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Task Statement # 20-24 

Committee make recommendations on processes to 

review and implement commercial fishing vessel 

mariner fitness-for-duty for service onboard CFVs of less 

than 200 GT fitness for duty and service should include 

an assessment of overall health and physical fitness and 

contain provisions for the elimination drug and alcohol 

usage and management of fatigue. 

Task Statement # 21-24 

Committee develop guidance and make 

recommendations on fatigue limiting strategies as well 

as work/rest hour logging requirements.  

Task Statement # 22-24 

Committee analyze fatigue and sleep deprivation 

impacts with the commercial fishing industry and make 

recommendations to the USCG. 













































































































THE LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL  
CURRENT SOUTH WEST OF CAPE ALAVA, WA MARCH 17, 2012 

 
ACTION BY THE COMMANDANT 

 
The record and the report of the investigation convened for the subject casualty have been 
reviewed. The record and the report, including the findings of fact, analysis, and conclusions are 
hereby closed.  
 
The investigation’s safety recommendation will remain under review and consideration by the 
responsible program office(s). The response to the recommendations and any resultant actions 
will be documented separately.  
 

 
R. S. WADDINGTON 

Commander, U.S. Coast Guard 
Acting Chief, Office of Investigations & Casualty Analysis (CG-INV) 
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SINKING OF THE COMMERCIAL FISHING VESSEL EMMY ROSE  

(O.N. 909149), APPROXIMATELY 27 NM NORTHEAST OF PROVINCETOWN, MA, 
RESULTING IN THE LOSS OF FOUR LIVES ON NOVEMBER 23, 2020 

 
 

INVESTIGATING OFFICER’S REPORT 
 
 
1. Preliminary Statement 

1.1. This marine casualty investigation was conducted, and this report was submitted in 
accordance with Title 46, Code of Federal Regulations (CFR), Subpart 4.09, and under the 
authority of Title 46, United States Code (USC), Chapter 63. 

1.2. In accordance with 46 CFR § 4.03-10, BOAT AARON & MELISSA INC, owner of the 
vessel involved in the marine casualty, and the operating manager of the vessel involved in 
the marine casualty were designated as party-in-interest.  No other individuals, organizations 
or parties were designated a party-in-interest.  

1.3. The Coast Guard was the lead agency for all evidence collection activities involving this 
investigation. The National Transportation Safety Board (NTSB) assisted with the 
investigation. Marine Safety Center (MSC), Woods Hole Oceanographic Institute (WHOI), 
MIND Technologies, and National Oceanographic and Atmospheric Administration (NOAA) 
provided technical assistance. No other persons or organizations assisted in this investigation.  

1.4. All times listed in this report are in Eastern Standard Time using a 24-hour format and 
are approximate.  
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Commander 
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6767 N. Basin Ave 
Portland, OR 97217 
Phone:  (503) 240-9309 
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30 March 2017 
 

 
ILA (O.N. 243404) Grounding and Constructive Total Loss  

1 NM South of Grays Harbor South Jetty in Westport, WA on 20 August 2016 
 

INVESTIGATING OFFICER’S REPORT 

Executive Summary 
 
The ILA (O.N. 243404) is a 36.8 foot, 14 Gross Ton, uninspected commercial fishing vessel (CFV) 
constructed of wood and built in 1943 in Seattle Washington.  A Coast Guard Dockside Examination 
was completed and a commercial fishing vessel decal was issued to the vessel on 07 April 2016.  At 
the time of this casualty, the ILA was considered to be in good condition for the age and service of 
the vessel.  The regulations that govern the ILA are found in Title 46 of the Code of Federal 
Regulations, Subchapter C – Uninspected Vessels. 
 
On the evening of 19 August 2016, the ILA, a Commercial Fishing Vessel (CFV) owned and 
operated out of Westport, WA, got underway at approximately 2230 from float 7 at Westport Marina 
in Westport, Washington. The vessel operator navigated the ILA toward Ledbetter Point off the 
Columbia River entrance. There were no other personnel on board. The vessel was equipped with 
autopilot, but it was not determined whether it was activated at anytime during the ILA’s transit that 
night. The unlicensed operator purchased the ILA on 12 July 2016 and was unfamiliar with fishing 
the waters off the southern Washington coastline. The Operator stated that he had been drinking in 
town earlier that night, just prior to getting the CFV ILA underway. 
 
On 20 August 2016, while underway, the operator fell asleep four to five miles off shore. Hours later 
the ILA and its operator grounded one nautical mile south of Grays Harbor south jetty, in Westport, 
WA. After running the ILA aground, the operator hailed the U.S. Coast Guard over channel 16 and 
declared that he had fallen asleep and woke up on the beach. 
 
The Operator disembarked the vessel by jumping over the side onto the beach where U.S. Coast 
Guard personnel from Station Grays Harbor awaited. While attempting to evaluate the operator’s 
condition, Coast Guard personnel noted the smell of alcohol emanating from the operator and that he 
was not wearing clothing from the waist down. The Operator was taken to Coast Guard Station Grays 
Harbor and was later released.  
 
Numerous attempts to contact the operator after the casualty were unsuccessful. Federal funding was 
sought by the U.S. Coast Guard to remove the fuel on board the ILA. Washington State Department 
of Environmental Protection hired additional response contractors to remove oil soaked debris and 
additional fuel oil from the ILA. Washington State Department of Natural Resources ultimately took 
possession of the ILA and had it removed from the beach.  On 23 August 2016, three days after the 
vessel grounded, the ILA broke apart, making it a hazard to persons frequenting the location. 
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Through its investigation, the Coast Guard determined the initiating event of this casualty was the 
vessel’s grounding which led to the subsequent loss of propulsion and total constructive loss of the 
ILA. Causal factors contributing to this event were: 1) The operator falling asleep while at the 
vessel's controls, 2) No requirement for a licensed Master to be in charge, 3) No requirement for 
adequate manning, 4) No requirement for use of a watch alarm, and 5) The operator’s consumption 
of alcohol within 4 hours of operating the ILA. 
 
Section 1 – Preliminary Statement (Required) 
 
This investigation involving the grounding and subsequent total constructive loss of the Commercial 
Fishing Vessel ILA one nautical mile south of Grays Harbor south jetty on 20 August 2016 In Grays 
Harbor WA, along with the submission of this report, were conducted in accordance with Title 46, 
Code of Federal Regulations, Part 4, and under the authority of Title 46, United States Code, Chapter 
63. 
 
1.1.  Senior Investigator with the Washington State Department of Ecology 

provided pictures and invaluable investigative analysis for the U.S Coast Guard’s 
investigation. 
 

1.2. There are no persons designated parties-in-interest. 
 

1.3. All times listed in this report are in Pacific Standard Time using a 24-hour format.  The 
Incident Investigation Activity Number for this investigation is 6106373. 

Section 2 – Vessels Involved in the Incident 

Vessel Name: ILA 
Vessel Identification Number: 243404 
Flag: US 
Vessel Class/Type/Sub-Type Fishing Vessel 
Material Type: Wood Plank on Frame 
Build Year: 1943 
Gross Tons: 14 
Length: 36.8 
Breadth: 11 
Depth: 5.7 
Main/Primary Propulsion:  Single keel-cooled diesel engine 
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Commercial Fishing Vessel ILA Grounded on 20 August 2016 
 
Section 3 – Record of Deceased, Missing, and Injured 
 
3.1 No one is injured, missing, or dead as part of this casualty. 
 
Section 4 – Findings of Fact 
 
4.1. On the evening of 19 August 2016, the ILA, a Commercial Fishing Vessel (CFV) owned and 

operated out of Westport, WA  got underway at approximately 2230 
from float 7 at Westport Marina in Westport, Washington. The vessel operator navigated the 
ILA toward Ledbetter Point off the Columbia River entrance. There were no other personnel on 
board. The vessel was equipped with autopilot, but it was not determined whether it was 
activated at anytime during the ILA’s transit that night. The unlicensed operator purchased the 
ILA on 12 July 2016 and was unfamiliar with fishing the waters off the southern Washington 
coastline. The Operator stated that he had been drinking in town earlier that night, just prior to 
getting the CFV ILA underway. 

 
4.2.    Sometime between 2300 on 19 August 2016 and 0300 on 20 August, the operator fell asleep 

while operating the ILA four to five miles west of Grays Harbor entrance while making seven 
knots. 

 
4.3.    Sometime between 0300 and 0327 on 20 August, the CFV ILA ran aground while under its 

own power near Grays Harbor entrance one mile south of the south Grays Harbor Entrance 
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4.9 At approximately 1200 on 22 August 2016, Washington State Department of Natural 
Resources took emergency temporary custody of the vessel and hired Global Diving and 
Salvage to remove the wreck of the ILA from the beach. A backhoe and dump trucks were 
brought to the beach on August 23rd to remove the ILA which was already in pieces on the 
beach due to previous tidal cycles. 

 

 
CFV ILA being dismantled on August 23rd. 

 

 
Photograph taken August 23rd, of the removal of the wrecked FV ILA. 

 
4.10  This incident was not determined to be a Serious Marine Incident as per 46 CFR § 4.03-2. The 

vessels value was found to be below $100,000.00.  Operator was not subjected to post-casualty 
drug and alcohol testing in accordance with 46 CFR Subpart 4.06.     
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Section 6 - Conclusions: 
 
6.1    Cause of the Casualty: 
 

 6.1.1.  The initiating event for this casualty occurred when the ILA ran aground one nautical 
mile south of Grays Harbor south jetty in Westport, WA.  Actions and conditions which 
caused the ILA to ground were:  1) the operator falling asleep while at the vessel's 
controls, 2) No licensed Master in charge, 3) No adequate manning , 4) no use of a 
watch alarm, and 5) the operator’s consumption of alcohol within 4 hours of operating 
the ILA. 

 
 6.1.2.  As a result of the grounding the vessel experienced a subsequent loss of propulsion. 
 
 6.1.3. As a result of the grounding, the vessel experienced subsequent material failure leading 

to its total constructive loss. Actions and conditions which led to the vessel’s material 
failure: 1) improper support of vessel’s hull which led to plank damage due to point 
loading, and 2) lack of any effort on the part of the owner/operator to salvage the vessel 
in a timely manner. 

 
6.2    Violations of Law by Credentialed Mariners: The CFV ILA is less than 200 Gross Tons and is 

not required to have a credentialed mariner operate the vessel.   not a credentialed 
mariner. 

 
6.3    Violations by Members of the Coast Guard: There is no evidence of actionable misconduct, 

inattention to duty, or negligent or willful violation of law or regulation on the part of Coast 
Guard licensed or certificated personnel. 

. 
6.4    Violations Subjecting Parties to a Civil Penalty:  
 

6.4.1  The actions described in paragraph 6.1.1 above represent a violation of 46 USC § 
2302(a) (negligent operations) by the operator of the ILA for failure to safely manage 
and operate the CFV ILA. 

 
6.4.2 Following the reportable marine casualty of the CFV ILA, the owner and/or operator 

failed to submit a written report via form CG-2692 within five days to the U. S. Coast 
Guard. The failure to submit this form constitutes a violation of 46 CFR § 4.05-10. 

 
6.4.3  The actions described in paragraph 6.1.1 above represent a violation of 33 CFR § 

95.050(b). Evidence shows that the operator of the ILA was intoxicated due to personal 
observations of his manner, disposition, general appearance and behavior.  
own statements made to Department of Ecology personnel from the State of 
Washington confirm that he had been drinking alcohol just prior to getting underway 
with the ILA. His failure, as the marine employer allowing an individual to stand watch 
or perform other duties while intoxicated, constitutes a violation of 33 CFR § 95.50(b).  

 
6.5    Violations of Criminal Law: There is no evidence of any potential criminal acts.  
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6.6    Need for New or Amended Laws/Regulations: There is evidence of a need for new laws or 
regulations, or amendment or repeal of existing laws or regulations to prevent recurrence of a 
similar casualty (see 7.1.1). 

 
Section 7 - Recommendations: 
 
7.1.    Safety Recommendations:  
 

7.1.1  Manning, Watch Standing Schedule Requirements and Fatigue Standards for 
Commercial Fishing Vessels:  

 
Currently, 46 CFR Subchapter C, does not establish any manning, watch standing 
schedule requirements or fatigue standards for those working aboard CFV’s of less than 
200GT.  
 
This investigation revealed a latent unsafe condition (LUC) with regard to the operator, 
who had fallen asleep while on watch and at the controls of the ILA. There were no 
additional personnel on board the ILA.  A requirement for a licensed Master to be on 
board whose responsibility it would be to ensure adequate manning and watch keeping 
may reduce the occurrence of this LUC on all U. S. commercial fishing vessels. The 
existence of a regulation mandating watch schedules would eliminate the cultural norm 
currently expecting commercial fisherman to work, fish, stand watches and operate 
vessels safely beyond what they are physiologically capable of doing. This regulation 
would instead mandate that all mariners aboard commercial fishing vessels meet a 
minimum manning and rest standard. 

 
RECOMMEND that the Coast Guard amend 46 CFR Subchapter C to include language 
that requires vessel owners, operators, agent, masters, and person’s in-charge, to 
implement crew manning and endurance management policies and practices. 

 
7.2.    Administrative Recommendations: 
 

7.2.1  Recommend a Notice of Violation be issued  for violations of: 
  

7.2.1.1 46 USC § 2302 (a) A person operating a vessel in a negligent manner or 
interfering with the safe operation of a vessel, so as to endanger the life, limb, 
or property of a person. 

 
7.2.1.2 46 CFR § 4.05-10(a) The owner, agent, master, operator, or person in charge 

shall, within five days, file a written report of any marine casualty required to 
be reported under §4.05-1. Owner failed to file written CG-2692. 

 
7.2.1.3 33 CFR § 95.050(b) If the marine employer has reason to believe that an 

individual is intoxicated, the marine employer shall not allow that individual 
to stand watch or perform other duties. Marine employer permitted individual 
to stand watch while intoxicated. 

 
7.2.2 It is recommended that this investigation be closed. 
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Coast Guard Sector Delaware Bay 
United States Coast Guard 

1 Washington Ave. 
Philadelphia, PA 19147-4395 
Staff Symbol:  spv 
Phone:  (215) 271-4853 
Fax: (215)271-4835 

16732 
March 25 2021

REPORT OF INVESTIGATION INTO THE LOSS OF LIFE ONBOARD THE 
COMMERCIAL FISHING VESSEL (CFV) INVICTUS (O.N. 914373), 

APPROXIMATLEY 68 MILES EAST OF CAPE MAY, NEW JERSEY, ON APRIL 15, 
2020 

INVESTIGATING OFFICER’S REPORT 

Executive Summary 

At approximately 2205 EST, on April 15, 2020, the CFV INVICTUS (the vessel) was fishing in 
the Atlantic Ocean approximately 68 nautical miles east of Cape May, NJ. The vessel was 
fishing for scallops, and in the process of dredging, when one of its crewmembers (the subject) 
went missing sometime between 2205 and 2215. This event occurred while three other 
crewmembers were in the mud room, the master was in the wheelhouse, and the mate was in the 
galley. At no time did  the aforementioned crewmembers observe the subject depart the vessel. 
At approximately 2215, the crewmembers placed another load of scallops on deck and began to 
process this catch. One of them quickly realized that the subject was not present with them 
working on deck and they immediately notified the master. The crewmembers and mate 
conducted an extensive and thorough search of the vessel, but they were unable to locate the 
subject. Once the search was completed, and it was determined that the subject was not onboard, 
the most probably explanation was that the subject had gone overboard. The vessel’s master then 
called the Coast Guard for assistance on VHF Ch. 16 and commenced searching the water for the 
subject. The on scene weather was: visibility 10 nautical miles, the sky was clear, barometric 
pressure was 29.91, the dry bulb temperature was 49 degrees Fahrenheit (9.4 degrees Celsius), 
wet bulb temperature was 60 degrees Fahrenheit (15.5 degrees Celsius), sea water temperature 
was 42 degrees Fahrenheit (5.5 degrees Celsius), sea waves were out of 320 at approximately 
one foot, and swell waves were out of 320 at approximately two feet.  

The vessel and the Coast Guard searched throughout the night for the subject. At approximately 
0700 EST on April 16, 2020, the vessel spotted the subject floating in the water. The master 
maneuvered the vessel alongside the subject and instructed the one crewmember on deck to 
maintain positive control of the subject’s body. The Coast Guard arrived on scene at 
approximately 0723, and dispatched a small boat to recover the subject. The Coast Guard 
transported the subject to Cape May, NJ, where the subject was pronounced deceased and 
subsequently transported to the Cape May County Medical Examiner’s office. 

As a result of its investigation, the Coast Guard has determined that the initiating event for this 
casualty was the subject going overboard. The causal factors that contributed to this casualty 
include: (1) the subject was under the influence of fentanyl; (2) regulatory pre-employment or 
random drug test requirements do not exist for commercial fishing operations; (3) the company 
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that owns/operates the INVICTUS did not have a drug testing policy (see #2 above).  
 
1. Preliminary Statement 

1.1. This marine casualty investigation was conducted and this report submitted in 
accordance with Title 46, Code of Federal Regulations (CFR), Subpart 4.07, and under the 
authority of Title 46, United States Code (USC) Chapter 63. 

1.2. The Investigating Officer designated two parties-in-interest in this investigation.  

1.2.1. Legal counsel for Glaucus, LLC, the owner of the INVICTUS. Glaucus, LLC 
is entitled to party-in-interest status as per 46 USC 6603(1).   

1.2.2. Legal counsel for the subject’s estate. The legal counsel for the subject’s estate 
was granted PII to assist the Investigator with collection of evidence. 

1.3. The Coast Guard was the lead agency for all evidence collection activities involving this 
investigation.  

1.4. All times listed in this report are approximate and are given in Eastern Standard Time 
using a 24-hour format.  
 

2. Vessel Involved in the Incident 
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           Figure 1. Photograph of the INVICTUS provided by CG Sector Long Island Sound on April 25, 2020. 
 

 

3. Deceased, Missing, and/or Injured Persons  

Relationship to Vessel Sex Age Status 
Crewman Male 51 Deceased 

4. Findings of Fact 

4.1. The Incident: 

4.1.1. At 0830, on April 14, 2020, the crew of the vessel commenced preparations to get 
underway from Stonington, CT. The subject assisted with preparations, including fueling 
the vessel and bringing on supplies. While preparing the vessel to get underway the 
master of the vessel interacted with the subject and found him to be in a sound state of 
mind. 

4.1.2. Between 0930 and 1200, the subject departed the vessel to retrieve items from his 
home for the upcoming voyage. During this drive he visited at least two associates before 
returning to the vessel. 

4.1.3. At 1200, the subject returned to the vessel where he interacted with two of the 
crewman from the CFV REGULUS. One crewmember off the REGULUS had difficulty 
communicating with the subject, and reported that the subject had difficulty maintaining 
his train of thought.  

4.1.4. At 1600, the vessel and its crew got underway heading toward their intended 
fishing ground in the Atlantic Ocean. The location they were fishing was approximately 
68 miles east of Cape May, NJ.  

 

Official Name: INVICTUS  
Identification Number: 914373 
Flag:  United States 
Vessel Class/Type/Sub-Type Commercial Fishing Vessel 
Build Year: 1987 
Gross Tonnage: 111 GTR 
Length: 74.1 Ft. 
Beam/Width: 24 Ft. 
Draft/Depth: 12.2 Ft. 
Main/Primary Propulsion: (Configuration/System 
Type,  Ahead Horse Power) 

Diesel Engine 

Owner: Glaucus LLC, 322 New Haven Avenue 
Milford, Connecticut, 06460 

Operator: Glaucus LLC, 322 New Haven Avenue 
Milford, Connecticut, 06460 
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Figure 2. INVICTUS VMS Data provided by SkyMate. All times are in Zulu, subtract four (4) hours for EST. 

4.1.5. The subject rested from approximately 1600 on April 14 until 0900 the morning 
of April 15.  
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4.1.6. At 0900, on April 15, the subject started his first shift on deck cutting scallops. 
The shift lasted until 1600 the same day.  

4.1.7. At 1600, the subject rested until 2130 the same day.  

4.1.8. At 2130, the master of the vessel woke the subject up in preparation for his next 
shift.   

4.1.9. At 2150, the subject arrived on deck and started assisting the other crewmembers 
with processing the scallops. 

4.1.10. At approximately 2205, the vessel’s crewmembers finished processing the 
scallops on deck and took a break. Three crewmembers were in the mudroom, the mate 
was in the galley, the master was in the pilot house, and the subject was alone on the aft 
deck.  

4.1.11. At approximately 2220, the vessel hauled back another catch of scallops and the 
crewmembers started processing the catch. They soon discovered that the subject was not 
on deck with them and notified the master. The master instructed the crewmembers to 
search the vessel for the subject.  

4.1.12. At 2243, the vessel’s master hailed the Coast Guard via CH. Ch. 16 (412.975 
Mhz) notifying them that the subject had gone overboard. At about the same time, the 
vessel commenced searching the water for the subject.  
 

 
Figure 3. INVICTUS VMS Data provided by SkyMate. All times are in Zulu, subtract four (4) hours for EST. Close up of 
INVICTUS’s search pattern. 
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4.1.13. At 0123, on April 16, the vessel’s master administered breathalyzer tests to the 
remaining crewmembers onboard the vessel, and all of the test results were  blood 
alcohol content.  

4.1.14. At approximately 0700, one of the vessel’s crewmembers spotted the subject’s 
body floating on the water. The crewman notified the master who maneuvered the vessel 
toward the subject.  The subject was unresponsive and appeared to be drowned, so two of 
the crewmembers attached a line with a buoyant fender to the subject’s body to keep it 
afloat.  

4.1.15. At 0723, a Coast Guard small boat arrived on scene from the Coast Guard Cutter 
CGC LAWRENCE LAWSON to recover the subject’s remains and transport the subject 
back to shore. Upon recovering the subject’s body, the CGC LAWRENCE LAWSON 
returned to Cape May, NJ.  

4.1.16. At approximately 1200, the subject’s remains were transferred to the Cape May 
County Medical Examiner’s office.  

4.2. Additional/Supporting Information: 

4.2.1. At 2200, on April 15, 2020, the on-scene weather was: visibility 10 nautical 
miles, the sky was clear, barometric pressure was 29.91, the dry bulb temperature was 49 
degrees Fahrenheit (9.4 degrees Celsius) wet bulb temperature was 60 degrees Fahrenheit 
(15.5 degrees Celsius), sea water temperature was 42 degrees Fahrenheit (5.5 degrees 
Celsius), sea waves were out of 320 at approximately one foot, swell waves were out of 
320 at approximately two feet.  

4.2.2. On November 6, 2019, the subject started seeing a physician for opioid addiction. 
The physician prescribed a Suboxone treatment program. 

4.2.3. On January 22, 2020, the subject’s physician decided to stop treatment and 
recommended the subject to seek medical care elsewhere.  

4.2.4. On April 15, 2020, the subject had 18 packets of Suboxone Film in his possession 
and one of them was opened. 

4.2.5. Common side effects of Suboxone include, but are not limited to: respiratory 
problems; sleepiness; dizziness; problems with coordination; opioid withdrawal; a 
decrease in blood pressure; intoxication; fainting; and sleepiness. 



8 
 

 
Figure 3. Photograph provided by CG Sector Long Island Sound. 

4.2.6. Buprenorphine and naloxone (Suboxone) were not screened for on the subject’s 
toxicology report.  

4.2.7. Toxicology revealed that the subject had 14.27 mcg/L of fentanyl in his femoral 
blood. 

4.2.8. Effects of fentanyl on the body include: relaxation; euphoria; pain relief; sedation; 
confusion; drowsiness; dizziness; nausea; vomiting; urinary retention; pupillary 
constriction; and respiratory depression.  

4.2.9. Toxicology revealed that the subject had 2.43 mcg/L norfentanyl in his femoral 
blood. The National Library of Medicine defines norfentanyl as “a major metabolite of 
fentanyl.” 

5. Analysis 

5.1. The company that owns and operates the INVICTUS did not have a drug testing policy 
in place (no drug testing policy is required by current regulation). As identified by the New 
Jersey Medical Examiner, a contributing condition to the subject’s death was the adverse 
effects of fentanyl. The toxicology report revealed that the subject was found with fentanyl in 
his blood. The medical records suggest that he had been receiving treatment for opioid 
addiction since November 6, 2019, but failed to show for random urine screens on November 
20, 2019, or any subsequent urine screens. If the company had pre-employment and random 
drug testing program in place they may have discovered that the subject was suffering from 
opioid addiction, and they may have prevented him from sailing, likely preventing him from 
going overboard and subsequently drowning. 
 
5.2. Regulatory pre-employment or random drug test requirements do not exist for 
commercial fishing operations. There are no laws or regulations requiring fishing vessel 
owners, managers, operators, or employees to submit to, or to submit their employees to pre-
employment or random drug screening. The crewmember was found to have fentanyl present 
in his blood at the time of death. Additionally, he had recently received treatment for opioid 
addiction. Had there been a drug testing program in place, the subject’s employer may have 
prevented him from sailing, likely preventing him from going overboard and subsequently 
drowning.  
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5.3. Subject was under the influence of fentanyl. The subject was recovered with 14.27 
mcg/L of fentanyl in his blood. Some of the effects of fentanyl may include dizziness, 
drowsiness, euphoria, and nausea. Reports from the other crewmembers onboard with the 
subject attested that he was uncharacteristically lethargic, and the crewmembers of the 
REGULUS observed that the subject had difficulty carrying on a conversation prior to 
getting underway. Had the subject not been under the influence of fentanyl he may not have 
suffered the side effects of drowsiness, or other side effects associated with fentanyl, and he 
likely would not have gone overboard and subsequently drowned.  
 

6. Conclusions 

6.1. Determination of Cause: 

6.1.1. The initiating event for this casualty was the subject going overboard. It is 
undetermined how or why the subject went over the side of the INVICTUS because there 
were no witnesses to, and no recordings of the event.  

6.1.2. The first subsequent event was the subject suffered from hypothermia, as 
evidenced by the report of autopsy. 

6.1.2.1. If the subject had an immersion suit on he may not have suffered from 
hypothermia. 

6.1.3. The second subsequent event was the subject drowning.  

6.1.3.1. The subject did not have a personal flotation device on to maintain 
positive buoyancy. The New Jersey Medical Examiner ruled the cause of 
death to be drowning. 

6.2. Evidence of Act(s) or Violation(s) of Law by Any Coast Guard Credentialed Mariner 
Subject to Action under 46 United States Code (USC) Chapter 77: There were no acts of 
misconduct, incompetence, negligence, unskillfulness, or violations of law by a credentialed 
mariner identified as part of this investigation. 

6.3. Evidence of Act(s) or Violation(s) of Law by U.S. Coast Guard Personnel, or any other 
person: There were no acts of misconduct, incompetence, negligence, unskillfulness, or 
violations of law by any U.S. Coast Guard personnel, or any other person, identified as part 
of this investigation.  

6.4. Evidence of Act(s) Subject to Civil Penalty: There is no evidence of acts subject to civil 
penalty. 

6.5. Evidence of Criminal Act(s): There is no evidence of criminal acts.  

6.6. Need for New or Amended U.S. Law or Regulation: The regulations found in 46 Code 
of Federal Regulations (CFR) Part 28 should be updated to incorporate the requirements of 
46 C.F.R. Part 16. Safety Recommendation 8.1.1 below further outlines this recommendation 
for implementing drug testing on commercial fishing vessels. 

6.7. Unsafe Actions or Conditions that Were Not Causal Factors: No unsafe actions or 
conditions that were not causal factors were identified during this investigation.  
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I.III LOCATIONS

Description Latitude Longitude

Lawry's Narrows: Hurricane Sound                                                44°04.2 N 068°54.3 W
At a Facility: Health Connections, Rockport ME                                 
 

44°09.4 N 069°05.9 W

I. PRELIMINARY INVESTIGATION – GENERAL INFORMATION

I.I EXCEPTIONS

Marine Casualty Investigation: No

Criteria Met: 

I.II DETAILS

Incident Involves: Marine Casualty, Reportable; Discharge of Oil; Alleged Civil Offense(s)

Level Of Investigation: Informal

IMO Classification: Routine

US Classification: Routine

Serious Marine Incident: Yes

Was a Marine Board convened by Commandant? No

Pollution Investigation: No

Criteria Met: 

Personnel Investigation: NA

Criteria Met: 

I.IV INVOLVED PERSONNEL

I.V INVOLVED TEAM

Involved Vessels
Name: KANOCERA
Flag: UNKNOWN
Primary VIN:
Call Sign:
Damage Status: Undamaged
Role: Transiting Vicinity of Primary Subject
Classification, Type, Subtype: , , 
Gross Tonnage:
Net Tonnage:
Dead Wt. Tonnage:
Length:
Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction:
Builder Name:
Propulsion Type:
Ahead HP:
Master:   

I.VI INVOLVED SUBJECTS
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Classification Society:
Owner:
Operator:
Inspection Subchapter:
Most Recent Vessel Inspection Activity:

 
Name: KENDRA & MAYSIE
Flag: UNITED STATES
Primary VIN: 1111464
Call Sign:
Damage Status: Damaged
Role: Involved in a Marine Casualty
Classification, Type, Subtype: Fishing Vessel, Fish Catching Vessel, General
Gross Tonnage: 15
Net Tonnage: 12
Dead Wt. Tonnage:
Length: 38.2
Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction: E BLUE HILL, Maine, UNITED STATES
Builder Name: WEBBER COVE BOAT YARD
Propulsion Type: Diesel
Ahead HP: 885
Master:   
Classification Society:
Owner:
Operator:
Inspection Subchapter:
Most Recent Vessel Inspection Activity:

 
Involved Persons

Status: At Risk, Not Injured
Role: Subject of Investigation
Gender:
Age:
SSN:
Birth Date:
Email Address:
Phone Number:
Address (Home/Primary Residence):

Comments:

Status: At Risk, Not Injured
Role: Subject of Investigation
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number:
Address (Mailing):
Comments:

Status: Not at Risk
Role: Medical Review Officer
Gender: Male
Age:
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II. INCIDENT INVESTIGATION – GENERAL INFORMATION

On July 15, 2014 the CFV KENDRA & MAYSIE (O.N. 1111464) was underway in Hurricane Sound near 
Vinalhaven, ME getting ready to fish for lobster.  The vessel experienced engine problems and the 
master shut down the engine and changed the fuel filter while drifting.  The vessel grounded on a ledge 
and started taking on water.  The master and crewmember abandoned the vessel in a life raft, and the 
vessel later sank ultimately discharging approximately 50 gallons of oil.  The master and crewmember 
were rescued five hours after the grounding by a Good Samaritan on the sailing vessel KANOCERA, no 
injuries were reported.  The vessel was later salvaged for repairs. No other incidents were reported to 
the USCG.

Personnel Casualty Summary

Total Missing = 0

Drug and Alcohol Testing.  The following people have been determined by the Coast Guard, 
Law Enforcement Personnel, and/or the Marine Employer to have been directly involved in a 
Serious Marine Incident as defined in 46 CFR 4.03-2:
           ; Subject of Investigation
           .; Subject of Investigation

  

SSN:
Birth Date:
Email Address:
Phone Number (Work):
Address (Work): FIRST ADVANTAGE

 

Comments:

Status: Not at Risk
Role: Medical Review Officer
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Work):
Address (Work): LexisNexis

Comments:

Involved Organizations: None

Involved Facilities

Facility Name: Health Connections, Rockport ME
Type: Approved Equipment Laboratory
Status: Undamaged - Operational
Role: Site of Investigation
Contact Phone:
Location: Latitude: 

Longitude: 

Involved Waterways: None

Involved Other Subjects: None
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II.I LOCATIONS

Description Latitude Longitude

Lawry's Narrows: Hurricane Sound                                               
 

44°04.2 N 068°54.3 W

At a Facility: Health Connections, Rockport ME                            
      

44°09.4 N 069°05.9 W

CARVERS HARBOR                                                                  44°02.8 N 068°50.0 W
Inner Bay Ledges: West Penobscot Bay                                       
     

44°06.0 N 069°05.0 W

Lawry's Narrows: Hurricane Sound                                               
 

44°04.2 N 068°54.3 W

II.II INVOLVED PERSONNEL

Name: 
Team Lead: No
Point Of Contact: No
Role: Investigation General - Legacy
Status: 
Department Id: 004320
Type/Rank: Warrant - Warrant Officer (W4)
Agency Type/Agency: Unknown/Unknown
Source Id/Source: /Direct Access Personnel
Comments: 

Name: 
Team Lead: No
Point Of Contact: No
Role: Investigation General - Legacy
Status: 
Department Id: 004320
Type/Rank: Officer - Military Officer (O5)

Total Dead = 0

Total Injured = 0

Total At Risk, Not Injured = 2

Total People At Risk = 2

Vessel(s) Status Summary

Actual Total Loss = 0

Total Constructive Loss Salvaged = 0

Total Constructive Loss Unsalvaged = 0

Damaged = 1

Undamaged = 1

Property Damage Summary

Vessel(s) = $ 160000

Cargo = $ 0

Facility(s) = $ 0

Other =  $ 0

* Includes estimates
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Agency Type/Agency: Unknown/Unknown
Source Id/Source: /Direct Access Personnel
Comments: 

Name: 
Team Lead: No
Point Of Contact: No
Role: Investigation General - Legacy
Status: 
Department Id: 004320
Type/Rank: Enlisted - Military Enlisted (E7)
Agency Type/Agency: Unknown/Unknown
Source Id/Source: /Direct Access Personnel
Comments: 

II.III INVOLVED TEAM

Involved Vessels
Name: KANOCERA
Flag: UNKNOWN
Primary VIN:
Call Sign:
Damage Status: Undamaged
Role: Transiting Vicinity of Primary Subject
Classification, Type, Subtype: , , 
Gross Tonnage:
Net Tonnage:
Dead Wt. Tonnage:
Length:
Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction:
Builder Name:
Propulsion Type:
Ahead HP:
Master:   
Classification Society:
Owner:
Operator:
Inspection Subchapter:
Most Recent Vessel Inspection Activity:

 
Name: KENDRA & MAYSIE
Flag: UNITED STATES
Primary VIN: 1111464
Call Sign:
Damage Status: Damaged
Role: Involved in a Marine Casualty
Classification, Type, Subtype: Fishing Vessel, Fish Catching Vessel, General
Gross Tonnage: 15
Net Tonnage: 12
Dead Wt. Tonnage:
Length: 38.2

II.IV INVOLVED SUBJECTS
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Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction: E BLUE HILL, Maine, UNITED STATES
Builder Name: WEBBER COVE BOAT YARD
Propulsion Type: Diesel
Ahead HP: 885
Master:   
Classification Society:
Owner:
Operator:
Inspection Subchapter:
Most Recent Vessel Inspection Activity:

 
Involved Persons

Status: At Risk, Not Injured
Role: Subject of Investigation
Gender:
Age:
SSN:
Birth Date:
Email Address:
Phone Number:
Address (Home/Primary Residence):

Comments:

Status: At Risk, Not Injured
Role: Subject of Investigation
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number:
Address (Mailing):
Comments:

Status: Not at Risk
Role: Medical Review Officer
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Work):
Address (Work): FIRST ADVANTAGE

 

Comments:

Status: Not at Risk
Role: Medical Review Officer
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Work):
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II.V EVIDENCE

Control Number: 4924016-CGMSL-001
           Description: U.S. Coast Guard Marine Safety Lab analysis report for Incident Investigation Activity 
#4924016
           Evidence Type: Oil Sample Analysis Report
           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

27Aug2014 13:02:00 Z
U.S. Coast Guard Marine Safety Lab
  CG MSL, CG MSL

Attachments

           MSL Case Report 14-208; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Drug and Alcohol Testing.  The following people have been determined by the Coast Guard, 
Law Enforcement Personnel, and/or the Marine Employer to have been directly involved in a 
Serious Marine Incident as defined in 46 CFR 4.03-2:
            Subject of Investigation
           .; Subject of Investigation

  

Address (Work): LexisNexis

Comments:

Involved Organizations: None

Involved Facilities

Facility Name: Health Connections, Rockport ME
Type: Approved Equipment Laboratory
Status: Undamaged - Operational
Role: Site of Investigation
Contact Phone:
Location: Latitude: 

Longitude: 

Involved Waterways
Hurricane Sound
Role: Location
Description: Lawry's Narrows: Hurricane Sound                                 

               

Hurricane Sound
Role: Location
Description: Lawry's Narrows: Hurricane Sound                                 

               

Hurricane Sound
Role: Location
Description: Lawry's Narrows: Hurricane Sound                                 

               

Involved Other Subjects: None
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Control Number: 4924016-MISLE-001
           Description: MISLE Notification #648011 for report of incident received by Telephone call to Coast 
Guard.
           Evidence Type: Standard
           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

15Jul2014 18:25:00 Z
Marine Safety Detachment Belfast
  MSD Belfast, Marine Safety Detachment Belfast

Attachments

Control Number: 4924016-WAW-002
           Description: Diesel Fuel sample of the KENDRA & MAYSIE taken from the fuel filter.
           Evidence Type: Oil Sample

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

21Jul2014 11:30:00 Z
Journey's End , Rockland , ME
  MSD Belfast, MSD Belfast

Sample Data
           FPN#
           Priority:
           Sample Type:
           Date Needed:
           Projected Disposal Date:
           Point of Contact:
           Oil Seepage Through Soil:
           Possible Contamination Sources:
           Other CG Comments:

Unspecified
Routine
Suspect Source Sample
31Jul2014 00:00:00 Z
21Jul2019 00:00:00 Z

No
Fuel was taken from a fuel filter, vessel was sunk in 50 
foot of water for approximately a week and 
We are specifically looking for evidence of sugar in the 
fuel or evidence of non-naturally occurring salt. (iodized)

Attachments

Control Number: 4924016-WAW-003
           Description: CG 2692 A
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

24Jul2014 09:58:00 Z
Rockland, ME
 ; MSD Belfast, MSD Belfast

Attachments

           CG 2692; CG-2692-Rpt of Marine, Comm Dive, or OCS Casualty;
                      10Sep2015 21:17:57 Z; No
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Control Number: 4924016-WAW-004
           Description: Witness Statement from the Master of the KENDRA AND MAYSIE
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

24Sep2014 14:00:00 Z
Rockland, ME
 ; MSD Belfast, MSD Belfast

Attachments

           Witness Statement Master; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-005
           Description: Insurance survey report
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

08Sep2014 11:00:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Survey Report Kendra and Maysie; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-006
           Description: Marine casualty investigator's statement
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

24Sep2014 12:59:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Marine Investigators Statement; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-007
           Description: Drug test results for master
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

18Jul2014 13:15:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Drug Test Master; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Page 10 of  32Case Number: 691183



Control Number: 4924016-WAW-008
           Description: Drug test results for crewmember
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

31Jul2014 13:24:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Drug Test Crewman; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-009
           Description: Certificate of life raft inspection
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

28Oct2014 13:27:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Liferaft Test record; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-010
           Description: Repair work list and cost report from Farrin's Boat shop
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

15Oct2014 14:15:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Repair quote Kendra and Maysie; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-011
           Description: Weather report (Wunderground.com)
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

29Oct2014 13:46:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           weather report; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No
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Control Number: 4924016-WAW-012
           Description: Cell phone subpoena results
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

08Oct2014 14:42:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Cell Phone records; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-013
           Description: PR statement
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

29Oct2014 08:22:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           PR Statement; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-014
           Description: Pictures of the KENDRA & MAYSIE hauled out.
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

21Jul2014 09:33:00 Z
Journey's End Marina
 ; MSD Belfast, MSD Belfast

Attachments

           IMG_0285; Legacy - Unknown;
                      Picture from the Starboard Bow of the KENDRA & MAYSIE; 10Sep2015 21:17:57 Z; 
No
           IMG_0293; Legacy - Unknown;
                      Picture showing damage from the Starboard Side amidships.; 10Sep2015 21:17:57 
Z; No
           IMG_0287; Legacy - Unknown;
                      Picture of the starboard side of the stern showing the keel damage.; 10Sep2015 
21:17:57 Z; No
           IMG_0304; Legacy - Unknown;
                      Port side damage hypothesized  to be impact damage from the ledge or when the 
vessel hit the bottom after sinking.; 10Sep2015 21:17:57 Z; No
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Control Number: 4924016-WAW-015
           Description: Statement from interview with the master of the KENDRA & MAYSIE
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

30Oct2014 13:35:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           Bickford Interview; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-016
           Description: CG 2692 B
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

24Jul2014 14:54:00 Z
MSD Belfast
 ; MSD Belfast, MSD Belfast

Attachments

           CG 2692B; CG-2692B-Rpt of Mandatory Chem Test Following SMI;
                      10Sep2015 21:17:57 Z; No

Control Number: 4924016-WAW-017
           Description: Approximate location of grounding and where survivors were found
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

07Jan2015 16:17:00 Z
Belfast, ME
  MSD Belfast, MSD Belfast

Attachments

           Position of grounding and liferaft; Legacy - Unknown;
                      10Sep2015 21:17:57 Z; No

10Jul2014 10:00:00 Z to 14Jul2014 00:00:00 Z (Estimated): Master of the KENDRA & MAYSIE has 
changed his fuel filter four times due to alleged fuel contamination.
Timeline Type:
Timeline Subtype:
Location:

Action
Engineering Operations - Unscheduled, Corrective Repair
Known

Primary Location: No
Description: CARVERS HARBOR                                                                  

Latitude:  44°02.8 N Longitude: 068°50.0 W

Subject(s) and Details

II.VI TIMELINE
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Name Type Status Role

RICHARD C 
BICKFORD

Person At Risk, Not Injured Subject of Investigation

15Jul2014 03:55:00 Z to 15Jul2014 05:00:00 Z (Estimated): Historical weather near Rockland, ME was 
obtained, and on scene weather was witnessed by the master of the vessel.
Timeline Type:
Timeline Subtype:
Location:

Condition
Environment - Water Conditions
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

Lawry's Narrows: 
Hurricane Sound     
                                
           

Waterway Location

Weather Condition

Sky Condition: Overcast

Weather And Precipitation: Rain showers

Visibility And Precipitation: Fog

24-Hour Precipitation Amount (inches): 0.17

Wind Speed (knots): 15 Ceiling (feet): 

Wind Direction From (degrees): 180 Visibility (nautical miles): 1.0

Wind Gusts (knots): Air Temp (F): 60

Atmospheric Pressure (millibars): 1009.00

Water Condition

Character Of Ice: 

Tide: Slack after ebb

Warnings In Effect: 

Water Depth/River Stage (feet above MLLW): 

Tidal Current Speed (knots): 1 Water Temperature (F): 

Tidal Current Direction To (degrees): 170 Ice Coverage (percent): 

River Current Speed (knots): 

River Current Direction To (degrees): 

Wave Height (feet): Swell Height (feet): 

Wave Direction To (degrees): Swell Direction To (degrees): 

Wave Period (seconds): Swell Period (seconds): 

15Jul2014 04:30:00 Z to 15Jul2014 04:35:00 Z (Estimated): Vessel got underway from Vinalhaven, ME with a 
master and crewmember.
Timeline Type:
Timeline Subtype:
Location:

Condition
Vessel - Material/Equipment Condition
Known
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Primary Location: No
Description: CARVERS HARBOR                                                                  

Latitude:  44°02.8 N Longitude: 068°50.0 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

System: Operations/Management

Subsystem: Vessel Activity

Component: Underway

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

15Jul2014 04:35:00 Z to 15Jul2014 05:00:00 Z (Estimated): Vessel's main engine was experiencing 
performance issues and was not operating as designed.
Timeline Type:
Timeline Subtype:
Location:

Condition
Vessel - Material/Equipment Condition
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

System: Engineering

Subsystem: Fuel Oil Service System

Component: Filter

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

Failure/Malfunction Type: 

15Jul2014 04:43:00 Z to 15Jul2014 04:50:00 Z (Estimated): Master shutdown the engine to replace the 
main engine fuel filter.
Timeline Type:
Timeline Subtype:
Location:

Action
Engineering Operations - Unscheduled, Corrective Repair
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details
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Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 04:44:00 Z to 15Jul2014 04:44:00 Z (Known): With the main engine shut down, the vessel did 
not have a means of propulsion.
Timeline Type:
Timeline Subtype:
Location:

Event
Loss/Reduction of Vessel Propulsion/Steering
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

15Jul2014 04:45:00 Z to 15Jul2014 04:49:00 Z (Known): Without a means of propulsion, vessel drifted 
outside of the channel.
Timeline Type:
Timeline Subtype:
Location:

Condition
Vessel - Material/Equipment Condition
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

System: Operations/Management

Subsystem: Vessel Activity

Component: Other

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

15Jul2014 04:50:00 Z to 15Jul2014 04:50:00 Z (Estimated): Master repaired and restarted the main 
engine.
Timeline Type:
Timeline Subtype:
Location:

Action
Engineering Operations - Unscheduled, Corrective Repair
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details
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Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 04:51:00 Z to 15Jul2014 04:59:00 Z (Estimated): Master was preoccupied with the main 
engine fuel pressure gauge and lost situational awareness of where the vessel was located.
Timeline Type:
Timeline Subtype:
Location:

Condition
Person - Person Condition
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

System: Personnel

Subsystem: Physical Condition

Component: Other physical capability

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

15Jul2014 05:00:00 Z to 15Jul2014 05:00:00 Z (Estimated): Vessel struck a submerged ledge.

Timeline Type:
Timeline Subtype:
Location:

Event
Grounding
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details
Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

Type Of Grounding: Hard

Type Of Bottom: Rock

Charted Depth Of Water (feet): 0

Actual Depth Of Water (feet): 0

Recorded Depth Of Water (feet): 0

Part Of Vessel Aground: Centerline Bow

Additional Information: Not known exactly where the vessel went aground.

15Jul2014 05:00:00 Z to 15Jul2014 05:00:00 Z (Estimated): The Vessel was on course of 109 M at a 
speed of 15 Knots.
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Timeline Type:
Timeline Subtype:
Location:

Condition
Vessel - Material/Equipment Condition
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

System: Operations/Management

Subsystem: Vessel Activity

Component: Underway

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

15Jul2014 05:01:00 Z to 15Jul2014 05:01:00 Z (Estimated): The keel of the vessel split open.

Timeline Type:
Timeline Subtype:
Location:

Event
Material Failure/Malfunction
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

System: Construction/Loadline

Subsystem: Hull

Component: Keel

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

Failure/Malfunction Type: Catastrophic Failure/Malfunction

15Jul2014 05:01:15 Z to 15Jul2014 05:01:15 Z (Estimated): Master attempted (unsuccessfully) to free 
the vessel from the ledge.
Timeline Type:
Timeline Subtype:
Location:

Action
Bridge Operations - Shiphandling
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                
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Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 05:01:30 Z to 15Jul2014 06:00:00 Z (Estimated): Vessel began to take on water through the 
damaged keel.
Timeline Type:
Timeline Subtype:
Location:

Event
Flooding - Initial
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

Subdivision Standard: None

Watertight Subdivision Intact: None Fitted

Watertight Subdivision Compromised: 

Description Of Compromise: Legacy Unknown

Initial Source Of Flooding Details

Initial Source Of Flooding: Damage to Hull 

Area Submerged: Engine Room

Route Of Water Into Vessel: Through the keel

15Jul2014 05:02:00 Z to 15Jul2014 05:02:00 Z (Estimated): The master sent the deckhand below to 
check the integrity of the hull.
Timeline Type:
Timeline Subtype:
Location:

Action
Deck Operations - Vessel Stability and Integrity Management
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 05:03:00 Z to 15Jul2014 05:15:00 Z (Estimated): Master gave the abandon ship order, and 
had difficulty inflating the life raft.
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Timeline Type:
Timeline Subtype:
Location:

Action
Safety and Emergency Operations - Abandon Vessel Operations
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 05:15:30 Z to 15Jul2014 05:15:30 Z (Estimated): The master and crewmember abandoned 
the vessel in the life raft.
Timeline Type:
Timeline Subtype:
Location:

Event
Abandonment
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & MAYSIE Vessel Damaged Involved in a Marine Casualty

People On Board Prior To Abandonment: 2

Abandoning Into The Water

Without Lifesaving Equipment: 0

With Immersion Suits: 0

With Other Lifesaving Equipment: 0

Abandoning Without Entering The Water

Into Lifeboats/Liferafts And Other Out Of Water Lifesaving Equipment: 2

Directly To Another Vessel, Facility, Or Ashore: 0

By Other Means: 0

Abandoning Using Evacuation Systems: 0

Total Abandoning Vessel Or Factility: 2

15Jul2014 05:16:00 Z to 15Jul2014 05:16:00 Z (Estimated): Vessel's life raft was set adrift with the 
master and crewmember onboard.
Timeline Type:
Timeline Subtype:
Location:

Event
Set Adrift
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details
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Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

15Jul2014 05:29:00 Z to 15Jul2014 05:29:00 Z (Estimated): Vessel sank after it was abandoned.

Timeline Type:
Timeline Subtype:
Location:

Event
Sinking
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

15Jul2014 05:29:30 Z to 19Jul2014 18:00:00 Z (Estimated): Vessel discharged approximately fifty gallons 
of oil as the vessel sank and continued to sheen for several days afterwards.
Timeline Type:
Timeline Subtype:
Location:

Event
Discharge/Release - Pollution
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details
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Name Type Status Role

KENDRA & 
MAYSIE

Vessel Damaged Involved in a Marine Casualty

Substance Potential Amount Not Discharged Discharged

Oil: Diesel 120.0 70.0 50.0

Reportable Quantity Amount (pounds): N/A

Potential Discharge/Release Details

Volume/Amount: 120.0 Known/Estimated: Known

Units: Gallon

Potential Only: No

Discharged/Released Details

Overall Volume/Amount: 50.0

Units: Gallon

Volume/Amount In Water: 50.0 Known/Estimated: Estimated

Units: Gallon

Volume/Amount On Land: 0.0 Known/Estimated: Estimated

Units: Gallon

Volume/Amount In Enclosed Space: 0.0 Known/Estimated: Estimated

Units: Gallon

Volume/Amount In Air: 0.0 Known/Estimated: Estimated

Units: Gallon

Not Discharged/Released Details

Volume/Amount: 70.0

Units: Gallon Known/Estimated: Estimated

15Jul2014 05:30:00 Z to 20Jul2014 16:00:00 Z (Estimated): Vessel discharged oil into the navigable 
waterway violating 33 USC 1321 (B) (3)
Timeline Type:
Timeline Subtype:
Location:

Action
Alleged Criminal/Civil Offense
Known

Primary Location: Yes
Description: Lawry's Narrows: Hurricane Sound                                                

Latitude:  44°04.2 N Longitude: 068°54.3 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

15Jul2014 13:30:00 Z to 15Jul2014 13:30:00 Z (Known): The master and crewmember were rescued by 
the Good Samaritan S/V KANOCERA, approximately 2.5 nautical miles from where they abandoned the 
vessel.
Timeline Type:
Timeline Subtype:
Location:

Action
Safety and Emergency Operations - Person Overboard Procedures
Known

Primary Location: No
Description: Inner Bay Ledges: West Penobscot Bay                                            
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Latitude:  44°06.0 N Longitude: 069°05.0 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

16Jul2014 09:30:00 Z to 17Jul2014 10:20:00 Z (Estimated): Both the master and crewmember were 
ordered to take a post casualty drug test.  The crewmember tested positive for both cocaine and 
marijuana.
Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - DOT Drug Testing
Known

Primary Location: No
Description: At a Facility: Health Connections, Rockport ME                                  

Latitude:  44°09.4 N Longitude: 069°05.9 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 15Jul2014 15:00 Z

Means Of Direction: Ordered by telephone

Organization Directing Chemical Test Sample: U.S. Coast Guard

Description: Verbal

Mariner Directed To Get A DOT Drug Test: Yes

Chemical Test Sample Provided: Yes
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Sample

Drug Test Sample Taken Using DOT Protocols: Yes

Sample Type: Urine

Date/Time Sample Was Taken: 16Jul2014 09:30 Z

Sampling Location: Health Connections, Rockport, ME

Collection Agent: Unknown

Collection Agent's Organization: Health Connections

Donor Certify Sample: Yes

Irregularities Noted: No

Drug Analysis

Analyzing Laboratory: MedTox Laboratories, Inc., ST. Paul, MN, 55112

Specimen Analyzed Using DOT Protocols: Yes

Specimen Transferred And Chain Of Custody Complete: Yes

Primary Specimen Test Result

Result: Negative

Positive For:

Specimen Dilute: No

Reason(s) Rejected For 
Testing:

Remarks: 

Review Conducted By

Medical Review Officer: 

Coroner: 

Determination/Verification: Negative

Specimen Dilute (MRO): No

Split Specimen Analyzed: No

Name Type Status Role
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WILLIAM L Jr. 
DEANE

Person At Risk, Not Injured Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 15Jul2014 15:00 Z

Means Of Direction: Ordered over telephone

Organization Directing Chemical Test Sample: U.S. Coast Guard

Description: Verbal

Mariner Directed To Get A DOT Drug Test: Yes

Chemical Test Sample Provided: Yes
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Sample

Drug Test Sample Taken Using DOT Protocols: Yes

Sample Type: Urine

Date/Time Sample Was Taken: 17Jul2014 10:20 Z

Sampling Location: Health Connections, Rockport

Collection Agent: Unknown

Collection Agent's Organization: Health Connections

Donor Certify Sample: Yes

Irregularities Noted: No

Drug Analysis

Analyzing Laboratory: MedTox Laboratories, Inc., ST. Paul, MN, 55112

Specimen Analyzed Using DOT Protocols: Yes

Specimen Transferred And Chain Of Custody Complete: Yes

Primary Specimen Test Result

Result: Positive

Positive For: Cocaine Metabolite (BZE)

Marijuana Metabolite (THCA)

Specimen Dilute: No

Reason(s) Rejected For 
Testing:

Remarks: 

Review Conducted By

Medical Review Officer: 

Coroner: 

Determination/Verification: Positive

Specimen Dilute (MRO): No

Split Specimen Analyzed: No
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16Jul2014 09:30:00 Z to 17Jul2014 10:20:00 Z (Estimated): Both the master and crewmember were 
ordered to take a post casualty drug test.  The crewmember tested positive for both cocaine and 
marijuana.
Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - Alcohol Testing
Known

Primary Location: No
Description: At a Facility: Health Connections, Rockport ME                                  

Latitude:  44°09.4 N Longitude: 069°05.9 W

Subject(s) and Details

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 15Jul2014 15:00 Z

Means Of Direction: Ordered by telephone

Organization Directing Chemical Test Sample: U.S. Coast Guard

Description: Unknown

Chemical Test Sample(s) Provided: No

Reason: Unknown

Method Of Analysis: 

Instrument Used For Analysis: 

Date/Time Results Obtained: 01Jan0001 00:00 Z

Sample Test Results: 

Blood Alcohol Content (BAC): 

Laboratory/Individual Conducting Test: 

Description Of Sample Analysis: 

Irregularities In The Analysis Of The Sample: No

Name Type Status Role

 Person At Risk, Not Injured Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 15Jul2014 15:00 Z

Means Of Direction: Ordered over telephone

Organization Directing Chemical Test Sample: U.S. Coast Guard

Description: Unknown

Chemical Test Sample(s) Provided: No

Reason: Unknown
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Method Of Analysis: 

Instrument Used For Analysis: 

Date/Time Results Obtained: 01Jan0001 00:00 Z

Sample Test Results: 

Blood Alcohol Content (BAC): 

Laboratory/Individual Conducting Test: 

Description Of Sample Analysis: 

Irregularities In The Analysis Of The Sample: No

II.VII CORRESPONDENCE

NOFI
           Source: USCG

 Date: 7/24/2014 10:46:00 AM
           Attachments:
                      

NOFI Kendra and Maysie; Legacy - Unknown;
                                24Sep2014 00:00:00 Z; No

Maneuverability Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 4:45:00 AM
           Attachments:
                      

5001392; Other;
                               ; 11Sep2015 00:48:38 Z; Yes

Material/Equipment Component Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 4:35:00 AM
           Attachments:
                      

7680086; Other;
                               ; 11Sep2015 00:48:38 Z; Yes

Vessel Activity Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 4:30:00 AM
           Attachments:
                      

8098220; Other;
                               ; 11Sep2015 00:48:38 Z; Yes

High Level Alarm Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 5:01:30 AM
           Attachments:
                      

9071757; Other;
                               ; 11Sep2015 00:48:38 Z; Yes

Material/Equipment Component Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 5:01:00 AM
           Attachments:
                      

9112594; Other;
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                               ; 11Sep2015 00:48:38 Z; Yes

Lifesaving Details from MISLE Legacy Activity
           Source: USCG

 Date: 7/15/2014 5:15:30 AM
           Attachments:
                      

9726491; Other;
                               ; 11Sep2015 00:48:38 Z; Yes

COMDT FAM
           Source: USCG

 Date: 5/26/2022 4:59:58 PM
           Attachments:
                      

4924016_KENDRA_&_MAYSIE_AFAM; Other;
                               ; 28Jun2022 12:56:14 Z; No

II.VIII CONCLUSIONS – PART 1. CAUSE

Initiating Event:
Loss/Reduction of Vessel Propulsion/Steering (15Jul2014 04:44:00 Z)

Defense

Inadequate - Material Failure (Vessels)
     The fiberglass hull was not strong enough to take the impact of the vessel grounding on the ledge.     

Event/Material Failure/Malfunction (15Jul2014 05:01:00 Z); Lawry's Narrows: Hurricane Sound           
                                     ; The keel of the vessel split open.; KENDRA & MAYSIE

Does Not Exist - Flooding
     There was no way to prevent water from entering the vessel after the keel was holed.     

Event/Flooding - Initial (15Jul2014 05:01:30 Z); Lawry's Narrows: Hurricane Sound                             
                   ; Vessel began to take on water through the damaged keel.; KENDRA & MAYSIE

Inadequate - Sinking
     The bilge pumps were unable to neither keep up with the flooding nor prevent the vessel from sinking.
     

Event/Sinking (15Jul2014 05:29:00 Z); Lawry's Narrows: Hurricane Sound                                           
     ; Vessel sank after it was abandoned.; KENDRA & MAYSIE

Does Not Exist - Damage to the Environment
     Once the vessel sank, there was no way of preventing oil that may have been in the bilges from 
entering the water.     

Event/Discharge/Release - Pollution (15Jul2014 05:29:30 Z); Lawry's Narrows: Hurricane Sound       
                                         ; Vessel discharged approximately fifty gallons of oil as the vessel sank 
and continued to sheen for several days afterwards.; KENDRA & MAYSIE

Inadequate - Vessel, Facility, Equipment, Gear, or Cargo
     The main engine fuel filters were not able to properly filter the fuel, thus the engine was experiencing 
performance issues and the master was forced to shut it down for repairs.     

Condition/Vessel - Material/Equipment Condition (15Jul2014 04:35:00 Z); Lawry's Narrows: 
Hurricane Sound                                                ; Vessel's main engine was experiencing 
performance issues and was not operating as designed.; KENDRA & MAYSIE

Precondition

Vessel/Facility/Equipment (Hardware)– Condition - Vessel, Facility, Equipment, Gear, or Cargo
     Vessel's main engine was experiencing performance issues.  Potentially due to a fuel contamination 
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Failures of Defense Against Subsequent Events in the Incident

Subsequent Event # 1:

Material Failure/Malfunction (15Jul2014 05:01:00 Z)

Defense Factors

Inadequate - SMS
If the vessel would have had SMS or any maintenance system to keep track of vessel's 
vessel maintenance needs this vessel would have not likely had a material failure. 

Condition/Vessel - Material/Equipment Condition(15Jul2014 04:35:00Z); 
Lawry's Narrows: Hurricane Sound                                                ; Vessel's 
main engine was experiencing performance issues and was not operating as 
designed.; KENDRA & MAYSIE

Subsequent Event # 2:

Sinking (15Jul2014 05:29:00 Z)

Defense Factors

Inadequate - Training
If the vessel would have had a master and crew that would have been properly trained 
and a vessel maintenance program the vessel would have likely not sank.

Condition/Person - Person Condition(15Jul2014 04:51:00Z); Lawry's Narrows: 
Hurricane Sound                                                ; Master was preoccupied with 
the main engine fuel pressure gauge and lost situational awareness of where 
the vessel was located.; 

Subsequent Event # 3:

Discharge/Release - Pollution (15Jul2014 05:29:30 Z)

issue.  Master had changed the fuel filter four times in the recent past, more than should have been 
required.     

Condition/Vessel - Material/Equipment Condition (15Jul2014 04:35:00 Z); Lawry's Narrows: 
Hurricane Sound                                                ; Vessel's main engine was experiencing 
performance issues and was not operating as designed.; KENDRA & MAYSIE

Production

Planning Error - Violation (Exceptional Adaptation) - Engineering Operations - Unscheduled, Corrective 
Repair
     With the engine not operating properly; the master was forced to shut it down to investigate and 
change the fuel filter, thus the vessel was without propulsion.     

Action/Engineering Operations - Unscheduled, Corrective Repair (15Jul2014 04:43:00 Z); Lawry's 
Narrows: Hurricane Sound                                                ; Master shutdown the engine to replace 
the main engine fuel filter.; 

Execution Error – Attention Failure - Person
     After the master changed the fuel filter he was able to restart the engine.  With the engine restarted, 
he was preoccupied with the fuel pressure gauges and lost situational awareness of the vessel's 
location.     

Condition/Person - Person Condition (15Jul2014 04:51:00 Z); Lawry's Narrows: Hurricane Sound       
                                         ; Master was preoccupied with the main engine fuel pressure gauge and 
lost situational awareness of where the vessel was located.; 
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II.IX CONCLUSIONS – PART 2. ENFORCEMENT REFERRALS

The following referrals for enforcement action have been made as a result of this investigation and 
represent those instances where the Coast Guard has gathered evidence that indicates one or more 
alleged violations or offenses may have occurred.  Any determinations as to whether or not one or more 
actual violations or offenses have occurred are documented in the appropriate Coast Guard enforcement 
activities.
Referral #1:    
         

/KENDRA & MAYSIE/5 gallons

Party: 

Enforcement Type: Warning  
Status: Open - Submitted for Review

Alleged Violations

Cite: 33USC§ 1321(b)(3)
Date/Time:  15Jul2014 05:29 Z
Event/Action/Condition:  Discharge/Release - Pollution
Location:  Lawry's Narrows: Hurricane Sound                                                
Subject(s):  KENDRA & MAYSIE

Evidence

II.X SAFETY RECOMMENDATIONS

Safety Recommendation #  004813 : Amending the standard for under the influence of alcohol or 
a dangerous drug (33 CFR 95.020)

Defense Factors

Disabled - Vessel Underwater
If the vessel is underwater to do poor training of crew and maintenance is likely that the 
fuel and other petroleum products aboard are going to go into the water. 

Condition/Environment - Water Conditions(15Jul2014 03:55:00Z); Lawry's 
Narrows: Hurricane Sound                                                ; Historical weather 
near Rockland, ME was obtained, and on scene weather was witnessed by the 
master of the vessel.; Lawry's Narrows: Hurricane Sound                                     
           

Condition/Vessel - Material/Equipment Condition(15Jul2014 04:45:00Z); 
Lawry's Narrows: Hurricane Sound                                                ; Without a 
means of propulsion, vessel drifted outside of the channel.; KENDRA & 
MAYSIE

Condition/Person - Person Condition(15Jul2014 04:51:00Z); Lawry's Narrows: 
Hurricane Sound                                                ; Master was preoccupied with 
the main engine fuel pressure gauge and lost situational awareness of where 
the vessel was located.; 

Page 31 of  32Case Number: 691183



           Currently; the standard for operating a vessel under the influence of a dangerous drug requires 
observation of a person's manner, disposition, speech, muscular movement, general appearance, or 
behavior.  46 CFR 4.06-3 requires alcohol and drug testing following a serious marine incident.  When 
non-credentialed crew members test positive for dangerous drugs, the Coast Guard cannot enforce 33 
CFR 95.030 without observing that crew member, which is sometimes impossible.  It is recommended to 
Commandant that 33 CFR 95.030 be amended to include a positive drug test as evidence of operating a 
vessel under the influence of dangerous drugs.

           Date Created: 08Jan2015 Z
           Current Owner Unit: COMDT INV
           Date Last Modified: 28Jun2022 13:00:02 Z
           Priority: Normal

Final Agency Action: Do Not Concur - No Action Necessary
Final Agency Comment: I do not concur with this recommendation. Title 33 CFR 95.030 already 
provides for a chemical test to be used as evidence of alcohol or dangerous drug use. Therefore, 
existing regulation already satisfies this recommendation.

Safety Alerts:
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ommanding Officer 
United States Coast Guard 
Marine Safety Unit Texas City 
 
 

3101 FM 2004 
Texas City, TX 77591 
Phone: (409) 978-2700 
Fax: (409) 978-2671 
 
 
 
16732 
07 Jun 2018 

 

Sinking and Total Loss of the LADY DAMARIS (O.N. 532206) in the Gulf of Mexico  

33 Nautical Miles Southeast of Galveston, TX on 22 June 2017 

 

INVESTIGATING OFFICER’S REPORT 

 

Executive Summary 

 

The LADY DAMARIS was a 46 year old commercial fishing vessel homeported in Brownsville, 

TX. It was built for shrimp catching and was regulated by the Coast Guard as an “uninspected 

vessel.” In June 2017, the LADY DAMARIS was engaged in fishing operations off the coast of 

Louisiana. Early in the voyage, the crew discovered minor flooding in the engine room, which 

they minimized using an installed bilge pump once every two days. When a tropical disturbance 

began to form in the southern Gulf of Mexico on 19 June 2017, the Master decided to anchor the 

vessel near Port Fourchon, LA. On the morning of 20 June 2017, the LADY DAMARIS’ anchor 

line failed, and the anchor was lost. The Master then decided to avoid the storm by heading west 

towards Galveston, TX. Later that day the tropical disturbance was upgraded to Tropical Storm 

Cindy. It traveled in a northwest direction towards Sabine Pass, TX, causing heavy seas and 

winds as the LADY DAMARIS traveled westward.  

 

On the evening of 21 June 2017, prior to reaching Galveston, the crew realized that the flooding 

in the engine room had worsened. After discovering that there was a breach in the hull beneath 

the deck of the freezer, the crew spent most of the evening and the next morning attempting to 

plug the crack and dewater the freezer and engine room using their three bilge pumps. There was 

free communication between the two spaces, due to a drainage pipe left open by the crew. When 

the vessel was approximately 32 nautical miles southeast of Galveston, TX, the crew broadcasted 

a “MAYDAY” call to the Coast Guard. A Coast Guard helicopter and a Coast Guard boat were 

quickly dispatched to assist the LADY DAMARIS. By the time the Coast Guard reached the 

LADY DAMARIS, the vessel had experienced a loss of power and propulsion, and in turn, a loss 

of all bilge pumps. Three Coast Guard members boarded the LADY DAMARIS and attempted 

to dewater the engine room using their own pumps brought on board.  

