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identify safety issues, and make recommendations to improve safety. Our findings cannot be
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At the end of every inquiry, we share all relevant knowledge in a final report. We use our
information and insight to influence others in the transport sector to improve safety,
nationally and internationally.

Commissioners

Chief Commissioner Jane Meares

Deputy Chief Commissioner Stephen Davies Howard
Commissioner Paula Rose, QSO
Commissioner Bernadette Roka Arapere
Commissioner David Clarke

Key Commission personnel

Chief Executive Martin Sawyers

Chief Investigator of Accidents Naveen Kozhuppakalam
Investigator-in-charge Avinash Figueiredo
Commission General Counsel Cathryn Bridge

Page i



Notes about Commission reports
Korero tapiri ki nga purongo o te Komihana

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: Passenger ferry Waitere
(Credit: Waitere Cruises Limited)

Figure 2: A Boston Whaler similar to the recreational boat Onepoto

(Credit: Photographer unknown)
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Figure 3: Location of the accident
(Credit: Land Information New Zealand)




Contents
Rarangi take

1  Executive summary 1
What RAPPENE. ...ttt 1
WHY it RAPPENEA ...ttt 1
WHAt WE CAN 1AM ...ttt b 1
WHO MAY DENETit ..ottt 1

2  Factual information 2
INAITALIVE. ..ttt bbb bbb 2
ATEEN thie COIISION ...t 5
THE WAITEIE ...ttt bbb 6
THE ONEPOLO .ttt nnseen 7
Site and wreckage INFOrMAatION ...ttt ss bbb 7
RECOTAEA AATA.....uceueirceieieieci ettt bbbt 8
Meteorological and ephemeral iINfOrmMation ... 9
The collision prevention framMEWOIK ... ssssse s ssssssesssens 9
The COLREGS and Maritime RUIES..........cccveeerieiinecieeiiresieeiiseciee e sisessssessse s sssessses e sssssssnens 9
Maritime RUlE 22.5: LOOK=OUT ..ottt sssessse s s sses s ssssisnens 9
Maritime Rule 22.15: Crossing SitUAtION ..o ssessssssssssssens 10
ACEION BY the GIVE-WAY VESSEL ... ssss s sasssasssanes 11
ACEION DY the SEANT-0N VESSEL........ccooeeeeeerereesieese st sssssasssanes 11
The Maritime Operator Safety SYStEM........c.re st sesens 12
Safety Briefings fOr fOITIES ..t nsaes 13
Recreational boat skipper competence and training ... 13
SAFE SPEEA ...t 13

3 Analysis 15
INEFOTUCTION .ottt bbb 15
MTOP NOt fit fOr PUIPOSE ..ottt sttt st s st st sasssaes 16
Maritime New Zealand's MTOP aSS€SSMENt PrOCESS........c.covvreererererreersssnsssssssssssssssssssssssssssssssens 18
Speed — a factor that INCreased FSK ...ttt nees 20

4  Findings 21

5 Safety issues and remedial action 22
GBINETAL. e e 22

6 Recommendations 23

Final Report MO-2023-202 | Page v



GBNEIAL.ceeeeeeeeeeeeee ettt e ettt s e et s e s s et e et st st s s s st s et st s s e see st s e sesseasaenenen 23

NeW reCOMMENAATION ...t 23
7  Key lessons 24
8 Data summary 25
9 Conduct of the Inquiry 27
Abbreviations 28
Glossary 29
Appendix 1 Table 11 from Maritime Rules Part 31 31
Appendix 2 Maritime Rule 23.27 32
Appendix 3  Maritime New Zealand guideline — Single handed operations carrying
passengers 33
Figures
Figure 1: Passenger ferry Waitere iii
Figure 2: A Boston Whaler similar to the recreational boat Onepoto iii
Figure 3: Location of the accident iv
Figure 4: Bay of Islands chart showing Onepoto GPS track and Waitere course 3
Figure 5: Onepoto helm station 4
Figure 6: The damaged Waitere showing the destroyed wheelhouse 7
Figure 7: The Waitere hull damage as a result of the collision 8
Figure 8: The Onepoto after the collision 8
Figure 9: Action to be taken in a crossing situation 12
Figure 10: Northland Regional Council Navigation Safety Bylaw 2017 14
Figure 11: Waitere MTOP update records 19
Figure 12: Completed self-audit template for Waitere 19
Figure 13: Onepoto's speed and position before the accident 20

Page vi | Final Report MO-2023-202



1

Executive summary

Tuhinga whakarapopoto

What happened

1.1.

1.2.
1.3.

At about 1147 on 13 April 2023, the recreational vessel Onepoto and the passenger
ferry Waitere collided in the Bay of Islands, New Zealand. The Onepoto was on
passage from Opua to Onepoto Bay. The Waitere was on a scheduled trip from
Russell to Paihia.

The master of the Waitere suffered serious injuries and was airlifted to hospital.

The Waitere suffered catastrophic damage and eventually sank. The Onepoto also
sustained some damage but was able to proceed under its own power to a repair
berth.

Why it happened

14.

1.5.

1.6.

1.7.

Watchkeeping standards on both vessels did not provide safe navigation and it is
virtually certain that they contributed to the accident.

The skipper of the Onepoto was distracted by a non-critical engine alarm. As a result,
they did not keep a proper lookout and did not see the Waitere crossing in front of
them. Once the skipper of the Onepoto noticed the Waitere, they were too close to
take action to avoid the collision.

The skipper of the Onepoto was navigating the vessel at 20.5 knots (kt). Had it been
travelling at a safer speed for the conditions, it is very likely that either the collision
would have been avoided or the consequences of the collision would have been
reduced.

The master of the Waitere did not see the Onepoto until it was about five metres (m)
away, and they did not have enough time to take action to avoid the collision.

What we can learn

1.8.

1.9.

1.10.

Collisions at sea can be avoided by implementing watchkeeping standards and
adhering to the collision prevention rules.

Every vessel must maintain a proper lookout by sight and hearing and use all means
available to determine whether a risk of collision exists. In a crossing situation,
regardless of which vessel is the designated give-way vessel, both vessels must be
vigilant and monitor the effectiveness of any avoidance action taken, such as a
change of course and/or a change of speed, until the other vessel has passed and is
clear.

All vessels must proceed at a speed that allows time to determine whether a risk of
collision exists and enables the vessel to stop in a safe distance if required.

Who may benefit

1.11.

All seafarers, vessel owners, vessel operators, boat insurers, boat clubs, local councils
and harbourmasters may benefit from the findings of this inquiry.
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2

Factual information
Parongo pono

Narrative

2.1.

2.2.

2.3.

2.4.

2.5.

At approximately 0707 on 13 April 2023, the Onepoto departed Onepoto Bay with the
skipper at the helm and a passenger. They planned to go to the Bay of Islands Marina
at Opua for scheduled maintenance work, stopping at Russell for fuel enroute (see
Figure 4).

The vessel arrived at the Bay of Islands Marina at about 0842. It was met by a marine
radio technician contracted to retrofit a new very high frequency (VHF) marine radio.
Because of illness, an engine technician who had been engaged to complete engine
diagnostics was unable to attend.

At approximately 1124, the skipper of the Onepoto completed a pre-departure radio
check with Russell Radio using the new VHF radio. About a minute later, the skipper
steered the vessel clear of the Bay of Islands Marina breakwater and headed across
the Kawakawa River towards Waikare Inlet.

At approximately 1129, the Onepoto passed south of Motutokape Island and entered
the Waikare Inlet, at speeds between 5 kt and 10 kt, before altering course to head
towards the Veronica Channel.

While entering and exiting the inlet and while transiting the designated yacht
mooring area north of Motutokape Island, the skipper of the Onepoto operated the
vessel at speeds between 10 kt and 15 kt, which were above the 5 kt speed limit for
that area.

