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The Transport Accident Investigation Commission is an independent Crown entity established to 

determine the circumstances and causes of accidents and incidents with a view to avoiding similar 

occurrences in the future.  Accordingly it is inappropriate that reports should be used to assign fault or 

blame or determine liability, since neither the investigation nor the reporting process has been undertaken 

for that purpose. 

 

The Commission may make recommendations to improve transport safety.  The cost of implementing any 

recommendation must always be balanced against its benefits.  Such analysis is a matter for the regulator 

and the industry. 

 

These reports may be reprinted in whole or in part without charge, providing acknowledgement is made 

to the Transport Accident Investigation Commission. 
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Executive Summary  

 

On 22 April 2009, the Korean-registered fishing vessel Pantas No.1, while chartered to a New Zealand –

registered fishing company and fully compliant with a New Zealand safe ship management system was 

discharging its cargo of frozen squid at the New Zealand port of Bluff.   

The boatswain (bosun), who was directing hatch operations from inside a rigged safety line at number 3 

fish hold, was catapulted forward by the safety rope and fell down the hold when a load that was being 

hoisted caught on the safety rope, pulling it taught and displacing one of the securing points to which it 

was attached.  The bosun later died from his injuries.   

Four unsafe working practices were identified on board the vessel, of which 3 contributed to the accident. 

A safety recommendation has been made to the Director of Maritime New Zealand to address the issue of 

a poor safety culture that existed on board the Pantas No.1 and to assess whether the poor safety culture 

might also extend to the ship operator and owner. 
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Abbreviations 
 

bosun boatswain 

 

kW kilowatt(s) 

 

m metere(s) 

mm millimetre(s) 

Maritime NZ Maritime New Zealand 

 

SPAN safety profile assessment number 

SSM safe ship management 

 

UTC coordinated universal time 

 

 

Glossary 
 

block grooved sheave(s) working in a frame or shell 

boatswain foreman or leader of the seamen 

 

cargo runner a rope, usually wire, reeved through blocks attached to a derrick used for 

hoisting and lowering a load of cargo 

coaming a vertical erection around hatches, and other openings in a deck to prevent 

water passing into the openings 

 

derrick a boom or spar used for the hoisting or lowering weights.  Made of wood or 

steel, controlled by guys, supported by topping lift and pivoted at the lower 

end 

 

eye pad a circular loop of metal welded to a fixed structure for securing a hook or 

shackle  

 

fish pound the area where fish are dumped after being brought on board in the trawl net 

 

hatch board a covering for a hatch opening , of which a number are placed across the 

opening to close the opening 

hatchman person in charge of a hatch  

 

mast house a small enclosure at the base of a mast or samson post 

 

port the left-hand side of a ship when looking forward 

 

samson post a stump mast for a derrick 

starboard the right-hand side of a ship when looking forward 

stern ramp a ramp at the stern of a vessel over which a trawl net is deployed and 

recovered 

 

topping lift a rope or tackle for lifting the head of a derrick or boom 

trawl net a strong fishing net for dragging through the sea to catch fish 

 

winchman the person controlling a winch or winches when discharging cargo 
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Data Summary 
 

Vessel particulars: 

 

Name: Pantas No.1 

Type: freezer trawler 

Class: fishing ship 

Limits: unlimited 

Classification: Korean Register 

Length: 57.82 metres (m) 

Breadth: 9.80 m 

Gross tonnage: 815 

Built: October 1983, 

Narasaki Shipbuilding Company, 

Hokkaido, Japan 

Propulsion: a single Akasaka marine diesel engine 

producing 1912 kilowatts (kW) driving a single 

variable-pitch propeller through a non-reversing 

gearbox 

Maximum speed: 17 knots 

Owner/operator: owner – Pantas Corporation 

operator – Northland Deepwater JV Limited 

Port of registry: Jung-Gu, Busan, Korea 

Date and time: 22 April 2009 at about 1930
1
 

Location: No.5 berth, Island Harbour, Bluff 

Persons on board: crew: 40 

Injuries: crew: one fatal 

Damage: nil 

Investigator-in-charge: Captain I M Hill 

 

                                                      
1
 Times in this report are New Zealand Standard Time (UTC + 12 hours) and are expressed in the 24-hour mode. 
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Figure 1  

General area of the accident

. 