 

The flooding in the engine room and freezer could not be controlled, prompting the Coast Guard 

and LADY DAMARIS crews to eventually abandon the vessel and embarked the Coast Guard 

boat. At approximately 1210 on 22 June 2017, the LADY DAMARIS capsized and sank in the 

Gulf of Mexico with approximately 5,000 gallons of diesel fuel onboard. The LADY DAMARIS 

was declared a total loss with an estimated value of $225,000. 
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Through its investigation, the Coast Guard determined the initiating event to be the materiel 

failure of the hull. After the LADY DAMARIS sailed through Tropical Storm Cindy, the breach 

in the hull worsened and the crew could not effectively control the flooding or maintain 

watertight integrity of the freezer. Coast Guard crews provided assistance with additional pumps 

but were also unable to control the flooding, leading to the vessel finally capsizing and sinking. 

Causal factors contributing to the casualty were:  

 

1) Lack of regulations for dry docking and hull examinations 

2) Lack of regulations for the Master’s training 

3) Infrequent Coast Guard safety examinations and boardings 

4) Lack of requirements for internal structural examinations 

5) Failure of owner to make proper hull examinations and repairs  

6) No means to prevent flooding after hull failure 

7) Failure to avoid storm 

8) Failure of crew to maintain watertight integrity  

9) Lack of requirements to test bilge pumps 

10) Failure of crew to secure source of flooding 

11) Excessive debris in the freezer and engine room 

12) Poor sea state 

13) Lack of experience and training of crew 

14) Lack of additional bilge pumps 

15) Crew fatigue 

16) No means for a pump to operate underwater  

17) Insufficient number of Coast Guard pumps 

18) No means to prevent sinking after flooding and capsizing 

19) No means to prevent discharge from engine room and fuel tanks after vessel sinking 

 

 

Section 1 – Preliminary Statement 

 

This investigation involving the LADY DAMARIS sinking in the Gulf of Mexico on 22 June 

2017, along with the submission of this report, were conducted in accordance with Title 46, Code 

of Federal Regulations, Part 4, and under the authority of Title 46, United States Code, Chapter 

63. 

 

1.1. National Transportation Safety Board (NTSB) investigator,  and Coast 

Guard investigators,  were 

present for a portion of the interviews and assisted in this investigation.  

 

1.2. There was no person or organization requesting to be and/or designated a party-in-interest 

in this investigation in accordance with 46 CFR Subsection 4.03-10.    

 

1.3. All times listed in this report are in Central Standard Time using a 24-hour format.  The 

Incident Investigation Activity Number for this investigation is 6183852. 
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Section 2 – Vessels Involved in the Incident 

 
Figure 1. Photo of the LADY DAMARIS in the Gulf of Mexico on 22 June 2017 

 

 

 

 

Vessel Name: LADY DAMARIS 

Vessel Identification Number: 532206 

Flag: United States 

Vessel Class/Type/Sub-Type Fish Catching Vessel/Shrimping Vessel 

Build Year: 1971 

Gross Tons: 103 GRT 

Length: 64.6 ft 

Breadth: 20.1 ft 

Depth: 11.3 ft 

Main/Primary Propulsion:  Single diesel reduction engine, 365 HP, single screwed  
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Section 3 – Record of Deceased, Missing, and Injured  

 
3.1 There were no deceased, missing, or injured personnel as a result of this marine casualty. 

 

Section 4 – Findings of Fact  

 

4.1 This Incident 

 

4.1.1 On 08 June 2017, the LADY DAMARIS got underway from Brownsville, TX to catch 

shrimp off the Louisiana coast. The shrimping season for Texas waters would not begin 

until July 2017. There were four crewmembers onboard: the Master, the Rigman, and two 

Headers. Over the next two weeks, the crew hauled back approximately 6,000 lb shrimp, 

nearly filling the capacity of the freezer.  

4.1.2 Around 10 June 2017, the crew noticed an ingress of seawater in the engine room. They 

did not know the source of flooding, but they began a process of dewatering the engine 

room with an electric bilge pump once every two days to keep the engine room dry.  

4.1.3 On 19 June 2017, a tropical disturbance formed in the southern Gulf of Mexico, centered 

approximately 330 nautical miles (NM) south of the LADY DAMARIS’ position near 

Louisiana. The National Hurricane Center set a tropical storm warning from Pearl River, 

LA to Intracoastal City, LA, which included Port Fourchon, LA. 

4.1.4 Around this time, the vessel’s owner,  communicated with the crew over 

their satellite phone and discussed the storm, which was projected to move northwest 

across the Gulf of Mexico. The owner did not instruct the Master where to move the 

vessel to take shelter from storm but advised the crew to be careful and pay attention to 

the weather forecasts. The Master decided to anchor the vessel near Port Fourchon, LA 

on after being told there was no dock space available for them in port. The local weather 

was already declining, and the seas had become heavier. 

4.1.5 At approximately 0330, 20 June 2017, the vessel’s anchor line failed, and the anchor was 

lost, forcing the crew to get underway. The Master decided to head west towards 

Galveston so as to ride “along with the waves.” The vessel was approximately 230 NM 

from Galveston at the time. 

4.1.6 At 1800, 20 June 2017, the National Hurricane Center upgraded the tropical disturbance 

to Tropical Storm Cindy. Since the day prior, it had strengthened and moved northwest 

and was centered approximately 200 NM south of the LADY DAMARIS, which was 

heading west. A Tropical Storm Warning was issued for Pearl River, LA to High Island, 

TX. The effects of the storm could be felt by the crew during the transit; they later 

described it as a very rough ride with 10-15 ft seas that struck the vessel’s hull heavily.  

4.1.7 Sometime while the LADY DAMARIS was transiting westward between 20 June and 21 

June 2017, the crew discovered that the rate of flooding in the engine room had 

significantly increased, so they began pumping out the space every two hours using the 

three pumps available onboard.  
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4.1.8 At 0000 22 June 2017, Tropical Storm Cindy was centered 20-30 NM south of the LADY 

DAMARIS, causing winds up to 45 knots (kts) and seas around 14 ft. Around this time, 

the rate of flooding increased further, and the pumps were no longer able to control the 

flooding. 

4.1.9 At approximately 0100, the Master and Rigman discovered the source of flooding. There 

was a hole or crack in the hull approximately three inches wide beneath the propeller 

shaft inside the freezer. They could feel the pressure of the water entering the space 

through the cement on the floor of the freezer. The floor of the freezer was lined with 

layers of cement and foam, which was believed by the owner and crew to be installed for 

stability or insulation purposes. The breach in the hull extended from the steel plating 

through the cement layer.  

4.1.10 To control the flooding, they fabricated a plug using rags and the wooden handle of a 

hammer. They also moved the second electric pump into the freezer to assist in 

dewatering. Between the plug and the three pumps, the flooding seemed to be under 

control, so the crew decided to rest.  

4.1.11 The flooding had progressed into the engine room through a drainage pipe that passed 

through the forward bulkhead of the freezer into the engine room. This pipe was fitted 

with a valve on the engine room side, which was left open by the Master intentionally for 

an unknown period of time. He believed the two pumps in the engine room would be 

more effective at removing the water than the pump in the freezer and thus preferred to 

allow the water to drain into the engine room. The Master also believed there were two 

wire or cable runs between the freezer and engine room approximately two feet above the 

deck, which the Master believed may have not been watertight. 

4.1.12 At approximately 0300, the electric pump in the freezer began to fail. The Header,  

 had prior experience working on small machinery, such as lawn mowers, so he 

was woken up by the Rigman to repair the pump.  found the pump to be 

clogged with debris, such as shrimp bags, rags, etc. He attempted to keep it operating but 

was unsuccessful. 

4.1.13 At approximately 0400, it seemed that the breach in the hull had increased in size, and the 

plug was no longer holding in place. Around this same time, the electric pump in the 

engine room became clogged with rags and other debris and began to malfunction. 

Consequently, the only operable pump remaining onboard was the hydraulic pump 

located in the engine room.  

4.1.14 Shortly after noticing that the flooding had increased, the Master and Rigman attempted 

to apply a larger plug to the hole using rags, but they were unsuccessful in effectively 

reducing the flooding.  continued to work on the pumps, while  

attempted to remove debris from the freezer and assist in plugging the hole.  
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4.1.15 The crew worked almost continuously through the night into the morning of 22 June 

2017. Between the nights of 20 June 2017 and 21 June 2017, each crewmember recorded 

only resting approximately four hours total due to watchstanding, dewatering, and 

machinery repair work.  

4.1.16 At approximately 0700, Tropical Storm Cindy was centered approximately 65 NM 

northeast of the LADY DAMARIS, making landfall at Sabine Pass, TX. A Tropical 

Storm Warning had been issued for Grand Isle, LA to San Luis Pass, TX, which included 

Galveston, TX. The weather offshore Galveston in the vicinity of the LADY DAMARIS 

consisted of 6-10 ft seas and 20-30 kt winds.  

 

Figure 2. Depiction of Tropical Storm Cindy’s track and the sinking location of the LADY 

DAMARIS. NTSB graphic, used with permission. 

4.1.17 At approximately 0903, the Rigman broadcasted a “MAYDAY” call over VHF Ch 16, 

which was immediately heard and answered by the Coast Guard Sector Houston-

Galveston Command Center. He reported over the radio that the engine room was 

approximately 30% full of water. 

4.1.18 At approximately 0906, the Rigman reported over the radio that the level of water was 

rising at a rate of approximately one foot every 20-30 minutes and that the vessel was 

sinking. 

4.1.19 At approximately 0911, Sector Houston-Galveston notified Coast Guard Air Station 

Houston and Station Galveston of the incident and requested their response. 
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4.1.20 At approximately 0912, the Rigman reported over the radio that the vessel’s engine was 

in neutral and they were not making way. It is unclear how long the LADY DAMARIS 

had been drifting at this point. One crewmember recalled having stopped the engine the 

night before when they were plugging the hole, but another crewmember recalled that 

they were enroute to Freeport, TX that morning before the “MAYDAY” call.  

4.1.21 At approximately 0925, the LADY DAMARIS experienced a loss of power and a loss of 

propulsion. The water level in the engine room had risen above the main engine, 

generator, and alternator. Around this time, the hydraulic pump also failed, leaving the 

vessel with no operable bilge pumps. 

4.1.22 At approximately 0930, Station Galveston boat CG45630 departed Station Galveston 

enroute to the LADY DAMARIS with two portable dewatering pumps. Their estimated 

time of arrival (ETA) was approximately one hour to the LADY DAMARIS’ position.  

4.1.23 At approximately 0943, Air Station Houston helicopter CG6518 departed Air Station 

Houston enroute to the LADY DAMARIS with one portable dewatering pump. Their 

ETA was approximately 40 minutes to the LADY DAMARIS’ position. 

4.1.24 At approximately 0950, the Rigman reported that approximately 65-70% of the engine 

room was full of water and that the hydraulic pump was “covered in water.” When asked 

by the Command Center if the engine room was watertight, he replied that it was not. 

4.1.25 At approximately 1000, the crew donned their lifejackets and removed the vessel’s 

inflatable liferaft from its cradle onto the aft deck, in preparation to abandon ship.  

4.1.26 At approximately 1009, CG6518 located the LADY DAMARIS and arrived on scene. 

They lowered one portable dewatering pump and one rescue swimmer down to the 

LADY DAMARIS to assist with dewatering the engine room. By 1037, the rescue 

swimmer believed that the pump was dewatering the space.  

4.1.27 All pumps provided by the Coast Guard were the common type used for Coast Guard 

rescue operations. Each pump kit consisted of a Darley 2BE pump coupled to a 6.5 

horsepower Honda gasoline engine, with a 15 ft suction hose, 20 ft discharge hose, and 

associated accessories packed into a kit container. At full throttle, the dewatering capacity 

is 250 gallons per minute (GPM) at a 12’ suction lift. The pump is commonly referred to 

as the “P6 pump.” 

4.1.28 At approximately 1042, CG45630 located the LADY DAMARIS and came alongside. 

Two Coast Guard boarding team members embarked the LADY DAMARIS, along with 

one P6 pump, which was set up to dewater the freezer. The boarding team members 

observed the vessel to be listing slightly to starboard. Both outriggers were in the lowered 

position. 
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Figure 3. The LADY DAMARIS receiving assistance from CG6518 and CG45630. 

4.1.29 At approximately 1108, an additional P6 pump was passed over from CG45630 to the 

LADY DAMARIS. CG6518 reported that the three pumps were running and the vessel’s 

bow appeared to be getting higher out of the water. CG6518 then recovered the rescue 

swimmer and departed the scene to refuel.  

4.1.30 At approximately 1112, the Coast Guard boarding team noticed that a significant amount 

of water was flowing down into the spaces due to the vessel’s low waterline.  

4.1.31 At approximately 1115, the vessel appeared to be taking on water at the same rate as the 

pumps were removing it. 

4.1.32 At approximately 1120, CG45630 reported that the engine room was approximately 75% 

full of water. 

4.1.33 At approximately 1121, the boarding team determined that the situation was becoming 

unsafe and recommended that the crews abandon ship and embark CG45630. 

4.1.34 At approximately 1130, the boarding team members secured the pumps, packed them in 

their containers and released them overboard. They were later retrieved by the CG45630 

crew.  

4.1.35 At approximately 1135, the boarding team members and the crew abandoned the LADY 

DAMARIS and safely embarked CG45630.  

4.1.36 At approximately 1155, the LADY DAMARIS capsized on its starboard side.  
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Figure 4. The LADY DAMARIS after capsizing on the starboard side, with the port 

outrigger exposed above water. 

4.1.37 At approximately 1210, the LADY DAMARIS sank in approximately 50 ft of water in 

the Galveston Safety Fairway approximately 33 NM southeast of Galveston, TX. Within 

a few minutes, the Coast Guard Eighth District received an Emergency Position 

Indicating Radio Beacon (EPIRB) signal which correlated to the LADY DAMARIS’ 

EPIRB.   

4.1.38 At approximately 1230, the CG45630 crew recovered the LADY DAMARIS’ liferaft, 

which had floated free from the vessel’s aft deck and was still intact in its container. 

4.1.39 At approximately 1245, the CG45630 crew observed the development of a sheen on the 

surface of the water approximately 100 yards in length. The LADY DAMARIS crew 

reported that the vessel had contained approximately 5,000 gallons of diesel fuel at the 

time of sinking. Coast Guard Marine Safety Unit (MSU) Texas City pollution responders 

inspected the site from a helicopter later that afternoon and determined that no pollution 

recovery efforts were possible. The owner of the LADY DAMARIS immediately decided 

he would not attempt to salvage the vessel. All records and logs from the vessel were 

unrecoverable. 

4.1.40 All four members of the LADY DAMARIS crew were determined to be directly involved 

in the incident, and three members were subjected to post-casualty drug and alcohol 

testing in accordance with 46 CFR Subpart 4.06. One member was unavailable for testing 

due to detainment by Customs and Border Protection (CBP). All test results were 

negative for alcohol and positive for marijuana metabolites. 
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4.2 Additional/Supporting Facts 

 

4.2.1 According to facts gathered from Coast Guard reports and a third party survey conducted 

on 15 January 2016, the LADY DAMARIS was a 103 GRT (gross registered tons), 64.6 ft 

shrimp trawler built in 1971 in Port Isabel, TX with an all welded steel construction "V" 

bottom hull. It was propelled by a single V8-cylinder diesel-reduction engine and powered 

by a 4-cylinder 4-cycle diesel engine 40 KW generator, 100 amp alternator, and 

complement of 32 volt and 12 volt DC batteries. The vessel's bilge/fire pumps included 

one electric 1.25" pump driven off the main engine, one portable electric motor driven 

1.25" pump, and one hydraulic pump driven off the main engine. The pumping rates were 

not known by the crew or surveyor who attended in 2016, but the hydraulic pump was 

known by the crew to have a lower rating than the electric pumps. The vessel was outfitted 

with a 200 lbs anchor secured to a chain pendant, shackled to 600 feet of 1.5" nylon line. 

The vessel had one freezer (fish hold), which was located immediately aft of the engine 

room. There were five watertight bulkheads throughout the vessel, to include the 

bulkheads between the freezer and engine room. However, neither the hatch above the 

engine room nor the door at the forward engine room bulkhead were watertight.  

4.2.2  the managing owner of the LADY DAMARIS since 2012. He had 

been in the shrimping industry for 33 years and had been a shrimping boat owner since 

2000. He also owned and operated two other commercial shrimping vessels, the 

MORGAN RAE (O.N. 598061) and the MISS CATHY (O.N. 575655). Both of these 

vessels were also engaged in fishing voyages like the LADY DAMARIS but took shelter 

in Galveston during Tropical Storm Cindy without incident. 

4.2.3 The LADY DAMARIS was regulated as an “uninspected vessel” under 46 CFR Part 28. 

Because the LADY DAMARIS routinely operated more than 3 NM offshore, it was 

subject to safety examinations every five years by the Coast Guard as required by 46 USC 

4502. It was last examined by the Marine Safety Detachment Brownsville Commercial 

Fishing Vessel Examiner on 03 January 2014. The examiner issued four deficiencies, 

which the owner soon rectified. He then issued the vessel a Commercial Fishing Vessel 

Safety Decal on 07 January 2014. At the time, safety examinations were required to be 

conducted every two years; however, in 2015, the law was changed to increase the cycle 

to five years. In 2017, the vessel still held a valid Commercial Fishing Vessel Safety 

Decal. 

4.2.4 The LADY DAMARIS was required to be equipped with bilge pumps and bilge piping to 

drain any watertight compartment on the vessel; however, the regulations did not require 

specific pump sizes or dewatering capacities. The LADY DAMARIS was also required to 

be equipped with high water alarms in the freezer and engine room; the alarms were tested 

satisfactorily during the 2014 examination. The bilge pumps were not operationally tested. 
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4.2.5 Coast Guard examiners in the Seventh and Eighth District follow a Commercial Fishing 

Vessel Safety Examination Guide Book, which dictates the scope of examinations. Neither 

the regulations nor the Guide Book require an internal structural examination of all vessel 

spaces. There is also no requirement for the crew to periodically test their installed bilge 

pumps or for Coast Guard examiners to witness them being tested. 

4.2.6 Coast Guard examiners are not required to witness the crew perform the drills or safety 

orientation required by 46 CFR 28.27. There is no regulatory requirement to log when 

these drills are conducted on board. 

4.2.7 There are currently no regulatory requirements for the dry docking of fishing vessels. 

Owners may haul their vessels out of the water at any frequency they choose. The Coast 

Guard does not externally examine the hulls of fishing vessels or maintain any oversight 

or control over repairs and alterations done during dry dock periods, except for fish tender 

vessels engaged in the Aleutian trade in accordance with 46 CFR Part 28 Subpart G. The 

Coast Guard has observed that the shrimping vessels in Brownsville are typically hauled 

out by their owners every 5 to 10 years. It is believed that repairs commonly take place 

during these dry dock periods; the vessels’ hulls are usually patched with doubler plates 

when hull defects appear.  

4.2.8 There are currently no regulatory requirements for chemical testing programs on fishing 

vessels less than 200 gross tons. As such, employees on fishing vessels such as the LADY 

DAMARIS are exempt from 46 CFR Part 16 requirements for pre-employment, periodic, 

random, and reasonable cause tests for dangerous drug use as well as Employee 

Assistance Program training. They do remain subject to drug and alcohol testing following 

Serious Marine Incidents (SMIs) as required by 46 CFR 4.06.  

4.2.9 There are currently no regulatory requirements for fishing vessel masters or crewmembers 

to hold merchant mariner credentials or to have completed any formal training or 

certification process, with the exception of drill instructor training required by 46 CFR 

28.270. Title 46 CFR Part 15 Subpart F, which prescribes manning requirements for 

uninspected vessels, requires only uninspected passenger vessels and uninspected towing 

vessels to be under the direction and control of a credentialed mariner and prescribes no 

manning requirements for seagoing fishing vessels under 200 GRT. The Coast Guard 

Authorization Act of 2010, Public Law 111-281, required the Secretary of Homeland 

Secretary to establish regulations for an approved training program for each individual in 

charge of a commercial fishing vessel to complete; however, these regulations have not 

yet been established. 

4.2.10 Current regulations required the liferaft to be serviced annually. However, the liferaft had 

not been serviced since 30 March 2016. The liferaft’s hydrostatic release unit had also 

been expired since April 2017.  
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4.2.11 On 20 June 2014, the LADY DAMARIS was dry docked in Brownsville, TX. The vessel 

underwent the following work: hull cleaning and sandblasting of sides and bottom, 

painting of the bottom, zinc renewal, rudder replacement, propeller/coupling/shaft 

replacement, shaft bearing/packing replacement, welding multiple doubler plates on the 

hull including a 2 ft x 4 ft doubler plate in the vicinity of the bow, and other general 

maintenance. The owner did not recall the location of any doubler plates other than the 

one on the bow, but the dry dock invoice indicated that multiple doubler plates were 

installed. The owner did not gauge the hull during this dry docking to ascertain its 

thickness.  

4.2.12 When his vessels are dry docked, the owner typically makes daily visits to the dry dock 

and approves all repairs in advance. He commonly has the hulls sandblasted, which he has 

believed could cause pinholes to develop in the hulls. He typically addresses pinholes by 

welding doubler plates over them during dry dock periods.  

4.2.13 On 22 June 2017, the owner was unaware of any prior hull plating damage or failure along 

the shaft or any repairs that had been made to the hull in that area.  

4.2.14 On 15 January 2016, a Condition and Valuation Survey was completed by Reyes Marine 

Industries, Inc. on the LADY DAMARIS while afloat in the Brownsville Shrimp Basin. 

The vessel was found to be in "average physical condition reflecting her age and service," 

and the freezer was found to be “clean and in fair condition.” The surveyor deemed it to be 

suitable for service based on all that could be examined while in the water. There was no 

gauging or testing for structural thickness, testing of any machinery, or inspection of 

normally concealed spaces. As a result of the survey, the vessel was later insured by G & 

M Marine, Inc. for $165,000.  

4.2.15 Around the beginning of May 2017, the owner overhauled the LADY DAMARIS' main 

engine and cabin and replaced the transmission. 

4.2.16 Over the last 10 to 15 years, the local Brownsville shrimping fleet has been observed to 

have decreased in size from approximately 200 to 100 vessels. Many vessels have been 

sold to foreign buyers in places like Haiti, Mexico, and South America. Most of the 

remaining vessels have been in service for several decades and are observed by the Coast 

Guard Marine Safety Detachment Brownsville fishing vessel examiner to be poorly 

maintained by their owners. The commonly known reason is due to limited funds 

available to invest in maintenance.  

4.2.17 Shrimping vessel crewmembers in Brownsville commonly earn around $700 for a 

successful one month voyage. The market price of shrimp has remained fairly stagnant 

over the last few years and was selling at $4/lb at the time of this incident. A typical 

fishing voyage for a Brownsville shrimping vessel would result in approximately $42,000 

gross income. After paying for fuel and supplies, there would usually be around $28,000 

net profit. The owner typically paid his four crewmembers 30% of that profit, which is 

around $8,400, divided unequally amongst them based on their positions. The Captain and 

Rigman receive higher pay than the Headers.  
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4.2.18 The local Coast Guard examiner had observed that the Brownsville shrimping vessel 

owners often struggle to man their vessels with educated and experienced crewmembers 

who are also lawful residents or citizens of the United States. The crew turnover rate tends 

to be very high. A crewmember does not typically work on the same shrimping vessel for 

extended periods of time.  

4.2.19 The current law, 46 USC 8103, allows only citizens of the United States to serve as 

masters, chief engineers, radio officers, or officers in charge of a deck watch or 

engineering watch on a documented vessel. All unlicensed seamen must be citizens of the 

United States, aliens lawfully admitted to the United States for permanent residence, or 

foreign nationals enrolled in the United States Merchant Marine Academy. Vessels are 

only checked for compliance with this law during Coast Guard boardings. The 

crewmembers that man the vessels during the fishing voyages are often not present and 

are not required to be present during Coast Guard Commercial Fishing Vessel 

Examinations. There is also no requirement for examiners to check the crewmember 

identification or employment contracts.  

4.2.20 Federal immigration laws and fishing vessel regulations require any foreign nationals 

working on U.S. fishing vessels to hold an H-2B Visa. Should the owner/operator desire to 

man a vessel with more than 25% non-US citizens, the Coast Guard requires a waiver 

authorization first. 

4.2.21 There were four crewmembers on board the LADY DAMARIS during this voyage who 

were all uncredentialed mariners with various levels of commercial fishing experience. It 

is unknown when the crew last conducted drills or safety orientations.  

4.2.22 The Master,  had been a fishing vessel master for seven years. He 

had been the Master of the LADY DAMARIS for approximately three months, with this 

voyage being his second as Master. He could not communicate in English but could 

capably communicate with the crew in Spanish. 

4.2.23 The Rigman,  had been working on fishing vessels for three years and 

working on the LADY DAMARIS for one month. The Rigman was second in charge on 

the vessel.  

4.2.24 The Header,  was new to the LADY DAMARIS and to the fishing 

vessel industry. As a Header, he mainly worked to process (de-head) the shrimp that were 

caught and carry out basic duties as assigned by the Master or Rigman.  

4.2.25 The other Header,  had been working on fishing vessels for 15 years and on 

the LADY DAMARIS for approximately for four months. He could not communicate in 

English and communicated with the rest of the crew in Spanish only. He was not a United 

States citizen, did not possess a Visa, and was not a lawfully residing alien in the United 

States.  
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Section 5 – Analysis and Opinions  

5.1.1 Lack of regulations for dry docking and hull examinations. There are no current 

regulations requiring fishing vessels to be hauled out of the water for hull examinations 

and repairs. Each individual vessel owner maintains the prerogative to remove their 

vessels from service and invest in this work. A fishing vessel may be issued a Safety 

Decal by the Coast Guard without ever needing to be dry docked, even if the vessel has 

been in service as long as the LADY DAMARIS had been. When vessels are dry docked, 

the Coast Guard maintains no oversight as they do with inspected vessels. The Coast 

Guard is not typically made aware of and does not approve any repairs or alterations 

made to the vessels. All work is left to the discretion of the owners. Had there been 

regulations in place to require more frequent dry docking, the LADY DAMARIS may 

have been examined out of the water more recently than 2014. Routine dry docking 

periods prior to 2014 may have prevented any weaknesses or failures of the hull. 

Additionally, if the Coast Guard had the opportunity to examine the vessel’s hull out of 

the water, it is likely that any vulnerable areas of the hull would have been identified, and 

the owner would have been required to properly address them. The area of the hull which 

was compromised and allowed for catastrophic flooding might have been identified and 

corrected before the vessel was placed back into service. Furthermore, had this been a 

regulatory requirement, the Coast Guard could have withheld issuance of a Safety Decal 

if there had been an uncorrected hull problem in order to gain compliance from the 

owner. 

5.1.2 Lack of regulations for the Master’s training. The Master was not a credentialed mariner 

and had not participated in any professional training program which would include 

sufficient training in seamanship, stability, damage control, emergency drills, or weather. 

This lack of knowledge and skill was evident throughout the course of the casualty, as the 

Master did not successfully secure the source of flooding, navigate the vessel around the 

storm, maintain watertight integrity, or use the available bilge pumps to dewater the space. 

Section 604(g) of Public Law 111-281 (Coast Guard Authorization Act of 2010), called 

for the development of regulations requiring commercial fishing vessel masters to 

complete an approved training program that would provide instruction in the topics listed 

above. This law was codified in 46 USC 4502(g) but has still not been implemented in any 

regulations. Had there been regulations in place to require the Master to undergo this 

professional training, he would have been more likely to take early and effective action to 

prevent the minor flooding incident from escalating into the eventual total loss of the 

vessel.  

5.1.3 Infrequent safety examinations and boardings. The LADY DAMARIS had not been 

boarded by a Coast Guard Commercial Fishing Vessel Examiner or a boarding team since 

January 2014 and November 2013, respectively. Currently, there is only a requirement 

that a dockside safety examination take place once every five years for a vessel like the 

LADY DAMARIS, as described in 46 USC 4502(f). Had there been a requirement for a 

Coast Guard safety examiner or boarding team to board the vessel on a more frequent 

basis, the materiel failure of the hull would have been more likely to be identified and 

corrected prior to the vessel operating.  
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5.1.4 Lack of requirements for internal examinations. Although Coast Guard safety examiners 

and boarding teams enter most spaces on commercial fishing vessels and conduct a 

general safety check, there is no specific regulatory requirement or guideline for the 

examination of all accessible internal structural members, in which the Coast Guard would 

more closely look for vulnerabilities or failures in the hull and watertight bulkheads. The 

LADY DAMARIS’ previous safety examinations had been conducted in accordance with 

the guidelines of the Seventh and Eighth District Commercial Fishing Vessel Safety 

Examination Guide Book, which does not specifically require or recommend an internal 

examination of structural members. It also does not require Coast Guard members to enter 

the freezer or lazarette during examinations due to the possibility of dangerous 

atmospheric conditions. In this incident, there was a breach in the hull as well as at least 

one open penetration in the watertight bulkhead between the engine room and freezer. Had 

there been a requirement in the regulations, Commandant policy, or the Seventh and 

Eighth District Commercial Fishing Vessel Safety Examination Guide Book for the Coast 

Guard to conduct internal examinations during the periodic safety examinations, these 

conditions would have likely been identified and corrected prior to the vessel operating.  

5.1.5 Failure of owner to make proper hull examinations and repairs. The owner had dry 

docked the vessel three years earlier and had completed certain maintenance and repairs to 

the hull. There was little documentation to record the work that had been done, and the 

owner could not recall it in much detail. During this dry dock period, he did not gauge or 

otherwise test the thickness of the hull, despite it being in service for 46 years. He stated 

that there was at least one doubler welded onto the hull during this dry docking, in vicinity 

of the bow, but could not specifically remember any others. However, he attested that his 

common practice was to address any holes in the hull with doubler plates instead of 

cropping and renewing the hull plating. It is not known whether the welders that would 

have performed this work were qualified welders.  

The owner also explained that each vessel dry docked undergoes sandblasting on the hull 

which can wear down the hull plating and cause pinholes to develop. An invoice from the 

2014 dry docking indicated that multiple doubler plates were installed, the tasks stating 

“weld patches on bottom” and “weld patches on Quadrant”. It is possible that the breach 

in the hull which led to catastrophic flooding on 22 June 2017 was first a pinhole that had 

a doubler plate welded over it during this dry docking. It is also possible that the breach 

developed from a pinhole or a thin area of hull plating which went undetected and 

unaddressed during the 2014 dry dock period. Due to the vessel’s age, it would have been 

prudent to examine the hull closely and then crop and renew any wasted hull plating with 

new plating. The repairs made to the LADY DAMARIS’ hull during the 2014 dry dock 

period were likely inadequate given the owner’s history with maintenance, along with the 

vessel’s increased need for repairs to its aging hull. Had the owner properly examined and 

repaired each vulnerable area of the hull, there would have likely not been a materiel 

failure of the hull which eventually led to catastrophic flooding of the vessel.  

5.1.6 Failure to avoid storm. The owner, Master, and crew were all aware that a tropical storm 

was developing in the Gulf of Mexico and was forecasted to move north towards the 

position of the LADY DAMARIS off the coast of Louisiana. The crew was told that there 
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was no dock space available for them in Port Fourchon but did not make concerted efforts 

to seek shelter in other nearby ports.  

Since the owner provided no guidance or instruction to the crew for storm avoidance, the 

responsibility for storm avoidance fell upon the Master. First, he decided to anchor the 

vessel off the coast of Louisiana near their fishing grounds. After the anchor was lost, he 

chose to head west on the morning of 20 June 2017, which placed the vessel in the path of 

the strengthening storm. Several crewmembers noted that the seas were heavier than 

normal while the vessel was anchored and that the conditions only worsened as the vessel 

transited westward. They described the seas to be “pounding” and “banging” on the hull 

and believed that the waves “struck all the rust off the boat.” The rate of flooding seemed 

to increase as the vessel completed its transit, indicating that the size of the breach in the 

hull did in fact increase as well. Had the Master decided to move the vessel east towards 

Mississippi, Alabama, or Florida, or had he found a safe harbor of refuge, the vessel 

would have likely experienced calmer seas, and the hull would have likely been under less 

stress. 

5.1.7 Failure of crew to maintain watertight integrity. According to the Master, there was a 

drainage pipe between the freezer and engine room. A common feature in shrimping 

vessels, the pipe was designed to drain melted ice and sea water into the engine room to be 

easily pumped out. This pipe was capable of being secured by means of a valve which was 

accessible from the engine room. This valve was left open throughout the voyage, 

although it is unclear when it was opened or who opened it. Since the flooding was first 

observed by the crew in the engine room and then traced back to the freezer, it is apparent 

that the valve had been open when the freezer first began to flood. Had the valve been 

closed at the beginning of the voyage, the freezer would have likely been watertight. Even 

after the Master and Rigman verified the source of the flooding to be in the freezer, they 

intentionally left the valve open. They knew the dewatering capabilities were higher in the 

engine room, so they believed they could dewater the vessel faster if they did it from the 

engine room.  

This reasoning is contrary to basic principles of shipboard damage control. The Master’s 

failure to close this valve did not improve the dewatering capabilities of the vessel but 

only contributed to progressive flooding which became increasingly difficult to control 

during the voyage. By the time the crew called out to the Coast Guard on 22 June 2017, 

both spaces had suffered significant flooding, which greatly diminished the vessel’s 

stability. Had the drainage pipe been secured, the flooding would have likely been isolated 

to the freezer. When responding to flooding on a vessel, a prudent mariner would realize 

the importance of immediately isolating the flooding to protect the vessel’s stability. Had 

the crew maintained the watertight integrity of the freezer, the vital machinery in the 

engine room would have also been protected and would have likely not failed, leaving the 

vessel without propulsion or power.  
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5.1.8 Lack of requirements to test bilge pumps. The crew of the LADY DAMARIS struggled to 

maintain the operation of each of the three bilge pumps during the last evening and 

morning prior to capsizing.  One by one, they all failed to operate and thus failed to 

dewater the freezer and engine room. It is unknown when the pumps were last tested, as 

the regulations and Guide Book in place do not require the crew to operate them on a 

periodic basis or during the Coast Guard safety examinations. There is also no 

Commandant policy which requires such testing during examinations either. Had there 

been a requirement in the regulations, Commandant policy, or the Seventh and Eighth 

District Commercial Fishing Vessel Safety Examination Guide Book for the bilge pumps 

to be tested prior to this incident, the crew would have likely been more familiar with their 

operation and may have been able to properly troubleshoot the malfunctioning that 

occurred with each one.  

5.1.9 Failure of crew to secure source of flooding. The flooding was first discovered by the 

crew shortly after getting underway around 10 June 2017, but there is no evidence that the 

crew took any actions to secure the source of the flooding until much later in the voyage, 

on the evening of 21 June 2017. Instead, they choose to address the flooding by running a 

bilge pump every couple days to keep it under control. This approach was more reactive 

than preventative and contributed to subsequent problems.  

While sailing west towards Galveston through Tropical Storm Cindy, the hull was still 

breached, allowing for continued flooding into the vessel. Once the Master and Rigman 

located the source of flooding in the early morning of 22 June 2017, they fabricated a 

plug, which seemed to be decrease the rate of flooding. However, after a few hours, the 

plug was no longer holding. The crew believed that the breach had worsened, so they 

added more rags to the crack in the cement to fill the gaps. The plug was insufficient, as 

evidence showed that the space continued to flood at a significant rate throughout the rest 

of the morning. Had the crew located and secured the source of flooding early in the 

voyage, when the breach in the hull was smaller, there would have likely been much less 

flooding into the freezer throughout the voyage.   

5.1.10 Excessive debris in the freezer and engine room. After engaging in approximately two 

weeks of fishing operations, the crew had successfully hauled back around 6,000 lbs of 

shrimp. The freezer was nearly full with shrimp and associated equipment, like bags, nets, 

etc. There may have also been additional debris inside the freezer before the catch was 

brought on. The engine room also contained debris, such as rags and trash. When the crew 

began running the pumps to dewater those spaces, there was a considerable amount of 

debris that could easily be fouled in the pump and its suction line. By the time the crew 

called out to the Coast Guard, both electric pumps had become clogged and failed, leaving 

only the weaker hydraulic pump operable. Had the freezer and engine room been cleaned 

before or during the dewatering efforts, there would have likely been less debris available 

to clog the pumps and cause them to malfunction.   
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5.1.11 Poor sea state. Three days prior to the LADY DAMARIS sinking, Tropical Storm Cindy 

began to form in the southern region of the Gulf of Mexico. It was projected to strengthen 

and move northwest towards Texas and Louisiana. On 19 June 2017, the Master decided 

to anchor the LADY DAMARIS off the coast of Louisiana where the crew had been 

engaged in shrimp catching. The environmental conditions had already deteriorated, 

causing a heavier sea state and stronger winds. It is unknown whether the vessel was 

dragging anchor, and the materiel condition of the anchor line is unknown. However, the 

heavy seas likely added stresses to the anchor line and contributed to its failure. 

Furthermore, while the LADY DAMARIS was transiting westward, the weather continued 

to deteriorate, and the crew observed heavier seas as the days went on. On the morning of 

22 June 2017, the LADY DAMARIS intersected the path of Tropical Storm Cindy and 

experienced the worst part of the storm with 10-15 ft seas and 20-30 kt winds. The heavy 

seas presented a rough ride for the crew and a significant increase of force on the hull, 

which had already been compromised. As the seas worsened, the stresses on the hull 

plating increased in the vicinity of the breach. Had the environmental conditions been 

calmer, the breach in the hull may not have developed further and the flooding would have 

likely been less significant.  

5.1.12 Lack of experience and training of crew. Among the four crewmembers onboard, there 

was a total of approximately nine months experience working aboard the LADY 

DAMARIS. Each crewmember had been working on board four months or less; a portion 

of that time was spent with the vessel docked in Brownsville, not operating. In accordance 

with current requirements, none of them held merchant mariner credentials or underwent 

professional training to work in their positions. Consequently, they made several actions 

throughout the course of the fishing voyage that indicated they lacked sufficient expertise 

to protect the vessel and prevent marine casualties. After being made aware of the weather 

forecast, they decided to anchor off the coast of Louisiana, which was forecasted to be 

affected by the storm. Had the crew found a safe harbor of refuge or sailed the vessel to 

calmer waters, the anchor line may not have failed. Once underway again, the Master 

decided to sail the vessel on a path that would intersect the forecasted path of the storm. A 

transit to safer waters might have prevented the damaging effects of the heavy seas on the 

hull. When the flooding had progressed on the evening of 21 June 2017, the crew was 

unable to keep all the pumps operable and relied upon their most junior member to repair 

them, even though his only mechanical experience was on non-marine equipment, like 

lawn mowers. This indicates that the crew was unfamiliar with the pumps and lacked the 

training and experience to troubleshoot them. Had they been able to keep the pumps fully 

functional, the freezer and engine room may have been dewatered enough to allow the 

vessel to safely reach Galveston or Freeport.  
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5.1.13 Lack of additional bilge pumps. The LADY DAMARIS was equipped with three pumps 

that could have been used for dewatering the engine room and freezer. The rated 

dewatering capacity for each pump was unknown by the owner, crew, and Reyes Marine 

Industries, Inc surveyor. Regardless, due to the rate of flooding throughout the incident 

and the multiple failures experienced by the pumps, they could not effectively dewater the 

vessel. If the crew had had additional bilge pumps available on board, the aggregate 

dewatering capacity would have been higher in the early stages of the incident. More 

pumps would have also meant that the crew would have likely maintained some 

dewatering capabilities after the first three pumps had failed. With the assistance of 

additional pumps, the vessel might have safely reached Galveston or Freeport before 

losing propulsion and power. 

5.1.14 Crew fatigue. By the morning of 22 June 2017, each crewmember of the LADY 

DAMARIS had been actively working almost continuously since the day prior, only 

having received approximately four hours of rest each between the previous two nights. 

Since departing Louisiana waters on 20 June 2017, the crew had been subjected to a rough 

ride from the heavy seas while working in the freezer and engine room, in addition to 

normal watchstanding and other duties. Beginning on the evening of 21 June 2017, they 

began working on locating the source of flooding, plugging the breach in the hull, and 

operating the bilge pumps, which kept malfunctioning. At the time of the “MAYDAY” 

call, the freezer and engine room were flooding rapidly. Evidence indicates that the crew 

was not effectively plugging the breach in the hull or repairing the pumps at this time. 

Both spaces were becoming more difficult to work in due to the high water level. It can be 

reasonably presumed that the crew suffered from fatigue by this time. Later that afternoon 

during interviews, Coast Guard investigators observed that the crew members 

demonstrated signs of mental and physically exhaustion. Had the crew received more rest 

during the previous two days and not been so heavily engaged in the flooding response for 

an extended period of time, they may have been able to respond more effectively to the 

situation on the morning of 22 June 2017 and the engine room may not have flooded to the 

point of engine and generator failures.  

5.1.15 Insufficient number of Coast Guard pumps. Upon boarding the LADY DAMARIS, the 

Coast Guard utilized two dewatering pumps in the freezer and one in the engine room. 

These were the standard “P6” pumps the Coast Guard uses for rescue operations, rated at 

250 GPM. With three pumps running at full capacity, the total dewatering rate was 750 

GPM. Unfortunately, this was not enough to overcome the rate of flooding at the time. 

Based on the hole (or crack) being approximately nine feet below the waterline, 

calculations can be made to estimate the size of the hole and the rate of flooding. Given a 

three inch hole (as the crew reported), the rate of flooding would have been 530 GPM. 

Given a four inch hole, the rate of flooding would have been 943 GPM. Therefore, the 

breach in the hull was likely to have been approximately four inches wide, rendering the 

aggregate 750 GPM pumping capacity of the P6 pumps insufficient and ineffective. Had 

the Coast Guard utilized one or two additional P6 pumps, the flooding may have been 

controlled and the vessel may not have lost stability and capsized.  
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Section 6 - Conclusions: 
 

6.1.    Cause of the Casualty: 

6.1.1 The initiating event for this casualty occurred when the hull developed a crack or hole 

amidships beneath the freezer some time before or during the fishing voyage. Causal 

factors which contributed to materiel failure of the hull were: 1) lack of regulations 

for dry docking and hull examinations, 2) lack of regulations for the Master’s 

training, 3) infrequent Coast Guard safety examinations and boardings, 4) lack of 

requirements for internal structural examinations, and 5) failure of owner to make 

proper hull examinations and repairs. 

6.1.2 After the hull was compromised, the freezer began to flood with seawater. The causal 

factor contributing to the initial flooding was: 1) no other means to prevent flooding. 

6.1.3 The flooding eventually progressed forward to the engine room through an open 

drainage pipe. The causal factors contributing to the progressive flooding was: 1) lack 

of experience and training of crew, 2) failure of crew to maintain watertight integrity, 

3) lack of regulations for the Master’s training, and 4) lack of requirements for 

internal structural examinations. 

6.1.4 While the LADY DAMARIS was anchored offshore Louisiana, the anchor line failed 

and the anchor was lost. Causal factors contributing to failed anchor line were: 1) 

failure to avoid storm, 2) lack of experience and training of crew, and 3) poor sea 

state. 

6.1.5 During the transit westward, the LADY DAMARIS encountered heavy wave strikes 

which added increased stress to the poorly maintained steel hull. Causal factors 

contributing to the wave strikes were 1) failure to avoid storm, 2) lack of experience 

and training of crew, 3) lack of regulations for the Master’s training, and 4) poor sea 

state. 

6.1.6 On the last evening of the transit, the rate of flooding progressed past the dewatering 

capacity of the three bilge pumps onboard. The causal factor contributing to the 

progressive flooding was: 1) Failure of crew to secure source of flooding, 2) lack of 

experience and training of crew, and 3) lack of regulations for the Master’s training. 

6.1.7 Within a couple hours of running in the freezer, the electric pump began to 

malfunction and could not effectively dewater the space. The causal factors 

contributing to the materiel failure of the pump were: 1) Excessive debris in the 

freezer, 2) lack of requirements to test the bilge pumps, and 3) lack of regulations for 

the Master’s training. 

6.1.8 The vessel’s hull continued to fail, and the hole or crack in the hull became greater in 

size, which rendered the previously installed plug ineffective. The causal factor 

contributing to materiel failure of the hull was: 1) poor sea state, 2) lack of experience 

and training of crew, and 3) lack of regulations for the Master’s training. 
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6.1.9 The electric pump which had been running to dewater the engine room began to 

malfunction and was no longer effective. Causal factors contributing to the materiel 

failure of the pump were: 1) lack of experience and training of crew, 2) excessive 

debris in the engine room, and 3) lack of requirements to test the bilge pumps. 

6.1.10 After making a “MAYDAY” call to the Coast Guard, the LADY DAMARIS 

experienced a loss of propulsion when the engine room was somewhere between 30% 

and 70% full of seawater. Causal factors contributing to the loss of propulsion were: 

1) lack of additional bilge pumps, 2) failure of crew to maintain watertight integrity, 

and 3) crew fatigue. 

6.1.11 Around the same time as the loss of propulsion occurred, the LADY DAMARIS 

experienced a loss of power when the generator and alternator were damaged by the 

flooding. Causal factors contributing to the loss of power were: 1) lack of additional 

bilge pumps, 2) failure of crew to maintain watertight integrity, and 3) crew fatigue. 

6.1.12 With approximately half the engine room underwater, the hydraulic pump failed. The 

causal factor contributing to the hydraulic pump failure was: 1) no means for the 

pump to operate underwater. 

6.1.13 After the crew and the Coast Guard boarding team abandoned the LADY DAMARIS, 

it capsized. The causal factor contributing to the capsize was: 1) insufficient number 

of Coast Guard pumps. 

6.1.14 Soon after capsizing, the LADY DAMARIS sank. The causal factor contributing to 

the sinking was: 1) no means to prevent sinking after flooding and capsizing.  

6.1.15 The diesel fuel onboard the LADY DAMARIS discharged and caused a sheen on the 

surface of the water. The causal factor contributing to the pollution was: 1) no means 

to prevent discharge from engine room and fuel tanks after vessel sinking.  

6.1.16 Two additional latent unsafe conditions were present on the LADY DAMARIS, but 

there is no evidence indicating they contributed to any events. 1) The inflatable 

liferaft had not been inspected three months prior as it should have, and the 

hydrostatic release unit was also expired. Fortunately, the crew abandoned the LADY 

DAMARIS by directly embarking the Coast Guard boat, which prevented them from 

relying on the liferaft that may have not performed as designed. 2) All crew members 

who submitted to alcohol and drug testing (three out of four total crewmembers) were 

found to have tested positive for a dangerous drug. Because the drug can remain 

detectable for long periods of time after use and there was no evidence that indicated 

drug use affected the crew members’ actions, it cannot be confirmed that the drug use 

contributed to any events in the casualty. It is unknown when the crewmembers’ used 

the drug or what actions they took while they were under the influence of the drug. 
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6.2.    Violations of Law by Credentialed Mariners:  There were no acts of misconduct, 

incompetence, negligence, unskillfulness, or violations of law on the part any credentialed 

mariners involved in this incident that would warrant enforcement action under 46 USC, 

Subtitle II, Part E. 

 

6.3.    Violations by Members of the Coast Guard:  There were no acts of misconduct, 

incompetence, negligence, unskillfulness, or violations of law by members of the Coast 

Guard that contributed to this casualty.   

 

6.4.    Violations Subjecting Parties to a Civil Penalty:  The condition described in paragraph 

6.1.16 above represent a violation of 46 CFR 28.140 by the owner of the LADY 

DAMARIS for failing to ensure the vessel’s liferaft was serviced annually and the 

liferaft’s hydrostatic release unit was not expired.  

 

6.5.    Violations of Criminal Law: There were no violations of criminal law identified as a result 

of this investigation. 

 

6.6.    Need for New or Amended Laws/Regulations:  The conditions described in paragraphs 

6.1.1, 6.1.3, 6.1.4, 6.1.5, 6.1.9, and 6.1.16 represent the potential need to amend 46 CFR 

Parts 16 and Part 28 to prevent the reoccurrence of a similar casualty.  The specific 

changes recommended are addressed in Section 7 of this report.   

 

 

Section 7 - Recommendations: 
 

7.1.    Safety Recommendations: 

 

7.1.1 It is recommended that the Commandant of the Coast Guard pursue rulemaking in 

46 CFR Part 28 which requires each individual in charge of a commercial fishing 

vessel to complete an approved training program prior to operating a vessel and 

then complete a refresher training every five years. The Coast Guard 

Authorization Act of 2010, in Public Law 111-281, Section 604(g), required the 

Secretary of Homeland Secretary to prescribe these regulations; however, there 

are currently still no regulations to execute this law. As described in 46 USC 

4502(g), this training program would provide knowledge and skills in the areas of 

seamanship, stability, damage control, personal survival, emergency drills, and 

weather, among others. Commercial fishing operations continue to pose a myriad 

of safety hazards for crewmembers; a great need exists for well-trained and 

competent operators who can effectively identify and mitigate hazards on board 

their vessels. As revealed in this investigation, a lack of training throughout the 

crew, particularly with the Master, can lead to poor decisions, placing others’ 

lives at increased risk. A requirement for well-trained commercial fishing vessels 

masters would successfully implement the requirements of 46 USC 4502 and 

enhance crew competency in safety, navigation, and emergency operations.1 

1 There are 11 similar existing safety recommendations calling for credentialed or professionally trained 

fishing vessel operators that have not been implemented at this time. 
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7.1.2 It is recommended that the Commandant of the Coast Guard implement a 

requirement in 46 CFR Part 28 for mandatory hull examinations of commercial 

fishing vessels at regular intervals. An aging fleet of commercial fishing vessels 

presents an increasing risk for hull wastage and materiel failure as demonstrated 

in this investigation. With no requirement for periodic hull examinations, some 

operators will avoid proper hull repairs, or avoid dry docking altogether, to reduce 

costs, and these hazardous conditions will be left undetected. By requiring 

periodic hull examinations by the Coast Guard, hull defects may be identified and 

corrected prior to issuance of a Safety Decal, which would greatly reduce the 

likelihood of materiel failure similar to that which occurred in this incident.2 

7.1.3 It is recommend that the Commandant of the Coast Guard amend 46 CFR Part 16 

to extend applicability of chemical testing programs to commercial fishing 

vessels. During post-casualty drug testing, this investigation found that all three 

crewmembers tested positive for dangerous drug use, creating a latent unsafe 

condition aboard this commercial vessel. Based on the definitions in 46 CFR 

16.105, a “Crewmember” subject to a chemical testing program means an 

individual who is engaged or employed onboard a vessel owned in the United 

States that is required by law or regulation to engage, employ, or be operated by 

an individual holding a credential issued under 46 CFR Subchapter B - “Merchant 

Marine Officers and Seamen”.  Currently, the only commercial fishing vessels 

that meet this definition are those 200 gross registered tons and more, excluding 

the many fishing vessels of smaller sizes which operate in similarly hazardous 

conditions. A requirement for chemical testing programs on commercial fishing 

vessels would likely reduce the incidence of dangerous drug use by 

crewmembers, which would significantly improve their capacity to effectively 

identify and mitigate the hazards that abound in their work environments.3 

7.1.4 It is recommended that the Commandant of the Coast Guard implement an 

examination schedule in 46 CFR 28 similar to that which is required of inspected 

vessels. Title 46 USC 4502(f)(2) requires certain commercial fishing vessels to 

undergo a dockside examination at least once every five years and to be issued a 

certificate of compliance when successfully done. However, the current 

regulations do not discuss the frequency of these examinations. This investigation 

revealed that the vessel’s hull had degraded and become susceptible to flooding 

since its last Coast Guard examination, which occurred approximately three and a 

half years earlier. The regulations should fully execute the provisions of 46 USC 

4502 by mandating that an annual, or even a biennial, examination be required to 

maintain validity of the Fishing Vessel Decals issued to these types of vessels. 

More frequent examinations would increase the likelihood that the Coast Guard 

would be able to identify and mitigate a serious structural failure like the one seen 

in this investigation. 

 

2 There are 3 similar existing safety recommendations that have not been implemented at this time. 
3 There are 3 similar existing safety recommendations that have not been implemented at this time. 
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7.1.5 It is recommended that the Commandant of the Coast Guard implement a policy 

for boarding teams which would require any commercial fishing vessel found to 

have not undergone an examination or boarding in two or more years to be 

boarded. This investigation revealed that the vessel had not been boarded by the 

local Coast Guard Station or Cutters or other Coast Guard units in over three and 

a half years. A more recent boarding during the vessel’s final voyage, or possibly 

a recent prior voyage, would have likely resulted in the discovery of flooding in 

the freezer or engine room, and the vessel’s voyage could have been terminated 

for hazardous conditions, preventing the detetrimental flooding which occurred 

during this incident. 

7.1.6 It is recommended that the Commandant of the Coast Guard implement a 

requirement in 46 CFR 28 to require the keeping of a logbook on board 

commercial fishing vessels to record when the drills and instruction required by 

46 CFR 28.270 are conducted. This requirement is already prescribed in 46 USC 

4502(f)(1) but has not since been implemented by Coast Guard regulations. The 

logbook should be available for review by the Coast Guard upon request. While it 

is unknown when the LADY DAMARIS crew last conducted these drills and 

trainings, their actions showed that they were not proficient in at least one of the 

listed contingencies (“minimizing the effects of unintentional flooding”). The 

current regulation provides no means of accountability, as there is no way for the 

Coast Guard to verify when this training is being conducted. A requirement to 

record these drills and instruction in a logbook that is reviewed by the Coast 

Guard would incur more incentive for commercial fishing vessel crews to conduct 

them appropriately. 

7.1.7 It is recommended that the Commandant of the Coast Guard implement a 

requirement in 46 CFR 28 to require monthly testing of the required bilge pumps. 

The regulations currently hold no requirement for the bilge pumps to be tested. As 

discovered in this investigation, this can lead to materiel malfunctioning/failure of 

the pumps during emergencies as well as a lack of crew competency necessary to 

operate them and troubleshoot any issues during operation. A regulatory 

requirement for periodic testing of the bilge pumps would likely contribute to 

properly maintained equipment and better crew competency.  
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7.1.8 It is recommended that the Commandant of the Coast Guard establish a 

standardized Commercial Fishing Vessel Examination Guide Book applicable to 

all districts across the Coast Guard. This investigation revealed that commercial 

fishing vessel safety examinations in the Seventh and Eighth Coast Guard 

Districts are conducted in accordance with a Guide Book that is not utilized by 

other districts. This Guide Book can be a powerful tool to direct Coast Guard 

examiners and educate vessel crews and even Coast Guard boarding teams, but it 

should align with the direction and education provided by other guide books as 

well. Commercial fishing vessels and Coast Guard examiners and boarding teams 

commonly operate across district boundaries. The regulations remain consistent 

across the Coast Guard, and the guidance which interprets and expounds upon the 

regulations should also remain consistent. A newly established Coast Guard 

Commercial Fishing Vessel Examination Guide Book would ensure that Coast 

Guard examinations and boardings are conducted to the same standards regardless 

of the location of the vessel and thus encourage judicious enforcement of the 

regulations throughout the Coast Guard.  

7.1.9 It is recommended that the Commandant of the Coast Guard require any 

published commercial fishing vessel examination guide book to include crew 

education in basic vessel stability and damage control. The current Guide Book 

which was used in prior examinations of the investigated vessel does not include 

any outreach or education for stability and damage control. Additionally, this 

Guide Book was only applicable to vessels examined in the Seventh and Eighth 

Coast Guard Districts; any updates to this Guide Book would best be incorporated 

into a single guide book used throughout the Coast Guard. This investigation 

revealed that the fishing vessel crew was incapable of effectively maintaining 

watertight integrity and controlling flooding aboard their vessel, which placed 

their lives at great risk. By requiring that all Coast Guard examinations in every 

district include a training discussion led by the examiners on the topics of damage 

control, watertight integrity, basic stability, etc, more fishing vessel crewmembers 

would be likely to take effective actions to protect their vessels from future 

flooding incidents. This education should focus on the importance of securing 

bulkhead penetrations, watertight doors, and any hull cracks or holes that may be 

discovered.4 

 

 

 

 

 

 

4 
There are 3 similar existing safety recommendations that have not been implemented at this time. 
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7.1.10 It is recommended that the Commandant of the Coast Guard require any 

published commercial fishing vessel examination guide book to include the 

witnessing of at least one drill from the list of required drills in 46 CFR 28.270(a). 

The current Guide Book which was used in prior examinations of the investigated 

vessel does not include a requirement for the Coast Guard to witness a crew drill. 

Additionally, this Guide Book was only applicable to vessels examined in the 

Seventh and Eighth Coast Guard Districts; any updates to this Guide Book would 

best be incorporated into a single guide book used throughout the Coast Guard. 

The drill performed during the examination should be randomly chosen by the 

Coast Guard, unannounced prior to the examination, and different from the drill 

witnessed at the previous examination. Current Coast Guard examinations are not 

required to include a drill conducted by the crews, so the examiners cannot 

effectively judge the crew’s competency or evidence of training and also cannot 

provide constructive feedback to improve their competency. This investigation 

revealed that the vessel crew was not proficient in at least one of the listed 

contingencies (“minimizing the effects of unintentional flooding”). By requiring 

the crew to conduct a random, unannounced drill at each Coast Guard 

examination in every district, the crews would be incentivized to practice each of 

the required drills on their own prior to the examinations. It would provide the 

Coast Guard with the opportunity to ensure that each individual is familiar with 

their duties and can safely carry them out in an emergency. 

7.1.11 It is recommended that the Commandant of the Coast Guard require any 

published commercial fishing vessel examination guide book to include an 

internal structural examination of the hull and integrity of all watertight 

compartments during Coast Guard examinations. The current Guide Book which 

was used in prior examinations of the investigated vessel does not include a 

requirement for the Coast Guard to enter every non-hazardous space on 

commercial fishing vessels. Additionally, this Guide Book was only applicable to 

vessels examined in the Seventh and Eighth Coast Guard Districts; any updates to 

this Guide Book would best be incorporated into a single guide book used 

throughout the Coast Guard. A requirement for each Coast Guard examiner in 

every district to enter all non-hazardous spaces available and check for materiel 

failures, damage, open bulkhead penetrations, etc., would increase the likelihood 

that unsafe conditions will be identified and corrected before underway operations 

take place.  

 

 

 

 

 







THE SINKING AND LOSS OF THE COMMERCIAL FISHING VESSEL  
LYDIA & MAYA, APPROXIMATELY 45 MILES SOUTH  
OF SOUTHWEST HARBOR, ME, ON AUGUST 17, 2016 

 
ACTION BY THE COMMANDANT 

 
The record and the report of the investigation convened for the subject casualty have been 
reviewed. The record and the report, including the findings of fact, analysis, and conclusions are 
hereby closed.  
 
The investigation’s safety recommendation will remain under review and consideration by the 
responsible program office(s). The response to the recommendations and any resultant actions 
will be documented separately.  
 

 
R. S. WADDINGTON 

Commander, U.S. Coast Guard 
Acting Chief, Office of Investigations & Casualty Analysis (CG-INV) 
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CAPSIZING AND LOSS OF LIFE OCCURRING ON THE COMMERCIAL FISHING 

VESSEL MARY B II (O.N. 274604) AT THE YAQUINA BAY BAR ENTRANCE 
NEWPORT, OREGON ON JANUARY 8, 2019 

ACTION BY THE COMMANDANT 

The record and the report of the investigation convened for the subject casualty have been 
reviewed. The record and the report, including the findings of fact, analysis, conclusions, and 
recommendations are approved subject to the following comments. This marine casualty 
investigation is closed. Safety Recommendation 5 was directed to the 13th Coast Guard District 
for action. 
 

ACTION ON RECOMMENDATIONS 

Recommendation 1:  Recommend that the Commandant of the Coast Guard partner with the 
National Commercial Fishing Safety Advisory Committee (NCFSAC) to establish a working 
group to draft and accept a Task Statement addressing safety of Commercial Fishing Vessels of 
less than 200 gross tonnage (GT). The Task Statement should specifically address the issues 
raised by this marine casualty, the total loss with fatalities of the MARY B II, to include 
addressing the following items: 

1) Review multi-year statistics (provided by the Coast Guard) regarding commercial fishing 
vessels’ less than 200 gross register tonnage (GRT) accidents or losses that resulted in 
fatalities, injuries, or property damage. Major marine casualties such as the losses of the 
fishing vessels “DESTINATION,” “NO LIMITS,” and other fishing vessels with multiple 
fatalities could be reviewed as examples. 

2) Propose initiatives and actions to be taken onboard commercial fishing vessels less than 200 
GT to eliminate all drug and alcohol usage when operating. 

3) Ensuring that commercial fishing vessels (CFVs) are maintained with rigid standards for 
material condition, construction, and design of the vessels that maintains seaworthiness under 
all operating conditions. 

4) A process to review and implement commercial fishing vessel mariner fitness-for-duty for 
service onboard CFVs of less than 200 GT. Fitness for duty and service should include an 
assessment of overall health and physical fitness and contain provisions for the elimination 
drug and alcohol usage and management of fatigue. 

5) A process to assess, document, and maintain mariner competency to operate CFVs of less 
than 200 GRT, including local knowledge and recency. 
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6) Development of a joint Industry and Coast Guard effort to complete the implementation of 
2010 and 2012 legislation for commercial fishing vessels as specified in those Coast Guard 
Authorization Acts. These efforts should address at a minimum, enacting the provisions in 
the Coast Guard Authorization Act of 2010 regarding certifying CFV operators’ competency. 

7) Feasibility of a multi-year phase-in implementation that all CFV mariners on CFVs of less 
than 200 GT and operating three miles beyond the baseline in a near-coastal zone obtain and 
maintain a Merchant Mariner Credential (without a Transportation Worker Identification 
Credential (TWIC) requirement). 

8) Feasibility of a multi-year phase-in implementation that all CFV mariners serving as a 
Master/Operator of a CFVs of less than 200 GT and operating three miles beyond the 
baseline in a near-coastal zone obtain and maintain an Operator of Uninspected Passenger 
Vessels (OUPV) Merchant Mariner Credential (without a TWIC requirement). 

9) Identify steps and make recommendations to promote marine safety of CFVs less than 200 
GT with all commercial entities, companies, owners, and managing operators to develop and 
implement a Safety Management System (SMS) for their vessels and personnel, in 
accordance with and as defined in 33 Code of Federal Regulations (CFR) § 96.120. 

10) Develop guidance and make recommendations on fatigue limiting strategies as well as 
work/rest hour logging requirements. 

Action:  I concur with the intent of this recommendation. The Coast Guard will present 
this case and supporting data at the next NCFSAC meeting for their consideration to 
determine if a Task Statement to address the identified recommended topics is 
appropriate.   

Recommendation 2:  Recommend that the Commandant of the Coast Guard obtain the 
legislative authority to require CFVs to undergo mandatory inspections with expanded standards 
beyond the limited requirements within 46 CFR § 28. The current regulatory standards for CFVs 
do not adequately address the seaworthiness of vessels in light of the hazards associated with 
fishing operations. 

Action:  I do not concur with this recommendation.  The investigation recommendation 
did not convey a clear reasoning that supports mandatory inspections for Commercial 
Fishing Vessels, or how regulatory standards do not adequately address seaworthiness 
associated with fishing operations.  Current regulations and guidance address 
seaworthiness, good marine practices and recommendations.  Had the operator embraced 
current best marine practices including those addressed in the Commercial Fishing Vessel 
Safety Initiatives and Best Practice Guide, Coast Guard websites, and Marine Safety 
Information Bulletins (MSIBs), the outcome could have been influenced without 
regulatory inspections. 

Recommendation 3:  Recommend that the Commandant of the Coast Guard request a review of 
the Fishing Vessel Casualty Task Force report, March 1999, with the aim of implementing all of 
the recommendations. In 2011, the National Transportation Safety Board (NTSB) released five 
safety recommendations for CFV operations which were presented to the Coast Guard. These 
included addressing stability, subdivision, and watertight integrity on CFVs under 79 feet. 
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Additionally, the NTSB recommended all owners and masters receive training and be able to 
demonstrate competency in stability and watertight integrity. Despite the overwhelming 
recognition of the hazards of commercial fishing, and the statistical data showing high rates of 
fatalities and vessel losses, a long list of recommended regulations and laws have not been 
enacted. Voluntary programs, education and dissemination of best marine practices do not stop 
CFV casualties and fatalities when negligent owners and operators fail to adhere to well-
intentioned suggestions. Comprehensive requirements should include the following: enrollment 
in drug testing program, watertight integrity and subdivision requirements, requirements to not 
only conduct but have and keep a log of safety drills, requirements for equipment maintenance 
and dry dock exams to ensure the integrity of the hull and other watertight components. 

Action:  I partially concur with this recommendation. As mentioned in the response to 
Recommendation 2, the Coast Guard does not believe that increased stability, 
subdivision, and watertight integrity standards would have changed the outcome of this 
incident. However, the report of investigation made a compelling case that the 
competency and fitness of the master in this instance was substandard. As a result, the 
Coast Guard compiled and reviewed past NTSB and Coast Guard safety 
recommendations stemming from CFV marine casualty investigations where CFV master 
performance of duty was a found to be a contributing factor to the incident. The review 
and this investigation support the need to ensure that CFV masters have the necessary 
competency to safely operate their vessels. The Coast Guard can address competency 
gaps and enhance the safety of the fishing vessel industry by requiring CFVs masters of 
vessels less than 200 GRT operating beyond the U.S. baseline to hold a merchant mariner 
credential (MMC). Prerequisite training courses could be incorporated into obtaining the 
CFV master MMC. The MMC would also enable the Coast Guard to hold CFV masters 
accountable for acts of misconduct, negligence, violations of law and regulation, and for 
the misuse of drugs and alcohol.   

As noted in Recommendation 1, I have directed NCFSAC to evaluate CFV master 
competencies that could support obtaining statutory authority for the credentialling of 
CFV masters of vessels less than 200 GRT operating beyond the U.S. baseline. 

