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NOTE

The fundamental purpose of investigating an accident under the Cayman Islands
Merchant Shipping Law, as amended, is to determine its circumstances and the cause
with the aim of improving the safety of life at sea and the avoidance of accidents in
the future. Itis not the purpose to apportion liability, nor, except so far as is
necessary to achieve the fundamental purpose, to apportion blame.

This report is not written with liability in mind and is not intended to be used in court for the
purpose of litigation. It endeavours to identify and analyse the relevant safety issues
pertaining to the specific accident, and to make recommendations aimed at preventing
similar accidents in future.
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Report of the investigation into the accident resulting in one fatality during the
launching of a Personal Water Craft onboard the motor yacht VINYDREA

SYNOPSIS

On 04 July 2010, the yacht VINYDREA was on charter in the South of
France with 12 passengers onboard. At approximately 12:40h local

timet he yacht 6s P er(BWQ)wadre pidaatectfor Cr af t
launching for the use of the passengers.

As part of the launching routine, the first PWC was lowered to the main
deck level on the starboard side of VINYDREA. With the PWC at main
deck level, a crewmember boarded the PWC with the intention of riding
it to sea level and then bringing it to the stern of the yacht. At this time
the PWC was suspended approximately 2m above the sea.

When the lowering of the PWC re-commenced at 13:00h the lifting harness failed and both the
PWC and the crew member fell into the sea. The PWC landed on its side and righted itself and the
crewmember landed on top of the PWC and fell into the water. He remained conscious but was in
severe pain. After being retrieved from the water the crewmember was transferred to a local
hospital from treatment. On 23 July 2010, the crewmember died from internal injuries received
during the accident.

The investigation into the accident found that a combination of a failure to follow operational
procedures, a lack of onboard maintenance and inspection and a failure to act on identified
deficiencies in maintenance all contributed to this accident.

As a result of this investigation recommendations have been madet o VI NYDREAG6Gs mana
Edmiston Yacht Management, aimed at addressing the effective implementation of ISM Code
requirements and ensuring an effective maintenance regime onboard.
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VINYDREA (July 2010)
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VINYDREA General Arrangement
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Glossary of Abbreviations, Definitions and Acronyms

Company

CISR
COSWP
DOC
EYM

IMO

ISM Code

Load Lines

LSA Code
MACI
MSMD
PWC

SMS

SOLAS

STCW

AToyso

'OLAS IX/1.2
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The owner of the ship or any other organization or person
such as the manager, or the bareboat charterer, who has
assumed the responsibility for operation of the ship from the
owner of the ship and on assuming such responsibilities has
agreed to take over all the duties and responsibilities imposed
by the ISM Code’.

Cayman Islands Shipping Registry, a Division of MACI
The Code of Safe Working Practices for Merchant Seamen
Document of Compliance

Edmiston Yacht Management Ltd.

International Maritime Organization

International Safety Management Code.

The International Convention on Load Lines, 1966 (as
amended)

The International Life-Saving Appliances Code
The Maritime Authority of the Cayman Islands
Minimum Safe Manning Document

Personal Water Craft

Safety Management System, a documented management
system describing policies, plans and procedures for
compliance with the ISM Code.

The International Convention for the Safety of Life at Sea,
1974 (as amended).

The International Convention on Standards of Training,
Certification and Watchkeeping for Seafarers, 1978 (as
amended)

An informal term used in yachting to describe items of
equipment onboard for the recreational use of passengers.

The term encompasses PWC, smal

kayaks, etc.
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SECTION 171 Factual Information

INCIDENT PARTICULARS

Vessel details:
Vessel Name
Vessel Type
IMO Number
Ship Manager
Registered Owner
Port of registry
Flag

Year of build
Delivered
Classification
Length (overall)

Gross Tonnage

Accident details:
Time and date
Location

Fatalities / injuries

Damage

VINYDREA

Commercial Yacht?

9559286

Edmiston Yacht Management
Nicole Marine Ltd.

George Town

Cayman Islands

Keel Laid 2005

July 2008

American Bureau of Shipping
52.3m

746

1300 (Local) on 04 July 2010
Bay of St Tropez, France
One fatality

None

2 Registered as a vessel eligible to engage in commercial activities and complying with the Caymakl éstarads
Shipping (Vessels in commercial use for sport and pleasure) Regulations, 2002
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[Intentionally Blank]
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NARRATIVE
(all timey are Al ocal o
Prior to the accident

Duringt he summer of 2010, VI NYDREA was based on t he
eleven charters between 21 May 2010 and the accident on 04 July 2010. The majority of these

charters were of two to four days in duration, with the principal charterer being the beneficial owner

of the yacht.

