended that the Chief Executive of the 

Ministry of Business, Innovation and Employment and Next Generation Critical 

Communications collaboratively conduct a review of the emergency 111 system with 

sector stakeholders, to remove unnecessary delays and improve New Zealand’s 

emergency response efficiency. [013/25] 

6.7. On 24 March 2025, Ministry of Business, Innovation and Employment replied: 

Thank you for your letter of 11 March 2025 to our Chief Executive Carolyn 

Tremain informing her of the final recommendation of the Transport Accident 

Investigation Commission’s investigation into the i-Catcher incident, specifically 

your recommendation relating to the 111 emergency calling system. 
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In your letter you requested confirmation of our intentions with respect to the 

final recommendation. We can confirm that the final recommendation is under 

consideration, subject to further discussion with other agencies that form part of 

the emergency response system and relevant Ministers. 

6.8. On 2 April 2025, Next Generation Critical Communications replied: 

Thank you for your email on 1 April notifying us of the recommendation for 

NGCC that will be published in the Goose Bay i-Catcher inquiry report on 3 

April: ‘that the Chief Executive of the Ministry of Business, Innovation and 

Employment and Next Generation Critical Communications collaboratively 

conduct a review of the emergency 111 system with sector stakeholders, to 

remove unnecessary delays and improve New Zealand’s emergency response 

efficiency.”  

We can confirm that the final recommendation is under consideration, subject 

to further discussion with MBIE and other sector stakeholders across the 

emergency response system.  

NGCC was formed in 2020 to work on behalf of Fire and Emergency NZ, Hato 

Hone St John, Police and Wellington Free Ambulance to deliver the Public 

Safety Network Te Kupenga Marutau - a government investment of $1.4 billion 

in a common, complementary suite of modern, digital, secure critical 

communications capabilities to increase communications resilience and 

reliability, and support Agency interoperability. This includes a new national 

Land Mobile Radio network, Cellular Roaming and Priority services, and personal 

alerting. 

Our priority is to deliver the Public Safety Network solutions for the four 

Agencies but we are also actively engaging with stakeholders to consider how 

NGCC might evolve in due course, including to support government priorities 

regarding strengthening New Zealand’s broader public safety and emergency 

management communications capability. 

Next Generation Critical Communications 

6.9. On 26 February 2025, the Commission recommended that Next Generation Critical 

Communications lead the establishment of a common communication platform for 

emergency services, to support the sharing of inter-agency communications to 

remove delays and improve the flow of information during an emergency response. 

[014/25] 

6.10. On 25 March 2025, Next Generation Critical Communications replied: 

Thank you for your email notifying us of the recommendation that will be 

published in the Goose Bay i-Catcher inquiry report on 3 April: ‘NGCC lead the 

establishment of a common communication platform for emergency services to 

support the sharing of inter-agency communications to remove delays and 

improve the flow of information during an emergency response’. 

NGCC was formed in 2020 to work on behalf of Fire and Emergency NZ, Hato 

Hone St John, Police and Wellington Free Ambulance to deliver the Public 

Safety Network - a government investment of $1.4 billion in a common, 

complementary suite of modern, digital, secure critical communications to 

increase communications resilience and reliability, and support Agency 

interoperability. The Public Safety Network is comprised of a new national Land 

https://ngcc.govt.nz/public-safety-network/land-mobile-radio/
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Mobile Radio network, Cellular Roaming and Priority services, and personal 

alerting. 

The new 500 site Land Mobile Radio network is under construction and the 

emergency services will begin using it from 2027. It will offer common channels 

(talk groups) for the emergency services to use to better help them work 

together, especially in large emergencies when real-time coordination and 

safety are top priorities. We have successfully delivered an initial tranche of 

Cellular Services which are meeting expectations in terms of broadening cellular 

coverage for the emergency services and increasing the reliability of access to 

coverage. 