Recommendation 4:  Recommend that the Commandant of the Coast Guard obtain legislative 
authority to require CFV operators of less than 200 GT hold a valid Coast Guard issued 
Merchant Mariner's Credential (MMC). In addition, legislative authority should be obtained to 
require crewmembers on CFVs hold crew competency certificates or Merchant Mariner's 
Document. This would help ensure standardized levels of competency, ensure the medical fitness 
of CFV operators and crew, and it would enhance crew's safety mindset. Along with medical 
certificates, the licensing requirements means these mariners are subject to enrollment in a 
mandatory drug testing program. The program includes requirements for all types of testing: pre-
employment, random, periodic, reasonable suspicion testing and post-casualty. This is a much-
needed tool for owners and operator to ensure a drug-free working environment on their CFVs, 
something which affects the safety of life and property on the waterway. 

Action:  I partially concur with this recommendation. The benefits of a competent, 
accountable, and drug-free master are critical to the safe operation of a vessel. As 
described in the response to Recommendation 3, the Coast Guard will use this 
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investigation and other casualty data history to evaluate the potential need for an LCP 
related to credentialing of CFV masters for vessels less than 200 GRT, informed by 
ongoing tasking to the NCFASC.  

Of note, there are concurrent international initiatives that are advancing mariner 
competencies with “smaller fishing vessels”, indicating that there is also an international 
focus to enhance the safety of the fishing vessel industry.   

The Coast Guard does not agree that crewmembers on CFVs should hold competency 
certificates or MMCs at this time. 

Recommendation 6:  Recommend that the Commandant of the Coast Guard in concert with 
District CFV Safety Program Managers collaborate with entities like the North Pacific Fishing 
Vessel Owner’s Association (NPFVOA) and AMSEA to amend their curriculums and develop a 
concentrated outreach campaign as appropriate for operating areas with bars to increase visibility 
of the risks and dangers of bar crossings and discussion of potential courses of action including 
not crossing the bar under certain conditions. Working in concert with Coast Guard Districts, 
Commercial Fishing Vessel Programs and Small Boat Station Stations should encourage CFV 
owners and captains to attend trainings and workshops that go well beyond drill conductor 
training that may include stability, navigation, Occupational Safety and Health, fatigue reduction 
measures, and accentuating the importance of maintaining a drug and alcohol-free workplace on 
CFVs. In addition, in partnership with public industry, the Coast Guard should conduct 
additional and continuing public outreach programs concerning commercial fishing vessel safety 
as a result of this tragic accident. The goal is to expand and elaborate on communicating the risks 
of bar crossings and Coast Guard escort availability and procedures. 

Action:  I partially concur with this recommendation.  I support the continued District 
level outreach measures that emphasize safe bar transit, including the Coast Guard 13th 
District MSIB 01-20, Crossing Hazardous Bars in the Pacific Northwest. 

Prudent situational awareness is essential when considering bar crossing.  Commercial 
Fishing Vessel owners/operators should be cognizant of crew capabilities, safe operating 
parameters of their vessel, and be aware of hazardous bar crossing procedures (33 CFR 
165.1196 and 33 CFR 165.1325).  

The following are some of the informational resources that exist to notify mariners of 
conditions and aid in risk decision making. 

 Bar conditions and restrictions: https://www.weather.gov/pqr/AllBars 

 Information for each bar along the Oregon Coast: 
https://www.oregon.gov/osmb/boater-info/Pages/Water-Level-and-Chart-
Information.aspx  

 Coast Guard 13th District Local Notice to Mariners: 
https://www.dco.uscg.mil/Featured-Content/Mariners/Local-Notice-to-Mariners-
LNMs/District-13/ 

Recommendation 7:  Recommend that the Commandant of the Coast Guard amend 46 CFR Part 
28 to require CFV owners and captains implement shipboard policies to address crew rest, work 
hours, and fatigue. The shipboard policies should reflect the basic principles of the Coast 
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Guard’s Crew Endurance Management System (CEMS) used to identify and control crew 
endurance risk factors. Requiring owners and captains to implement crew rest policy would give 
crewmembers the opportunity to reduce their risk of fatigue-related accidents and help prevent 
casualties. 

Action:  I concur with the intent of this recommendation. The investigation does not 
provide causal factors that clearly present a link to crew fatigue.  Due to the nature of 
how this casualty occurred, these standards would not have prevented the casualty from 
occurring; however, I recognize the advantages for owners/operators to implement 
shipboard policies to address crew rest, work hours, and fatigue. The Coast Guard has 
produced and made available resource tools that detail Crew Endurance Management 
System (CEMS) guidance.  The CEMS model has been successfully incorporated by 
numerous maritime industry operators (e.g., ferries, deep draft, towing industries). 

The Coast Guard highly recommends the CFV owners and operators consider adopting 
the following available CEMS resources:  

 Crew Endurance Management:  https://www.dco.uscg.mil/Portals/9/DCO 
Documents/5p/5ps/Design and Engineering Standards/Human Element and Ship 
Design Division/crew endurance brochure_091814.pdf?ver=2017-06-21-102717-
553 

 CEMS Navigation and Vessel Inspection Circular (NVIC) 2-08:  
https://www.dco.uscg.mil/Portals/9/DCO%20Documents/5p/5ps/NVIC/2008/NVI
C_2-08.pdf 

 

ACTION ON ADMINISTRATIVE RECOMMENDATIONS 

Administrative Recommendation 1 was directed towards Marine Safety Unit (MSU) Portland.  

Administrative Recommendations 2-4 were directed toward the 13th Coast Guard District. 

Administrative Recommendation 5:  Recommend that Commandant of the Coast Guard 
accelerate the acquisition for a replacement for the 52-foot special purpose craft (SPC). Built in 
the mid-1950s, the four highly capable heavy displacement vessels cannot operate indefinitely 
and have a speed of 11 knots. 

Action: I concur with this recommendation. The Office of Boat Forces has completed 
several of the acquisition documents and is ready to request Acquisition Decision Event 1 
(ADE-1) approval once funding is identified. 

Administrative Recommendation 6:  Recommend that Commandant of the Coast Guard close 
the gap as outlined in COMDTINST M16500.7 (series) between Waterway Analysis and 
Management System (WAMS) reports and the more complex Port and Waterway Safety 
Assessment (PAWSA) and determine the appropriate and mandated interval for the risks 
associated with “critical waterways.” The WAMS are specifically centered on aids to navigation 
(ATON) for the waterways and marginally explore actual waterway conditions and specific 
hazards. The 16 waterways that are identified as regulated navigation areas (RNAs) for 
hazardous bars are navigationally critical as defined in COMDTINST M16500.7 and require 
special attention and an expanded WAMS study. In addition, the Coast Guard 13 th District 
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Prevention Office should examine reduction in size of the RNAs contained in 33 CFR § 
165.1325 so that the RNAs actually represent the areas of risk to mariners rather than a broad 
geographic area. There is a gap for waterways with unique hazards such as the RNAs for 
hazardous bars as outlined in 33 CFR §165.1325 along the Pacific Northwest Coast. These ports 
do not qualify for a Port and Waterway Safety Assessment (PAWSA) due to the complexity of 
these studies. 

Action: I do not concur with this recommendation. The Office of Navigation Systems 
(CG-NAV) is not aware of “gaps” between the WAMS process and the PAWSA process. 
They are two distinct analysis/assessment tools used to study risk and identify mitigation 
measures such as aids to navigation, RNAs, and routing measures. 

The WAMS is a tool for managing competing interests and uses of a waterway. Some of 
the aspects addressed by a WAMS include, but are not limited to, ATON, waterway 
safety and risk management, effectiveness, efficiency and user input. The WAMS 
Completion Guide is a step-by-step guide for Coast Guard units to complete a WAMS 
report and can be found on the Aids to Navigation and Positioning, Navigation and 
Timing Division (CG-NAV-1) and the National Aids to Navigation (NATON) Portal 
Page.  

District commanders must conduct initial Waterway Analysis and Management System 
(WAMS) analysis for all critical waterways in their respective area of responsibility. 
Once initial analyses are completed, each critical waterway will be scheduled for review 
at least once every five years. Waterways which need more frequent review due to 
significant user changes, waterway configuration changes, or marine accidents may be 
reviewed on a more frequent basis at the discretion of the District Commander. 

A District Commander, Sector Commander or a Captain of the Ports (COTP) may request 
a PAWSA to identify major waterway safety hazards, estimate risk levels, evaluate 
potential mitigation measures, and set the stage for implementation of selected measures 
to reduce risk. Nothing precludes a PAWSA from being requested for the Yaquina Bay, 
or any other RNA with a hazardous bar, in the Pacific Northwest area. 

The 16 Regulated Navigation Areas (RNA) along the coast of Oregon and Washington 
(33 CFR § 165.132) appropriately outline the geographical regions which require 
additional regulation due to the hazardous bar conditions to ensure the safety of life and 
vessels. An area larger than the bar is designated as the RNA to regulate actions of 
vessels transiting Yaquina Bay, ensuring caution and safe passage for vessels in these 
coastal bar offshore conditions. Marking of specific hazards such as the Yaquina Bay 
Bar, a seasonal hazard to mariners in this area, are designated on Navigational Charts, 
and further discussed with extreme detail in U.S. Coast Pilot 7. 

Coast Guard Station Yaquina Bay also displays a heavy weather flag on the western 
corner of the Coast Guard station, visible to mariners from both directions to indicate that 
winds 48 knots and above are forecast for the area. Display of flags is from one hour 
before sunrise to one hour after sunset. The Coast Guard has also established Yaquina 
Bay Entrance Regulated Navigation Area Warning Sign (44°37'29"N., 124°03'27"W.) at 
the Coast Guard station on the north side of the river at Newport. The sign is 22 feet 
above the water and diamond-shaped and painted white with an international orange 
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border, with the words ROUGH BAR. The sign is equipped with four quick flashing 
lights that will be activated by Coast Guard Station Yaquina Bay personnel when 
hazardous conditions exist, and the bar is restricted to recreational and uninspected 
passenger vessels. Vessel operators are cautioned, however, that if the lights are not 
flashing, it is no guarantee that sea conditions are favorable. 

Administrative Recommendation 7:  Recommend that the Commandant of the Coast Guard 
commission a workgroup to study the need for replacement of the navigation buoys placed at the 
entrance of hazardous bars and similar waterways that are subjected to extreme sea conditions. 
Recommend the findings of this work group drive the design, construction and implementation 
of a buoy type that can withstand extreme sea, current and mooring challenges. 

Action: I concur with this recommendation. The Coast Guard is already taking actions 
that comply with the above recommendation.  

In October 2019, the Coast Guard Research and Development Center (RDC) initiated a 
project to study ATON in an attempt to develop the next generation of buoys. The project 
examines alternatives to traditional steel buoys, including plastic and foam options. The 
first phase of the project consisted of market research, examining current plastic and 
foam buoy technology worldwide. This market research informed the buoy designs 
deployed for field testing, the second phase of the project. Prototype buoys were 
deployed in New England and on the Western Rivers, and there are plans to deploy 
prototypes in the Pacific Northwest. These tests will show how the alternative designs 
perform in a variety of environments, including in rough conditions on the Columbia 
River bar.  

This project is expected to conclude by December 2023. The findings will be presented to 
Coast Guard stakeholders, who can then use the information to make any appropriate 
changes to the ATON program.  

In addition to studying buoy design, the Coast Guard employs Automatic Identification 
System (AIS) aids to help mariners navigate the waterways. The Coast Guard uses 
synthetic AIS, which broadcasts a signal over the position of an existing aid, and virtual 
AIS, a signal broadcast over a position without a physical aid. AIS aids help mariners 
navigate waterways, while also improving the resiliency of the ATON system against 
environmental challenges such as those observed in Yaquina Bay, Oregon. 

Administrative Recommendation 8:  Recommend that the Commandant of the Coast Guard 
direct the Coast Guard SAR community to incorporate into guidance and standard operating 
procedures that the survival time determinations in the Probability of Survival Decision Aid, 
Probability of Survival Decision Aid (PSDA) program include the likelihood of sudden 
immersion shock in waters below 68°F in catastrophic and sudden vessel accidents. Cold water 
immersion can adversely affect the estimated functional survival time for an average person who 
would be wearing PVC rain gear as opposed to an immersion or survival suit. These same 
considerations also affected the cold-water survival time of 12.62 hours for the same individual 
exposed to the air and water temperature on the accident night wearing only clothing and 
possible rain gear. 
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Action: I do not concur with this recommendation. The PSDA is a search planning aid.  
Coast Guard SAR policy states that “the PSDA application shall be used for all cases 
involving persons in the water (PIW) and where persons are at risk of hypothermia or 
dehydration when not immersed.” PSDA provides a prediction of survival times for 
persons subject to hypothermia and dehydration. These predictions are informed by water 
temperature, air temperature, other environmental conditions, PIW anthropogenic 
characteristics, flotation devices, and clothing.  The purpose of PSDA is to provide 
decision makers with a general understanding of how long a person may survive in the 
given conditions. 

PSDA does not account for cold water shock/cold water incapacitation, swim failure, 
injury, and starvation. PSDA assumes that people survive all non-predictable events and 
survival depends solely on the degree of hypothermia and/or dehydration.  

Whereas the U.S. Army Research Institute for Environmental Medicine developed the 
PSDA, proposed improvements to the PSDA are being developed by the Office of Search 
and Rescue (CG-SAR) to include new insulation values for different clothing types and 
improving survival estimates at different water temperatures. 

Administrative Recommendation 9:  Recommend that the Commandant of the Coast Guard 
coordinate with appropriate Districts that have identified high-risk fisheries and establish an 
outreach and compliance program for the witnessing and increased participation in onboard drills 
on fishing vessels prior to the start of fishing seasons. These high-risk fisheries include the 
Dungeness crab fisheries and include others that have been identified through data from National 
Institute for Occupational Safety and Health (NIOSH) studies for fisheries with high incidents of 
deaths and vessel losses. 

Action: I partially concur with this recommendation. Participation in onboard drills is 
advantageous to prepare vessel crews for emergency situations. Coast Guard Districts and 
Sectors should integrate novel approaches in their outreach strategies. 

Coast Guard Districts facilitate outreach within their regional areas of responsibility, 
targeting select fisheries, unique operating conditions, vessel type, and trends.  Outreach 
aims emphasize safe vessel operations, maintaining CFV dockside exams/safety 
equipment; and drills/training concepts. 

Administrative Recommendation 10:  Recommend that the Commandant of the Coast Guard 
and the National Weather Service (NWS) explore and consider incorporation of Oregon State 
University (OSU)’s coastal marine radar data as a tool to build a better weather and sea state 
picture for concerned mariners as well as for Coast Guardsmen preparing to conduct operations 
while they conduct risk assessment for bar escorts in adverse weather conditions. It was 
determined that the NWS does not utilize specially configured shore based marine radar 
designed to show the coastal wave spectrum to the level of granularity that is produced by OSU 
research facilities. Incorporation of this type of precision technology into Coast Guard risk 
assessment procedures and NWS products would aid mariners and Coast Guard responders in 
developing a better operating picture on which critical bar crossing, bar restriction, and bar 
closure decisions can be made. 
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Action: I concur with the intent of this recommendation. New weather products are 
integrated into the Coast Guard One View (CG1V) application via the Maritime Domain 
Awareness (MDA) application.  Improvements to weather product delivery are in 
progress between the National Oceanic and Atmospheric Administration (NOAA) and 
the Coast Guard, specifically NOAA PORTS (Physical Oceanographic Real-Time 
System) data and PORT data transmission to the mariner.   The recommendation to 
evaluate coastal marine radar data is a recommendation that could improve the NOAA 
weather product. It could facilitate decision makers on Bar opening/closing.  This 
capability alone will not provide field mariners (without an AIS requirement) the ability 
to obtain automated weather products -- like the MARY B II incident.  Alternative 
proposal is for the Coast Guard and NOAA to integrate weather products and publish to 
the mariner via current available NOAA methods (e.g., PORTS) via automated AIS 
transmission and web portal for public viewing.   

Administrative Recommendation 11:  Recommend that the Commandant of the Coast Guard 
have the Coast Guard Navigation Center (NAVCEN) examine and close the NAIS coverage gap 
that exists in the Yaquina Bay Bar, Oregon area to ensure the effectiveness of Coast Guard 
operations as well as national security requirements. 

Action: I do not concur with this recommendation. The NAIS coverage in the area is not 
a contributor to this incident. The MARY B II was only 42 feet in length and did not have 
an AIS requirement to transmit.   

 

 
 

W. R. ARGUIN 
Rear Admiral, U.S. Coast Guard 

Assistant Commandant for Prevention Policy 
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Coast Guard Thirteenth District 

915 Second Ave., Suite 3506 
Seattle, WA 98174-1067 
Staff Symbol: (dpi)  
Phone:  (206) 220-7217 
Fax: (206) 220-7225 

16732 
October 1, 2019 

COMMERCIAL FISHING VESSEL MARY B II (O.N. 274604) 
SINKING AND LOSS OF THE VESSEL  

WITH MULTIPLE LOSS OF LIFE 
AT THE YAQUINA BAY BAR ENTRANCE, NEWPORT, OREGON 

 ON JANUARY 8, 2019 

EXECUTIVE SUMMARY 

In the early hours of January 8, 2019, the U.S. flagged Fishing Vessel (F/V) MARY B II 
(O.N. 274604) departed the Yaquina Bay harbor, near Newport, OR, with three 
crewmembers aboard to engage in crab harvesting. The vessel had a permit to fish for 
Dungeness crabs. Due to commercial pressure, certain times in this nine month season mimic 
“derby”1 style crabbing. The Yaquina Bay Bar is a Regulated Navigation Area (RNA) due to 
its hazardous bar conditions.2  

That day, there were a number of commercial vessels engaged in offshore crabbing. In 
anticipation of deteriorating weather conditions and gale warnings, local mariners began to 
cross the bar and return to port. The National Weather Service (NWS) and the local Yaquina
Bay Coast Guard Station were advising mariners of approaching severe weather including
gale warnings forecast for the outer waters beginning in the afternoon. At 4:45 p.m., the
Coast Guard implemented restrictions preventing all recreational and uninspected
commercial passenger vessels to cross the bar. In other words, these vessels could travel no
further seaward than Yaquina Bay Channel Lighted Buoy 7, well inside the harbor. 

After local fishing vessels crossed the bar, it was determined that the MARY B II was still 
offshore several miles south of the Bar. The Coast Guard initially had difficulty contacting 
the MARY B II, an issue compounded by the renaming of the vessel and a change in 
ownership late in 2018. At approximately 9 p.m., the Coast Guard was in communication 
with the MARY B II as the vessel was making way towards the Yaquina Bay Bar entrance. 
Noting the high risk associated with deteriorating bar conditions, Coast Guard vessels got 
underway and made preparations to escort the MARY B II across the bar. 

1 “Derby” or “Olympic” style fishing is described as a derby-style race for fish system where vessels compete 
directly with each other to maximize catch and revenues within the limitations of the guideline and fleet-wide 
harvest level. See Section 5.7 for a fuller explanation as it pertains to the Oregon Dungeness Crab fishery. 
2 A regulated navigation area (RNA) is defined in 33 CFR § 165.10. A RNA is a water area within a defined 
boundary for which regulations for vessels navigating within the area have been established under this part. 33 CFR 
§ 165.1325 (a) (10) covers the section of the waterway where the accident took place.
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Shortly before 10 p.m., the MARY B II began its approach to the Yaquina Bay Bar. The 
vessel was escorted by two Coast Guard boats, the VICTORY following astern and the motor 
life boat (MLB) 47266 identifying the center of the channel with a blue flashing light. The 
waterway at the bar was methodically illuminated by rocket propelled illumination flares 
(MK-127s) launched from the escort vessels. During the inbound transit, seas were building 
and breaking at heights up to 14-16 feet. At 10:04 p.m., the MARY B II slowed to 
approximately 2-4 knots and began to move off the center of the channel towards the 
dangerous seaward end of the North Jetty. Approximately two minutes later, the CG escorts 
observed a series of larger waves interact with the MARY B II near the North Jetty and as a 
result, the MARY B II capsized and sank. Search and Rescue efforts were immediately 
initiated, including the dispatch of a CG helicopter and local fire department assets. All three 
of the crew perished in the sinking and the vessel was a total loss. 
 
This investigation determined that the initiating event occurred when the operator of the 
MARY B II began an uncorrected movement off the center of the channel towards the 
extreme dangers associated with the seaward end of the North Jetty. Subsequent events 
include failing to correct course back towards the safer portion of the channel,3 the vessel 
being struck by a series of larger waves, the vessel’s capsizing and subsequent sinking. 
 
The primary causal factors that directly contributed to the casualty are: 1) the vessel 
operator’s lack of experience of with the extreme winter conditions of the Yaquina Bay Bar; 
2) vessel operator’s impairment caused by methamphetamine, alcohol and fatigue; and, 3) the 
commercial pressures created by the harvesting of Dungeness crab in the Pacific Northwest. 
 
Other causal factors include: 1) the lack of a drug and alcohol regulatory policy for the 
commercial fishing industry; 2) the lack of a skill assessment and credentialing or licensing 
of mariners operating Commercial Fishing Vessels (CFVs) under 200 GT; 3) the RNAs for 
Hazardous Bars permit commercial vessels, such as the MARY B II, to cross the dangerous 
bars even in conditions that are close to the operating limits of specially trained Coast Guard 
crews equipped with vessels built specifically for the extreme surf conditions found on these 
waterways; 4) the “Bar Crossing Plans” requirement contained in the RNA regulations is 
vague and inadequate in identifying a practical plan to ensure the safety of crews crossing a 
dangerous and breaking bar, and 5) the configuration and maintenance of aids to navigation 
(ATON) for Yaquina Bay. 
 
Also contributing to the casualty was the managing owner’s lack of knowledge of a vessel 
owner’s responsibilities. Specifically, the MARY B II’s managing owner: 1) failed to ensure 
a drug and alcohol free working environment, despite knowing the vessel’s operator used 
cannabis; 2) was unaware of the specific dangers associated with of the vessel’s operating 
area with respect to breaking bar conditions; and; 3) failed to select a prudent vessel operator 
with the appropriate level of experience in transiting dangerous bars.   
 
 

 

                                                           
3 Failure to return close to the center of the channel limited the vessel’s ability to maneuver in the breaking surf and 
prevented potential water rescue of the crew. 
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3. Deceased, Missing, and/or Injured Persons  

 
Name (First, MI, Last) Sex Relationship to 

Vessel 
Age Status 

Stephen J. Biernacki Male  Operator 50 Deceased 
James E. Lacey Male Deckhand 57 Deceased 
Joshua J. Porter Male Deckhand 50 Deceased 

 

4. Findings of Fact 

4.1. The Incident: 

4.1.1. On or about January 8, 2019, between 4:00 a.m. and 6:00 a.m., Mr. Biernacki ordered 
bait and Mr. Lacey and Mr. Porter picked up bait from the Seawater Seafood South Beach 
location. Mr. Biernacki purchased 10 boxes of sardines to be loaded onto a vehicle and then 
transported them to the MARY B II.  

4.1.2. While at the Seawater Seafood facility, Mr. Biernacki was observed by three facility 
employees who described his physical behavior as seemingly unusual. Witnesses observed 
Mr. Biernacki talking excessively quickly, cursing, and demonstrating an overall aggressive 
behavior. During the same interaction, facility employees asked the operator why he was 
going out when every other vessel was headed back to port due to forecasted inclement 
weather for that day and evening. Mr. Biernacki responded that he was “going to show these 

Vessel Name: MARY B II (ex BESS CHET) 
Official Number: 274604 
Flag:  United States 
Vessel Class/Type/Sub-Type: Commercial Fishing Vessel, Displacement 

Hull, Near Coast Fishery 
Build Year: 1957 
Gross Tonnage: 23 
Length: 41 ft 7 in / 41.6 ft 
Beam/Width: 13.4 ft 
Draft/Depth: 7.1 ft 
Hull Construction:  Wood plank, fiberglass over wood 

topsides 
Main/Primary Propulsion (Configuration/System 
Type, Ahead Horse Power): 

Diesel Engine, Detroit Diesel, 4-71, 1974, 
approximately 160 HP 

Owner/Managing Owner: F/V MARY B II LLC,  
Operator: Stephen J. Biernacki 
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Figure 2. Chartlet showing the MARY B II’s positions on January 8, 2019 based on Vessel Monitoring System (VMS) data. (Source – Created 
from VMS data provided by vessel owner) 

4.1.9. At approximately 3:00 p.m., Coast Guard Station Yaquina Bay was monitoring the 
weather and number of fishing vessels waiting to cross the bar in order to return to port. Due 
to the inclement weather, personnel from the duty section were assessing fishing vessel 
traffic, evaluating the need for escorts, and standing by to assist vessels in crossing the bar. 
Specifically, personnel staffed three positions: a communications watchstander inside the 
Station’s communication center; a tower watchstander located in the lookout tower; and, a 
mobile watchstander monitoring the bar from the hill on the north side of the jetty referred to 
as Mobile 1. In addition, Station Yaquina Bay had small boats on standby, including a 52 
foot Special Purpose Craft – Heavy Weather (SPC-HWX) VICTORY and a 47 foot motor 
life boat (MLB 47266) which would participate in the bar escort and later, in the rescue 
attempts. 

4.1.10. At approximately 4:45 p.m., the crew of Station Yaquina Bay conducted a last light 
bar observation and noted seas of 4 to 6 foot ebb chop at the jetty tips, 4 to 6 foot long ocean 
swells in the main channel, and winds were East at 10 to 15 knots. Based on these observed 
conditions, the Commanding Officer of Station Yaquina Bay restricted all recreational and 
uninspected passenger vessel traffic from crossing the bar. The Yaquina Bay Bar Report was 
disseminated over radio. Commercial fishing vessels like the MARY B II were not restricted 
from crossing the bar.  

4.1.11. On January 8, 2019, sunset occurred at 4:54 p.m. and last light was at 5:26 p.m.. The 
moon phase for January 8, 2019 was a waxing crescent, following the new moon phase the 
previous night. Only about 6% of the moon was visible. 
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4.1.12. On January 8, 2019, both the VICTORY and the MLB 47266 were reported to be 
fully mission capable. 

4.1.13. Over the next several hours, the F/Vs LISA MELINDA, MISS SARAH, and STAR 
SHADOW crossed the bar without escort and without incident. Per testimony, the operator of 
the LISA MELINDA reported that the last light bar report, which was being broadcasted, 
was inaccurate and the sea conditions were worse. As a result, Station Yaquina Bay sent the 
MLB 47266 to get an updated on scene assessment of the sea and weather conditions. 

4.1.14. At approximately 7:19 p.m., Station Yaquina Bay Tower, Mobile 1, the VICTORY 
and the MLB 47266 were all in communication via radio with the F/V LAST STRAW which 
was still offshore. The operator of the LAST STRAW stated that they strongly desired to 
return to port. While the LAST STRAW did not explicitly request an escort from the Coast 
Guard, the operator did ask several questions regarding the sea state and wave series timing. 
As a result of this uncertainty, the Coast Guard made the decision to escort the LAST 
STRAW across the Yaquina Bay Bar and through the jetties. 

4.1.15. While the Coast Guard was establishing communications with the LAST STRAW, 
they attempted to hail the vessel that was actively making its inbound approach to cross the 
bar. The vessel did not respond back, but the operator of the LAST STRAW indicated that it 
was the STAR SHADOW. At approximately 7:27 p.m., the STAR SHADOW successfully 
crossed the Yaquina Bay Bar and transited inside the jetties to Yaquina Bay Harbor. 

4.1.16. The LAST STRAW waited for several minutes to assess the weather and sea 
conditions before attempting to cross the bar. At approximately 7:27 p.m., after discussion 
between the Coast Guard boats and the LAST STRAW, the LAST STRAW determined it 
would stay out until the Coast Guard “got a good read” on the bar conditions. Over the next 
several minutes, the VICTORY, the MLB 47266, Mobile 1 and the tower watchstander 
worked together to illuminate the bar with MK-127 illumination flares and time the series to 
identify the best time to facilitate the LAST STRAW’s crossing. 

4.1.17. During this time, conditions were observed to be “14 foot breaks on the series, steep 
ebb chop throughout the main channel”… “not a lot of vis.” These conditions were conveyed 
to the LAST STRAW at approximately 7:31 p.m. and acknowledged by the operator of the 
LAST STRAW. 

4.1.18. At approximately 7:32 p.m., LAST STRAW stated “I desperately want to get 
in…it’s building fast out there, that’s why I’m motivated to get in.” 

4.1.19. At approximately 7:33 p.m., the VICTORY, located in the vicinity of South Jetty 
Light 4, began an outbound transit heading outside the jetty tips towards the LAST STRAW. 

4.1.20. At approximately 7:39 to 7:41 p.m., the VICTORY and LAST STRAW engaged in a 
series of transmissions. The VICTORY stated that as the escort progressed and the LAST 
STRAW was in the vicinity of Lighted Entrance Buoy 3’s charted position, that Coast Guard 
boats would illuminate the area by activating the MK-127 illumination flares. VICTORY 
explained that the MLB 47266 would be located on the bar on the north side with the 
flashing blue light turned on. The VICTORY indicated that they would stay several hundreds 
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of yards off of the LAST STRAW’s stern to “break up anything that’s coming up behind” his 
vessel. 

4.1.21. At approximately 7:45 p.m., MLB 47266 called out to LAST STRAW to convey bar 
conditions the crew was observing: “two different series, uh, the larger series coming through 
at about every eight minutes, and the middle of that will be a little smaller series. It’s about 
12 foot at the tips, its [sic] not breaking, just real, real steep.”7 Then the VICTORY called out 
to LAST STRAW and indicated that they were in the start of the lull and it looked “like we 
got a good window.” LAST STRAW acknowledged these transmissions. 

4.1.22. At approximately 7:53 p.m., the LAST STRAW safely crossed the Yaquina Bay Bar 
and passed through the jetties to the protected waters inside the jetties. 

4.1.23. By approximately 7:56 p.m., the LAST STRAW continued transiting into Yaquina 
Bay. The operator was still in communication with Coast Guard vessels. The operator of the 
LAST STRAW commented that it “got a little broachy there for me. I need about twice as 
big a rudder” and “It’s kinda alarming. I got turned pretty good there didn’t I?”8 During the 
LAST STRAW’s crossing, the vessel’s operator relied on his deckhand to assist with radio 
communications during the escort. The vessel continuously communicated with the Coast 
Guard during the escort. 

4.1.24. During the entire escort evolution of the LAST STRAW, there were continuous 
active radio communications both internally between Coast Guard boats and externally 
between Coast Guard boats and the LAST STRAW. Prior to and during the escort of the 
LAST STRAW, Coast Guard crews used numerous MK-127 flares to illuminate the area and 
develop a sense of the bar conditions and sea state. 

4.1.25. At approximately 7:53 p.m., the MLB 47266 experienced a reduction gear 
temperature alarm and reported it to the Station Communications watchstander and to the 
VICTORY on Channel 121. The MLB 47266’s coxswain indicated that they would 
maneuver inside the jetties to provide the engineer with a less choppy environment to enter 
the engine space, check on the alarm and determine the engineering plant’s status. Over the 
next six minutes, the MLB 47266 and the VICTORY exchanged several transmissions on the 
status of the MLB 47266’s engineering plant. The MLB 47266 indicated both engines were 
still online and operational. By 7:56 p.m., the MLB 47266 indicated that “they were all good 
now” and that the issue was a maintenance reminder.9 

4.1.26. Throughout the escort evolution for LAST STRAW, Coast Guard vessels and 
watchstanders were aware of reports that one other vessel was still underway and located 
south of the Yaquina Bay entrance. At approximately 7:26 p.m., Coast Guard boats asked the 

                                                           
7 CG Exhibit 008, Communications log provided as a transcript of radio communications. Any misspellings or typos 
are represented with a “[sic]”show that the word is quoted exactly as it stands in the original. 
8 CG Exhibit 008. 
9 The reduction gear alarm was for a missing temperature sensor and the MLB 47266 could not silence the alarm 
from the bridge of the MLB 47266. As a result, the boat engineer had to go below to verify proper operation of the 
equipment and silence the alarm. The boat engineer conducted a round of the space and at approximately 7:59 p.m., 
confirmed the round was satisfactory. It was reported that both CG boats were fully mission capable without 
waivers.  
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operator of the LAST STRAW if he knew which vessel was to the south. The operator of the 
LAST STRAW replied that he did not know which vessel it was. The tower watchstander 
attempted to call out to the vessel over marine radio with negative results. At approximately 
7:33 p.m., the tower watchstander once again confirmed that he could only see one other 
vessel aside from the LAST STRAW operating to the south of the Bar and confirmed that he 
was unable to establish communications. At approximately 7:33 p.m., LAST STRAW 
confirmed that they, too, could see the unnamed vessel to the south/southwest because he 
could see the vessel’s halogen lights appear and disappear. At approximately 7:38 p.m., 7:39 
p.m., and 7:41 p.m., the Station communications watchstander made additional attempts to 
establish communications with the vessel operating approximately five miles southwest of 
Yaquina Bay on marine radio Channels 16, 22, and 73. 

4.1.27. At approximately 7:56 p.m., the VICTORY communicated with the other Coast 
Guard entities regarding the unidentified fishing vessel still operating offshore. Mobile 1 
reported that multiple attempts to contact the unidentified vessel had been made with 
negative results and that there was no Automatic Identification System (AIS) position for the 
vessel with amplifying information. The VICTORY directed watchstanders to contact Sector 
North Bend to see if they could assist in identifying the vessel. 

4.1.28. At approximately 7:58 p.m., the VICTORY and MLB 47266 exchange radio 
transmission and discuss returning to station to moor the vessels and rest the crew. At this 
time, the MLB 47266 states that they have only two MK-127 flares remaining onboard and in 
the event additional escorts are necessary this evening, they will need to replenish. The 
VICTORY told the MLB 47266 to wait to return to station until further attempts to establish 
the identity of the final vessel offshore can be made.  

4.1.29. At approximately 7:59 p.m., Mobile 1 began hailing the F/V BESS CHET over 
Channel 16. On working Channel 121, Mobile 1 told The VICTORY and the MLB 47266 
that Sector North Bend indicated that they believed the vessel was the BESS CHET based on 
the vessel’s last “AIS time stamp” from an hour prior.10 

4.1.30. At approximately 8:00 p.m., the operator of the LAST STRAW called out to the 
Coast Guard and advised the tower watchstander to try and call the BESS CHET over 
Channel 73. The Coast Guard acknowledged LAST STRAW’s transmission and continued to 
hail the BESS CHET over Channel 16 at approximately 8:01, 8:02, and 8:04 p.m. with no 
response. 

4.1.31. Between 8:00 p.m. and 8:21 p.m., Coast Guard vessels communicated internally 
over Channel 121 regarding the vessel they believed was the BESS CHET. The tower 
watchstander indicated there were no records of the BESS CHET leaving or entering the 
Yaquina Bay Bar in their log after April 2018. The VICTORY directed Mobile 1 to call 
Station Coos Bay to find out if the BESS CHET was noted in their log in an effort to identify 
where this vessel came from and what their plan may be. There were discussions about 

                                                           
10 This information was found based on the MARY B II’s NOAA VMS data which was transmitting data under the 
previous vessel’s name, BESS CHET.  



9  

reaching out to the Port Docks in Newport to review their logs to see if they could confirm if 
BESS CHET operated out of Newport, OR. 

4.1.32. At approximately 8:05 p.m., the operator of the LAST STRAW heard the Coast 
Guard's failed attempts to reach the operator of the BESS CHET and stated that the operator 
of the vessel is "an East Coast feller. Been around for a year. Bought a boat. He hasn't got 
much experience here. Hardly any” and confirmed that the vessel operated out of Newport, 
OR. 

4.1.33. Approximately 20 minutes later, the MLB 47266 and the VICTORY moored at 
Station Yaquina Bay. 

4.1.34. Over the course of the next 45 minutes, Mobile 1 unit and the Tower watchstander 
continued to monitor the offshore vessel and noted that, from the movement of the halogen 
lights, the vessel seemed to be picking up crab pots. The Station Yaquina Bay Officer of the 
Day (OOD), a Coast Guard Petty Officer, worked to determine the identity of the 
unidentified vessel operating in the vicinity of Seal Rock, south of the Yaquina Bay Bar. 
After contacting the BESS CHET’s previous owner by telephone, the Petty Officer 
discovered that the BESS CHET had been sold to a different operator. The OOD obtained the 
contact information for the new operator, Mr. Biernacki, and reached him via cellular 
telephone to tell him that the Coast Guard had been trying to hail him on the radio to 
establish radio communications and determine his intentions. 

4.1.35. At approximately 8:54 p.m., a watchstander at Station Yaquina Bay broadcast a 
“securité”11 transmission over Channel 22 relaying the conditions at the Yaquina Bay Bar. 
The conditions were detailed to be 12-14 foot swells with occasional 18-foot swells and 
breaks at the main channel and at the jetty tips. Visibility was noted to be 6 miles with winds 
being ENE at 13 knots. The bar was restricted indicating that all recreational and uninspected 
passenger vessels could not cross the bar because of unsafe conditions. The transmission 
continued that a small craft advisory, for winds and hazardous seas, was in effect through 
Wednesday morning and a gale warning was in effect from Wednesday morning to 
Wednesday evening. 

4.1.36. Coast Guard resources continued to hail the BESS CHET over Channel 16 at 
approximately 9:03 p.m., 9:04 p.m., and 9:05 p.m. with no response. 

4.1.37. At approximately 9:06 p.m., the operator of the MARY B II contacted the Coast 
Guard on Channel 22 and stated that a Coast Guard Petty Officer had contacted him on the 
phone to ensure he established radio communications with Station Yaquina Bay in 
preparation to cross the bar. The operator added that he was about an "hour and 15 minutes 
away” from the bar. The Coast Guard watchstander acknowledged MARY B II’s 
transmission.12 

                                                           
11 A “securité” broadcast is a radio broadcast that contains important navigational safety information. 
12 The radio transmissions indicate that at this point that Station Yaquina Bay was still trying to determine the BESS 
CHET (aka MARY B II) was offshore because there is an additional call out at approximately 9:08 p.m. to the 
BESS CHET with no response. 
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4.1.38. At approximately 9:11 p.m., the tower watchstander hailed the MARY B II on 
Channel 22 to confirm the MARY B II’s location in order to verify that the MARY B II was 
the vessel coming from the southwest and heading towards the Yaquina Bay Bar entrance. 
The operator, Mr. Biernacki, confirmed the vessel’s position as being “5.4 miles from the 
inlet.” 

4.1.39. At approximately 9:12 p.m., the watchstander acknowledged Mr. Biernacki’s 
previous transmission and asked to know about number of persons on board and the speed 
the vessel was making. Mr. Biernacki responded that the vessel was making about 6 to 6.5 
knots and had three persons on board. The watchstander acknowledged this transmission and 
asked the MARY B II to monitor Channel 22. 

4.1.40. Though the MARY B II’s operator did not request an escort, given the surf 
conditions, the Commanding Officer of the CG Station and experienced duty personnel met 
and assessed the local familiarity of the operator of the MARY B II as well as the weather 
forecast. In accordance with Coast Guard policy, a risk assessment was conducted. This risk 
assessment included the viewpoints and concerns of all the personnel that would be engaged 
in the upcoming escort of the MARY B II. At approximately 9:21 p.m., the MLB 47266 got 
underway. The crew relayed an evolution risk assessment score of medium. 

4.1.41. At approximately 9:23 p.m., Mobile 1 reported that the MARY B II appeared to be 
about 2 miles south of the bar. At approximately 9:26 p.m., Mobile 1 reached out to MARY 
B II on Channel 22 and relayed that Coast Guard motor lifeboats were heading out to assess 
the bar conditions for the MARY B II’s bar crossing. The operator of the MARY B II 
acknowledged Mobile 1’s radio transmission and stated the vessel was approximately “3.5 
miles south of the inlet.” The operator repeatedly called the entrance to Yaquina Bay Bar an 
“inlet”. Mobile 1 asked the MARY B II regarding her maximum speed to which the operator 
responded 7 knots. Mobile 1 acknowledged the vessel’s maximum speed and indicated the 
Coast Guard would stand by on Channel 22 and that several Coast Guard vessels would be 
out on the bar to provide some illumination. MARY B II’s operator acknowledged the 
transmission stating, “Yeah, I got you good skipper” and “roger, roger.” 

4.1.42. At approximately 9:25 p.m., deckhand Joshua Porter texted his wife from the 
MARY B II expressing frustration with the fact that they were still underway so late, given 
that the operator had stated that they would be in before dark. He stated that he thought the 
operator was "not to [sic] bright." He expressed concerns about the weather stating that "now 
it's really big." Mr. Porter added that he thought the rest of the crew was angry with him after 
he pointed out that there was a reason nobody else was out there at the time, referencing the 
inclement weather which had been forecasted. 
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Figure 3. Screen shots of Mrs.  last text conversation with the crewmember, Mr. Porter on board the MARY B II, as the vessel was 
transiting back from the fishing grounds to the Yaquina Bay Bar on the evening of January 8, 2019.  (Source – CG Exhibit 024) 

4.1.43. The VICTORY got underway from Station Yaquina Bay for the purpose of escorting 
the MARY B II across the Yaquina Bay Bar. The MLB 47266 was in the center of the 
channel shoreward of Yaquina Bay South Jetty Light 4 relaying bar conditions, timing the 
series of waves, and marking the center of the navigation channel. The MLB 47266 relayed 
observed conditions as 10-12 feet but no breaks. Both vessels, Tower and Mobile 1 began 
working on timing the wave series. Coast Guard vessels observed an eight to nine minute 
lull. The MLB 47266 then began lighting MK-127 illumination flares to assist with observing 
conditions on the bar while the VICTORY pushed out past the jetty tips to better judge 
conditions the MARY B II would experience on the approach to Yaquina Bay.  

4.1.44. At approximately 9:31 p.m., the Coast Guard called out to the MARY B II over 
Channel 22 to confirm the number of persons on board, to which the operator responded he 
had three persons. Mobile 1 acknowledged the number of persons on board and asked the 
operator about lifejacket availability and whether they had a bar crossing plan. The MARY B 
II’s operator responded that they had lifejackets available and that all were “certified safety 
drill instructors.” 

4.1.45. There were no further communications to discuss the details of the MARY B II’s 
plan to cross the bar. 

4.1.46. At approximately 9:42 p.m., Mobile 1 notified MARY B II that the Coast Guard had 
a pair of vessels in the vicinity of the Yaquina Bay Bar, that they were timing the wave 
series, and that they were utilizing illumination flares to light up the area. The watchstander 
added that a Coast Guard unit would establish communications with MARY B II over 
Channel 22. Mr. Biernacki acknowledged this information and stated that he saw the flares 
being used to light up the bar. 
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4.1.47. At approximately 9:46 p.m., the VICTORY began providing information to MARY B 
II from its position in the vicinity of the charted location of the Yaquina Bay Entrance 
Lighted Buoy 3. The VICTORY notified the operator of the timing and location of waves 
breaking across the bar. The VICTORY added that they would stay off of MARY B II’s stern 
during her transit across the bar, but would stay out of her way if the operator needed to 
abort, turn, or back up. The VICTORY reminded the operator of MARY B II that “safe 
navigation and operation of your vessel is your responsibility. And just because we’re out 
here does not mean you need to cross.” Mr. Biernacki acknowledged this radio transmission 
and stated that they would “check out a couple…of sets here before we cross.” No other 
information was communicated to the Coast Guard about the condition of the vessel. 

4.1.48. At approximately 9:47 p.m., the VICTORY advised the operator of the MARY B II 
that the center of the channel was the best way to go and the VICTORY highlighted the 
presence of the MLB 47266, who had the flashing blue lights energized and indicated that 
they were marking the center of the channel. The VICTORY added that both Coast Guard 
vessels would stay out of the MARY B II’s way as the vessel transited in and crossed the bar. 
Mr. Biernacki acknowledged this radio transmission at approximately 9:48 p.m. with a 
response of “roger, roger Coast Guard. Got you good.” 

4.1.49. At approximately 9:50 p.m., the tower watchstander informed the VICTORY about 
the timing of the waves, coming as a smaller set with a larger set thereafter. At the time, the 
watchstander reported that the series appeared to be nine minutes in length with the lull 
period being four minutes long. 

4.1.50. At approximately 9:51 p.m., Station Yaquina Bay watchstander asked the MLB 
47266 for updated operations and position information. The MLB 47266 responded that they 
were in the vicinity of South Jetty Light 4 and standing by for MARY B II to make the 
inbound run. 

4.1.51. At approximately 9:52 p.m., the VICTORY let the MARY B II know that they were 
going to stand by north of Entrance Lighted Gong Buoy 1. The VICTORY stated that once 
they saw the MARY B II start the inbound transit, the VICTORY would fall in behind her. 
The operator of the MARY B II acknowledged the radio transmission and stated that 
personnel on board the MARY B II would don their lifejackets. 

4.1.52. The three persons on board the MARY B II donned automatically inflatable Type V 
lifejackets. 

4.1.53. Between 9:52 and 9:57 p.m., there were internal Coast Guard communications 
between the MLB 47266, the VICTORY, and the tower watchstander discussing the timing 
of the series of waves. At approximately 9:57 p.m., the MLB 47266 relayed to the 
VICTORY that the bigger series of waves had passed and it would be a good time to begin 
an inbound run. 

4.1.54. At approximately 9:57 p.m., the VICTORY indicated to MARY B II that it appeared 
that the MARY B II was beginning to make her approach to the Yaquina Bay channel and 
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reiterated that VICTORY would be “sticking off” her stern. Mr. Biernacki acknowledged this 
radio transmission, saying “Yeah. Roger, roger.” 

 
Figure 4. Time approximately 9:57 p.m., slide from Critical Communications presentation used in the public hearing. (Source – Oregon State 
University/Coast Guard, CG Exhibit 038) 

(HYPERLINK # 1) 

4.1.55. At approximately 9:58 p.m., the VICTORY had internal communications with the 
MLB 47266 and stated that they were transiting in behind the MARY B II. The VICTORY 
stated that the transit speed of the MARY B II was “slow though.” The MLB 47266 asked to 
be notified when the MARY B II and the escorting VICTORY were past the charted location 
of Entrance Lighted Buoy 3 in order to light up a flare to illuminate the bar. 

4.1.56. At approximately 9:58 p.m., the VICTORY directed the MLB 47266 to start putting 
up more illumination flares. The VICTORY also stated that the MARY B II was “not riding 
good in the water,” appeared to be “not a very stable boat” and it had an outrigger partially 
out.13  In the same transmission, the VICTORY reported that the MK-127 illumination flare 
they attempted to fire was “a dud” and failed. 

                                                           
13 Eye witness accounts indicate that the port outrigger was partially deployed though it was unclear at what angle 
the outrigger was deployed or if there were any rigging lines trailing behind in the water near the stern of the MARY 
B II. 
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Figure 5. Screen capture from Oregon State Police closed circuit TV camera showing the illumination provided by a MK-127 parachute flare that 
was launched from the Coast Guard boats during the escort. (Source – Oregon State Police video, screen capture with labels from CG Exhibit 
031) 

4.1.57. At approximately 9:59 p.m., the MLB 47266 called out to the MARY B II on 
Channel 22. The MLB 47266 told the MARY B II’s operator that they were located in the 
center of the channel. The MLB 47266 indicated that once the MARY B II got inside the 
jetty tips, the MLB 47266 would move to the north side of the channel. The MLB 47266 also 
passed that the conditions inside the jetty tips were such that when the bigger series of waves 
broke, it was breaking on the south side at South Jetty Light 4. In other words, the breaking 
waves were coming well into the channel and reaching the south side of the jetty to a position 
near South Jetty Light 4. The MLB 47266 advised that once the MARY B II got inside the 
jetty tips the operator may want to steer his vessel a little north inside the channel in order to 
most quickly get to safer water. 

4.1.58. At approximately 10:00 p.m., the operator of the MARY B II acknowledged the 
MLB 47266’s transmission by stating that he saw their blue light and added, “I’m working 
my way to the North side here now.” 



15  

 
Figure 6. Time 10:00 p.m., slide from Critical Communications presentation used in the public hearing. (Source – Oregon State University/Coast 
Guard, CG Exhibit 038) 

4.1.59. The MLB 47266 immediately responded and advised the MARY B II’s operator not 
to come north too soon. The MLB 47266 gave additional information on the observed 
conditions stating the waves were starting to break on the north side off the dumping grounds 
and that there was also a wraparound break on the north side of the channel.  

4.1.60. The operator of the MARY B II acknowledged the MLB 47266’s message stating 
“Yeah I got you guys, alright. Lemme pay attention here, cause so many vessels here now I 
got AIS going off on my Plotter here. Clogging it up.” 
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Figure 7. Subsequent 10:00 p.m. slide from Critical Communications presentation used in the public hearing. (Source – Oregon State 
University/Coast Guard, CG Exhibit 038) 

4.1.61. At that time and in close proximity to the scene, the VICTORY, the MLB 47266, 
South Jetty Light 4, and Entrance Buoy “Y” were AIS equipped and transmitting. 

 
Figure 8. Positions of the vessels involved at 10:00 p.m. derived from the Oregon State University (OSU) marine radar located at Yaquina Bay. 
(Source – Coast Guard, CG Exhibit 071) 
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4.1.62. At approximately 10:01 p.m., Sector North Bend made a “securité” broadcast for 
Oregon Coast bar restrictions for approximately 30 seconds on Channel 22. 

4.1.63. Between approximately 10:02 and 10:03 p.m., the MLB 47266 and the VICTORY 
engaged in a series of internal communications on Channel 121. At this time, the MLB 
47266 tells the VICTORY that it appeared they were in the best part of the lull. The 
VICTORY reported that the MARY B II seemed to be going about as fast as it could, but that 
it was travelling “very slow” at about 2 knots. The VICTORY indicated the VICTORY and 
MARY B II’s approximate location as about “10 yards inside” Entrance Lighted Buoy 3 and 
that they were not making good speed. 

4.1.64. The VICTORY had to back down at one point to maintain a safe distance off the stern 
of the MARY B II. The Coast Guard did not inquire as to the reason for the MARY B II's 
slow speed. The operator of the MARY B II did not provide the Coast Guard with a reason 
for the slow speed.  

 
Figure 9. Time 10:03 p.m., slide from Critical Communications presentation used in the public hearing. (Source – Oregon State University/Coast 
Guard, CG Exhibit 038) 

(HYPERLINKS # 2 and # 3) 

4.1.65. At approximately 10:04 p.m., the VICTORY called the MARY B II on Channel 22 
and passed “16 footer building up behind you captain.”14 Shortly after this transmission, the 
MLB 47266 communicated over Channel 121 that the MLB 47266 had only one illumination 
flare left. The VICTORY acknowledged this transmission and directed the MLB 47266 to 

                                                           
14 CG Exhibit 008. 
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retain this MK-127 illumination flare until the last minute when the vessels would be trying 
to cross the bar. The MLB 47266 acknowledged this instruction. 

 
Figure 10. Time 10:04 p.m. slide, from Critical Communications presentation used in the public hearing. (Source – Oregon State 
University/Coast Guard, CG Exhibit 038) 

4.1.66. At approximately 10:04:30 p.m., the MARY B II began to drift off the centerline of 
the Yaquina Bay Bar navigation channel and continued this movement towards the seaward 
end of the North Jetty tip. 

 

Figure 11. Slide displaying critical times along a radar track created from the OSU marine radar located in Yaquina Bay. An arrow has been placed 
to indicate distance from the 10:04:30 p.m. position of the MARY B II to the jetty end. (Source – Oregon State University/Coast Guard, CG Exhibit 
038) 

(HYPERLINK # 4)  
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4.1.67. At approximately 10:05 p.m., the MLB 47266 hailed the VICTORY over Channel 
121 and advised that it appeared to be the end of the lull period. The MLB 47266 added that 
the smaller series would be coming in, that would last three to five minutes, and that the 
bigger series would be right after that. The MLB 47266 suggested to the VICTORY that if 
the MARY B II wasn’t going to speed up and make it to the jetty tips, they should consider 
going bow in to the seas. 

4.1.68. At approximately 10:05 p.m., the VICTORY called out to the MARY B II on 
Channel 22 and advised, “Mary B, This is the set right here. This is the set. Over.”  The 
operator of the MARY B II acknowledged the VICTORY’s transmission with the statement 
“Yeah roger, roger. I see it.” 

(HYPERLINK #5) 

 
Figure 12. Time 10:05 p.m. slide from Critical Communications presentation used in the public hearing. (Source – Oregon State University/Coast 
Guard, CG Exhibit 038) 

4.1.69. At approximately 10:06 p.m., the MLB 47266 followed up on Channel 22 that what 
they were experiencing the beginning of the smaller series of waves. It is unclear if the 
47266’s transmission was heard as VICTORY told MLB 47266 that there was “wind in the 
mic.” 
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Figure 13. Time 10:06 p.m. slide from Critical Communications presentation used in the public hearing. (Source – Oregon State 
University/Coast Guard, CG Exhibit 038) 

4.1.70. At approximately 10:06 p.m., the MLB 47266 called out to the MARY B II on 
Channel 22 and stated that they were “heading very, very far north right now. You might 
want to come south just a little bit” as the MARY B II continued to move towards the end of 
the North Jetty. MARY B II did not acknowledge the MLB 47266’s previous transmission. 
The MLB 47266 reached out again asking the MARY B II if they copied the last radio 
transmission and the MARY B II did not respond.  

4.1.71. At approximately 10:06 p.m., the VICTORY called out to MARY B II on Channel 
22 with a message of: “Hard, You are 3 boards North. Over. 3 boards north! Over. Come 
south! Come to Starboard! Come to Starboard! MARY B, come to Starboard!” 
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Figure 14. Time 10:06 p.m. slide from Critical Communications presentation used in the public hearing. (Source – Oregon State University/Coast 
Guard, CG Exhibit 038) 

4.1.72. The MARY B II was observed making a turn slightly to port then to starboard, 
appearing to turn to south or to come to a position to have the bow face the oncoming waves. 

4.1.73. At approximately 10:07 p.m., the MARY B II experienced a series of waves. The 
first set of waves impacted the MARY B II and went under the vessel. The MARY B II was 
observed by the Coast Guard boats on scene to turn about 90o and settled beam to 
(perpendicular to) the incoming waves. The second wave that impacted the vessel caused the 
MARY B II to turn its bow to (facing) the waves. 

4.1.74. The largest wave of the series impacted the MARY B II, striking the vessel’s bow. 
Based on witness observations, the wave size was estimated to be 18 feet. That caused the 
vessel to pitch-pole and capsize into the waters north of the Yaquina Bay North Jetty tip.15 

                                                           
15 BOSN  hearing testimony. 
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Figure 15. OSU marine radar product with notes showing the track of the MARY B II and the VICTORY moving from the start of the transit into 
Yaquina Bay Bar to the point of the loss of the MARY B II. Showing the series of large waves that impacted the MARY B II near the submerged 
end of the North Jetty Tip. (Source – Oregon State University/Coast Guard markup of still screen capture, CG Exhibit 034) 

4.1.75. Crewmembers Lacey and Porter were ejected from the vessel and entered the water. 
The water temperature was 50.2o F and air temperature was 47.7o F. 

4.1.76. At approximately 10:07:27 p.m., the MLB 47266 reported that the MARY B II had 
been overtaken by a wave and was on the north side of the jetty. The VICTORY called out to 
Sector North Bend and requested that Sector North Bend launch a helicopter to respond to 
possible people in the water off the Yaquina Bay Bar. 

4.1.77. The evolution of Coast Guard boats escorting other vessels is classified in the 
"Alert" phase of Search and Rescue (SAR) operations facilitating the rapid mobilization of 
additional SAR resources such as the helicopter. 
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Figure 16. OSU marine radar tracking of the VICTORY, MARY B II, and the MLB 47266 with radar target trails shown in color. Displaying the 
locations of the vessels involved on the accident night and with small dots marking the locations of vessels at 10:07:27 p.m., the estimated time of 
the sinking of the MARY B II. (Source – Coast Guard, CG Exhibit 071) 

(HYPERLINK # 6) 

 
4.1.78. Sector North Bend radioed back and requested confirmation that the MARY B II 
capsized. The VICTORY confirmed the capsizing and stated they lost visual on the vessel in 
the vicinity of the tip of the North Jetty. Sector North Bend acknowledged, stating they 
would refrain on issuing a UMIB16 as Coast Guard response resources were already in the 
vicinity but would be launching a Coast Guard helicopter from the Newport air facility.  

4.1.79. At approximately 10:08 p.m., the VICTORY reported that seas on scene were 
between 16 to 18 foot and directed Station to recall the Executive Petty Officer, the 
Engineering Petty Officer and the remainder of the crew to Station Yaquina Bay to conduct 
the search and rescue activities. 

4.1.80.  Mobile 1 started heading back to Station Yaquina Bay with the intention of 
gathering duty personnel to man a third boat crew and launching a third Coast Guard rescue 
vessel to assist in the search.  

4.1.81. Between approximately 10:09 and 10:10 p.m., the MLB 47266 observed two lights 
on the north side of the north jetty, one of which appeared to be flashing. At first, the tower 
watchstander was unable to see the lights because the top of the jetty was impeding the 
watchstander’s view. At approximately 10:10 p.m., the tower watchstander confirmed he 
could see one light. 

                                                           
16 UMIB, Urgent Marine Information Broadcast which would usually include a call for vessels in the area to 
participate in the response to the accident. 
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4.1.82. The VICTORY pushed out further offshore and to the north in an attempt to locate 
survivors. They sought to gain visibility of any flashing lights but were unable to see any.  

4.1.83. By approximately 10:11 p.m., the VICTORY indicated that they were coming 
inbound as they could not search the area to the north of the North Jetty and sea conditions 
were continuing to build. The VICTORY stated that they were staying on the south side to 
see if the current would push any persons or the MARY B II into the channel. The 
VICTORY indicated that it was a flood tide so the vessel or persons in the water should be 
pushed to shore. 

4.1.84. By approximately 10:14 p.m., the VICTORY and the MLB 47266 determined that 
beach crews should be sent to the beach north of the north jetty to aid in the search and 
rescue effort. The Station Yaquina Bay watchstander notified Newport Fire/Police Dispatch 
and reported that additional response assets would be responding to the scene. 

4.1.85. Based on the wreckage location and prevailing weather conditions, rescue crews 
determined that the most likely location where potential survivors might drift was along the 
beach or inside the jetties. 

4.1.86. Between approximately 9:56 p.m. and 10:15 p.m., Mrs.  arrived in the vicinity 
of the South Jetty to watch the MARY B II’s inbound transit. She texted Mr. Porter to relay 
her observation of Coast Guard personnel activating illumination flares. 

  
Figure 17.  Screen shots of Mrs.  last text conversation with Mr. Porter, a crewmember on board the MARY B II. (Source – CG Exhibit 
024) 

4.1.87. At approximately 10:16 p.m., a crewmember called out to the VICTORY from the 
MLB 47268. It was determined that instead of launching a third vessel, they would divert the 
third boat crew as a beach crew to assist with the SAR response. 

   C
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Figure 18. Approximate shore side Coast Guard asset locations. Post-accident, the MLB 47266 was patrolling the north side of the channel 
looking for debris or survivors. Eventually the VICTORY dropped the Commanding Officer off at the CG Station and he went to the beach to 
assist in the search for MARY B II’s crewmembers. The rescue helicopter, CG HELO 6527, was positioned at the Air Facility in Newport, OR 
and took off to the accident scene and conducted search and hoist operations (not shown). (Source – Coast Guard) 

4.1.88. At approximately 10:20 p.m., Sector North Bend advised Coast Guard boats and 
responders of the activation of the vessel’s Emergency Position Indicating Radio Beacon 
(EPIRB). 

4.1.89. The VICTORY and the MLB 47266 had a discussion about whether to have a boat 
head north in order to go around the reef area in proximity of the beach north of the North 
Jetty. The Commanding Officer decided against this due to the risks associated with sea 
conditions and because neither the MLB 47266 nor the VICTORY had sufficient 
illumination flares.  

4.1.90. At approximately 10:24 p.m., the VICTORY began pushing back out to Entrance 
Lighted Gong Buoy 1 in an attempt to get a better picture of the beach and experienced a 20-
foot break heading out. The VICTORY determined that they would need to turn around and 
cross the bar to the shelter of the harbor as the wave heights were observed to be near 20 feet.   

4.1.91. At approximately 10:24 p.m., Coast Guard vessels, the Newport Fire Department, 
and Coast Guard Beach crew personnel were on the beach north of the jetty actively engaged 
in searching for any survivors or debris of the MARY B II.  

4.1.92. At approximately 10:34 p.m., a Coast Guard helicopter (CG Helo 6527) from the 
Newport Air Facility was airborne and was enroute to the incident scene.  

4.1.93. At approximately 10:44 p.m., the CG Helo 6527 got a visual sighting on a life raft 
with a strobing light.  
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Figure 19. Screen capture from the CG Helo 6527 camera system showing the MARY B II’s cabin (circled in red) partially submerged while it 
was floating north of the North Jetty. (Source – Coast Guard) 

4.1.94. At the same time, information was passed that the beach party identified a possible 
survivor in the water. Newport Fire Department personnel, Coast Guard beach crews, the 
MLB 47266, and CG Helo 6527 worked to guide the rescue helicopter to the location of the 
potential survivor in the water near the beach. A rescue swimmer from the CG Helo 6527 
was lowered down and evaluated the situation. The rescue swimmer grasped the victim and, 
with the helicopter hovering, both swimmer and victim were moved horizontally to the 
responders on the beach. 

 
Figure 20. Screen capture from the CG Helo 6527 hoist video showing rescue swimmer in the water with crewmember James Lacey. The actual 
helicopter is in the bottom of the image with the aircrew member stabilizing the hoist wire with his outstretched arm. (Source – Coast Guard). 

4.1.95. The body of crewman James Lacey was moved to the location of the waiting 
responders. Mr. Lacey was wearing an inflated Personal Floatation Device (PFD). 
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4.2.2.2. The purchase agreement included gear and equipment including 250 38-inch 
Trilogy crab pots, a bait chopper, and a Trilogy crab insert designed to hold 8,000 pounds 
of crab catch, while keeping the catch fresh with circulating sea water. 

4.2.2.3. The purchase agreement also included an Oregon crab permit for 300 pots and 
an Oregon salmon troll permit. 

4.2.2.4. The BESS CHET was renamed the MARY B II under the ownership of F/V 
MARY B II LLC and was managed by  

4.2.2.5. Prior to its purchase and subsequent renaming, the BESS CHET was registered 
with NOAA’s Vessel Monitoring System (VMS).17  VMS is used to support law 
enforcement initiatives and to prevent violations of laws and regulations and is subject to 
strict confidentiality requirements. The Coast Guard has a data feed with NOAA VMS 
data and the information is used for law enforcement and SAR activities. VMS data is 
secured by the U.S. Coast Guard in accordance with U.S. Coast Guard regulations 
regarding the use and disclosure of law enforcement sensitive data. U.S. Coast Guard 
personnel are trained in the use of VMS and the handling and disclosure of data in 
accordance with U.S. Coast Guard regulations. After the vessel was purchased, this name 
or ownership was never updated to reflect the vessel’s new title as MARY B II or the 
new ownership. VMS was still collecting and displaying information on the MARY B 
II’s positions as the BESS CHET.18 

4.2.3. Mr. Biernacki never held a Coast Guard issued merchant mariner’s credential. There 
is no Coast Guard requirement for the operator of the MARY B II to hold a valid merchant 
mariner’s credential. 

4.2.3.1. Operators of CFVs under 200 GT are not required to hold a valid merchant 
mariner credentials. This requirement to hold a merchant mariner’s credential, would 
require testing for competence, a medical review, background check for suitability and a 
drug testing program before the issuance of that credential. 

4.2.4. On October 16, 2018, the managing owner of the MARY B II, member of the F/V 
MARY B II LLC, signed an application and engaged a third party broker to work with the 
Coast Guard to document the MARY B II. There were clerical errors which, combined with 
the lapse in government appropriations, delayed the documentation of the vessel. The third 
party broker sent an application with errors to the Coast Guard Documentation Center to 
rename the BESS CHET to the MARY B II. The documentation application CG-1258 
(08/16) was eventually returned to the vessel title company for correction. 

                                                           
17 VMS is a satellite surveillance system primarily used to monitor the location and movement of CFVs in the U.S. 
Exclusive Economic Zone (EEZ) and treaty areas. The system uses satellite-based communications from on-board 
transceiver units, which certain vessels are required to carry. The transceiver units send position reports that include 
vessel identification, time, date, and location, and are mapped and displayed on the end user’s computer screen. 
Each vessel typically sends position reports once an hour, but at increased intervals when the vessel is approaching 
an environmentally sensitive area. 
18 The owner, F/V MARY B II LLC, gave the USCG permission to use the MARY B II VMS data and it was used 
to create CG Exhibit 042 





31  

4.2.10. As a vessel engaged in the commercial harvesting of fish, the MARY B II was subject 
to federal regulatory requirements of Title 46 CFR Subchapter C – Uninspected Vessels, Part 
28. 

4.2.10.1. CFV Examinations by the Coast Guard are limited in scope and do not assess 
the material condition of vessels such as MARY B II. Condition of critical components 
such as integrity of the hull or other structures, steering, propulsion, navigation 
equipment, and vessel stability are not evaluated or inspected. 

4.2.11. On December 29, 2018, the Oregon Department of Fish and Wildlife (ODFW) 
announced the opening of ocean commercial Dungeness crab season north of Cape Arago 
(43º 17’ 00” N Latitude) to the Oregon and Washington border. The “pre-soak”19 was due to 
start January 1, 2019 at 8:00a a.m. and the start date for pulling gear was scheduled for 
January 4, 2019 at 9:00 a.m..  

4.2.12. The crew of the MARY B II was comprised of Mr. Biernacki as operator and Mr. 
Lacey and Mr. Porter as deckhands. Mr. Biernacki had little experience in West Coast bar 
crossings that are classified as hazardous by regulation. 

4.2.13. Mr. Lacey was familiar with Mr. Biernacki and both had worked together, primarily 
on the East Coast. 

4.2.14. Mr. Biernacki had a difficult time retaining a third crew member and had at least two 
other personnel employed for the position of the second deckhand but who did not stay on 
with the MARY B II. 

4.2.15. Mr. Porter worked out of Newport, Oregon and the Yaquina Bay Bar and had 
extensive experience as operator and deckhand on various vessels. 

4.2.16. On or about December 30, 2018, Mr. Biernacki approached Mr. Porter about 
employment on the MARY B II as a deckhand. Mr. Porter agreed to work on the MARY B II 
as a deckhand on a temporary basis as he had other employment lined up that would start 
later in January 2019. 

4.2.17. On or about January 1, 2019, the MARY B II got underway to set crab pots. The 
vessel’s crew consisted of the operator, Stephen Biernacki, deckhand James Lacey, and 
deckhand Joshua Porter. 

