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No repeat accidents - ever!
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Transport Accident Investigation Commission Act 1990, s4 Purpose
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Our investigations are for the purpose of avoiding similar accidents and incidents in the future.
We determine and analyse contributing factors, explain circumstances and causes, identify
safety issues, and make recommendations to improve safety. Our findings cannot be used to
pursue criminal, civil, or regulatory action.

At the end of every inquiry, we share all relevant knowledge in a final report. We use our
information and insight to influence others in the transport sector to improve safety, nationally
and internationally.
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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: Pilot vessel, Takitimu Il
(Credit: Les Pullen)
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Figure 2: Location of accident
(Credit: Land Information New Zealand Toitt Te Whenua, labelled by the Transport Accident Investigation Commission)
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1

Executive summary
Tuhinga whakarapopoto

What happened

1.1.

On 26 December 2024, the pilot vessel Takitimu Il was travelling outbound from
South Port, Bluff, with three people on board: the master, the deckhand and one
passenger. The passenger was a South Port pilot who was scheduled to board an
inbound vessel and bring it into port.

1.2.  After leaving the harbour and passing Stirling Point, the master turned Takitimu Il too
far to starboard and, at a speed of around 18 to 20 knots (kt), Takitimu Il ran aground
on rocks.

1.3.  Later that morning, a Coastguard vessel towed Takitimu Il off the rocks.

14. The master and the deckhand suffered minor injuries. Takitimu Il sustained moderate
damage to its hull and underwater fixtures while aground.

Why it happened

1.5.  The master’s situational awareness was significantly reduced while navigating the
vessel, primarily by eye, in restricted visibility'.

1.6.  The visibility was sufficient for the master to locate and identify the buoys and
beacons marking the harbour entrance and the main channel. However, patchy fog
affected the master’s perception of their usual visual references.

1.7. The vessel had sufficient electronic navigation instruments to support navigation in
restricted visibility. At the time of the accident, these instruments were switched on,
but the master was not using them to verify the vessel’s position and progress.

1.8.  South Port's training and familiarisation scheme for pilot-vessel masters did not

contain procedures to ensure the continuing proficiency of pilot-vessel masters.

What we can learn

1.9.

1.10.

Electronic navigation instruments can enhance a navigator's understanding of the
vessel’s position and surroundings and how the vessel is progressing relative to the
environment. It is especially appropriate to use electronic navigation instruments
while navigating in restricted visibility, when a navigator's access to visual information
about their surroundings is limited.

Periodic verification of proficiency can help a maritime operator identify whether
appropriate navigation methods are practised on board its vessels. It also provides an
opportunity to identify when masters and crews need additional support.

T Any condition in which visibility is restricted by fog, mist, falling snow, heavy rainstorms, sandstorms or any
other similar causes
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Who may benefit

1.11.  Port companies, marine service providers, maritime operators and maritime training
providers may all benefit from the findings in this report.
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2

Factual information
Parongo pono

Narrative

2.1.

2.2.

2.3.

2.4.

2.5.

2.6.

2.7.

2.8.

Takitimu Il was a pilot and personnel transfer vessel owned and operated by South
Port New Zealand Limited Te Plkorokoro o Murihiku (South Port).

On 26 December 2024, Takitimu Il was scheduled to depart at 0430° to transfer a
South Port pilot onto a vessel inbound to Bluff.

The master woke at around 0400 and left for work shortly afterwards. At about 0417,
the vessel's automatic identification system (AIS) was started, and the onboard CCTV
system recorded the master and the deckhand already on board.

The master started the pre-departure checks by inspecting the engine room and
checking the engine oil and water levels. Once the master was satisfied with the
engine room checks, they went to the wheelhouse and switched on the electronic
instruments.

By 0420, the master had completed the pre-departure checks and recorded them on a
checklist that was maintained on a tablet device.