Today, while our priority is to deliver the Public Safety Network solutions for the 

four Agencies, we are also actively engaging with stakeholders looking at how 

NGCC might evolve in due course, including to support government priorities 

regarding strengthening New Zealand’s broader public safety and emergency 

management communications capability and connectedness. This will consider 

future users of our current Public Safety Network services and whether and how 

we might develop further technologies.  

We will remain in contact with you as we make progress in considering the 

recommendation. 

Standards New Zealand  

6.11. On 26 February 2025, the Commission recommended that the Chief Executive of 

Standards New Zealand submit papers to the ISO to amend standard ISO 12402 so 

that it requires manufacturers to attach the following information on lifejackets: 

• doffing procedures 

• deflation procedures for inflatable lifejackets 

• the potential hazard of inflating a lifejacket when obstructed overhead. [015/25] 

6.12. On 27 March 2025, Standards New Zealand replied: 

I can confirm that the Commission’s recommendation for Standards New 

Zealand to submit papers to the ISO to amend standard IAO 12402 has been 

accepted.  

I understand that the finalised TAIC Report for Inquiry MO-2022-206 will be 

released on 3 April.  

Standards NZ is New Zealand’s country representative on the International 

Organization for Standardization (ISO) and the International Electrotechnical 

Commission (IEC). As a member of these organisations, it facilitates New 

Zealand’s participation in the development of international standards. While 

New Zealand is not one of the twenty participating country members on ISO 

Technical Committee 188 we intend to write to Anette Eriksson, ISO/TC 188 

Committee Manager from the Swedish Institute for Standards, passing on the 

finalised TAIC Report for Inquiry MO-2022-206 and recommend that doffing 

procedures, deflation procedures for inflatable lifejackets, and the potential 

hazards of inflating a lifejacket when obstructed overhead are considered for 

inclusion in future versions of ISO 12402. 

New Zealand Police 

6.13. On 26 February 2025, the Commission recommended that the Commissioner of 

New Zealand Police: 

https://ngcc.govt.nz/public-safety-network/land-mobile-radio/
https://ngcc.govt.nz/public-safety-network/cellular-services-2/
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6.13.1 Amend Police Standard Operating Procedures to include early engagement of 

the Police dive squad in maritime responses, when appropriate, to take 

advantage of their expertise and knowledge in water rescue. [016/25] 

6.13.2 Direct the Tasman District Police to work with RCCNZ, other emergency 

response agencies and local authorities to develop a maritime rescue plan 

that includes the Kaikōura region. [017/25] 

6.13.3 Conduct a review, in consultation with RCCNZ, to ensure that maritime rescue 

plans are in place and put into practice where appropriate, for areas of 

increased water-based activity nationwide. [018/25] 

6.14. On 21 March 2025, New Zealand Police replied: 

I confirm all four finalised recommendations are accepted by New Zealand 

Police and are being implemented. 

Recommendation ownership, progress and timeframes  

The owners of each recommendation, along with a description of actions taken 

or anticipated to be taken, as well as indicative timeframes, are outlined below. 

[016/25] 

The owner of this recommendation is Police’s Director - Major Operations 

(Superintendent Joel Lamb), with the support of Director - Tactical Operations 

(Superintendent Penny Gifford). 

This recommendation is Being Implemented. The Search and Rescue chapter of 

the Police Manual is currently being reviewed by our Major Operations team, in 

conjunction with the Police National Dive Squad. 

We expect this recommendation to be completed by 30 June 2025. 

[017/25] 

The owner of this recommendation is the Tasman District Commander 

(Superintendent Tracey Thompson), in collaboration with other parts of Police as 

required. 

This recommendation is Being Implemented. The Maritime Rescue Plan has 

been prepared and is in the final stages of being signed off. 

We expect this recommendation to be completed by 31 May 2025. 

[018/25] 

The owner of this recommendation is once again our Director - Major 

Operations (Superintendent Joel Lamb), in collaboration with other parts of 

Police as required - in particular, the dive squad. 