4.2.18. The operator of the MARY B II did not conduct drills with the crew prior to fishing 
as required by 46 CFR § 28.270 and the CFV Examination requirement from November 16, 
2018.20 

4.2.19. All three persons on board the MARY B II had attended and passed a two-day Marine 
Safety Instructor Training Course in Newport, OR held by the Alaska Marine Safety 
Education Association (AMSEA). This training fulfilled the requirements for an individual to 

                                                           
19 “Pre-soak” is the time when the crab pots can be put into the water in preparation for harvesting the catch. 
20 Mrs. hearing testimony. 
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conduct instruction, drills, and safety orientations as a Fishing Vessel Drill Conductor. Mr. 
Biernacki completed the class on November 9, 2018. Mr. Lacey completed the class on 
December 12, 2018 and Mr. Porter completed this training on March 30, 2011. 

4.2.20. On or about January 1, 2019, Mr. Porter reported to his wife that the MARY B II had 
grounded on the beach in front of the Embarcadero Hotel when the vessel was loaded with 
pots. Mr. Porter indicated that the MARY B II was "stuck for 10 minutes" before the vessel 
floated free. 

 

Figures 23. (Left). Screen shot of Mrs.  text conversation with MARY B II crewmember, Mr. Porter, regarding the grounding of the 
MARY B II. (Source – Coast Guard, CG Exhibit 024. (Right) Chartlet has an orange star that marks the general location of the 
Embarcadero Marina, Newport Harbor, OR and the grounding occurred somewhere in the light blue shaded area of the waterway, the exact 
position and circumstances cannot be precisely determined (Source – Coast Guard, CG Exhibit 004 marked up with star for position) 

4.2.20.1. The waterways’ bottom in the vicinity of the Embarcadero is mostly sand 
shoaling. 

4.2.20.2. There was no written or verbal casualty notification report made to the Coast 
Guard after the MARY B II grounded and the amount of damage the vessel, if any was 
incurred, is unknown. 

4.2.20.3. While Mr. Porter did not tell his wife that the grounding resulted in hull 
damage, he indicated there was “a major leak on the boat.”21 

4.2.20.4. Depending on the circumstances, groundings are reported to the Coast Guard 
under 46 CFR § 4.05 where a Coast Guard Prevention Officer will review the 
circumstances of the case and make a determination on the level of impact to the 
waterway and the level of investigative effort required. 

4.2.20.5. Per Navigation and Vessel Inspection Circular (NVIC) 01-15, the Coast Guard 
will not consider an unintended grounding to be a reportable marine casualty under 46 
CFR § 4.05 if the grounding can be classified as a “bump and go.” “Bump and go” 

                                                           
21 Mrs  hearing testimony. 
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groundings are occurrences where the involved vessel master or licensed mate on watch 
attests that the grounding (including grounded barges under the control of a towing 
vessel) was only momentary (e.g., reversing engines frees the grounded vessel on the first 
attempt, no assist vessel is needed to free the vessel, all towing connections remain intact) 
and that the grounding did not result in any other marine casualty criteria being met as 
defined in 46 CFR§ 4.05-1(a)(3) through (8). Initial notifications of “bump and go” 
groundings must still be made to the appropriate Coast Guard Command Center as a 
hazardous condition per 33 CFR § 160.216. A Coast Guard Prevention Officer shall 
review each reported “bump and go” grounding in order to confirm that it meets the 
criteria to be excluded from the grounding casualty reporting requirements under 46 CFR 
§ 4.05. The Coast Guard response to a claim of a “bump and go” grounding is at the 
discretion of the cognizant Officer in Charge, Marine Inspections (OCMI) or Captain of 
the Port (COTP); however, a Coast Guard investigation and associated Marine 
Information for Safety and Law Enforcement (MISLE) activity for a reportable marine 
casualty should not be completed if the OCMI/COTP confirms the incident as a “bump 
and go.” A field unit that completes an optional investigation on a confirmed “bump and 
go” grounding should document the activity as a non-reportable casualty in MISLE with 
no associated CG-2692. 

 
Figure 24. Image of the MARY B II leaving the dock in Newport, OR with crab pots and gear on the after deck prior to the accident voyage. Date 
is unknown. (Source – Lincoln City Homepage) 

4.2.21. On the afternoon of January 3, 2019, a crab hold inspection was conducted by ODFW 
as required by State Law.22 This inspection was done on the MARY B II at the request of the 
operator. This inspection is limited in scope to the hold of the vessel. 

4.2.21.1. No discrepancies were found during this inspection. The hold insert where catch 
is stored was not on board the MARY B II at the time the ODFW officer was on board. 

                                                           
22 OAR-635-005-0485 discusses Dungeness crab gear prohibitions and how fishing vessels cannot have cargo in the 
holds prior to the fishery opener. 



34  

4.2.21.2.  ODFW issued a hold inspection declaration certifying that the MARY B II had 
fished for Dungeness crab in Pacific Ocean waters north of Sonoma County, CA since 
November 30, 2018 and that the vessel intended to fish in the area north of Arago in the 
first 30 days after the fishery is opened. 

4.2.22. On January 4, 2019, Mr. Biernacki purchased a two part epoxy caulking called 
“Splash Zone” from Englund Marine which can be used to repair leaks in a wooden hulled 
vessel. 

4.2.23. On January 7, 2019, the MARY B II went out to sea to fish for Dungeness crab. 

4.2.23.1. The MARY B II was scheduled to get underway sometime between 4:00 a.m. 
and 5:00 a.m., but was delayed. Mr. Porter told his wife the delay was because the 
operator did not want to leave until he could purchase alcohol for the trip.23 

4.2.23.2. As part of its duties, the watchstander in the Yaquina Bay Station Tower 
documents vessels departing to sea for the purposes of ensuring the safety and 
accountability of vessels at sea in the event of an incident. The following information is 
normally recorded: type of operations, crew and estimated length of trip. MARY B II was 
not logged as having departed that day; however, the logs captured two vessels which did 
not respond to the tower watchstander’s radio calls.  

4.2.23.3. Other CFVs communicated with the watch tower in accordance with the 
reporting provisions of 33 CFR §165.1325(c)(5)(ii) for sunset to sunrise transits and 
responded to hails over the marine radio by the tower watch.  

4.2.23.4. On or about January 7, 2019 at approximately 2:30 p.m., an Oregon State Police 
(OSP) Senior Trooper was conducting dock walks at Seawater Seafood in the Port of 
Newport. While the MARY B II was offloading catch at Seawater Seafood, the Senior 
Trooper checked the crew of the MARY B II to ensure they all had fishing licenses. 
While interacting with the operator, Mr. Biernacki, she noted that his behavior was 
consistent with either fatigue or alcohol consumption.  

4.2.24. The Coast Guard issued the regulations for U.S. documented or state numbered 
uninspected fishing, fish processing, and fish tender vessels to implement provisions of the 
Commercial Fishing Industry Vessel Safety Act of 1988, codified in 46 USC § 4501- 4508.24  
The intent of these regulations is to improve the overall safety of CFV industry vessels, and to 
reduce CFV fatalities and losses. These regulations provide requirements for the equipment, 
design, and operations of vessels, and include provisions for lifesaving, firefighting, 
navigation, communication, emergency instructions, and stability which includes righting 
energy criteria and freeing port clearing area.25 

4.2.25. When additional or clarifying information is necessary, the Coast Guard provides 
industry guidance in various forms to help assist and inform CFV operators and examiners. 

                                                           
23 Mrs  hearing testimony. 
24 The 46 CFR § 28 final rule became effective on September 15, 1991. 
25 These regulations are applicable to certain vessels based on size, type, and operations. 
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Guidance includes Coast Guard Navigation and Vessel Inspection Circulars (NVICs), Policy 
Letters, Voluntary Safety Initiative and Good Marine Practices, Safety Flyers, Safety Alerts 
and Regulatory Reference Guides.  

4.2.26. Coast Guard guidance covers a broad range of topics, including rules of the road, 
safety equipment and stability. The Coast Guard posted these documents on various Coast 
Guard web pages, including www.homeport.uscg.mil, www.dco.uscg.mil, and 
www.fishsafewest.info. 

4.2.27. As part of their duties, Coast Guard Commercial Fishing program managers and CFV 
Examiners distribute Coast Guard guidance information while attending industry association 
meetings, outreach events, and during dockside safety exams.  

 

Figure 25. Page 1 of the Yaquina Bay Bar Hazards handout provided to mariners. Information includes information on crossing the bar including 
“Boats are more likely to capsize when crossing the bar from the ocean because the seas are on the stern and the boater may have less control 
over the vessel” and “Do not allow the waves to catch your boat on the side (beam). This condition is called broaching, and can easily result in 
capsizing.” (Source - Coast Guard, CG Exhibit 003) 
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Figure 26. Page 2 of the Yaquina Bay Bar Hazards handout provided to mariners. Specific danger areas are noted. Area D, just north of the North 
Jetty is labeled “Yaquina Reef” and states this “bar is extremely dangerous, even when the winds are light and few breakers can be seen. A large 
swell coming from seaward can cause a tremendous breaker on this reef with little or no warning, even when the sea is otherwise calm. Never 
fish close to the reef and do not turn north between the end of the north jetty and buoy #1.” (Source – Coast Guard, CG Exhibit 003) 

4.2.28. The Fishing Vessel Safety Program Manager of the Coast Guard’s Fishing Vessel 
Division of the Office of Commercial Vessel Compliance (COMDT CG-CVC-3) at Coast 
Guard Headquarters manages the Coast Guard’s Fishing Vessel Safety Program. COMDT 
CVC-3 provides program oversight and guidance, interacting with all Coast Guard District 
Fishing Vessel Safety Coordinators and, on occasion, with the field examiners including 
Auxiliary personnel who are qualified to conduct dockside safety exams. 

4.2.29. According to testimony provided by the Coast Guard D13 Fishing Vessel Safety 
Program Manager, the mission and goal of the program is to enhance safety within the 
commercial fishing fleet and reduce casualties associated with that industry. 

4.2.29.1. The program develops or initiates regulations to implement laws, as well as 
drafting and issuing guidance regarding current compliance standards for both Coast 
Guard and industry personnel. The program also promotes awareness and training for 
safety initiatives, including working with the Commercial Fishing Vessel Federal 
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Advisory Committee and other industry partners at conferences and industry association 
meetings. 

4.2.29.2. The program works with NOAA and National Marine Fisheries Service 
(NMFS) regarding fisheries permitting and National Institute for Occupational Safety and 
Health (NIOSH) to share and analyze casualty data and implement safety initiatives or 
recommendations. 

4.2.30. CFV Examiners are tasked with executing the CFV Safety Program including 
conducting CFV Examinations and issuing safety decals when a vessel meet the applicable 
regulatory standards. There are three primary CFV Examiners for the Sector Columbia River 
area of responsibility (AOR).26 CFV Examiners in D13 are generally Civilian Coast Guard 
employees. The CFV Safety Program has incorporated the use of qualified Coast Guard 
Auxiliarist personnel to augment the CFV Examiner work force to facilitate responsiveness 
to the approximately 1,600 fishing vessel fleet. 

4.2.31. CFV Examiners in the D13 area of AOR work to provide maximum availability to 
fishermen as they prepare to go into the upcoming fishery. For the Dungeness crab fishery, 
the CFV Examiners make themselves available at the docks several days before the season to 
facilitate dockside exams and compliance. 

4.2.31.1. Over the span of the Government lapse in appropriations, all of the dockside 
examiners that support the Sector Columbia River AOR were furloughed so when the 
Dungeness crab fishery opened, there were no dedicated personnel available to conduct 
courtesy dockside exams. 

4.2.31.2. In the absence of the primary CFV Examiners, other qualified Active Duty 
marine inspectors worked to meet the need for CFV Examinations, but as a result of the 
lapse in appropriations, a significant backlog developed: 

A lot of people wanted--they were calling in to get dockside exams. They wanted 
to go fishing. They wanted to have their equipment checked and they weren't able 
to. And so we were gone for quite a while, at 3--I think it was 3 weeks, and that's 
3 weeks' worth of work that didn't get done.27 

4.2.32. CFV Examinations are conducted and a standardized form, the CG-5587, is used. The 
most recent version of this form is 06/2008 and is outdated. Marine Safety Unit Portland’s 
CFV Examiners developed a locally produced examination form (PORMS-5587 (version 
10/17)) that includes current requirements and additional local items including a note to 
ensure Hazardous Bars are discussed with the operator of a vessel being examined. 

                                                           
26 This includes Sector North Bend for Prevention missions.  
27 Mr.  hearing testimony. 
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Figure 27. An excerpt of the CFV Exam Form for the MARY B II with content addressing Hazardous Bar Plans. (Source – Coast Guard, CG 
Exhibit 019) 

4.2.33. The scope of the CFV Examination is limited to mostly the safety equipment on the 
vessel as opposed to the material condition of the vessel. In addition, the scope of the exam 
precludes a CFV Examiner from assessing an operator’s knowledge of the area in which he 
or she operates including their knowledge of the ATON in the operating area.28 
  
4.2.34. The Dungeness crab fishery has been identified as the most hazardous fishery given 
there have been more fatalities in this particular fishery than any of the other fisheries in the 
Pacific Northwest.29 In research conducted by NIOSH, in a period between 2010 and 2014, 
the Dungeness crab fishery has had a fatality rate of 55 deaths per 100,000 full time 
equivalents (FTE). This is “much greater than the rate for the average worker in the United 
States” though there is indication that this rate has dropped since previous reporting periods. 
NIOSH is able to collect and analyze data on fatalities due to a longstanding partnership 
between NIOSH and the Coast Guard that emphasizes data sharing between the two 
agencies.30 

 
4.2.35. An ODFW official stated that there is commercial pressure that impacts the 
Dungeness crab fishery and cited that different variables influence demand including the 
Holiday Season, stating “people want crab for New Year’s and Christmas.”31  However, 
factors such as the presence of a toxin called domoic acid, as well as the amount of meat in 

                                                           
28 D13 CFV Program Manager, Mr.  hearing testimony. 
29 Mr.  hearing testimony. 
30 NIOSH representative, Dr.  hearing testimony. 
31 Senior Trooper  hearing testimony. 
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feet deep, 900 and 1200 feet wide and 1400 feet long at mile 2.0 at McLean Point; thence, a 
channel 18 feet deep and 200 feet wide beginning at mile 2.4 upstream to mile 4.4 at 
Yaquina.  

 
Figure 28. Section of a waterway bottom survey conducted by the U.S. Army Corps of Engineers (ACOE), post-accident. The ACOE does not 
survey areas outside the navigable channel but the image depicts submerged rocky areas just west of the North and South Jetties at Yaquina Bay 
Bar. (Source – ACOE, CG Exhibit 028) 

4.2.41. D13 has established RNAs for hazardous bars as a result of a series of marine 
accidents that occurred in these unique geographic areas. The Yaquina Bay Bar is located 
within 33 CFR §165.1325(10). 33 CFR § 165.1325 contains all the provisions associated 
with the Hazardous Bar RNAs. There are requirements for bar crossing plans as well as 
communications with the Coast Guard for various vessel types.34 

4.2.41.1. RNAs for hazardous bars only restrict or close the bar to recreational and 
uninspected passenger vessels. Typically, the Coast Guard will make the restrictions 
based on vessel size. The COTP can close hazardous bars if the conditions exceed the 
safe operating requirements of Coast Guard rescue vessels. CFVs, and other Coast Guard 
inspected commercial vessels, can still transit and cross the bar if it has been restricted 
per the COTP. 

4.2.41.2. The Final Rule indicated that the Coast Guard received a total of 168 
comments, with 122 comments coming from the 91 documents submitted to the public 

                                                           
34 In February 2009, the Coast Guard issued a Notice for Proposed Rulemaking to address the risks associated with 
the extreme hazards of the breaking bars. The RNA for Yaquina Bay and other Oregon and Washington bars was 
established in October of 2009. The RNA Final Rule was later updated as an Interim Rule to eliminate confusion in 
the language of the rule established in 2009 and was then published as a Final Rule on April 14, 2014.  
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docket and 46 comments coming from the public meetings. Nine comments requested 
additional time to comment and/or public meetings. In response to these comments the 
comment period was extended until June 30, 2009 and an additional public meeting was 
held in Coos Bay, Oregon. Comments contained in the Federal Register / Vol. 74, No. 
220 / Tuesday, November 17, 2009 / Rules and Regulations contained minimal comments 
regarding aids to navigation for the RNAs. 

4.2.42. The Coast Guard maintains a system of ATON to mark the waterway. 

 
Figure 29. Image showing the location of critical aids to navigation at Yaquina Bay Bar. The USCG maintains these aids. (Source – Coast Guard, 
CG Exhibit 052) 
 

4.2.42.1. Yaquina Bay Entrance Buoy 1, Yaquina Bay South Jetty Light 4, and the 
Yaquina Bay front and rear ranges were on station and watching properly on the night of 
the accident.  

4.2.42.2. The Yaquina Bay Approach Buoy, or Buoy Y, was missing as was Yaquina 
Bay Entrance Buoy 3, which is a seasonal buoy. On the night of the accident, both buoys 
were sunk and were awaiting retrieval by a Coast Guard buoy tender when that vessel 
was available. 

4.2.42.3. The Coast Guard boats referred to Entrance Lighted Buoy 3 repeatedly in 
reference to the charted location of that buoy.  However, the buoy was seasonal and not 
on location, as it had actually sunk.  

4.2.42.4. There were no readily available Coast Guard buoy tenders with heavy lift 
capabilities to maintain buoys on station in the offshore environment. The Coast Guard 
Cutter (CGC) ELM was the buoy tender scheduled to assume the responsibility for 
ATON in the D13 area but was in Baltimore, Maryland for a shipyard availability period. 
The extreme current and waves at the entrance to hazardous bars made it difficult to 
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maintain the current type of Coast Guard buoys on location or retrieve sunken ATON, as 
was the case of lighted buoys “Y” and “3”. 

4.2.42.5. The Coast Guard has tools in place to periodically assess the waterway. This 
tool is called a Waterways Analysis Management System (WAMS). It is a survey that 
incorporates input from the waterway users and the public about the effectiveness of 
current ATON in the area and identifies areas of concern that may need further action. 
The designation of the waterway has some bearing on the periodicity requirement for 
these surveys. The last WAMS survey conducted for the Yaquina Bay area was in 1996. 
An abbreviated survey called a “mini-WAMS” was conducted in 2006 and focused on 
the Yaquina Head Lighthouse. 

4.2.42.6. Despite the hazards associated with the Yaquina Bay Bar, the Coast Guard 
classified the waterway as “non-critical” until that designation was changed to 
“navigationally critical” in June 2003. There is no evidence available to indicate why 
Yaquina Bay’s waterway designation was changed in 2003. 

4.2.42.7. The manual describes the classification of “navigationally critical” as 
“waterways where degradation of the aids to navigation system would result in an 
unacceptable level of risk of a marine accident, due to the physical characteristics of a 
waterway, difficult navigation conditions, aid establishment difficulties, or high aid 
discrepancy rates.” The classification of the waterway drives the attention and resources 
that are spent on the waterway including requiring a WAMS survey be conducted every 
five years as well as an increase in the prioritization of  potential upgrades and 
maintenance of ATON in that waterway. 

4.2.42.8. The North Jetty at the entrance to Yaquina Bay had a light and fog signal as an 
Aid to Navigation prior to 1979. In 1980, the Coast Guard disestablished that ATON and 
replaced it with Light 4 on the South Jetty tip. The North Jetty no longer has a light or fog 
signal. 

4.2.43. The Coast Guard, NOAA, and the State of Oregon warn mariners of the risks 
associated with bar crossings by using signage and publishing information on websites and 
handouts. Websites show bar camera footage informing mariners of conditions at entrance 
bars, including the Yaquina Bay Bar.35 Other means of disseminating information include 
marine and commercial AM radio band broadcasts, a live watchstander in a watch tower that 
makes radio calls to mariners, and broadcasting of deteriorating weather condition reports. 

4.2.44. Mr. Biernacki had 30 years of experience working on and operating CFVs. He gained 
his experience fishing up and down the East Coast, Alaska, Hawaii, and parts of the West 
Coast. Mr. Biernacki moved to the Newport, OR area in the summer of 2018. 

4.2.44.1. Mr. Biernacki lacked experience crossing the Yaquina Bay Bar. Aside from 
operating the MARY B II which was purchased in the fall of 2018, Mr. Biernacki’s 
experience with the bar was limited to one trip as a crewman onboard the F/V MS 

                                                           
35 The footage is not generally real time but is usually still shots taken periodically. 
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NICANI and one trip as the operator of the F/V RANGER. Both trips occurred between 
July and August of 2018. 

4.2.45. Mr. Biernacki had been fired from various fishing vessels after incidents of negligent 
operations and erratic behavior. This led to Coast Guard investigations which resulted in the 
issuance of two civil penalty violations. Due to the fact the Mr. Biernacki was not a 
credentialed mariner, the Coast Guard could not take enforcement action against a credential. 

4.2.45.1. In February of 1997, while operating out of the East Coast, Mr. Biernacki ran 
the F/V LORI L aground on the beach in Loveladies, NJ, an area five miles south of the 
entrance to Barnegat Inlet, NJ. Mr. Biernacki was awakened when the vessel struck an 
offshore sandbar prior to grounding on the beach. As the operator of the vessel, he went 
to sleep and failed to set a proper watch and lookout. The causes of the grounding were 
found to include: the operator’s chronic fatigue, the operator’s lack of professional 
training, failure to maintain a proper watch, and failure to use the installed alarm system 
for the vessel’s radar and fathometer. 

4.2.45.2. Mr. Biernacki worked on board the F/V GO FOR IT. The owner of the GO 
FOR IT fired Biernacki after an altercation on the vessel resulted in activation of the 
EPIRB and Coast Guard SAR response on September 12, 2002. Mr. Biernacki admitted 
to the responding Coast Guard crews that he and the rest of the crew had been drinking 
while transiting to the fishing grounds. One crewman did not feel safe, attempted to use 
the radio to hail the Coast Guard with a desire to leave the vessel but Mr. Biernacki 
removed the radio and took it to his cabin; therefore, the crewman activated the EPIRB, 
which is a distress beacon and not meant to be used for any other form of 
communication. 

4.2.45.3. Subsequent Coast Guard message traffic on the incident response and boarding 
of the GO FOR IT documented the boarding team’s findings that “the consumption of 
large amounts of alcohol in less than 12 hours left the vessel unmanned and adrift in the 
commercial shipping lanes off Charleston.” The message traffic also noted that this was 
the second time in the time span of one month that the vessel had returned to port to drop 
off a crewmember due to a crewmember’s fear for their personal safety. 

4.2.45.4. Mr. Biernacki moved to the Newport, OR area on or about the summer of 
2018. In Newport, OR, he was employed as a crewman onboard the MS NICANI in 
August 2018, and as the operator of the RANGER for one trip. On or about August 2018, 
while operating the RANGER in the Pacific Ocean he consumed alcohol underway and 
failed to answer the radio or text messages from the vessel owners. Only after the owner 
texted Mr. Biernacki that the Coast Guard was actively looking for him did Mr. Biernacki 
respond back. Mr. Biernacki intentionally headed further out to sea and did not return to 
port until he sobered up. He departed the vessel without engaging the owner. 

(HYPERLINK # 7) 

4.2.45.5. During the public hearing and throughout the course of the investigation, four 
previous employers attested to Mr. Biernacki's ability to catch fish. These same 
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employers attested to his erratic behavior, arrogance, and his propensity to take 
unreasonable risks when it came to operating fishing vessels during heavy weather. 

4.2.45.6. The operator’s pattern of behavior based on previous experiences identified in 
this investigation continue to be shown aboard the MARY B II during the time 
immediately prior to the accident voyage. Specific examples of this are texts from Mr. 
Porter discussing the operator’s unwillingness to take advice on use of the chartplotter, on 
the time to head into port due to impending weather, setting up crabbing gear for 
harvesting crab, and most importantly with respect to the extreme hazard of crossing the 
bar. 

4.2.46. While not a previous employer, Mr.  engaged in multiple interactions 
with Mr. Biernacki with respect to purchasing the MARY B II (formerly the BESS CHET). 
Mr.  attested to Mr. Biernacki's lack of interest in any advice about operating the 
vessel at the Yaquina Bay Bar, and stated Mr. Biernacki was not receptive to any help or 
advice from mariners more experienced with the area. 

4.2.47. Mr. Biernacki lacked significant experience crossing the Yaquina Bay Bar which is 
classed as a hazardous bar by regulation. The winter bar conditions are significantly more 
hazardous than at other times of the year. 

4.2.48. The deckhand, Mr. James Lacey, had been fishing for over 30 years up and down the 
East Coast. He had previously fished with Mr. Biernacki and moved from New Jersey to 
Newport, OR to work on the MARY B II. He moved to Newport in December 2018 and did 
not have experience with the Yaquina Bay Bar. In testimony, the managing owner stated Mr. 
Porter was hired for his knowledge of the area. 

4.2.49. Mr. Porter had over 30 years of fishing experience out of the Newport, OR area and 
had served as a deckhand before advancing to operating fishing vessels. Mr. Porter had been 
operating vessels for approximately 10 to 12 years and was known to have operated the 
JUDY and the NORMA M. 

4.2.50. Based on testimony, Mr. Biernacki wore reading glasses, had an unknown amount of 
hearing loss, and wore dentures. The managing member of the F/V MARY B II LLC testified 
that Mr. Biernacki had trouble hearing in certain instances more than others because his 
eardrum had previously been “blown out” by “vibrations and loud noises that were on the 
boats.” 

4.2.51. There is no other evidence of any other medical history, conditions or use of 
prescriptions or over-the-counter medication for Mr. Biernacki. 

4.2.52. The Lincoln County Medical Examiner (ME) examined the remains of all three 
crewmembers in conformance with their policy. The cause of death for all three crew persons 
was drowning, there were no other significant findings. 

4.2.53. The Medical Examiner performed a gross examination of the bodies and took blood 
and urine samples for analysis in conformance with policy. There were clerical errors in the 
Medical Examiner’s reports, in one case, date of birth. 
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4.2.53.1.  Mr. Biernacki was found to have methamphetamine, amphetamine and alcohol 
in his system at the time of his death. 

4.2.53.2. Mr. Lacey was found to have cannabinoids in his system at the time of his 
death.  

4.2.53.3. The toxicology reports for Mr. Biernacki or Mr. Lacey found that neither 
individual had other common pharmaceuticals in their systems at the time of their deaths. 

4.2.53.4. Mr. Porter was found to have no controlled substances or common 
pharmaceuticals in his system at the time of his death. 

4.2.54. The MARY B II had all lifesaving equipment required to be onboard by the CFV 
regulations of 46 CFR Part 28.  

 
Figure 30. Composite image of MARY B II’s safety equipment. Showing an immersion suit, inflatable lifejacket, liferaft and an EPIRB distress 
device recovered after the accident. (Sources – Mr  and Oregon State Parks) 
 

4.2.55. In testimony, the managing owner of the F/V MARY B II LLC was aware of the 
operator’s use of marijuana which is legal in Oregon. Toxicology results for marijuana in Mr. 
Biernacki’s sample were negative. The managing owner failed to ensure that fishing vessel 
operations were conducted in a drug and alcohol free environment. 

4.2.55.1. There were no written policies established by the F/V MARY B II LLC for 
conduct on board the vessel with respect to the use of alcohol or drugs or with respect to 
any expectations regarding the operation of the vessel. 

4.2.55.2. In testimony, the managing owner indicated that if she was made aware of or 
found out about alcohol use on the vessel she would have directed termination of 
employment, including termination of employment for her son, the operator.  



46  

4.2.55.3. CFV operations included significant amount of preparatory work, some of 
which is not conducted with the vessel underway.  In testimony, the managing owner 
stated that the operator had to drive a motor vehicle to conduct supporting operations for 
the MARY B II. The managing owner stated that Mr. Biernacki had a valid California 
driver’s license. After the hearing, investigators validated the status of the operator’s 
driver’s license and he was found to have a permanently suspended license in the state of 
California. 

4.2.56. A CG-2692, Report of Marine Casualty form, which is required by regulation, was 
not submitted for this incident. 

4.2.57. 46 CFR § 28.270 requires the master or individual in charge of each fishing vessel to 
ensure that the crew conducts drills and receives safety instruction at least once each month. 
A certified Fishing Vessel Drill Conductor must perform the drills and instruction. 

4.2.58. 46 CFR § 28.270 also states that no individual may conduct or provide instructions on 
drills onboard CFVs without attending a drill training course. There are, however, no 
requirements to recertify after taking the original training. All three crewmen on board the 
MARY B II attended and passed the AMSEA Marine Safety Instructor Training Course. 

4.2.59. There are no records retained at F/V MARY B II LLC indicating the required safety 
drills were performed on the vessel. 

4.2.60. United States Code (USC) and federal regulations implemented in 46 USC § 8304 
and 46 CFR § 15 specifically exempt fishing vessels, other than fish processing vessels, from 
watch, working hour (work-rest) requirements and compliance with the International 
Convention on Standards of Training, Certification and Watchkeeping for Seafarers (STCW), 
1978. The MARY B II was not required to maintain a regulatory prescribed watch schedule, 
work-rest, or maintain crew competencies. 

4.2.61. The owner did not have any written or verbal company policies relating to work hours 
to reduce the considerable safety risks associated with fatigue. The managing owner left the 
day-to-day operations of the vessel up to the captain. 

4.2.62. The 47 foot Motor Lifeboat is designed to perform mission activities in adverse 
weather and sea conditions. Its primary mission is surf and heavy weather SAR, but it is 
designed to support multi-mission operations. 
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Figure 31. Image of a Coast Guard 47 foot Motor Life Boat 47266 operating in the surf. (Source – Coast Guard) 
 

4.2.63. These vessels are self-bailing, self-righting, almost unsinkable, and have a long 
cruising radius for their size. The 47 foot MLB has specific operating capabilities: 

 

Figure 32. Table showing operating characteristics of the 47 foot motor lifeboat. (Source – Coast Guard) 

The 52 foot Special Purpose Craft-Heavy Weather (SPC-HWX) Motor Lifeboat is designed 
to perform mission activities in adverse weather and sea conditions. The 52 SPC-HWX 
exceeds the seakeeping and towing capabilities of the 47 foot MLB. The SPC-HWX design 
specifically, its 3 foot propeller and the hull type can maintain greater speed and 
maneuverability in any current due to the displacement hull and keel than the 47 foot MLB 
and its planning hull. This advantage minimizes exposure in the surf zone. Its primary 
mission is surf/heavy weather SAR and supplements the 47 foot MLB. 
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Figure 33. Image of a Coast Guard 52 foot Special Purpose Craft-Heavy Weather Boat VICTORY and a helicopter similar to the CG Helo 6527 
conducting training in surf conditions. (Source – Coast Guard) 

4.2.64. The 52 foot SPC-HWX has specific operating capabilities: 

 
Figure 34. Table showing operating characteristics of the 52foot motor lifeboat. (Source – Coast Guard) 

4.2.65. The Coast Guard’s HH-65 Dolphin is a twin-engine, single main rotor, medevac-
capable SAR helicopter. The Dolphin is primarily a short range recovery aircraft and its 
primary missions are SAR, enforcement of laws and treaties, and marine environmental 
protection. 
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Figure 35. Image of the Coast Guard HH-65 Dolphin. (Source – Coast Guard) 

 
Figure 36. Table showing operating characteristics of the HH 65 Helicopter.  (Source – Coast Guard) 

4.2.66. On the date of the accident, there was established guidance for Station Yaquina Bay’s 
personnel when executing vessel escorts. There are several policies which encompass Coast 
Guard actions as they relate to escorts at breaking bars in D13. 33 CFR § 165.1325 which 
establishes RNAs in Washington and Oregon, the D13 SAR plan, the D13 Standard 
Operating Procedures, and the CG National SAR Plan Addendum. 

4.2.66.1. The D13 SAR Plan (CGD13INST M16130.1A) mandates stations to man the 
towers during periods of increased vessel traffic and during rough bar/surf conditions. 
Additionally, a watchstander must be stationed in the tower while Coast Guard vessels 
are conducting training in the surf. This requirement applies to the following Stations: 
Cape Disappointment, Chetco River, Coos Bay, Gray’s Harbor, Siuslaw River, 
Tillamook Bay, Umpqua River and Yaquina Bay. The District 13 SAR Plan specifically 
states that a live 24/7 watch is not necessary, but provides for the CO/Officer in Charge 
(OIC) to man the tower when deemed necessary in addition to the above requirements. 
The D13 SAR Plan also contains provisions for Non Emergent Situations such as Bar 
Escorts and actions for Disoriented Mariners which may include mariners crossing the 
bars. 
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4.2.66.2. 33 CFR § 165.1325, provides for two conditions, bar restrictions and bar 
closures. A bar restriction limits the size of vessels that are allowed to cross the bar. Bar 
restrictions apply only to recreational vessels and uninspected passenger vessels.  

4.2.66.3. With respect to bar restrictions, there is a formula for equation which is used to 
estimate the appropriate size of vessel which can safely transit the bar in given 
conditions. This determination is seldom used as it is overly prescriptive. In addition to 
this formula, COs and OICs are able to apply bar restrictions based on their experience. 
The local Coast Guard Stations will more often use the classification for safety 
equipment requirements that exist in regulation as a threshold for restricting the bar. 
Those classifications are: less than 16 ft, vessels 16 to 26 ft, vessels 26 ft to 40 ft, and 
vessels 40-65 ft. Violations of the bar crossing restrictions can lead to citations and fines. 

4.2.66.4. Bar closures are based on the operating limits of Coast Guard vessels. The 47 
foot MLB can be safely operated in winds up to 50 knots and breaking surf of 20 feet, 
provided they have a surfman onboard. The 52 foot SPC-HWX (the VICTORY) can be 
safely operated in winds up to 60 knots and breaking surf up to 25 feet, again provided a 
surfman is onboard. When the winds or waves exceed these parameters, the CO/OIC will 
recommend closing the bar to the COTP; meaning Coast Guard vessels are not able to 
safely respond and will not. This measure is for the safety of the rescue crews as well as 
the maritime public. Coast Guard vessels are built to rigorous standards to withstand 
punishing seas which exceed the limitations of commercial vessels. Until the bar is 
closed, commercial vessels of any type, with the exception that uninspected passenger 
vessels (generally similar to recreational vessels), may cross the hazardous bars at will. 

4.2.66.5. In practice, it can take several hours for the bar to be closed after the CO/OIC’s 
recommendation due to many layers of communication within the CG approval process. 
Another consideration is that the bar closure may trap a vessel outside the bar reducing 
the available options for that vessel. The CG maintains the ability to grant waivers to 
these vessels on a case by case basis. 

4.2.67. Per COMDTINST M16114.32D, specifically for rough bar and surf conditions, 
policy states that every time a vessel is launched for SAR, a second B-0 vessel is launched to 
stand by for the first vessel.36 A CO/OIC will launch a vessel based on multiple factors. As 
an example, a CO may launch Coast Guard vessels based on the level of experience of the 
mariner or visibility. 

4.2.68. Stations, including Station Yaquina Bay, will check the conditions on or around the 
bar every 3 hours and/or when weather conditions change to re-evaluate opening/restriction/ 
closure of the bar. 

4.2.69. Tower watchstanders call vessels when outbound and ask how many people are 
onboard, but the level of engagement varies between stations. 

                                                           
36 B-0 is a reference to a Coast Guard asset readiness posture and means a vessel, helicopter, etc. must be capable of 
launching in 30 minutes or less.  
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4.2.70.  Tower watchstanders actively observe the bar in an attempt to maintain a good 
operating picture and account for how many and which boats are going out. 

4.2.71. One of the primary tools that the Coast Guard used in this escort was the MK-127 
illumination flare. It is designed to illuminate the area for a period of approximately one-half 
minute. On the night of the accident, approximately 20 flares were used in the LAST 
STRAW and the MARY B II bar operations and in the ensuing rescue activities. They were 
also launched from the beach in the recovery efforts. 

 
 Figure 37. Table showing the illumination characteristics of the MK-127 illumination flare. (Source – Coast Guard) 

(HYPERLINK # 8) 
   

4.2.72. As all three crewmembers of the MARY B II were accounted for relatively quickly, 
Sector North Bend Command Center watchstanders did not need to use the Probability of 
Survival Decision Aid (PSDA) software within the SAROPS to calculate predicted survival 
times from the effects of hypothermia during cold-water immersion. However, using PSDA, 
the calculated best-case survival times for functional time was 9.72 hours and predicted 
survival time was 12.62 hours, assuming crewmembers were wearing a clothing ensemble of 
shirt, sweater, and PVC rain suit. However, the effects of sudden cold-water immersion 
below 68oF can result in a respiratory reflex resulting in a rapid loss of life. The survival 
times in the PSDA are based on entering the water slowly in a non-catastrophic boating 
accident. A fall overboard or ejection from a sudden accident would likely result in a rapid 
death by drowning. 

4.2.73. Functional Time (core temperature above 34° C or 93.2° F) is the length of time 
(hours) during which an individual may participate in self-rescue or take actions that will 
enhance survival/protection from exposure. Cold Survival Time (hours) is the time it takes 
for the core temperature to drop to 28° C or 82.4° F. Below that threshold, the probability of 
death due to hypothermia significantly increases. Death was not ruled as caused by 
hypothermia. Proper wearing of an immersion suit would protect the wearer from sudden 
immersion shock and hypothermia. 

4.2.74. There is a gap in coverage for the National Automated Identification System (NAIS) 
system in the Newport, Oregon area. This coverage gap creates a situation where CG 
Command Center watchstanders were unable to see AIS positions of vessels displayed off 
the coast of Yaquina Bay. According to the Coast Guard, the Nationwide Automatic 
Identification System (NAIS) achieved full operational capability on May 24, 2018. The CG 
describes the system: 

The Coast Guard’s Nationwide Automatic Identification System is a communications 
system that transmits navigational information to ships and monitors the movement of 
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maritime traffic to promote safety in U.S. waterways. NAIS is based on the Automatic 
Identification System, a technology sanctioned by the International Maritime 
Organization (IMO) as a global standard for ship-to-ship, ship-to-shore and shore to-
ship communications. Under U.S. law, most ships greater than 65 feet in length and 
operating in U.S. waters are required to have AIS transponders installed. The 
transponder regularly transmits a voiceless radio signal providing the vessel’s name, 
position, course and other vital information. NAIS is designed to give the Coast Guard a 
comprehensive view of AIS carrying maritime traffic in U.S. waterways.37 

 

Figure 38. Map showing NAIS coverage for the coasts of Oregon and Washington. The area in red shows a NAIS coverage gap which exists in 
the Yaquina Bay, Oregon. (Source – Coast Guard, CG Exhibit 053) 

5. Analysis and Opinions  

5.1. Extreme Hazards Associated with Hazardous Bars on the Pacific Northwest 

5.1.1. The bars formed at the mouth of rivers along the Pacific Northwest coast of the 
United States are known for the extreme hazards they create for any mariner. The rivers 
flowing to the sea and meeting the coastal underwater topography can create large breaking 
waves of extreme height and power as was present at Yaquina Bay Bar during the accident. 
The long distance that ocean waves travel in the Pacific Ocean and the prevailing weather 
patterns for the winds push the waves into the mouth of harbors where they interact with the 
changing tide and outflow from the Yaquina River which is present in this geographic area. 
Generally, the effects of the tide that is entering the harbor, called the flood tide, is of less 
significance than the tide coming out of the harbor, called the ebb tide. The ebb tide will push 
the river current and the tidal outflow to sea where it meets the incoming ocean swell causing 
the waves to gain size and steepness. 

D13 has a Special Notice to Mariners which remains in force indefinitely and contains a 
passage that discusses the dangers of the bars: 

                                                           
37 Coast Guard Navigation Safety Center website. 
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Figure 39. Image above demonstrates the danger posed by the breaking bars at the North Jetty of the Yaquina Bay Bar near the north tip. Note the 
large size and placement of the rocks used to form the protective jetty. The F/V CHEVELLE accident occurred in March 2012, the vessel was a 
total loss and all crew were recovered safely. (Photo - Mr. and Mrs. ©) 
 

And in further testimony, the marine surveyor stated: 
 

You know, but like I said before, if you've got deteriorating weather conditions and 
you’re--you know it's going to do nothing but get worse, then now is your best chance. 
But you want to do that on a flood tide as close to high water as you can, preferably 
during daylight hours.40 
 

The weather was forecasted to deteriorate further that night and into the next day though no 
evidence exists that suggests the weather conditions and hazards created were in the decision 
making process of the operator. 

 
5.1.2. The accident occurred in January 2019 and the winter conditions on that accident day 
had both air and water temperatures in the low 50° F range. These temperatures magnified 
the risk of operating in this hazardous environment due to the risk of cold water exposure as 
discussed below. The U.S. Coast Guard Addendum to the United States National Search and 
Rescue Supplement, COMDTINST M16130.2F describes the effects of cold water shock: 

 
Initial Immersion Cold Shock. Sudden immersion into cold water stimulates a large 
aspiratory gasp response (involving one to several breaths) that may be followed by 
hyperventilation plus substantial increase in blood pressure and heart rate. If entry into 
the water involves complete head-under submersion, the gasp reflex could result in 
immediate drowning. Subsequent hyperventilation will normally diminish within seconds 
to minutes but could be increased and exaggerated due to emotional stress and panic. 

                                                           
40 Mr.  hearing testimony. 
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Uncontrolled hyperventilation can cause numbness, muscle weakness or even fainting, 
leading to drowning. Either of these respiratory responses can lead to aspiration of water 
into the lungs; panic, with subsequent drowning. Cold shock can occur in water colder 
than 20°C (68° F) with symptoms increasing as water temperature decrease to freezing. 
Healthy individuals may succumb to cold shock through uncontrolled respiratory 
responses, while those with underlying cardiac disease may experience sudden death due 
to cardiac arrest or ventricular fibrillation (uncoordinated heart beats).41 

 
When the MARY B II was struck by a series of waves and capsized, the crew was suddenly 
exposed to the wintry waters of the Pacific Northwest. This scenario most likely involved 
complete head-under submersion resulting in the gasp reflex could result in immediate 
drowning. Two of the deceased victims were wearing inflated life jackets and the 
determination was made that the cause of death was drowning. The captain, who also wore 
an inflated life jacket, entrapped in the partially submerged wreckage of the cabin also 
perished by drowning. 

 
5.1.3. Historical Marine Accidents at Hazardous Bars 

 
There have been a number of documented fishing vessel and small passenger vessel 
accidents at the mouth of the harbors with hazardous bars along the coastlines of D13, which 
is partially comprised of Oregon and Washington. The table below is a representative sample 
of significant vessel accidents that have been extracted from the Coast Guard’s MISLE 
database starting in 1999, it does not reflect all the accidents that occurred during this period. 
 

 
Figure 40. Table displaying the known commercial vessel casualties at hazardous bars along the Oregon Coast, 1999 – present, along with the 
impact of loss of life and vessel loss. This table does not contain all of the accidents involving commercial vessel types, some of which were not 
reported to the USCG.  (Source – Coast Guard) 

                                                           
41 Pages 3-89, section 3.7.2.1 



56  

There is no way of precisely determining the effectiveness of the bar restrictions for 
uninspected passenger vessels and recreational vessels in reducing deaths, injuries and 
vessels loses. Despite these proactive safety measures the hazardous bars still pose sudden 
and swift danger for mariners negotiating the bar entrances in heavy weather. The fact is the 
restrictions still allow the bar crossings by commercial vessels in heavy weather. Marine 
accidents still continue to occur with tragic results as the table in Figure 40 illustrates. 
 

5.2. Gaps in Regulatory Framework and Policies 

5.2.1. Regulated Navigation Areas 

5.2.1.1 Up until the establishment of the RNAs for Hazardous Bars in 2009, the Coast 
Guard utilized the authority of the 33 CFR § 177 to restrict vessel transits at the 
hazardous bars. The hazardous bars were identified, as per 33 CFR § 177.01 and this 
authority extended to recreational and uninspected passenger vessels in general and relied 
on a Coast Guard Boarding Officer’s authority to restrict vessel transit. The Coast Guard 
Captains of the Port still had the authority to close the bars as necessary based on the 
operational limitations of the Coast Guard rescue resources. 

The RNA established in 2009 for the Yaquina Bay Bar was updated to eliminate 
confusion in the language and was published as a final rule in April of 2014. This rule 
also covered the fifteen other hazardous bars in the Coast Guard D13. The 16 RNAs were 
created for the specific geographic areas and addressed the risks in a number of ways, 
most notably, through restrictions on recreational vessels and small uninspected 
passenger vessels which restricted their movements across the bars in significant seas. 
The RNAs created restrictions for some vessels, but did not address restrictions for 
commercial vessels which are inspected or CFVs. Inspected vessels and CFVs are free to 
cross those bars at will even when the same waterway is restricted to recreational and 
uninspected passenger vessels. The provisions in the regulations include bar crossing plan 
requirements but did not mandate the specific actions of the Coast Guard during the 
crossing of hazardous bars. In particular, the regulations require: 

The Coast Guard will notify the public of bar restrictions and bar closures via a 
Broadcast Notice to Mariners (BNM) on VHF–FM Channel 16 and 22A. 
Additionally, Coast Guard personnel may be on-scene to advise the public of any bar 
restrictions and/or closures 

In particular, for CFVs: 
 

(5) Safety Requirements for Commercial Fishing Vessels (CFV).  
(i) The master or operator of any commercial fishing vessel operating in a regulated 
navigation area established in paragraph (a) of this section shall ensure that all 
persons located in any unenclosed areas of their vessel are wearing lifejackets or 
immersion suits and that lifejackets or immersion suits are readily accessible for/to 
all persons located in any enclosed spaces of their vessel.  
(A) When crossing the bar and a bar restriction exists for recreational vessels or 
uninspected passenger vessel of the same length or  
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(B) Whenever their vessel is being towed or escorted across the bar by the Coast 
Guard. 
(ii) The master or operator of any commercial fishing vessel operating in a regulated 
navigational area established in paragraph (a) of this section during the conditions 
described in paragraph (c)(5)(i)(A) of this section shall contact the Coast Guard on 
VHF–FM Channel 22A prior to crossing the bar between sunset and sunrise. The 
master or operator shall report the following: 

(A) Vessel name,  
(B) Vessel location or position,  
(C) Number of persons onboard the vessel, and  
(D) Vessel destination. 

(6) All persons and vessels within the regulated navigation areas established in 
paragraph (a) of this section must comply with the orders of Coast Guard personnel. 
Coast Guard personnel include commissioned, warrant, and petty officers of the 
United States Coast Guard.  

 
The morning of the accident, the Yaquina Bay Bar was restricted to recreational and 
uninspected passenger vessels as noted in the image below: 

 
Figure 41. Screen capture from CG Exhibit 018, Yaquina Bay bar restrictions from the night of January 7, 2019 through the morning of January 8, 
2019. This screen shot notes restrictions and weather information for the bar as observed by the Coast Guard. (Source – Coast Guard, CG Exhibit 
018) 

The operator of the MARY B II did not communicate with the Coast Guard the 
particulars of vessel name, vessel location or position, number of people aboard or 
destination on the morning he was outbound at or before sunrise. On the morning of 
January 8, 2019, sunrise occurred at 7:52 a.m.. The Coast Guard stations a watchstander 
in a lookout tower overlooking the Yaquina Bay Bar at first light and makes bar 
condition observations to assist vessel traffic when the bar is restricted. Although the 
name of the MARY B II appears in the CG tower log, there is no way to determine how 
this entry came to be in this log and this was most likely entered as a correction to “no 
response” after the name of the MARY B II became known. There is only one entry in 
the tower log for January 8, 2019. The image below indicates the position of the MARY 
B II prior to sunrise on the morning of the accident day. The precise position of the 
MARY B II prior to sunrise cannot be determined. 
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Figure 42. Two positions of the MARY B II on the morning of January 8, 2019 based on NOAA VMS data. There is no way to determine at what 
time the MARY B II departed the dock but the 7:17 a.m. and 8:17 a.m. positions are precise and transmitted by the VMS at intervals that are 
close to one hour. (Source – NOAA data, Coast Guard) 
 

5.2.1.2. The other measure less frequently used to mitigate risks from a hazardous bar is 
for the Coast Guard COTP to actually close the specific bar to all vessels. This had been 
done when necessary before the establishment of the RNAs. The decision to close a bar is 
done in consideration of the capabilities of the Coast Guard rescue vessels that must 
operate on that particular bar. Up to that specific closure by the COTP, CFVs and most 
commercial vessels can cross the bar to enter or leave port at will.  

 
To further enhance safety, there are two means to address the safety of bar crossings. One 
is a seldom used formula to determine if crossing the bar is safe based on the size and 
dimensions of a vessel and the wave height at the bar. The other more commonly used 
measure is based on the judgment of the representatives of the COTP at the local ports. 
For example, the Commanding Officer Station at Yaquina Bay, OR sets size limitations 
for bar restrictions based on the environmental conditions, size of vessels, availability of 
Coast Guard vessels and other factors. This may impose size limits for the smaller vessels 
such as vessels under 26 feet are restricted at the bar or at navigation Buoy 7 or the bar is 
restricted to all recreational or uninspected passenger vessels. The waterway conditions 
are constantly assessed and modified as needed and the mariners are made aware of the 
bar restrictions via a variety of means. Typically, bar condition reports are prepared and 
disseminated by Station Yaquina Bay at first and last light referring to the period of time 
before sunrise and then at dusk prior to full darkness. Generally, there are no bar 
observations during full darkness unless a Coast Guard vessel is out on the bar. On the 
afternoon of the accident day, the Coast Guard was broadcasting reports of the 
deteriorating bar conditions based on the approach of gale force conditions and the 
worsening conditions at the bar. 
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5.3. The Operator’s General Experience as a Fishing Vessel Crewperson and Captain 

5.3.1. Mr. Biernacki, the operator of the MARY B II, had worked as a fisherman since the 
age of 16. Most of his 30-plus years of experience as a fisherman were in various fisheries 
operating out of the Mid-Atlantic states of the East Coast. He worked in a variety of positions 
including crew and captain/operator. Mr. Biernacki had operated vessels out of Barnegat 
Inlet, New Jersey and other ports as well as on some West Coast ports including out of 
Alaska. The inlet at Barnegat is known for its tricky entrance in varying weather conditions. 

During testimony and in the examination of evidence Barnegat Inlet and other similar inlets 
on the East Coast do not have Regulated Navigation Areas for Hazardous Bars similar to the 
RNAs on the coast of the Pacific Northwest. There are no special rules, signage, or warnings 
for mariners using the Barnegat Inlet waterway with the exception of storm warning flags. 
The East Coast of the United States and the West Coast differ in the character of the 
conditions encountered entering coastal inlets. Generally, on the East Coast, the mariner will 
experience far less extreme breaking surf when entering harbors due to the gradual shelving 
of the bottom and the prevailing winds blowing offshore. On the West Coast, there is a 
narrow continental shelf which steeply rises to the shore line. This, coupled with the 
prevailing winds and the long ocean distances, cause the much larger waves to build and 
have a more powerful force. Where rivers meet the sea, as is the case at the Yaquina Bay 
Bar, the tide and outflow of the river magnify the potential power and force of the breaking 
waves. 

Figure 43. This figure graphically compares the interaction of the sea, wind and slope of the sea beds that make up the shoreline of the West and 
East Coast of the United States and how that relates to the character of the waves and swell that result. Note the larger waves caused by the 
prevailing winds, long ocean distance and the steep slope of the West Coast Shoreline.  (Source – Used with permission, BoatU.S. Magazine)   
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Figure 44. This figure represents a comparison of wave heights on the East and West Coast of the United State taken from NOAA offshore 
weather buoys located in areas that represent significant waves along each coast. (Source – Used with permission, BoatU.S. Magazine) 

During testimony, a fisherman who operated out of Barnegat Inlet made the following 
statement:  
 

Q. And how frequently would you or Mr. Biernacki, to your knowledge, deal with 
breaking surf, 10-foot, 12-foot or----  
A. I don't think--you know, a 10-or-12-foot breaking surf would be a big one in our inlet. 
We do get them, but we--in the wintertime, mostly. I mean, not--we do deal with that.  
Q. So it's not common to get 16-to-18-foot breaking surf----  
A. We never have that big here unless it's a hurricane. I'd say 10-to-12-foot would be 
extremely big for here.42 
 

To illustrate the comparison between the accident location and the location that the Operator 
of the MARY B II usually fished out of the image below is provided. Typically mariners 
transiting into Barnegat Inlet in adverse weather enter by following the blue line on the figure 
below. 

 
Figure 45. An aerial view of Barnegat Inlet, NJ with notes on entering the waterway and showing the route (in blue) for mariners entering the 
waterway where the surf is breaking. (Source – Coast Guard prepared) 

                                                           
42 Mr.  hearing testimony. 
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The Commanding Officer of CG Station Barnegat Inlet provided the following testimony: 

Q. The accident leading to the loss of the fishing vessel MARY B II in January of 2019 
occurred in hazardous surf conditions and at night off the coast of Oregon. Station 
Yaquina Bay observed 12-to-14-foot seas with occasional 16-foot breaks. The forecasted 
weather was southeast winds, 20 to 25 knots, with gusts to 35 knots, rising to 25 to 30 
knots with gusts of 40 after midnight. Combined seas were 12 feet with a dominant period 
of 11 seconds, building to 20 feet and a dominant period of 18 seconds. I know--I know I 
just threw a lot of numbers at you, but with your experience, can you give us a layman's 
opinion of what that would look like or what--what a mariner might experience in those 
kind of conditions.  
A. You--am I comparing that, what they would expect at Barnegat Inlet or in Newport?  
Q. Sure. With comparison to your experience on the East Coast and in particular out of 
Barnegat, are those--are those operating  parameters in excess of what's normally at 
Barnegat, on par with those at Barnegat or below what's on Barnegat?  
A. I would say the forecast--what was forecasted in the scenario you gave me, I can't 
even imagine those numbers happening here. Twenty feet at--did you say 16 seconds?  
Q. Twenty feet and a dominant period of 18 seconds, BOSN.  
A. Yes, I can't--I can't even imagine that size of wave on the East Coast anywhere. That's 
something that we would see from a-- from a hurricane, probably in the category of a 
cat-2 or cat-3 storm.43 
 

The experience and critical decision making of the operator of the MARY B II reveals a host 
of serious issues with his role and responsibilities as a vessel captain. In February 1997, Mr. 
Biernacki was employed as the captain of the LORI L. While acting as operator of the vessel, 
he was involved in a marine casualty where it was put on autopilot and the entire crew went 
to sleep. As a result of lack of lookout and vigilance, the vessel grounded on the coast of 
New Jersey having missed the entrance of Barnegat Inlet, NJ. The captain, Mr. Biernacki, 
was awakened when the vessel hit the offshore sandbar and the vessel then ended up 
sideways on the beach. The catch had to be unloaded and multiple vessels used to tow the 
vessel back into safe water. 

                                                           
43 BOSN  hearing testimony. 
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Figure 46. Green circle with X indicates the approximate unintended beaching position of the LORI L in February 1997 several miles south of 
Barnegat Inlet, per Coast Guard MISLE Incident Activity number 90591 (Source - USCG Navigation Safety Center) 
 

In 2003, Mr. Biernacki was the operator of the GO FOR IT operating out of Charleston, SC. 
The Coast Guard received a signal from an emergency position radio indicating beacon 
(EPIRB) which is a distress signal from the vessel. The Coast Guard dispatched a helicopter 
to the scene and lowered a rescue swimmer to the cabin top of the GO FOR IT. The rescue 
swimmer found the crew sleeping and the vessel drifting in the Atlantic Ocean 40 NM east of 
the Charleston Harbor Entrance Buoy. Subsequent investigation would reveal that a crew 
person had activated the EPIRB to summon help and that the captain had removed the marine 
radio to prevent the crew from using it to summon help as one crew person felt unsafe and 
wanted to go ashore. The captain admitted to the boarding officer that the crew had drunk a 
case of beer and a bottle of rum and had argued. A Coast Guard Cutter escorted the vessel to 
safe harbor. The Commanding Officer of the Cutter stated (note USCG message 
abbreviations used throughout quoted section below): 
 

Strongly recommend GRU of MSO CHARLESTON take follow up action w/ F/V GO FOR 
IT’S MSTR. This is the second time in less than a month that the vessel returned to port to 
drop off a crewman due to crewman fear for personal safety. The consumption of large 
amounts of alcohol in less than 12 hours left the vsl unmanned and adrift in the 
commercial shipping lanes off Charleston.44 

 
After arriving on the coast of the Pacific Northwest in 2016, Mr. Biernacki worked on fishing 
vessels in various capacities. In August 2018, he secured a position as captain of the 
RANGER operating out of Newport, OR. In late August he asked a female to crew for him 
on the vessel and departed offshore with two people on the vessel. In that crew’s interview 

                                                           
44 CG Exhibit 073, page 6. 
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summary,45 she stated that Biernacki drank alcohol while underway and at one point the crew 
person wanted to return to shore. She communicated this to the F/V KAY via the radio and 
Biernacki then started getting text messages from the vessel owner about the situation. Based 
on the information from this crew person, the operator kept the vessel offshore before 
returning to Newport, OR. The operator then walked off the vessel after mooring at Newport. 

In an attempt to understand the operator’s awareness of the danger and understanding of the 
hazards of the Yaquina Bay Bar in the winter, investigators asked the MARY B II’s 
managing owner the following during the hearing:  
 

Q. Well, let's try to--we're trying to figure out if--we’re trying to ascertain Mr. 
Biernacki's experience level, specifically on if he worked in rough weather or worked out 
of areas where there was a dangerous waterway like the Yaquina Bay bar. Can you talk 
to us about those specific experiences?  
A. Again, through the years it was--I cannot give you anything totally specific except for 
he did fish through seven hurricanes, including the "Perfect Storm".46 
 

The 2019 edition of the American Practical Navigator, Bowditch an official and widely 
respected navigation publication of the U.S. Government’s National Geospatial – Intelligence 
Agency makes the following statement about hurricane avoidance. This publication has been 
in print and continuously updated since 1802. In the text below there is a reference to ships, 
smaller craft would be far more at risk in a hurricane.  

 
The safest procedure with respect to tropical cyclones is to avoid them. If action is taken 
sufficiently early, this is simply a matter of setting a course that will take the vessel well 
to one side of the probable track of the storm, and then continuing to plot the positions of 
the storm center as given in the weather bulletins, revising the course as needed. 
However, this is not always possible. If the ship is found to be within the storm area, the 
proper action to take depends in part upon its position relative to the storm center and its 
direction of travel. 

 
and: 
 

Because of their fury, and because they are predominantly oceanic, they merit special 
attention by mariners. The rapidity with which the weather can deteriorate with 
approach of the storm, and the violence of the fully developed tropical cyclone are 
difficult to imagine if they have not been experienced.  

 
The vessel incidents that occurred on the LORI L and the GO FOR IT subjected the vessel 
captain to civil penalties issued by the Coast Guard for the grounding and hazardous 
operation of the vessels. In the case of the RANGER, the Coast Guard did not investigate that 
action as the incident was referred to local law enforcement. If any or all of these incidents 
occurred and captain Biernacki was a Coast Guard licensed or credentialed mariner, the 
Coast Guard would have been required to examine the possibility of taking an enforcement 

                                                           
45 CG Exhibit 076 
46 Ms.  hearing testimony 
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action against the mariner. Penalties could include suspension or revocation of the credential 
and other sanctions. 
 

5.4. Adverse Effect of the Operator’s Lack of Experience on Hazardous Bars 

The operator had limited experience in handling the critical vessel maneuvering challenges posed 
by the Yaquina Bay Bar. It is not possible to put an exact number of crossings or the bar 
conditions at the time of the crossings of this and other bars while Mr. Biernacki was operating 
as captain of a vessel. The MARY B II was purchased by the F/V MARY B II LLC for the 
express purpose for Mr. Biernacki to operate. Mr. Biernacki was acting on behalf of the F/V 
MARY B II LLC during the purchase process and had interactions with the previous owner. 
During these interactions, the previous owner attempted to share some information with Mr. 
Biernacki about the bar and the operation of the vessel. In testimony, the previous owner was 
asked: 

Q. Thank you, sir. Mr.  shifting focus now on the time frame of the sale 
specifically, being a fishing vessel owner and operator in this community, during your 
interactions with the  new vessel operator, Mr. Biernacki, during that time frame of the sale, 
was there anything that, to you, seemed unusual about his behavior or that stood out to you?  
A. Noticed some erratic behavior at times, definitely, and I sensed a lack of experience and 
respect for local West Coast conditions in my talking with him during selling the boat to him.  
Q. Can you elaborate on that, what you noted as not respect, like you mentioned.  
A. While we were going through the boat, I could sense he didn’t understand the local bars 
and the crossings, and so it concerned me at the time. So I tried--attempted to talk to him and 
give him some local experience and knowledge, but he seemed unresponsive to accepting the 
information.47 

On the days leading up the accident, Mr. Biernacki’s crew comprised of himself and a fellow 
East Coast fisherman as well as a local Newport fisherman with extensive experience on the bar 
and the fishing grounds. This local fisherman served as crew on the MARY B II and in his 
previous experience had captained and crewed numerous vessels. His experience and 
competence in the local area was highly regarded. 

5.5. Unsuitability of the MARY B II for the Extremes of the Hazardous Bar Crossings 
Encountered on the Accident Day 
 

5.5.1. Size and propulsion of the MARY B II 
 
5.5.1.1. The MARY B II was slightly less than 42 feet in length, with a beam of 13.4 feet 
and a design draft of 7.1 feet. The vessel has a 160 HP engine and a 32 inch five bladed 
propeller. The propulsion system was described as adequate by various witnesses.48 

 

                                                           
47 Mr.  hearing testimony. 
48 Hearing testimonies of previous owner, Mr.  and Managing Owner, Ms.  
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Figure 47. Photo of the BESS CHET (later known as MARY B II)’s propeller, provided by the marine surveyor. (Source – Mr.   
 

On the evening of the accident, the last vessel to cross the bar inbound before the 
accident occurred was the LAST STRAW, which is a 75 foot single screw steel vessel. 
The LAST STRAW encountered problems crossing the bar but was able to correct and 
safely navigate the bar without resultant incident. In conversation with the Coast Guard 
escort boats at 7:55 p.m., the operator of the LAST STRAW made the following 
statement: 

 
That’s the first time I’ve uh really broached like that. It’s kinda alarming. I got turned 
pretty go there didn’t I?49 

 
On the evening of January 8, 2019, sunset occurred at 4:54 p.m. and four CFVs, 
including the LAST STRAW, who routinely worked out of the Port of Newport crossed 
the bar in the early evening, heading into Newport Harbor to avoid the worsening 
weather conditions and conditions of full darkness. 
 

 
Figure 48. Comparison of the size and characteristics of the LAST STRAW and the MARY B II. (Source: LAST STRAW – Mr.  

 Marine Traffic com with permission, MARY B II – Mr.   

                                                           
49 CG Exhibit 008 
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Figure 51. Orange star marks the general location of the Embarcadero Marina, Newport Harbor, OR. The grounding occurred somewhere in front 
of this area in the blue shaded area, the exact position and circumstances cannot be precisely determined. (Source – Coast Guard, CG Exhibit 004 
marked up with star for position) 

On January 4, 2019, Mr. Biernacki purchased a two-part epoxy from Englund Marine and 
Industrial Supply called Splash-Zone®. In testimony at the hearing, the managing owner 
made this exchange when questioned about the incident.  
 

Q. Ma'am, maybe we can address this a different way. Did Captain Biernacki ever 
indicate to you when that leak--to your recollection, about what month was that?  
A. I'm not sure if it was late December or the first day or two in January, but it was in 
that approximate area. 
Q. So Mr.--so did Captain Biernacki tell you that he was going to make the purchase of 
that caulk or sealant?  
A. Absolutely. He asked me if he could--no, he didn't ask me. I gave him permission to--to 
do whatever you need to do to repair it, and he purchased the epoxy from England 
Marine. And that's what--the invoice we were looking at.  
Q. Did he indicate to you what needed to be repaired?  
A. Yes, he said he was satisfied with the repair.  
Q. No, ma'am, the question was did he tell you what needed to be repaired? What was the 
damage he'd indicated to you?  
A. I recollect there were some slats in the wood hull that had some leaks. 

 
The product that was purchased is a two part epoxy which the manufacturer describes in this 
manner:  
 

Splash Zone is an extremely hard, abrasion and impact resistant, two-part epoxy 
patching compound. It applies like putty to seal, fill, patch, or re-build aluminum, wood, 
concrete, fiberglass, and steel. It can be applied in or out of water to repair boat hulls, 
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buoys, seawalls, docks, bridge abutments, and more. Splash Zone provides excellent 
protection against corrosion of metals and erosion and deterioration of concrete or 
wood. Splash Zone’s rock-hard surface can be drilled, tapped, or machined. 
Recommended for patching and repairing damaged underwater surfaces. Not for use in 
potable water. 

 
There is no way to determine if this grounding and resultant leak were a contributing factor 
to the accident. There is also no way to determine if the repairs to the leaking hull planks 
with the two part epoxy controlled any leakage of seawater into the hull. Any seawater that 
accumulated in the hull could have resulted in the sloshing of water, called free surface effect 
which decreases stability. It could also change the vessel’s stability based on the weight of 
the water inside the hull. 
 
At approximately 9:58 p.m., the Coast Guard escort VICTORY stated: 
 

Uh go ahead and start putting up a lot of them, this guy is not riding good in the water. 
Like he’s not a very stable boat, hes [sic] got on outrigger halfway out, and we uh had a 
dud 127. Over.51 

 
5.5.3. Outriggers 
On the accident voyage the MARY B II was equipped with outriggers which were 
approximately 45 feet in length. The outriggers are used for various purposes. In testimony, 
the previous owner stated: 

 
The outriggers that are on the vessel in the picture are not used for crab fishing. They are 
used in the salmon fisheries and the albacore tuna fisheries. We would not--personally, we 
never had them on the vessel during crab season. We would take them off to increase the 
stability of the vessel and create more weight up higher. 
 