BLUFF 

Island Harbour 

position of ship at time of accident 

Part of chart NZ 6821 

“Bluff Harbour and Entrance”  

Sourced from Land Information New Zealand 

data. Crown Copyright Reserved 

NOT TO BE USED FOR NAVIGATION 
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1 Factual Information 

1.1 Narrative 

1.1.1 On 21 April 2009 at about 1500, the freezer trawler Pantas No.1 berthed at No.5 berth, Island 

Harbour, Bluff after trawling for fish around the Auckland Islands.  The discharge of the cargo 

was due to commence at 0730 on 22 April so, the majority of the crew were stood down for rest 

until the next morning. 

1.1.2 On 22 April 2009 at about 0730, the discharge of the cartons of frozen cargo started from hatch 

numbers 2 and 3.  The cargo from freezer holds 1 and 2 was discharged through number 2 hatch 

and the cargo from freezer holds 3 and 4 was discharged through number 3 hatch.   

1.1.3 Before discharge started a “safety” line was rigged around number 3 hatch.  The safety line had 

been rigged from an eye pad on the main trawl winch through a loop in the main trawl net, then 

across to and through a loop on one of the lifting strops attached to one of the fish deck hatch 

boards, then back to another eye pad on the starboard aft side of the main trawl winch (see 

Figures 2 and 4).  The safety line was a polyester right-hand or “Z” laid rope, orange in colour 

and about 12 millimetres (mm) in diameter.  The height of the safety line varied between about 

1500 mm at the 2 eye pads to about 200 mm at the after end of the hatch.  There was no 

purpose-designed way to rig a substantial safety fence around the hatch.  Number 2 hatch was 

constructed with a coaming of about 300 mm high which would have required a safety line 

when the hatch was open.   

1.1.4 The discharge of the cargo was by union purchase rig using the vessel’s own derricks, one 

derrick being plumbed over the hatch, the second being swung out over the vessel’s side and 

plumbed over the wharf.  The cargo was lifted using a cargo runner fitted to each derrick, with 

the runner passing through a series of blocks, one at the head of the derrick and one at the heel 

of the derrick to a cargo winch on the main deck.  Both cargo winches were controlled by a 

single winchman from a position on the starboard side of the main deck forward of the starboard 

mast house (see Figure 3).   

1.1.5 The winchman was normally able to see both the hatch opening and the wharf but unable to see 

into the freezer hold below.  In this case his vision was partially obstructed by equipment and 

nets stowed on the main deck between him and the hatch opening (see Figure 5).  Normal 

practice, and used in this case, was to have a spotter or “hatchman” stationed at the hatch 

opening to direct the winchman using either visual or sound or a combination of both signals.  

The boatswain (bosun) had been acting as hatchman at number 3 hatch for the duration of the 

discharge.   

1.1.6 Work on discharging the cargo of 435 tonnes of frozen squid progressed throughout the day 

with breaks for lunch, dinner and 2 staggered rest breaks.  The majority of the crew were 

involved with the discharge of the cargo on the vessel.  On deck there were 2 winchmen and 2 

hatchmen, one for each hatch that was working.  Under-deck the rest of the crew were involved 

in loading the boxes of frozen fish onto a wooden pallet that was inside a cargo net.  When the 

pallet was loaded with the required amount of boxes, the corners of the cargo net were lifted up 

and hooked onto a cargo hook attached to the 2 cargo runners, which would have been lowered 

to them under the direction of the hatchman.  Once the net had been attached to the cargo hook, 

the crew would stand clear and the hatchman would direct the winchman in lifting the load out 

of the hold.  Once the load was clear of the hold, the winchman would operate the winches to 

lift the load up over the side of the vessel and onto the wharf.  Once the winchman had lowered 

the load onto the wharf, the shore-side stevedores would unhook the net and lay it flat so that a 

forklift could pick up the pallet and boxes of fish and take them to the cool store.  The 

stevedores would then put an empty pallet in the net, hook the net back onto the cargo hook and 

the winchman would operate the winches to return the net and empty pallet to the fish hold, 

where the cycle would be repeated.  
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Figure 2  

Diagram of the main deck of the Pantas No.1 
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Figure 3  

Elevation showing cargo gear rigging 

1.1.7 At about 1930, the crew that were engaged in discharging number 2 hold had nearly completed 

their discharge. The crew in number 3 freezer hold were also coming to the end of the 

discharge, so all but one went to number 2 hatch via the doorway on the fish deck.  The bosun, 

acting as hatchman for number 3 hold, was crouched at the after end of number 3 hatch 

indicating and shouting to the remaining crew member in number 3 freezer hold to ensure that 

the freezer hold was empty, and that any garbage should be placed in the cargo net along with 

the remaining boxes of cargo for discharge and disposal ashore.   

