























But does all of this work? Is offshore racing
generally safe? Do we learn from accidents and
incidents? I think it does, that it is and that we
do. OSR are up to date; they do reflect modern
developments; they do incorporate changes
reflecting actual events at sea. Yachtsmen in
this context are open and communicative. So
when something happens, or somebody

Mike Urwin
Royal Ocean Racing Club Technical Director

comes across a good idea, it does get passed
into the system, and if on review is thought to
be generally applicable, it will get enshrined in
the regulations. But anything that can be done
to improve this process is to be applauded.
And that very definitely includes the work of
the MAIB.

Mike Urwin started sailing dinghies in the 1960’s on the Thames and has progressed through small one
design keelboats to offshore racing including races such as the Fastnet Race. With a degree in mechanical
engineering, the early part of his career was spent carrying out research into hovercraft, flight simulators,
wave energy and wind energy. He has worked for the RORC for 14 years, initially as Technical Manager,

carrying responsibility for rating rules managed by the club, for advice to the club on safety related matters,

and the development of safety standards applied to boats competing in the club’s races. He is also an ISAF
International Judge and has officiated at races all around the world. He sits on various RORC and RYA
Committees, and also the ISO working party responsible for ISO 12217-2, the International Standard on

the stability and buoyancy of sailing boats.
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Relaxing Canal Trip Ends in
Tragedy

Narrative

Two elderly couples and an elderly gentleman
hired a 20m narrowboat for a 1-week holiday.
They were all experienced at canal boating,
and although the single gentleman was
partially paralysed on his right-hand side, he
was still very able to helm a canal boat using
his left hand. When he was on the helm,
another member of the crew would operate
the throttle.

The party loaded their stores on to the hired
canal boat and then completed the safety
handover with a member of the boat yard staff.
The brief did not include any mention of
manoverboard action, or the use of the life-
ring, which was stored amidships on top of the
canal boat, and the party declined lifejackets
when offered. The boat had a semi-traditional
stern, which had no rail around the transom.

Two days into the holiday, the party were
heading downstream in a meandering section
of a river, which was flowing relatively quickly
due to recent rain. The weather was windy

Aft section of the narowboat

with frequent heavy showers. The partially
paralysed gentleman was steering, standing on
the right side, helming with his left hand. One
of the ladies was sitting down operating the
throttle as needed.

The boat entered a particularly sharp right-
hand turn, and it became apparent that they
were not going to get round in one go. Astern
thrust was applied, but at the same time the
wind caught the bow and the boat gently
bumped into the left-hand bank of the river.
The stern, pushed by the current, edged closer
to the right-hand bank. At some point, the
gentleman on the tiller lost his footing and fell
off the right-hand side of the boat, into the
river, and drifted downstream. There was a cry
of ‘man overboard’, and the lady who had
been down below dived into the river to help.
She swam to the casualty and attempted to
keep his head above water. Meanwhile,
another gentleman climbed on top of the canal
boat to deploy the life-ring. The lanyard for the
life-ring was wrapped around it like a yo-yo.
Unfortunately, the life-ring lanyard didn’t
unravel as it was thrown, resulting in the life-

n
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Demonstrating use of the life-ring

ring dropping into the water beside the boat.
The lanyard was pulled back in, and fully
unravelled, before a second attempt at a throw
was made. The throw did not reach the pair in
the water, the lady having now managed to
raise the casualty’s head above water.

The gentleman on top of the canal boat then
untied the life-ring lanyard from its securing
point on the boat, and took the life-ring on to
the left-hand riverbank so that he could get
into a better position to throw it again. Two
farmers, who happened to be in a nearby field,
then helped in the rescue, throwing the life-

The Lessons

1. Make sure you have a manoverboard
procedure and that you know how to use
the safety equipment on your hire boat.
Throwing the life-ring correctly might
have ensured vital seconds were saved
while those in the water were trying to
remain afloat. It was very lucky, in this
case, that the rescuer who dived in did
not also perish.

2. Lifejackets, although often seen as
unnecessary on a canal boat, are really
essential if there are any non-swimmers
or physically impaired members in your
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ring and pulling the two people out of the
water. The emergency services were called and
CPR was administered to the elderly
gentleman.

The accident site was quite remote, SO
paramedics arrived sometime later. The
gentleman was flown to hospital by helicopter,
where he was pronounced dead. After hospital
checks, the other four members were released
shortly afterwards, with only the lady who
entered the water having suffering mild
hypothermia.

party. Diving into a river to assist a weak
or non swimmer can put you at great
risk.