Final Report MO-2023-202 | Page 2



0 0.25 0.5 0.75 NM
: T ~ Russell
Fx" ~ | > i \% Pe o
. ; < .I - . : » .__:o { Dg / s
‘L_ dunity] ! |Ribee . V/
i A o AR i
bt st A Waitere's course |G
¢ & 4§ ™ 7 N - =
Y (O (™ 7 S - | \
. . A\A' J, «d 4 _“ y ‘ d \ \_\
Paihia P X L\ "
\ e - A T |
- “% .".‘ 7 s X : !
Al .( .
L BT Y ’
Wik o Onepoto’s track & & S
o Py P BT before the collision 3 e
N | Toretore Island o
7 . ~ D)
g 'l “ | .) |
| i,ﬂ “
." ‘l: =N - & !
""”. '4: }'. ‘3— )
< {2 A, !
' £, ’:
Onepoto’s track | % —- ".,:,’*-.‘u [ ///
after the collision | ' = (
K vl § o Tapu Point —-—:{- Waikare Inlet
.' . : {:c‘. ~ 7S L //'A
> L & Yacht mooring area
') o . } ~\~_‘M R {
| st 4 S
Bay of Island s ¢ )
Marina, Opua__ [ WS
: R .;"?‘.\;.
Onepoto speed (kts) : A o
\ .~ il n"f: —~ -
® 053-5 . B\ =l S
® 5-10 \ ' s
10-15 ‘ /
® 15-20 . - = ‘
® 20-2089 || Kawakawa |/ Motutokape
— Onepoto GPS track River Island
) N

Figure 4: Bay of Islands chart showing Onepoto GPS track and Waitere course
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2.6.

2.7.

2.8.

2.9.

2.10.

2.11.

2.12.

At approximately 1140, the Onepoto passed abeam’ of Tapu Point and the skipper
increased the Onepoto’s speed to about 20 kt. The vessel was still within the 5 kt
speed limit zone.

About a minute later the Onepoto was in the main Veronica Channel and more than
200 m from land, where there were no speed restrictions.

At approximately 1140, the ferry Waitere, with 20 people on board (15 adult
passengers, 4 children and the master?), departed the wharf at Russell on its
scheduled service to Paihia at a speed of about 5 kt (see Figure 4). As it passed the

5 kt speed limit zone the master increased the vessel's speed to maximum, which was
about 6 kt.

In the logbook, the master of the Waitere had recorded 16 passengers for that
scheduled service to Paihia.

At approximately 1145, as the Onepoto passed west of Toretore Island, an alarm
sounded on the vessel's engine-monitoring system.

The Onepoto was approaching the Bay of Islands ferry route (see Figure 4). Three ferry
services operated on this route, on a Northland Regional Council public transport
timetable. There were no speed restrictions for this area.

The Onepoto skipper maintained a speed of about 20 kt and investigated the cause of
the alarm on the engine-monitoring system display, located on the helm? station in
front of the skipper (see Figure 5). They worked through the system menus on the
display, determining that it was a non-critical low voltage alarm.

Engine monitoring
system display

Autopilot

Figure 5: Onepoto helm station

' At right angles to the forward and aft line of the vessel
2 A licensed mariner who has command of a merchant vessel
3 The means, such as a steering wheel, by which a vessel's steering is controlled
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2.13.

2.14.

2.15.

During interview, the skipper of the Onepoto stated that when they looked up they
saw the Waitere crossing. The skipper determined there was not enough time to alter
course to avoid collision, so they pulled the Onepoto’s engine throttles to stop and
then to astern®.

During interview, the master of the Waitere stated that they only saw and heard the
Onepoto when it was a few metres away and they did not have time to take any
action to avoid collision.

At approximately 1147, the two vessels collided. The Onepoto struck the port’ side of
the Waitere and the impact caused the Onepoto to run on top of the Waitere, near
the wheelhouse®. The master of the Waitere, who was positioned at the helm in the
wheelhouse, was seriously injured. One of the passengers from the Waitere jumped
into the water on impact.

After the collision

2.16.

2.17.

2.18.

2.19.

2.20.

2.21.

2.22.

2.23.

A few moments later the Onepoto stopped moving ahead and slid back into the water
with its engines going astern. The skipper manoeuvred the Onepoto away from the
Waitere and stopped.

Several passengers on the Waitere went to the wheelhouse and removed wooden
debris to enable the injured master to be attended to by a passenger who was a
doctor. Passengers tried to locate lifejackets but were unable to find any.

The Waitere engine remained running and propelling the vessel ahead. The
passengers did not know how to stop it.

Between 1149 and 1152, several passengers from the Waitere made 111 calls to
report the accident and advise that the master of the Waitere was injured. An
ambulance and the Police were dispatched to Paihia.

The Waitere's shore-based designated search and rescue (SAR) person was not
immediately aware of the accident. They became aware of the accident later via social
media. This resulted in a delay in communicating the number of people on board the
Waitere to the vessels responding to the accident.

At approximately 1157, the skipper of the Onepoto called Russell Radio on the VHF
radio to report the collision, and that one person on the Waitere was injured and one
passenger was in the water. The skipper of the Onepoto then retrieved the passenger
from the water.

At approximately 1158 the ferry Waimarie, on its scheduled trip from Paihia to
Russell, saw the damaged Waitere and stopped to assist.

The master of the Waimarie rafted up’ to the Waitere and instructed a passenger on
how to stop the Waitere's engine and to drop the anchor. The master of the
Waimarie then guided the passengers over to the Waimarie.

4 When referring to a vessel or its engine, moving in reverse
> The left side of a vessel when the viewer is facing forward
6 The part of a vessel from which a person steers

" The term used to describe multiple vessels tied together
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2.24.

2.25.

2.26.

2.27.

2.28.

2.29.

2.30.

2.31.
2.32.

2.33.

2.34.

At approximately 1205, Russell Radio contacted the Bay of Islands Coastguard and
notified it of the collision. Coastguard started mobilising crew and preparing the
Coastguard vessel BR2.

A parasailing vessel operating in the vicinity heard the VHF call from the Onepoto
skipper to Russell Radio and arrived at the accident site shortly after the Waimarie.
Two passengers on the parasailing vessel were nurses and were able to help the
doctor to transfer the injured master to the parasailing vessel.

At approximately 1210, the parasailing vessel and the Onepoto proceeded towards
Paihia. At about the same time the Police requested a medevac® helicopter.

Upon arriving at Paihia, the parasailing vessel and the Onepoto were met by the
Police and paramedics. The paramedics attended to the injured master.

The skipper of the Onepoto was immediately interviewed by the Police and
volunteered an alcohol test, which was negative.

At approximately 1305, the Coastguard vessel BR2 arrived at the anchored Waitere.
They reported that there were no people onboard, and that the vessel had extensive
damage extending up to the waterline and was possibly taking on water (see Figure 6
and 7).

A second Coastguard vessel, Kokako, arrived at the accident site and stayed with the
damaged ferry. The Coastguard vessel BR2 did not have access to a passenger count
and so started a search of the immediate area looking for any passengers in the
water.

At approximately 1316, a medevac helicopter arrived at Paihia.

The Coastguard crew boarded the Waitere and set up a salvage pump to discharge
water, but the pump was unable to keep up with the water ingress® and the Waitere
sank at approximately 1408.

At approximately 1413, the medevac helicopter departed for Middlemore Hospital
with the injured master.

On 15 April 2023, the sunken wreck of the Waitere was refloated and taken to the Bay
of Islands boatyard at Opua.

The Waitere

2.35.

2.36.