On 04 July 2010, the yacht was again on charter to the beneficial owner as part of a family birthday
celebration. Twelve passenga@ruestoro)i were onboard and the vy
area in the South of France. The day began with the yacht anchored in the Bay of St Tropez. After
spending the night ashore, the guests joined the yacht at approximately 11 am, and the yacht

moved closer to the St Tropez beach area where it again anchored. At around 12:40 pm, the
charterer requested t toddlaunched foryusebyhthe passeyvthatve r e
afternoon. The PWC were two Yamaha WaveRunners® that had been supplied to the yacht during

its construction and delivered onboard in June 2008.

The accident

To launch the PWC, the master and four crewmembers assembled by the PWC stowage area on

the upper deck level and prepared the first PWC for launching. The four crewmembers consisted of

the chief engineer, the assistant engineer and both deck hands. With the master at the crane

controls, the PWC was lifted clear of its cradle, swung over the starboard side of the yacht and

lowered to the main deck. The PWC at main deck level was approximately two metres above sea

level. During this operation one deckhand holding a
the PWC steadied the PWC.

With the master still controlling the crane movements, the chief engineer and both deck hands
moved to the main deck level to receive the PWC. The assistant engineer left the operation at this
point to attend to an unrelated alarm in the engine room. The tag line was passed to the chief
engineer and one of the deckhands held the PWC clear of the hull of the yacht by hand. The other
deckhand transferred from the yacht to the PWC with the intention of riding the PWC to the water.
Once in the water, this deckhand would release the crane fall and take the PWC to the stern of the
yacht.

The deckhand was standing on the PWC and steadying himself by holding onto the crane fall above
the hook. When lowering recommenced two of the lifting slings used to transport the PWC failed.
The port aft sling was the first to fail closely followed by the port forward sling. This caused the
PWC to fall to the water, landing on its side and righting itself. Without the support of the PWC, the
deckhand was unable to prevent also falling to the sea. The falling deckhand hit the PWC in the
water. He landed on the PWC face down with his chest striking the seat of the now free floating
PWC. The deckhand entered the water and then regained the surface. The deckhand was
conscious and talking but in obvious pain.

62 gSwdzy Yy SNE A& (NI RECrotldes By the Yavhsha MofoRCoingahys 2 F
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|

Lowerirn PWC to Main Deck Level PWC at Main Deck Lewehere boarded by Deckhand

PWC at Main Deck Leweghere boarded by Deckhand
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The immediate response to the accident

The distress and pain of the deckhand were obvious to those involved in the launching operation
andthemasterand one ot her went t o t h&tendee cTRidstendedwas ai d
already in the water and moored at the stern of the yacht. When the tender reached the deckhand it

was apparent that any attempt to remove him from the water and into the tender would cause

additional pain and discomfort, possibly aggravating any injuries sustained in the fall. Without

removing the deckhand from the water,h e was t aken to the Aswim pl at
yacht. At this point the local emergency services were called. While awaiting the arrival of the
emergency services, the yachts passerelle was lowered into the water to provide additional support

to the deckhand. The attending emergency services removed the deckhand from the water with the

aid of a spine board and the yacht passerelle. The deckhand was then taken to a local hospital for
evaluation and treatment for injuries to ribs and internal organs.

Despite the best efforts of the hospital and the attending medical staff, the deckhand died as a result
of his injuries on 23 July 2010.

THE VESSEL AND COMPANY.
The company

At the request of the beneficial owner, Edmiston Yacht Management (EYM) first became associated
with VINYDREA to assist the master with registration and certification at the time of delivery. EYM
were not involved in either the building of the yacht itself or with equipment procurement. These
matters were dealt with directly by the master and beneficial owner.

When the yacht deliveredasai Pl easure Yachto, it was not requi
and EYMOs continued involvement was for providin
decided t o chansgter @toi oyma ctha 6fsC a nengdhe wintea of 200%1 £6816.1 6 d
When the yacht changed registration to a Commercial Vessel, EYM became the ISM Company.