At about 0425, the pilot boarded and shortly afterwards the vessel left the berth. The
master estimated that the visibility was about 100 metres (m) because of fog,? so they
steered the vessel along the Town Wharf (see Figure 3) and headed towards Ferry
buoy once it became visible.

At 0431, Takitimu Il passed north of the Ferry buoy and the master turned the vessel
into the main channel. They followed the starboard side of the channel and increased
speed to about 15-18 kt.*

Because of the restricted visibility, the deckhand stood in the forward part of the
wheelhouse to “stand a watch” >

2 Times in this report are in New Zealand Daylight Time (Coordinated Universal Time + 13 hours) and are
expressed in the 24-hour format.

3The suspension of very small water droplets in the air, reducing the visibility at ground level to less than
0.5 nautical miles (926 m).

4 Speed over the ground, sourced from AIS recordings.

> A common and recommended practice in the maritime industry, in which an additional lookout is posted during
periods of restricted visibility. Their role is to support the master or officer of the watch by scanning the
surroundings for other vessels, navigational marks and any potential navigational hazards, and reporting
anything sighted.
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Figure 3: Outbound track of Takitimu Il leading up to the accident

(Credit: Land Information New Zealand Toita Te Whenua,
labelled by the Transport Accident Investigation Commission)

2.9. At 0432, the master steered the vessel out of the main channel and passed west of
the Channel Rocks beacon (see Figure 3). The master increased speed to about
18-20 kt but realised that the vessel was closer to shore than usual, so altered course
to seaward. They progressed along the coast slightly inside the five-metre depth
contour, towards Stirling Point (see Figure 4).

Stirling Point CCTV - day Stirling Point CCTV - 26 December 2024 0434:35

Figure 4: CCTV images from Stirling Point. The right-hand image shows Takitimu Il passing
Stirling Point at 0434:35

2.10. At about 0435, Takitimu Il passed east of the Stirling Point buoy and then altered
course to starboard to continue towards the pilot boarding area (see Figure 5). The
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master was looking for the silhouette of Bluff Hill as their next visual reference to
steer by. Shortly after the alteration of course to starboard, the deckhand noticed that
the chart plotter and radar screens showed the vessel heading towards the land. The
deckhand said to the master that they should be more to port. The master then
looked down to check the screens and realised that the vessel was not where it
should have been. A few seconds later, the vessel ran aground with both engines still
running.

2.11. Initially the master attempted to back off by putting both engines astern, but realised
that would be ineffective when they saw rocks on both sides of the vessel and astern.

=== hearing to piot boarding area
/ e TAKITIMU 11T AIS track

I — QS o
{ /' - Base chart sourced from Land Infarmaton New Zealand
/,' T Crown Copyright Reserved
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Figure 5: Bearing from vessel’s position off Stirling Point towards
the charted pilot boarding area

2.12. South Port’s tugs were already manned and preparing to assist with the arrival of the
inbound vessel. The pilot called one of the tugs by radio (on very-high-frequency
(VHF) radio channel 12) and informed them that Takitimu Il was aground and in need
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of assistance. The pilot also asked the tugmaster to inform management of the
accident and request assistance from the South Port workboat® and the Coastguard.

2.13. The deckhand checked the underdeck spaces for damage and at this stage there was
no water ingress. However, Takitimu Il was exposed to the rise and fall of the swell for
over an hour while aground on the rocks, causing the loss of the starboard rudder
and significant damage to the starboard propeller. Both engines were still operational,
but the master shut down the starboard engine after a change in the sound from the
starboard propeller.

2.14. The South Port tug Te Matua was the first vessel to arrive on scene but could not
safely approach Takitimu Il. The South Port workboat arrived next, followed shortly
afterwards by the Coastguard vessel. At about 0603, the Coastguard vessel towed
Takitimu Il off the rocks.