1.1.8 Once the crew member had ensured that the freezer hold was empty, he indicated that the cargo 

net was ready for hoisting.  The bosun then indicated, by shouting and using a whistle, for the 

winchman to hoist the load out of the hold.  As he lifted the load out of the hold using the cargo 

gear, the crew member in the hatch stepped onto the net and held on; he was being transported 

up out of the hold on the outside of the cargo net.  He said he did this because the other 

departing crew had removed the portable ladder used to access the fish hold from the fish deck.  

As the load rose up out of the hold the bosun was crouched down, trying to see under the load to 

ensure that the hold was empty.   
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cargo runner 
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derrick 
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winch controls hatch opening 
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1.1.9 When the winchman saw the crew member on the outside of the net he operated the winch 

controls to bring the load down onto the deck at the port side of number 3 hatch so that the crew 

member could get off onto the deck.  The winchman later said that once the crew member had 

got off the cargo net, the bosun indicated with his arm for the cargo net to be put ashore, 

although the bosun was still looking down into number 3 freezer hold.   

1.1.10 The winchman operated the winch controls to lift the net off the deck and over the side, and in 

doing so focused his attention on the position of the cargo net and where he intended to land it 

on the wharf.  However, as he hoisted the net, the safety rope caught on the bottom of the pallet.  

As the load rose so did the safety line, drawing the line initially taut then pulling the line 

through the loop of the main trawl net.  As the “safety” line was pulled upwards on the port 

side, the moveable hatch board was drawn towards the hatch opening, resulting in the safety line 

being drawn under tension over the hatch opening.   

1.1.11 One of the stevedores on the quay noticed that the safety line had caught on the pallet and 

shouted a warning; however, the warning was either not heard or not understood.  As the line 

tightened it lifted up from the deck behind the bosun, who was crouching inside it, and caught 

him behind the legs under the buttock area, toppling him into the freezer hold.   

Photograph courtesy of the New Zealand Police 

Figure 4  

Scene of the accident as recreated by the New Zealand Police 

1.1.12 As the load was swung out over the side of the vessel the safety line dragged the moveable 

hatch board over the opening, and as the load was lowered onto the quay the hatch board was 

left suspended by the safety line in the hatch opening above the bosun, who was lying at the 

bottom of the hold.   

1.1.13 The crew who had been in number 3 fish hold immediately returned to the aid of the bosun, who 

was unconscious.  Realising the danger to him from the suspended hatch board, they moved the 

bosun away from the centre of the hatch.  One of the 2 stevedores assisting with the discharge 

jumped onto the vessel and went to the hatch opening to give assistance to the crew; the other 

stevedore raised the alarm ashore and arranged for an ambulance.   

safety line 

fixing round net 

fixing round hatch board 

area where load landed 
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1.1.14 Once the crew had moved the bosun to the side of the hatch, they cut the safety line at deck 

level and lowered the hatch board down into the hold.  The crew then placed the bosun onto the 

hatch board and used this to lift the bosun out of the hatch and onto the wharf using the derricks.   

1.1.15 At about 1943, the ambulance service arrived at the vessel, and after administering aid to the 

bosun the ambulance took him to Southland Hospital at about 1955.   

1.1.16 The bosun sustained serious injuries to his head, neck and torso.  On 23 April he was transferred 

by air ambulance to Christchurch Hospital’s neurosurgical unit.  On 29 April 2009, the bosun 

died, in hospital, from the head injuries he had sustained during the accident.   

1.1.17 It was not until later the following day that the Commission’s investigator arrived on board the 

Pantas No.1.  By the time he arrived the crew had welded a series of stanchion holders around 

number 3 hatch and rigged a full safety fence with 3 tiers of safety line.  However, 2 days later 

when the investigator re-boarded the vessel, the fish pound hatch had been opened for some 

reason.  No safety fence had been erected around this hatch, not even a safety line similar to that 

which had been rigged around number 3 hatch the day before.  Anybody walking on or off the 

vessel was required to walk around this open hatch.  No warning signs had been erected to warn 

people of the open hatch.   

Photograph courtesy of New Zealand Police 

Figure 5  

View from winchman’s position 

1.2 Vessel information 

1.2.1 The Pantas No.1 had been built in 1983 by Narasaki Shipbuilding Company in Hokkaido 

prefecture, Japan.  The vessel was owned by the Pantas Corporation of Busan, Korea and 

managed by Sea Jho Company Limited of Christchurch, New Zealand.   