3. Ensure you hire a canal boat that is
suitable for your party. For example, you

may wish to consider:

® a cruiser stern, which includes a rail
around the stern

® casier access steps into cabin

¢ other child-friendly safety features if
travelling with children.

61



62

Lookout — Above and

Below the Water

Dive vessel displaying the Alpha flag and the American Territories flag

Narrative

A 30 foot (9.1m) yacht was returning to the UK
at the end of a charter period, heading for a
breakwater entrance.

Eight divers from a diving vessel positioned
between the yacht and the breakwater
entrance had begun diving operations.

Weather conditions were good, the wind
northerly at 15 knots and visibility excellent.
The yacht was on a north easterly heading and
making good a speed of about 7 knots. It was
close hauled and intended to pass to the north
of a ‘fishing boat’ that the skipper and his crew
had already identified.

Similarly, the diving vessel had identified the
yacht and assessed that it was heading for the
western breakwater entrance, and continued
monitoring diving operations; the skipper had
probably underestimated the speed made
good by the yacht.

The diving vessel was displaying clearly and
conspicuously the international code flag
Alpha, drawing attention to the fact that it was
engaged in diving operations and that vessels

were to keep well clear and pass at slow speed.
As a precautionary measure, the dive vessel
was also displaying the American Territories
flag, orange with a white diagonal stripe, which
had the same meaning as flag Alpha. Both flags
were 1m2 and were hoisted 2.5 metres above
deck level.

As the yacht approached, the divers released
two orange inflatable delayed surface marker
buoys, which indicated that they were
returning to the surface. Although the marker
buoys were shielded by the sails, the skipper
had identified two orange markers and
assumed that they were lobster pot marker
buoys. His intention was to clear them, all be it
at close range.

At no point prior to the incident had the
skipper positively identified the flags displayed
by the diving vessel. As a result, the yacht
passed over the top of the divers as they
surfaced, blissfully unaware of the diving
operations beneath them. Attempts by the
Coastguard and the dive vessel to contact the
yacht by VHF radio failed. Thankfully on this
occasion there were no injuries sustained by
any of the diving party.

MAIB Safety Digest 3/2007



The Lessons

1. A proper lookout must be maintained by
all vessels at all times. Remember that a
proper lookout means not only
identifying the presence of another
vessel, but also checking whether that
vessel is displaying lights, shapes or flag
signals that indicate it is engaged in
special operations.

2. Once the lookout has identified a shape

or flag, the skipper and the crew must be
familiar with its meaning. Specifically,
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crews should actively familiarise
themselves with the International Code
of Signals.

Maintaining a good VHF listening watch
should be a standard part of every
vessel’s watchkeeping arrangements.
Owners spend significant sums of money
to purchase the latest hi-tec radio
equipment; unless the radio is turned on
and set to the correct frequencies, with
the volume control properly adjusted, it
is of little use to anyone.
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How Safe is Your Safety Boat?

Stern view of the safety boat

Narrative

Two young boys were undertaking some
sailing training on a privately-owned Hobie Cat
dinghy in sheltered waters. Although they had
both previously sailed monohull dinghies
together, it was their first time in a Hobie Cat.
They therefore spent the morning with a
sailing coach, who helped them familiarise
themselves with the dinghy and then
accompanied them in a rigid inflatable (RIB)
safety boat from a nearby sail training centre
while they got used to the catamaran’s
characteristics.

The boys continued to sail the dinghy into the
afternoon. Although the coach had by now
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been dropped off ashore, the safety boat, with
two qualified Royal Yachting Association (RYA)
safety boat handlers on board, continued to
keep station about 50 metres ahead of them.
All was well until the helm of the safety boat
noticed that one of the boys was in the water,
with the dinghy still upright.

As the safety boat manoeuvred close, it was
evident that the boy helming the dinghy was
struggling to recover the other boy, whose
trapeze harness was catching on the lip of the
dinghy’s starboard hull.

Given their ongoing difficulties, the crew of

the safety boat decided to help. The helmsman
placed the engine in neutral and the crewman
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began to move across the boat to assist.
However, as he did so, he slipped and
inadvertently grabbed hold of the throttle to
prevent his fall. This forced the engine into
gear. Although he immediately pulled the kill

cord, the stern of the RIB momentarily slewed

to port before the engine stopped, and the
propeller struck the boy’s left leg, causing
serious injuries.