2.15. The master had intended to navigate Takitimu Il back into the harbour and to the
shiplift” under its own power. However, once they were afloat and clear of the rocks, it
became apparent that the steering was not functioning and only the port engine was
running. So, they were towed into port by Te Matua. At this stage, the deckhand
noticed water ingress in the engine room and the aft locker. Before the vessel was
lifted out of the water, portable pumps were employed to dewater these spaces.

Personnel information

2.16. The master had been working in the maritime industry for over 40 years. They started
working as crew on the Bluff pilot vessels in the early 1990s and obtained their
Commercial Launch Master qualification in 1996.

2.17. The deckhand had experience working on a variety of vessels in the area. They had
obtained coastal and near-coastal master qualifications in New Zealand and Australia.
Additionally, they held a marine engineering qualification. They had worked for South
Port for about one year.

Vessel information

2.18. Takitimu Il was built in 2006 by Gough Brothers, Invercargill. The primary hull material
was aluminium. Propulsion was by shaft and propeller, driven by twin
600 horsepower (hp) (447 kilowatt (kW)) Detroit Diesel engines, which equates to
approximately 1198 hp (894 kW) combined. The vessel's maximum operating limit
was the Foveaux Strait inshore limit® as defined by Maritime Rules Part 20 — Operating
Limits.

2.19. Takitimu Il was fitted with a radar, a Global Positioning System (GPS)-fed chart plotter
and echo sounder. These were connected to two Raymarine multifunction displays.

6 A boat used to carry out port maintenance tasks such as surveying, mooring maintenance and towing.

7 A system of platforms and electro-mechanical hoists used to lift a vessel as it is moved between the water and
land.

8 Inside a straight line starting at Wakaputa Point, from there 198° for 22.9 miles to the shore of Codfish Island /
Whenua Hou, from there around the eastern shore of Codfish Island / Whenua Hou to position 46° 46.8'S, 167°
38.5" E” on the south-eastern shore of Codfish Island / Whenua Hou, from there 090° to the shore of Stewart
Island, and a line from Waipapa Point, South Island running 215° for 34.7 miles then 270° for 15.7 miles passing
through White Rock to the shore on Stewart Island at 47° 08'S, 167° 59'E.
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Meteorological information

2.20. The MetService Te Ratonga Tirorangi forecast for the Foveaux area, issued at 0310 on
Thursday 26 December 2024, stated the following:

Southwest 10 knots, rising to 20 knots for a time in the morning and afternoon.
Sea becoming moderate for a time.

Long period southwest swell 1T metre.

Possible morning fog in the east.

2.21. The tide was ebbing towards a predicted low water of 1.2 m at 0545. The accident
occurred during hours of darkness, with the time of sunrise estimated at about 0552.

Recorded data

2.22. Recordings of the vessel's AlS transmissions were obtained from South Port and from
another provider. This data was analysed by Commission investigators alongside
video recordings from CCTV cameras on board the vessel.

Damage to the vessel
2.23. Takitimu Il was lifted out of the water using the shiplift at South Port.

Figure 6: Takitimu Il after the grounding
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2.24. The damage and repair report, provided by South Port to the Commission, recorded
the following damage:

e cracking, deformation and tearing of both propellers (see Figure 7)

e cracking, deformation and tearing of the rudder blades and rudder stocks (see
Figure 7)

e cracking, deformation and tearing of the tail shaft, shaft bracket and shaft bearing
coupling

e cracking, deformation and tearing of the hull structure, internal framing and
independent fuel tank supports.

Figure 7: Hull breach and damage to propellers and rudders

2.25. Paint scrapes on the hull (see Figure 8 and Figure 9) indicated that the vessel struck
the rocks with forward momentum, whereas the damage to the rudders and
propellers was more consistent with damage from the vessel moving in the seas and
swell whilst stranded on the rocks.
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Figure 9: Damage to hull on the starboard side
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Medical information

2.26. The master and the deckhand both had current Maritime New Zealand (MNZ) medical
certificates.

2.27. There was no evidence that the accident was the result of a medical event or pre-
existing condition.

Tests and research

2.28. South Port conducted drug and alcohol testing for the master and the deckhand.
Both returned negative (clear) results.