1.2.2 The Pantas No.1 was a steel hulled freezer stern trawler with an overall length of 57.82 m and a 

breadth of 9.80 m.  The vessel had an international gross registered tonnage of 815.   

area where load landed  

position of bosun 

part of safety line that snagged  
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1.2.3 The Pantas No.1 was classed as a fishing ship with the Korean Register and registered in Jung-

Gu, Busan, Korea.  When operating out of New Zealand as a fishing ship it was under New 

Zealand safe ship management (SSM) administered and approved by Lloyds Register.  The 

SSM certificate for the Pantas No.1 had been issued on 03 November 2006, and was valid until 

23 October 2010. 

1.2.4 On 7 December 2006, Maritime New Zealand (Maritime NZ) issued a policy on foreign 

chartered fishing vessel inspection and compliance (see Appendix 1).  The policy took into 

account instances of very serious safety, operational and structural deficiencies that had resulted 

in the detention of a number of foreign chartered fishing vessels.  A lack of safety equipment 

that would normally be required aboard an equivalent New Zealand fishing vessel had also, on 

at least one occasion, resulted in the death of a crew member of a foreign chartered fishing 

vessel.  The policy introduced a more rigorous inspection and compliance regime for foreign 

chartered fishing vessels with inspections every 6 months. 

1.2.5 From records provided by Maritime NZ, the Pantas No.1 had been inspected on the following 

dates, with the results shown: 

Date of Inspection Result of inspection 

25 January 2007 A maritime safety inspector attended the vessel and carried out a flag 

state inspection/safe ship management inspection.  Vessel detained due 

to expired chief engineer’s certificate of competency. 

08 February 2007 A maritime safety inspector attended the vessel to release the vessel 

from detention as a valid certificate of competency for the chief 

engineer had been obtained. 

30 March 2007 A maritime safety inspector attended the vessel to carry out a SSM 

initial audit (see Appendix 2) 

01 May 2007 A Maritime Safety Inspector attended the vessel as a crew member had 

been lost overboard during the voyage.  A foreign chartered fishing 

vessel inspection report was not completed. 

10 October 2008 A maritime safety inspector attended the vessel and carried out a foreign 

chartered fishing vessel inspection.  The maritime safety inspector noted 

12 deficiencies, which might not necessarily have been exhaustive. (see 

Appendix 2). 

16 December 2008 A maritime safety inspector attended the vessel to close out deficiencies 

noted in the inspection of 10 October 2008.  No further inspection was 

carried out. 

14 January 2009 A maritime safety inspector attended the vessel and carried out a foreign 

chartered fishing vessel inspection.  Work was in progress on the 

watertight doors to ensure closing.  Vessel was not noted as being sub-

standard (see Appendix 3) 

24 April 2009 After the accident.  A maritime safety inspector carried out a winch test 

on number 1 centre derrick.  No faulty operations were observed. 
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1.3 Organisational and management information 

1.3.1 The Pantas Corporation, the owner, had entered a charter party agreement on 23 January 2009 

with Northland Deepwater JV Limited, the operator, which was a commercial fishing company 

registered in New Zealand.   

1.3.2 Under the charter party agreement, Pantas Corporation owned and operated a fishing vessel 

suitable for catching fish specified in the list of the annual catch entitlement held by the 

operator.   

1.3.3 The Pantas Corporation was responsible for the recruitment, supply, training, qualifications, 

travel, accommodation, repatriation, provisioning, wages, cash advances and health, injury, 

death and welfare of all crew employed on board the vessel.  The owner also undertook to 

comply with all requirements of the Code of Practice on Foreign Fishing Crew (Department of 

Labour, New Zealand Government, 2006).   

1.3.4 Section 15.2 of the charter party agreement stated that: 

the Owner’s officers and crew on board the vessel shall be subject to the laws 

and regulations of Korea but shall otherwise observe the laws, regulations 

and customs of New Zealand throughout the duration of their stay in New 

Zealand. 

1.3.5 The Code of Safe Working Practices for Merchant Seafarers (the Code) (Maritime New 

Zealand, 2007) reflects the requirements of the Health and Safety in Employment Act 1992, the 

Maritime Transport Act 1994, the Maritime Rules and the Marine Protection Rules (New 

Zealand Government, 1992, 1994, 2007 ).  Chapter 6 of the code dealt with the means of access 

and safe movement, and stated (in part): 

Maritime Rules place an obligation on both the master of a ship and the 

employer of the master to ensure that a safe means of access is provided and 

maintained to any place on the ship to which a person may be expected to go. 