The Waitere was a 14.01 m wooden passenger ferry built in 1944 with a 111.3 hp
(83 kW) engine. The vessel, known locally as the Blue Ferry, was owned and operated
by Waitere Cruises Limited (Waitere Cruises).'

The Waitere was one of three ferries that operated on a Northland Regional Council
public transport timetable, running a regular hourly service between Russell and
Paihia from September to May every year. The Waitere started its first service from
Russell at 0940 and departed Paihia for its last service at 1710. Each trip took
approximately 20 minutes.

8 Medevac is the transportation of patients from the accident site to a medical facility
9 When water makes its way into the boat through a leak or crack
10 Waitere Cruises Limited was removed from the Companies Office Register on 20 October 2023
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2.37. The Waitere could carry a maximum of 60 passengers and the minimum safe crewing
document required the vessel to have a minimum crew of one, namely the master."

2.38. Waitere Cruises operated under the Maritime Operator Safety System (MOSS) as
specified by Maritime Rule Part 19: Maritime Transport Operator — Certification and
Responsibilities.

2.39. The master of the Waitere had operated the vessel for 25 years and held a valid
Master of Restricted-Limit Launch qualification.™

The Onepoto

2.40. The Onepoto was a 9.74 m recreational vessel built by Boston Whaler in 2011 and
equipped with two 300 hp outboard engines.

2.41. The skipper of the Onepoto had completed an optional training course (see
paragraph 2.69) and held a Boatmaster Certificate.” They had operated the Onepoto
for about nine years.

Site and wreckage information

2.42. As aresult of the collision, the Waitere suffered extensive damage: the wheelhouse
was completely destroyed (see Figure 6) and the hull sustained damage on the port
side just below the waterline (see Figure 7).

Figure 6: The damaged Waitere showing the destroyed wheelhouse

(Credit: Bay of Islands Coastguard)

1 See Appendix 1, showing Table 11 of Maritime Rule Part 31.84(4)(b)

12 Skipper Restricted Limits < 24m with passenger endorsement has superseded the Master of Restricted-Limit
Launch qualification, which has been grandfathered over

3 A non-commercial certificate issued by Coastguard
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Figure 7: The Waitere hull damage as a result of the collision

2.43. The Onepoto sustained damage to the bow, anchor pulpit' and stainless-steel bow
rail (see Figure 8). There was some gouging of the fibreglass under the waterline, but
there was no water ingress. The skipper of the Onepoto was able to manoeuvre the
vessel under its own power and returned to the Bay of Islands Marina after the
accident.

Figure 8: The Onepoto after the collision

Recorded data

2.44. The GPS data from the Onepoto was recovered and downloaded. This information
was used to recreate the vessel's track and speed leading up to the collision.

245. The Waitere did not have a GPS device onboard.

4 A protrusion at the bow of a boat designed for securing an anchor
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Meteorological and ephemeral information
2.46. It was a bright sunny day, with a few clouds and good visibility.

2.47. The sea was calm, and the prevailing wind was a gentle north-westerly breeze of
about 10 kt."

The collision prevention framework

The COLREGs and Maritime Rules

2.48. The Convention on the International Regulations for Preventing Collisions at Sea (the
COLREGS) was introduced by the International Maritime Organization'® (IMO) in 1972.
The COLREGs set out, amongst other things, navigation rules to be followed by
vessels to prevent collisions between two or more vessels.

2.49. Maritime Rule Part 22: Collision Prevention have given effect to the COLREGS in
New Zealand. Part 22 applies to all New Zealand ships, wherever they are, and to all
foreign ships when they are in New Zealand waters."”

2.50. In addition, the Northland Regional Council Navigation Safety Bylaw 2017 includes
the following Collision prevention bylaw:

3.16 Collision prevention

3.16.1 No person shall operate any vessel in breach of Maritime Rule 22
(Collision Prevention), made under the Maritime Transport Act 1994.

3.16.2 Every person commits an offence against this bylaw who, when required
to do anything by an officer of the council under clause 3.16.1 of this bylaw, fails
to comply with that requirement as soon as is reasonably possible.

3.16.3 Every vessel must at all times maintain a proper lookout by sight and
hearing as well as by all available means appropriate to the prevailing
circumstances and conditions, so as to make a full appraisal of the situation and
the risk of collision.

Maritime Rule 22.5: Look-out

2.51. Maritime Rule 22.5 states that every vessel must at all times maintain a proper
lookout by sight and hearing as well as by all available means appropriate in the
prevailing circumstances and conditions, so as to make a full appraisal of the situation
and the risk of collision.

2.52. The skipper of the Onepoto and the master of the Waitere were both in control of
power-driven vessels making way through the water. They were required to keep a
proper lookout for other vessels and, if a risk of collision existed, take appropriate
action to avoid collision.

5 According to the Beaufort wind force scale, which describes wind intensity based on observed sea conditions

16 A specialised agency of the United Nations that is the global standard-setting authority for the safety, security
and environmental performance of international shipping

7 New Zealand waters means: (a) the territorial sea of New Zealand; (b) the internal waters of New Zealand; and
(c) all rivers and other inland waters of New Zealand
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Maritime Rule 22.15: Crossing Situation

Maritime Rule 22.15 addresses a crossing situation. When the paths of two power-driven
vessels are crossing, creating risk of collision, the vessel that has the other on its own starboard
side must keep out of the way. The vessel required to keep out of the way must, if the
circumstances of the case allow, avoid crossing ahead of the other vessel (see
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2.53.

Figure 9).

2.54. The Onepoto was on a northerly course at a speed of approximately 20.5 kt. The

Waitere was on a southwesterly course at a speed of approximately 6 kt, and on the
starboard side of the Onepoto. The Onepoto was the give-way vessel, and the Waitere
was the stand-on vessel.

Action by the give-way vessel

2.55.

Maritime Rule 22.16 states that "every vessel that is directed to keep out of the way
of another vessel must, so far as possible, take early and substantial action to keep
well clear.”

Action by the stand-on vessel

2.56.

2.57.

The stand-on vessel is required to maintain its course and speed and monitor the
give-way vessel. If the give-way vessel is not taking appropriate actions to avoid
collision the stand-on vessel must take action to avoid collision.

Maritime Rule 22.17 states:

(1) If one of two vessels is to keep out of the way, the other must keep its course
and speed.

(2) As soon as it becomes apparent to the stand-on vessel that the vessel
required to give way is not taking appropriate action in compliance with this
Part—

(a) it may take action to avoid collision by its manoeuvre alone; and

(b) if it is a power-driven vessel in a crossing situation, if the circumstances of
the case allow, it must not alter course to port for a vessel on its own port side.

(3) When, from any cause, the stand-on vessel finds itself so close that collision
cannot be avoided by the action of the give-way vessel alone, it must take
whatever action will best avoid collision.

(4) This rule does not relieve the give-way vessel of its obligation to keep out of
the way.
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The Maritime Operator Safety System

2.58. The Maritime Operator Safety System (MOSS) was implemented on 1 July 2014 as a
new regulatory system for maritime safety. MOSS was introduced to improve safety
and protection of the marine environment associated with domestic commercial
vessels in New Zealand.

2.59. Under MOSS, an operator is required to develop and prepare a Maritime Transport
Operator Plan (MTOP) for each vessel they operate.’® The MTOP details specific risks
associated with the operator’s intended maritime transportation activities and
procedures and controls to mitigate these risks.

2.60. The MTOP is assessed by Maritime New Zealand to ensure that the various
components, such as risk management, training and maintenance, are included.
Additionally, Maritime New Zealand conducts a site visit, in which the operator
demonstrates the various aspects of the MTOP, to ensure they are appropriate.

2.61. The Director of Maritime New Zealand must grant a Maritime Transport Operator
Certificate (MTOC) if they are satisfied that the operator's MTOP has met all the
requirements specified in Maritime Rule Part 19" and the Maritime Transport Act
1994 section 41%°. The MTOC is valid for ten years.