Previous inquiries

2.29. On 5 October 2023, the pilot vessel Corsair ran aground (Australian Transport Safety
Bureau, 2025) on Point Lonsdale Reef at the entrance to Port Phillip, Victoria,
Australia. The Australian Transport Safety Bureau found that the coxswain® of the
Corsair misinterpreted the navigational lights marking the entrance to Port Phillip and
navigated to the west of their intended course. The return to Port Phillip following
offshore pilot transfer was a routine activity and the coxswain had transited the
entrance many times. Their perceptions were probably influenced by expectation and
confirmation bias. The coxswain relied on their visual observations of navigational
aids and did not make effective use of available onboard navigation equipment to
monitor the vessel’s safe return through the entrance to Port Phillip. The navigational
equipment on Corsair had additional (unused) features that could have further
assisted navigation through Port Phillip Heads.

Organisational information

2.30. South Port provides pilotage, towage, berthage and full marine services to
international, coastal and southern fishing fleet vessels. Pilots board inbound vessels
1.5-2 NM south of Bluff Entrance light.

9 Person who steers a boat and is in charge of crew
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3

Analysis
Tataritanga

Introduction

3.1.

3.2.

3.3.

3.4.

3.5.

Throughout maritime history, restricted visibility has been regarded as particularly
hazardous to navigation. The advent of electronic navigation systems has allowed
vessel and port operators to broaden their safe-operating parameters to include
restricted-visibility conditions that would have once stopped operations altogether.

When Takitimu Il left South Port on 26 December 2024, the master was aware that
fog was forecast and present. This was not considered to be in any way problematic
as the master was very experienced and the vessel well equipped.

The master navigated Takitimu Il primarily by visual references, which were more
appropriate for good-visibility conditions. When the master checked the vessel's

position after the deckhand raised their concerns, it was too late to avoid running
aground.

As part of its inquiry, the Commission determined that this accident was not the result
of a mechanical failure, distraction or medical condition or event.

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.

Navigating in restricted visibility

3.6.

3.7.

The master and the deckhand were expecting fog because it had been forecast. As
Takitimu Il departed its berth, the master was navigating by visual methods and
steering by hand. The master estimated that the visibility was about 100 m when they
left the berth. They were able to identify the channel markers and other lights of the
harbour, and they were able to determine their progress and position in relation to
the channel buoys and beacons. However, once they passed Stirling Point there were
fewer navigational marks to support their situational awareness. To steer by night, the
master normally oriented themself using the silhouette of Bluff Hill. On the morning
of the accident, despite being able to see Stirling Point light and Stirling Point buoy,
the master could not see the silhouette of Bluff Hill and they did not seek alternative
cross references to inform their navigation of the vessel.

Section 19 of the Maritime Transport Act 1994 outlines the duties of masters,
including being responsible for the safe operation of the vessel on a voyage, the
safety and wellbeing of all passengers and crew, and the safety of cargo carried. The
decisions rest with the master on how to safely operate the vessel in the forecast and
encountered conditions. Such decisions can be informed by their training and
qualification, experience, attitude and ability. The master informed the Commission
that their preference was to navigate by visual methods, and they did not often
practise other navigation methods to support their perception of the vessel's
movement through its immediate environment. It was normal practice for South
Port's pilot-vessel masters to turn the vessel out of the channel at Channel Rocks
beacon and navigate closer to the shore. The water along this route was less affected
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3.8.

3.9.

3.10.

3.11.

3.12.

3.13.

by the sea and tidal conditions. However, on this occasion, the master continued to
navigate visually at a speed that did not allow sufficient time and sea room to assess
the situation when they became uncertain of the vessel's position.