In accordance with section 3.1 of the ISM Code, EYM had assumed the responsibility for the
operation of the yacht from its owner and had, on assuming such responsibility, agreed to take over
all duties and responsibilities imposed by the ISM Code. EYM holds an ISM Document of
Compliance issued by the Cayman Islands Shipping Registry (CISR). Prior to the accident, EYM
had last been audited by CISR on 28 October 2009. This audit had resulted in the identification of
nine non conformities against the requirements of the ISM Code. There was also insufficient
objective evidence of effective corrective action having been implemented for all non conformities
identified at the previous audit. As such, five non conformities identified at the 2008 audit remained
open at the conclusion of the 2009 audit.

CISR re-attended at EYM for a follow up audit on 23 March 2010. At this audit CISR closed the nine
non conformities raised at the October 2009 audit.
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The vessel

VINYDREA was built by the Proteksan Turkuaz Yat San shipyard in Turkey. VINYDREA was

delivered in July 2008 and was registered in the Cayman Islandsas a APl easur e Yach
The yacht was designed and built to comply with
equivalent standard to SOLAS, Load Line, and STCW. After delivery, VINYDREA operated as a

APl eaYsaucrhet 0 and vedts commytwithrthe 65M iCade until changing registration to a

A Commer ci a lAtthe Bnwe ofdhle accident the yacht was subject to the ISM Code and held a

Safety Management Certificate issued by CISR with EYM named as the Company. The yacht was

first audited for compliance with the ISM Code by CISR during April 2009.

VINYDREA was also subject to periodic surveys under the Large Yacht Code. At the time of the
accident the yacht held valid certification under this Code.

The PWC and associated equipment

The PWC being launched at the time of the accident was a
Yamaha AWaveRunner o which we
Turkey during construction. The PWC weighed
approximately 300 kg.

The crane for launching the PWC was a Nautical Structures
EZZ500/4400-EX, which had been designed and tested in
accordance with the IMO LSA Code. The fall wire
consisted of a 12mm synthetic rope with a design breaking
strain of 14,799 kg.

The release gear was a Schat Harding ARH 23 release
hook complying with the LSA Code for use with davit
launched liferafts.

From the release gear, the PWC was supported by a lifting
harness consisting of two aluminium spreaders which
hooked onto each side of the PWC. These spreaders were
connected to a lifting ring by four steel wire rope slings
attached to each end of the spreaders.

Two lifting harnesses were supplied to the yacht, along with
the PWC, during construction in Turkey by Horizon Deniz Ve
Yat in Istanbul. The harnesses were not identified as to
manufacturer, safe working load or any design/approval
standards. The harnesses were conspicuously marked
AWaveRunner o but they did no
harnesses being produced by Yamaha at the time of the
accident, despite AWaveRunne
of the Yamaha Motor Company.

After the accident the failed harness was recovered, although
one of the spreaders was lost. The slings attached to the
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port spreader indicated failure caused by corrosion of the steel wire rope slings. The slings were
attached to the spreaders by swaged wire thimbles. To prevent damage by the metal swage, these
had been covered by soft tape®. The slings failed in way of the soft tape covering the metal swage
on each thimble.

w

WaveRu

Sling Failure Metal Swage on Sling from Recovered Harness (Soft
Tape removed)

Recovered Harness

G{2F0G ¢l IS¢ dzaSR (2 LINBGSyil
corrosion of wire visible

Close up o$ling failure

‘LRSYGAFASR +a G{StF ! YFEALYIGAYI ¢l LISé sKAOK A& LINRY

applications.
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SMS Procedures for LaunchingPWCand WfAAcceptednbdardacti ceod o

To comply with the ISM Code, VINYDREA operated a documented SMS containing procedures

covering key shipboard operations. Such plans and procedures are required by Clause 7 of the ISM

Code. AsFrenchwas t he predomi nant f wmth&yaantgthebegproaeduey e 0 0 |
were provided in both English (as the official language) and French (as the working language).

SMS ProcedureDP3°fiJ et Sk Launchingo covers the | aunchi
clear that persons are only to board the PWC after it has reached the water. From DP 3 (French):

ifDes que | e tender touch® | 6eau, | e marin mo.l
bout arriere et demarre | e moteur. I i nf or m

The translation of this is given in DP 3 (English) as:

fiOnce the tender (sic) touch water, deckhand
the rear end and start the engine. He verbal

During the development process for this procedure, the master asked whether crew could board the
PWC during launching. This was expressly forbidden by the DPA, leading to the approved
procedure of boarding PWC only when waterborne.

However, it had become standard practice onboard for someone to ride the first PWC to be
launched from main deck level to the sea. When the deckhand boarded the PWC at Main Deck
Level, the master was in overall charge of operations and was driving the crane.