This recommendation is Being Implemented in conjunction with RCCNZ. Police 

are working with the RCCNZ to ensure maritime rescue plans are current, in 

place and consistent nationwide. 

As this recommendation requires joint engagement with RCCNZ, it is more 

difficult to confirm expected timeframes, however at this stage we expect this 

recommendation to be completed by 30 September 2025. 

[019/25] 

Again, the owner of this recommendation is our Director - Major Operations 

(Superintendent Joel Lamb), in collaboration with other parts of Police as 

required - in particular, District Search and Rescue teams. 
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This recommendation is Being Implemented in conjunction with RCCNZ. 

Discussions are ongoing and have resourcing implications that need to be 

worked through. To date: 

• Terminology changes have been implemented and are currently being 

utilised, which are assisting in more streamlined processes. 

• Police have implemented a process allowing the RCCNZ to contact District 

on-call search and rescue staff directly for ambulance-initiated SAR air 

taskings. 

• Police are currently working with RCCNZ to streamline air taskings for Police 

initiated SAR incidents. 

• The implementation of this process has streamlined communication 

between RCCNZ and Police on the ground. This allows Police to provide 

local input and assists both Coordinating Authorities to provide a more 

efficient response. 

• RCCNZ has proposed a trial from May 2025 to explore opportunities to 

enhance the deploying of rescue aviation from the St John Airdesk. 

• The restructure of the NZSAR Secretariat has led to both Coordinating 

Agencies taking a more proactive role in SAR leadership. With the 

establishment of the SAR Operation Leadership Group (SOLG) the 

Coordinating Authorities jointly Chair the group made up of SAR partners 

and NGOs. This is a new initiative created to enhance operational SAR and 

ensure system issues are addressed at an operational level. 

RCCNZ and Police continue to collaborate on opportunities to enhance 

operational SAR responses. 

As this recommendation requires joint engagement with RCCNZ and aspects 

relate to success of the proposed trial, it is tricky to confirm expected 

timeframes. However, at this stage we expect this recommendation to be 

completed by 30 June 2026. 

Next steps 

We have created a placeholder in our centralised Recommendations Database 

(reference 246297) and upon receipt of the Commission’s final report, the 

recommendations will be entered and formally assigned in the database to the 

appropriate owner. Our Recommendations Database drives accountability and 

provides a mechanism for our governance system to track and monitor progress 

made against each recommendation through to completion. 

NZSAR Council 

6.15. On 26 February 2025, the Commission recommended that the New Zealand Search 

and Rescue Council: 

6.15.1 Direct the Rescue Coordination Centre and New Zealand Police to work 

together to ensure that effective processes are in place that allow the Rescue 

Coordination Centre to coordinate maritime and/or aviation assets on behalf 

of Police when requested or deemed beneficial, fully utilising the strengths of 

both SAR coordinating authorities for efficient and well-coordinated search 

and rescue operations. [019/25] 

6.15.2 Further explore whether Rescue Coordination Centre should be responsible 

for tasking and coordinating all SAR aviation assets, as is done overseas. 

[020/25] 



 

Page 67 | Final Report MO-2022-206 

6.16. On 27 March 2025, NZSAR Council replied: 

Your recommendations have been discussed with the two Search and Rescue 

Coordination Authorities, Maritime New Zealand’s Rescue Coordination Centre 

and the New Zealand Police. 

After these discussions, as acting Chair of the NZSAR Council, I accept that 

recommendations 019/25 and 020/25 are being implemented. 

The Rescue Coordination Centre and New Zealand Police are working together 

to implement recommendation 019/25 and are actively discussing 

recommendation 020/25 and how this can be progressed. 

We will keep you informed of progress of these recommendations. 

Notice of recommendations 

Maritime New Zealand 

6.17. The Commission gives notice to Maritime New Zealand that it has issued 

recommendations [019/25] and [020/25] to the New Zealand Search and Rescue 

Council and that these recommendations will require the involvement of Maritime 

New Zealand. 