The Lessons

Il

This accident highlights the dangers
posed by unprotected rotating propellers.
Had a propeller guard been fitted to the
safety boat, the terrible injuries would
probably have been prevented. Such
guards can lead to reduced acceleration,
speed and manoeuvrability of the boat;
however, the benefits of a safely guarded
propeller have to be given consideration
compared to the boat’s potential loss in
performance. It is suggested that the
requirement for a propeller guard will
depend on the exact role and particular
operational conditions that a safety boat
is likely to encounter.

The throttle on this particular RIB was
in a relatively exposed position, which
made it vulnerable to unintentional
operation, as so tragically demonstrated
here. Extra caution must be taken when
moving around the area where exposed
throttles are situated, particularly when
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The safety boat crewman immediately called
for an ambulance using his mobile phone, and
the injured boy was recovered to the safety
boat and taken back to the sailing centre. The
boy was subsequently transferred to a local
hospital, where his left leg had to be
amputated above the knee.

people are nearby in the water.
Consideration should also be given to
the fitting of guards or rails around such
throttles to reduce the risk of accidental
operation.

3. If you are in a safety boat which is
attempting to recover a person from the
water, try to turn the boat’s bow towards
the person. This will shield them from
the propeller as much as possible. When
conditions allow, ideally the engine
should be shut down when approaching
somebody in the water. This will remove
the chance of its inadvertent operation.

4. Although both of the boys were familiar
with general manoverboard drills, they
had not practised these in this particular
design of dinghy. Had they done so, they
would probably have been aware of the
problem with the harness and the lip of
the hull, and found a way of overcoming
it.
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APPENDIX A

Preliminary examina

Date of
Incident

16/07/07
28/07/07

31/07/07

04/08/07

05/08/07
**/08/07
08/08/07

11/08/07

20/08/07
22/08/07

03/09/07

07/09/07

2/10/07

14/10/07

18/10/07

21/10/07
23/10/07

30/10/07

Name of V. |

Kinghorn RNLI
Barlovento 2

Time Flies

Velazquez
Smit Collingwood

5m angling boat

Stena Britannica
Ellie May
MSC Columbia

Barbary Partridge

Smit Cymyran

Buccaneer Elan 33

Apollo

Fingal

Shayne

Panurgic Il

Unnamed powerboat
Nordsee

Luvly Jubbly
Longsands

Monika

Vi 1 Type
RNLI lifeboat
Yacht

Pleasure craft
(non-commercial)

Container
Tug
Angling

Ro-ro vehicle/passenger ferry
Fishing vessel

Container

Small commercial motor
vessel

Survey/research

Small commercial sailing
vessel

Fishing vessel — stern trawler

General cargo single deck

Angling vessel

Workboat
Powerboat
General Cargo
tug

Crane barge

General Cargo

s started in the period 01/07/07

Flag Size (gt)
UK

Unknown

UK

UK 7519.00
UK 281

UK

UK 55050.00
UK 7.23

UK 51931.00
UK

UK 105.00
UK 1.50

UK 246.00
Netherlands, 1409.00
Antilles & Aruba

UK Unk

UK Unk

UK Unk
Antigua & Barbuda 2579 grt
Honduras 144 grt
Unk Unk

Antigua & Barbuda 1768 grt

A preliminary examination identifies the causes and circumstances of an accident to see if it meets the criteria required to
warrant a full investigation, which will culminate in a publicly available report.

Incident Type

Acc. to person
Hull failure

Hull failure

Acc. to person

Acc. to person
(2 fatalities)

Hazardous incident
Foundering (1 fatality)

Acc. to person
(1 fatality)

Flooding

Grounding

Acc. to person
(1 fatality)

Acc. to person
(1 fatality)

Grounding
Flooding/
Foundering

(2 fatalities)

Acc to person
Capsize

Contact
Machinery failure
Machinery failure

Acc to person
(1 fatality)

Investigations started in the period 01/07/07 - 31/10/07

Date of
Incident

10/07/07

28/07/07
28/07/07
03/08/07
07/08/07

23/09/07

03/10/07

11/10/07

Name of Vi | Vi | Type

Pacific Star Cruise ship

HD1 Ro-ro vehicle/passenger ferry
Lady Candida Megayacht

8m rigid raider

Dublin Viking

Viking Islay

Lady Hamilton of Helford
Blithe Spirit
Flourish

Nautica

Other (non-commercial)