In carrying out the duties arising from these Rules full account must be taken 

of the principles and the guidance in this Code. … 

… Places on the ship where people may be expected to go include 

accommodation areas as well as normal places of work. … 

…All deck surfaces used for transit about the ship and all passageways, 

walkways and stairs must be properly maintained and kept free from 

substances liable to cause a person to slip or fall. 

Areas uses for the loading and unloading of cargo or for other work processes 

or for transit should be adequately and appropriately lit. 

The employer and master are also responsible for ensuring that any 

permanent safety signs displayed on board the ship are clear, legible and in 

the appropriate language. 

Any opening, open hatchway or dangerous edge into, through or over which 

a person may fall shall be fitted with secure guards or fencing of adequate 

design and construction. Advice on guardrails and safety fencing is given in 

Chapter 18 [13] of this Code. These requirements do not apply where the 

opening is a permanent access way, or where work is in progress which could 

not be carried out with the guards in place. 

Section 13.4 of the Code dealt with the guarding of openings and stated: 

People may fall or trip on hatchways.  Hatchways open for handling cargo or 

stores should be closed as soon as work stops, except during short 

interruptions where they cannot be closed without prejudice to safety or 

mechanical efficiency because of the heel or trim of the ship. 
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The guard-rails or fencing should not have sharp edges and should be 

properly maintained.  Where necessary locking devices and suitable stops or 

toe-boards should be provided.  Each course of rails should be kept 

substantially horizontal and taut throughout their length. 

Guard-rails or fencing should consist of an upper rail at a height of 1 m and 

intermediate guard rails at distances not exceeding 380 mm and the lowest 

rail is not to be more than 230 mm above the deck. The rails may consist of 

taut wire or taut chain. 

Where the opening is a permanent access way, or where work is in progress 

which could not be carried out with the guards in place, guards do not have to 

be fitted during short interruptions in the work, eg for meals, although 

warning signs should be displayed where the opening is a risk to other 

persons. 

Section 21.1 dealt with the general requirements for the use of lifting plant, and stated: 

Use of lifting equipment 
Loads should if possible not be lifted over a person or any access way, and 

personnel should avoid passing under a load that is being lifted. 

No person should be lifted by lifting plant except where the plant has been 

designed or especially adapted and equipped for the purpose or for rescue or 

in similar emergencies. 

1.4 Personnel information 

1.4.1 The bosun was a 52-year-old South Korean national who had joined the Pantas No.1 on 14 

November 2008 in the rank of bosun. 

1.4.2 The winchman was a 36-year-old Indonesian national who had joined the Pantas No.1 on 13 

October 2008 in the rank of crew member. 

1.4.3 The crew member who rode the sling was a 31-year-old Indonesian national who had joined the 

Pantas No.1 on 8 August 2007 in the rank of crew member. 

1.5 Climatic conditions 

1.5.1 The weather was described as being cloudy with light westerly winds, with patches of fog 

during the morning.  One of the stevedores said later that there had been a shower of rain early 

in the evening. 

1.5.2 The table below shows times of sunrise and sunset as obtained from the New Zealand Nautical 

Almanac (Land Information New Zealand, 2008)and an interpolation to give the approximate 

time of sunrise and sunset on 22 April 2009.   

Times of Sunrise and Sunset at Bluff 

Date Sunrise Sunset 

17 April 2009 0726 1806 

27 April 2009 0739 1749 

22 April 2009 0732 1757 

1.5.3 The table below shows times and heights of high water at Bluff as obtained from the New 

Zealand Nautical Almanac (Ibid) and an interpolation to give the approximate height of tide for 

the time of the accident.   
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Times and Heights of High and Low Water at Bluff 

Date Time Height (m) 

21 April 2009 2323 2.5 

22 April 2009 0535 0.9 

1140 2.6 

1756 0.8 

23 April 2009 0006 2.6 

22 April 2009 1930 1.05 

 

2 Analysis 

2.1 The crew on board the Pantas No.1 were carrying out a routine operation that was undertaken at 

the end of each fishing trip; the discharge of the cargo of fish that they had caught and 

processed during the voyage.  There was nothing untoward about the purpose of the operation in 

general, nor the manner in which the operation was undertaken.   

2.2 The weather was calm and clear, and although there had been a rain shower this had finished 

some time earlier.  Darkness had fallen’ with sunset being at about 1757, however this would 

not have affected operations as the deck was adequately lit by the vessel’s own lighting.   