And in a follow up exchange: 
 

Q. Okay. And so to be clear, as a vessel is preparing to enter the bar with one outrigger 
out or deployed, that would be typical.  
A. Not on my vessels. I--I have seen it before, but personally, we’ve never operated that 
way.  
Q. Can I ask why?  
A. Like I said, I usually remove the outriggers for Dungeness crab fishing.  
Q. In your experience, what is the normal best practice on outrigger position during 
transit into the bar and if that's just not to have them at all?  
A. Best is not to have them at all or to have them out. You decrease stability when they 
are up in the rigging. It raises the center of gravity.52 

                                                           
51 CG Exhibit 008. 
52 Mr.  hearing testimony. 
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Figure 54. F/V NORSKEN FISHER and another unnamed fishing vessel in the foreground crossing the Yaquina Bay Bar on unknown date, both 
boats without outriggers. (Source - Mr. and Mrs. ©) 

 
On the night of the accident at approximately 9:58 p.m. while in the course of the escort into 
Yaquina Bay Bar, the VICTORY made a radio transmission about the fact that the port 
outrigger was not in the stowed position in the upper rigging of the vessel and the outrigger 
was halfway out. In analyzing the role of the outriggers on the MARY B II and the effects on 
stability, it is considered a good practice to remove the outriggers as they are not used for 
Dungeness crab fishing and the removal of topside weight such as the outriggers improves 
the seakeeping abilities and stability of a smaller fishing vessel like the MARY B II. It is not 
possible to come to a definitive conclusion about whether the partially deployed outrigger 
was a causative factor or distraction at a critical moment in the voyage. The VICTORY’s 
observation of the port outrigger adrift was communicated to the MLB 47266 was 
communicated over a Coast Guard working Channel and the information would not have 
been heard by the MARY B II. Had this observation been discussed over a VHF Channel 
MARY B II was in theory monitoring, they may have taken the statement as a prompt to 
provide additional information that may have caused a reassessment of the operation’s risk. 
At no point did either Coast Guard vessel ask the MARY B II if they had any material 
conditions or issues on board the vessel nor did they specifically ask about the one outrigger 
being deployed. 
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Figure 55.  Line drawing of a fishing vessel with the port outrigger out while looking at the bow of the vessel. Left, during the final moments of 
the MARY B II inbound transit the VICTORY crew noticed the port outrigger partially out with no evidence of a stabilizer or “bird” in the water. 
It is unknown what the angle of the outrigger was. Dashed line is a visualization of the setup if a port “bird” or stabilizer was in the water. Right, 
is the stowed position of the outriggers in the upper rigging of the vessel (Source – ©) 

As evidenced in the image showing the outriggers in the marine survey report when the 
vessel was the BESS CHET, there is considerable rigging associated with the outriggers and 
this could have led to potential line entanglement when the outrigger was noted to be 
partially deployed during the vessel’s inbound transit. No evidence was available 
(observations) of where the lines were trailing. The port outrigger likely had a negative effect 
of the vessel's stability or maneuverability in those weather and sea conditions, therefore, the 
fact that it was deployed may have contributed to the casualty. 
 
5.5.4. Line entanglement in Rudder, Propeller, or Shaft 
 
On the accident day, while offshore on the MARY B II, one crew person and the Operator 
called a local Newport diver with regards to a crab line or rope entangling some part of the 
MARY B II’s underwater equipment such as the propeller, propeller shaft, or the rudder. 
During witness testimony, the local diver testified that it was a line in the “wheel” 
(propeller). Fishermen recounted that it is not uncommon to have a line foul the propeller or 
rudder which usually does not result in damage. In some cases, the line can cause a vibration 
in the vessel and in extreme cases the line can cause damage to the propeller shaft bearing or 
result in an inability to maneuver. 
 
In testimony, the diver who was called to examine and remove the line on the MARY B II 
spoke about the implications of such a condition on vessel maneuverability. He described 
different ways in which lines may be wrapped around propellers and stated the condition can 
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cause excessive shaking, leading the operator to slow down. He added that a vessel may still 
be able to make "good speed" but it depended on “how much he had wrapped up.”53 

 
And in follow up questioning, the diver stated: 

 
A. Well, the--on--especially on the boat in question, the MARY B, a lot of line could make 
things shake really bad or, you know, cause them to slow down, but in my experience, 
unless they get a crab pot all the way up to the hull, it generally doesn't-- generally boats 
don't break from it. You know, they can--it can bend their propellers or make it to where 
their steering--their rudder doesn't turn well and things like that. It can bend what they 
call the rudder shoe if they get a pot all the way up, but most of the time it's just line that 
just needs to be cut out so they can keep working. 
 

Arrangements were made via phone messages to have a diver visit the MARY B II when the 
vessel returned to port the night of January 8, 2019. During the escort briefing with the Coast 
Guard escort vessels, the Operator did not tell the Coast Guard about the line in the vessel’s 
running gear.  

The MARY B II initially reported a making a speed of 6 to 6.5 knots and a maximum speed 
of 7 knots. At approximately 10:03 p.m., as the MARY B II proceeded into the approach to 
cross the Yaquina Bay Bar, the speed of the MARY B II was observed to dramatically slow 
to what was described as two knots without explanation. The VICTORY had to back down 
and the MARY B II did not communicate the intention to reduce speed. Until this point, the 
MARY B II had been making between 6 and 7 knots coming up to the rendezvous for the 
escort across the bar. Based on available evidence, it cannot be determined if this was caused 
by an issue with maneuverability or propulsion which distracted the crew at a critical time 
and caused a loss of situational awareness regarding the drift off the centerline towards the 
danger of the jetty end. 

 
Figure 56. (Left) Image of crab pots and lines associated with the use of these pots, showing the general type of line that may have fouled the 
propeller, rudder or propeller shaft of the MARY B II to an unknown degree. (Source – Coast Guard). (Right) Underwater aft section of the 

                                                           
53 Mr.  hearing testimony. 
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MARY B II when it was the BESS CHET during an earlier survey. The image shows potential areas where a line may have fouled. (Source - 
Marine Surveyor, Mr.   

Based on the fact that the underwater wreckage of the MARY B II was not located and 
examined and that testimony and evidence available are not conclusive on this point, there is 
no way to ascertain if a line in the propeller, rudder, or associated components of the MARY 
B II caused a reduction of maneuverability or speed as it attempted to enter Yaquina Bay 
Bar. 
 
5.5.5. Personnel on the CG boats observed the MARY B II slow down. Observations from 
the Coxswain on the VICTORY suggest the vessel was making between 1.3 and 2.0 knots. 
The analysis of the vessel’s transit using the OSU marine X-Band radar tool indicates the 
vessel’s average speed during her approach at the time the vessel deviated from the centerline 
of the channel was 3.8 knots. Regardless of the MARY B II’s actual speed, the vessel was 
not transiting fast enough to successfully cross the bar during the lull period.  
 

5.6. Examination of Aids to Navigation at Yaquina Bay Bar 

5.6.1. The Coast Guard is responsible for the establishment and maintenance for aids to 
navigation (ATON) on the waterway. The waterway was configured as indicated in the 
image below. 

 
Figure 57. Aids to navigation associated with the MARY B II accident. This image depicts the total and charted aids to navigation on the Yaquina 
Bay Bar and channel. (Source – Coast Guard, CG Exhibit 052)  

On the accident night, this was the configuration of the aids to navigation for the entrance to 
the waterway. As required by Coast Guard policy, a post-accident assessment of the ATON 
was conducted to document the aids’ functional status and to ensure that the aids were 
working properly. All aids were examined and the image below indicates that status of the 
buoys, lights and ranges.  

 
Due to the extreme sea conditions at this deep-water bar, there is difficulty in maintaining the 
aids on station, the ATON are susceptible to frequent damage. The International Association 
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of Marine Aids to Navigation and Lighthouse Authorities (IALA) mandates the various 
schemes that are used globally to mark waterways. In the case of Yaquina Bay Bar, the IALA 
convention requires top marks on certain ATON and on lights. IALA describes a top mark 
as, “one or more relatively small objects of characteristic shape or colour (or both), placed on 
top of a navigation mark (or buoy) to identify it.” In the case of the floating aids to 
navigation offshore of Yaquina Bay there are no top marks on the top of the buoys. 

 
Figure 58. Image from a screen capture from the Coast Guard Light List showing a top mark (yellow arrow) which is a component of a buoy. 
Under normal conditions the furthest offshore buoy, “Y” buoy and others large buoys at Yaquina Bay would be equipped with a top mark. 
(Source – Coast Guard) 

In the case of Yaquina Bay, the top marks on two of the offshore aids and the dayboards on 
South Jetty Light 4 were not installed and this was noted in the Coast Guard Light List, 
Volume VI, Pacific Coast and Pacific Islands. The Light List is updated anytime there are 
changes to the ATON such as discrepancies and changes to the ATON on the waterways. 
The image below indicates the notations about the principal ATON for Yaquina Bay Bar. 
 
 

 
Figure 59. Extract of Coast Guard Light List VI for Yaquina Bay Bar showing the characteristic of the ATON for the waterway and various 
notations about the top mark and day board removal. (Source – Coast Guard) 
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Figure 60. The status of ATON on the accident night. Note, lighted channel buoy 3 although listed as “seasonally decommissioned” the buoy had 
sunk and was reported missing in August 2018 and could not be recovered as of the accident date. Buoy “Y” was also sunk. (Source – Coast 
Guard, CG Exhibit 052) 
 

Examining hearing testimony and the Coast Guard records maintained for these ATON, there 
is considerable difficulty in maintaining the floating aids on station. Multiple ATON have 
sunk. In the case of Approach Lighted Whistle Buoy “Y,” the physical aid was sunk at the 
time of the accident although there was an electronic aid to navigation called virtual AIS for 
the approach buoy.54,55 Entrance Lighted Buoy 3 is designated as a seasonal buoy and based 
on schedule would have been maintained from May 1 until October 1 of any given year.56  
Entrance Lighted Buoy 3 sank in August 2018. After it sank, the Buoy was not reestablished 
because of the lack of Buoy Tender resources with the appropriate heavy lift capabilities. 

5.6.2. Both Buoys “Y” and “3” were documented as missing, located on the bottom, but 
were not hazards to navigation. There is one Coast Guard heavy lift buoy tender in the D13 

                                                           
54 Aids to Navigation (ATON) may be enhanced by the use of an automatic identification system (AIS). AIS is a 
protocol for the broadcast or exchange of navigation information between vessels, aircraft, and shore stations. AIS 
ATON can autonomously, and at fixed intervals, broadcast the name, position, dimensions, type, characteristics, and 
status from or concerning an aid to navigation. AIS ATON are either physical (AIS-ATON messages are broadcast 
from a transmitter located on the buoy or beacon), synthetic (AIS-ATON messages are remotely broadcast, typically 
from shore, to the assigned position that corresponds with an existing buoy or beacon), or virtual (AIS-ATON 
messages are remotely broadcast, typically from shore, to an assigned position that has no corresponding physical 
buoy, or beacon). 
55 On February 5, 2019, “Station Yaquina Bay reported buoy sinking on December 10, 2018” was entered by 
District 13. A different entry December 2, 2016 by District 13 that stated “Installed AIS transmitter for electronic 
synthetic signal for Yaquina Bay Approach Lighted Whistle Buoy “Y”.” 
56 In examining the Aid’s historical documentation, Buoy “3” was established in June 19, 2018 by the CGC FIR. An 
entry was noted to state, the buoy was reported missing August 20, 2018. A NOAA vessel scanned for this ATON 
and found it located on station but on the ocean’s bottom. 
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area of operation. That vessel, the Coast Guard Cutter FIR, was undergoing extensive 
maintenance on the East Coast and there was no vessel available to locate, grapple, and hoist 
the sunken buoys for refurbishment. Re-establishment of the Approach Lighted Buoy “Y” 
and the recovery of Entrance Lighted Buoy “3” were projects that had to wait until a heavy 
lift buoy tender from another District and replacement hulls for the buoys were available or 
the Cutter replacing the Cutter FIR arrived. During the periods where these ATON were 
discrepant, mariners were made aware of these discrepancies through BNM and local notice 
to mariners (LNM) that would be updated when the ATON discrepancies were corrected or 
the conditions changed.  

There is an extensive list of discrepancies for the floating ATON in the Yaquina Bay and 
other coastal bar offshore environments caused by that extreme weather and sea conditions 
and the operation of vessels in that area. Testimony indicated that there are no buoy types in 
the Coast Guard inventory that are specifically designed to withstand the large seas and 
breaking surf found at the bars along the coast and available for this purpose. 
 
Yaquina Bay is not unique regarding the difficulty in maintaining ATON in these extreme 
environments. To illustrate this, one of two critical navigation buoys marking the approach to 
Depoe Bay, OR (Lighted Whistle Buoy 2) sank on January 4, 2019. In addition to a flashing 
red light, the buoy is equipped with a bell to assist mariners in periods of reduced visibility. 
There is a set of ranges marking the approach to the harbor but this buoy marks the edge of a 
rock shoal. Depoe Bay is also a RNA due to a hazardous bar and a narrow rock bounded 
entrance. This buoy is not a seasonal buoy and was reported missing and at the time of the 
May 2019 MARY B II Public Hearing it was still missing as there was no heavy lift buoy 
tender to raise and replace this buoy back on station.  

 
Figure 61. Depoe Bay approach buoys, the lighted buoy circled in red sank on January 4, 2019. Note the navigation ranges as magenta tear drop 
shapes in the right side of the image in the light yellow landmass. (Source – NOAA Chart 18561) 

In the communications between the two escort vessels and in communications between the 
Coast Guard and the MARY B II, Entrance Lighted Buoy 3 is repeatedly referenced as a 
position or a marked reference point despite Buoy “3” not physically being present, as it was 
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seasonal, and in actuality it was sunk. Throughout the course of the escort communications, 
any reference to Buoy “3” was based on the knowledge of where the buoy was supposed to 
be located or by looking at a chart. That buoy, if present, was described as useful for 
determining distance to the jetty ends. 
 
Entrance Lighted Buoy 3 was identified as a seasonal aid due to the fact that it had been so 
difficult to maintain on station. The buoy had been sunk repeatedly over the years either due 
to environmental action or vessel collisions. From 1964 until 1973, it was a continuous year-
round buoy but there was a considerable discrepancy history with the buoy. In those 9 years, 
there were 19 discrepancies of various types. Buoys of this type are expected to be serviced 
annually. In 2006, there was another attempt to make it permanent after upgrading the 
lighting. In testimony, a variety of experienced local witnesses were asked about the 
importance of this ATON. 

Q. In your opinion, does not having buoy 3 on station affect the safe navigation as a 
vessel prepares to enter the bar?  
A. Yes, it is very advantageous to have it on location. It helps you pinpoint your position 
relative to the bar as you get closer.57 

 
One witness indicated that, in winter conditions, crab fishermen may have problems with 
Entrance Lighted Buoy 3 being on station due to it potentially being in the way during 
transits. The Commanding Officer at Station Yaquina Bay, an experienced Coast Guard 
vessel operator who has been in the area for 10 years, stated that it is very advantageous to 
have a physical Buoy 3 on station. In his opinion, it provides a visual reference and helps 
mariners pinpoint their position as they approach the bar.  
 
The lack of the physical buoy at the charted location, in combination with numerous 
references from Coast Guard personnel and with the operator’s lack of experience with the 
Yaquina Bay Bar may have impacted the operator’s understanding of the MARY B II’s 
proximity to the hazards of the jetty tip. 
 
5.6.3. South Jetty Light 4 located on the South Jetty is also vulnerable to the pounding of 
the breaking surf at Yaquina Bay.58 At one time, there was a light on the North Jetty, 
designated as North Jetty Light 5. This light was removed in later 1980 due to the 
deteriorating condition of the rocks providing the foundation for the light structure, so the 
Jetty Light was relocated and established as South Jetty Light 4.59 On the night of the 
accident, there was no light marking the North Jetty, providing visual reference to that hazard 
similar to the light on a tower located on the South Jetty which is also equipped with an AIS 
transmitter. To contrast the waterways between Yaquina Bay Bar and Barnegat Inlet, NJ, the 
frequent waterway used by the Operator of the MARY B II, both the rock jetties in Barnegat 

                                                           
57 Mr.  hearing testimony. 
58 Since 2016, this Aid was destroyed by inclement weather and sea state three times. The permanent aid has been 
reestablished on multiple occasions. 
59 Yaquina Bay North Jetty Light disestablishment records, CDR Harris hearing testimony. 
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Inlet were equipped with Coast Guard maintained lights, referred to as a gated pair of ATON 
on the jetties. 

 
Figure 62. Screen capture of NOAA Nautical Chart 12323, Barnegat Light entrance, showing the pair of ATON lights with the magenta teardrop 
symbol that marks the jetties. (Source – NOAA Chart 12324) 
 

However, the ATON structure of Barnegat Inlet differs significantly from Yaquina Bay. The 
extreme conditions of the Pacific Northwest, particularly the strong surf, prohibit the 
establishment and sustainability of ATON at the tips of the jetties. Whereas, on the East 
Coast, Barnegat Inlet is able to maintain lighted ATON on the jetty. In describing the lighting 
of the jetties in the Pacific Northwest, the Coast Guard Waterways Management witness 
stated: 

Yeah, so we have 13 jetties up and down the Pacific Northwest in Washington and Oregon. 
Of those 13, nine have--are lit jetties, and all nine only have one jetty lit.60 

Due to the operator’s past experience, the absence of a light to mark the North Jetty may 
have contributed to confusion about how close he was to the unlit jetty. Instead, Yaquina Bay 
relies on a navigation range to mark the middle of the channel. 

5.6.4. Lighted Navigation Ranges 

During the escort and transit of the MARY B II into Yaquina Bay Bar, there was no 
discussion of using the ranges during darkness and reduced visibility. The lighted beacons 
that are specifically designed to mark the center of the channel. The ranges incorporate visual 

                                                           
60 CDR Harris hearing testimony. 
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panels as seen below to let the mariner know if they are on the centerline of the channel or if 
they are right or left of centerline. 

 
Figure 63. Screen capture of Chart 18581 showing the ranges lights (orange arrows) and the centerline of the navigation channel (red darker 
arrow) determined. (Source – Coast Guard, CG Exhibit 004 marked up with arrows for emphasis) 
 
 

 
Figure 64. Coast Guard exhibit, range marker training aid. Showing the use of colored boards with vertical strips mounted on towers inside the 
harbor. If these two shapes were lined up as shown one on top of the other, the mariner would be on the centerline of the navigation channel. In 
this image if aligned with this page, the mariner would be to the left of the channel centerline and would need to steer to the right to realign the 
boards. (Source – Coast Guard, CG Exhibit 054, modified) 

 

At night the mariner would rely on the range lights which flash a red light. In the case of the 
front range, it would show a quick flashing61 red and the rear range ISO62 6 second red light. 
Testimony indicated that the color of range lights is determined by the need to differentiate 
the ranges if there is a conflict with background lighting. 

                                                           
61 Quick flashing means 50 flashes per minute +/- 10 flashes. Goal is 60 flashes per minute. 
62 Isophase means a rhythmic light in which all durations of light and darkness are equal. In other words, the light is 
on as much as it is off. 
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Figure 65. Cell phone image, post-accident at dawn prior to sunrise showing the entrance to Yaquina Bay Bar from near the North Jetty end and 
looking into the harbor approach.  (Source – Coast Guard) 
 

 
There is the possibility that the operator of the MARY B II experienced perceptual confusion 
on the red centerline navigation ranges marking the center of the channel and the center of 
the point between the two jetties. In the image above, the centerline of the channel is to the 
right of the white arrow in Figure 65. In the distance, the front range light is flashing red and 
slightly above that light and circled is the rear range light. To the left of the range lights, the 
Newport Bridge Aircraft Warning Light is also a flashing red light. When viewed from 
seaward, the front range and the red aircraft warning light on the top of the Newport Bridge 
pier form a range. The established rear range light for the range is much lower and of less 
intensity. The rear range light is visible but to those with limited local night transit 
experience this may cause conflicting information at a critical time. The location of the 
seaward end of the North Jetty in the photograph is indicated in the image. 
 

(HYPERLINK # 9) 
 

5.6.5. Waterway Assessment in Light of Particular Hazards Associated with the Bars 

The Coast Guard conducts various surveys to periodically assess waterways in terms of the 
adequacy of ATON. This analysis, officially known as a Waterways Analysis and 
Management System (WAMS) study. WAMS studies often lead to adding or removing aids 
or alterations of technical aspects of the aids in order to meet changing needs of the waterway 
users. Critical waterways must be surveyed every 5 years; other waterways must have a 
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survey on file and be updated as needed.63 A WAMS study was conducted in late 1995 for 
Yaquina Bay. A “mini” WAMS study was conducted in 2006 to examine the 
decommissioning of an aid to navigation in the area near Yaquina Bay, Yaquina Head 
Lighthouse. As the Coast Guard moved to enact the rulemaking for the RNAs they conducted 
meetings with waterway users and solicited public comment on the establishment of those 
RNAs. These outreach activities coupled with the solicitation for comments were more 
focused on management of the waterway user and did not seek to address all the 
comprehensive issues related to the regulated portion of the waterway at Yaquina Bay or the 
other RNAs. The ATON for the waterway were not examined to determine if those aids were 
adequate for the unique risks associated with the hazards of bar crossings.  
 
The Coast Guard uses another tool to evaluate the risks associated with waterways. This is 
called a Port and Waterways Safety Assessment (PAWSA) and it is a risk assessment process 
to identify major waterway safety hazards, estimate risk levels, evaluate potential mitigation 
measures, and set the stage for implementation of selected measures to reduce risk. The 
process involves convening a select group of waterway users and stakeholders and 
conducting a two‐day structured workshop to meet these objectives. A sponsor (for example, 
a Captain of the Port) is required to initiate and manage the workshop, however, the process 
must be a joint effort involving waterway users, stakeholders, and the agencies/entities 
responsible for implementing selected risk mitigation measures.  
 
In the 199664 WAMS, the waterway was categorized as “non-critical.” This classification 
was changed in 2003 to “navigationally critical” though, while not required, no WAMS study 
was conducted to assess the conditions of the waterway in relation to Aids to Navigation and 
other considerations at the time of re-designation. When the RNA for hazardous bars was 
established, it was because these waterways required additional regulation to ensure safety of 
life. In 2009, the Coast Guard recognized the risks of that area and took action to mitigate the 
risks to waterway users by establishing RNAs for hazardous bars. Identification of this risk at 
this point did not prompt the Coast Guard to conduct a WAMS survey to reassess the 
adequacy of the existing ATON configuration. The waterway classified as “navigationally 
critical” would prompt the Coast Guard to examine the effectiveness of the Aids to 
Navigation in the waterway and it would slightly increase the priority to respond to Aids to 
Navigation outages and other related issues that affect navigation.  
 
There is no interim assessment tool that has been used to determine if the Coast Guard is 
comprehensively managing the waterway to reduce the risks associated with the hazards of 
the bars. There is no harbor safety committee for the port of Newport, Oregon. 

5.7. Effects of the Commercial Pressure on Fishing Operations and in Particular the Dungeness 
Crab Fishery 

Commercial pressure in fishing, in general, is divided into two distinct areas of adverse effects. 
The first is the existing commercial environment related to season lengths, start dates, vessel 

                                                           
63 Coast Guard Commandant Instruction M16001.1. 
64 The WAMS was conducted in late 1995. Testimony indicated that the survey was labeled as the Yaquina Bay 
WAMS Study 1996. 
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overhead costs, regulations, price for the catch and other factors. The other area is the effect of 
commercial pressure on vessel operations. A vessel operator must fish efficiently to make 
money. In the case of the Dungeness crab fishery, the operator of a vessel must know how to rig 
traps, position and haul traps and understand the challenges of the bar crossings and the 
hazardous winter Pacific Northwest weather. Both of these areas of commercial pressure were to 
have an effect on the MARY B II, competing against the safety needs of the operation. 

Dungeness crab fishing is a highly competitive business. NOAA defines “derby” fishing as a 
fishery of brief duration during which fishermen race to take as much catch as they can before 
the fishery closes.65 The Washington, Oregon, and California Dungeness crab fisheries do not 
neatly fit into this definition as it is a fishery that is often open for nine months of the year, 
however, parts of the fishery take on “derby” like qualities. Since 1995, the fishery in Oregon 
has operated under a limited entry permit system which capped the number of vessels allowed to 
participate. In 2006, pot limits were implemented as another control measure for the fishery, 
which designated the amount of gear each permitted vessel could use. Both policies were 
designed and implemented to reduce overcapitalization in the fishery. However, the fishermen 
compete for the catch and the best possible market price.66 At the start of the crabbing season, 
Dungeness crabbing operations are highly competitive due to the demand for the product. Nearly 
all crabbing vessels head to sea in the early part of the season to compete for crab and maximize 
profits through long hours of gear preparation, tending traps, and harvesting catch. The season 
start is regulated and the season usually starts before the winter holidays and New Year to allow 
fishermen to for Holiday demand and higher crab prices for the first boats unloading at the 
docks. Crabbing remains competitive through the remainder of the season. The equally 
dangerous Bearing Sea crabbing operation has reduced the competitive aspect of this operation 
by instituting “quota” crabbing. In some types of fisheries, such as some of the crab 
rationalization for harvesting crab in Alaska,67 commercial pressure is somewhat alleviated by 
assigning each entity a quota. This is not the case in the Oregon Dungeness crab industry. The 
opening of the season and the harvesting of crabs can be influenced by a toxin in the crabs. 
Biologists monitor the crabs for this toxin. Once the toxin level is safe for the public then the 
State will identify the start of the season and crabbers are authorized to set their crab gear 72 
hours before the start of the season. The season started late in 2018-2019. 
 
The fish holds of the vessels are examined to ensure there is no catch aboard the vessels prior to 
the approved fishery opening. A hold inspection surge operation was conducted for the industry 
in Newport starting at noon on January 3, 2019, and the MARY B II was one of the vessels 
whose hold was examined. When questioned about commercial pressure in the industry, an 
Oregon official explained about the fair start provisions in guidance from the State of Oregon for 
the crab fisheries:  
 

Q. Based on your experience, do those delays impact commercial pressure on vessel 
operators to get out there?  
A. Yes.  
Q. Can you expand on that?  

                                                           
65 Olympic Fishing, Race-to-Fish 
66 Oregon Department of Fish and Wildlife, https://www.dfw.state.or.us/MRP/shellfish/commercial/crab/index.asp 
67  USCG F/V DESTINATION Report of Investigation 
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The weather was deteriorating as the accident day progressed towards the time when the inbound 
voyage of the MARY B II commenced. The forecasted weather was aligned with the weather 
that was observed and the required warnings to mariner were issued by marine radio, weather 
radio broadcasts, bar condition reports. A gale warning was in effect for the outer waters 
offshore with increased winds 25-35 knots with 45 knot gusts and building seas. As the 
conditions changed, the Coast Guard began broadcasting radio reports warning of the 
deteriorating bar conditions. There was an exception to the accuracy of observations at the bar 
near the last period of daylight on the accident day. In hearing testimony, the Commanding 
Officer of Station Yaquina Bay stated: 

The first vessel across was the LISA MELINDA. And as they were crossing, they called us 
and told us that our bar report was not accurate. So we got underway immediately to get an 
accurate bar report.69 
 

The bar report which was reported as not being accurate by the LISA MELINDA is below and 
the Coast Guard send boats to observe the bar and update the observed bar conditions.  
 

JETTY TIPS: 4-6 FOOT EBB CHOP. MAIN CHANNEL: 4-6 FOOT LONG OCEAN 
SWELLS, WINDS: EAST AT 10-15 KNOTS, VISIBILITY: CLEAR AND UNLIMITED. 
THE BAR IS CURRENTLY RESTRICTED TO ALL RECREATIONAL AND 
UNINSPECTED COMMERICAL PASSENGER VESSELS AT BUOY #7.70 

 
The weather for that area was forecasted and communicated to mariners in a variety of ways.  
Furthermore, the weather was observed as deteriorating by other mariners who made decisions to 
come in earlier with more favorable sea state and wind conditions. Commercial pressure at the 
start of the Dungeness crab season was applied equally to all the fishermen in the area yet they 
recognized the dangers associated with this hazardous bar in combination with the forecasted 
weather conditions. Based on the available evidence, the operator of the MARY B II either had 
difficulty with the crabbing equipment, in effect taking longer to harvest his catch or he failed to 
fully take advantage of the forecasted warnings for the deteriorating weather. The MARY B II 
was the only vessel remaining offshore after the local operated vessel LAST STRAW crossed the 
bar shortly after dark. 
 
5.9. Oversight and Regulation of the Commercial Fishing Industry 

5.9.1. Credentialing and Licensing 

The commercial fishing industry operates thousands of vessels on the waterways of the 
United States as well as the offshore waters. These vessels operate on the nation’s critical 
waterways alongside tankers carrying hazardous cargoes, high capacity cruise ships, towing 
vessels and in close proximity to critical infrastructure such as bridges, locks and other 
infrastructure. The table below shows the requirement for some level of credential or 

                                                           
69 BOSN  hearing testimony. 
70 CG Exhibit 018. 
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certification to operate a vessel. The state requirement for Oregon is also included for 
recreational vessels as the accident occurred in Oregon. 

 
Figure 67. Table showing the requirements for mariner to operate various vessel types. (Source – Coast Guard) 

 
The maneuverability, navigation, seamanship, and safety concerns associated with CFVs are 
the same as those for other vessels listed in the above table.  Depending on the type of 
fishery, these concerns are actually heightened for CFVs compared to passenger vessels, for 
example. Yet, there is no requirement for licensing of personnel operating or forming part of 
the crew on CFVs.   
 
Other vessels in commercial service such as small passenger vessels, tugs, tankers, container 
ships all require certain types of mariners with Coast Guard issued credentials. A requirement 
to hold a Coast Guard issued merchant mariner credential (MMC) involves medical 
certifications and minimum age requirements. The credentialing process also requires a 
person to undergo a suitability assessment to determine if the individual has any issues that 
under federal law and regulations would prevent the issuing of a credential, for example 
driving under the influence, drug convictions, or certain criminal activities. The goal of this 
program is to ensure that commercial mariners do not pose a threat to the nation’s waterway 
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and shore side infrastructure in the operation of a vessel. There is no similar requirement for 
CFVs under 200 GT. 
 
There are no requirements for a minimum age in the operation of a CFV. During the public 
hearing, witnesses attested to having started their careers at a young age, as early as eight and 
16 years old. Having operators and crewmembers who are that young on vessels involved in 
such high risk and hazardous fisheries is a monumental safety risk. The negative effects of 
this lack of age restrictions have not been measured because occupational safety experts are 
not allowed, by law, to include minors in their studies. Hearing testimony from a NIOSH 
representative highlighted the seriousness of this issue.71    

 
5.9.2. Training Requirements for CFV Operators 

The Coast Guard Authorization Act of 2010 (Public Law 111-281) added a subsection in 46 
USC § 4502 that requires an individual in charge of a CFV that operates three nautical miles 
beyond the territorial sea baseline to pass a training program and hold a certificate issued 
under that program. The training program must address certain topical areas and it must be 
based on professional knowledge, skills, and competencies that includes, but are not limited 
to: training in seamanship, stability, collision prevention, navigation, firefighting and 
prevention, damage control, personal survival, emergency medical care, emergency drills, 
and weather; require an individual to demonstrate ability to communicate in an emergency 
situation and understand information found in navigation publications. The proposed training 
program also must recognize and give credit to the individual seeking this certification for 
recent past experience in fishing vessel operation.  
 
Enacting the provisions in 46 USC§ 4502 and seeking fishing industry input on that effort 
would create a process to document the competency of the people that operate the smaller 
commercial fishing vessel on our busy and congested waterways. It would also create a 
pathway to professionalize the marine operations of the commercial fishing industry. 
Establishing a training certificate that would be valid for 5 years after which some form of 
refresher training will be required to keep the certificate of competency current.  
 
As an example, the existing safety equipment requirements call for Coast Guard Light Lists 
and the Coast Pilots. Both documents contain important and updated information for 
mariners. At this point, there is no requirement to determine if a commercial fishing vessel 
operator knows how to use and extract information from those tools. The establishment of 
operator competency outlined in the Authorization Act may have closed the gaps that 
contributed to this casualty such as seamanship, familiarity with the waterways, 
understanding navigational information in publications, and the significance of maritime 
weather’s impact on the risks to vessel operations.  
 
The regulations, policies, and procedures to put this training requirement and resultant 
certification in place have not been established.  
 

                                                           
71 Dr.  hearing testimony. 
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5.9.3. Dockside Safety Examination Program 

The Coast Guard conducts dockside safety exams which examine safety and lifesaving 
equipment and other critical systems. The Coast Guard supports and requires that certain 
crew have safety and survival training and the crews conduct safety drills. 
 
The MARY B II was constructed of wood and built in 1957. There is no requirement at 
present for the inspection of the material condition of CFVs, like the MARY B II. These 
vessels may have commercial marine surveys periodically but these surveys do not typically 
examine the material condition of the vessel’s hull, engine and other critical equipment 
unless an observation is made in the course of the survey and the surveyor brings that 
condition to the attention of the owner in the survey report. There are no regulations for a 
vessel such as the MARY B II for modifications in design, construction materials, and 
stability. Another area where the CFV Examinations lack rigor is the absence of a 
requirement to verify whether drills were conducted with the crew, in other words, there’s 
no requirement to log the drills so nothing the examiner can review to ensure the 
requirement is met.  
 
Additionally, there is no adequate or practical requirement for lookout and standing a proper 
watch. During hearing testimony, the CFV Examiner highlighted this issue stating that 
fishing vessels need a proper lookout, but can be underway for days without restriction and 
the operator can be the sole person onboard. When asked how a vessel can maintain a proper 
lookout when the vessel is underway for three days straight with only one operator onboard, 
the witness agreed that it could not be done.72  
 
At Yaquina Bay, uninspected passenger vessels and recreational vessels are subject to 
restrictions based on the conditions at the bar. It is important to note that the majority of 
these vessels are given hull identification numbers. In the case of recreational vessels, those 
vessels are subject to federal regulations in a host of design considerations such as transom 
height, weight restrictions, flame arrestors, etc.  
 
Taken as a whole, the lack of regulation and oversight of the commercial fishing industry 
results as a latent unsafe condition (LUC) to the crews of these fishing vessels and in 
countless Coast Guard and other agency interactions to search for, tow, rescue and respond 
to fishing vessel accidents. These accidents endanger the rescue crews and result in the 
tragedy of missing, dead and injured fishermen. 
 

5.10. Loss of Situational Awareness Aboard the MARY B II 

5.10.1. At approximately 9:57 p.m., the MARY B II began the approach to the Yaquina Bay 
Bar with the VICTORY following astern and the CG 47266 inside the jetty tips marking the 
approximate center of the channel. Based on the OSU marine X-Band radar plot, the MARY 
B II was slightly to the left of the center of the channel. At approximately 10:04:30 p.m., the 
MARY B II began a slow movement towards the North Jetty tips and the submerged jetty tip. 
The cumulative effects of the wind, seas and the north setting coastal current would influence 
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the movement of the vessel. OSU prepared a chart73 showing the effects of the current and 
the general set of the current is to the north or north-northwest at approximately 0.5 knots. 
From 10:04:30 p.m. until the time that the MARY B II was observed to capsize shortly after 
10:07 p.m., the vessel moved slowly off the centerline of the channel to the northeast and the 
end of the North Jetty. 

 
Figure 68. Image showing the current velocity and generally northward direction off the Oregon Coast on the night of the accident.  Red circle 
highlights the Yaquina Bay Bar. (Source – Coast Guard, CG Exhibit 068 with CG labels) 
 

Critical events along the transit track for the MARY B II were: 
 
Both VICTORY and MARY B II are slightly left of the centerline of the YAQUINA 
BAY BAR channel. 
 

09:57 PM  MARY B II begins inbound run to Yaquina Bay Bar 
09:58 PM VICTORY tells CG 47266 “…..this guy is not riding good in the water. 
Like he’s not a very stable boat, hes [sic] got on outrigger halfway out,…” 
10:00 PM MARY B II “Yeah, I see your blue light there, I’m working my way to the 
North side here now.” 
CG 47266 “Roger captain, uh I advise that you don’t work over to the North too soon. 
Uh it is starting to break on that North side on the dumping grounds. And there is also a 
wrap around break on the North side of the channel. Over.” 

                                                           
73 CG 068 OSU Current Daily Averages 08 Jan 2019. 
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MARY B II “Yeah I got you guys, alright. Lemme pay attention here, cause so many 
vessels here now I got AIS going off on my Plotter here. Clogging it up.” 
10:03 PM  VICTORY identifies speed as “two knots” 
10:04 PM  VICTORY warns MARY B II that there is a 16-footer building “behind 
you” 
 
MARY B II having moved to the center of the channel starts moving off the center 
of the channel and towards the submerged portion of the North Jetty  
 
10:05 PM  CG 47266 communicates sea state to VICTORY and suggests that MARY 
B II might want to go bow in and stem the seas or push all the way in. 
VICTORY calls out that “This is the set right here” twice and the MARY B II 
acknowledges “Yeah roger, roger, I see it” 
10:06 PM CG 47266 “You’re looking like your heading very, very far north right 
now. You might want to come south just a little bit.” VICTORY calls out danger and tells 
the MARY B II to come to starboard twice. 

 
As the MARY B II started the inbound run in the Yaquina Bay Bar channel, the seas were 
breaking at heights up to 14-16 feet and in a manner that was dangerous. During the 
preliminary radio communications with the CG escort boats the only communications to the 
CG was that first there were lifejackets available and then as the inbound transit began the 
Operator said the crew was putting on lifejackets. There was no communication to the CG 
escorts about how the MARY B II would make the transit, station a lookout, speeds for the 
transit or any indications about problems that might restrict the speed of the vessel like the 
potential for line entanglement in the propeller or rudder. 
 
5.10.2. Lookout Onboard the MARY B II Observing Following Seas 

It is a good marine practice that while crossing a bar, operators of CFVs will station a crew 
person at a rear facing position to watch the breaking waves and relay information about the 
timing, character and speed, or force, to the person steering the vessel. There is no evidence 
available to confirm whether a lookout was posted on board the MARY B II on the night of 
the accident. VICTORY was several hundred yards astern of the MARY B II and was 
essentially acting as a lookout and giving information on incoming sets over the radio during 
inclement weather.  

The physical location of the crewmen of the MARY B II leading up to and at the time of the 
capsizing is uncertain. CG witness observations indicated that no persons could be seen on 
the MARY B II’s deck during the escort evolution. There was also testimony the CG 
personnel could not see inside the MARY B II’s wheelhouse. It is probable, given the 
weather conditions, both of the crew were inside the wheelhouse with the operator. The 
operator of the MARY B II might have reasoned that there was no need for a lookout given 
that the CG was present and providing sea condition observations and an escort. It is also 
possible that one or both of the crew were located near the only door to the wheelhouse, 
acting as a lookout.  

5.10.3. Crewmembers Entered the Water 
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Alternate possibilities exist for the reason the two crew entered the water and this 
investigation was unable to determine how this occurred with the available evidence.  The 
door may have been slightly open as a crewmember was standing inside the cabin while 
calling out wave information. Their proximity to the door could be a reason the two crew 
were washed out of the cabin and into ocean. There is a possibility that the crew could have 
attempted to jump from the vessel as the MARY B II was in extremis and the impending 
series of large waves was about to impact the vessel. The crewmen could have been washed 
out of the MARY B II if the door to the wheelhouse was closed at the time of the capsizing 
but the forces acting on the wheelhouse as it rolled in the water caused the door to wrench 
open and the crewmembers were swept out of the wheel house and into the water.  

5.10.4. Port Outrigger Partially Deployed 

At 9:58 p.m., the VICTORY noted that one of the MARY B II’s 45-foot long outriggers was 
partially out and testimony indicated that the Coast Guard crews did not observe a stabilizer 
vane or “bird” in or near the water. There is no way to determine if the crew saw the 
outrigger partially out and this caused a distraction or a reduction to maneuverability during 
the critical portion of the inbound transit.  
 
5.10.5. AIS Targets Clogging the MARY B II Chartplotter 

Following an examination of the available evidence, the investigation has concluded that the 
MARY B II had an electronic chartplotter that was capable of displaying AIS vessel targets 
on an electronic chart screen in the vessel’s wheelhouse. The MARY B II was not capable of 
transmitting an AIS signals. The captain had ordered an ICOM® marine radio that was also 
capable of receiving AIS transponder information and along with that equipment he ordered 
a VHF/AIS antenna and a Garmin® NMEA 2000 interface cable which would connect the 
ICOM® marine radio with the AIS capability to the 10 inch color chartplotter. As the MARY 
B II was approaching the bar, the display unit most likely would have displayed several AIS 
targets on the electronic chart.  Depending on the display settings and chart scale for the 
navigation chart being utilized on the screen, the VICTORY, CG 47266 and South Jetty 
Light 4, which was equipped with virtual AIS ATON would be displayed. Entrance Lighted 
Buoy Y’s position would have displayed on the chartplotter depending on the scale settings 
because a virtual AIS signal was being transmitted to electronically mark the location of the 
entrance buoy.  
 
The marine radio that was equipped with an AIS receiver was purchased on December 4, 
2018. It is not known when the equipment was installed on the vessel and connected to the 
existing chartplotter. As a result of the installation of this new equipment the operator would 
have to familiarize himself with the details of the operation of that new equipment. 
 
5.10.6. Coast Guard Vessels’ Impact on the MARY B II Through Use of MK-127 
Illumination Parachute Flares 

The VICTORY communicator who is the Commanding Officer of CG Station Yaquina Bay 
made the following statement during questioning at the hearing: 
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And then once an escort begins, it's best to keep the communication to a minimum other 
than us reporting the series, talking about lighting off flares. And the reason we do that is 
because you could easily distract someone as they're trying to cross the bar.74 

 
During the inbound transit of the vessels both Coast Guard vessels fired night illumination 
into the night sky. There was virtually no ambient light to illuminate the hazards along the 
transit on this accident night. Prior to the transit starting at 9:47 p.m., the VICTORY told the 
MARY B II crew that they would be putting up the flares. The flares are launched near 
vertically and provide bright, intense white light that lasts approximately 36 seconds as the 
flare descends under a small parachute. Although the launching of the flares might be viewed 
as distracting the flares were an essential tool to provide illumination on an overcast night 
with little moonlight. 

 
Figure 69. Screen capture from Oregon State Police closed circuit TV camera located in the vicinity of the South Jetty showing the illumination 
provided by the descending flares. To the right you can see the visible portion of the North Jetty (Source – Coast Guard, CG Exhibit 032 screen 
capture) 

At approximately 10:00 p.m., the captain of the MARY B II made the following statement 
below and as a result the Coast Guard vessels sought to reduce communications to prevent 
distracting the operation of the vessel during the critical phase of the inbound transit. 

“Yeah I got you guys, alright. Lemme pay attention here, cause so many vessels here now 
I got AIS going off on my Plotter here. Clogging it up.” 
 

5.10.7. Incapacitation of the Crew 
 
At approximately 10:05 p.m., the VICTORY called out to the MARY B II on the radio “this 
is the set right here” twice and the MARY B II answered, “Yeah roger, roger, I see it.”75 The 
managing owner identified the speaker in these radio calls to be captain Biernacki. There 
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were no other communications from the vessel made by other personnel. In the post mortem 
medical examination of the captain, the attending physician noted a laceration on the scalp 
and in the hearing testimony noted: 
 

The scalp laceration showed no swelling. It didn't show any opening or underlying 
spread of tissue. It was bleeding minimally, and scalp lacerations typically bleed more in 
people that are actively pumping. It was my opinion that was a postmortem scalp 
laceration.76 

 
There were not significant findings that would be associated with an incapacitating injury for 
the captain of the MARY B II.  
 
During the escort, Coast Guard personnel did not see anyone on the deck of the vessel and 
could not see into the vessel’s wheelhouse. There is no way to determine if there was any 
action that caused incapacitation of one or more of the crew. 
 

5.11. Impairment of the MARY B II  

5.11.1. The commercial marine industry as a whole subjects the persons who operate those 
vessels on America’s busy and congested critical waterways to drug and alcohol programs 
intended to insure that drugs and alcohol are not used while operating those vessels. This is 
not the case for CFVs. Mariners on other commercial platforms are generally subjected to 
pre-employment, random, post-casualty and reasonable cause testing for drugs and, in the 
case of alcohol, post-casualty and reasonable cause. There are serious enforcement penalties 
for the use of drugs and alcohol onboard commercial vessels. In the 2014 case of the F/V NO 
LIMITS, the captain of the NO LIMITS was charged with Seaman’s Manslaughter and 
pleaded guilty to drinking alcohol, smoking marijuana and then taking Oxycontin® which he 
purchased from street dealers. Had this drug been legally prescribed the patient information 
warning for this drug would have stated: 

OXYCONTIN® may impair the mental or physical abilities needed to perform potentially 
hazardous activities such as driving a car or operating machinery. Warn patients not to 
drive or operate dangerous machinery unless they are tolerant to the effects of 
OXYCONTIN® and know how they will react to the medication.” 

The accident resulted in the death of the two crewmembers on that fishing vessel in New 
England waters in November 2014.  
 
In typical commercial marine operations, Coast Guard policy77 for mariners discusses the 
use of prescription drugs or misuse of these prescriptions and the adverse effects on 
performance of common over-the-counter medications. An example of these over-the-
counter medications would be sleep-inducing aids. The Coast Guard’s posture on all forms 
of medications is: 

 

                                                           
76 Dr.  hearing testimony.  
77 USCG Navigation and Inspections Circular 04-08, Enclosure (4) Medications. 
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The nature of shipboard life and shipboard operations is such that mariners may be 
subject to unexpected or emergency response duties associated with vessel, crew, or 
passenger safety, prevention of pollution and maritime security at any time while aboard a 
vessel. 

 
The CFV industry is not broadly subjected to drug and alcohol testing as a preventative 
safety measure. There is nothing that would prevent a fishing vessel owner from using drug 
and alcohol testing as a means to reduce the risks of accidents caused by the use of drugs 
and/or alcohol onboard their vessels. CFVs over 200 GT require Coast Guard credentialed 
mariners in certain positions such as masters, mates, and chief engineers and those vessels 
are required to have a drug and alcohol testing program in place. Required drug testing would 
include pre-employment, random testing of the crew, post casualty and reasonable cause. 
That safeguard is in place to mitigate the risks of drugs and alcohol onboard a vessel. This is 
not required on vessels less than 200 GT so this was not the case onboard the MARY B II.  

5.11.2. After a marine casualty such as a sinking or grounding marine employers of 
commercial vessels are required to conduct drug and alcohol testing. Had the crew of the 
MARY B II survived, post-accident testing would have been required.  

During the hearing, the Medical Review Officer (MRO) and impairment expert was asked: 

Q. Based on your experience, are the navigation, seamanship and  operational control 
duties or functions for a commercial vessel-- fishing vessel any different than they are for 
let's say a  tugboat or a ferryboat or large passenger vessel?  
A. No, they should be the same. 
 

The safe operation of any vessel is dependent upon an alert operator who is able to make 
timely and critical decisions. Whether that vessel is a CFV or a passenger ferry, the standards 
for operating safely should be uniformly applied, as the negative consequences of an 
operator's impairment may be devastating.   

To ensure the safety of personnel and vessels in this dangerous industry some owners require 
the crew to sign a crew contract and crew contracts which have provisions or clauses that 
require that crew persons not use drugs or alcohol while aboard the vessel.  

In the case of the MARY B II, the medical examiner conducted a gross examination the 
bodies of the deceased and drew toxicology samples in accordance with the protocols and 
procedures in place at the time. The chain of custody for the samples was maintained and the 
samples went to the accredited Department of State Police Forensic Laboratory for analysis. 
 
Post mortem toxicology results for the three deceased crew are indicated in the graphic 
below: 
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Figure 70. Extract of Public Hearing introductory presentation, CG Exhibit 001, page 5 showing the toxicology results for the crew.  (Source – 
Coast Guard, CG Exhibit 001) 
 

Scientific literature78 indicates that there is a potential for raising of the levels of post mortem 
methamphetamine and the associated amphetamine levels based redistribution of those 
substances post mortem and the location and type of specimen draw. This scientific literature 
does not dispute the finding that the operator of the MARY B II tested positive for 
methamphetamine, an illegal and dangerous drug. Methamphetamine is classified by the U.S. 
Drug Enforcement Administration as a Schedule II drug, which makes it available only 
through a non-refillable prescription. This drug can be medically indicated for the treatment 
of attention deficit hyperactivity disorder (ADHD) for which prescriptions are rarely written. 
The street version of this illegal drug is usually acquired through illicit street sales which are 
illegal. This would subject the seller and the buyer, and in the case of the MARY B II’s 
operator, to arrest and punitive sanction, if convicted. 
 
The effects of methamphetamine on the critical decisions of the operator are profound. The 
issue of impairment was further explored during the public hearing. A MRO was asked what 
actions would be taken if this substance was detected in a credentialed mariner on a 
commercial vessel and stated: 

 
Q. So looking at these results79, let's say that they come from someone who is on a 68-
foot commercial small passenger vessel that operates under a merchant's mariner 
credential let's say out of Newport, Oregon. What would happen to that mariner based on 
these results?  
A. As a medical review officer, reviewing these documents, a mariner in that situation, I 
would term this mariner not fit for duty and certainly not what I would call seaworthy.  
Q. Would the mariner be allowed to continue to operate having had the results you see 
on pages--14?  
A. Absolutely not.  

                                                           
78 CG Exhibit 069 Antemortem and Postmortem Methamphetamine Blood Concentrations: Three Case Reports 
Iain M. McIntyre, Craig L. Nelson, Bethann Schaber and Catherine E. Hamm. 
79 Figure 70 – Slide from CG Exhibit 001. 
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Q. Sir, why is that?  
A. A mariner with the presence of methamphetamine specifically--potentially also 
included amphetamine is--in my opinion, would be considered impaired. 
Q. Based on these testing results, then, sir, what would you do?  
A. I would issue effectively a stand-down order. My first call would be to the designated 
employee representative, which is who I'm instructed to call as a medical review officer. I 
would tell them that they have a mariner on board, identify the mariner, who must 
immediately be taken off duty. If they happen to be offshore, I would have someone 
inform the boat that he has to be taken off duty and return to shore at the soonest time 
possible. 
 

The operation of a vessel while underway on a waterway under any conditions is an 
operation similar in nature and difficulty to the operation of a motor vehicle. Dr.  

, a forensic toxicologist is a researcher examining the effects of methamphetamine on 
human performance and he produced a scientific paper entitled “Methamphetamine and 
Driving Impairment,” published in the Journal of Forensic Sciences, JFSCA, Vol. 41, No.3, 
May 1996, pp. 457-464. The abstract for this paper makes the following statement about 
operating a motor vehicle under the effects of methamphetamine. 

 
ABSTRACT: Following a review of the effects of methamphetamine on human 
performance, actual driving and behavior were evaluated in 28 cases in which drivers 
arrested or killed in traffic accidents had tested positive for methamphetamine. The 
circumstances surrounding the arrest or accident were examined, together with any 
observations by the arresting officer regarding behavioral irregularities. The 
investigators also made a determination of culpability. Most of the arrests resulted from 
accidents in which the driver was determined to be culpable. Typical driving behaviors 
included drifting out of the lane of travel, erratic driving, weaving, speeding, drifting off 
the road, and high speed collisions. Behavioral manifestations of methamphetamine use 
in arrestees included rapid or confused speech, rapid pulse, agitation, paranoia, dilated 
pupils, violent or aggressive attitude. Combined alcohol and methamphetamine use was 
uncommon, however use of marijuana was evident in about one third of the cases. In 
addition to impairing judgment and increasing risk taking, the effects of withdrawal from 
methamphetamine use including fatigue, hypersomnolence80, and depression are likely 
contributors to many of these accidents. A consideration of the literature and the cases 
discussed here, leads to the conclusion that methamphetamine at any concentration is 
likely to produce symptoms that are inconsistent with safe driving. 
 

The effects of the combination of alcohol that was detected in the post mortem sampling and 
methamphetamine cannot be determined. The image below graphically depicts the effects of 
methamphetamine at low and high dose based on blood concentrations of the drug. Initially, 
the stimulant effect provides improved focus and reaction time. 

                                                           
80 Condition where a person experiences significant periods of sleepiness. 
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Figure 71. Hysteresis plot showing effects of methamphetamine that impact driving performance with respect to blood methamphetamine 
concentration (mg/L). The figure shows examples of withdrawal effects from (a) low dose and (b) high dose drug use. (Source –  
"Methamphetamine and Driving Impairment," Journal of Forensic Sciences, JFSCA, Vol. 41, No.3, May 1996, pp. 457-464) 

One of the crew of the MARY B II post mortem tested positive for cannabinoids the most 
notable being THC, the primary psychoactive compound in marijuana. This testing result was 
from the initial drug screen and further testing was not conducted based on the protocols and 
testing regimen specified by the Medical Examiner. Despite the fact that the State of Oregon 
legalized marijuana for medicinal and recreational use, use of this impairing drug is not 
permitted by persons operating watercraft of any type. Additionally, persons operating 
vessels on states or U.S. navigable waters are not allowed to use drugs or alcohol while 
operating a vessel if it leads to impairment as defined by specific blood alcohol levels (BAC) 
or similar test results for drugs. The threshold levels for impairment vary and are defined by 
State or Federal statutes. In testimony the MRO stated that if he was notified that a mariner 
was using methamphetamine or marijuana that person would be immediately taken off duty. 
A reasonable cause test for the use of alcohol would result in testing for the use of alcohol 
and removal from duty if that substance was detected.  

 
The captain of the vessel did not test positive for cannabinoids, however, the managing 
owner of the vessel knew he used marijuana which can also have an impairing effect on the 
operation of a vessel.  

5.11.3. Speaking to the accidents that occur in the CFV community at large, the tables below 
indicates the overall casualty statistics for the U.S. fleet. 
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Figure 72. The statistics contained in this table are derived from the USCG MISLE database that reflects the overall operational and non- 
operational commercial fishing vessel accidents for the displayed period. At the bottom of the page, in red is the plot indicating the reported 
accidents that occur in areas described as “bars.”  (Source – Coast Guard) 
 

The second table represents a breakdown of the various types of personnel casualties. 
Personnel cases are cases that the Coast Guard is aware of that include death, injury, missing, 
and casualties that lead to the classification of Serious Marine Incidents that require post 
casualty testing for drugs and alcohol within a required timeframe. 

The final table in this section show the relationship between drug and alcohol testing and 
positive test results identified as a result of required testing. These tables reflect data from the 
year 1999 up to July 2019. There is anecdotal evidence that suggests that accidents involving 
accidents for CFVs are underreported and to what precise extent is not known.  

 

Figure 73. The statistics contained in this table are derived from the USCG MISLE database that reflects the personnel casualty associated with 
commercial fishing vessel accidents. The notes indicate additional information about the sources and contents of the table. The footnotes for this 
table are located at the bottom of the page.81 (Source – Coast Guard)  

                                                           
81 * These statistics are based on extractions of data from MISLE via the CGBI cube system on July 22, 2019.  The 
above statistics are based on investigations with Involvement criteria of Marine Casualty: Reportable or Not 
Reportable or Discharge of Oil. A data pull from MISLE Vessel Events, Substances Spilled Vessels and Personnel. 
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Figure 74. The statistics contained in this table are derived from the USCG MISLE database that reflects the personnel cases where drug and 
alcohol testing was required. The highlighted columns indicate positive test results. The footnote indicate additional information about the 
sources and contents of the table. The footnotes for this table are located at the bottom of the page.82 (Source – Coast Guard)  
 
5.12. Human Factors Associated with Operation of the MARY B II 

5.12.1. Fatigue 

A law enforcement officer who observed the operator of the MARY B II the day before the 
accident voyage testified that he was either very tired or impaired. The impairment, 
according to the witness, may have been due to chemicals or fatigue. 

And later in testimony, the same witness was asked to expound on her observations to tease 
out whether she believed the operator’s behavior was due to fatigue or chemical impairment: 

 
A. You know, I didn't know. I see fishermen at all stages. Prior to the season everybody is 
pretty----pretty awake and perky, but as the season goes on, you can see folks get tired, a 
lot of different things. So I wasn't--I wasn't able to say why-- what impairment he could 
have had at that time.83  

                                                           
Casualties where the records involved Commercial Fishing Vessels. These records were then joined to Incident 
Investigation Activities for one record per investigation involving a fishing vessel. 
Vessel losses include operational as well as non-operational casualties. Personnel Casualties include all dead, 
missing and injury records based on vessel operation, loss, or occupational safety, as well as those not relating to or 
prevented by marine safety regulations, policy or guidance. This includes those records associated with misconduct, 
are self-inflicted, sickness, medical conditions or existing diseases, diving for harvesting a regulated species or food 
poisoning. All of these situations may require post casualty testing.  
** In most cases the classification of missing indicates that the victim is deceased. 
*** SMI is a classification of a marine accident as “Serious Marine Incident,” which requires drug and alcohol 
testing within a required timeframe. 
82 Drug and Alcohol tests are based on data extractions from the CGBI cubes MISLE Investigation Drug and MISLE 
Investigation Alcohol.  The statistics are summarized by Activity Id and joined to Incident Investigation Activities.  
These statistics include Post Mortem determinations, as found in a review of TimeLine entries on Autopsy findings.  
*** Total Drug Tests is a combination of Post Casualty Drug Tests Taken and Postmortem positive drug findings by 
a Medical Examiner. 
83 Senior Trooper  hearing testimony. 

Calendar 
Year

Drug 
Positive 

Test 
Results

Total Drug 
Tests

Alcohol Detected 
(BAC Provided)

Alcohol Detected 
(BAC Not Provided)

Total Alcohol Tests Activities with Any PositiveTests

2009 30 138 5 57 21
2010 12 104 6 61 14
2011 31 141 11 128 27
2012 23 104 2 85 21
2013 16 142 10 90 22
2014 10 121 2 84 11
2015 21 83 3 77 14
2016 15 70 1 64 8
2017 16 89 2 3 91 13
2018 17 115 2 69 14

2019* 6 24 1 17 4
Subtotals 197 1,131 44 4 823 169

All Commercial Fishing Vessels Post Casualty  Drug and Alcohol Tests
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The managing owner of the vessel was questioned about the responsibility to provide a safe 
working environment and reduce the risks associated with fatigue: 

 
Q. What steps did you take to make sure that the crew was well rested and that fatigue 
did not impact the safety of operations?  
A. I was not there personally. I can't answer that.  
Q. So you had no hand in ensuring that fatigue was not a problem or that was just left to 
the operator; is that correct?  
A. Everybody has, you know, requirements for their own being, like I can get along with 5 
hours' sleep sometimes or 8 hours’ sleep, sometimes no sleep. I--I can't really answer 
that.84 
 

At present, there are no work/rest regulations applicable to CFVs less than 200 GTs. As 
noted the operation of the MARY B II and other commercial marine vessels is similar in 
nature in terms of maneuvering, navigation and basic seamanship. Similarly, fatigue impacts 
mariners on any platform the same way.  
 
The International Maritime Organization (IMO), which governs international maritime 
shipping, makes the following statement describing fatigue: 

 
A state of physical and/or mental impairment resulting from factors such as inadequate 
sleep, extended wakefulness, work/rest requirements out of sync with circadian rhythms 
and physical, mental or emotional exertion that can impair alertness and the ability to 
safely operate a ship or perform safety-related duties. 85 
 

Furthermore, the IMO states: 
 

Fatigue is a hazard because it may affect a seafarer's ability to do their job effectively 
and safely. Importantly, fatigue affects everyone regardless of skill, knowledge and 
training. The effects of fatigue can be particularly dangerous in the transportation sector, 
including the shipping industry. All stakeholders should be alert to the factors which may 
contribute to fatigue, and make efforts to mitigate and manage the risks posed by fatigue. 
 

The managing owner of the MARY B II failed to carry out the owner’s responsibilities of 
reducing and managing the effects of fatigue in the vessel crew.  

 
The effects of the use of methamphetamine, alcohol and combined with the observations of 
fatigue cannot be precisely determined but taken together would have resulted in an 
impairment of the critical decision making during the especially hazardous bar crossing and 
is a contributing factor to the marine casualty. 

 

                                                           
84 Managing Owner hearing testimony. 
85 IMO Circular MSC.1/Circ. 1598 Guidelines on Fatigue. 
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5.12.2. Medical Conditions  

Commercial mariners, other than those operating on fishing vessels less than 200 GT are 
required to have a detailed physical to enable them to hold a credential or license. The 
physical entails a medical examination, medical history and listing of all prescribed 
medications as well as over-the-counter medications and supplements. There can also be a 
testing of physical ability to perform the duties of the rating or license. The frequency of 
these determinations is prior to issuance and subsequently at the most a frequency of every 
five years on renewal of the credential. Medical conditions that pose a risk to operations such 
as cardiac conditions, epilepsy and other serious conditions are closely scrutinized and a 
determination is made if that mariner can safely work on a vessel and waivers and special 
conditions may be imposed. As an example, in the case of a mariner with poor eyesight and 
prescribed eyeglasses, the waiver may require carrying a second pair of those glasses when 
onboard a vessel. Prescribed medications that impair functioning are carefully scrutinized.  
The Coast Guard will then issue the appropriate medical certificate to the mariner.86 
 
The only known medical conditions for the captain of the vessel were that he wore reading 
glasses, had some hearing issues and wore dentures. The managing owner stated that she had 
no knowledge of the operator being prescribed any medications, nor was she familiar with his 
medical history. She added that the operator was “not a doctor-goer.”  
 
The managing owner was not aware of any medical conditions for the remainder of the crew 
of the vessel.  
 
Without a determination of medical fitness for service there is no way of determining if an 
unknown medical condition, use of over-the-counter medications or supplements may have 
contributed to the accident. 

5.12.3. Operator's Interactions with Crewmembers and Other Fishing Industry Persons.  
 
The operator's contentious attitude toward other personnel within the fishing industry and 
crewmembers hindered the development of a safety culture onboard and prevented him from 
learning from other industry professionals. He was unwilling to learn, ask for, or receive 
advice about the Yaquina Bay Bar from mariners who had extensive experience operating 
CFVs in the area. Even the operator who owned the MARY B II prior to Mr. Biernacki stated 
that he wanted to offer advice on the waterway, the bay, and the treacherous bar crossing but 
Mr. Biernacki was not receptive.  
 
There is evidence of multiple instances where Mr. Biernacki took unreasonable risks while 
operating CFVs and made former crewmembers feel unsafe. This highlights a foundational 
impediment in establishing a safety culture onboard. Reports of the operator preventing 
crewmembers from calling the Coast Guard and crews having to activate EPIRBs in order to 
call for help have been discussed in detail. Documented cases involving the operator and 
witness testimony suggest that Mr. Biernacki behaved toward others in a manner that created 
discord and inhibited effective communication between crewmembers and the operator. 

                                                           
86 46 CFR § 10.301. 
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Communication is critical to safety in the hazardous conditions attributed to the fishing 
vessel industry. Although crewmember James Lacey had worked with Mr. Biernacki in the 
past, there is evidence to support that Mr. Biernacki was difficult to work with and was 
unable to keep crewmembers working for him.  
 
In addition, Servco Pacific Insurance (currently Brown & Brown Insurance) withdrew a 
quote to provide insurance to the MARY B II after they conducted a risk assessment and 
after local fishing vessel operators voiced concerns about Mr. Biernacki's experience. 
Multiple witnesses attested to Mr. Biernacki's dismissive attitude toward inclement weather 
forecasts and unwillingness to accept advice, as he claimed he would teach everyone how to 
fish as he did in the East Coast.  
 
The contentious personality traits would likely add an additional level of stress and 
distraction into an already stressful and arduous operation on commercial fishing vessels. 
This would likely prevent the establishment of a safety mindset. The lack of safety mindset 
was likely present on the MARY B II the night of the accident and may have contributed to 
actions, inactions, or distractions that resulted in the casualty. 
 

5.13. Coast Guard Bar Escort Procedures at Yaquina Bay Bar 

5.13.1. During the hearing, the Coast Guard was asked about procedures or policies used to 
conduct bar monitoring and escorts at Station Yaquina Bay. Following the Public Hearing 
and after further investigation, it was determined that a unit instruction was under 
development to address and document the specific bar escort procedures at Yaquina Bay. 
While the training program is robust, there was no signed procedure in the form of a formal 
unit instruction in place for bar operations on the night of the accident.   

During the course of the investigation, only the operations of Yaquina Bay were examined 
and this investigation narrowly focused on the MARY B II accident. The other 15 RNAs 
were not examined to determine how the Coast Guard reports bar conditions, monitors vessel 
movements, restricts the bars, disseminates safety information for the hazardous bars or 
conducts bar escorts. 
 
After the last bar observation at 4:45 p.m., three vessels crossed the bar without escort. One 
of the three vessels reported that the bar observations were no longer accurate. Due to the 
time of the year, it was nearly sunset, and the watchstander would not be able to accurately 
gauge the bar conditions from land. As such, the MLB 47266 got underway to reevaluate the 
bar conditions. In keeping with the standards common across the surf community, the MLB 
47266 took station inside of the jetty tips and energized their law enforcement blue lights to 
mark the center of the channel and enhance visibility using the MK-127 illumination flares. 
At approximately 7:34 p.m., the VICTORY pushed out past the jetty tips to conduct the 
escort as the VICTORY is the better asset to handle breaking/plunging waves from any 
angle.  

 
At 7:33 p.m., the 75-foot, steel hull LAST STRAW tells the Coast Guard on VHF radio 
Channel 22: 
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I desperately want to get in, but um, 30 minutes here see what happens, there’s also, its 
building fast out there, Thats [sic] why I’m motivated to get in, okay?87  

 
When the LAST STRAW explained his desire to get across the bar as soon as possible, the 
two Coast Guard vessels were already discussing timing and lulls with the operator in 
preparation for the vessel's crossing.  
 
During the LAST STRAW’s crossing, there were extensive radio communications with the 
LAST STRAW covering timing and character of the waves as well as how the LAST 
STRAW was going to cross the bar and enter the channel. Other than the MARY B II, the 
LAST STRAW was the last vessel to return to port. The LAST STRAW and the other CFVs 
considered it prudent to return to port in light of the weather forecast and building seas. 
 
As noted in testimony, some mariners are more comfortable with the Coast Guard and 
discussing bar crossing plans over the radio, whereas others will acknowledge the Coast 
Guard hailing them on the radio and then transit without much conversation. 
 
During hearing testimony, BOSN  said he passes only pertinent safety information 
such as the timing of the series, but then allows the captains to focus on the complex task at 
hand. He indicates during the bar crossing brief that CG vessels will stay out their way and 
the safe navigation of their vessels is ultimately their decision and responsibility. 
Additionally, as is detailed in the regulatory language of the RNA, Coast Guard crews tell the 
fishing vessel operators that the “safe navigation is the responsibility of the captain” and they 
should feel no pressure to enter just because the Coast Guard is standing by. 
 