2.62. ltis the operator’'s responsibility to ensure that the MTOP is a living document, by
assessing risks and addressing them as they arise.?’ Maritime New Zealand conducts
periodic MOSS audits to assess how the operator is performing against the vessel’s
MTOP. The initial MOSS audit is usually done within 18 months of the operator
coming into the system. A risk-profiling tool is used after each MOSS audit to
determine the operator’s risk profile, and to determine the date by which the next
audit must be completed. The maximum time between two audits is 48 months.

8 Maritime Rule 19.41

9 Maritime Rule 19.22

20 Maritime Transport Act 1994, section 41: Issue of maritime documents and recognition of documents
21 Maritime Rule 19.61 (b)
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Safety briefings for ferries

2.63.

2.64.

2.65.

2.66.

The Maritime Rules prescribe the operating and training procedures to manage
emergency situations aboard vessels or to prevent such situations occurring.??

Under the Maritime Rules, the master’s responsibilities included the safety and
wellbeing of the passengers. The master was required to provide every person on
board with clear instructions on the procedures to be followed in case of an
emergency.? lllustrations and instructions for the correct use of life-saving appliances
and for essential actions to be taken in an emergency had to be conspicuously
displayed on the vessel. The master had to ensure that every passenger had been
made aware of the posted instructions. (See Appendix 2 Maritime Rule 23.27.)

In September 2019, Maritime New Zealand published a guideline for Single handed
operations carrying passengers (see Appendix 3). This guideline recognised that there
would be no time to give instructions in an emergency; therefore providing a clear
safety briefing was a good way to make sure passengers knew what to do in an
emergency.

The guideline emphasised that safety briefings needed to be tailored to the specific
operation. The safety briefings could include safety equipment and how to use it, and
were an opportunity to inform passengers of 'no go’ areas and other hazards specific
to the vessel and operation.

Recreational boat skipper competence and training

2.67.

2.68.

2.69.

2.70.

2.71.

In New Zealand, there is no requirement for the skipper of a recreational vessel to
have any formal training or certification. However, there was an optional Day Skipper
course and a Boatmaster Certificate course available.

The objective of the Day Skipper course was to provide all the basic knowledge
needed to help recreational vessel users understand the maritime environment, the
rules of the sea, boats and their capabilities, and dealing with emergencies.

The Boatmaster Certificate course was for recreational vessel users with current
knowledge and experience. It covered a wide range of vessels, including yachts,
launches and powerboats. The training was intended to extend the participant’s
current knowledge in chartwork, navigation techniques, distress signals, emergency
procedures, knots and rope work, and provide a thorough explanation of the rules at
sea including proper lookout duties and collision avoidance.

Maritime New Zealand recommends that skippers undertake some form of boating
education to understand the Maritime Rules.

The skipper is responsible for the safety of the vessel and its occupants and for
complying with all the relevant Maritime Rules, regulations and Regional Council
bylaws.

Safe speed

2.72.

At all times every vessel must proceed at a safe speed, so that proper and effective
action to avoid collision can be taken, and the vessel can be stopped within a

22 Maritime Rules Part 23: Operating Procedures and Training
23 Maritime Rule 23.27
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distance appropriate to the prevailing circumstances and conditions.** These
conditions can include visibility, sea conditions, navigational hazards, distractions, and
other marine traffic.

2.73.  Maritime New Zealand recommends that skippers operate their vessels at a safe
speed by slowing down in situations in which it may be difficult to see another boat
(eg, in waves, rain, fog or when there may be glare on the water).

2.74. The maximum speed permitted for all vessels in the Bay of Islands region is 5 kt when
within 200 m of shore or any vessel with a dive flag, and within 50 m of any other
boat or swimmer.

2.75. The speed of vessels in the accident area was also prescribed in the Northland
Regional Council Navigation Safety Bylaw 2017, clause 3.2.1 (see Figure 10).

3.2 Speed of vessels
3.2.1 No pearson shall, without reasonable axcuse, propel of navigate a vessai (In

Figure 10: Northland Regional Council Navigation Safety Bylaw 2017

24 Maritime Rule 22.6
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3 Analysis

Tataritanga

Introduction

3.1.

3.2.

3.3.

3.4.

3.5.

3.6.

3.7.

3.8.

3.9.

3.10.

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.

Both vessels were compliant with all relevant maritime legislation for their type and
operation and no mechanical or equipment failure contributed to the accident.

The immediate cause of the collision was poor watchkeeping by the people in charge
of both the vessels. Two sets of circumstances increased the risks, namely the
Onepoto was travelling at a speed that was unsafe for the changed conditions, and
Waitere's MTOP, and Maritime New Zealand's assessment of it, were not fit for
purpose in supporting safe operations of a passenger ship.

The Onepoto on a northerly course and the Waitere on a southwesterly course were
in a crossing situation. Neither the skipper of the Onepoto (the give-way vessel) nor
the master of the Waitere (the stand-on vessel) had sighted or heard the other vessel
approaching. As a result, they had not assessed whether a risk of collision existed and
did not take appropriate actions.

During interview, the skipper of the Onepoto stated that they were distracted for a
few seconds by an alarm on the vessel’s engine monitoring system. When the skipper
attended to the alarm, their attention was divided between resolving the alarm,
controlling the vessel and continuing to keep a lookout. This compromised the
skipper’s ability to keep a proper lookout. When the skipper then looked up again, it
was the first time they noticed the Waitere crossing.

The skipper of the Onepoto was aware that they were approaching the ferry-crossing
route as they had crossed paths with the ferries on previous visits to Russell. The
skipper had not considered adjusting the Onepoto’s speed to a safer speed while they
resolved the engine alarm.

Had the skipper of the Onepoto considered all factors affecting safe speed they may
have reduced the vessel's speed accordingly. A reduction in speed would very likely
have allowed the skipper enough time to avoid the collision.

During interview the master of the Waitere stated that the visibility was perfect. They
had the port side wheelhouse door open, and they were looking out of the
wheelhouse windows. When they saw and heard the Onepoto it was just a few metres
away.

Ferry masters should be vigilant for northbound or southbound vessels, especially
when crossing the Veronica Channel, in order to monitor developing situations.
People in charge of other vessels in the vicinity of the ferry route should also be
vigilant for crossing ferries.

While acknowledging the speed difference between the two vessels and the effect
this may have had on their ability to avoid the collision, this does not detract from the
Commission’s finding that had a proper lookout been kept on both vessels, it is
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virtually certain that action to avoid collision in accordance with the Maritime Rules,
would have been taken by one or both vessels, and either the collision would have
been avoided or the consequences of the collision would have been reduced.

MTOP not fit for purpose

Safety issue: The Maritime Transport Operator Plan (MTOP), prepared by Waitere Cruises
Limited and assessed by Maritime New Zealand as part of the Maritime Transport Operator
Certificate (MTOC) certification process, was not fit for purpose and therefore did not sufficiently
support safe operations. In particular, the MTOP:

(i) omitted procedures for safe watchkeeping and keeping a proper lookout
(ii) contained ambiguities and irrelevant and inaccurate information
(iii) did not identify and mitigate the risk of the sole-charge master being incapacitated.

3.11.  The MTOP prepared by Waitere Cruises Limited included information that was not
relevant to their maritime operations, while at the same time omitting procedures for
watchkeeping and managing risks identified in Maritime New Zealand's guidance
publication.

(i) The Waitere’s MTOP omitted procedures for safe watchkeeping and keeping a proper lookout

3.12. Keeping a safe navigational watch includes actively monitoring the vessel’s position,
track, speed, stability, propulsion system and the VHF radio, and keeping a proper
lookout.