Normal Boarding Position of PWC

®Version 2 dated 01 October 2009
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Onboard risk assessments

On 01 July 2010, amendments to the ISM Code entered into force which, inter alia, clarified the
requirements for conducting risk assessments as part of the ISM Code compliance process. In the
2002 Edition of the ISM Code (in force prior to 01 July 2010) the requirements for risk assessments
are implied, rather than specified.

I n this editi o8afety ManaghneentSystdneQb jt et ifives o i ncl ude:
1.2.2.2 AEstablish safeguards.against all i dent
In the amendments that entered into force in July 2010, this requirement was clarified as:

1.2.2.2 AAssess all identified risks to its shi
establish appropriate safeguards. o

Eight months prior to the entry into force of the ISM Code amendments, EYM issued a notice to all
managed yachts on the need for risk assessments and guidance on their completion. In the
Companyd6 s S MS r i sk a sequiresl bynSectian $.17.rEgtensive guidance on
conducting shipboard risk assessments is also available in the COSWP.

A number of risk assessments were carried out on VINYDREA, including one coveringfi Launc hi n
of Rescue Tender and Jet Ski 0. onTlHhNag2009bgthke Chiefs e s s
Mate (as the yachtobés Safety Officer) and is incl

This risk assessment identified the following hazards associated with these operations:

e ARi sk of Hook Breakingbo
e M Movement of items being | aunchedo; and
e ACrew I njurybo.

Agai nst 00 Wdhbeenidentifiededthehisk assessment notes:

Crew member sse0oweandharne
Procedure amendedo.

jn } Bn 1}

SMS Maintenance Requirements for Lifting Appliances and Loose Gear

Under the SMS being implemented onboard, maintenance of all lifting appliances fell to the

engineering department. Although the SMS does not provide detailed instruction and guidance on

the maintenance of lifting appliances or a definitive list of equipment and loose gear to be checked,

SMS Section 10.8.2 requires that the condition o
Mont hly Reporto.
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Liftingappliances are not specifically mentioned in eit
Mai ntenance mont hly chec k 0Tethaicanviorihty RépbrtegForim® G h i e T h E |
closest referenceisfoundont he AChi ef Engineers Tewdkeni diald dMdn t
Auxiliary Equipmenti Tender s, Toys and Ot her 0.

Prior to the accident, the AChi ef Engineers Tech
June 2010 bythed f ul I t i me engienemerxd orekcddrodh)(.s Unkher o i’
the comment AOKO had been recorded.

During interviews with crewmembers it was stated that the lifting harnesses for the PWC were
fivsually inspect ed db difrdrnes eeda onti tths & e Alvisualat er af t
inspection of the recovered harness showed strong evidence of corrosion of the steel wires under

the clear plastic coating and in way of the thimble attachments to the spreaders, as shown below.

Manning and qualification requirements for maintenance personnel

CISR issues Minimum Safe Manning Documents (MSMD) to all yachts it certifies under the Large
Yacht Code. The MSMD in force onboard VINYDREA at the time of the accident required the
carriage of two qualified engineers’, specifically:

Chief Engineer holding an STCW 111/3 or 111/2(Y3) qualification; and
Assistant Engineer holding a MEOL(Y) qualification.

CISR only required these minimum manning levels to be maintained while a yacht is on charter or
otherwise engaged in commercial activities. While the yachtwas i n fupsreiov,attehe mann
levels specified in the MSMD were recommendatory, not mandatory. The master of VINYDREA

was advised of this policy during the Interim ISM Audit carried out by CISR on15 April 2009.

The yacht <carried one Af utwasinprivate dse. elhigengneeeheld avh e n
11I/3 (Y4) qualification which did not qualify him to serve as chief engineer during charters. When the
yacht was to charter, it was the practice to engage the services of a suitably qualified chief engineer
for the duration of the charter, wi t h t he Afull timed engineer serv

In previous charters during 2010, a single engineer had been engaged to fulfil the requirement of a

properly qualified chief engineer onboard VINYDREA. Although this engineer held the appropriate
Certificate of Competency for VI NYDREA, he did n
during his service onboard the yacht. He had he
this had expired on 25 November 2008. This engineer was not available for the charter when the

LRSYUGAFASR +a a{a{ n domhlyREparsFecetnyeBNOMSINED ncOEOKY A O £ a
"See Appendix 1 for a comparison of UK MCA Yacht Specific Qualification and STCW Qualifications.
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