Shortly after 7:53 p.m., the LAST STRAW safely crossed the bar the following exchange 
took place on the radio:88 

 
LAST STRAW - Thanks for your help 
VICTORY - LAST STRAW, VICTORY. Say again captain. 
LAST STRAW - I said we’re slowing down. And uh just appreciate the escort. Thanks for 
all your help. 
VICTORY -Absolutely captain. Any time. 
LAST STRAW - Uh it got a little broachy there for me. I need about twice a [sic] big a 
rudder. 
LAST STRAW - That’s the first time I’ve uh really broached like that. It’s kinda alarming. 
I got turned pretty go there didn’t I? 
VICTORY - You did great captain. Glad you’re inside safe. 
LAST STRAW -Yeah, you ever see guys turn that much? 
VICTORY - Oh absolutely captain, we’ve uh, uh we’ve seen them turn a couple circles, 
but glad you’re inside. 
 

Broaching is described as the following condition, a broach is "to slew around on a wave 
front." Another source says it is "extremely dangerous" and likens it to turning broadside and 

                                                           
87 CG Exhibit 008 and the following entries are taken from this exhibit. 
88 Some CG to CG boat radio communications are omitted for clarity. 
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losing control in following seas, so as to present the ship's side to oncoming large waves. In 
that event, the ship may "trip" on its keel or bow (pitch-pole), roll, capsize. In the altered 
image below red arrows has been added to show the potential for the fishing vessel to broach 
to port, cause a loss of control, and expose the vessel to possible capsize. 

 
Figure 75. Labeled image of the F/V NORSKEN FISHER entering Yaquina Bay Bar in surf on an unknown date. The red arrows, which have 
been placed on the image, indicates the dangerous potential for movement of the vessel. Than can lead to broaching if there is a loss of control or 
an overpowering by the following wave without sufficient power and control to swiftly counteract this momentum. This broaching would result 
in the vessel laying sideways in the trough of the wave, which most likely lead to a capsizing of the vessel. (Source - Mr. and Mrs. ©) 

During this time, the Coast Guard was having difficulty identifying and communicating with 
what was the last vessel offshore, the MARY B II. The identification was compounded by 
the vessel not responding to repeated hailings of VHF made by the Coast Guard. Eventually, 
the Coast Guard Command Center at Sector North Bend was able to identify the vessel 
utilizing NOAA VMS tracking by the vessel’s former name, BESS CHET. The new owner 
did not register the VMS system with the vessel’s new name. Shortly after 9 p.m., the Coast 
Guard reached the vessel’s operator by cell phone and then established radio communication 
with the captain of the MARY B II. At this time, the operator of the vessel states on the radio 
that his speed is between 6 and 7 knots. The Coast Guard would later rely on the declared 
max speed in advising the operator of the MARY B II during her attempted bar crossing. 

5.13.2. Dynamic Surf Conditions at the Bar 

5.13.2.1. Throughout the late afternoon and into the night the sea, tidal and weather 
conditions combined to create an ever worsening breaking bar. As the weather worsened, 
the Coast Guard observed and re-evaluated the conditions using all means available, 
including the considerable experience of the CG crews. Based on experience and the 
forecast, the expectation was that the bar conditions were going to get worse. Coast 
Guard Station Yaquina Bay crewmembers continually checked forecast models and 
weather instruments, such as offshore buoys, to maintain awareness of the worsening 
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conditions. When Coast Guard boats are on scene for an escort they report observations 
on the location of the breaking waves, height, period, and lulls. The day of the accident, 
these conditions were carefully observed and passed to the operators on the vessels. In 
the case of the MARY B II, the VICTORY called out the size of the waves coming astern 
of the MARY B II, at one point noting they were 16 feet.  

While Coast Guard crews can monitor and report on wave sets and lulls, they cannot 
predict the size or power of individual waves. OSU captures the reflected energy of ocean 
waves using marine band radar. The height and steepness of an ocean wave are 
characterized in colors and in the figure below you see the large ocean swells heading to 
the entrance of Yaquina Bay Bar. In general, you see they are red in color and move in a 
parallel series of waves towards the jetty ends. A bright yellow radar reflection would 
indicate waves that are significantly steeper and taller in height than the waves that are 
less bright. Near the time of the capsizing of the MARY B II, this convergence of waves 
began to occur and build in size.  

 

 
Figure 76. Screen shot of OSU radar video showing the MARY B II (VESSEL 1) and VICTORY (VESSEL 2) nearing the North Jetty End. 
(Source – Oregon State University, CG Exhibit 034) 
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Figure 79. MARY B II indicated by the small green circle at 10:27:27 p.m., the approximate time where the vessel struggled after getting hit by a 
wave and then capsizing by reverse pitch poling and sinking. (Source – Oregon State University, CG Exhibit 034) 

 

 
Figure 80. Screen shot of OSU radar video showing the MARY B II (VESSEL 1) and VICTORY (VESSEL 2) nearing the submerged rock 
portion of the North Jetty, the first large wave, reported to be 16 feet passed the MARY B II and engulfs the jetty tip. The second is about to 
strike the MARY B II. In this image you can make out the radar reflected energy of the vessel just ahead of the wave front. The VICTORY is 
turning away from the danger of the underwater portion of the jetty and the jetty tip. (Source – Oregon State University, CG Exhibit 034) 

On the day of the accident, Coast Guard crews properly anticipated a generally 
deteriorating and hazardous bar and took measures to reduce the risks at the bar. 
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5.13.2.2.  In examining the likelihood of survivability, the position of the MARY B II's 
capsizing appears to be a critical factor. When contrasted with the March 2012 wreck of 
the F/V CHEVELLE, the critical difference is the location of the accident. The 
CHEVELLE grounded roughly 50 yards inside the North Jetty after being set by sea state 
and surf conditions. While both accidents happened in the dark of night, the CHEVELLE 
was able to cross the bar and get passed the jetty tips. This position provided the crew an 
opportunity to don immersion suits and put out a distress message to the Coast Guard, 
ultimately allowing the all three crew members to be saved. 

 
Figure 81. The F/V CHEVELLE accident occurred in March 2012 where the vessel was set onto the south side of the North Jetty. While the 
vessel was a total loss, all crew were recovered safely by the Coast Guard. (Source - Chart, NTSB Marine Accident Report MAIB DCA12-ML-
011, CHEVELLE Photo - Mr. and Mrs. ©) 
 
 

Had the MARY B II remained in or near the center of the channel during the capsizing, it 
might have been possible for Coast Guard vessels to effect a rescue. However, because 
the MARY B II capsized outside the channel near the dangerous area known as the 
dumping grounds, it was impossible for the MLB 47266 and the VICTORY to safely 
engage in any rescue attempt. 

5.13.3. Use of Navigational Ranges Marking the Centerline of the Channel 

Of all the aids to navigation in Yaquina Bay, one of the most important is the range boards. 
The range helps approaching vessels identify the center of the channel, and is one of the most 
reliable aids as the high height helps prevent it from being obstructed. The VICTORY 
communicator, the Commanding Officer of CG STA Yaquina Bay was asked: 
 

Q. Thank you. Could there have been other vessels or obstructions blocking the clear view 
of the entrance range lights, do you think?  
A. No. I was using those to navigate.89 

 
At no time during the escort were the use of the lighted ranges discussed until the vessel was 
in extremis. In the case of the LAST STRAW, at 7:42 p.m. the following discussion took 
place earlier in the evening: 
 

                                                           
89 BOSN  hearing testimony. 
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LAST STRAW - Stay south of center, is that correct? 
CG 47266 - LAST STRAW, coast guard 66, yeah im [sic] the inside boat here captain. 
Yeah were seeing uh every probably third or fourth wave on the series, um will tip uh just 
south of center channel. Uh 2 or 3 hundred yards out breaking towards the tips. 
LAST STRAW - Okay then you recommend stay on the range then right? 
VICTORY - That’s affirmative, stay on the range. 
VICTORY - That’s affirmative captain, stay on the range. Also how many POB do you 
have?90  
 

5.13.4. Communications During the Escort 

Crossing a hazardous and breaking bar during darkness is an extremely dynamic and 
challenging experience imparting stress and anxiety even the most experienced mariners. The 
following elements of the escort were examined, in some cases with the benefit of hindsight 
which was not available at the time of the accident. 
 
The crew at Station Yaquina Bay is made up of professional mariners who receive extensive 
training on evaluating and understanding the causes and effects of the local bar. They 
specifically receive training on how to speak about and communicate the nuanced aspects of 
the sea state. To mariners and persons unfamiliar with bar conditions on the West Coast, this 
parlance may be confusing and opaque. During the escort, the individual aids were 
referenced but there was no discussion about these aids with respect to navigation with the 
operator of the MARY B II prior to the start of the transit. It was understood that the operator 
was not a local fisherman. While no instruction concerning Bar Escorts was officially 
promulgated the night of the accident, the Station Commanding Officer and Executive Petty 
Officer both testified that a draft instruction encapsulated Station policy at the time. This 
draft instruction required an escort to verify the operator crossing the bar “understands the 
local ATON.” Had the escort verified this information, the operator might have understood 
the availability and purpose of the navigation aids designed to guide the mariner into this 
challenging harbor. Below are examples of the language used to describe conditions of the 
Yaquina Bay bar: 

 
9:46 p.m. Mary B, Victory -  Roger captain, uh yeah we just passed over the series, right 
around where buoy 3 should be it was uh 16 foot, inside of us it broke across the channel. 
Uh now were starting to time the series. So in between the series it’s a good run,…… 
 
9:47 p.m. Victory Mary B, - Uh victory. Roger we’ll inform you the timing sop the hill 
has got a timing, we’ll be calling the sets to them on 22 alpha. Well [sic] be putting up 
more illumination flares, just as we cross the bar. Uh, it was breaking pretty heavily into 
the channel from the south pinnacle, so the south side of the channel sop earlier when we 
were coming back in right and up the middle of the channel seems to be the best bet. 
 

At 10:00 p.m., the CG 47266 hails the MARY B II on Channel 16 and says 
 

                                                           
90 CG Exhibit 008 (errors are in keeping with the document as provided to the investigation team). 
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Roger captain, uh I advise that you don’t work over to the North too soon. Uh it is 
starting to break on that north side on the dumping grounds. And there is also a wrap 
around break on the North side of the channel. Over. 
Mary B II - Yeah I got you guys 
 

The captain of the MARY B II had limited West Coast bar crossing experience and little or 
no experience being escorted and communicating with CG escort vessels in hazardous bar 
conditions. While rough weather does occur on the East Coast, specifically in Barnegat Inlet, 
where the captain was previously engaged in fishing, the characteristics of the waves, 
specifically timing between swells as well as the raw power of East versus West Coast surf 
may have led the operator to underestimate the importance of crossing the bar earlier in the 
day or why the Coast Guard was feeding him certain information. The captain’s reticence to 
accept advice from the previous owner on bar crossings and unique bar conditions did not 
allow him to comprehend the unique considerations at the dynamic and hazardous bar. There 
is no evidence that he understood some of the critical information that was being conveyed to 
him such as the characteristics of the sea conditions and the particular hazards associated 
with them. 
 
Communications via marine radio are vital to the success of bar escorts. Preliminary 
communications include the plan for the crossing. The minimum legal requirement for a 
small passenger vessels is to have an approved bar crossing plan (also referred to as a 
“Go/No Go plan”). The purpose of the bar crossing plan is to guide a vessel’s operations on 
and in the vicinity of the bar. An approved bar plan creates an awareness by the captain and 
the crew of the unique hazardous conditions associated with regulated bars. Fishing vessels 
are not required to have a bar crossing plan.  

In the case of the MARY B II, that operator communicated that the crew had life jackets 
available and that the crew were drill conductors. He also communicated the speed his vessel 
could make on the trip up to the entrance of the bar and the number of people aboard the 
vessel. At 9:47 p.m., the operator said that they would hang outside and watch a couple of 
sets. At 9:52 p.m., the MARY B II reported that they were putting their life jackets on. The 
operator of the MARY B II did not communicate any concerns with making the previously 
stated speed of 6 to 7 knots nor did he inform the Coast Guard of any reduction in speed. The 
operator of the MARY B II failed to let the Coast Guard vessels know that he had started the 
MARY B II on the inbound transit to cross the bar. The CG crews observed the MARY B II 
start into the transit and the VICTORY followed astern.  

The regulations for RNAs require a bar crossing plan for small passenger vessels but not for 
CFVs. The bar restrictions for uninspected passenger vessels and recreational vessels 
significantly reduces risks to those vessel types. Had the regulations for a well thought out 
bar crossing plan when the bar is restricted been applied to all commercial vessels, the 
operator’s planning for bar crossings would manage the risks of the crossings. Elements of 
the bar crossing plan may include the posting of an aft facing lookout calling out the waves, 
briefing to the fishing vessel crew about what to do if things go wrong, contacting the Coast 
Guard to provide updated bar condition reports or requesting an escort into port under the 
appropriate conditions such as when a vessel has compromised maneuverability or under 
extreme bar conditions. 



110 

At approximately 10:00 p.m., the MLB 47266 passed information to the operator describing 
how the seas were breaking at and recommended that he shift slightly to the north once he 
got inside the jetty tips, the MARY B II acknowledged hearing the transmission and notified 
the escorts that: 

Yeah, I see your blue light there, I’m working my way to the North side here now.91 

CG 47266 immediately responded: 

Roger captain, uh I advise that you don’t work over to the North too soon. Uh it is 
starting to break on that North side on the dumping grounds. And there is also a wrap 
around break on the North side of the channel. Over. 

The MARY B II responded: 

Yeah I got you guys, alright. Lemme pay attention here, cause so many vessels here 
now I got AIS going off on my Plotter here. Clogging it up. 

Following the request of the operator, the Coast Guard minimized communications so as not 
to distract the operation of the MARY B II; the CG vessels continued to monitor the transit 
and make warnings when necessary. The CG escorts observed the vessel had slowed to 
approximately two knots with no explanation from the MARY B II about the reduction in 
speed or any future maneuvering, however, neither did the Coast Guard ask the MARY B II 
or prompt the operator for more information. 

A former commercial fisherman with extensive bar crossing experience made this statement 
about crossing the bar: 

A. No, no, if--if the ocean conditions are good, you--you're  metal--pedal to the metal to
get the hell out of there because that's one of--it's where you don't want to be. Sooner--
least amount of time you can spend there, the better.92

A highly experienced CG Surfman with extensive Yaquina Bay Bar experience made the 
following statement during hearing testimony about crossing the bar: 

A. Well, I would say from my experience, a typical speed of a commercial boat is between
6 to 10 knots depending on what they typically do. And throughout--in the early stages of
the bar escort, we're going to ask them, you know, "Sir, what's your normal cruising
speed?" or, "What--how fast can you make--like make?" you know. "You pour the coals
to her, what's your top--what's the best speed we're going to get?" They're going to
provide that information. They know their vessel better than what we do. But if I--if I hear
a speed of less than 5 knots, it  makes me a little wary just because I know that you're not
going  to be able to outrun the sets of waves that are coming through or time them. At
some point you will get caught by the next series or the next set of waves. So I would say

91 CG Exhibit 008. 
92 Mr.  hearing testimony. 
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that 5-knot threshold for myself would be something that I would pay--I'd be 
hypervigilant to somebody telling me that.93 

At 10:04 p.m., the VICTORY called the MARY B II to make them aware of a wave building 
from astern, 

16 Footer building up behind you captain. 

A minute later, 

Victory- Mary B, This is the set right here. This is the set. Over 
Mary B II - Yeah roger roger, I see it. 
47266- Mary B, This is the 66. This is uh the beginning of the smaller set that’s coming in 
right now. 
Victory -Wind in your mic.94  

Figure 82. Positions of vessels throughout the escort. The approximate position of the final calls to the MARY B II are indicated for the time of 
10:06 p.m. (Source – Oregon State University, CG Exhibit 071) 

93 CG STA Yaquina Bay Executive Petty Officer hearing testimony. 
94 Wind in your mic – indicating a transmission of the radio distorted by the ambient wind being captured by the 
transmitter’s microphone.  
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And then a moment later: 

47266 -You’re looking like your heading very, very far north right now. You might want 
to come south just a little bit. 
47266 - Mary B, 66 did you copy my last? 
Victory - Hard, you are 3 boards North. Over. 3 boards North! Come South! Come to 
Starboard! Come to Starboard! Mary B, Come to Starboard!95 

The admonition “You’re looking like your heading very, very far north right now. You might 
want to come south just a little bit.” and “Hard, you are 3 boards North. Over. 3 boards 
North! Come South! Come to Starboard! Come to Starboard!” contained the elements of a 
warning. The captain of the MARY B II may not have understood the warnings about “Three 
boards North” and this may have created a distraction at a critical time because the operator 
may have had to process the unfamiliar terminology that was voiced powerfully. However, 
the warning of “come to starboard” could be clearly understood even without navigation 
tools such as a steering compass. These warnings were given approximately a minute before 
the loss of the MARY B II. With the benefit of hindsight, the last communications from the 
Coast Guard vessels to the MARY B II could have been more assertive. There is nothing to 
have prevented the Coast Guard vessels from making a statement such as “MARY B II you 
are standing into danger” once the deviation from the channel centerline towards the North 
Jetty tip had been understood and confirmed. The admonition to come south clearly 
demonstrated the Coast Guard crews were fully engaged in monitoring the evolution and 
were aware that it was devolving. The transmission to come south “just a little bit” was not 
assertive enough given the situation. The callout regarding the reference to three boards north 
might not have any significance to the mariner operating the MARY B II whose main 
experience was on the East Coast and on the usual waterway of Barnegat Inlet which lacks a 
navigation range and the associated range boards. While Coast Guard policy prohibits the 
passing of compass directions to vessels, this prohibition is waived in emergent situations. In 
such cases, the Coast Guard is permitted to provide simple directions to mariners in extremis 
or imminent danger.  

Shortly after the last communication, the MARY B II was seen capsizing and the lights of the 
vessel were extinguished.  

The fact that a bar escort is considered a SAR “alert” phase enables a rapid response if there 
is any difficulty encountered in an escort. In the case of this escort, as soon as the MARY B 
II was observed to capsize, the SAR phase shifted to “distress” and the full search and rescue 
resources of the Coast Guard were brought into the emergency. That included the Coast 
Guard resources that actually worked on the emergency response as well as additional Coast 
Guard resources that were available on standby such as supporting personnel and a 
helicopter.  

On scene, the VICTORY with Station Yaquina Bay’s Commanding Officer aboard, 
immediately assessed the situation and called for a CG helicopter to be dispatched from the 

95 CG Exhibit 008. 
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CG air facility at the local Newport, OR airport. Station Yaquina Bay immediately recalled 
all remaining personnel to assist in the distress phase. 

Analysis of Elements of the Accident that were not a Direct Cause of the Accident 

5.14. Adequacy of the MARY B II Lifesaving Equipment 

The outfitting of the MARY B II with safety and lifesaving equipment met or exceeded 
requirements. The owner followed the recommendations of captain Biernacki and spent 
significant funds to purchase safety equipment after the acquisition of the vessel.96 A new 
EPIRB was purchased and properly registered. As previously discussed, the water and air 
temperatures were near 50 degrees which can induce cold water shock. The vessel did have 
immersion suits onboard to insulate the wearer and protect the wearer from loss of body core 
temperature, called hypothermia. The crew had attended safety training. The operator and one 
crew member had attended the course within the previous two months and were certified to 
conduct drills. The other crew person had previously attended training. 

There was no way to determine if safety drills had been conducted onboard the MARY B II 
under the supervision of a qualified person.  

While cold water survivability calculations executed and noted in a SAR case study those times 
are predicated on a non-catastrophic event such as a gradual immersion into the cold water, not 
an event similar to the capsizing where personnel are ejected into the water suddenly. While cold 
water immersion is not a causal factor directly attributable to the initial event, the sudden 
immersion shock would have contributed to the drowning of the two crewmembers who were 
ejected or able to escape the wheelhouse of the MARY B II but still perished despite being found 
well within the time frame in the Coast Guard tool used to determine survivability in the water. 

5.15. Responsibility of the Managing Owner of the MARY B II 

F/V MARY B II LLC was a limited liability corporation that owned one vessel, the MARY B II. 
The managing owner of that LLC was not a commercial fishing industry professional, rather she 
was the mother of captain Biernacki. After the vessel was purchased, significant money was 
spent to upgrade the vessel’s safety and lifesaving equipment as well as the routine equipment 
associated with the coming crabbing operations. In testimony, the managing owner explained 
that she relied on the recommendations of the captain of the vessel, Mr. Biernacki, as to 
suggestions for the maintenance and outfitting of the vessel. During the public hearing, the 
marine surveyor who conducted the most recent survey of the vessel stated his impressions of the 
vessel: 

Q. And, sir, what was your overall opinion of the vessel’s condition?
A. I hadn't been involved with this vessel before. I had seen it from a distance, never been
aboard it. The--the vessel--I was actually impressed with--with the vessel. I mean, it was in
much better shape than I had--what do I want to say--viewing the vessel from a distance and
I've seen it over a number of years, it wasn't really a cosmetically pleasing vessel. So you

96 CG Exhibit 040. 
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would think that, you know, it's a backyard-built type of builder or something like that, but 
once I got aboard it, I was actually impressed. I did not go through the whole vessel. It was 
mostly limited to the engine spaces, but I did notice the cabin and the interior and they were 
quite nice. I mean, the vessel was nicely maintained, although like I said, I did not do a 
survey on it and I did not do a complete vessel inspection.97 
 

Examining the owner’s responsibility for the safety equipment that was located in the workplace, 
in other words on the vessel, the owner purchased significant safety equipment such as 
immersion suits, an EPIRB, life jackets and had the liferaft serviced among other things.  
 
As to ensuring that the vessel was not operated with personnel under the influence of drugs and 
alcohol, the managing owner stated that she had expectations that there would be no use of drugs 
and alcohol on the MARY B II. When asked if her expectations were outlined or incorporated 
into policy in some way, for example in crew contracts for the crew, she stated that there were 
contracts in place for Mr. Biernacki and Mr. Lacey, but not Mr. Porter due to the short duration 
of his employment, approximately one week. She stated that the crew contracts were lost when 
the vessel sank. There is no evidence that the crew contracts stipulated that the use of alcohol or 
drugs were prohibited during operation of the vessel. Further, there is no evidence that the 
contracts specifically addressed the use of marijuana,98 a drug that was regularly consumed by 
captain Biernacki, as detailed by the owner. As the managing owner, she knew that alcohol test 
kits had been purchased for the vessel but did not know the purpose or their intended use and the 
requirement for post casualty drug and alcohol testing. 

In testimony, the managing owner could not identify if any health conditions existed for the 
crew, other than readily observed conditions for the captain. These conditions were that the 
operator wore reading glasses, had hearing issues and wore dentures. As to the crew of the 
MARY B II she made the following statement in response to a related question: 
 

Q. Turning to the physical condition of the crew, how were you assured as to any latent 
medical conditions for the crew that might suddenly impact the safety of the crew at a critical 
time, for example, epilepsy, heart conditions or a host of adverse crew medical conditions?  
A. I was aware of no conditions to preclude work.  
Q. And that's both for Mr. Biernacki and the rest of the crew?  
A. I don't know anything about the crew.99 

 
When asked if the managing owner instituted any guidelines for the management of fatigue, she 
stated that she was not physically present at the vessel location and could not answer that 
question.  
 
As to the operation of the vessel or policies or instructions for the crew: 

 
Q. I understand, but my question was did you create or distribute any instructions or policies 
or procedures?  

                                                           
97 Mr.  hearing testimony.  
98 Marijuana is legal in the state of Oregon despite being listed as a Schedule IV Drug by the Federal Government. 
99 Managing Owner hearing testimony. 
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A. No.
Q. Did you write down any expectations that you had for the operation of the MARY B II?
A. No.
Q. Does that include your expectation for drug and alcohol--for your drug and alcohol
policy?
A. I didn't write anything down for expectations. This just was unfolding.100

The managing owner had been in the Newport area visiting with the operator for several weeks 
in December and was available to observe the shore side operations in preparation for the fishery 
opener. The managing owner did state that she left shortly before the Dungeness crab fishery 
opened.  

Following the accident, the managing owner did not submit a CG-2692 (OMB 1625-0001), 
Report of Marine Casualty, Commercial Diving Casualty or OCS Related Casualty within five 
days as required by federal law. The accident was a marine casualty as described in 46 CFR § 
4.05-10(a). 

5.16. Coast Guard Search and Rescue Response 

As the escort of the MARY B II commenced, the mission was in the “alert” phase, in 
conformance with policy. Once the vessel capsized, the classification shifted immediately to the 
“distress” phase. Two CG vessels were on the scene and the MLB 47266 was directed to search 
the area on the south side of the North Jetty in an attempt to locate any potential persons in the 
water. Personnel were recalled to the Station as the VICTORY remained off the bar and 
conducted search efforts. Visible wreckage of the MARY B II was seen on the north side of the 
North Jetty in water which was too dangerous for CG boats to enter and search. The MLB 47266 
searched inside the jetties to see if the ocean current had carried any potential survivors into that 
safer water. A CG helicopter was immediately dispatched from the Newport airport where these 
helicopters are staged for rapid response to effect search and rescue. At 10:20 p.m., Coast Guard 
Sector North Bend notified the on scene units that the MARY B II’s EPIRB had been activated 
in the capsizing. EPIRBS are designed to automatically begin transmitting once dislodging from 
their bracket or after submersion in water; in this case, after the capsizing. That beacon would 
have provided the Coast Guard with vessel specific details but most importantly an accurate 
position of the distressed vessel. In this case, the location of the accident had been identified. At 
10:23 p.m., the first personnel began to arrive at the beach and begin a shoreline search. This 
would grow to include rescue personnel from the local area as well as CG teams. At 10:34 p.m., 
the CG Helo 6527 took off from Newport air facility headed to the scene. This helicopter had a 
powerful searchlight, hoisting capabilities and a rescue swimmer to add to the search teams and 
equipment at the accident scene. Beach parties were launching MK-127 illumination flares to 
attempt to locate survivors. There were difficulties initially in the radio communications between 
the shore teams, boats and the helicopter during this phase of the rescue as multiple radio 
frequencies were being used and local fire rescue assets were also participating. At 10:51 p.m., 
all rescue communications were shifted to radio Channel 21A and those communications issues 
were resolved.  

100 Managing Owner hearing testimony. 
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The rescue helicopter arrived and located some wreckage at 10:40 p.m. and began to determine 
the possibility of locating any survivors. Shortly after that the VICTORY headed in to the dock 
to assist in the shore search for survivors. The CG Helo 6527 located a victim and lowered a 
rescue swimmer into hazardous conditions and moved the victim to the beach so EMS could 
attempt resuscitation. Another victim was located in the MARY B II wreckage of the cabin 
which had drifted ashore to the north side of the North Jetty. It was too hazardous to remove that 
victim until first light the following morning. The third victim was located in the water near the 
shoreline on the beach north of the North Jetty.  

5.17. Survivability Factors 
 

5.17.1. Crew’s inability and limited time to deploy lifesaving equipment 
 
After the vessel was turned to the seas by the second wave, the vessel was unable to recover 
and capsized as the third wave rolled in over it. The crew had very little time, if any, to react. 
Due to the small size of the MARY B II and the location of the liferaft the crew could not 
make the liferaft ready for deployment. The liferaft inflated and floated free as designed and 
washed up, inflated on the beach. 

It would be a challenge for any operator, crewmember, or fisherman to don a survival/ 
immersion suit and deploy the liferaft in the limited time available. The Coast Guard boats 
operating nearby had the MARY B II under direct observation for the entire time up until the 
vessel’s capsize.  

During SAR and recovery operations, the Coast Guard located all three crewmembers 
wearing inflated Type V lifejackets. Later, Oregon State Parks personnel found four 
immersion suits and the liferaft.  

5.17.2. Crew’s limited survival time without immediate rescue 
 
Coast Guard vessels were on scene at the time of the accident but were limited in their ability 
to respond because of the location of the MARY B II’s capsize, north of the North Jetty. In 
order to respond, the MLB 47266 and the VICTORY would have had to transit nearly a mile 
to the north to “jump off joe” point to avoid charted reef areas to approach the search area in 
deteriorating conditions and high beach surf. Interview summaries, witness testimony, and 
communications transcripts support that neither Coast Guard vessel had sufficient MK-127 
illumination flares to safely conduct this transit and subsequent search and rescue effort and 
would have put further lives and boats in danger. The Commanding Officer conducted an 
operational risk assessment and determined that the risk was too high to put Coast Guard 
vessels in the waters north of the north jetty. 

The investigation determined the Coast Guard’s inability to enter the search area north of the 
North Jetty after the capsizing was not a contributing factor in the loss of life to the MARY 
B II’s crew. Due to the instantaneous and catastrophic nature of the vessel’s sinking, the 
vessel’s crew did not have enough time to abandon the vessel in immersion suits or enter a 
liferaft which would have increased the crew’s chances of rescue or survival. 
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6. Conclusions

6.1.   Cause of the Casualty 

6.1.1. The initiating event for this casualty occurred when the MARY B II deviated from 
the centerline of the entrance channel for Yaquina Bay Bar at approximately 10:04:30 p.m. 
and began a general movement towards the submerged end of the North Jetty in breaking 
surf and near gale conditions.  

Figure 83. Large red circle indicates the start of the initiating event, the deviation from the centerline of the Yaquina Bay Bar channel. Time 
10:04:30 p.m., January 8, 2019. (Source – Coast Guard) 

All of the actions and conditions that caused the MARY B II to leave the center of the 
channel cannot be precisely determined as the crew are deceased. Based on the available 
evidence, the causal factors were: 

6.1.1.1. All available evidence indicates the captain of the vessel did not have 
experience on the Yaquina Bay Bar in extreme winter conditions with significant 
breaking surf. Additionally, the captain did not appear to accept earlier advice from 
local fishermen who attempted to share their knowledge of the danger associated with 
rough bar conditions, including the crewman he hired to for his local knowledge of the 
area. 

6.1.1.2. Unlike other more prudent mariners, the captain of the MARY B II did not 
attempt to return to the safety of Yaquina Bay until later in the evening after the 
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breaking seas increased in severity with a gale warning in effect. Every other 
fisherman brought their vessels in earlier because of the forecasted weather 
conditions. Weather forecasting was accurate and available through a wide variety of 
sources. Based on this forecast, the local and experienced crew person had 
expectations the MARY B II would be in port by mid-afternoon. 

6.1.1.3. Scientific evidence indicates that the impairing effects of methamphetamine, 
alcohol, and fatigue impact critical split-second decision-making and higher level 
cognitive functions. The captain of the MARY B II had methamphetamine in his 
system while operating the vessel. Considering the dynamic environment of the 
Yaquina Bay Bar on January 8, 2019, impairment, of any type, carried inherent and 
unjustifiable risk on the vessel operations and the bar crossing. 

6.1.1.4. The observed reduction of the MARY B II’s speed to, at times, two knots or 
less caused the MARY B II to move off the center of the channel and towards the North 
Jetty tip. It is unclear whether the shift in heading was caused by the operator, the 
combined weather elements, or an amalgam of both. 

6.1.1.5. As observed by the OSU marine radar plot of the surface current, the force of 
a coastal current on the date of the accident contributed to the MARY B II setting too 
far north of center channel and into the vicinity of the jetty tip.  

6.1.1.6. There is a possibility that a line had become entangled in the propeller and 
may have reduced maneuverability of the MARY B II at a crucial time. In addition, if 
the MARY B II’s maneuverability was limited, the captain’s failure to inform the 
Coast Guard escorts of this critical information may have resulted in the assumption 
that the MARY B II was fully capable of maneuvering. The port outrigger which was 
partially deployed may have had rigging that, if trailed aft, may have fouled the 
propeller or rudder. 

6.1.1.7. It cannot be determined if a medical issue, injury, or incapacitation of any of 
the crew played a part in this deviation towards the danger posed by the North Jetty 
tip.  

6.1.1.8. The existing ATON configuration at the entrance of the Yaquina Bay Bar did 
not optimally facilitate the navigation of the MARY B II on the accident night. The 
lack of a physical Entrance Lighted Buoy 3, potential confusion between the range 
lights and the bridge tower light, and the lack of light on the North Jetty tip may have 
been contributing factors to the operator deviating from the main channel.  

6.1.1.9. The Coast Guard did not undertake a reassessment of the Yaquina Bay waterway 
after the implementation of the RNAs for Hazardous Bars in 2009. The 1996 Yaquina 
Bay WAMS classified the waterway as “non-critical” though the waterway was re-
designated as “navigationally critical” in 2003. Although the waterway did not change, 
the risks associated with the waterway had been identified with the designation as an 
RNA with hazardous bars. The reassessment of this particular risk would encompass an 
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examination to determine if the Aids to Navigation were effective to mitigate or reduce 
those risks. The overarching policy for the conduct of WAMS assessment is contained in 
the Aids to Navigation Manual, COMDTINST 16500.7A. At the time of the accident, 
there were issues with the missing Lighted Approach Buoy "Y", the inability of Lighted 
Buoy 3 to be maintained year round, the inability to put a light on the North Jetty and the 
potential confusion with the rear range and the aircraft warning light on the Yaquina Bay 
Bridge. Another significant issue is the lack of availability of heavy lift capable buoy 
tenders to maintain certain critical aids. 

6.1.2. A subsequent event after the deviation from the center of the channel was that the 
MARY B II continued to move to the northeast and toward the extreme hazard of the North 
Jetty tip. The operator directed or allowed his vessel to continue moving northeast despite 
the efforts of the Coast Guard escort vessels to illuminate the bar and surrounding area and 
communicate warnings. These warnings included observations about incoming series of 
breaking waves that potentially posed a danger to the vessel and about not moving to the 
north until the vessel had safely crossed inside the jetty tips. Causal factors contributing to 
the continued northeastern movement were: 

6.1.2.1. The captain of the vessel failed to fully appreciate the risks of bar crossing or 
lost situational awareness of the vessel’s position in proximity to hazards such as the 
North Jetty tips and the north reef. 

6.1.2.2.  The captain of the MARY B II’s preoccupation with AIS targets that were 
“clogging up” his vessel’s chartplotter. There is no way to determine what he was 
viewing with precision, however, he may have been distracted by the presence of the 
VICTORY, MLB 47266 and South Jetty Light 4 and the virtual AIS ATON equipped 
signal from Entrance Lighted Buoy “Y.” Based on the captain’s request, the Coast 
Guard significantly reduced their communications with him as to not provide a 
distraction during a critical moment in the transit.  

6.1.2.3. The captain of the MARY B II appeared to not utilize all available navigation 
aids to discern his position on the bar nor did he heed the advice from Coast Guard 
vessels. This was either due to lack of knowledge of those navigation aids or inability to 
visually identify and/or interpret or understand those navigation aids. Neither the captain 
nor the Coast Guard discussed the use of the navigation ranges marking the center of the 
channel nor South Jetty Light 4 as a reference. The Coast Guard marked the 
approximate position of the center of the channel with the MLB 47266 stationed near 
the centerline with a flashing blue light. 

6.1.2.4. Notwithstanding the points raised in 6.1.1.6, there is no indication that the 
captain of the MARY B II used the maximum speed capabilities of the vessel (6.5-7 
knots), when warranted, to transit the bar in the lull between significant wave sets and 
to minimize exposure of the vessel to the breaking 14-16 foot waves. The captain of the 
vessel did not notify the Coast Guard escorts that he was going to reduce speed. 
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6.1.2.5. Had the MARY B II stayed on course or shifted course back towards the center 
of the channel sooner and still capsized the two Coast Guard rescue vessels could have 
immediately attempted to affect the rescue of the crew of the MARY B II. A capsizing 
occurring closer to the center of the channel would have allowed for more maneuvering 
room for the Coast Guard crews to perform a water rescue and increased the probability 
of survival for the crew. 

6.1.3. Subsequently, the MARY B II was struck by a series of large, 16 to 18 foot waves, 
as it approached the submerged rock ends of the North Jetty tip.  The first series of large 
waves cause the MARY B II to broach and take another wave on the starboard bow area 
resulting the capsizing. More effective communication by the operator of the MARY B II 
and the Coast Guard may have prevented subsequent events. Had it been clear that the 
MARY B II was unable to make 6 to 7 knots and that the vessel would miss the lull period, 
both the Coast Guard and the vessel operator could have discussed alternative plans to not 
continue with the transit, and make a second attempt at crossing the bar at a later time. 
Causal factors leading to the impact of the waves include: 

6.1.3.1. The reduction in speed by the MARY B II caused them to miss the critical 
period of a lull which would have minimized exposure of the vessel to the breaking 14-
16 foot waves. 

6.1.3.2. The operator allowed his vessel to continue moving towards the extreme 
hazard of the North Jetty tip despite the efforts of the Coast Guard escorting vessel to 
illuminate the bar and surrounding area and communicate warnings. 

6.1.3.3. Prior to the series of larger waves approaching the MARY B II’s position, 
Coast Guard escort vessels did not assertively communicate final warnings that were 
effective or in time to influence the operator in directing the movement of his vessel to 
avert disaster.  

6.1.3.4. There are no Federal restrictions in place to prevent CFVs from crossing the 
hazardous Yaquina Bay Bar during the inclement weather conditions that night. The 
restrictions placed on recreational and uninspected passenger vessels, restricting those 
from crossing the bar that night, were not applicable to the MARY B II. This allowed 
the vessel to cross the bar that night under sea conditions that exceeded the vessel’s 
capabilities, which contributed to the casualty.   

6.1.4. After being struck by a series of large waves, the MARY B II capsized as it 
approached the submerged rock ends of the North Jetty tip. Causal factors associated with 
the capsizing were: 

6.1.4.1. The loss of situational awareness by the operator of the MARY B II resulted 
in the vessel being positioned in close proximity to the North Jetty tips, leading to the 
waves pushing the vessel onto the rocks which contributed to the capsizing. 
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6.1.4.2. External wave action further reduced the vessel’s righting energy. Proximity 
to the reflected wave energy of the rock face of the North Jetty tip meeting the 
incoming large breaking waves caused confused seas with the dominant power of the 
breaking waves continuing to come in from the Pacific Ocean. 

6.1.4.3. The size and design characteristics of the MARY B II were such that the 
vessel itself could not cope with the extreme breaking seas. The 42 foot wood vessel 
with relatively high freeboard and cabin was vulnerable to the breaking seas. The 
force of the wave caused the vessel to pitch pole and capsize.  

6.1.4.4. The decreasing distance to the submerged portion of the North Jetty tip and 
the breaking face of the powerful surf wave created a situation where an attempt to 
maneuver out of the danger would require the MARY B II to turn rapidly to face the 
waves perpendicularly to lessen the destructive force of the breaking sea or to 
maneuver back towards the center of the channel away from the hazard of the jetty tip 
which would cause the vessel to run more parallel to the breaking sea which would 
broach the vessel resulting in another form of capsizing. 

6.1.4.5. The vessel’s stability was potentially decreased by the outriggers affixed to the 
vessel, particularly the port outrigger that was halfway out, may have affected the 
vessel’s motion and control in the large breaking seas.  

6.1.4.6. There is no evidence that the captain of the MARY B II directed a crew person to 
stand at the rear-facing door to the cabin to call out the wave series and recommended 
actions. This is a practice of a prudent mariner in the Yaquina Bay Bar area. 

6.1.4.7. The late December grounding may have caused damage, not known to be 
properly repaired, that allowed for seawater leakage into the vessel’s bilges further 
decreasing stability at a critical moment in the inbound voyage. 

6.1.5. Following the capsizing of the vessel, the three person crew perished by drowning 
and the vessel was lost by sinking. It cannot be determined which of these events occurred 
before the other or if they occurred simultaneously. The causal factors contributing to 
these subsequent events were: 

6.1.5.1. The violent capsizing of the vessel resulted in two crew persons being ejected 
from the vessel at some point and the captain becoming entrapped in the cabin 
wreckage. It cannot be determined if the sole door to the wheelhouse was open and the 
two crew persons used that in an attempt to abandon the vessel or if they had washed 
out of the vessel wreckage.  

6.1.5.2. The operator was trapped inside the cabin and the inability to egress led to 
his drowning. The operator was not wearing an immersion suit; however, this gear 
would not have been effective if he was not able to escape from inside the cabin. 
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6.1.5.3. The operator failed to conduct safety drills with the crew. Participation in 
realistic drills could have helped the crew to be better prepared in reacting to an 
emergency situation, enabling to take earlier steps to don immersion suits, or plan 
other contingencies such as abandoning ship. 

6.1.5.4. With two Coast Guard rescue vessels on the scene, and the MARY B II in a 
hazardous location, there was still limited time and ability to take emergency action 
including donning immersion/survival suits and/or deploying and entering the liferaft. 

6.1.5.5. Immersion suits were located in the wreckage and floating free in the 
surrounding waters, no victim was wearing an immersion suit designed to protect the 
wearer from hypothermia. In this case, there is no evidence that hypothermia played a 
role in the crew’s deaths. The immersion suits would have protected the victims from 
the sudden immersion shock leading to drowning.  

6.1.5.6. The approximate water temperature was 51.6o F and air temperature was 54o 

F. This water temperature can lead to cold water shock. Cold water is described as
water less than 68o F. Two of the crewmen who were found free of the vessel
wreckage drowned despite wearing a fully inflated Type V lifejacket. Sudden gasp
reflex associated with cold water shock most likely contributed to the death. The
captain's entrapment in the partially submerged wreckage led to death by drowning.

6.1.5.7. All three crew were wearing inflatable personal flotation devices which were 
found to have automatically inflated. While providing comfort and mobility while 
working, the life jackets worn by the three crew did not provide maximum buoyancy, 
right the victim to face up in minimum time and protect from sudden immersion shock 
and sudden gasp reflex in the frigid waters and breaking surf. 

6.1.5.8. One crew person was recovered in the water by a Coast Guard rescue 
swimmer and hoisted to the beach where EMS responders were unsuccessful with 
resuscitation efforts. One crew person washed ashore and was recovered. The captain 
was trapped in the cabin wreckage on the beach north of the North Jetty. 

6.1.5.9. The vessel broke apart after striking the North Jetty or the submerged portion 
of that jetty. The cabin and a significant portion of the deck washed ashore on the 
beach north of the North Jetty after being battered by surf. Wreckage of some portion 
of the MARY B II washed up on the beach for a period of time following the accident 
and this included the liferaft and EPIRB along with immersion suits. 

6.1.5.10. The remainder of the vessel including the hull, engine, rudder, propeller and 
other components were not located. 

6.2. Violations of Law by Credentialed Mariners: There were no credentialed or licensed 
mariners working on the MARY B II at the time of the accident, thus, there were no acts of 
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misconduct, incompetence, negligence, unskillfulness, or willful violation of law by a 
credentialed mariner that contributed to the casualty. 

Had a requirement been in place for the operator to be credentialed and had the operator 
survived, there would have been evidence of negligence and misconduct. The operator of the 
MARY B II was not fit for duty due to impairment by drug and alcohol use. 

6.3. Violations by Members of the Coast Guard or other federal, state or local agencies: There 
were no acts of misconduct, incompetence, negligence, unskillfulness, or willful violation of 
law by members of the Coast Guard or other federal, state or local agencies that contributed to 
the casualty. 

6.4. Violations Subjecting Parties to a Civil Penalty: 

6.4.1. There is evidence that the MARY B II's operator was in violation of 46 USC § 
2302(c)(1) by operating a vessel while being under the influence of an intoxicant or 
dangerous drug. 

6.4.2. There is evidence that Mr. Biernacki’s conduct constitutes a violation of 46 USC 
2302(a), in that he operated the MARY B II in a negligent manner when he failed to 
account for: the forecasted weather warnings; the inherent dangers of the Yaquina Bay Bar; 
and, the limiting size and construction of the MARY B II. As the operator of a vessel, Mr. 
Biernacki had a duty to plan and execute a safe bar passage; his failure to take into account 
critical factors constitutes a breach of that duty; there was a resultant loss of life and 
property; and, that Mr. Biernacki’s actions were the proximate cause of that damage. 

6.4.3. There is evidence that the MARY B II’s managing owner was in violation of 46 
CFR § 4.05-10, by failing to timely submit a marine casualty report, Form CG-2692. 

6.4.4. There is evidence that the MARY B II’s managing owner was in violation of 46 
USC § 2302(a) by acting in a negligent manner when she failed to ensure the safety of 
operations on the fishing vessel which she owned. She lacked knowledge of Coast Guard 
requirements regarding both owner and operator responsibilities per 46 CFR § 4 and 46 
CFR § 28. Furthermore, she hired an operator who she knew not to be familiar with the 
notoriously hazardous waterway and entrance bar on which the vessel would be operated.  
The managing owner of a CFV, or any other vessel, is ultimately responsible for its safe 
operation. 

6.5. Violations of Criminal Law: This investigation did identify violations of criminal law. 

There is evidence that the MARY B II's operator was in violation of 46 USC § 2302(c)(2) by 
operating a vessel while being under the influence of an intoxicant or dangerous drug. 

There is evidence that the MARY B II's operator was in violation of 18 USC § 1115, by 
negligently operating a vessel and contributing to the death of his two crewmembers.  
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The actions of the operator of the MARY B II, by operating the vessel impaired by drugs and 
alcohol and in a negligent manner, endangered the vessel, the lives of everyone onboard, the 
environment and the safety of the Coast Guard and other first responders. Had the operator of the 
MARY B II survived, this investigation would have made this referral to the Department of 
Justice.  

6.6. Need for New or Amended Laws/Regulations: 

This marine casualty confirms the need to create the following: 

6.6.1. The Coast Guard should accelerate shaping and implementing the policies, 
procedures and guidance outlined in the Coast Guard Authorization Act of 2010 (Public 
Law 111-281), which added a subsection in 46 USC § 4502 that requires the individual in 
charge of a CFV, that operates three nautical miles beyond the territorial sea baseline, to 
pass a training program and hold a certificate issued under that program. The program must 
address certain topical areas and it must be based on professional knowledge, skills, and 
competencies that includes, but is not limited to: training in seamanship, stability, collision 
prevention, navigation, firefighting and prevention, damage control, personal survival, 
emergency medical care, emergency drills, and weather; require an individual to 
demonstrate ability to communicate in an emergency situation and understand information 
found in navigation publications. The program also must recognize and give credit to the 
individual for recent past experience in fishing vessel operation. The training certificate 
will be valid for 5 years after which refresher training will be required to keep the 
certificate current. 

6.6.2. The incidents of drug and alcohol use during the operation of CFVs threatens the 
safety and security of the vessel crews, vessels, environment and the nation’s waterways. 
The Coast Guard should enact regulations that, at a minimum, require the persons operating 
state and federally documented vessels in navigable waters and on the high seas to be part 
of a drug and alcohol testing program that is found in all other sectors of the commercial 
marine industry. That includes pre-employment, random, and reasonable cause testing 
while maintaining existing the post casualty testing requirements. 

6.6.3. The Coast Guard has not established merchant mariner credentialing requirements 
for personnel working on CFVs to bring those vessel requirements into alignment with 
other segments of the commercial marine industry. This effort would have ensured a 
standardized competency level, medical fitness certification, and mandatory enrollment in 
drug testing program with pre-employment, random, periodic and reasonable suspicion 
testing for the marine industry. There are no requirements related to medical fitness, 
eliminating the potential for workplace impairment by drugs and alcohol, and an in-depth 
examination of mariner competency for someone to work on a commercial fishing vessel of 
less than 200 GT. At this point in time, post-casualty drug and alcohol testing is an 
investigation tool and it is not a deterrent that creates a drug and alcohol free workplace. 

While effective, voluntary stability requirements, safety classes and safety requirements 
have provided an improvement in the only certain areas of the safety of vessel operations. 
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Despite the vessel owners and operators commitment to safe vessel operations and sending 
safe vessels to sea, there are no mandated material inspection or construction standards for 
the fishing fleet of smaller fishing vessels which are not inspected by a regulatory 
authority. A vessel may be constructed with any material and be inadvertently designed 
with operational limitations such as high sail area, limited propulsion power and ballast 
capability and a host of other limitations. With older vessels, a detailed examination of the 
material condition of the hull and internal components is even more critical. At this point, 
there is no requirement for either safety initiative, credentialing of operators or inspection 
of the vessels they operate. 

6.6.4. The current examination standards on CFVs do not adequately address the hazards 
associated with fishing operations. The Coast Guard should require CFVs to undergo 
mandatory inspections with expanded standards beyond the limited requirements of 46 
CFR § 28. These comprehensive requirements should include the following: enrollment in 
drug testing program, watertight integrity and subdivision requirements, requirements to 
not only conduct drills but to maintain a record of safety drills, requirements for equipment 
maintenance and dry dock exams to ensure the integrity of the hull and other watertight 
components.  

6.6.5. The current regulatory requirements for a bar crossing plan also known as a Go/No-
Go Plan only apply to small passenger vessels, not CFVs or other commercial vessels with 
the exception of uninspected vessels. If the bar crossing plans have been reviewed and 
approved by the Coast Guard OCMI then these vessels are exempt from certain provisions 
outlined in the RNA’s regulations for hazardous bars. The Coast Guard should amend 
current regulations to require CFVs and other commercial vessel to have a bar crossing 
plan. Working with fishing industry stakeholders to provide guidance to Coast Guard 
personnel who review and approve those plans as to what are the elements should be 
included in the  contents of the bar crossing or go/no-go plans. 

6.7. Unsafe Actions and Conditions which, although not directly Causal Factors, Cannot Be 
Eliminated as Potential Contributing Factors: 

6.7.1. The managing owner of the MARY B II failed to ensure that her employees, the 
crewmembers, abstained from drugs and alcohol when operating the vessel. Evidence 
supports both drugs (methamphetamine, amphetamines, and cannabinoids (marijuana)) and 
alcohol were present in the systems of two of three of the crew while operating the vessel.  

6.7.2. The managing owner of the MARY B II failed to address the serious issue of 
workplace fatigue or mitigate the attendant consequences on the crewmember’s critical 
decision-making. 

6.7.3. The Coast Guard boat crews communicated information describing bar conditions 
related to wave characteristics such as period, set, breaks, geographic location, and distance 
from the ranges. Some of these communications used terms which mariners not familiar 
with the Yaquina Bay Bar would not have recognized or fully understood. Furthermore, 
communications from the Coast Guard to the MARY B II regarding vessel speed and 
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warnings about avoiding the North Jetty tip were not stated with enough urgency or 
sufficiently early in the escort to avoid the vessel going into extremis.  

6.7.4. On the night of the accident, and for about four months before, the Coast Guard 
effectively had no available buoy tenders with heavy lift capabilities in the accident area of 
operations. 101 A buoy tender with heavy lift capabilities is one that has the capability to 
lift, moor, and reposition critical aids to navigation at deep-water bars. The CGC FIR left 
the AOR in June 2018 to go into an extended dry dock period. The CGC ELM was 
identified as the replacement vessel for the CGC FIR which was not scheduled to arrive in 
the AOR until August 2019.102 D13 assumed an approximate 16-month gap in heavy lift 
buoy tending capabilities.  

6.7.5. The consideration to make and sustain critical floating aids to navigation year round 
aids is not possible without enhanced buoy types, moorings and the vessels to service them 
when needed. Sustaining the other floating aids to navigation in these hazardous bar areas 
is also adversely impacted by a lack of other heavy lift buoy tenders.  

6.7.6. After the MARY B II capsized the Coast Guard and other agencies began 
conducting SAR. Initially, there were communication challenges between all of the vessels, 
shore parties, and the CG helicopter. The CG boats, beach crews, the CG helicopter and 
local Fire Department and Law Enforcement resources were communicating on different 
channels. Once Sector North Bend Command Center informed all personnel to switch to 
Channel 21 Alpha, the communication issues were resolved. These were ultimately 
resolved before the suspension of the search activities resulting in the location of all of the 
victims.  

6.7.7. The bar safety handouts, which are a two-sided color handout containing critical 
safety information for marine interests for each particular hazardous bar, do not contain 
warnings about the seasonal nature of some aids and the potential for lack of reliability of 
the aids to navigation in these hazardous areas.  

6.7.8.  There is a gap in NAIS coverage in the Newport, Oregon area of operation that 
affected the ability of the Coast Guard to monitor and identify vessel positions using AIS 
transponders on vessels that are equipped with these units. Coast Guard Command Centers, 
using the tracking capability of AIS, identify vessels and can dispatch SAR boats, Cutters 
and aircraft accurately and without delay with this capability. 

7. Actions Taken Since the Accident

7.1 Coast Guard Search and Rescue including Bar Escorts 

101 There is another Coast Guard buoy tender within the D13 operations area, the CGC HENRY BLAKE, 
homeported in the Puget Sound area. This buoy tender could have handled some of the ATON in the vicinity of 
Yaquina Bay but the HENRY BLAKE is limited by sea conditions as well as buoy size characteristics. At the time 
the discrepancies with Lighted Whistle Buoy Y and Entrance Lighted Buoy 3 were observed, the HENRY BLAKE 
would not have been able to transit to Newport, OR to correct the discrepancies. 
102 The gaps in buoy tender availability was/is being assumed across the country with the entire buoy tender fleet.  
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7.1.1. As a result of this incident, and consistent with COMDTINST M16130.2F, 
Commander Thirteenth Coast Guard District directed a SAR Case Study to examine the 
SAR aspects of the emergency phase of the MARY B II case. This included the alert and 
distress phases of the accident. The recommendations of this report will be made available 
to Coast Guard senior leadership as a means to enhance and improve Coast Guard 
operations.  

7.1.2. A work group was established via charter with taskers directly taken from the 
Thirteenth District Commander’s Final Action Memo. Taskers include a look at bar 
illumination, Advanced Helicopter Rescue School (AHRS) training review, communication 
to commercial fishing vessel fleets, and a WAMS at Yaquina Bay. 

7.1.3. Station Yaquina Bay has created a unit instruction outlining the procedures to be 
used for bar escorts and restrictions which includes a decision making flow chart. 

7.2. Coast Guard D13 Prevention 

7.2.1. In accordance with policy, a timely examination of the existing ATON in the 
accident area was conducted to determine if the aids to navigation were on station and 
watching properly as prescribed. 

7.2.2. The Coast Guard established virtual AIS aids to navigation on a number of buoys 
and established a virtual AIS ATON on the North Jetty. These are now charted and 
available for use with vessels equipped with AIS to enhance navigation on this waterway. 
The Coast Guard has also begun installation of virtual AIS ATON at other hazardous bars 
in D13. 

7.2.3. D13 Waterways Management initiated a WAMS study. The WAMS is being 
conducted for Yaquina Bay with an estimated completion date of November 1, 2019. A 
WAMS study was conducted for Tillamook Bay and there is a plan to update the ATON for 
that waterway. 

7.2.4. D13 Waterways Management coordinated having the Coast Guard Cutter ASPEN, 
with sufficient heavy lift capabilities, transit up from San Francisco, CA in August 2019 to 
clear some of the backlog of ATON discrepancies.  

7.2.5. D13 Inspections and Investigations developed a Marine Safety Information Bulletin 
(MSIB). This MSIB is under development highlighting immediate notification to the 
maritime community regarding bar operations.  

7.2.6. Much the MARY B II’s remains were found on the beach and collected by Oregon 
State Parks. However, the submerged portion of the wreckage of the MARY B II was not 
searched for or located because of the dangerous location in which the accident occurred. 
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7.2.7. After the lapse in appropriations was over, the Coast Guard reassessed its 
classification of personnel previously designated as non-essential. In D13, several personnel 
were reclassified as essential personnel including a civilian Coast Guard investigator and 
several CFV Examiners. In the event of future lapses in appropriations, these personnel will 
be available to conduct Coast Guard operations in the areas of CFV Examinations and 
marine casualty investigations.  

 
7.3. Alleged RANGER incident. During the public hearing, two witnesses testified about a 
previous assault involving Mr. Biernacki and another crewmember on board the RANGER on 
or about August 2018. This allegation was outside the scope of this investigation and any 
information received during and after the board has been referred to the Commander of Sector 
North Bend for disposition.   
 
 
8. Recommendations 
 
8.1. Safety Recommendations 
 

8.1.1.  Recommend that the Commandant of the Coast Guard partner with the Commercial 
Fishing Safety Advisory Committee (CFSAC) to establish a working group to draft and 
accept a Task Statement addressing safety of Commercial Fishing Vessels of less than 200 
GT. The Task Statement should specifically address the issues raised by this marine casualty, 
the total loss with fatalities of the MARY B II, to include addressing the following items: 

 
8.1.1.1. Review multi-year statistics (provided by the Coast Guard) regarding 
commercial fishing vessels’ less than 200 GRT accidents or losses that resulted in 
fatalities, injuries, or property damage. Major marine casualties such as the losses of F/V 
“DESTINATION,” “NO LIMITS” and other fishing vessels with multiple fatalities could 
be reviewed as examples. 

 
8.1.1.2. Propose initiatives and actions to be taken onboard commercial fishing vessels 
less than 200 GT to eliminate all drug and alcohol usage when operating. 

 
8.1.1.3. Ensuring that CFVs are maintained with rigid standards for material condition, 
construction, and design of the vessels that maintains seaworthiness under all operating 
conditions. 
 
8.1.1.4. A process to review and implement commercial fishing vessel mariner fitness-
for-duty for service onboard CFVs of less than 200 GT. Fitness for duty and service 
should include an assessment of overall health and physical fitness and contain provisions 
for the elimination drug and alcohol usage and management of fatigue. 
 
8.1.1.5. A process to assess, document and maintain mariner competency to operate 
CFVs of less than 200 GRT, including local knowledge and recency. 
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8.1.1.6. Development of a joint Industry and Coast Guard effort to complete the 
implementation of 2010 and 2012 legislation for commercial fishing vessels as specified 
in those Coast Guard Authorization Acts. These efforts should address at a minimum, 
enacting the provisions in the CG Authorization Act of 2010 regarding certifying CFV 
operators’ competency. 

 
8.1.1.7. Feasibility of a multi-year phase-in implementation that all CFV mariners on 
CFVs of less than 200 GT and operating three miles beyond the baseline in a near-coastal 
zone obtain and maintain a Merchant Mariner Credential (without TWIC requirement). 

 
8.1.1.8. Feasibility of a multi-year phase-in implementation that all CFV mariners 
serving as a Master/Operator of a CFVs of less than 200 GT and operating three miles 
beyond the baseline in a near-coastal zone obtain and maintain an Operator of 
Uninspected Passenger Vessels (OUPV) Merchant Mariner Credential (without TWIC 
requirement). 

 
8.1.1.9. Identify steps and make recommendations to promote marine safety of CFVs 
less than 200 GT with all commercial entities, companies, owners, and managing 
operators to develop and implement a Safety Management System (SMS) for their 
vessels and personnel, in accordance with and as defined in 33 CFR § 96.120. 

 
8.1.1.10. Develop guidance and make recommendations on fatigue limiting strategies as 
well as work/rest hour logging requirements. 
 

8.1.2. Recommend that the Commandant of the Coast Guard should obtain the legislative 
authority to require CFVs to undergo mandatory inspections with expanded standards beyond 
the limited requirements within 46 CFR § 28. The current regulatory standards for CFVs do 
not adequately address the seaworthiness of vessels in light of the hazards associated with 
fishing operations.  
 
8.1.3. Recommend that the Commandant of the Coast Guard request a review of the Fishing 
Vessel Casualty Task Force report, March 1999, with the aim of implementing all of the 
recommendations. In 2011, the NTSB released five safety recommendations for CFV 
operations which were presented to the Coast Guard. These included addressing stability, 
subdivision and watertight integrity on CFVs under 79 feet. Additionally, NTSB 
recommended all owners and masters receive training and be able to demonstrate 
competency in stability and watertight integrity. Despite the overwhelming recognition of the 
hazards of commercial fishing, and the statistical data showing high rates of fatalities and 
vessel losses, a long list of recommended regulations and laws have not been enacted. 
Voluntary programs, education and dissemination of best marine practices do not stop CFV 
casualties and fatalities when negligent owners and operators fail to adhere to well-
intentioned suggestions. Comprehensive requirements should include the following: 
enrollment in drug testing program, watertight integrity and subdivision requirements, 
requirements to not only conduct but have and keep a log of safety drills, requirements for 
equipment maintenance and dry dock exams to ensure the integrity of the hull and other 
watertight components. 
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8.1.4. Recommend that the Commandant of the Coast Guard obtain legislative authority to 
require CFV operators of less than 200 GT hold a valid Coast Guard issued Merchant 
Mariner's Credential (MMC). In addition, legislative authority should be obtained to require 
crewmembers on CFVs hold crew competency certificates or Merchant Mariner's Document. 
This would help ensure standardized levels of competency, ensure the medical fitness of 
CFV operators and crew, and it would enhance crew's safety mindset. Along with medical 
certificates, the licensing requirements means these mariners are subject to enrollment in a 
mandatory drug testing program. The program includes requirements for all types of testing: 
pre-employment, random, periodic, reasonable suspicion testing and post-casualty. This is a 
much needed tool for owners and operator to ensure a drug-free working environment on 
their CFVs, something which affects the safety of life and property on the waterway. 
 
8.1.5. Recommend that Commander Thirteenth Coast Guard District should work with 
District Eleven to conduct education and outreach to promote awareness, compliance, and 
training opportunities with hazardous bars, bar crossing plans, and prudent practices such as 
stationing an aft lookout. Education and outreach can include developing safety alerts, 
attending industry workshops or hosting industry days with local CFV owners, operators, and 
crew.  
 
8.1.6. Recommend that the Commandant of the Coast Guard in concert with District CFV 
Safety Program Managers collaborate with entities like the North Pacific Fishing Vessel 
Owner’s Association (NPFVOA) and AMSEA to amend their curriculums and develop a 
concentrated outreach campaign as appropriate for operating areas with bars to increase 
visibility of the risks and dangers of bar crossings and discussion of potential courses of 
action including not crossing the bar under certain conditions. Working in concert with Coast 
Guard Districts, Commercial Fishing Vessel Programs and Small Boat Station Stations 
should encourage CFV owners and captains to attend trainings and workshops that go well 
beyond drill conductor training that may include stability, navigation, Occupational Safety 
and Health, fatigue reduction measures, and accentuating the importance of maintaining a 
drug and alcohol free workplace on CFVs. In addition, in partnership with public industry, 
the Coast Guard should conduct additional and continuing public outreach programs 
concerning commercial fishing vessel safety as a result of this tragic accident. The goal is to 
expand and elaborate on communicating the risks of bar crossings and Coast Guard escort 
availability and procedures. 

 
8.1.7. Recommend that the Commandant of the Coast Guard amend 46 CFR Part 28 to 
require CFV owners and captains implement shipboard policies to address crew rest, work 
hours and fatigue. The shipboard policies should reflect the basic principles of the Coast 
Guard’s Crew Endurance Management System (CEMS) used to identify and control crew 
endurance risk factors. Requiring owners and captains to implement crew rest policy would 
give crewmembers the opportunity to reduce their risk of fatigue-related accidents and help 
prevent casualties. 
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8.2. Administrative Recommendations: 
 

8.2.1. Recommend that Sector Columbia River who holds the Officer in Charge, Marine 
Inspection authority for Civil Penalty proceedings initiate civil penalty action against the 
MARY B II’s owner for alleged violations of 46 CFR § 4.05-10 and 46 USC § 2302 via 
Marine Safety Unit Portland. 
 
8.2.2. Recommend that Commander Thirteenth Coast Guard District commission a Coast 
Guard Bar Observation, Escort and Critical Bar Condition Information Dissemination study 
of the 16 waterways with hazardous bars as defined in 33 CFR § 165.1325. Even though 
these waterways may have similarities and differences, they are classified as hazardous bars. 
This study should include the perspective of mariners who may not be familiar with a 
particular waterway. To ensure that Coast Guard bar operations related to these areas take 
into effect the best practices contained in the Station Yaquina Bay Instruction (STAYBINST 
3100.B) dated February 13, 2019103, guidance from the Coast Guard National Motor Lifeboat 
School, and the Office of Boat Forces (CG-731). For consistency of operations for the 
waterways users in these hazardous waterways, Coast Guard D13 and D11 should 
collaborate on areas of common concerns and practices for waterway users at the hazardous 
bars in their areas of responsibility. In addition, the District Commander should review and 
promulgate Commander’s Intent clarifying expectations for the application of bar closures 
under 33 CFR § 165.1325. The detailed examination of the other RNAs within D13 were 
outside the scope of this investigation. 
 
8.2.3. Recommend that Commander Thirteenth Coast Guard District specifically address 
the issues raised by this marine casualty, to include addressing the following: 

 
8.2.3.1. Direct a review of all D13 waterways and reclassify hazardous waterways as 
navigationally critical. This classification relates to the hazard of the waterway as well as 
the difficulty in maintaining ATON in these unique areas. This recommendation should 
be shared with the Waterways Division at D11 for consideration based on the 
classifications outlined in the CG Aids to Navigation Manual.  
 
8.2.3.2. Designate Entrance Lighted Channel Buoy 3 a year round ATON if supported 
by the recently commissioned Yaquina Bay Bar WAMS and including the opinions and 
suggestions of the Coxswains and Surfmen at CG Station Yaquina Bay  

 
8.2.3.3. Develop and promulgate warnings about the reliability of aids to navigation be 
included as a warning to mariners in the Bar Safety Handouts disseminated to marine 
interests. Recommend this be communicated to the Commander Eleventh Coast Guard 
District for consideration for inclusion in any similar products that they may produce for 
marine interests.  

 
8.2.4. Recommend that Commander Thirteenth Coast Guard District initiate a workgroup to 
review and implement Coast Guard response communications plans, procedures, and 

                                                           
103 CG Exhibit 067. 
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compatible equipment to ensure that communications are as effective as possible in emergent 
search and rescue situations. 

 
8.2.5. Recommend that Commandant of the Coast Guard accelerate the acquisition for a 
replacement for the 52 foot special purpose craft (SPC). Built in the mid-1950s, the four 
highly capable heavy displacement vessels cannot operate indefinitely and have a speed of 11 
knots. 

 
8.2.6. Recommend that Commandant of the Coast Guard close the gap as outlined in 
COMDTINST M16500.7 (series) between WAMS reports and the more complex Port and 
Waterway Safety Assessment (PAWSA) and determine the appropriate and mandated 
interval for the risks associated with “critical waterways.” The WAMS are specifically 
centered on ATON for the waterways and marginally explore actual waterway conditions and 
specific hazards. The 16 waterways that are identified as RNAs for hazardous bars are 
navigationally critical as defined in COMDTINST M16500.7 and require special attention 
and an expanded WAMS study. In addition, D13 Prevention should examine reduction in 
size of the Regulated Navigation Areas contained in 33CFR § 165.1325 so that the RNAs 
actually represent the areas of risk to mariners rather than a broad geographic area. There is a 
gap for waterways with unique hazards such as the RNAs for hazardous bars as outlined in 
33 CFR §165.1325 along the Pacific Northwest Coast. These ports do not qualify for a Port 
and Waterway Safety Assessment (PAWSA) due to the complexity of these studies.  