New Zealand Police 

6.18. The Commission gives notice to New Zealand Police that it has issued 

recommendation [019/25] to the New Zealand Search and Rescue Council and that 

this recommendation will require the involvement of New Zealand Police. 
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7 Key lessons 

Ngā akoranga matua 
 

7.1 The effects from exposure to petrol in a confined space are significant. Therefore, it is 

important for all vessel owners to inspect their vessels’ fuel systems regularly to 

ensure they are safe to operate.  

7.2 A failure in the fuel system can have serious consequences such as fire, explosion, 

inhalation of toxic fumes and environmental harm. For this reason, it is important that 

these systems are regularly monitored and periodically tested to ensure they are safe 

and fit for purpose. 

7.3 Inflatable lifejackets rely on the successful operation of an inflation mechanism to 

make them buoyant. It is important that inflatable lifejackets used by commercial 

operators are regularly inspected and maintained by an approved servicing centre to 

better ensure they are fit for their intended purpose and inflate properly. 

7.4 Vessel operators and individual wearers must ensure that lifejackets are fitted in 

accordance with the manufacturer’s instructions to prevent them from riding up and 

obstructing a person’s face. All people wearing lifejackets should also have a 

complete understanding of its full operation including how to remove it in water if 

needed. This information is best shared during predeparture safety briefings to 

ensure all vessel occupants are well informed.  

7.5 The overall responsibility for ensuring that a vessel is fit for purpose lies with the 

vessel’s operator. The operator is most familiar with the vessel and its operation. 

While it may be reasonable for operators to have some reliance on the technical 

expertise of Recognised Surveyors, operators should proactively engage with 

Recognised Surveyors to ensure that their vessel’s survey plans are followed, and 

review survey reports to ensure they accurately reflect the state of the vessel. 
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8 Data summary 

Whakarāpopoto raraunga 

Vessel particulars 

Name: i-Catcher 

Type: Aluminium pontoon charter fishing vessel 

Class: Passenger, restricted to 12 people onboard 

Limits: Restricted Inshore – as per certificate of survey 

Length: 8 metres 

Manufacturer: Kiwi Engineering & Marine Limited  

Model: 820 Hardtop 

Built: 2003 

Propulsion: 2 x Yamaha 115 hp outboards 

Service speed: 20 knots 

Owner/operator: Fish Kaikoura 2011 Limited 

Primary port: Kaikōura, New Zealand 

Minimum crew: 1 crew member 

Date and time 10 September 2022 1005 

Location Goose Bay, Kaikōura, New Zealand 

Persons involved 10 passengers and 1 crew 

Injuries 5 fatalities and 3 moderately injured 

Damage 

 

Damage to hull, loss of machinery and electrical 

systems. 
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9 Conduct of the Inquiry 

Te whakahaere i te pakirehua 
9.1. On 10 September 2022, MNZ notified the Commission of the occurrence. The 

Commission subsequently opened an inquiry under section 13(1) of the Transport 

Accident Investigation Commission Act 1990 and appointed an Investigator-in-

Charge. 

9.2. Between 11 and 14 September 2022, three Commission investigators examined the 

vessel in Kaikōura to gather evidence and conducted interviews. 

9.3. From 12 to 13 October 2022, two investigators travelled to Kaikōura to conduct 

further interviews, examine the vessel and oversee DNA sampling conducted by 

Police. 

9.4. Between 21 and 25 November 2022, two investigators conducted interviews in 

relation to the search and rescue operation. 

9.5. On 25 November 2022 the vessel was transferred to Wellington to a secure storage 

facility. 

9.6. On 24 March 2023, independent testing was conducted on the vessel’s fuel system. 

9.7. In April 2023, investigators conducted interviews with surveyors. 

9.8. On 28 June 2023, the Commission approved a draft preliminary report for circulation 

to four interested parties for their urgent comment given the nature of the safety 

issue raised. 

9.9. The Commission received submissions from two interested parties and any changes 

as a result of those submissions were included in the final preliminary report. 