3.13. Keeping a proper lookout means to actively monitor what is happening around the
vessel by sight and hearing and, if electronic navigation aids are available, to use
them appropriately when underway.

3.14. The standing orders® in the Waitere's MTOP included one statement relating to
watchkeeping: “Keep a proper lookout at all times.” There were no procedures or
guidance for master’s regarding the basic principles of keeping a navigational watch
or proper lookout, such as maintaining a continuous state of vigilance by sight and
hearing to make a full appraisal of the risk of collision, stranding and other dangers
to navigation.

(ii) The Waitere’'s MTOP contained ambiguities and irrelevant and inaccurate information

3.15.  The Commission found that the Waitere’'s MTOP contained ambiguities and irrelevant
and inaccurate information, including:

e The MTOP was ambiguous with respect to safety briefings. One section stated
that before starting a trip all passengers would be briefed on safety procedures.
Another section stated that no verbal briefing was required but that the master
controlled the entrance to the vessel and could indicate appropriate information
to the passengers. The Passenger Policy section contained instructions for a
passenger safety briefing before starting a trip. It stated that if the weather
deteriorated, further instructions were to be given to passengers including
instructions on donning lifejackets, but the vessel had no lifejackets for
passengers. Lifejackets were only available for the crew. The Passenger Safety

25 The rules that are posted by the vessel's captain and/or the operator to be understood by each watchkeeper
operating the vessel
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Briefing section stated that as the vessel was a public transport vessel no verbal
safety briefing was required.

e The MTOP Emergency Preparedness procedures for Overdue Ship or Stricken
Vessel were not relevant to a vessel operating in enclosed waters® on 20-minute
trips; the procedures were for vessels that operated beyond enclosed waters. This
oversight was not identified and amended during subsequent MOSS audits and
MTOP reviews.

e The MTOP did not include procedures to comply with Maritime Rule 23.27(6),
which required that the master count the number of passengers onboard and
record that information ashore. There was no evidence that the number of
passengers for each trip was recorded ashore. Immediately after the accident the
local emergency services, Bay of Islands Coastguard and Russell Radio were not
aware of the number of passengers onboard.

e The MTOP recorded the minimum crewing numbers as one crew and the
maximum number of passengers as 60. The MTOP stated that "Extra crew is used
when required to assist passengers”, but there was no supporting information on
when this applied or how this would be implemented.

e The instructions for the master and crew implied that there was always more than
one crew member on board, despite there only being the master onboard the
Waitere.

e The standing orders section in the MTOP was poorly written and referred to the
vessel’s radar, a Global Positioning System (GPS) and a plotted track for
steaming, none of which were on the vessel.

(iii) The Waitere’s MTOP did not identify and mitigate the risk of the sole-charge master being
incapacitated

3.16.

3.17.

3.18.

3.19.

3.20.

The Waitere's MTOP contained a Hazard Identification and Control Register, which
included Navigation hazards — Collision and Groundings as possible with extreme
consequences. The risk controls that had been put in place relied on the sole-charge
master managing the risk.

The risk of the sole-charge master being incapacitated was not identified in the
Hazard Identification and Control Register and was not mitigated.

Maritime New Zealand's guideline for Single handed operations carrying passengers
encouraged operators to consider specific risks associated with relying on passengers
to contribute to an emergency response when an operation is run by a single person
(see Appendix 3).

This guideline reflected Maritime Rules Part 23, which prescribes various operating
and training procedures to be implemented to manage emergency situations or to
prevent such situations occurring.

On the morning of the accident the Waitere departed Russell wharf with 19
passengers onboard, including 4 children. None of the passengers interviewed by the
Commission remembered a safety briefing being conducted before departure or
whether any instructions were provided by the master as they boarded the vessel.

26 Enclosed waters are inland waters or waters within sheltered waters
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3.21.

3.22.

3.23.

3.24.

3.25.

The collision incapacitated the master, resulting in the passengers being left to
manage themselves in a situation that they were not familiar with.

Soon after the collision, there was panic among Waitere's passengers as they
searched for lifejackets and buoyancy aids. The Waitere did not carry lifejackets for
the passengers. The vessel had four lifebuoys on board, which were not suitable for
small children, and six ridged buoyant life-saving pontoons located on the vessel's
canopy, which the passengers did not know how to deploy. A safety briefing would
have helped to mitigate some of the challenges faced by the passengers.

The collision destroyed the wheelhouse of the ferry, including the control panel. The
engine was still running after the collision, and the vessel was making way through
the water. One passenger managed to pull the throttle back, but none was able to
stop the engine immediately following the collision.

The lack of a safety briefing did not contribute to the collision; however, it was
another factor that increased risk to the passengers following the collision.

As Waitere Cruises is no longer operating, the Commission has not made any
recommendations with respect to their MTOP.

Maritime New Zealand’s MTOP assessment process

3.26.

3.27.

3.28.

In 2017, Waitere Cruises developed an MTOP and provided it to Maritime
New Zealand for assessment. Having assessed the MTOP, Maritime New Zealand
issued an MTOC to Waitere Cruises, valid for ten years.

It is the operator’s responsibility to ensure that the MTOP is a living document by
assessing risks and addressing them as they arise. Any updates to the MTOP are
documented on the MTOP Update Record (see Figure 11).

Maritime Officers from Maritime New Zealand conduct periodic MOSS audits to verify
how an operator has performed against their MTOP. Maritime New Zealand had
conducted a MOSS audit in November 2018 and as a result Waitere Cruises was
considered a low-risk operation. This qualified it to conduct a self-audit, which was
scheduled for November 2021. Self-audits were adopted during COVID as an interim
measure and were not carried out frequently.
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3.29.

3.30.

Figure 11: Waitere MTOP update records

The self-audit was completed in November 2021 (see Figure 12) using an audit
template provided by Maritime New Zealand. Section 12 of the audit template
addressed the procedures for emergencies but did not include a safety briefing or
emergency procedures in the event of an incapacitated master, as highlighted in the
guideline for Single handed operations carrying passengers. Had the audit template
been amended to included emergency procedures related to single-person
operations carrying passengers, it may have prompted the operator to review its
procedures regarding passenger safety briefings and an incapacitated master.

Emergency preparedness

12 | Procedures for emergencies (\(i <o Axoeris 14 1))

When was the last review of procedure for the following emergencies?
o Flre 22111/2021

« - Pollution = 22/11/2021

» - Person overboard 221172021

« -+ Medical emergency » 22/11/2021

* » Mechanical failure ’ 22/1112021

« -+ Grounding, collision, capsize or sinking -+ 2211112021

« -+ Overdue ship (See trip repart) R 22/11/2021

When were the last emergency drills conducted? -  21/11/2021

Any other comments?

Figure 12: Completed self-audit template for Waitere

A recommendation has been made to Maritime New Zealand to review its process of
assessing MTOPs to ensure they are satisfied that vessels included in the MTOP will
be operated in accordance with safety systems that are specific and appropriate to
their maritime transport operations.
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Speed - a factor that increased risk

3.31.  When the skipper of the Onepoto looked down to investigate the alarm on the
engine-monitoring system, the Onepoto was approximately 0.68 nm from the ferry-
crossing track and, travelling at a speed of 20.5 kt, it would take approximately
2 minutes to cover that distance (see Figure 13).

i W
ey
Skts 50 \\
11:47:26 \ 19kts
114724 1147 position
of collision

o 7%, Distance 0.52 nm (about 7
. minutes at av speed 4.45kts)

Distance 0.68 nm (about
2 minutes at 20.5kts)

<[

Paihia

q,
O

Figure 13: Onepoto's speed and position before the accident

3.32. Although there was no speed restriction in this area, there were factors present that
should have influenced the skipper’s assessment of a safe speed, namely the
approach to the ferry-crossing track and the presence of an unresolved engine-
monitoring alarm.