 
8.2.7. Recommend that the Commandant of the Coast Guard commission a workgroup to 
study the need for replacement of the navigation buoys placed at the entrance of hazardous 
bars and similar waterways that are subjected to extreme sea conditions. Recommend the 
findings of this work group drive the design, construction and implementation of a buoy type 
that can withstand extreme sea, current and mooring challenges. 

 
8.2.8. Recommend that the Commandant of the Coast Guard direct the Coast Guard SAR 
community to incorporate into guidance and standard operating procedures that the survival 
time determinations in the Probability of Survival Decision Aid, PSDA program include the 
likelihood of sudden immersion shock in waters below 68o F in catastrophic and sudden 
vessel accidents. Cold water immersion can adversely affect the estimated functional survival 
time for an average person who would be wearing PVC rain gear as opposed to an immersion 
or survival suit. These same considerations also affected the cold water survival time of 
12.62 hours for the same individual exposed to the air and water temperature on the accident 
night wearing only clothing and possible rain gear. 

 
8.2.9. Recommend that the Commandant of the Coast Guard coordinate with appropriate 
Districts that have identified high-risk fisheries and establish an outreach and compliance 
program for the witnessing and increased participation in onboard drills on fishing vessels 
prior to the start of fishing seasons. These high-risk fisheries include the Dungeness crab 
fisheries and include others that have been identified through data from NIOSH studies for 
fisheries with high incidents of deaths and vessel losses.   

 





















        
         
      

               
                  
                

               
                   

   

              
                
     

               
                     

                
                 

                 
                   

               
      

             
           

               
                
 

              
                

             
                 

                   
                 

             

               
            

              
            

                 
                   

                  
               

                
                

  

                
              

 



        
         
      

                
 

                
                  

                  
           

              
               

              
             

               
                 

                  
  

              
              

       

             
               

                  
                

                 
 

               
               

                

               
               

            
            

               
                 

               
     

             
                 
                  

              
                

                
                 

       

 







        
         
      

  

               
               

   

            

           

              
      

               
               

                

               
               

               
           

         

             
      

           
           

      

           
             

       

              
         

             
             

 









THE CAPSIZING AND SUBSEQUENT LOSS OF LIFE ON THE COMMERCIAL 
FISHING VESSEL MISS ALBERTA 4 NAUTICAL MILES EAST OF AMELIA ISLAND 

NEAR JACKSONVILLE, FL ON OCTOBER 25, 2010 
 

ACTION BY THE COMMANDANT 
 
The record and the report of the investigation convened for the subject casualty have been 
reviewed. The record and the report, including the findings of fact, analysis, and conclusions are 
hereby closed.  
 
The investigation’s safety recommendation will remain under review and consideration by the 
responsible program office(s). The response to the recommendations and any resultant actions 
will be documented separately.  
 

 
R. S. WADDINGTON 

Commander, U.S. Coast Guard 
Acting Chief, Office of Investigations & Casualty Analysis (CG-INV) 
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United States Coast Guard

MISLE Incident Investigation Report
For

F/V NEAHKAHNIE     GROUNDING

On 03Jun2013 20:00:00 EDT

MISLE Activity Number: 4619487
MISLE Case Number: 639063



I.III LOCATIONS

Description Latitude Longitude

PUGET SOUND Admiralty Inlet                                                     48°08.9 N 122°43.8 W

Whidbey Island, Admiralty Inlet                                                 48°05.1 N 122°36.6 W

I. PRELIMINARY INVESTIGATION – GENERAL INFORMATION

I.I EXCEPTIONS

Marine Casualty Investigation: No

Criteria Met: 

I.II DETAILS

Incident Involves: Marine Casualty, Reportable; Non-USCG Credentialed Mariner, Alleged Drug Use

Level Of Investigation: Informal

IMO Classification: Routine

US Classification: Routine

Serious Marine Incident: No

Was a Marine Board convened by Commandant? No

Pollution Investigation: NA

Criteria Met: 

Personnel Investigation: NA

Criteria Met: 

I.IV INVOLVED PERSONNEL

I.V INVOLVED TEAM

Involved Vessels
Name: NEAHKAHNIE
Flag: UNITED STATES
Primary VIN: 599534
Call Sign: WDE7967   
Damage Status: Undamaged
Role: Involved in a Marine Casualty
Classification, Type, Subtype: Fishing Vessel, Fishing Support Vessel, Fishing 

Tender
Gross Tonnage:
Net Tonnage:
Dead Wt. Tonnage:
Length: 97.2
Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction: FORT GEORGE ISLAND, Florida, UNITED STATES
Builder Name:

I.VI INVOLVED SUBJECTS

** This document is for internal Coast Guard use only!   This document shall not be published or 
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Drug and Alcohol Testing.  The following people have been determined by the Coast Guard, 
Law Enforcement Personnel, and/or the Marine Employer to have been directly involved in a 
Serious Marine Incident as defined in 46 CFR 4.03-2:

  

Propulsion Type: Diesel Reduction
Ahead HP: 1000
Master:   
Classification Society:
Owner:
Operator:
Inspection Subchapter:
Most Recent Vessel Inspection Activity:

 
Involved Persons

Status: Not at Risk
Role: Other
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Mailing):
Comments: primary language is english

Status: Not at Risk
Role: Other
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Mailing):
Comments: primary language is english

Status: Not at Risk
Role: Subject of Investigation
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Primary):
Comments: primary language is english

Involved Organizations: None

Involved Facilities

Facility Name: Associated Behavioral Health - North Sea
Type: Approved Equipment Laboratory
Status: Undamaged - Operational
Role: Site of Investigation
Contact Phone:

** This document is for internal Coast Guard use only!   This document shall not be published or 
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II.I LOCATIONS

Description Latitude Longitude

Whidbey Island, Admiralty Inlet                                                 48°05.1 N 122°36.6 W

PUGET SOUND Admiralty Inlet                                                    
 

48°08.9 N 122°43.8 W

Associated Behavioral Health - collection site                               
   

10°00.0 N 100°00.0 W

Whidbey Island, Admiralty Inlet                                                 48°05.1 N 122°36.6 W

II.II INVOLVED PERSONNEL

II.III INVOLVED TEAM

II. INCIDENT INVESTIGATION – GENERAL INFORMATION

On 06/04/13 at 0304T, the commercial fishing vessel NEAHKAHNIE (ON: 4619487) ran aground on 
Whidbey Island. The vessel was in the southbound traffic lane in Admiralty Inlet when the Vessel Traffic 
Center to hail the vessel several times with no response from the vessel. Drug and alcohol testing were 
conducted. There was pollution, injuries, or damage to the vessel stemming from this incident.

Personnel Casualty Summary

Total Missing = 0

Total Dead = 0

Total Injured = 0

Total At Risk, Not Injured = 0

Total People At Risk = 3

Vessel(s) Status Summary

Actual Total Loss = 0

Total Constructive Loss Salvaged = 0

Total Constructive Loss Unsalvaged = 0

Damaged = 0

Undamaged = 1

Property Damage Summary

Vessel(s) = $ 0

Cargo = $ 0

Facility(s) = $ 0

Other =  $ 0

* Includes estimates

Location: Latitude: 
Longitude: 

Involved Waterways: None

Involved Other Subjects: None

** This document is for internal Coast Guard use only!   This document shall not be published or 
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Involved Vessels
Name: NEAHKAHNIE
Flag: UNITED STATES
Primary VIN: 599534
Call Sign: WDE7967   
Damage Status: Undamaged
Role: Involved in a Marine Casualty
Classification, Type, Subtype: Fishing Vessel, Fishing Support Vessel, Fishing 

Tender
Gross Tonnage:
Net Tonnage:
Dead Wt. Tonnage:
Length: 97.2
Home/Hailing Port:
Keel Laid Date:
Delivery Date:
Place of Construction: FORT GEORGE ISLAND, Florida, UNITED STATES
Builder Name:
Propulsion Type: Diesel Reduction
Ahead HP: 1000
Master:   
Classification Society:
Owner:
Operator:
Inspection Subchapter: C
Most Recent Vessel Inspection Activity:

 
Involved Persons

Status: Not at Risk
Role: Other
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Mailing):
Comments: primary language is english

Status: Not at Risk
Role: Other
Gender: Male
Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Mailing):
Comments: primary language is english

Status: Not at Risk
Role: Subject of Investigation
Gender: Male

II.IV INVOLVED SUBJECTS
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II.V EVIDENCE

Control Number: 4619487 01 PRS
           Description: 2692 FV NEAHKAHNIE
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 08:57:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           2692 FV NEAHKAHNIE; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Drug and Alcohol Testing.  The following people have been determined by the Coast Guard, 
Law Enforcement Personnel, and/or the Marine Employer to have been directly involved in a 
Serious Marine Incident as defined in 46 CFR 4.03-2:

  

Age:
SSN:
Birth Date:
Email Address:
Phone Number (Daytime Phone):
Address (Primary):
Comments: primary language is english

Involved Organizations: None

Involved Facilities

Facility Name: Associated Behavioral Health - North Sea
Type: Approved Equipment Laboratory
Status: Undamaged - Operational
Role: Site of Investigation
Contact Phone:
Location: Latitude: 

Longitude: 

Involved Waterways
PUGET SOUND
Role: Location
Description: Whidbey Island, Admiralty Inlet                                       

          

Involved Other Subjects: None
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Control Number: 4619487 02 PRS
           Description: Crewman Statements
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 08:59:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           Crewman Statements; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 03 PRS
           Description: Work rest hist
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

13Jun2013 10:56:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           #3 workrest history ; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 04 PRS
           Description: Crewman IDs
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 09:05:00 EDT
Location Not Specified
 LT; SEC PgtSnd, SEC PgtSnd

Attachments

           Crewman IDs; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 05 PRS
           Description:  UA
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

12Jun2013 09:12:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

            UA results; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No
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Control Number: 4619487 06 PRS
           Description: Photo log
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 09:18:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           Photo Log FV NEAHKAHNIE; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 07 PRS
           Description:  UA results
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 09:19:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

            UA results; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 08 PRS
           Description: Ship log
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 09:20:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           #8 Log #1; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

           #9 Log #2; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No
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Control Number: 4619487 09 PRS
           Description:  UA results
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 09:21:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

            UA results; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 10 PRS
           Description: VTS screen shots
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

13Jun2013 09:22:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           Document; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487 11 PRS
           Description: VTS Comms
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

13Jun2013 09:24:00 EDT
Location Not Specified
  LT; SEC PgtSnd, SEC PgtSnd

Attachments

           VTS Comms recordings; Legacy - Unknown;
                      10Sep2015 17:17:57 EDT; No

Control Number: 4619487-MISLE-001
           Description: MISLE Notification #584675 for report of incident received by .
           Evidence Type: Standard

           Collection Information
                      Date/Time:
                      Location:
                      Collected By:

04Jun2013 05:57:00 EDT
Sector Puget Sound
 ; SEC PgtSnd, Sector Puget Sound

Attachments

II.VI TIMELINE
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03Jun2013 22:00:00 EDT to 03Jun2013 22:00:01 EDT (Estimated): Vessel was transiting from Salmon 
farm in Anacortes, WA to Seattle fish processor.
Timeline Type:
Timeline Subtype:
Location:

Condition
Facility - Material/Equipment Condition
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

NEAHKAHNIE Vessel Undamaged Involved in a Marine Casualty

System: 

Subsystem: 

Component: 

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

03Jun2013 22:59:00 EDT to 03Jun2013 22:59:01 EDT (Estimated): Weather conditions

Timeline Type:
Timeline Subtype:
Location:

Condition
Environment - Weather Conditions
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

03Jun2013 23:00:00 EDT to 03Jun2013 23:00:01 EDT (Estimated): The Helmsman had minimal training 
and ship familiarization.
Timeline Type:
Timeline Subtype:
Location:

Condition
Person - Person Condition
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation
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System: 

Subsystem: 

Component: 

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

03Jun2013 23:04:00 EDT to 03Jun2013 23:04:01 EDT (Estimated): Work rest history supported theory of 
extreme fatigue.
Timeline Type:
Timeline Subtype:
Location:

Condition
Person - Person Condition
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation

System: 

Subsystem: 

Component: 

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

03Jun2013 23:04:00 EDT to 03Jun2013 23:04:01 EDT (Estimated): Work rest history supported theory of 
extreme fatigue being a major contributing factor to the grounding of the vessel.
Timeline Type:
Timeline Subtype:
Location:

Condition
Person - Person Condition
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role
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System: 

Subsystem: 

Component: 

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

03Jun2013 23:04:00 EDT to 03Jun2013 23:04:01 EDT (Estimated): Helmsman did not take necessary 
precautions to stay awake/set watch alarm.
Timeline Type:
Timeline Subtype:
Location:

Action
Bridge Operations - Visual Monitoring and Lookout
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation

03Jun2013 23:04:00 EDT to 03Jun2013 23:04:02 EDT (Estimated): Helmsman fell asleep.

Timeline Type:
Timeline Subtype:
Location:

Action
Bridge Operations - Visual Monitoring and Lookout
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation

03Jun2013 23:05:00 EDT to 03Jun2013 23:05:03 EDT (Estimated): Vessel grounded outside of the 
channel.
Timeline Type:
Timeline Subtype:
Location:

Event
Grounding
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details
Name Type Status Role
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NEAHKAHNIE Vessel Undamaged Involved in a Marine Casualty

Type Of Grounding: Hard

Type Of Bottom: Gravel

Charted Depth Of Water (feet): 24

Actual Depth Of Water (feet): 10

Recorded Depth Of Water (feet): 0

Part Of Vessel Aground: Centerline Stern

Additional Information: 

03Jun2013 23:05:00 EDT to 03Jun2013 23:05:03 EDT (Estimated): The Vessel was on course of 145 T 
at a speed of N/A Knots.
Timeline Type:
Timeline Subtype:
Location:

Condition
Vessel - Material/Equipment Condition
Known

Primary Location: Yes
Description: PUGET SOUND Admiralty Inlet                                                     

Latitude:  48°08.9 N Longitude: 122°43.8 W

Subject(s) and Details

Name Type Status Role

NEAHKAHNIE Vessel Undamaged Involved in a Marine Casualty

System: Operations/Management

Subsystem: Vessel Activity

Component: Underway

Cite: 

Involves CG Approved Equipment: No

Security Violation: No

Deficiency: No

04Jun2013 20:00:00 EDT to 04Jun2013 20:00:01 EDT (Estimated): Post casualty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - DOT Drug Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Other

Reason Directed To Provide Sample(s):  Post-casualty
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Direction To Provide Sample(s)

Date/Time Directed: 04Jun2013 20:00 EDT

Means Of Direction: Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Mariner Directed To Get A DOT Drug Test: No

Chemical Test Sample Provided: Yes

Reason Chemical Test Sample Not Provided: 

Sample

Drug Test Sample Taken Using DOT Protocols: No

Sample Type: Urine

Date/Time Sample Was Taken: 04Jun2013 20:00 EDT

Sampling Location: Associated Behavioral Health - North Seattle

Collection Agent: 

Collection Agent's Organization: Associated Behavioral Health - North Seattle

Donor Certify Sample: Yes

Irregularities Noted: No

Drug Analysis

Analyzing Laboratory: STERLING Reference Laboratories, Tacoma, WA, 98421

Specimen Analyzed Using DOT Protocols: No

Specimen Transferred And Chain Of Custody Complete: No

Primary Specimen Test Result

Result: Metabolites Present (positive)

Positive For:

Specimen Dilute: Yes

Reason(s) Rejected For 
Testing:

Remarks: 

Review Conducted By

Medical Review Officer:  

Coroner: certifying scientist - , BS cert scie

Determination/Verification: 

Specimen Dilute (MRO): N/A

Split Specimen Analyzed: No
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04Jun2013 20:00:00 EDT to 04Jun2013 20:00:01 EDT (Estimated): Post casulty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - DOT Drug Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 04Jun2013 20:00 EDT

Means Of Direction: Marine Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Mariner Directed To Get A DOT Drug Test: No

Chemical Test Sample Provided: Yes

Reason Chemical Test Sample Not Provided: 

Sample

Drug Test Sample Taken Using DOT Protocols: No

Sample Type: Urine

Date/Time Sample Was Taken: 04Jun2013 20:00 EDT

Sampling Location: Associated behavioral Health - North Seattle

Collection Agent: 

Collection Agent's Organization: Associated behavioral Health - North Seattle

Donor Certify Sample: No

Irregularities Noted: No

** This document is for internal Coast Guard use only!   This document shall not be published or 
otherwise released outside the Coast Guard without approval from Commandant (CG-INV).

**

15 of 24

MISLE Incident Investigation Report



Drug Analysis

Analyzing Laboratory: STERLING Reference Laboratories, Tacoma, WA, 98421

Specimen Analyzed Using DOT Protocols: No

Specimen Transferred And Chain Of Custody Complete: No

Primary Specimen Test Result

Result: Metabolites Present (positive)

Positive For:

Specimen Dilute: Yes

Reason(s) Rejected For 
Testing:

Remarks: 

Review Conducted By

Medical Review Officer:  

Coroner: Certifying Scientist , BS certifying t

Determination/Verification: 

Specimen Dilute (MRO): N/A

Split Specimen Analyzed: No

04Jun2013 20:00:00 EDT to 04Jun2013 20:00:01 EDT (Estimated): Post casualty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - Alcohol Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

Name Type Status Role
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 Person Not at Risk Other

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 04Jun2013 20:00 EDT

Means Of Direction: Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Chemical Test Sample(s) Provided: Yes

Method Of Analysis: 

Instrument Used For Analysis: 

Date/Time Results Obtained: 01Jan0001 00:00 EST

Sample Test Results: 

Blood Alcohol Content (BAC): 

Laboratory/Individual Conducting Test: 

Description Of Sample Analysis: 

Irregularities In The Analysis Of The Sample: No

04Jun2013 20:00:00 EDT to 04Jun2013 20:00:01 EDT (Estimated): Post casulty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - Alcohol Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Subject of Investigation

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 04Jun2013 20:00 EDT

Means Of Direction: Marine Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Chemical Test Sample(s) Provided: Yes

** This document is for internal Coast Guard use only!   This document shall not be published or 
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Method Of Analysis: 

Instrument Used For Analysis: 

Date/Time Results Obtained: 01Jan0001 00:00 EST

Sample Test Results: 

Blood Alcohol Content (BAC): 

Laboratory/Individual Conducting Test: 

Description Of Sample Analysis: 

Irregularities In The Analysis Of The Sample: No

05Jun2013 20:00:00 EDT to 05Jun2013 20:00:01 EDT (Estimated): Post casualty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - DOT Drug Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

Name Type Status Role

 Person Not at Risk Other

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 05Jun2013 20:00 EDT

Means Of Direction: Marine Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Mariner Directed To Get A DOT Drug Test: No

Chemical Test Sample Provided: Yes

Reason Chemical Test Sample Not Provided: 

Sample

Drug Test Sample Taken Using DOT Protocols: No

Sample Type: Urine

Date/Time Sample Was Taken: 05Jun2013 20:00 EDT

Sampling Location: Associated Behavioral Health - North Seattle

Collection Agent: 

Collection Agent's Organization: Associated Behavioral Health - North Seattle

Donor Certify Sample: No

Irregularities Noted: Yes

** This document is for internal Coast Guard use only!   This document shall not be published or 
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Description: The sample provided was not consistent with human urine.

Drug Analysis

Analyzing Laboratory: STERLING Reference Laboratories, Tacoma, WA, 98421

Specimen Analyzed Using DOT Protocols: No

Specimen Transferred And Chain Of Custody Complete: No

Primary Specimen Test Result

Result: 

Positive For:

Specimen Dilute: Yes

Reason(s) Rejected For 
Testing:

Remarks: 

Review Conducted By

Medical Review Officer:  

Coroner:  - BS Certifying Technician

Determination/Verification: 

Specimen Dilute (MRO): N/A

Split Specimen Analyzed: No

05Jun2013 20:00:00 EDT to 05Jun2013 20:00:01 EDT (Estimated): Post casualty drug test

Timeline Type:
Timeline Subtype:
Location:

Action
Drug/Alcohol Testing - Alcohol Testing
Known

Primary Location: No
Description: Associated Behavioral Health - collection site                                  

Latitude:  10°00.0 N Longitude: 100°00.0 W

Subject(s) and Details

** This document is for internal Coast Guard use only!   This document shall not be published or 
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Name Type Status Role

 Person Not at Risk Other

Reason Directed To Provide Sample(s):  Post-casualty

Direction To Provide Sample(s)

Date/Time Directed: 05Jun2013 20:00 EDT

Means Of Direction: Marine Employer

Organization Directing Chemical Test Sample: Marine Employer

Description: Post Casualty

Chemical Test Sample(s) Provided: Yes

Method Of Analysis: 

Instrument Used For Analysis: 

Date/Time Results Obtained: 01Jan0001 00:00 EST

Sample Test Results: 

Blood Alcohol Content (BAC): 

Laboratory/Individual Conducting Test: 

Description Of Sample Analysis: 

Irregularities In The Analysis Of The Sample: No

II.VII CORRESPONDENCE

IO Notes
           Source: USCG

 Date: 6/4/2013 1:26:00 PM
           Attachments:
                      

IO notes; Legacy - Unknown;
                                12Jun2013 20:00:00 EDT; No

email w UA results
           Source: USCG

 Date: 6/13/2013 1:34:00 PM
           Attachments:
                      

 email; Legacy - Unknown;
                               .; 12Jun2013 20:00:00 EDT; No

D13 FV Casualty Data collection form
           Source: USCG

 Date: 6/13/2013 1:37:00 PM
           Attachments:
                      

D13 CFV Data Coll Form; Legacy - Unknown;
                                12Jun2013 20:00:00 EDT; No

II.VIII CONCLUSIONS – PART 1. CAUSE
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II.IX CONCLUSIONS – PART 2. ENFORCEMENT REFERRALS

The following referrals for enforcement action have been made as a result of this investigation and 
represent those instances where the Coast Guard has gathered evidence that indicates one or more 
alleged violations or offenses may have occurred.  Any determinations as to whether or not one or more 
actual violations or offenses have occurred are documented in the appropriate Coast Guard enforcement 
activities.
Referral #1:    
         

USCG vs 

Party: 

Enforcement Type: Warning  
Status: Closed - Agency Action Complete

Alleged Violations

Cite: 33CFR83.05
Date/Time:  03Jun2013 23:04 EDT
Event/Action/Condition:  Bridge Operations - Visual Monitoring and Lookout
Location:  PUGET SOUND Admiralty Inlet                                                     
Subject(s):  

Evidence

Initiating Event:
Grounding (03Jun2013 23:05:00 EDT)

Failures of Defense Against Subsequent Events in the Incident

Defense

Inadequate - Person
     helmsman was unfamiliar with his duties and associated watch equipment     

Condition/Person - Person Condition (03Jun2013 23:00:00 EDT); PUGET SOUND Admiralty Inlet     
                                                ; The Helmsman had minimal training and ship familiarization.; 

Production

Execution Error – Attention Failure - Bridge Operations - Visual Monitoring and Lookout
     Helmsman fell asleep due to extreme fatigue     

Action/Bridge Operations - Visual Monitoring and Lookout (03Jun2013 23:04:00 EDT); PUGET 
SOUND Admiralty Inlet                                                     ; Helmsman fell asleep.;  

Precondition

Person - Physical Condition - Person
     helmsman fell asleep     

Condition/Person - Person Condition (03Jun2013 23:04:00 EDT); PUGET SOUND Admiralty Inlet     
                                                ; Work rest history supported theory of extreme fatigue.; 

** This document is for internal Coast Guard use only!   This document shall not be published or 
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4619487 03 PRS; Work rest hist; 13Jun2013 10:56:00 EDT

4619487 10 PRS; VTS screen shots; 13Jun2013 09:22:00 EDT

4619487 11 PRS; VTS Comms; 13Jun2013 09:24:00 EDT

4619487 08 PRS; Ship log; 04Jun2013 09:20:00 EDT

4619487 01 PRS; 2692 FV NEAHKAHNIE; 04Jun2013 08:57:00 EDT

4619487 02 PRS; Crewman Statements; 04Jun2013 08:59:00 EDT

4619487 04 PRS; Crewman IDs; 04Jun2013 09:05:00 EDT

4619487 06 PRS; Photo log; 04Jun2013 09:18:00 EDT

4619487 07 PRS; UA results; 04Jun2013 09:19:00 EDT

II.X SAFETY RECOMMENDATIONS

Safety Recommendation #  1 : Training Requirements for CFV's

           On June 04, 2013 at approximately 0330PST the CFV NEAHKAHNIE ran aground outside a 
marked navigational channel due to the operator falling asleep.

The Investigation revealed the operator had been on board the vessel 2 days and had a very brief 
wheelhouse and watch familiarization prior to taking control of the vessel hours before it grounded.  The 
operator did not have the watch alarm set nor did he have the communications radios turned up to an 
audible level as to hear other radio/emergency traffic. Also the operator had not taken any other 
precautions to stay awake as he was unfamiliar with his duties and technologies available to him on 
board the vessel. There was no pollution or damage to the vessel and environment stemming from this 
accident. 

There are currently no regulations in place requiring the individual in charge of a commercial fishing 
vessel fishing vessel of less than 200 gross tons to hold a Coast Guard issued license or pass an 
approved training program and hold a valid certificate issued under that program.

Currently the requirements contained in 46 USC 4502(g) only apply to (a), fishing vessels that operate 
beyond 3 nautical miles from the baseline from which the territorial sea of the United States is measured 
or beyond 3 nautical miles from the coastline of the Great Lakes; (b), fishing vessels that operate with 
more than 16 individuals on board; or (c), in the case of a fish tender vessel, engage in the Aleutian 
trade.

Recommend the law be amended to require commercial fishing vessel operators regardless of operating 
area to meet the requirements of 46 USC 4502(g) requiring individuals in charge of a commercial fishing 
vessel to pass an approved training program and hold a valid certificate issued under that program. 

The control measures articulated in the recommendation would mitigate or eliminate the latent unsafe 
condition and significantly reduce the risk of a future casualty of this nature.   

           Date Created: 26Dec2013 EST
           Current Owner Unit: COMDT INV
           Date Last Modified: 10Sep2015 14:44:38 EDT
           Priority: Normal
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Final Agency Action: 
Final Agency Comment: 

Safety Recommendation #  004597 : Licensing requirements for operators of CFV's less than 
200GT
           On June 04, 2013 at approximately 0330PST the CFV NEAHKAHNIE ran aground outside a 
marked navigational channel due to the operator falling asleep.

The Investigation revealed the operator had been on board the vessel 2 days and had a very brief 
wheelhouse and watch familiarization prior to taking control of the vessel hours before it grounded.  The 
operator did not have the watch alarm set nor did he have the communications radios turned up to an 
audible level as to hear other radio/emergency traffic. Also the operator had not taken any other 
precautions to stay awake as he was unfamiliar with his duties and technologies available to him on 
board the vessel. There was no pollution or damage to the vessel and environment stemming from this 
accident. 

Recommend:  Commandant prescribe licensing regulations for Commercial Fishing Vessel of less than 
200 GT similar to those requirements for small passenger vessels and uninspected passenger vessels 
under 46 USC 8902 and 46 USC 8903 respectively.

Once implemented this would ensure that fishing vessel operators will have the minimum skills and 
knowledge necessary to safely operate a fishing vessel. 

           Date Created: 13Jan2014 EST
           Current Owner Unit: COMDT INV
           Date Last Modified: 10Sep2015 14:44:38 EDT
           Priority: Normal

Final Agency Action: 
Final Agency Comment: 

Safety Recommendation #  004598 : Chemical testing program requirement regardless of 
tonnage and licensing requirements
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           On June 04, 2013 at approximately 0330PST the CFV NEAHKAHNIE ran aground outside a 
marked navigational channel due to the operator falling asleep.

Post casualty testing revealed that all three members of the crew, including the operator, tested positive 
for drugs. 

Current regulations do not require a chemical testing program for vessels not required to be operated by 
a licensed individual. 

Recommend: Commandant amend the chemical testing regulations in 46 CFR Part 16 to include all 
commercial vessels regardless of tonnage and licensing requirements.

The amended regulations would require all marine employers to conduct pre-employment testing and 
enroll employees in a chemical testing program.  This will minimize the use of intoxicants by merchant 
marine personnel and to promote a drug free and safe work environment.

           Date Created: 13Jan2014 EST
           Current Owner Unit: COMDT INV
           Date Last Modified: 10Sep2015 14:44:38 EDT
           Priority: Normal

Final Agency Action: 
Final Agency Comment: 

Safety Alerts:

** This document is for internal Coast Guard use only!   This document shall not be published or 
otherwise released outside the Coast Guard without approval from Commandant (CG-INV).

**

24 of 24

MISLE Incident Investigation Report





THE SINKING OF THE COMMERCIAL FISHING VESSEL NORN 40 MILES  
OFF THE COAST OF LA PUSH, WASHINGTON ON DECEMBER 17, 2015 

 
ACTION BY THE COMMANDANT 

 
The record and the report of the investigation convened for the subject casualty have been 
reviewed. The record and the report, including the findings of fact, analysis, and conclusions are 
hereby closed.  
 
The investigation’s safety recommendations will remain under review and consideration by the 
responsible program offices. The response to the recommendations and any resultant actions will 
be documented separately.  

Commander, U.S. Coast Guard 
Acting Chief, Office of Investigations & Casualty Analysis (CG-INV) 

 
 
 

 

Commandant 
United States Coast Guard 
 

U.S. Coast Guard STOP 7501 
2703 Martin Luther King Jr. Ave. SE 
Washington, DC 20593-7501 
Staff Symbol: CG-INV 
Phone: (202) 372-1030 
Email: CG-INV@uscg.mil 
 
 
16732/IIA#5791470 
26 May 2022 
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Vessel Data: 
 

F/V NORN 

Official Number: 255810 
Service: Fish Catching Vessel 
Year Built 1948 
Built By:  
Gross Tons: 20 
Net Tons: 16 
Length: 37.8 feet 
Breadth: 12 feet 
Depth: 7 feet 
Propulsion: Diesel Reduction 
Hull: Wood 
Horsepower: 240 
Owner:  
Operator:  

 
 

 
Figure 2: Photograph of NORN in November 2006 (Credit: All Points Nor’west Marine Surveyors). 
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Personnel Data: 
 

 
Environmental Data: 
 

 
 

 
Figure 3: Swells measured at NOAA buoy 46041, approx. 20 miles offshore La Push, WA. 

 
 
 
 
 

                                                 
1 Merchant Mariner Credentials are not required for seaman operating uninspected fishing vessels less than 200 gross tons  

NORN 
Crewmembers 

Position Experience USCG 
Credential1 

Status 

 Captain 23 years None Uninjured 
 Deckhand 10 years None Injured 

 Deckhand 17 years None Uninjured 

Air Temperature 44 degrees Fahrenheit 
Water Temperature 44 degrees Fahrenheit 

Winds 35 knots, from the North 
Gusts 38 knots 
Swells 10-15 feet 

Wave 
height at 
2:00am 
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Figure 4: Winds measured at NOAA buoy 46041, approx. 20 miles offshore La Push, WA. 

 
Finding of Facts: 
 

 NORN History & Condition: 
 
1. The NORN is an uninspected2 fishing vessel documented by the U.S. Coast Guard, with a 

Fishery, Registry, and Coastwise Endorsement3.  The marine casualty and safety regulations 
that govern NORN are found in Title 46, Code of Federal Regulations, Subchapters 4.03-1 
and 28, respectively.   
 

2. The NORN is a wooden hulled vessel built in 1948 in Poulsbo, WA.  The NORN is built 
round bottomed with full deep keel, full ceiling, and heavy sponsons4 of fir over bent oak.  
The vessel is configured for long-line reel and troll. 

 
3. In 2006, the NORN completed an in-the-water survey by All Points Nor’west Marine 

Surveyors. The survey reported the vessel in good condition, but did not evaluate the bottom 
hull due to the vessel remaining in the water. 
 

4. The NORN was purchased in 2012 by  and hauled out of the water 
in Port Townsend, WA.  

 

                                                 
2 Uninspected fishing vessels do not require robust inspections by the U S  Coast Guard as would be mandated by law for certain other commercial vessels   However, all 

uninspected vessels must still comply with minimal federal standards for safety, navigation, and pollution prevention  

3 Endorsements on a Certificate of Documentation allow a vessel to conduct commercial trade on navigable waters of the United States   See 46 C F R  § 67 for more info  

4 Description received from 2006 and 2013 surveys  

Wind & 
gust speed 
at 2:00am 

http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=cdc34addd2a1fb7e7d6fac114ccde98a&mc=true&n=pt46.2.67&r=PART&ty=HTML
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5. During a dry-dock inspection in 2012, a wooden vessel hull surveyor reported loose fasteners 

in the topsides and port side.  The port side was re-fastened with hundreds of galvanized 
screws, but not the starboard.  The keel fasteners were not examined.  The technician 
recommended a complete re-fastening in the vicinity of the fish-hold area of the vessel.  
However, due to limited funds, no fasteners were replaced below the waterline.5 
 

 
Figure 5: Photo of NORN at 2006 survey (Credit: All Points Nor’west Marine Surveyors) 

 

 
Figure 6: Photo of NORN in 2013 

 
                                                 
5 Fasteners are used in wood boat construction to secure planks, shanks, sponsons, and other wooden structures against one another   Ferrous fastenings are normally hot-dipped 

galvanized and consist of screws or barbed nails  
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6. On March 22, 2013, a survey of NORN was completed by Tom Pope Marine Surveyor.  The 

vessel remained in the water.  The survey concluded the vessel in “Good Condition.”  The 
bottom hull was excluded from the survey. 

 
7. On March 12, 2015, the NORN completed and passed a Commercial Fishing Vessel Safety 

Examination by U.S. Coast Guard Station Neah Bay.6  This examination addresses safety 
equipment, but does not include a hull condition examination.  If obvious signs of hull 
deterioration are witnessed, an order may be issued revoking a vessel’s ability to depart port. 
 

8. The NORN is designed with a common bilge system, from bow to stern, via a shaft-alley.  
No collision bulkhead is present.  The design allows bilge water to freely communicate 
between each compartment.   
 

9. At an unknown time before December 15, 2015, the NORN allided7 with a pier.  The stem 
above the water line was damaged, allowing water to enter the vessel when waves splashed 
upward the stem.  The Captain patched the damaged stem with a two-part epoxy, called 
Splash Zone.   
 

10. Splash Zone is a compound which, when applied to a surface properly, creates a watertight 
seal above or below a water surface.  The Splash Zone applied to the stem of the NORN, 
reportedly reduced water intrusion by 75%. 

 
11. The NORN is outfitted with three, 2000 gallons per hour, 12-volt, bilge pumps.  One bilge 

pump is located in the engine room, and two in the fish-hold.  A float-switch automatically 
energizes the engine room pump and one of the pumps in the fish-hold.  A toggle-switch in 
the wheelhouse manually operates the second pump in the fish-hold. 

 

Figure 7: Sketch of NORN, completed by captain of vessel, noting bilge pump locations. 
 

                                                 
6 Commercial Fishing Vessel Safety Examinations are voluntary in nature and are designed to enhance fishing vessel safety and promote public awareness and education    

7 A moving object striking a fixed object (or allision). 
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12. During the summer of 2015, the manually operated fish-hold bilge pump overheated and 

became inoperable.  Efforts to repair the pump were not made. 
 

13. In September of 2015, the captain of NORN unwired the engine room bilge pump because a 
circuit breaker continually tripped offline.  A backup bilge pump was placed on board in case 
of an emergency.  To configure the pump to operate, it was manually hard-wired directly to 
the battery terminals in the engine room, and submerged in the area requiring dewatering.  A 
discharge hose was fitted to the pump and routed overboard. 
 

 
 The Voyage: 

 
1. On December 15, 2015, at approximately 10:00p.m., the NORN departed Neah Bay, 

Washington with three persons on board and loaded with 5,000 pounds of ice and bait. 
 

2. Upon departure, the crew reported the vessel listing to starboard. The fish-hold bilge pump 
discharge hose was witnessed continually pumping water overboard, which the crew 
considered normal for this vessel.   
 

3. On December 16, 2015, at approximately 6:00 a.m., the NORN began fishing for sablefish8 
in the vicinity of the Juan de Fuca Canyon9. 

 
4. Between 8:00 a.m. and 11:59 p.m., the weather deteriorated.  Winds increased from less than 

10 knots to more than 30 knots in the evening, with gusts near 40 knots.  Wave height peaked 
at approximately 11 feet. 
 

5. The crew hauled in approximately 10 sablefish, and stored them in an ice chest on the fish 
deck.   
 

6. At approximately 7:00 p.m., after the evening meal, all three crewmembers fell asleep.  The 
main engine remained online with the clutch disengaged.  The NORN drifted 10 nautical 
miles to the west.   
 

7. At approximately 11:00 p.m., a crewmember awoke and noticed the NORN listing heavily to 
starboard.  The NORN was listing in excess of 20 degrees, which allowed water to freely 
enter the fish-deck freeing ports.  The crewmember attempted to fix the list by moving a fish 
tote and a trash can to the port side fish-deck of the NORN, and then filling both with water.  
The crewmember noted the fish-hold bilge pump discharge hose was still continually 
pumping water overboard.  The attempt did not result in any appreciable difference in list. 
 

8. Approximately 45 minutes after attempting to fix the starboard list, the crewmember returned 
to his bed, located in the engine room.  Before falling asleep, he noticed water “slushing 
around under the engine,” but considered it a minor effect of the sea conditions. 
 

 

                                                 
8 Called also black cod  

9 Located 20 nautical miles offshore, the Juan de Fuca Canyon offers nutrient rich waters which promote an abundance of salmon, shellfish, and other ground fish, including sable 

fish  
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9. On December 17th, 2015, at approximately 1:45 a.m., a large wave impacted the NORN on 
the port side.  The impact of the wave knocked the captain from his bed and onto the deck.  
The captain visually witnessed the fish-hold bilge pump light illuminated, indicating high 
water level.  The captain returned to his bed and fell back to sleep, without checking for 
damage to the vessel.   
 

10. The large wave also woke the crewmember who had attempted to fix the list. The 
crewmembers berth was located in the engine room.,  After looking at the engine room bilge 
and not seeing anything unusual, he went back to sleep. 

 
11. Approximately 15 minutes following the large wave impact, the crewmember woke again 

and noticed his boots floating in the engine room.  He woke the captain and informed him of 
the water in the engine room. 
 

12. As the captain began responding, he noticed that the fish-hold bilge pump discharge piping 
was not pumping water.  The captain noted the water level had partially submerged the main 
engine. 
 

13. The captain and crew started bailing out the engine room with buckets.  The weather was 
causing the NORN to rock and pitch heavily, which caused one of the crewmembers to slip 
and fall, injuring his back.  The captain reported the water level falling. 
 

14. After the crewmember’s injury, the captain departed the engine room and clutched in the 
main engine from the wheelhouse, in an attempt to reduce the vessel movement in the seas.  
When the captain returned to the engine room, he witnessed an extreme increase of water in 
the engine room that was freely communicating from other spaces and realized the crew may 
have to abandon the NORN. 
 

15. The captain ordered the crew to don immersion suits and prepare to abandon the NORN.  
 

16. The captain rigged the spare bilge pump to reduce the water level in the engine room. The 
power cables for the pump were too short, which caused the pump to disconnect when 
lowered into the water.  The discharge piping was also found not long enough to exit the 
vessel.  The water level was knee-deep, forcing the captain to leave the engine room. 
 

17. Between 3:10 a.m. and 3:17 a.m., the captain transmitted several MAYDAY calls, which 
were received by U.S. Coast Guard Sector Puget Sound.   
 

18. At 3:18 a.m., U.S. Coast Guard helicopter CG 6501 was launched from Air Station Port 
Angeles. 
 

19. At approximately 3:30 a.m., a crewmember grabbed the Emergency Position Indicating 
Response Beacon (EPIRB) and manually switched it to transmit the NORN’s position.  
Shortly thereafter, while the vessel was capsizing, the EPIRB slipped from the crewmembers 
hand and fell overboard.  U.S. Coast Guard helicopters later located the EPIRB, but did not 
retrieve it. 
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20. At approximately 3:30 a.m., the captain donned his immersion suit and then removed the life 

raft from its cradle to cast it overboard.  The life raft painter remained attached to the NORN 
as the life raft was thrown overboard.  As the vessel began to capsize, the captain jumped 
from the stern of the vessel.  The other two crewmembers climbed up the port side as the 
vessel rolled to starboard and then jumped overboard while the NORN sank by the stern. 
 
 

21. The captain ordered the crewmembers to let the life raft deploy automatically when the 
vessel sank.  The captain claimed that he had been taught this method of inflation was best.  
All three crewmembers remained with the capsized vessel, and waited for it to sink so the life 
raft would automatically deploy. 
 

22. As the vessel sank beneath the ocean surface, the life raft painter line pulled taut and inflated 
the life raft.  While the life raft inflated, it became tangled in the NORN’s mast rigging.  The 
captain and crew climbed aboard the life raft, but could not close the zippered flap due to a 
large tear in the fabric.   

 

 
Figure 8: Photo of tear in life raft canopy entrance flap. 

 
 

23. At 3:40 a.m., Station Quillayute River launched rescue boat CG 47288.   
 

24. At 4:08 a.m., Sector Puget Sound received the EPIRB positional data from NORN and 
relayed the information to U.S. Coast Guard Station Quillayute River, in La Push, WA.   
 

25. At 4:50 a.m., CG 6501 arrived in the vicinity of the EPIRB transmission and reported poor 
visibility due to rain. 
 

26. At 5:13 a.m., CG 6501 located the NORN’s life raft and witnessed two red flares. 
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tend to support oxygen consuming cathode reactions and thus are protected from wastage10.  
Deeper-buried parts of a fastener are inherently more vulnerable and act as an anode11.  For 
this reason, it is important to occasionally remove fasteners to determine wastage of the 
deeper-buried shanks. 

 
The NORN’s fasteners consisted in majority of galvanized dipped steel screws.  Screw type 
fasteners are loaded using withdrawal tensile rather than shear (i.e. bolt fasteners) and rely on 
threads or friction for holding power.  When only a fraction of the original diameter of the 
screw is lost to galvanic corrosion, the holding power effectiveness has ended.  Since this 
holding power is critical in keeping hull planking attached to a wooden vessel, fastener 
corrosion should be tracked using established maintenance procedures. 
 

2. Improper Repair:  An improper repair was made to the stem of the vessel to slow water 
intrusion.  Splash zone is an effective temporary repairing compound that is capable of 
withstanding water intrusion, but does not offer significant structural strength.  The captain 
reported a 75% reduction of water intrusion once the repair was made.  The amount of water 
intrusion as described by the crew is not considered a significant contributing factor in this 
casualty.   

 
3. Insufficient De-Watering Capability:  Only one of the original three installed bilge pumps 

remained operational prior to getting underway.  This reduced the overall dewatering 
capacity by two thirds.  Dewatering via buckets appeared to reduce the water level in the 
engine room, however, after the captain clutched in the main engine to help reduce vessel 
movement, water in other compartments communicated through bulkheads and into the 
engine room, significantly increasing the water level.   
 

4. Active Flooding:  One bilge pump was continually pumping water from the fish-hold from 
the time the vessel departed port.  Though rated at 2,000 gallons an hour with zero head 
pressure, bilge pumps are generally designed to occasionally remove water that has 
accumulated within a compartment.       

 
5. Inadequate Manning:  The captain claimed that he did not have enough crew on board in 

order to keep a live watch.  No lookout was posted and no rounds of engineering spaces were 
made while the crew slept. 

 
6. Improper Stability Management:  The crewmember’s decision to fill containers on deck with 

water raised the vessel’s center of gravity and caused the vessel to submerge lower in the 
water.  This increase in weight on the main deck caused an overall decrease in stability.  
Additionally, with an increase in the vessel’s displacement, the vessel would sink lower, 
causing greater water ingress due to higher head pressure.  The increase in the height of the 
center of gravity added to the existing starboard list, which decreased the vessel’s righting 
moment. 

 

                                                 
10 Immersed in an electrolyte, ferrous materials release and/or absorb electrons depending on the nobility of the material   For example, an underwater steel fastener would be 

nobler than a zinc anode   The steel fastener will remove electrons from the zinc   The least noble material has no ability to regain lost electrons, therefore wastage occurs    

11 Saturated wood acts as the electrolyte for the deeper-buried fastener   The ferrous materials located within the fishing vessel become part of a separate electro-chemical process   

The fasteners become the least noble metal due to nobler piping materials within the vessel   Electrons are given up from the fastener and given to the more noble material (i e  

aluminum, brass, copper, copper-nickel, etc), while no lesser material replenishes the fasteners’ lost material   The end result is wastage of the deep-buried fastener  
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7. Misinterpreting an Emergent Situation:  The first instance of a potential problem was the 

constant discharge of water from the fish-hold along with the vessel at a constant starboard 
list.  These facts combined should have provided insight to a developing situation.  While the 
crew was asleep, the fish-hold bilge pump ceased pumping.  After the large wave impacted 
the vessel, the captain noticed the high water alarm illuminated for the fish-hold, yet 
continued back to bed.  
 

 
Figure 10: NORN’s port bow. Picture taken March 2013.  Bleeding fasteners are easily visible. 

 
Conclusions: 
 
1. The vessel was not seaworthy prior to departing port.  Hull maintenance was not fully 

completed during NORN’s 2011 drydock, which fostered excessive plank fastener corrosion.  
The owner of the NORN was informed that the vessel required full re-fastening, at the time 
of drydock, and still continued operating.   
 

2. The vessel owner did not track the rate of corrosion of the hull fasteners.  The fasteners in the 
wooden planks of NORN’s hull lost holding strength due to excessive wastage.  The most 
likely cause of water intrusion was a sprung plank below the waterline in the vicinity of the 
fish-hold.  However, other water intrusion points or cannot be ruled out, including additional 
hull fasteners, seams, or packing failures. 

 
3. The initiating event is likely the impact of the large wave which partially detached an 

underwater hull plank.  This was exacerbated by the downward pressure originally provided 
by the physical loading of 5,000 pounds of ice into the fish-hold.  This force against the hull 
may have partially loosened a hull plank with wasted fasteners. 
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4. The fish-hold bilge-dewatering pump controlled the flooding until the pump failed.   

 
5. The weather was determined a contributing factor in the capsizing of NORN.  The high 

winds and swells encountered by the vessel heeled the vessel further to starboard, decreasing 
vessel stability as water flowed onto the deck via the freeing ports. 
 

6. The crew’s decision to go to sleep without posting a look-out contributed to the flooding 
getting to a point beyond control.   
 

7. The crewmember filled water containers on the port side of the fish deck, contributed to the 
vessel becoming unstable.  The center of gravity shifted and consequently deteriorated the 
vessel’s seaworthiness. 
 

8. The common bilge design in NORN caused progressive flooding throughout every 
compartment below the water line.  When the captain clutched in the main engine, flood 
water from the forward compartments flowed aft, raising the water level in the engine room.   
 

9. The vessel rigging likely caused the tear in the life raft as the life raft was inflating.  A likely 
contributing factor was the decision to allow the vessel’s submersion to act as the catalyst for 
life raft inflation.  
 

Safety Recommendations: 
 
1. Recommend Commandant, U.S. Coast Guard establish regulations within 46 CFR 

Subchapter C that adequately ensure vessel owners, operators, agent, captains, and person’s 
in-charge, develop and follow crew endurance management policies and practices. 

 
2. Recommend Coast Guard Sector Puget Sound Commercial Fishing Vessel Examiners 

educate fishermen during dockside safety exams concerning the requirement of 33 USC 1602 
(RULE 5) to maintain a look-out and the dangers associated with leaving the vessel drifting 
unattended while the entire crew sleeps. 
 

3. Recommend Sector Puget Sound Fishing Vessel Examiners issue Captain of the Port Orders 
preventing fishing vessels from proceeding underway from the dock when obvious signs of 
hull deterioration are present and getting underway would pose a threat to the Captain of the 
Port Zone. 

 
Enforcement Recommendations: 
 
1. Recommend Coast Guard Sector Puget Sound, District 13 and PACAREA conduct focused 

offshore boardings of small commercial fishing vessels to ensure and compel adherence to 
maintaining a lookout while underway. 
 

2. Recommend that enforcement action be initiated against the owner of the NORN for failing 
to comply with drug testing requirements following a serious marine incident. 
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3.  No enforcement action is recommended on the RULE 5 violation. 

 
Administrative Recommendations: 
 
1. Recommend Officer in Charge, Marine Inspection provide a copy of NVIC 7-95 to the owner 

of the vessel, and the two organizations that conducted in-water surveys.   
 
2. Recommend Officer in Charge, Marine Inspection, conduct additional training to U.S. Coast 

Guard qualified fishing vessel examiners leading to proficiency in the identification of visual 
cues of wooden hull vessel fastener deterioration.   

 
3. Recommend this casualty investigation be closed. 
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Location(s):

1. Mr. Philbrook fell overboard in Hurricane Sound one-half nautical mile northwest of 
Hurricane Island, ME in position 44 02’49.66” N 68 54’03.46” W (black arrow in Figure 1).  
The Army Corps of Engineer’s Code for Hurricane Sound is 1093. 

2. Mr. Philbrook was found in Hurricane Sound four-tenths of a nautical mile southwest of the 
location where he fell overboard in position 44 02’ 23.88 N 68 54’15.77 W (red arrow in 
Figure 1). 

Figure 1- OUTNUMBERED’s track line, August 13, 2014.  The orange line overlaying the blue line denotes 
track line of when Mr. Philbrook was still on board the OUTNUMBERED. 

Vessel Data:
OUTNUMBERED

Name: OUTNUMBERED
U. S. Documentation: 635384
Service: Commercial Fishing (Lobster) 
Date Built: 1981
Boat Builder: Young Brothers Boats
Gross Tons: 9
Net Tons: 9
Length: 29.1 ft
Breadth: 10.9 ft
Propulsion: Diesel Inboard
Horsepower: N/A
Max Speed: 14 knots
Managing Owner/Operator: Jeremy Philbrook
Owner: Jeremy Philbrook
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Operator: Jeremy Philbrook
Total Persons Onboard August 13, 2014: 1

Figure 2- OUTNUMBERED moored, August 13, 2014, after the casualty occurred.
Picture taken by STA Rockland

Personnel Data:

The following subject of this investigation was identified as being involved in the incident: 

Name Position/Role Age Status 
Jeremy Philbrook Operator of OUTNUMBERED 36 Deceased

1. Mr. Philbrook was the owner/operator of OUTNUMBERED on the day of the incident. 

2. Mr. Philbrook had operated OUTNUMBERED since 2013; he had twenty years of 
commercial fishing experience. 

3. Mr. Philbrook was not a holder of a Merchant Mariner Credential. 
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Findings of Fact

1. OUTNUMBERED is an uninspected commercial fishing vessel subject to the requirements 
in 46 Code of Federal Regulations (CFR) Part 28.  OUTNUMBERED did not hold a Coast 
Guard Commercial Fishing Vessel Safety Decal and was last boarded by the Coast Guard on 
February 22, 2010.  The operator was cited for expired flares and unserviceable life ring.

2. On August 13, 2014 at 0637, OUTNUMBERED departed the Vinalhaven Fisherman’s Co-op 
in Vinalhaven, ME to fish for lobster in and around Hurricane Sound.  Mr. Philbrook usually 
fished alone and was the sole person on board the vessel that trip.  His estimated average 
speed during the transit was five knots. 

Figure 3- OUTNUMBERED departing Vinalhaven Fishermen’s Co-op. 

3. Between approximately 0700 and the time of the casualty, Mr. Philbrook hauled and set 
approximately seven strings of lobster pots around Hurricane Sound; each string had ten pot 
buoys, and each pot buoy was attached to two lobster traps.  He fished in Maine Department 
of Marine Resources Zone C inshore, less than three miles from shore.  The average time it 
took for him to haul and set a string was approximately twenty minutes. 
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Figure 4- Typical configuration of Zone C INSHORE lobster gear.1

4. At approximately 0845, Mr.  operator of the fishing vessel CHEYENNE 
PAIGE, was hauling his own lobster traps and sighted Mr. Philbrook on board 
OUTNUMBERED just east of Buoy 13 (LLNR 3810) in Hurricane Sound. 

Figure 5 - Approximate location where Mr. Philbrook was last seen on board OUTNUMBERED 
Hurricane Sound (red arrow) 

5. At approximately 1030, Mr. Philbrook was setting lobster traps and fell overboard in 
Hurricane Sound one-quarter nautical mile north of Buoy 15 (LLNR 3805).  
OUTNUMBERED was in gear at the time. 

1 http://www.bycatch.org/sites/default/files/Lobster_Gear_Report_0.pdf
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6. OUTNUMBERED became fouled in twenty to thirty lobster pot buoys and eventually came 
to rest two-tenths of a nautical mile southwest of Buoy 15 (LLNR 3805).  

Figure 6 - Approximate location where Mr. Philbrook fell overboard (red arrow) and where 
OUTNUMBERED was found fouled in lobster pot buoys (black arrow), Hurricane Sound. 

7. At approximately 1330, Mr. , operator of the fishing vessel PAMELA JEAN, 
observed OUTNUMBERED with no one on board.  Mr. had been hauling lobster traps 
with his crewmember, .  Mr. proceeded to OUTNUMBERED’s 
location and saw the vessel was fouled in lobster pot buoys and was still in gear with the 
engine running.  He also noticed a pot buoy caught underneath OUTNUMBERED’s transom 
with what looked to be something attached to it and in the water.  Knowing the fishing vessel 
GLOUCESTER GIRL was in his vicinity, Mr.  hailed them on VHF radio to assist.  
Mr.  also contacted Coast Guard Station Rockland requesting assistance via VHF radio 
channel 16. 
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Figure 7- Aft deck gunwale of the OUTNUMBERED showing where Mr. Philbrook’s pot buoy was trapped 
(red arrow), picture taken by . 

8. At approximately 1345, GLOUCESTER GIRL arrived on scene with PAMELA JEAN and 
OUTNUMBERED.  Mr. , crewmember on GLOUCESTER GIRL, jumped on 
board  OUTNUMBERED, took the boat out of gear and freed the lobster pot buoy trapped 
underneath the transom.  He handed the lobster pot buoy to Mr. , operator of 
GLOUCESTER GIRL.  Mr. and his second crewmember, Ms. , 
began to haul the trap connected to the pot buoy.  Ms.  remembered hauling 
approximately ten fathoms (sixty feet) of line, when she saw a body with line wrapped 
around the leg at the surface of the water.  Mr.  and Ms.  were unable to 
haul the body on board so Mr. i jumped on board GLOUCESTER GIRL to assist.  

9. At approximately 1400, the three of them pulled the body on board GLOUCESTER GIRL.  
Ms.  immediately recognized the body as Mr. Philbrook.  Mr. Philbrook was 
not wearing any personal flotation device when he was removed from the water, nor was 
there a knife on his person. 

10. At approximately 1405, three Maine Marine Patrol vessels; GUARDIAN III, and two 
PROTECTOR class vessels, arrived on scene with the GLOUCESTER GIRL, PAMELA 
JEAN, and OUTNUMBERED.  They had been conducting an exercise in Rockland Harbor 
when they overheard PAMELA JEAN’s radio traffic requesting assistance from the Coast 
Guard.  Two Maine Marine Patrol Officers boarded GLOUCESTER GIRL and checked Mr. 
Philbrook’s pulse.  After no pulse was found they deployed their AED and attempted to 
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resuscitate Mr. Philbrook.  The AED advised no shock and the two officers initiated CPR 
which resulted in a substantial amount of water coming out of Mr. Philbrook’s nose and 
mouth.  GLOUCESTER GIRL made way towards Carver’s Harbor in Vinalhaven, ME where 
they would be met by local Emergency Medical Services (EMS).  The two Maine Marine 
Patrol Officers continued CPR during the entire transit.

11. Prior to entering Carver’s Harbor, GLOUCESTER GIRL was met by another unknown 
vessel with EMS personnel onboard along with a local physician.  At approximately 1419, 
the local physician declared Mr. Philbrook deceased. 

12. Mr. Philbrook’s body was transferred to Island Medical Center in Vinalhaven, ME and 
subsequently to the State Medical Examiners Officer in Augusta, ME for an autopsy.  
Ligature marks were found around both of his lower extremities, consistent with what is seen 
in a person with line wrapped tightly around their legs.  The cause of death was determined 
to be drowning.

13. A toxicology test was completed for Mr. Philbrook by NMS Labs.  His femoral blood tested 
 

 

Analysis:

1. Decision to fish alone: Mr. Philbrook got underway on OUTNUBMERED alone.  He was 
known to fish by himself and did not employ additional crew.  There are no state or federal 
regulations in place that require vessels fishing for lobster to have an additional crewmember 
on board. If Mr. Philbrook had an additional crewmember on board when he fell overboard, 
that crewmember could have taken OUTNUMBERED out of gear, pulled Mr. Philbrook 
from the water, and possibly saved his life. 

2. Presumptive use of  while fishing and operating a vessel: Mr. Philbrook’s  

 

 
 

 
  According to Mr. 

Philbrook’s spouse, Mr. Philbrook was a daily user of , and up until recently held a 
medical  card for treatment of Carpal Tunnel Syndrome.  Mr. Philbrook’s 
judgment, motor coordination, and reaction time may have been impaired while he was 
fishing and operating OUTNUMBERED.2

3. Entanglement in the line on deck and pot buoy trapped under the transom: More than likely, 
Mr. Philbrook became entangled in lobster pot line lying on the deck while he was setting 
traps.  There was no bin on deck to store the lobster pot line.  The force of the boat being 

2 National Institute on Drug Abuse. (2014, December). Does marijuana use affect driving? Retrieved March 2015, 
from The Science of Drug Abuse & Addiction: http://www.drugabuse.gov/publications/research-
reports/marijuana/does-marijuana-use-affect-driving

(b) (6), (b) (7)(C)

(b) (6), (b) (7)(C)

(b) (6), (b) (7)(C)
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underway likely sent him overboard and into the water.  The pot buoy Mr. Philbrook was 
attached to caught underneath the vessel’s aft deck gunwale, so Mr. Philbrook was 
essentially dragged underwater by the OUTNUMBERED.  When Mr. Philbrook was 
recovered, his legs were wrapped in his own lobster pot line, as well as lobster pot line from 
other traps in OUTNUMBERED’s vicinity.  There are no state or federal regulations in place 
that limit the amount of lobster pot line on the deck of commercial fishing vessels. 

4. Not having a knife tethered to the body: When Mr. Philbrook was pulled from the water there 
was no knife found on his person.  There was a sheath for a knife fastened to the outside of 
the pilothouse bulkhead.  No knife was found in the sheath after the casualty.  It is unknown 
whether or not Mr. Philbrook had a knife on him when he fell into the water or if he 
attempted to free himself from the lines caught around his leg when he was in the water.  
There is no state or federal regulations in place that require personnel on vessel’s fishing for 
lobster to have a knife on their person or tethered to their body.  If Mr. Philbrook had a knife 
tethered to his body when he fell into the water, he may have been able to use it to cut the 
lines wrapped around his legs and subsequently free himself. 

Figure 8- Back of OUTNUMBERED’s pilot house, where Mr. Philbrook kept a knife (red arrow), picture 
taken by LT . 

5. Not having a main engine “kill switch” installed: OUTNUMBERED did not have a main 
engine “kill switch” installed.  Though not seen very often, some commercial fishing vessels 
have such a device installed under the gunwales and around the entire perimeter of the vessel.  
The “kill switch” allows a crewmember to shut down the engine should they become entangled 
in line on deck.  There is no state or federal regulations in place requiring commercial fishing 
vessels to have a “kill switch” or any other method of shutting down the main engine outside of 
the operating station.  Had Mr. Philbrook had such a device installed, he could have shut down 
the engine when he became entangled in the line, which could have prevented him from being 
pulled overboard. 

6. Not wearing a personal flotation device: When Mr. Philbrook was pulled from the water, he 
was not wearing a personal flotation device.  Additionally, he was never seen wearing a personal 
flotation device.  Therefore, it can be inferred Mr. Philbrook was not wearing a personal flotation 
device when the incident occurred.  There is no state or federal regulations in place that require 

(b) (6), (b) (7)(C)
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personnel on vessel’s fishing for lobster to wear a personal flotation device.  Had Mr. Philbrook 
been wearing a personal flotation device it could have aided in holding his body above the 
surface of the water. 

Conclusions:

The Initiating Event (or first unwanted outcome) for this casualty was when Mr. Philbrook fell 
overboard from the OUTNUMBERED in Hurricane Sound.  The causal factors that led to this 
casualty are: 

1. Rules and Regulations:  There was one error related to rules and regulations identified as 
a causal factor: 

a. Neither the Coast Guard nor the State of Maine have effective regulations in place 
that protect commercial fisherman from the dangers of fishing alone. 

2. Equipment:  There were two equipment errors identified as causal factors:   

a. The OUTNUMBERED was not equipped with a bin locker or line locker (or ‘rope 
locker’ as industry refers to it) that could store lobster pot line and reduce the amount 
of lobster pot line on deck. Having less line on deck mitigates the risk of getting 
caught in the line. 

b. The OUTNUMBERED was not equipped with a main engine “kill switch” or other 
similar device that would shut off the engine in the event of an emergency.  

3. Personnel:  There were four personnel causal factors identified: 

a. Mr. Philbrook made the decision to fish alone; leaving him responsible for both the 
operation of OUTNUMBERED and the setting/hauling of lobster traps. 

b. Mr. Philbrook smoked  the day of the incident.  The significance of the 
drug’s side effects at the time of the incident is unknown, but cannot be ruled out as a 
factor in the incident occurring.

c. Mr. Philbrook did not have a knife tethered to his body that could be used to cut away 
lobster pot line in the event of entanglement. 

d. Mr. Philbrook was not wearing a PFD at the time that he fell overboard.   

(b) (6), (b) (7)(C)
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Recommendations: 
 
Safety: 
 
1. Commandant should develop a regulation that requires operators of commercial fishing 

vessels working alone to provide a means to manually shutdown the main engine away from 
the operating station, or install a device that would automatically shut down a main engine 
should the operator fall overboard.  A similar recommendation was made by the National 
Institute for Occupational Safety and Health in 2005 for lobstermen to adapt as a safe work 
practice3.  

 
2. Commandant should revise 46 CFR 28.110 to require operators of commercial fishing 

vessels to wear any Coast Guard approved personal flotation device when working alone.  A 
similar recommendation was made by the National Institute for Occupational Safety and 
Health in 2005 for lobstermen to adapt as a safe work practice 3. 
 

3. Commandant should develop a regulation that requires personnel working fishing gear on a 
commercial fishing vessel to have a knife capable of cutting through line tethered to their 
body at all times.  A similar recommendation has been previously made by the National 
Institute for Occupational Safety and Health in 2005 for lobstermen to adapt as a safe work 
practice 3. 
 

4. In 2011, Commandant concurred with Safety Recommendation 7612, stating sufficient 
evidence existed to justify consideration of a requirement that certain crew members on 
commercial fishing industry vessels be subject to a chemical testing program such as that 
prescribed by 46 CFR Part 16.  This investigation shows the requirement is still necessary, 
and Commandant should move forward with that action.     

 
Other: 
 
1. It is recommended that a copy of this Report of Investigation be provided to Maine 

Department of Marine Resources, Maine Lobstermen’s Association, and Coast Guard Station 
Rockland. 
 

2. It is recommended that this marine casualty investigation be closed.  
 

# 
 
 
 
 

                                                 
3 National Institute for Occupational Safety and Health  (2005). Dangers of Entanglement during Lobstering.  
 http://www.cdc.gov/niosh/docs/wp-solutions/2005-137/pdfs/2005-137.pdf  
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27 Dec 2021 

MEMORANDUM 
From:  Gregory A. Callaghan, CAPT 

To: CG-DCO 

Subj:   EXTENSION OF FINAL SUBMISSION DATE OF REPORT OF INVESTIGATION 
CONCERNING THE SINKING OF THE COMMERCIAL FISHING VESSEL (CFV) 
SCANDIES ROSE (O.N. 602351)  

Ref: (a) SCANDIES ROSE MBI Convening Order Memo signed by DCO on 16 Jan 2020 
(b) SCANDIES ROSE Delay Memo to DCO dtd 24 July 2021
(c) CG-545 Policy Letter 5-10

1. The SCANDIES ROSE Marine Board of Investigation (MBI) was officially assigned through
reference (a) and the Marine Board’s composition was amended in reference (b). When CG-INV
positively endorsed reference (b), the deadline for the Report of Investigation (ROI) submission
was amended to October 1, 2021.

2. Section 5 of reference (c) states that certain marine casualty investigations with complex
elements may have valid reasons for exceeding the time requirements. Valid reasons for
exceeding the limitations of the time table include waiting on a test or report from an entity
external to the investigating unit. In this case, the Marine Board engaged the Coast Guard
Research and Development Center (RDC) to conduct a formal ice accretion study. This study,
consisting of a series of controlled experiments, was executed over the course of several months
in the summer of 2021. However, unforeseen and unpreventable delays at the research facility
resulted in a delay in the final delivery of the RDC’s Ice Accretion on Crab Pot REACT report.

3. In anticipation of this delay, the Marine Board sought and was granted an extension to the
October 1, 2021 deadline to submit the SCANDIES ROSE ROI. The amended final submission
date of ROI is December 31, 2021.

# 

Copy: CG-5P 
CG-INV 
CG-LMI 
PACAREA(5) 
CGD SEVENTEEN (dp) 
CGD THIRTEEN (dp) 

Commander 
United States Coast Guard 
Eleventh District 

Coast Guard Island, Bldg 50-7 
Alameda, CA  94501-5100 
Staff Symbol:  dp 
Phone:  510-437-3431 
Fax:  510-437-5364 
Gregory.A.Callaghan@uscg.mil 
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COMMERCIAL FISHING VESSING SCANDIES ROSE (O.N. 602351) 

SINKING AND LOSS OF THE VESSEL  
WITH FIVE CREWMEMBERS MISSING AND PRESUMED DECEASED 

SOUTH OF SUTWIK ISLAND, ALASKA 
 ON DECEMBER 31, 2019 

 
EXECUTIVE SUMMARY 

 
The loss of the commercial fishing vessel SCANDIES ROSE, along with five crewmembers, 
follows the sinking and loss of the commercial fishing vessels LADY OF GRACE and her crew 
in Nantucket Sound, Atlantic Ocean in 2007 and the DESTINATION with all of its crew, which 
occurred in February 2017, in Alaskan waters. These vessels suffered catastrophic capsizing due 
to compromise of the vessel’s positive stability characteristics after encountering known and 
dangerous heavy freezing spray leading to an accumulation of ice high on the vessel. 