2.3 At the time of the accident the trawl deck of the Pantas No.1 was lower than the wharf owing to 

the height of the tide, approximately 250 mm higher than low water, which had occurred at 

about 1756.  The deck of the vessel being lower than the wharf provided the stevedores on the 

wharf with a clear view to the deck of the vessel.  The winchman, located on the starboard side 

of the vessel, would not have been able to see the flat surface of the wharf but would have had 

an adequate view of the wharf edge and the stevedores standing on it.   

2.4 The winchman’s view of the hatch opening was partially obscured by a trawl net and other 

equipment stowed on deck.  This is probably why the bosun was using whistle signals as well as 

arm movements to direct the winchman.  One of the bosun’s tasks was to direct the winchman 

until the load was clear of the hatch and any other obstructions the winchman might not see, 

until such time as the load was in full view of the winchman and he was able to control its 

progress unaided.   

2.5 The winchman, from his position on the starboard side, was about 13 m away from the position 

where he lowered the net to the deck.  The safety line was constructed of 12 mm orange line, 

giving an angular resolution of about 0.053°.  The minimum angular resolution of the eye with 

normal vision, in good visibility, is between 0.02° and 0.03° (Tidwell, 1995) so under good 

conditions the line should have been visible to the naked eye.  However, although the area was 

adequately lit from above, the line would have been in the shadow of the net being lifted and the 

colour of the line would have blended into the background of other lines and equipment.  The 

winchman therefore might not necessarily have been expected to notice it caught up on the 

bottom of the load he was controlling, particularly as he had been given the signal from the 

bosun to hoist and was then focussed on that task.   

2.6 The “safety” line could not be described as a fence or guard rail and did not comply with the 

requirements of the Code in, the number, height, tension or position of the lines.  The bosun as 

deck supervisor would have overseen or at least assisted in the placement and fitting of the 

“safety” line, and as hatchman at the hatch where the accident happened could have personally 

ensured that the “safety” line was rigged for his own safety.  Why he chose to accept it as a 

barrier could not be determined.   
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2.7 Individual actions can be classified in several different ways; in 1990 James Reason proposed 

some distinctions that have become widely accepted.  Firstly, he made an important distinction 

between 2 broad groups of individual actions that increase risk (Walker, 2004).   

Errors: those occasions in which an individual’s planned sequence of mental 

or physical activities fails to achieve their intended outcomes, and when these 

failures cannot be attributed to the intervention of some chance agency 

(Reason, 1990). 

Violations: deliberate deviations from an organisation’s safety procedures 

drawn up for the safe or efficient operation and maintenance of plant or 

equipment (Health and Safety Executive, 1995). 

The emphasis in the definition of violations is the word “deliberate”.  Many 

unsafe acts may involve non-compliance with a procedure of some form, but 

with violations we are interested in those where there was some intention to 

deviate.  Even though violations are deliberate breaches, it should be noted 

that many of them are conducted with good intentions, i.e. to assist the 

organisation to meet its objectives (Mason, 1997). 

Violations are not usually the last event in an accident sequence.  However, 

they tend to increase the risk of subsequent errors as they make the 

environment less understood and less error-tolerant.  Violations are a 

significant safety issue as they undermine a basic assumption of a safety 

management system – procedures will be followed.  Some violations can also 

be difficult to detect as employees hide them (as they obviously want to 

minimise the likelihood of any disciplinary action).  Violations are also 

important because of what they say about an organisation.  The extent of 

violations, and the way they are treated by employees and managers, provide 

a good insight into the overall safety culture in an organisation (Hudson, 

2000).  

Reason (Ibid) (Reason J. and Hobbs, 2003) has distinguished between three 

types of violation that are of interest to safety management:  

• Routine violations: These violations are those which have become the 

normal way of operating for employees in the work environment of interest.  

They usually involve cutting corners at the skill-based level of performance.  

They have usually developed because they reduce effort or discomfort and 

are associated with a very low perception of accident risk.  They are also 

usually associated with a lack of enforcement or appear to be tolerated by 

management.  

• Optimising violations: These violations develop due to an individual’s 

desire to improve his/her work situation by fulfilling motivational goals 

unrelated to the functional aspects of their job.  Examples of such motives 

include a need for excitement (during a boring task), a desire to impress 

others or inquisitiveness.  Labels such as “thrill-seeking”, “showing off” or 

“horseplay” apply to such violations.  The tendency to optimise non-

functional goals can become part of some individual’s style of working.  

Optimising violations are generally done at a rule-        based level of 

performance and involve a low perception of risk.  