9.10. On 26 July 2023 the Commission approved the final preliminary report for 

publication. The Commission continued its inquiry following further lines of inquiry. 

9.11. On 26 June 2024 the Commission approved a draft report for circulation to seventeen 

interested parties for comment. 

9.12. The Commission received sixteen responses of which ten were submissions. One 

interested party could not be contacted. Any changes as a result of those submissions 

were included in a final report. 

9.13. On 27 November 2024, the Commission approved a second draft report for 

circulation to five interested parties to comment on limited issues. 

9.14. Two interested parties provided detailed submissions, and two interested parties 

replied that they had no comment.  One interested party did not respond despite 

efforts to contact them.  Any changes as a result of the submissions have been 

included in the final report. 

9.15. On 26 February 2025, the Commission approved the final report for publication. 
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Abbreviations 

Whakapotonga 
 

cm Centimetre 

Emergency 

comms centre 

Police Communications Centre 

CPC Compliance Plate Certification 

EPIRB Emergency position-indicating radio beacon 

ICAP Initial call answering point 

IMO International Maritime Organization 

ISO International Organization for Standardization 

kt Knot 

m Metre 

mm Millimetre 

NZSAR New Zealand Search and Rescue 

nm Nautical mile 

PLB Personal locator beacon 

PSAP Public service answering point 

RCCNZ Rescue Coordination Centre New Zealand 

RNZAF Royal New Zealand Air Force 
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SAR Search and Rescue 

VHF Very high frequency 
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Glossary 

Kuputaka 
 

Aft At, near or towards the stern of a vessel 

Amidships In the middle of a vessel, either longitudinally or laterally 

Capsize Vessel overturned in the water 

EPIRB Emergency Position-Indicating Radio Beacon (EPIRB) designed to 

transmit its location and verification data to a rescue coordination 

centre and thus alert SAR authorities that an emergency exists. 

Navigator Database maintained by MNZ since 2010, which can be referenced by 

other surveyors for vessel survey history. 

Port Left-hand side of a vessel when looking forward. 

Recognised 

Surveyor 

A surveyor who holds a certificate of surveyor recognition issued by 

Maritime New Zealand 

SOLAS International Convention for the Safety of Life at Sea 

Starboard Right-hand side of a vessel when looking forward 

Stern The aft portion of a vessel 

Fuel vent Part of the fuel tank that allows air to enter and exit the fuel tank as 

the fuel level changes. 

Wet winching Retrieval of people from water. 

Quarter The aft quadrant of the vessel from beam to stern. 
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Appendix 1 DOC guidelines for operating boats 

around marine mammals 
The Department of Conservation (DOC) provides guidance for boaters operating around 

marine mammals, to help keep both marine mammals and people safe. The guidelines 

recommend that boaters avoid operating in front of whales to avoid impeding their natural 

direction of forward motion.  
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Appendix 2 Description of lifejacket types 

 

 

3 Newton (N) is a unit of force, in this case used to describe the magnitude of buoyancy provided by a lifejacket.





 

 

Kōwhaiwhai - Māori scroll designs 
TAIC commissioned its four kōwhaiwhai, Māori scroll designs, from artist Sandy Rodgers (Ngāti Raukawa, 

Tūwharetoa, MacDougal). Sandy began from thinking of the Commission as a vehicle or vessel for seeking 

knowledge to understand transport accident tragedies and how to avoid them. A ‘waka whai mārama’ (i te ara 

haumaru) is ‘a vessel/vehicle in pursuit of understanding’. Waka is a metaphor for the Commission. Mārama 

(from ‘te ao mārama’ – the world of light) is for the separation of Rangitāne (Sky Father) and Papatūānuku 

(Earth Mother) by their son Tāne Māhuta (god of man, forests and everything dwelling within), which brought 

light and thus awareness to the world. ‘Te ara’ is ‘the path’ and ‘haumaru’ is ‘safe’ or ‘risk free’.  