3.33.  When the vessels were within 50 m of each other, each vessel should have been
travelling at a speed of no more than 5 kt, in accordance with the Northland Regional
Council Navigation Safety Bylaws 2017 (see Figure 10).

3.34. If the Onepoto had been travelling at a safer speed for the conditions, it is very likely
that either the collision would have been avoided or the consequences of the
collision would have been reduced.
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4.1.

4.2.

4.3.

44,

45.

4.6.

4.7.

Findings
Nga kitenga

Immediately before the collision, neither the skipper of the Onepoto nor the master of
the Waitere was keeping a proper lookout. Had a proper lookout been kept on both
vessels so that detection and assessment of the risk of collision had occurred, it is
virtually certain that action would have been taken by one or both vessels, and
either the collision would have been avoided or the consequences of the collision
would have been reduced.

If the Onepoto had been travelling at a safer speed for the conditions, it is very likely
that either the collision would have been avoided or the consequences of the
collision would have been reduced.

The skipper of the Onepoto, the give-way vessel, was distracted by an engine alarm
and did not see the Waitere until it was too late and therefore was unable to take
early and substantial action to keep well clear.

The master of the Waitere, the stand-on vessel, did not see or hear the Onepoto until
it was only a few metres away and did not take any action to avoid collision when the
Onepoto did not give way.

There was no safety briefing for passengers on board the Waitere and the MTOP was
ambiguous as to whether a safety briefing was required.

The Waitere's MTOP was not fit for purpose and did not support the safe operation of
a ferry passenger service, relying on one person (the master) to manage the safety of
the passengers in an emergency.

Vessels in the area responded quickly to the collision, which resulted in all passengers
being safely rescued and transferred ashore.
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5

Safety issues and remedial action
Nga take haumaru me nga mahi whakatika

General

5.1.

5.2.

5.3.

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.

Safety issues may be addressed by safety actions taken by a participant. Otherwise,
the Commission may issue a recommendation to address the issue.

One safety issue was identified in this investigation.

Safety issue: The Maritime Transport Operator Plan (MTOP), prepared by Waitere Cruises
Limited and assessed by Maritime New Zealand as part of the Maritime Transport Operator
Certificate (MTOC) certification process, was not fit for purpose and therefore did not sufficiently
support safe operations. In particular, the MTOP:

54.

5.5.

5.6.

(i) omitted procedures for safe watchkeeping and keeping a proper lookout
(ii) contained ambiguities and irrelevant and inaccurate information
(iii) did not identify and mitigate the risk of the sole-charge master being incapacitated.

On 9 June 2024, Maritime New Zealand informed the Commission that it fully
appreciates the critical importance of effective watchkeeping practices and that they
have had a strong focus on watchkeeping practices, working with industry over many
years. Some of their initiatives are:

+ regularly targeting watchkeeping and lookout practices in MOSS audits

+ releasing new guidance on lookout requirements in February 2024, and
watchkeeping guidance for commercial vessels in April 2024

- utilising an enforceable undertaking to trigger the development of new digital
and practical learning modules on watchkeeping and bridge management

« prosecuting operators involved in particularly egregious incidents in which poor
watchkeeping practices have played a role.

Maritime New Zealand also agreed that the Waitere's MTOP contained a number of
gaps. Maritime New Zealand stated that their practices around MTOC certification
and audit processes had significantly evolved since the Waitere's MTOP was last
assessed. Some of the changes that Maritime New Zealand have made are:

« self-audits for MTOPs are no longer used by Maritime New Zealand

« as aresult of the revised practice, Maritime New Zealand believes it would be well
placed to work with operators on shortfalls of future audits

« improvements in their risk assessment process

« continually looking for opportunities within their revised processes to ensure
MTOPs are of a high standard.

In the Commission’s view, these safety actions have addressed the safety issue.
Therefore, the Commission has not made a recommendation.
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6 Recommendations
Nga tutohutanga

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 Waitere Cruises
is no longer operating, the Commission has not made any recommendations with
respect to the Waitere's MTOP.

6.4. In the Commission’s view, safety actions implemented by Maritime New Zealand have
addressed the identified safety issue. Therefore, the Commission has not made any
recommendations with respect to Maritime New Zealand's practices around MTOC
certification and audit processes.

New recommendation

6.5. The Commission issued no new recommendations.
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7.1.

7.2.

7.3.

7.4.

Key lessons
Nga akoranga matua

All vessels must maintain a proper lookout and use all means available to determine
whether a risk of collision exists. Regardless of which vessel is designated to act, both
vessels must check the effectiveness of the action taken, until the danger has gone.

All vessels must proceed at a speed that enables the vessel to stop in a safe distance
or allows time to assess the situation and take corrective action.

Conducting a safety briefing and providing passengers with clear instructions is key
to ensuring their safety in an emergency.

The Maritime Transport Operator Plan (MTOP) is a living document. It is the
operator’s responsibility to periodically review the MTOP, to ensure that it remains
current, manages operational risks and is fit for purpose.
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8 Data summary
Whakarapopoto raraunga

Vessel particulars for the Waitere

Name: Waitere

Type: Passenger Ferry

Limits: Restricted limits, Enclosed water limits
Length: 14.01 m

Breadth: 480 m

Built: 1942

Propulsion: Single 83kW (111.3 hp) diesel engine
Service speed:?’ 6 kt

Owner/operator: Waitere Cruises Limited

Port of registry: Russell

Minimum crew: 1

Vessel particulars for the Onepoto

Name: Onepoto

Type: Boston Whaler 305 Conquest launch

Length: 9.74 m

Breadth: 3.20m

Built: 2011

Propulsion: 2 x 300 hp Mercury Marine petrol outboard
engines

Service speed: 38 kt

Port of registry: Onepoto Bay, Bay of Islands

Minimum crew: 1

27 The normal operating speed of the vessel while in service
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Date and time 13 April 2023, 1147

Location Bay of Islands, between Paihia and Russell
Injuries The master of the Waitere was seriously injured
Damage The Waitere was damaged beyond repair and had

to be scrapped. The Onepoto received minor
damage and was repairable
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9.1.

9.2.

9.3.

9.4.

9.5.

9.6.

9.7.

9.8.

Conduct of the Inquiry
Te whakahaere i te pakirehua

On 13 April 2023, Maritime New Zealand 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.

The Commission issued a protection order under section 12 of the Transport Accident
Investigation Commission Act 1990 in relation to the vessels involved in the accident,
the passenger ferry Waitere and the recreational vessel Onepoto. It was issued to
preserve and protect evidence from both vessels, and to prevent the tampering with,
or removal of, any items from the vessels.

On 15 April 2023, the sunken Waitere was salvaged. The Onepoto and the Waitere
were stored on hard stands at the Bay of Islands Marina, Opua.

On 23 August 2023, the protection order was amended to remove the Waitere. The
wreck was handed over to the insurers.

On 28 September 2023, the protection order was revoked and the Onepoto was
handed over to the insurers.

On 24 April 2024, the Commission approved a draft report for circulation to four
interested parties for their comment.

Two interested parties provided a detailed submission and one interested party
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.