The navigation instruments on board Takitimu Il were sufficient for the safe execution
of pilot-transfer operations in the visibility conditions at the time. There are many
basic navigation techniques — both visual and electronic — that may have helped
prevent this accident if they had been employed.

Unless there is a speed limit mandated by local authorities, or stipulated by the
vessel's managers, the master will determine the speed at which the vessel proceeds.

Determining a safe and appropriate speed is subjective and influenced by numerous
factors. Maritime rules for collision prevention'® define a safe speed as one that allows
for timely identification of risk of collision, leading to proper and effective collision-
avoidance action, and for the vessel to be stopped in a distance appropriate to the
prevailing circumstances and conditions. Through the collision-prevention lens, all
masters must consider, amongst other factors, the state of the visibility, the
manoeuvrability of the vessel and the proximity of navigational hazards in
determining a safe speed.

Because Takitimu Il was travelling at about 18-20 kt, once the master turned too far
to starboard there was very little opportunity to identify the error and correct it
before running aground. The master may have had more time to verify the vessel's
position and correct their course towards navigable water if they had been
proceeding at a slower speed. Immediately before the accident, the master was
uncertain of their interpretation of their surroundings and was searching for their next
visual cue, Bluff Hill, which could have been obscured by the visibility conditions at
the time. Operating at a slower speed gives a master more time to verify their
position by cross checking visual cues with electronic navigation methods, which are
less vulnerable to restricted visibility than the human eye.

A common operational risk associated with repetitive tasks is that sometimes a
person can find a comfortable way to do a job that is appropriate for most of the
conditions that they will encounter. However, if they do not practise for conditions
outside their comfort zone, they may find themselves under additional pressure when
they must recall these techniques in earnest.

It is important for maritime operators to verify periodically that masters are practising
appropriate navigation methods on their vessels, to mitigate this risk and provide
support where required.

Oversight of ongoing proficiency

Safety issue: At the time of the accident, South Port’s Maritime Transport Operator Plan did not
require an assessment of the ongoing proficiency of pilot-vessel masters. This omission meant
that there was no formal verification that navigation practices on board the pilot vessel
continued to meet industry best practice.

3.14. The master of Takitimu Il was very experienced and had started working on the Bluff

pilot vessels before South Port became an operator under MNZ's Maritime Operator

10 Maritime Rules Part 22 — Collision Prevention.
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3.15.

3.16.

3.17.

3.18.

3.19.

Safety System (MOSS)."" South Port did not have records of the master's onboard
training and familiarisation because the master’s position as a pilot-vessel master
predated the safety management system.

South Port developed and introduced its Maritime Transport Operator Plan (MTOP),
which described the qualities expected from their launch masters.'” These qualities
included competence, ability and reliability. However, the plan did not include
periodic checks to identify whether masters need additional training and support to
ensure their ongoing proficiency. Periodic verification of onboard practices and
proficiency were required for South Port’s pilots and tug masters, but not for the
pilot-vessel masters.

The primary operations conducted by a pilot vessel are:

e to take a pilot out to the pilot boarding area and provide a moving platform from
which to safely transfer the pilot onto an inbound ship

e crew transfers

e to provide a moving platform to transfer a pilot from an outbound ship and
return them to port

e to assist with vessel manoeuvres in port.

South Port’s marine services were managed under a high-trust model that
acknowledged the competence and experience of its maritime staff. However, this
remote oversight did not provide opportunities to identify whether pilot-vessel
masters and crew required more specific instruction or additional training and
support. Navigation practices employed in restricted visibility were at the master’s
discretion, but the MTOP had no standing orders or similar instructions to inform the
master's decisions. It is generally accepted as good practice to use all available means
to determine a vessel's position, monitor its progress and cross check the veracity of
one method with the other.

During their interview, the master confirmed that they had received a brief induction
about the use of the radar and the chart plotter when the equipment was installed on
Takitimu II. Any further practice of electronic navigation techniques was at the
master’s discretion. It was not evident that South Port had requested its pilot-vessel
masters to practise electronic navigation techniques before they were needed in
earnest.