Corporate: Te Ara Haumaru - the safe and risk free path 

 
The eye motif looks to the future, watching the path for obstructions. The encased double koru is the mother 

and child, symbolising protection, safety and guidance. The triple koru represents the three kete of knowledge 

that Tāne Māhuta collected from the highest of the heavens to pass their wisdom to humanity. The continual 

wave is the perpetual line of influence. The succession of humps represents the individual inquiries.  

Sandy acknowledges Tāne Māhuta in the creation of this Kōwhaiwhai. 

Aviation: Ngā hau e whā - the four winds 
 

 

 

 

To Sandy, ‘Ngā hau e whā’ (the four winds), commonly used in Te Reo Māori to refer to people coming 

together from across Aotearoa, was also redolent of the aviation environment. The design represents the sky, 

cloud, and wind. There is a manu (bird) form representing the aircraft that move through Aotearoa’s ‘long 

white cloud’. The letter ‘A’ is present, standing for a ‘Aviation’.  

Sandy acknowledges Ranginui (Sky father) and Tāwhirimātea (God of wind) in the creation of this Kōwhaiwhai. 

Maritime: Ara wai - waterways 
 

 

 

 

The sections of waves flowing across the design represent the many different ‘ara wai’ (waterways) that ships 

sail across. The ‘V’ shape is a ship’s prow and its wake. The letter ‘M’ is present, standing for ‘Maritime.  

Sandy acknowledges Tangaroa (God of the sea) in the creation of this Kōwhaiwhai. 

Rail: rerewhenua - flowing across the land 

 

 
 

 

 

The design represents the fluid movement of trains across Aotearoa. ‘Rere’ is to flow or fly. ‘Whenua’ is the 

land. The koru forms represent the earth, land and flora that trains pass over and through. The letter ‘R’ is 

present, standing for ‘Rail’.  

Sandy acknowledges Papatūānuku (Earth Mother) and Tāne Mahuta (God of man and forests and everything 

that dwells within) in the creation of this Kōwhaiwhai. 





 

 

 

Recent Maritime Occurrence reports published by 

the Transport Accident Investigation Commission 

(most recent at top of list) 

 

MO-2023-206 Fishing vessel, Austro Carina, Stranding at Red Bay, Banks Peninsula, 24 September 

2023 

MO-2023-202 Collision between Passenger Ferry, Waitere and recreational vessel, Onepoto, Paihia, 

Bay of Islands, 13 April 2023 

MO-2023-204 Bulk carrier, Poavosa brave, serious injury, off Tauranga, 23 June 2023 

MO-2022-203 Container vessel, Capitaine Tasman, stevedore fatality during container loading 

operations, Port of Auckland, 19 April 2022 

MO-2022-202 Bulk carrier, ETG Aquarius, stevedore fatality during coal loading operations, Lyttelton 

port, 25 April 2022 

MO-2022-207 Fishing vessel Boy Roel, serious workplace injury, Off Tauranga, Bay of Plenty, New 

Zealand, 12 December 2022 

MO-2022-206 Charter fishing vessel i-Catcher, Capsize, Goose Bay, Kaikōura, New Zealand, 10 

September 2022 

MO-2023-201 Passenger vessel Kaitaki, Loss of power, Cook Strait, New Zealand, 28 January 2023 

MO-2021-204 Recreational vessel, capsize and sinking with three fatalities, Manukau Harbour 

entrance, 16 October 2021 

MO-2021-205 Container vessel Moana Chief, serious injury to crew member, Port of Auckland, New 

Zealand, 10 December 2021 

MO-2020-205 General cargo vessel, Kota Bahagia, cargo hold fire, Napier Port, 18 December 2020 

MO-2021-202 Factory fishing trawler Amaltal Enterprise Engine room fire, 55 nautical miles west of 

Hokitika, 2 July 2021 

MO-2021-203 Collision between fishing vessel ‘Commission’ and container ship ‘Kota Lembah’, 84 

nautical miles northeast of Tauranga, Bay of Plenty, New Zealand, 28 July 2021 
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