On 25 July 2024, the Commission approved the final report for publication.
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Abbreviations
Whakapotonga

COLREGs International Regulations for Preventing Collisions
GPS Global positioning system

hp horse power (a unit of power, 1 kW = 1.341 hp)
IMO International Maritime Organization

kt knot, (nautical miles per hour)

kw kilowatt (unit of power)

MOSS Maritime Operator Safety System

MTOC Maritime Transport Operator Certificate

MTOP Maritime Transport Operator Plan

nm nautical mile

SAR search and rescue

VHF very high frequency
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Glossary

Kuputaka

abeam

anchor

anchor pulpit

astern

give-way vessel

helm

ingress

master

medevac

port

service speed

skipper

stand-on vessel

standing orders

starboard

at right angles to the forward and aft line of the vessel

a heavy device (normally steel) designed as to grip the seabed to hold
a vessel in a desired position

a protrusion at the bow of a boat designed for securing an anchor

when referring to a vessel or its engine moving in reverse

under the collision-prevention rules — a vessel that is directed to keep
out of the way of another vessel

the means, such as a steering wheel, by which a vessel’s steering is
controlled

when water from outside enters the boat through a leak or crack

a licensed mariner who has command of a merchant vessel

the evacuation of casualties to hospital by helicopter

the left side of a vessel when the viewer is facing forward

the normal operating speed of the vessel while in service

the captain of a boat or ship

under the collision-prevention rules — a vessel that is required to
maintain its course and speed and monitor the give-way vessel.

the rules posted by the vessel's captain and/or the operator to be
understood by each watchkeeper operating the vessel

the right side of a vessel when the viewer is facing forward
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wheelhouse part of a ship or boat from which a person steers the ship or boat
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Appendix 1 Table 11 from Maritime Rules Part 31

Maritime Rules
Table 11 Crewing for Passenger ships - Enclosed Water Limits
PR | s | MRS - Minimum
24 m or more but 5010 99 VMaster SRL < 500 GT with passenger
less than 500 GT endorsement 2
<50 Engineer In accordance with the flow chart
and may be the master
Less than 24 m Master SRL" with passenger
endorsement
20099 Engineer In accordance with the flow chart
and may be the master 1
Master SRL™
1to19 Engineer In accordance with the flow chart
and may be the master
( Engineer j no —»| Not Required
Is engine &
system maintenance either
Has the ship 4 or —y carried out ashore or
moare systems? b under warranty?
No

Yes

Is the
highest powered
engine 3000kW or

MEC6
more?
L‘VH MEC 5*

* if steam propuision, engineer must hold MEC 5 Steam, MEC 5 Motor and Steam, or MEC 5 with
Steam Endorsement

10 SRL <24m reguired # vessel & 12m or more niength
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Appendix 2 Maritime Rule 23.27

23.27 Passenger ships that are less than 45 metres in length that proceed beyond
enclosed water limits but do not proceed beyond inshore limits and passenger
ships that do not proceed beyond enclosed water limits

(1) The owner and the master of a ship to which this rule applies must ensure that clear
instructions to be followed in the event of an emergency are provided for every person on
board.

(2) A ship to which this rule applies must have illustrations and instructions in English and such
other languages that are likely to be understood by the persons on board, conspicuously
displayed in all passenger spaces to inform passengers of -

(a) the essential actions to take in an emergency; and
(b) the correct use of lifesaving appliances.

(3) The master of a ship to which this rule applies must ensure that the illustrations and
instructions required by rule 23.27(2) are drawn to the attention of every passenger on
board.

(4) The owner and the master of a ship to which this rule applies must ensure that the general
emergency signal for summoning passengers and crew to muster stations and initiating the
instructions required by rule 23.27(1) consists of 7 or more short blasts followed by 1 long
blast on the ship's whistle or siren.

(5) (a) The master of a ship to which this rule applies must ensure that all members of the
crew —

(i) know where all lifesaving and fire appliances and equipment provided to the
ship are stowed; and

(i)  are trained in their use.

(b)  If such ships carry one or more lifeboats or rescue boats, training must include —
(i)  the swinging out and lowering of such craft at regular intervals; and
(ii) if such craft are equipped with an engine, the operation of that engine.

(6) The owner and the master of a ship to which this rule applies must ensure that all persons
on board are counted prior to departure and the information kept ashore and made readily
available to search and rescue services when needed.

(7) The owner and the master of a ship to which this rule applies which has been certified to
carry more than 50 passengers in its Certificate of Survey in inshore limits on fixed routes
must ensure they have on board a plan for co-operation with appropriate search and rescue
services in event of emergency that comply with the requirements of rule 23.12.

(8) The master of a ship to which this rule applies must record in the logbook details, including
the date, of all training sessions held.

24
MNZ Consolidation
22 December 2022
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Appendix 3 Maritime New Zealand guideline -
Single handed operations carrying passengers

NG te rere moana Aotearoa

OMARITIME

NEWZEALAND

Single handed
operations carrying
passengers

This guideline is for single handed operators that carry passengers. Other
small operators carrying passengers may also find content useful.
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Single han -
operations carrying
passengers

Last updated: September 2019
This document is uncontralled f printed. Please rafer to the Maritime New Zealand websiae for the |atest version,

In this guide

1. About this guideline 3
2. Emergency preparedness 4
Scenarios 4

Other factors to consider

1N

3. Safety briefing 6

4. Background info — Safety management systems 7

Martime Operator Safety System (MOSS) 7

Health and Safety at Work Act 2015 (HSWA) 7

Cther safety systems 7

5. Contact us for help 8
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1. About this guideline

This gusdeling s for single handed operators that camy passengers. It is intended to
encourage consideration of the specific risks associated with single handed operations,
including in an emergency. Content will also be relevant to other small operators.

This guidaine was davetoped after a death on a fishing charter, Madtime NZ's investgation highlighted
the risk involved In relying an passangers 1o contribute to an emergency rasponse whan an operation s
run by a single parson,

This guidaine should be used in conjunction with other Maritime NZ guidance regarding Maritime
Oparator Safety System MOSS) and the Haalth and Safety and Work Act 2015 (HSWA).

Disclaimer

Thase guidelines provids nformation and explanations about the requirements st out in
lagislation, but are not a substitute for the law itsalf.

This guideine i intendad to prampt consderabion and increase awarenass of the risks associated
with single handed operations that carry passangers, pardicularly in an emergency. it dees not
necessarily cover all the risks that need to be cansidarad in relation to a single handad opearation
and operators needs to considar the risks speciic to their operation, Operators must ensure that
they meet their duties under HSWA.

maritimenz.govi.nz/rules

Siglo hurded noeaEtions CENg Hasende Foage@ol8
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2. Emergency preparedness

Commercial operators need to have safety systems in place to manage the nisks specific to
their operation,

The Maritime NZ MTOP guidance — templale docurnant prompts some of the considerations Siat should
be given o operations carmying passangars. This saction of the guideline outlines possible scenarios ta
help drill further down. It is intandad to prompt discussion and encourage robust risk identification and
managemant.
Scenarios
Person overboard
To prepare for a parson overboard scenano, ask yoursell:
o How wil you daal with a person overboard scenario:
o when the vassal is at anchor, or
o whan the vessal & undarway?
* Do passengers knaw what they need to do in ehar scanano?
* Have you pointed out the location of Me-saving equipment? Is it accessible and easy 1o uss?

* Have the passengers baen brieled on what they need to do e.g. continucusly point at the
person in the water?

e How wil you bring your vessal alongside a person ovarboard?

o How wil you recaver a parson averboard?

Fire

To prapare for a firs scenario, ask yourssif;
« Do passengers know to tell the skipper straght away if there is a fire?
* Do passengers know 1o avoid an enclosed space if there is a fire?
o Do they know the loeation of fre-fighting equipment?
o Do they know which equpment to use for which type of fire?

Snghe lancod opentions DaTang pamsngers Pumd4 o8
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3. Emergency preparedness (continued)

Abandon ship
To prapare for an abandon ship scenano, ask yourself:
o Do passengers know where the ilejackets are?
o Do they know how to fit lifejackets and put them on corectly?
e Have you pointed out the location of ke-saving equipment and how to use it?

o Do passengers know how 1o salely get off the vessal e.g. Into a e raft If they need to
abarvdon ship?

o Do passengers know what to do if they end up in the water e.g. stay with the boat, cad
water huddle?