The master usually navigated by eye with the vessel’s two Raymarine multi-screens
(see Figure 10) displaying the GPS-fed chart plotter and the CCTV. Because of the
restricted visibility conditions on the accident trip, the master set the Raymarine
screens to display the GPS-fed chart plotter and the radar. However, they continued
to navigate visually as navigation marks came into sight and did not regularly
reference the chart plotter or radar until it was too late to avoid the rocks.

" Maritime Rules Part 19 — Maritime transport operator certification and responsibilities, under which defined
maritime operators must develop an MTOP, were signed into law by the Minister of Transport in October 2013
and entered into force on 1 April 2014. Operators had to comply by July 2014.

12 Launch masters included pilot-vessel masters and those employed to work on other launch-type vessels
operated by South Port.
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Figure 10: Raymarine multi-screens in wheelhouse of Takitimu Il

3.20. Following this accident, South Port revised its pilot-vessel training scheme. The new
scheme documents the operational standards that South Port expects from its pilot-
vessel masters and crews and includes a six-monthly proficiency assessment. In the
Commission'’s view, this safety action has addressed the safety issue. Therefore, the
Commission has not made a recommendation.
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4.1.

4.2.

4.3.

4.4.

45.
4.6.

Findings
Nga kitenga

After exiting Bluff Harbour and passing Stirling Point, the master’s situational
awareness was significantly reduced by the state of the visibility and their navigation
methods. As a result, they turned Takitimu Il too far to starboard and the vessel ran
aground on rocks.

The vessel had sufficient electronic navigation instruments to support navigation in
restricted visibility. At the time of the accident, these instruments were switched on,
but the master was not using them to verify the vessel’s position and progress.

The master limited their navigation capabilities by continuing to navigate visually, at
speed, near shore, in restricted visibility conditions.

At the time of the accident, South Port’s Maritime Transport Operator Plan did not
require assessment of the ongoing proficiency of pilot-vessel masters. This omission
meant that there was no formal verification that navigation practices on board the
pilot vessel continued to meet industry best practice.

No mechanical failure contributed to the accident.

There was no evidence that the accident was the result of distraction or a medical
event or condition. The master held a current medical certificate and met all medical
requirements.
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5

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

General

5.1.

5.2.

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 could 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.

Oversight of ongoing proficiency

Safety issue: At the time of the accident, South Port’s Maritime Transport Operator Plan did not
require an assessment of the ongoing proficiency of pilot-vessel masters. This omission meant
that there was no formal verification that navigation practices on board the pilot vessel
continued to meet industry best practice.

5.3.

54.

South Port has taken the following safety action to address this issue:

After conducting an internal investigation to identify the root cause and significant
learnings from this accident, South Port has taken safety measures to prevent a
recurrence, including the following:

e revision of the pilot-vessel training manual to include navigation competency
assessments every six months

¢ revision of the MTOP and standardisation of safe-operating procedures (SOPs)
e standardisation of vessel routes and passage plans in SOPs

¢ installation of CCTV and dash cameras

e revision and update of the departure checklists

¢ revision of the accident against the South Port risk assessment

e development and implementation of management of change procedures

e electronic navigation refresher training.

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 could contribute to future transport accidents and incidents.

6.2. Inthe interests of transport safety, it is important that recommendations are
implemented without delay to help prevent similar accidents or incidents occurring in
the future.

New recommendations

6.3. No new recommendations were issued.
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7 Other safety lessons
Nga akoranga matua

7.1.  Electronic navigation instruments provide invaluable support to masters for
monitoring the progress of the vessel, identifying navigational hazards and improving
general situational awareness.