• Situational violations: These violations arise in a particular situation 

because a deviation from procedures appears to be needed to get the job 

done.  In other words, employees have to deal with a mismatch between the 

work situation and the procedures.  Situational violations are typically 

conducted at a rule-based level of performance, but in exceptional cases can 

occur at the knowledge-based level.  They can be associated with a higher 

level of perceived risk than routine violations.  If the situation keeps 

repeating, then the employee behaviour may develop into a routine violation. 
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2.8 The bosun had probably stepped over the “safety” line to afford himself a better view into the 

fish hold.  As the deck supervisor he should have been aware of the required procedures for safe 

discharge operation, and if he was, that the safety line did not comply with Code requirements 

and that stepping inside it was an additional violation.  He probably committed violations with 

the rationale that he needed to do this to get the job done and this was the quickest and easiest 

way, thus indicating a situational violation.  He had probably stepped over the safety line and 

entered the “unsafe space” around the hatch opening on several occasions during the day, and 

might well have done so on numerous occasions indicating that this had become a routine 

violation.   

2.9 Organisational influences include fallible decisions of upper-level management that directly 

affect supervisory practices and resource management.  The Pantas No.1 had been constructed 

in 1983 as a stern freezer trawler, with hatches that opened in the deck to allow the discharge of 

the cargo when required.  However, no facility existed at the time to allow for fencing or guard 

rails to be fitted around the open hatch.  It could not be established for how long makeshift 

safety lines had been in use around the hatches, and through their supervisory practices had 

either not noticed that the hatch openings were unguarded or chosen to ignore the fact.  The 

unguarded openings had not been noted as a hazard.   

2.10 The task of erecting safety barriers around open hatches had been made difficult for the crew 

owing to poor maintenance of the stanchion arrangement, a situation that had been accepted by 

both management and crew for some time.  The failure of the crew to consider any form of 

protection around the fish pound hold observed by the investigator 2 days after the accident is 

significant.  Their reaction to the accident involving the bosun was to fully fence number 3 

hatch only, yet the owners, master and crew did not have the safety awareness to extend this fix 

to other hatches and parts of the ship as well.   

2.11 In December 2006, Maritime NZ reacted to evidence of serious safety, operational and 

structural deficiencies on foreign chartered fishing vessels by introducing a more rigorous 

inspection and compliance regime at 6-monthly intervals.  From the records provided by 

Maritime NZ, the first foreign chartered fishing vessel inspection of the Pantas No.1 was carried 

out in October 2008, approximately 21 months after a flag state inspection/SSM inspection (see 

Appendix 2) on 25 January 2007.  The report of inspection listed 12 deficiencies; all of a safety 

nature, that were required to be completed before departure (see Appendix 3).  The Pantas No.1 

was visited 3 other times within the 21-month period for other reasons.   

2.12 One reason was to carry out an SSM initial audit on 30 March 2007, when the maritime safety 

inspector completed a safety profile assessment number (SPAN) for the vessel.  Since 1999, 

Maritime NZ had sought to introduce a system for benchmarking the safety performances of all 

commercial vessels.  The SPAN system was introduced; however, the system had suffered some 

initial problems and had been reviewed and amended in 2003. 

2.13 The SPAN system in place at the time of the accident used a number of elements to calculate 

the SPAN for each vessel.  The primary element was a word picture, which was used to evaluate 

the general condition of a vessel and the way its SSM system was operating.  Word pictures 

were a standard auditing procedure and helped to provide a standard method of evaluation for 

all the vessels, irrespective of who carried out the inspections.  The Maritime NZ word picture 

(see Appendix 2) was used both by Maritime NZ maritime safety inspectors, and by SSM 

company surveyors and auditors.  It consisted of descriptions for 11 assessed areas against 

which an inspector could evaluate a vessel using a total score of 100, where 0 was safest and 

100 was least safe.  The total from the word picture was adjusted for each of 5 other factors – oil 

spills, accidents or incidents, complaints, inherent risks and deficiencies from surveys – to give 

the final SPAN for the vessel.  The SPAN was intended to reflect the current state of a vessel, 

including its maintenance and operations.  The most recent SSM word picture for the Pantas 

No.1 was completed on 30 March 2007 by a maritime safety inspector and gave a score of 67.   
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2.14 The foreign chartered fishing vessel inspection and audit comprehensively covered the physical 

inspection of the ship and safety equipment to ensure that it was up to standard.  The 

deficiencies noted in the October 2008 inspection were indicative of a poor safety culture, 

something not typically covered or identified in a port state control type inspection. 