Ro-ro vehicle/passenger ferry

Offshore supply

FV
FV
FV

General Cargo

Flag Size (gt)
UK 35144
Bahamas 2357

UK 143

UK

UK 21856
UK 928.00
UK 6.73 grt
UK 0.85 grt
UK 40.11 grt
St Vincent & 1587 grt
Grenadines

Incident Type

Heavy weather
damage

Contact
Fire/explosion
Capsize/listing

Acc. to person
(1 fatality)

Acc. to person
(3 fatalities)

Collision

Collision
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APPENDIX B

Reports issued in 2007

Annabella — collapse of cargo containers
while in the Baltic Sea on 26 February 2007
Published 13 September

Aqua-boy — grounding, Sound of Mull on 11
November 2006
Published 4 July

Arctic Ocean and Maritime Lady —
collision between Arctic Ocean and Maritime
Ladly, the capsize of Maritime Lady, and
contact with wreck of Maritime Lady by Sunny
Blossom, and its subsequent grounding in the
Elbe River on 5 December 2005

Published 1 February

Brothers — grounding of vessel with the loss
of two lives off Eilean Trodday on 1 June 2006
Published 31 January

Calypso — engine room fire on board the
passenger cruise vessel 16 miles south of
Beachy Head on 6 May 2006

Published 19 April

Danielle — major injuries sustained by a
deckhand 17 miles south-south-east of
Falmouth on 6 June 2006

Published 29 March

Ennerdale — major LPG leak from the gas
carrier while alongside Fawley Marine Terminal
on 17 October 2006

Published 25 May

FRS8 Venture — loss of two lives, plus one
seriously injured person on board the
Singaporean registered tanker close to the
west pilot station to Scapa Flow in the Orkney
Islands on 11 November 2006

Published 18 July

Haitian sloop — capsize of an un-named
Haitian sloop with the loss of at least 60 lives
while under tow by Turks and Caicos police
launch Sea Quest 1nm south-east of
Providenciales, Turks and Caicos Islands on 4
May 2007

Published 1 August
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Harvest Caroline — grounding, Tanera More,
Summer Isles, north west coast of Scotland on
31 October 2006

Published 22 June

Hilli — starboard boiler explosion resulting in
one fatal and one serious injury on board the
liquid natural gas tanker, Hilli, Grand Bahama
shipyard, Freeport, Grand Bahama on 10
October 2003

Published 27 March

Hooligan V — report on the investigation of
the fuel failure, capsize, and loss of one crew
member from the Max Fun 35 yacht 10 miles
south of Prawle Point on 3 February 2007
Published 14 August

Maersk Doba — investigation of the
machinery breakdown and subsequent fire,
Chesapeake Bay, off Norfolk, Virginia, USA 2
October 2006

Published 6 July

Lindy Lou — fire on board the canal boat at
Lyme View Mariner, Adlington, Cheshire,
resulting in 1 fatality on 20 January 2007
Published 3 October

Maersk Dover/Apollonia/Maersk
Vancouver — close-quarters situation between
the ro-ro passenger ferry Maersk Dover, the
tanker Apollonia and the container vessel
Maersk Vancouver in the Dover Strait on 17
October 2006

Published 17 May

Meridian — loss of the fishing vessel and her
four crew 160nm due east of Aberdeen on 26
October 2006

Published 4 September

Octopus/Harald — grounding of the jack-up
barge Octopus towed by the tug Harald,
Stronsay Firth, Orkney Islands, 8 September
2006

Published 14 August
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APPENDIX B

Ouzo — loss of the sailing yacht and her three
crew, south of the Isle of Wight during the
night of 20/21 August 2006

Published 12 April

Sea Express and Alaska Rainbow —
collision on the River Mersey on 3 February
2007

Published 27 September

Sian Elizabeth — injury to a member of the
crew, 3 miles north of Kings Lynn on 14
September 2006

Published 12 March

Skagern/Samskip Courier — collision,
Humber Estuary, on 7 June 2006
Published 4 April

Thomson Celebration — fatal accident to
person, at anchor in St Peter Port, Guernsey,
Channel Islands on 26 September
Published 4 June

Thunder — grounding at the approaches to
the Dee Estuary on 10 August 2006
Published 12 June
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