Incapacitated skipper
Yeou may aiso want 1o considar the folowing when developeng your safsty beafing:
o Do passengers know how thay can assst you if needed?
o Do passengers know how 1o stop/anchor the vessel if neaded?
o Do they know how to call for help if $e skipper can’t?
o Is thers a VHF radio quida that is visble to passangers?

Other factors to consider
There are other sk factors that may need to ba considered whan an operation is run sngle handed:
o Wil passengers nead assistance duning boarding/disembarking?

o How will you make sure the vessal is well secured for baarding/disembarking and that there is
always someone at the controls/abls to make the vessel immediately safe if there ars any
issues?

e How will you make sure that passengers stay sitting/in a safe zone while securing the vessal?

o How wil you ensurs your vassel is securs for 5aa (gates and handrais closed and in placs)
and remains secure for saa during the voyags?

o How wil you manage passengers who are standing closs to the edgs of the vessel while
fiching?

o How wil you manage passengers during a voyape # needed e.g. if they are maving around
the vesssl, seasck, creating distraction or consuming aloohol?

e When will you screan passengers balors departing to ensure that the lfgjackets on board will
fit and to identity any high risk passangers e.g. small childran/aiderly paople?

Single harded opErEDoNs CRTVNG PAILET) e FamB8
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3. Safety briefing

There will be no time to give nstructions in an emergency. Providing a clear safety briefing Is
a good way to make sure passengers know what to dao in an emergency.

Your safsty briefing will need to ba talored to your operation and may include, as appropriate:
* what to do in different emergency scenarios:
« thelocation of safety aquipment and how 1o use it 8.g. anchor. radio, lifesaving equipment;
* any no-go zones for passangers;

* any safely requirements 8.9. passengers 1o ramain seated whils the vessels is undsrway,
requirement to wear ilejackats;

o asking the passangears quastions to confim e.g. "Wha can tel me where tha ife ring 7', and:
* the opportunity for passengers to ask any questicns.
You will need to tailor the safety brsfing so that it i spacific to the risks associated with your opsration.

You may also want to consider the best way to communicate with passangars whaose first language is
nat English to ensure that they understand the safety brgfing, e.g. providing a writtan version of the
safely brigfing in the relavant foreign language.

Anather way to prapare passangers for an emergency s by undertaking drils befors or during the
voyage, as appropriate.

Ramember to check that you are meeting your duties under HSWA.

Sngle hanced ooombions CRTYNG HasSaNgon FamB'8
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4. Background info - Safety management
systems

Safety management systems are in place to ensure that commercial operators take
responsibility for the daily safe operation of their vessels. Commercial operations camying
passangers need to comply with the ralevant maritime transport operator safety system and
the Health and Safaty at Work Act 2015.

Maritime Operator Safety System (MOSS)

As part of developing a Masitims Transport Operator Plan (MTOP) under the Maritime Operator Safety
Systermn (MOSS), an operator will nead 1o dentiy the hazards and safety risks spacific to their operation.
The MTOP wil identify appropriate controls and tha operatar will nead 1o ensure that everyone knows
their responsitilities and fallows procadure. Hazard Identification and development of controls will be part
of continuous improvemant.

Far mare mformation about MOSS requirements, pleasa refer to the Maritime NZ guidgine Developing an
oparator plan on the Mantime NZ website:

maritimenz.govt.nz/moss

Health and Safety at Work Act 2015

The Haailth and Safety at Work Act 2015 (HSWA) ssts out a framewark of duties for businessas, serar
lsadars of busnesses, workers and other people who might be prasant in the workplace. The guiding
principls is that workers and others in e workplace should be given the highest levd of protaction
agamnst harm to their health, satety and walfare from work risks so lar as is reascnably practicable. The
duties iImpasad by HSWA appily regardiess of the siza/type of operation and the safety systern under
which it oparates.

For mora information about HSWA, please refer to the resourcas an the Maritime NZ website:

maritimenz.govt.nz/hswa

Other safety systems

Depending on the vessel sze and/or type of oparation, a differant safety systern may apply. Regardless
of the safety system, operators must undertakea a full risk assessmant and put appropriate controls in
placs to manags the specific nsks associated with thewr oparation.

Sngle handed hpenbions CETHENG DENEGES PagaT ot@
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5. Contact us for help

if you need more informaticn about the requirements for your application, wisit the
commercial safety section of our website.

maritimenz.govt.nz/commercial/safety

If you can't find the nformation you naed, send us an emall or contact your lacal maritime officar. Tell us
what you nesd help with and ramember 1o include your contact detads (email address and phong
numbers).

enquiries@maritimenz.govt.nz
Or you can phone us toll frea:
0508 22 55 22

Tell us what you nead heip with and remember 1o include your contact details (email address and phone
numbers).

Snple hurded opentions Camyng DEssErgEs FaeB@o 8
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Kowhaiwhai - Maori scroll designs

TAIC commissioned its four kdwhaiwhai, Maori scroll designs, from artist Sandy Rodgers (Ngati Raukawa,
Tawharetoa, 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 marama’ (i te ara
haumaru) is ‘a vessel/vehicle in pursuit of understanding’. Waka is a metaphor for the Commission. Marama
(from ‘te ao marama’ — the world of light) is for the separation of Rangitane (Sky Father) and Papatdanuku
(Earth Mother) by their son Tane Mahuta (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 Tane Mahuta 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 Tane Mahuta in the creation of this Kdwhaiwhai.
Aviation: Nga hau e wha - the four winds

To Sandy, ‘Nga hau e wha’ (the four winds), commonly used in Te Reo Méaori 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 Tawhirimatea (God of wind) in the creation of this Kdwhaiwhai.
Maritime: Ara wai - waterways

VRO ZON ZON )

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 Kdwhaiwhai.
Rail: rerewhenua - flowing across the land

. v

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 Papataanuku (Earth Mother) and Tane Mahuta (God of man and forests and everything
that dwells within) in the creation of this Kdwhaiwhai.
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Transport Accident
Investigation Commission

Recent Maritime Occurrence reports published by
the Transport Accident Investigation Commission
(most recent at top of list)

Container vessel, Capitaine Tasman, stevedore fatality during container loading
operations, Port of Auckland, 19 April 2022

Bulk carrier, ETG Aquarius, stevedore fatality during coal loading operations, Lyttelton
port, 25 April 2022

Fishing vessel Boy Roel, serious workplace injury, Off Tauranga, Bay of Plenty, New
Zealand, 12 December 2022

Charter fishing vessel i-Catcher, Capsize, Goose Bay, Kaikdura, New Zealand, 10
September 2022

Passenger vessel Kaitaki, Loss of power, Cook Strait, New Zealand, 28 January 2023

Recreational vessel, capsize and sinking with three fatalities, Manukau Harbour
entrance, 16 October 2021

Container vessel Moana Chief, serious injury to crew member, Port of Auckland, New
Zealand, 10 December 2021

General cargo vessel, Kota Bahagia, cargo hold fire, Napier Port, 18 December 2020

Factory fishing trawler Amaltal Enterprise Engine room fire, 55 nautical miles west of
Hokitika, 2 July 2021

Collision between fishing vessel ‘Commission’ and container ship ‘Kota Lembah’, 84
nautical miles northeast of Tauranga, Bay of Plenty, New Zealand, 28 July 2021

Jet boat KJet 8, loss of control, Shotover River, Queenstown, 21 March 2021

Collision between fishing vessel ‘Commission; and container ship ‘Kota Lembah’, 84
nautical miles northeast of Tauranga, Bay of Plenty, New Zealand, 28 July 2021

Bulk log carrier Funing, Loss of manoeuvrability while leaving port, Port of Tauranga, 6
July 2020
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