2.15 As Hudson (Ibid) stated, “The extent of violations, and the way they are treated by employees 

and managers, provide a good insight into the overall safety culture in an organisation”.  The act 

of a crew member riding a cargo net out of a hold represents a significant hazard under the 

Health and Safety in Employment Act 1992 (Ibid) within New Zealand and is not accepted 

industry practice anywhere.  This act could possibly have been an optimising violation and 

involved a low perception of risk by the crew member.  But the point that it was not questioned 

or stopped by the bosun suggests that it was not unusual and possibly routine. 

2.16 Described above are 4 examples of unsafe acts that indicate that the safety culture within the 

organisation on board the vessel was less than optimal:  not properly fencing number 3 hatch, 

stepping inside the “safety” line, riding the load and not fencing the fish pound hatch.  However, 

as Shappell and Wiegmann note (Shappell, 2000): 

Not surprising, given the fact that human beings by their very nature make 

errors, these unsafe acts dominate most accident databases.  Violations, on 

the other hand, refer to the wilful disregard for the rules and regulations that 

govern the safety of flight.  The bane of many organisations, the prediction 

and prevention of these appalling and purely “preventable” unsafe acts, 

continue to elude managers and researchers alike.   

2.17 The 4 unsafe acts are active failures as described by James Reason (Ibid).  However, behind 

these active failures lie latent failures within the system that allowed these active failures to 

occur.  Three more levels of human failure were described by Reason, which were: 

preconditions for unsafe acts, unsafe supervision and organisational influences.   

2.18 Preconditions for the unsafe acts could be fatigue after working all day, get-home-itis where the 

crew being on the last net for number 3 hold after which they could finish work possibly 

encouraged them to take greater risks than normal, complacency and a failure to communicate 

and coordinate effectively.   

2.19 A poor safety culture on a foreign-registered vessel with foreign crew is not something easily 

rectified by Maritime NZ.  Making any inroads into improving the safety culture on such 

vessels is going to require an international approach.  Meanwhile, about all Maritime NZ can do 

is continue to inspect and where necessary detail such vessels.  This act alone might eventually 

enforce a change in management culture through financial loss.   

 

3 Findings 

Findings are listed in order of development and not in order of priority. 

3.1 The bosun of the Pantas No.1 died from injuries received when he fell from the deck into 

number 3 cargo hold, having been catapulted forward by a safety line, that became suddenly 

taught when it caught on a load being hoisted from the deck adjacent to the hatch. 

3.2 The safety line did not comply with the requirements of the Code of Safe Working Practices for 

Merchant Seafarers for fencing off deck openings and as rigged would have done little to 

prevent persons falling down the hold. 

3.3 The design of the ship did not allow for the rigging of an effective fence or barrier around 

number 3 hatch that would have complied with the Code. 

3.4 The bosun had elected to stand inside of the safety line so that when it became taut there was no 

defence against his falling down the hold. 
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3.5 Another crew member electing to engage in the unsafe practice of riding the cargo sling as it 

was being hoisted from the hold indirectly contributed to the accident, because his presence on 

the cargo sling meant the load had to be landed temporarily adjacent to the hatch, where there 

was minimal space and a high risk of the load catching on obstructions. 

3.6 The poor standard of fencing around number 3 hatch, the bosun standing inside the safety line 

near the edge of the hatch, the crew member riding the cargo sling as it was hoisted from the 

hold, and an open fish pound hatch being left unfenced 2 days following the accident showed 

that the violations contributing to this accident were probably not isolated occurrences, but more 

symptomatic of a poor safety culture on board the Pantas No.1. 

4 Safety Actions 

4.1 After the accident the Pantas Corporation modified the hatch coaming on the Pantas No.1 to 

allow stanchions to be fitted and supplied removable stanchions and safety line to enable the 

hatches to be guarded adequately when in use.   

 

5 Safety Recommendations 

The Transport Accident Investigation Commission Act 1990 requires the Commission to issue 

its recommendations to the appropriate regulator even though another person or organisation 

may appear to be the more appropriate recipient.  This is because the regulator will be better 

placed to ensure that these recommendations are, if appropriate, implemented across the 

industry rather than just with a single operator. 

The following safety recommendations are not listed in any order of priority: 

5.1 On 24 June 2010 it was recommended to the Director of Maritime New Zealand that she 

address the following safety issue: 

5.1.1 A culture of poor adherence to safety standards existed on board the Pantas No.1, 

which possibly extends up through the operator and owner given the design 

deficiencies for fencing off openings, and the examples of unsafe behaviour exhibited 

by more than one member of the crew, indicating that this operator might require close 

regulatory supervision. 
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Appendix 3 
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