7.2.  Use of all available navigation aids is especially critical when visibility is limited
because of weather conditions, as visual cues become less reliable.
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8 Data summary

Whakarapopoto raraunga

Vehicle particulars

Name:

Type:

Limits:

Classification:
Length overall:

Breadth:

Registered tonnage:

Built:

Propulsion:

Maximum speed:

Owner/operator:

Primary Port:

Minimum crew:

Date and time

Location

Persons involved

Injuries

Damage

Takitimu Il
Pilot vessel

Bluff Enclosed Area, Stewart Island Enclosed Area, Bluff
Inshore Area

Lloyds Register

16.5 m

510 m

18

2006 Gough Brothers, Invercargill
MTU - Detroit Diesel 447 kW (x2)
27 kt

South Port New Zealand Limited Te Pukorokoro o
Murihiku

Bluff, New Zealand

2

26 December 2024, 0435

Southwest of Stirling Point

2 crew, 1 passenger

minor injuries to the master and the deckhand

cracking, deformation and tearing of both propellers,
rudders, hull structure and fittings
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9.1.

9.2.

9.3.

9.4.

9.5.

9.6.

Conduct of the inquiry
Te whakahaere i te pakirehua

On 26 December 2024, 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.

On 29 December 2024, three investigators travelled to Bluff to collect evidence and
conduct interviews. The Commission issued protection orders on the vessel's CCTV
footage and engine control units.

On 21 July 2025, South Port provided the Commission with an executive summary of
their internal investigation into the accident.

On 24 September 2025, the Commission approved a draft report for circulation to five
interested parties for their comment.

Three interested parties responded with no comments and two interested parties did
not respond despite efforts to contact them.

On 19 November 2025, the Commission approved the final report for publication.
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Abbreviations

Whakapotonga
AlS automatic identification system
CCTV closed-circuit television
GPS global positioning system
hp horsepower
kt knot
kW kilowatt
m metre
MNZ Maritime New Zealand
MTOP Maritime Transport Operator Plan
NM nautical mile
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Glossary
Kuputaka

astern in reverse, with respect to a vessel’s engine
bow the forward part of a vessel
knots nautical miles per hour — one knot is equal to one nautical mile per

hour or 1.852 kilometres per hour

pilot a qualified person authorised to conduct pilotage in a compulsory
pilotage area. Pilotage is the process of directing the movements of a
ship by visual and/or electronic observations of recognisable
landmarks and navigation marks

pilot vessel a small boat used for embarking and disembarking pilots

port the left-hand side of a vessel when facing forward

seaward towards the sea, away from land

starboard the right-hand side of a vessel when facing forward

stern the rear part of a vessel

water ingress undesired entry of water into the vessel

workboat a boat used to carry out port maintenance tasks such as surveying,

mooring maintenance and towing
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Kowhaiwhai - Maori scroll designs

TAIC commissioned its four kdwhaiwhai, Maori scroll designs, from artist Sandy Rodgers (Ngéati 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 Papattanuku
(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

ONGXONTXONGXONE

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

2BY DY 2By DYF i

To Sandy, ‘Nga hau e wha’ (the four winds), commonly used in Te Reo Maori 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

VRONSY RO RO 20N

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 Rd

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

Bulker carrier, Achilles Bulker, loss of rudder, off the Port of Tauranga, 24 July 2023
Fishing vessel, Chokyu Maru No.68, grounding, The Noises, Hauraki Gulf, 16 April 2024
Container vessel, Shiling, loss of control, Wellington harbour, 15 April 2023

Passenger vessel Fiordland Navigator, grounding, Doubtful Sound, 24 January 2024
Charter fishing vessel, i-Catcher, capsize, Goose Bay, New Zealand, 10 September 2022

Fishing vessel, Austro Carina, Stranding at Red Bay, Banks Peninsula, 24 September
2023

Collision between Passenger Ferry, Waitere and recreational vessel, Onepoto, Paihia,
Bay of Islands, 13 April 2023

Bulk carrier, Poavosa brave, serious injury, off Tauranga, 23 June 2023

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, Kaikoura, New Zealand, 10
September 2022

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