 
On December 30, 2019, at approximately 8:35 p.m. (AKST), the fishing vessel SCANDIES 
ROSE and its seven-person crew departed from Kodiak, Alaska, headed to the Bering Sea to 
engage in commercial fishing operations in the cod and opilio crab fisheries. The vessel was 
loaded with fuel, approximately 195 combination cod/crab pots, and 15,000 pounds of bait stowed 
forward. The planned voyage track took the SCANDIES ROSE and her crew along the south side 
of the Alaska Peninsula, an area known for fierce and intensely frigid winds blowing out of the 
numerous inlets and coves to the north of the vessel’s course line as it transited from the Shelikof 
Strait toward False Pass and into the Bering Sea. The Captain and crew were aware of weather 
forecasts from the National Weather Service along their transit, including warnings of heavy 
freezing spray and gale force winds. The Captain departed on the accident voyage and later failed 
to seek shelter along the route despite the weather forecast, vessel icing, and reports from other 
fishing vessel captains who took shelter from the weather.  

 
Between 6 a.m. and 8 a.m. on December 31, 2019, the watch reported the beginning signs of ice 
accumulation on the interior webbing of the crab pots and on the exterior forward parts of the 
vessel. The vessel maintained course and an average speed of 6.5 kts in gradually worsening 
weather along the planned voyage track, with no indications of any attempt to reduce the 
accumulation of ice by changing course and speed or by manual ice removal. At approximately 
7:15 p.m. on December 31, the deckhand, a survivor, woke up the Captain for the Captain’s six-
hour watch. At the time, the two discussed the worsening weather, the ice accumulation on the 
vessel and gear, and the reported starboard list of the vessel. The SCANDIES ROSE Captain 
made a series of cell phone calls to people and vessels and his tone of voice on the cell phone 
calls gradually began to reflect the worsening situation onboard the SCANDIES ROSE. In one of 
the final calls to the fishing vessel PACIFIC SOUNDER, the Captain indicated that he was 
experiencing a 20-degree list to starboard, winds of 60-70 kts from the west, wind temperature of 
12o Fahrenheit and communicated that it was too dangerous to send the crew out to break off the 



 

xi 
 

accumulated ice. The Captain had decided to head for the protected lee of Sutwik Island located 
approximately 2.5 nautical miles (NM) to the north of his position.  

  
At 9:45 p.m., the Automatic Identification System (AIS) signal of the SCANDIES ROSE 
indicated that the vessel had turned approximately 50 degrees to starboard, to a northwesterly 
heading to head to the shelter of Sutwik Island. In a final conversation with the Captain of the 
PACIFIC SOUNDER, the Captain indicated that the “list had gotten a lot worse” and the stress in 
the Captain’s voice was evident to the listener. At approximately 9:50 p.m., the Captain of the 
SCANDIES ROSE called the U.S. Coast Guard via marine radio with a “Mayday” message and 
stated “we are rolling over.” The Captain was able to accurately read out the vessel’s geographic 
position before communication was lost.  

 
Two of the seven-person crew managed to don survival suits, abandon the capsizing vessel, and 
swim to one of two eight-person liferafts which had deployed automatically. The two survivors 
were rescued approximately four hours later by a Coast Guard helicopter and suffered mild 
hypothermia. Coast Guard search activities included multiple MH-60 helicopters, two HC-130 
fixed wing aircraft, and a large Coast Guard Cutter. The Coast Guard suspended search operations 
at 6:08 p.m. on January 1, 2020. The other five crew are missing and presumed deceased.  

 
The Coast Guard MBI determined that the initiating event occurred at 11:30 a.m. on December 
31, 2019, when the SCANDIES ROSE maintained course and speed on the voyage track with 
weather forecasted to continue to deteriorate with heavy freezing spray and gale-force storm 
warnings. In conversation with the captain of the fishing vessel AMATULI, Captain  
reported the formation of ice on the vessel the morning of the accident day, but did not take 
actions to reduce icing formation or take early and timely advantage of available safe and 
protected anchorages along the intended voyage track. 
 
Subsequent events include the vessel’s reduction in and eventual loss of stability. This loss of 
stability was exacerbated as the vessel developed a dangerous list to starboard after the 50-degree 
turn to starboard towards Sutwik Island. Subsequent events then included a loss of 
maneuverability, capsizing, flooding, and the vessel’s sinking. Additional subsequent events 
included the loss of five of the vessel’s crew and two surviving crewmembers entering the water, 
before making it to a liferaft with eventual rescue. 
 
The primary causal factors that directly contributed to the casualty include: 1) failure to take 
timely action to prevent excessive ice accumulation despite forecasted and anticipated heavy 
freezing spray conditions, 2) the vessel’s unsafe stability conditions due to the inaccurate stability 
instructions provided by the Naval Architect who performed the stability assessment and created 
the stability instructions in 2019, 3) carrying nearly the maximum number of crab pots permitted 
in the 2019 stability instructions despite commencing a voyage where gale force weather and 
heavy freezing spray were forecasted, 4) excessive ice weight accumulations from freezing spray, 
and 5) lack of effective stability regulations that do not realistically account for the dangerous 
effects of icing and the asymmetrical nature of icing that endanger commercial fishing vessels 
operating in regions similar to this accident environment.  
 
Other causal factors include the Captain’s decisions to: 1) not take timely action to prevent or 
mitigate excessive ice accumulations from the forecasted and anticipated heavy freezing spray 
conditions, 2) not create a means for the crew to safely move forward to observe and clear the 
accumulation of ice on the vessel, and 3) not attend stability training classes that were available. 
Also contributing to the casualty was the owner’s selection of the “qualified individual” who 
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failed to accurately examine the vessel, perform stability tests and the calculations necessary to 
properly document the stability condition for the SCANDIES ROSE and then create detailed and 
accurate stability instructions for the Captain. Accordingly, the owners failed to provide captains 
for the SCANDIES ROSE with accurate and detailed information to maintain the vessel in a 
satisfactory stability condition. 
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heel or list at that time cannot be determined. Mr.  immediately left the stateroom to 
head up the one flight of stairs to the wheelhouse. 

4.1.38. There is no evidence that the general alarm was activated to alert the crew of any 
emergency. 

4.1.39. There was little time between the extreme heel to starboard and loss of vessel’s 
stability that led to the vessel’s sinking. Upon, reaching the wheelhouse, Mr. 
recounted 

Oh, it was pretty much immediate. I mean, I looked at  and I -- just that, that -- I 
don't know how to explain it to anybody. Just that gut wrench that not -- this is not good. 
Like this is -- there's no coming back from this. Like we are sinking now. And I just kept 
yelling, just started yelling because there's no alarm going off.28 

4.1.40. Shortly after this, other crew made their way into the wheelhouse. Survivors recall 
seeing some of the other crew but could not confirm if all of the crew made it to the 
wheelhouse prior to the vessel sinking. 

4.1.41. Captain  was in the starboard area of the wheelhouse where the main control 
station for the vessel was located. 

4.1.42. The survival suits were in a locker in the wheelhouse which was slightly to port of the 
vessel centerline in the after console. The suits were passed out to the crew. 

28 Mr.  MBI Hearing Transcript, Pg. 565 
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4.1.46. At some point immediately prior to the call to the Coast Guard on the high frequency 
(HF) radio, Mr.  recounted that the Captain shifted the vessel’s propulsion system 
from ahead to the out of gear or neutral propulsion position 

When I first went up there and was talking to  and was like, what was going on, call 
the Coast Guard, he was like okay, and then he took it out of gear. That's what made the 
boat start going more -- I think maybe the transitional force maybe. I don't know, but as 
soon as he took it out of gear, everything kind of sped up a little bit more.31 

4.1.47. At 9:50 p.m., Coast Guard Communication Detachment (COMMDET) Kodiak 
watchstanders received a “mayday” call on 4125 KHz from the SCANDIES ROSE – 
“mayday, mayday, mayday… SCANDIES ROSE, SCANDIES ROSE, SCANDIES ROSE… 
(Position given two times) we are rolling over.” 

4.1.47.1. The Captain included the SCANDIES ROSE’s position during this “mayday” 
call, 56o-29’ N, 157o-01’ W. In the background, an unidentified person is heard calling 
out part of vessel’s position. 

4.1.47.2. An alarm, similar to other warning alarms heard previously, could be heard in 
the background to the radio transmission as well as other people’s voices. It is unknown 
what that alarm signified. 

4.1.47.3. COMMDET Kodiak received the transmission and nearly immediately called 
back the SCANDIES ROSE to establish communications with the vessel. COMMDET 
Kodiak watchstanders were unable to make contact with the SCANDIES ROSE. 

HYPERLINK: Enclosure (2) contains hyperlink (2) which is an audio recording of the 
distress call the SCANDIES ROSE transmitted on the night of the accident and the 
initial Coast Guard response to the mayday transmission. 

4.1.48. Mr.  assisted Mr.  in closing the long zipper to the survival suit and 
they exited the wheelhouse through the port side door shown in figure 13. 

4.1.49. Mr.  recalled that while he and Mr.  were out of the wheelhouse and 
close to the door on the port side of the vessel, he recalled hearing a faint voice on the marine 
radio but the transmissions were broken.32 

4.1.50. The survivors did not see the EPIRB or mention the use or deployment of the 
EPIRB. The EPIRB was located on that same side just aft of the wheelhouse on the same 
deck as the wheelhouse. 

31 Mr.  MBI Hearing Transcript, Pg. 1072 
32 Mr.  MBI Hearing Transcript, Pg. 36 
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Figure 13 – Large arrow points to the port side wheelhouse door on the SCANDIES ROSE. The smaller arrow points to the location where 
the EPIRB was stored in the float free bracket, which is circled in red. (Source  CG Exhibit 004, with markup) 

4.1.51. Crewmember  was reported to have successfully donned an immersion 
suit and made it to the port side door but did not join crewmembers  and 
outside. Mr.  location was described as just inside the port wheelhouse door. The 
survivors recounted: 

So then me and  kind of screaming at  We were just standing around right 
outside the port door on the right down -- down the stairs along the wall is like where 
they standing, and we’re like, what do we do? We can’t get to the … raft because it’s up 
on the roof, and it’s, you know, at a super steep angle. The EPIRB is on the other side. 
You can’t get to that. Because I’m thinking – I’m trying to get to these things.33 

33 Mr.  MBI Hearing Transcript, Pg. 1073 
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Figure 14 – Composite of photo montage of the SCANDIES ROSE EPIRB. Top left, EPIRB in housing on the inside of top rail aft of the 
wheelhouse. Top right is the location shown with the yellow arrow in reference to the position in relationship to the port wheelhouse door. 
Bottom left, the open EPIRB housing during inspection for 2019 Valuation and Condition Survey. Bottom right, the empty housing as seen 
during underwater site survey conducted by Remotely Operated Vehicle (ROV) in February 2020. (Source –  photos for 2019 
Valuation Survey and bottom right, CG Exhibit 008) 

4.1.52. Mr.  and Mr.  attempted to locate a line to assist the other 
crewmembers still inside the wheelhouse. These attempts were unsuccessful as the lines tied 
to the railings that could have been used in this attempt were “too iced up.”34 Crewmembers 

 and  remained on the port side exterior in the vicinity of the door yelling to 
the other crewmembers to exit the wheelhouse.  

4.1.53. The SCANDIES ROSE continued to roll to starboard and the two crewmembers 
attempted to stay close to one another. Crewmembers  and  agreed that their 
plan was to stay on the SCANDIES ROSE as long as they could and then try to stay together 
if or when they had to enter the water. The lights of the SCANDIES ROSE went out. 

4.1.54. The last AIS transmission from the vessel was received at 9:51:52 p.m. AKST by a 
satellite designed to track AIS on vessels. Without power, or having sunk, the SCANDIES 
ROSE AIS would no longer transmit a signal. 

34 Mr.  MBI Hearing Transcript, Pg. 1074 
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4.1.58. Once inside the liferaft, Mr.  began calling for Mr.  After several 
minutes, Mr.  heard Mr.  shouts and was able to swim an unspecified 
distance towards the raft and was assisted aboard the liferaft by Mr. 

4.1.59. After a short time, the light inside the liferaft canopy went out. Wave action 
threatened to capsize the water-filled raft and the survivors were forced to move towards the 
lifting side to stabilize the raft.  

4.1.60. One survivor recounted their efforts to locate additional surviving crewmembers 

A lot of screaming still, like yelling out, hoping there would be someone else. There was, 
there was nobody else.39 

4.1.61. There is no evidence to suggest that any other crewmembers made it off the 
SCANDIES ROSE before it sank.  

4.1.62. When both Mr.  and Mr.  were in the liferaft, they observed the canopy 
light of the SCANDIES ROSE’s second raft, which had also auto deployed. They considered 
swimming to the other raft since the one they were in did not have interior illumination and 
they were initially unable to locate the raft’s equipment pack.  

4.1.63. At some point after they got in the raft, Mr.  and Mr.  located the 
liferaft’s equipment pack. The crewmembers had difficulty accessing the equipment pack’s 
contents due to lack of dexterity in the use of their hands while wearing the immersion suits, 
the environmental darkness, and prolonged exposure to frigid waters. They were eventually 
able to access the equipment contents. Mr.  testified: 

Then we found the survival bag, which is stupid because they have it tight tied -- it's tied 
down super tight to the bottom. So it was completely underwater. And it's right by the 
door. And we're in 30-foot seas. I don't want to --anywhere near that door before I get, 
you know, I get bounced out of it or something.40 

4.1.64. Despite not seeing any rescue vessels or aircraft, the survivors fired all the aerial 
flares in the equipment bag. Mr.  recalled the experience in the raft: 

I -- we, we were able to get to a bag and, and get some flares out. I thought I'd, you know, 
wait a little bit. The EPIRB got to kick the signal off. I don't want to start firing flares off 
yet. You know, we were able to fire, fire some flares off. It, it was a -- fired one off, two 
off, and then waited. Then three, four, and no one ever came. But the wind was so violent 
against that thing, I kept hearing -- I kept thinking I heard the chopper the whole time. It 
was just playing games with my head, the wind just beating that thing.41 

39 Mr.  MBI Hearing Transcript, Pg. 572 
40 Mr.  MBI Hearing Transcript, Pg. 1080 
41 Mr.  MBI Hearing Transcript, Pg. 572 
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4.1.69. Following this last AIS broadcast and the mayday received via radio, the Coast Guard 
did not receive or find evidence of any further electronic signals broadcasted by the 
SCANDIES ROSE. This Marine Board verified that no other signals were received by AIS, 
Very High Frequency (VHF) radio, Digital Selective Calling (DSC)44 alert, HF radio, 
satellite communications, EPIRB, or cell phone. 

4.1.70. At approximately 10:08 p.m., Sector Anchorage requested Air Station Kodiak launch 
the rescue helicopter, a MH-60. 

4.1.71. At approximately 10:11 p.m., after repeated attempts to call out and get a radio 
response from the SCANDIES ROSE to establish communications, Coast Guard Sector 
Anchorage and COMMDET Kodiak issued an Urgent Marine Information Broadcast 
(UMIB) on both HF and VHF radio frequencies. This UMIB requested that all vessels in the 
area of the SCANDIES ROSE’s last known position (LKP) maintain a sharp lookout and 
report all sightings to the Coast Guard. 

4.1.72. No vessels responded to the UMIB. 

4.1.73. At approximately 10:12 p.m., JRCC reached out to Air Station Kodiak and confirmed 
that they had been directed to launch the ready MH-60 by Sector Anchorage. 

4.1.73.1. A flight crew was on duty and ready to fly at Air Station Kodiak and the plan 
was for that aircrew to conduct a helicopter sortie to search for the SCANDIES ROSE 
and any survivors.  

4.1.73.2. The flight crew and helicopter in Kodiak were in a Bravo-0 status. The 
requirement is to have one helicopter in this status at Air Station Kodiak. 

4.1.74. The remoteness of the accident location and the severe forecasted weather conditions 
along the route resulted in an increased complexity for the rescue operation. This required the 
crew to conduct additional flight planning and they made a decision to take on additional fuel 
for the helicopter to extend its range and search time when it arrived at the search location. 

4.1.75. Using AIS, the watchstanders identified that the nearest vessel to the SCANDIES 
ROSE was the RUFF & REDDY, located approximately 28 NMs from the LKP. Command 
Center watchstanders then looked up the RUFF & REDDY’s vessel details and found a 
contact number for a landside dispatcher. They contacted the dispatcher, who relayed the 
Coast Guard’s request for the vessel to contact the Command Center.  

44 Standard for transmitting pre-defined digital messages, including distress messages, via HF, MF and VHF 
maritime radio systems. 
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the temperatures. But obviously, they were below freezing for sure. Snow, heavy 
winds, heavy gusts out of the northwest, but we weren't accumulating any ice due to 
spray. We were in the lee of the island there, so we didn't have any.46 

4.1.78. Coast Guard watchstanders inquired and determined that the RUFF & REDDY could 
not assist based on the severity of the weather. The Captain testified about his reasoning for 
declining the Coast Guard’s request for assistance: 

I declined due to weather and the conditions outside behind the lee of the island. I could 
not travel with a load of gear. So I declined on being able to assist.47 

4.1.79. Between 10:46 p.m. and 11:20 p.m., Sector Anchorage Operations Unit (OU)48 and 
Air Station Kodiak Operations Officer (OPS) had a conference call and discussed the need 
for HC-130 fixed wing aircraft support. They also discussed the anticipated need and timing 
of additional MH-60 helicopters and crews based on the complexity of the SAR case. Sector 
Anchorage OU and Air Station Kodiak OPS agreed to launch the HC-130 staged out of Joint 
Base Elmendorf/Richardson (JBER) located in Anchorage, AK and recommended recall of a 
second MH-60 crew until either the first MH-60 or HC-130 arrived on scene or located 
objects in the search area. 

4.1.79.1. The ready HC-130 aircraft was relocated to JBER in Anchorage, AK due to 
weather and visibility at Air Station Kodiak. During times of inclement weather, affecting 
the runways in Kodiak, Air Station Kodiak relocates their ready HC-130 to JBER in 
Anchorage, where that aircraft assumes a Bravo-2 status. This is in accordance with the 
Seventeenth District (D17) SAR Plan and Air Station Kodiak Standard Operating 
Procedures. 

4.1.79.2. The relocated HC-130 was now 417 NMs from the LKP of SCANDIES ROSE. 
Air Station Kodiak is located 190 NMs from the LKP of SCANDIES ROSE. 

46 Captain  MBI Hearing Transcript, Pg. 839 
47 Captain  MBI Hearing Transcript, Pg. 836 
48 The OU is a watchstanding position at a Command Center/JRCC. 
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search operations and potential survivor recovery. The intent of assessing refueling at an 
alternate location other than back at the Air Station was to determine if it would extend the 
helicopters’ on scene search time and potentially improve rescue outcomes. 

4.1.84.1. Although the next MH-60 helicopter crew was not yet at the Air Station, the 
ODO anticipated that they could have a second MH-60 helicopter airborne at 2:30 a.m. 
for an arrival in the search area at 4:30 a.m. 

4.1.84.2. One refueling alternative was Sand Point, AK. While this was closer to the 
search area, the added evolution would only add 15 minutes of additional search time but 
would create an added risk of icing for the aircraft. 

4.1.84.3. Another alternative refueling option was Sitkinak, AK, which would give the 
CG-6038 as much as 30 minutes of additional on scene time and would also create the 
same risk of icing for the aircraft.  

4.1.85. The helicopter pilot described the conditions that he encountered on the flight to the 
last position of the SCANDIES ROSE 

…We were anticipating bad weather, but I think it ended up being a lot worse than what 
we thought right off the bat. Once we got to the other side of the island we immediately 
got into about 300-foot ceilings and a half a mile to no visibility where we had to fly the 
aircraft between islands to get to the Shelikof Strait where -- with the headwinds and the 
winds that are with the terrain causes severe turbulence. So I think this was the most 
challenging flight of my career just getting out there.50 

4.1.86. At approximately 1:31 a.m. January 1, 2020,51 a HC-130 (CG-2006) took off from 
Joint Base Elmendorf/Richardson in Anchorage, AK to conduct joint SAR operations at the 
LKP of the SCANDIES ROSE. The HC-130 would act as a communications relay platform 
due to the distance from Kodiak.  

4.1.87. At approximately 1:46 a.m., JRCC SMC and Air Station Kodiak OPS talked to each 
other to discuss refuel locations and availability of additional crews.  

4.1.87.1. The helicopter and crew were at the Air Station and could be launched 
immediately.  

4.1.87.2. OPS indicated a third MH-60 helicopter aircrew could be recalled and available 
at 8:00 a.m. that morning.  

4.1.87.3. The decision was reached that Sand Point would be the primary re-fueling 
location for responding MH-60 helicopters. 

50 LT  MBI Hearing Transcript, Pg. 1458 
51 The date in CG Exhibit 076 says January 1, 2021, but this is a typographical error. The actual date was January 1, 
2020. 
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4.1.87.4. At approximately 2:00 a.m., JRCC CDO directed COMMDET Kodiak to advise 
CG-6038 that they were to refuel in Sand Point in order to provide additional on-scene 
search time. 

4.1.88. At approximately 2:10 a.m., the crew on board CG-6038 arrived to the vicinity of the 
accident site and began searching for any evidence of the SCANDIES ROSE and survivors. 

4.1.89. Upon the CG-6038’s arrival in the search area, observed weather conditions were 
seas of 20-30 ft, winds 35-50 kts, cloud ceiling varying from 200-500 ft above ground level 
(AGL), rain/snow, heavy at times, water temperature 38o Fahrenheit, and air temperature of 
10o Fahrenheit. The pilot testified that his instruments indicated that he was making 
excursions vertically of up to 30 ft, confirming sea wave heights of up to 30 ft.  

4.1.90. The helicopter pilot recalled how the on scene weather conditions changed as they 
neared the search area improving the helicopter’s ability to search: 

So once we got on scene, it was like the weather miraculously opened up to about two 
NMs, and we were flying towards the box, and we were under night-vision goggles the 
entire time, which is probably the only way we spotted the -- what looked like a flashing 
light at the time.52 

4.1.91. After several minutes, the CG-6038 crew located a SCANDIES ROSE liferaft 
floating on the surface of the water with the aid of the flashing exterior canopy light. The 
rescue swimmer was lowered via hoist down to the liferaft. No persons, survivors or 
otherwise, were located in the first liferaft that was examined. 

4.1.92. A decision was made to keep the empty liferaft inflated in the event other, 
undiscovered, surviving crewmembers were able to reach it. 

4.1.93.  Around the same time, shortly after 2:00 a.m. (4 hours after abandoning ship), Mr. 
 and Mr.  saw what they believed was a vessel’s mast light in the vicinity of 

the other liferaft.53 With no flares left to fire, they used a flashlight from the raft’s equipment 
pack to signal by waving the flashlight in a side-to-side motion. The rescue helicopter pilot 
recounted 

And as we brought the swimmer up, the pilot in the right seat who was flying happened to 
see under his night-vision goggles a waving light, and it was definitely not like the 
normal blinking light. It was a side-to-side, so we knew it was somebody trying to signal 
us. So we quickly got the rescue swimmer back up into the helicopter, and we kind of like 
had the flight mechanic, you know, brief the swimmer on what we were doing, what we 
saw. And at that time, the -- even the flight mechanic was saying that he had to de-ice the 
rescue swimmer. It was so cold that the rescue swimmer, just from going out the door and 
coming back up, was covered in ice.54 

52 LT  MBI Hearing Transcript, Pg. 1460 
53 At this point, the survivors’ accounts are interlaced with the precise times of the Coast Guard activities in the 
search and rescue operations. 
54 LT  MBI Hearing Transcript, Pg. 1461 
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4.1.94. At approximately 2:08 a.m., the crew of the CG-6038 commenced hoisting operations 
to hoist Mr.  and Mr.  out of the liferaft. The pilot testified 

…it was probably the hardest hoisting I've ever had to do with the other pilot flying, and 
there was times where, I mean, a wave would hit, and all of a sudden, the raft would be 
out the left side of the helicopter, and we we're having to, you know, work together to 
kind of keep a steady hover over this raft. And somehow, we got the swimmer to the raft, 
and he was able to hook the survivor to himself and then bring him up.55 

4.1.95. At approximately 2:11 a.m., the fixed wing aircraft, CG-2006 reported arrival at the 
search area.  

4.1.96. Shortly after that, the crew of the CG-6038 successfully recovered crewmembers 
 and 

4.1.97. The helicopter crew asked the survivors about the possibility that there were other 
survivors and began to follow protocols used to treat hypothermic survivors in the aircraft. 

4.1.98. At approximately 2:26 a.m., the JRCC CDO requested Air Station ODO to direct the 
CG-6038 with the survivors to Sand Point, refuel the aircraft, and return to the search area to 
continue the search for the five remaining crew.  

4.1.99. The rescue helicopter pilot talked about his decision based on the circumstances his 
crew was facing. 

… we had two fuel options: it was Sand Point, which was a shorter distance, but we 
would've had to have fought a headwind to get there, and based on the calculations of 
that and then plugging in Kodiak, we determined it was the same amount of time to get 
back to Kodiak with the -- what we -- since we had a headwind coming out, we knew we'd 
have a tailwind going back. So we chose with the known fuel there that we had there and 
the higher level of care, we just made a quick decision to go back to Kodiak to bring the 
survivors back.56 

4.1.99.1. On the return trip, the Aircraft Commander made the decision to shut off the 
Auxiliary Power Unit (APU) which powered auxiliary equipment such as interior heaters 
in an effort to conserve fuel for the return trip to Kodiak.  

4.1.100. At approximately 2:58 a.m., the Air Station Kodiak ODO advised the JRCC Juneau 
that the second MH-60, CG-6037, crew was finishing taking on additional fuel and would be 
airborne within 20 minutes.  

55 LT  MBI Hearing Transcript, Pg. 1462 
56 LT  MBI Hearing Transcript, Pg. 1463 
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4.1.103. At approximately 3:38 a.m., while the CG-6038 was enroute to base with two 
survivors, the second helicopter, CG-6037 took off from Air Station Kodiak to continue the 
search for additional survivors. 

4.1.104. Upon identifying the error in the liferaft assumed position during the second search, 
the correct coordinates were confirmed and the correct calculated positions were 
incorporated into the subsequent search patterns used by the search and rescue aircraft and 
the CGC MELLON. 

4.1.105. At approximately 5:34 a.m., the second helicopter, CG-6037 arrived on scene to the 
search area and commenced search efforts. During the search timeframe, the aircrew 
experienced severe inclement weather and became mission ineffective. 

4.1.106. At approximately 6:40 a.m., the helicopter with the survivors landed at Air Station 
Kodiak where the survivors were transferred from the helicopter to a waiting ambulance and 
driven to Kodiak Island Medical Center in Kodiak, AK. Both were treated for hypothermia 
and released later the same day, January 1, 2020. 

4.1.107. At approximately 6:40 a.m., the Air Station Kodiak ODO advised the JRCC CDO 
that CG-6037 was returning to base due to weather and crew fatigue. The SAR Program 
Manager described the search conditions the second helicopter crew encountered as “pretty 
horrible” and continued to say that 

Between wind and visibility, it was very hard -- and wave actions, it was very hard to see 
anything, and the helicopter crews went through quite a bit of fatigue on scene just to try 
to keep the helicopter kind of going straight line searching.58 

4.1.108. The JRCC CDO and SMC directed immediate recall and launch of the oncoming 
flight crew. 

4.1.109. At approximately 7:47 a.m., Air Station Kodiak ODO advised the JRCC CDO that 
the first HC-130, CG-2006, had 1.5 hours remaining on scene.  

4.1.110.  From approximately 8:00-8:30 a.m., the third MH-60 helicopter crew reported to 
base and was making preparations to get airborne.  

4.1.111. At approximately 8:40 a.m., the original rescue helicopter, CG-6038, was refueled 
and ready. It got airborne with a new flight crew and headed back to the search area to 
continue SAR efforts.  

4.1.112. At approximately 8:54 a.m., the HC-130, CG-2006, departed the search location and 
began its flight back to Air Station Kodiak. 

58 Mr.  MBI Hearing Transcript, Pg. 1381 
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Figure 23 – Red circle indicates the position of the SCANDIES ROSE when the Captain called the Coast Guard in distress. Black lines 
represent the search patterns used by the aircraft and ship in the search of potential crew that were not initially rescued by the first 
helicopter on the scene. The yellow arrow points to the second search pattern that resulted from the error in transposing the geographic 
position of the liferaft that was used as a drift marker for the second search by a helicopter. (Source  CG 076, with markups) 

4.1.121. On January 1, 2020, at 6:08 p.m., the Coast Guard District 17 SAR Coordinator,59 
suspended the active search and rescue operations. The CGC MELLON was, subsequently, 
released from the search area to resume the ship’s patrol operations.  

4.1.122. A portion of the Coast Guard’s SAR Case Review, CG Exhibit 078, summarizes the 
aircraft search and rescue activities: 

4.1.122.1. Due to the 380-mile roundtrip transit from AIRSTA Kodiak to the search area, 
the on-scene endurance of responding MH-60 helicopters was expected to be 
approximately one hour. 

4.1.122.2. AIRSTA Kodiak provided a total of four MH-60 sorties utilizing three 
different aircrews. 

4.1.122.3. Over the 19 hour and 43 minute period from distress notification to the Active 
Search being Suspended (ACTSUS), there was approximately 3.5 hours of total MH-60 
helicopter search effort.  

59 The SAR Coordinator is the person within the Coast Guard watchstanding organization with overall responsibility 
for establishing and providing SAR services and ensuring that planning for those services is properly coordinated. 
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4.1.122.4. A total of two HC-130 sorties were conducted, providing 15 hours of on-scene 
presence and communications support. HC-130s were not able to provide search 
coverage due to on-scene weather conditions. 

4.1.122.5. There were a total of 10 searches planned with six searches completed before 
ACTSUS was granted. 

4.1.122.6. The duration of the SAR case was 20.30 hours. In that time, a total of 781 
NM2 was searched over the course of 10.34 hours of on-scene search time. 

4.2. Additional/Supporting Information: 

Post-Casualty Wreckage Survey 

4.2.1. Following the sinking of the SCANDIES ROSE, the owners of the vessel hired 
Global Diving, a marine salvor and a hydrographic survey company to oversee a project to 
find the vessel and document the wreck. 

4.2.2. On February 9, 2020, the M/V ENDURANCE, a vessel owned and operated by 
Paradigm Marine, departed Kodiak harbor for the purpose of acting as an operations platform 
for a variety of specialized survey equipment and a Remotely Operated Vehicle (ROV). 60 
The mission’s objectives were to locate the SCANDIES ROSE and examine the site to 
determine the circumstances related to the sinking of the vessel with particular concern for 
the starboard side of the vessel. The person in charge of the operation in testimony stated 

… before we left dock, I mean, it was obvious there was questions about the fabrication 
work that had been going on prior to the ship sailing and that that was a potential cause 
for her potentially to have gone down if the repair had not been done correctly or it 
failed. So we were -- our job was to look and see what we could see and record it as 
much as we possibly could, and we just couldn't get there.61 

4.2.3. On the morning of February 10, 2020, the ENDURANCE arrived at the SCANDIES 
ROSE’s LKP. Using multi-beam sonar, a bathymetric survey was completed and the 
SCANDIES ROSE was located in about 160 feet of water at position 56o29.4682 N, 157o-
2.1082 W. 

60 CG Exhibit 008 
61 Mr.  MBI Hearing Transcript, Pg. 385 
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4.2.11. The Coast Guard attempted to retrieve and weigh SCANDIES ROSE crab pot(s) with 
the assistance of another government agency. On September 23, 2020, the National Oceanic 
and Atmospheric Administration (NOAA) vessel OSCAR DYSON made five attempts to 
recover submerged pots from the SCANDIES ROSE’s debris field with a grappling device. 
Efforts to retrieve one or more pots and gear were unsuccessful. The intention of this effort 
was to examine, measure and weigh an actual pot and gear from the SCANDIES ROSE.  

Post-Casualty Chemical Testing 

4.2.12. Per 46 CFR § 4.06-3, after any Serious Marine Incident (SMI) such as the loss of the 
SCANDIES ROSE, an owner is required to conduct drug and alcohol testing of all persons 
involved. Per regulations, a post-casualty alcohol test shall be conducted within 2 hours62 of 
the casualty and a post-casualty Department of Transportation (DOT) approved drug test 
shall be conducted within 32 hours of the casualty.  

4.2.13. Following the incident, the surviving crewmembers were not tested for alcohol 
because the regulatory time window for the testing had been exceeded by the time they 
arrived at the hospital. 

4.2.14. and each submitted a urine sample utilizing at-home drug test 
kits purchased locally. The tests were brought to the hospital, but were ultimately conducted 
at the home of .63 The hospital would not administer the tests as it 
was not in hospital protocols for this course of care. The vessel manager asked 

 in Kodiak to obtain test kits in an attempt to satisfy the requirements for post-casualty 
drug testing and she obtained two five-panel test kits.  testified about her efforts 
to meet the post casualty drug testing requirements 

I did with the help of . First we tried to get the hospital to do the 
drug testing. They wouldn't because it's not in the service of their treatment. So I asked 

 if she would go to Walmart and pick up two, you know, in-home drug screening 
kits and she did and to come back and ask them to take the test.64 

4.2.15. The test strips from each survivor’s sample were observed and photographed and they 
were sent to the vessel manager via text message.  was negative for all tested 
drugs.  test indicated positive for Tetrahydrocannabinol (THC), or marijuana. 
However, the positive test results and the samples were not sent to an accredited lab as 
recommended by the manufacturer.  

62 46 CFR 4.06-3 discusses the requirements for alcohol testing for Serious Marine Incidents (SMIs) and states that 
“if safety concerns directly related to the SMI prevent the alcohol testing from being conducted within two hours of 
the occurrence of the incident, then alcohol testing must be completed as soon as the safety concerns are 
addressed… alcohol testing is not required to be completed more than 8 hours after the occurrence of the SMI.” 
63 , MBI Hearing Transcript, Pg. 611 
64 , MBI Hearing Transcript, Pg. 136 
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Figure 27 – Results of the post-accident drug test administered to the two survivors. The hospital staff would not drug test the survivors 
based on hospital protocol. As a result,  purchased the home test kits upon request of the vessel manager and the crew 
submitted urine samples, the results were photographed and sent via text message to the vessel manager. The testing was not conducted by 
a certified lab. (Source: CG Exhibit 080, with markups) 

4.2.16. In testimony, the vessel manager talked about the results for  and the 
company’s attempt to meet drug testing requirements after the accident. 

Q. …And are these the tests that were recorded to meet that post-casualty testing
requirement?
A. Yes.
Q. Can you tell us what the results of those tests were?
A.  was negative and  was positive. For THC.  
Q. At what point was that positive test relayed to you?
A. As soon as she got them, she texted them to me.
Q. And were the results ever validated by a certified lab or anything?
A. No.
Q. And so going back to company policy, did this test, line of testing meet company or
federal requirements for post-casualty testing?
A. It does not meet federal requirements, no, that's supposed to be a DOT. For us, we do
whatever we can knowing that we're in an environment where our hands are a bit tied.65

4.2.17. Post-accident drug testing for the survivors was not carried out under controlled 
conditions by a certified laboratory and a Medical Review Officer did not verify the results.  

65 , MBI Hearing Transcript, Pg. 137 
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Drills and Crew Training Prior to Departure 

4.2.18. 46 CFR 28.270—Instruction, drills, and safety orientation—are existing regulations 
applicable to the SCANDIES ROSE and require that “the master or individual in charge of 
each vessel must ensure that drills are conducted and instruction is given to each individual 
on board at least once each month.”  had attended a drill conductor training 
course at Kodiak, Alaska in 2009 and was certified to perform that function.  

4.2.19. Per company policy, the drill conducted on December 30, 2019 was documented on a 
company-approved form, signed by all crewmembers, and sent via text message to the vessel 
manager onshore. 

4.2.20. During the investigation, both survivors misidentified the location where the EPIRB 
was located on the SCANDIES ROSE, stating that it was on the starboard side aft of the 
wheelhouse.  

4.2.21. , the newest member of the crew, was the only one to physically put on 
the immersion suit as part of the drill and training prior to departure on December 30, 2019.66  

Company Management 

4.2.22. Scandies Rose Fishing Company LLC was the registered owner of the SCANDIES 
ROSE, and the management operations were based out of Bremerton, WA. 

4.2.23. In 2008, the vessel was purchased from  by the current ownership. 
Originally, there were seven partners but shares had been bought out over the years. From 
2008 to December 2019, the ownership share breakdown had been the same: Mattsen 
Management LLC – 50.2%,  – 30%, and  – 19.8%.

4.2.24. At the time of the accident voyage,  was in the process of buying 
 shares of the SCANDIES ROSE for both himself and his son, .67  

4.2.25.  and the Captain had negotiated and agreed upon terms for the sale of 
19.8% ownership held by  before the SCANDIES ROSE departed Kodiak, AK on 
December 30, 2019. As the SCANDIES ROSE sailed on the accident voyage, the financial 
transactions were beginning to take place and  had sent a down payment 
check to  bank. The vessel’s sinking meant that the sale of the shares of the 
minority owner did not take place, but in testimony,  stated 

[H]e had already made the loan arrangements with Mountain Pacific Bank. He'd send --
he'd sent the down payment down, and I'd asked him if he wanted to wait until after
fishing, and he said no, he wanted to do it immediately.68

66 , MBI Hearing Transcript, Pg. 552 
67 , MBI Hearing Transcript, Pg. 165 
68 , MBI Hearing Transcript, Pg. 164 
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4.2.26.  spoke to both friends and family members about his plans to 
purchase a larger share in the SCANDIES ROSE and his desire to have more control over 
purchasing and decision-making. 

Said he wanted complete control. He wanted to be able to make all the decisions.69  

4.2.27. The division of roles and responsibilities for the SCANDIES ROSE was as follows: 

4.2.27.1. As the majority owner,  dealt with the vessel’s finances. 
 would also give input on fishing strategy and had the final say on major 

purchases and repairs authorized for the vessel.  made the final decisions 
on hiring and employment of vessel captains. 

4.2.27.2. The minority owner was not involved in the management or operational 
decisions of the SCANDIES ROSE.  bought into the vessel as an investment 
venture and had not seen the vessel in over two years. As an insurance broker, his 
company had negotiated the insurance policies for the SCANDIES ROSE as well as 
many other fishing vessels in the industry.70  

4.2.27.3. The captain of the vessel oversaw the operation of the vessel and made 
decisions while the vessel was fishing. Several captains had worked on the vessel. The 
captain had ultimate authority on when the SCANDIES ROSE would leave port and 
where the vessel would fish. The captain was in charge of the crew to maintain the vessel 
and effect repairs on board. The captain was also in charge of selecting and working the 
crew employed on board the vessel and responsible for their safety. Purchases made by 
the captain for the vessel were approved through the vessel manager and majority owner. 

4.2.27.4. The SCANDIES ROSE’s vessel manager was the company’s sole shoreside 
full-time employee. She worked out of Bremerton, WA, and had been in this position for 
approximately seven years. The vessel manager was responsible for: 

4.2.27.4.1. Running prospective crewmembers through the hiring process after the 
vessel captain had identified them. Typically, the vessel manager verified that an 
incoming employee’s criminal background, medical screening, and drug screening 
met company policy. 

4.2.27.4.2. The purchasing of equipment, parts, and stores for the vessel. All invoices 
for purchases made for the SCANDIES ROSE would go through the vessel manager. 

4.2.27.4.3. Creating and maintaining a “shipyard list” that tracked repair and 
preventative work that needed to be completed, and parts to be ordered for the 
vessel’s planned shipyard maintenance. 

69 , CG Exhibit 132, Pre-Hearing Transcripts, Pg. 270 
70 , MBI Hearing Transcript, Pg. 160 
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4.2.27.4.4. Coordinating with third-party companies to facilitate servicing of the 
vessel’s safety equipment and completing any paperwork associated with lifesaving 
equipment such as registering the EPIRB with NOAA. 

4.2.28. Up until the spring of 2019, the company employed a Port Engineer. That person 
passed away in early 2019 and the position was vacant at the time of the accident. The duties 
previously held by the person in this position were parsed out amongst the vessel manager 
and the majority owner but the vessel manager essentially took over most of the port 
engineer responsibilities despite her lack of marine engineering background. In testimony, 
the vessel manager described the role and responsibilities  

Or we have had a port engineer at times, you know… he would be the primary 
mechanic/engineer who was in my employ, who would guide the surveyor if there was 
any need to say can you look at this, you know, is there -- we think we might have an 
issue here.71 

The majority owner described the Port Engineer’s duties in this manner 

Well, I think it was hauled out in 2018 because we had to --there was something going on 
with the generator or the motor and I don't remember because we had -- our port 
engineer … he really handled those sorts of things.72 

4.2.29. With respect to the starboard side overboard chutes, one welding company performed 
work that was later redone after  complained to management about leakage 
into the starboard pipe alley from faulty welds. In testimony, the majority owner was asked 
about the supervision of that work to ensure the quality of the repairs. 

Q. Is it typical for Mattsen Management or for the owners of the SCANDIES ROSE to ask
for nondestructive testing or essentially for quality assurance work to be done on welding
work? Do you have to ask specifically or is that --
A. We do have to ask specifically.
Q. Okay.
A. And unfortunately, and that was a detail that I didn't do.73

Company Drug and Alcohol Policies 

4.2.30. The SCANDIES ROSE, as well as other vessels operating under Mattsen 
Management, followed a specific alcohol and drug use/abuse policy that prohibited the use of 
drugs or alcohol while onboard the vessel.  

4.2.31. Upon securing employment with the company, each crewmember was required to 
sign a document acknowledging this policy and submit to a pre-employment test. This was 
typically completed before the crewmember boarded the vessel.  completed a 

71 , MBI Hearing Transcript, Pg. 54 
72 , MBI Hearing Transcript, Pg. 127 
73 , MBI Hearing Transcript, Pg. 143 
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pre-employment drug test using a “home use” urinalysis test kit supplied by the vessel’s 
operator after his arrival in Kodiak.74  

4.2.32. As part of the company policy, the vessel operator or a company representative could 
require an employee to submit to a random drug test at any time.  

4.2.33. Upon being hired,  had to fill out employment paperwork and was directed 
to submit to a pre-employment drug test. The test results were certified before he came 
aboard.  

4.2.33.1. This pre-employment drug test submitted on December 23, 2019 was negative 
for all drugs on the test panel.75 

4.2.34. The last crewman to join the vessel, , submitted to a drug the test onboard 
with a commercially available urinalysis test kit. The Captain sent text messages and photos 
of the test strip on the sample container to the vessel manager.  

Figure 28 – Series of text messages regarding the onboard drug testing for . (Source: CG Exhibit 081) 

4.2.35. The Captain of the SCANDIES ROSE texted a picture of  home test kit 
results to the vessel manager prior to sailing. The subsequent text string showed that 

 was unable verify the results of the test kit and replied “I just looked at that pic of the 
drug test. You happen to have one that actually shows the results.”  replied “I 
already threw it away…yes I had  and myself…all 2 
bar negative… all 5.” He further went on to say, “Ya i made sure to have witnesses.”  

74 , MBI Hearing Transcript, Pg. 125 
75 , MBI Hearing Transcript, Pg. 532 
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Figure 29 – On the left is the box that contained the home drug test kit used onboard the SCANDIES ROSE to test . On the right 
is a photo of  holding up the test sample, in this image the results of the tests are not visible. (Source: CG Exhibit 081) 

SCANDIES ROSE Operational Management 

4.2.36. Prior to being offered employment aboard the SCANDIES ROSE, the Captain would 
identify prospective crew for the vessel and provide those names to the vessel manager for 
follow-up. 

4.2.36.1. The Captain would sometimes ask other fishing vessel captains for their opinion 
on a particular person that was under consideration for work on the SCANDIES ROSE 
for a particular type of operation, such as fishing or tendering. The Captain of the vessel 
would then refer prospective crew to the vessel manager who would determine suitability 
and obtain a criminal background check, medical questionnaires, and coordinate pre-
employment drug testing. Typically, this was accomplished prior to a crewmember 
arriving at the vessel.  

4.2.36.2. Each crewmember was an independent contractor and signed a contract with 
Scandies Rose Fishing Company LLC. They each completed paperwork such as consent 
to release medical records, routing information for funds, drug and alcohol policy 
acknowledgment forms, sexual harassment policy, and other documents. In addition to 
other provisions in the employment contract, the contract stipulated the position the crew 
person would fill and discharge provisions listing conditions for termination. There was a 
clause on the use and care of the survival suit and the circumstances for drug and alcohol 
testing.  

4.2.36.3. Each of the crew who sailed on the SCANDIES ROSE’s accident voyage had a 
signed employment contract for the Bering Sea cod and opilio crab seasons prior to 
departure on December 30, 2019. Those contracts also stipulated the shares of the catch 
in terms of percentages that would be impacted by vessel operating expenses. 
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4.2.36.4. Shares for the crew translated into the payment that they would receive at the 
end of the season and varied by position on board. The final pay would be based on the 
percentage of the total fish caught, minus expenses the vessel accrued during that term or 
season.76 

4.2.37. None of the crewpersons aboard the vessel during the accident voyage held or had, at 
any time, a Coast Guard Merchant Mariner Credential (MMC),77 nor was such a document 
required by company policy, state, or federal regulations. This was due to the SCANDIES 
ROSE being under 200 gross tons (GT). On documented commercial fishing vessels 200 GT 
or greater which operate beyond the Boundary Line,78 the master, mate, and engineers must 
have appropriate Coast Guard credentials for the tonnage, horsepower, etc. of the vessel on 
which they are serving. 

4.2.38. The SCANDIES ROSE crew was composed of the Captain and six additional crew 
for the accident voyage. 

4.2.39. The deck hands’ duties onboard included preparing gear for the crabbing and cod 
fishing, operating equipment to deploy and retrieve crab pots and associated gear, mending 
and repairing pots and gear, participating in safety drills, and standing navigation watches. 
For the accident voyage, navigation watches were reportedly one hour shifts.  

4.2.40. One crewman acted as the vessel’s engineer. He was responsible for the operation and 
maintenance of mechanical equipment onboard the vessel. The engineer, Mr.  had 
worked aboard the SCANDIES ROSE since 2017. 

4.2.41. Mr.  acted as a “deck boss” who, under the direction of Captain 
supervised the work on deck of the vessel, made sure the fishing gear was ready for use, and 
mustered and supervised the crew when it was time to work on deck. 

4.2.42. The SCANDIES ROSE had a permanent Captain and he was in charge on the 
accident voyage. Crews were assembled based on their previous work on the vessel or 
identified as potential crewmembers based on other fishing work and they were offered 
employment for the fishing season.  

4.2.43. The SCANDIES ROSE departed Kodiak on the accident voyage with a “pot stack” 
consisting of approximately 195 combination cod/crab pots.79 Accounts varied as to the 
number of pots aboard the vessel, the total number anywhere from between 192 and 198. The 
stability document dated 2019 indicated that the maximum load of typical 835-pound crab 
pots would be 208. This loading configuration took up all of the vessel’s main deck space. 
Once loaded on the vessel, the pots were secured with chains running across the top of the 

76 CG Exhibit 017 
77 A MMC is a document issued by the Coast Guard to commercial mariners. 
78 Boundary lines are defined in 46 CFR Part 7. “Seaward” means you are beyond the boundary line and in Near 
Coastal waters. The “boundary line” is generally a line drawn between the most seaward points of land at the 
entrances to rivers, harbors, bays, etc. This line will vary by geographic location. 
79 Commonly referred to as “crab pots,” combination pots can be used to harvest fish, such as cod. 
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Q. Do you know if anybody ever physically went out on the forward decks to look at the
ice deck to look at the ice and how bad it was, or were all these observations made from
the bridge?
A. From the bridge. Because we didn't have an alleyway or some -- you know, so you'd
have to climb over the stack and go down there. And (expletive), now that I'm thinking
about it, I (expletive) — I wanted to go up there, but it just was, like, real cold out there.
And you know, we were taking (expletive) water over the house, so I didn't want to go out
there walking on the pots and then get smacked with a wave and (expletive) be all wet. So
in hindsight, I kind of maybe wish I would have.80

4.2.50. The SCANDIES ROSE did not place tarps over the stack of pots. 

Managing Owner’s Duties and Responsibilities 

4.2.51. The Scandies Rose Fishing Company LLC managed the vessel and generally handled 
the payroll, repairs, acquisition of supplies, insurance, fuel and consumables, permitting, 
manning and other typical vessel management functions. 

4.2.52. United States Code (USC) and federal regulations implemented in Title 46 USC 
§8304 and Title 46 CFR 15.1111 contain a provision which details the requirements for
watch standing and balancing the operational needs of a vessel with the need to mitigate the
risks associated with fatigue and rest requirements. Based on the characteristics and service
of the SCANDIES ROSE, that vessel was exempt from those requirements.

(a) Except as noted in paragraphs (a)(1) and (2) of this section, the regulations in this
subpart apply to seagoing vessels as defined in § 10.107 of this subchapter.

(1) The following vessels are exempt from application of the STCW81 Convention:
(i) Fishing vessels as defined in 46 U.S.C. 2101(11)(a).
(ii) Fishing vessels used as fish-tender vessels as defined in 46 U.S.C.
2101(11)(c)…….)82 

4.2.53. The company did not have any written or verbal company policies relating to work 
hours to reduce the considerable safety risks associated with fatigue. The managing owner 
left the day-to-day operations of the vessel up to the Captain of the SCANDIES ROSE. In 
port, prior to departure the crew worked long hours preparing the vessel for sea. This 
included heavy manual labor such as stacking and securing the pots onboard the vessel. 
Based on survivor testimony, the Captain of the vessel instituted a watch schedule for the 
accident voyage that had him standing 6-hour watches and the other five crew persons each 
standing roughly a one-hour watch and then the rotation would begin again. 

80 Mr.  CG Exhibit 132, Pre-Hearing Transcript, Pg. 163 
81 “STCW” stands for Standards of Training, Certification and Watchkeeping for Seafarers. 
82 46 CFR § 15.1101 General 
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Crew Experience and Familiarity with the SCANDIES ROSE 

4.2.54. Captain  had 45 years of fishing experience, with approximately 40 years of 
experience as an operator/captain of various fishing vessels in the Gulf of Alaska and the 
Bering Sea. 

4.2.54.1. In 2009, Captain  assumed the role of the SCANDIES ROSE captain 
full time. There are instances where other captains took over the operation of the vessel, 
such as the transit voyage in 2019 from the Seattle area back up to Alaska after the vessel 
had a shipyard period. However, the majority of the time, Captain  fished the boat 
as Captain and was a key decision maker.  

4.2.54.2. In February 2009, the Captain attended training and received certification for 
the Alaska Marine Safety Education Association (AMSEA) Drill Conductor course, with 
a total 12 hours of instruction. This certification does not expire and regulations require 
that one person must be onboard with that certification to conduct drills and training for 
the vessel. This onboard training is intended to familiarize the crew with the vessel’s 
safety equipment and its use prior to departing for sea.  

4.2.54.3. The Captain conducted the required training and drills on December 30, 2019 
in the evening prior to departure and these drills were described by former crewmembers 
as “thorough.” During the MBI hearing, the following testimony was provided by a 
former crewmember regarding his observations of Captain  knowledge and 
effort with respect to training and drills 

Q. …Based on your experience fishing, with regards to drills, what's your experience
on the different vessels that you've worked on in regards to drills in donning of
immersion suits?
A. As far as information covered versus some of the other boats I've been on,
was pretty thorough.83

Another more recent crewmember’s testimony confirmed that drills were conducted 
onboard the SCANDIES ROSE  

A. …We did safety drills. We'd all meet in the wheelhouse and we did, you know, all -
- we all tried on the life suits and we did it until we got it -- our life suits on under a
minute. And then we also went over the liferaft, you know, we made sure that we 
checked all the liferafts. ...And then we also went on what procedures of the radio, 
whenever there would be an emergency, how we would call out, who would call out, 
and we also -- there was a -- for each job, there was a kind of a primary and a 
secondary person of like this person is going to be a guy who does it, but if this guy 
can't, this person is going to be the one that does it. And there was, for everything 
from the radio to if someone would go overboard, who would be the person to try to 
retrieve them and how that would all work.84 

83 Mr.  MBI Hearing Transcript, Pg. 705 
84 Mr.  MBI Hearing Transcript, Pg. 730 
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4.2.54.4. Captain  was described by many peers in the industry as a “very, very 
good fisherman.” A former crew person explained  

Well,  had been around a long time, you know, fishing his whole life… I mean, 
as far as breaking ice or mechanical things, he was --  had a very good feel for 
that boat I always felt. He knew just how to, how to push her and, you know, when to 
pull back on the reins, I guess, so to speak.85 

4.2.55. Crewmember  started working on board the SCANDIES ROSE in 2017.  

4.2.55.1. Mr.  was hired as a deckhand as well and, in addition, he was 
responsible to maintain the vessel’s engineering equipment and machinery, transferring 
fuel, and maintaining the engine room and fuel logs.  

4.2.55.2. A former crew person described Mr.  when testifying 

Yeah, his experience was -- I mean, he had been fishing for nearly 30 years.  was a 
very, very competent deckhand and as well as an engineer…Yeah, he was a solid 
deckhand, very competent mechanic.86 

4.2.56. Crewmember  was filling the “deck boss” role on the SCANDIES ROSE. He 
had been commercially fishing for approximately 20 years and had been aboard the 
SCANDIES ROSE since 2014. As the “deck boss,” he was in charge of the general work on 
deck working under the direct supervision of the Captain.  

4.2.56.1. A former crewmember described Mr. 

 had been fishing a long time also, 20 years, mostly smaller boats. He had 
fished Dungeness crab off the coast for many years. And he had worked on the New 
Venture,  and   other boats, had fished cod and brown 
crab on the New Venture prior to coming over and fishing opilios on the SCANDIES 
ROSE.  was a solid deckhand, a little goofy, lighthearted, but now it comes from 
-- that fisherman -- he was a good deckhand.87 

4.2.57. Crewmember  had fished on the vessel for the 2019 king crab 
(fishery) season and on the accident voyage he was serving as cook and deckhand. 

4.2.58. Crewmember   had approximately 10 years of commercial fishing 
experience. He had been fishing onboard the SCANDIES ROSE and other fishing vessels 
with close ties to the vessel for about 8 years. 

85 Mr.  MBI Hearing Transcript, Pg. 694 
86 Mr.  MBI Hearing Transcript, Pg. 692 
87 Mr.  MBI Hearing Transcript, Pg. 692 
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4.2.59. Mr.  has approximately 12 years of commercial fishing experience where he 
had filled several positions including operating a vessel. This was his first experience 
working onboard the SCANDIES ROSE.  

4.2.59.1. Mr.  in testimony, stated that he had taken an Able Seaman’s and/or a 
course for a 100-ton Master’s license at some point but did not complete the process to 
receive his Coast Guard issued credential. There is no record of a credential or license 
issued to Mr.  in the Coast Guard’s Marine Information Safety & Law 
Enforcement (MISLE) database.88  

4.2.59.2. Prior to commercial crabbing and fishing in Alaska, Mr.  was employed 
in the sport fishing industry on charter vessels and on commercial fishing vessels 
involved in the squid fishery in southern California.  

4.2.59.3. Mr.  experience with fishing in Alaska included drift netting in Bristol 
Bay, crabbing for red crab, opilio crab, and fishing pot cod. 

4.2.59.4. Mr.  stated the he had attended various types of marine training 
throughout his career such as advanced firefighting and CPR/first aid. He also testified 
that he had completed training to prepare him in getting an Able-bodied Seamen (AB) 
ticket or a 100-ton Master license.  

4.2.59.5. Mr.  had some previous experience sailing on aft house crabbing 
vessels, having sailed on the F/V WIZARD for one season. He had more experience 
working on vessels configured with the superstructure or house up forward on the vessel. 

4.2.59.6. Mr.  had previous experience working with Mr.  prior to their 
work on the SCANDIES ROSE. Mr.  and Mr.  previously sailed on the 
F/V WESTERN MARINER together. 

4.2.59.7. Upon being hired, Mr.  role was designated as a deckhand. Mr. 
joined the vessel on December 27, 2019, three days prior to departure. 

4.2.59.8. Mr.  approached Captain  about employment onboard the 
SCANDIES ROSE for this season.89 According to the vessel manager, Mr. 
received a recommendation from a previous employer.90 

4.2.60. Crewmember  has approximately 20 years of commercial fishing experience. 

4.2.60.1. Mr.  started fishing from the age of 11. He began fishing for crab in 
2000. 

88 MISLE is a Coast Guard database for tracking vessel related activities for a range of operations, ranging from 
vessel exams to law enforcement boardings to involvement with search and rescue incidents. 
89 Mr.  MBI Hearing Transcript, Pg. 530 
90 Ms.  MBI Hearing Transcript, Pg. 146 
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4.2.60.2. Mr.  has previous experience with trawling, salmon fishing, and salmon 
tendering. 

4.2.60.3. Mr.  stated that he had some experience working on the F/V 
PATRICIA LEE, a vessel he noted as a “sister vessel” to the SCANDIES ROSE. 

4.2.60.4. Mr.  joined the vessel on December 29, 2019, the day before departure, 
and this was his first time working on board the SCANDIES ROSE.91  

4.2.60.5. Mr.  indicated that he received a phone call from Mr.  and was 
told about the employment opportunity on the SCANDIES ROSE. Captain  had 
never previously worked with Mr.  but he offered him the job on the SCANDIES 
ROSE for the season. 

Watchstanding Arrangements Onboard the SCANDIES ROSE 

4.2.61. The Captain set the at-sea watch schedule. On other voyages, there were times where 
the watch periods for the crew were one and a half hour watches with the engineer excluded 
from the watch schedule. On the accident voyage, the survivors testified that all crew stood a 
one-hour watch with the exception of the Captain, who stood a six-hour watch turn.  

4.2.61.1. The rotation of the crew was described by survivors as follows: After the 
Captain, Mr.  took over, followed by Mr.  Mr.  Mr. 

 Mr.  and then Mr. 92 

4.2.61.2. The two most recent hires, the survivors, were experienced in the operation of 
commercial fishing vessels from the standpoint of standing a navigational watch at sea. 
Mr.  a former member of the crew who left the vessel just before the departure, 
stated that he had been given some level of training or verbal instruction on what was 
expected of him while standing watch. That former crewmember stated: 

Yes. I was briefed essentially on just the, you know, the function of each computer and 
the GPS and the autopilot and also the radio and the -- just there was, you know, the 
alarm system that was directly behind, behind you to your left, maybe five feet away, 
and I was instructed that, you know, if anything would happen to -- if anything would 
happen then right away to pull that if it was an emergency.93 

4.2.61.3. There is no copy of the written standing orders from the Captain for the 
accident voyage, however, figure 31, below, is a copy of standing orders previously used 
by Captain  on the vessel. 

91 Mr.  CG Exhibit 132, Pre-Hearing Transcript, Pg. 70 
92 CG Exhibit 132, Combined Pre-Hearing Transcript, Pg. 161 
93 Mr.  MBI Hearing Transcript, Pg. 713 
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4.2.72. The repairs were completed as per the invoice on April 26, 2019. At some point after 
the repair was completed and while the vessel was engaged in fishing operations, the crew on 
board the SCANDIES ROSE discovered that the welds from the starboard waste chute repair 
had failed and an undetermined amount of seawater was leaking into the starboard pipe void. 
The Captain sent images and text messages of the leaking areas and his concerns to the vessel 
manager ashore and asked her to get arrangements made to repair this issue.  

Figure 35 – Composite of text messages sent ashore by the Captain of the SCANDIES ROSE in mid-2019 detailing the leaks and temporary 
repairs with a chemical sealing compound. The crew also had to pump out seawater that had leaked through the porous welds from the pipe 
alley that ran the length of the tanks on the starboard side of the vessel. (Source  CG Exhibit 112) 

Figure 36 – Composite of the photos the SCANDIES ROSE Captain sent ashore showing the size and extent of the leakage and the areas 
where temporary repairs were made with a product called, “Splash Zone”®. Comments within the red box are vessel Captain’s comments, 
boxes with arrows are Coast Guard mark ups (Source  CG Exhibit 112, with mark ups) 
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to hydraulic pumps, which supplied the vessel’s hydraulic consumers. The two deck 
cranes had self-contained hydraulic power packs. 

4.2.73.5. The SCANDIES ROSE was constructed of a steel hull with a steel house. Both 
the hull and deck plating was comprised of 3/8-inch mild steel. The bow plating to the 
hull was 5/8-inch and 1/2-inch mild steel plate. The hull bottom was nearly flat, with a 
dead rise of two feet and vertical sides. The bow was raked and there was a transom 
stern, a single hard chine and a single centerline skeg.101 

4.2.73.6. The vessel’s fully enclosed forepeak housed the bait freezer on the port side and 
a workshop on the starboard side. Aft was the fishing deck, which had an elevated 
hardwood wear deck. Further aft was the deckhouse that had fishing machinery, 
equipment, and a deck crane on the port and starboard sides. 

4.2.73.7. The main deck level was full width and housed a galley, electrical equipment 
room, and accommodations for the crew. The second deck, above the main deck, was a 
partial-width deckhouse with accommodations and utility spaces.  

4.2.73.8. Weather galleries were aft, with access ladderways port and starboard leading 
up. Underneath these ladders were engine room vents. The third deck was also partial 
width and housed the navigational bridge forward and an open weather deck aft. The 
bridge had three maneuvering stations (port, starboard and center), with the main station 
positioned all the way starboard.  

4.2.73.9. The starboard operating station was forward facing and the surrounding 
windows were equipped with heaters to melt away accumulated ice. The operating 
station was equipped with radars, navigation and positioning equipment, maneuvering 
controls, communication equipment, weather monitoring equipment, and machinery 
monitoring gauges and alarm panels. The alarms panels on the bridge would alert the 
operator of abnormal operation of the vessel’s equipment. A general alarm bell and 
actuation lever were also located near the starboard-side control station. Atop the 
navigation bridge, deck lights, radars, and communication equipment antennas were 
mounted. 

4.2.74. Upon returning to the dock after the king crab season, the owner had agreed with the 
repairs to the waste chute and another welding contractor, Highmark Marine, was hired to 
assess the issue of the leaking starboard waste chute and make repairs.  

4.2.75. The repair work was undertaken and completed in late November 2019, with an 
invoice date of November 22, 2019.102 The new welding contractor cut out the existing 
starboard waste chute and rebuilt it using 3/8” steel plate. The ABS-certified welder who 
conducted the welding work used a dye penetrant to inspect his welds after completion. 

101 A chine is the seam in a boat’s hull where the bottom and side pieces of sheet material meet. A skeg is a keel 
projection designed to protect the propeller and support the rudder. 
102 CG Exhibit 007 
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Using a dye penetrant is one form of non-destructive testing. All welds passed inspection, 
and the work was completed before the SCANDIES ROSE departed. 

4.2.76. The engine room and forepeak were equipped with float-type bilge alarms that would 
alarm locally and on the bridge when activated by the rising of water in the vessel’s bilge. 

4.2.77. The fish holds were not equipped with “slack” tank alarms that would sound on the 
bridge if the tanks were not full or empty. The majority owner told investigators that it is 
common industry practice to continually take a suction on the tank if trying to keep a crab 
tank empty.  

4.2.78. In the 2019 SCANDIES ROSE Condition and Valuation Survey, the Surveyor, 
Captain  commented that the vessel was “well-kept and maintained” and that the 
construction of the SCANDIES ROSE was “extraordinary” for a vessel of her era. The 
survey included a list of maintenance completed during annual and bi-annual dry-docking 
periods, for a period of over 20 years. Items such as main engine overhauls, communication 
equipment renewal, refrigeration equipment maintenance, and other vessel systems were 
documented in the history. 

4.2.79. A SCANDIES ROSE former crewmember spoke of the vessel’s seaworthiness 

It appears to me that in that summary you told the Coast Guard that the SCANDIES 
ROSE was like a battleship, and you loved that boat, and you described it as a 
Cadillac. Is that still how you feel about the SCANDIES ROSE?  
A. Yes, sir. That was incredible platform. 103

Another former crewmember stated 

It's a nice big boat. You kind of don't think of a big boat going down. You kind of get 
the idea that they're, you know, indestructible when you look at these little guys and 
you're like, you know, I'm glad I'm on this big guy. So yeah, I kind of -- I felt safe on 
that boat most definitely.104 

4.2.80. The hull below the water line was divided transversely into six watertight 
compartments. A ballast tank is at the stem, going aft is a chain locker and then further aft is 
the dry stores. Next aft are three flooded raw water tanks arranged along the centerline. Pipe 
alleys port and starboard were fitted with ventilation fans and accessible through hatches in 
the engine room and through the forepeak. The fuel tanks were outboard along the sides of 
the hull. The vessel had double bottom fuel tanks. The machinery space included main and 
auxiliary engines, systems machinery spaces, and steering equipment in the aft part of the 
vessel. 

103 Mr.  MBI Hearing Transcript, Pg. 702 
104 Mr.  MBI Hearing Transcript, Pg. 734 
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4.2.81. The hatches at the end of the pipe alley or voids were bolt-on types, not designed to 
be easily opened, and required a wrench to loosen the bolts to remove the hatch from the 
studs to gain access to the void. 

4.2.82. Existing regulations did not require the SCANDIES ROSE to adhere to a dry-docking 
inspection schedule, but the vessel owners set their own schedule and would haul the 
SCANDIES ROSE out of the water roughly every two years. In testimony, the managing 
owner was asked about the vessel’s maintenance and dry dock schedule  

Q. …So then in the last 18 months, to the best of your recollection, how many -- how
many dry-dock or dockside periods did the SCANDIES ROSE have?
A. I think just one, I think just the one that -- we usually haul out -- we usually haul out
every 2 years and -- but bring the boat south every year, so the boat always comes down
for a maintenance period, but I think we only haul out every 2 years.105

During this biennial event, the vessel’s sacrificial zincs would be replaced, and the hull 
would be stripped, visually inspected, and repainted.106  

4.2.83. In 2019, the SCANDIES ROSE underwent a dry dock period at. Lovric’s Sea Craft 
Inc., in Anacortes, WA. The vessel was hauled out on May 9 through May 26, 2019 and the 
invoice for the work was dated May 28, 2019.107 

4.2.83.1. During this dry dock period, Captain  the vessel’s primary captain, was 
not present at the shipyard. During Captain  absence, Captain  the 
majority owner, oversaw completion of the established worklist.  

4.2.84. After the shipyard period was complete, the SCANDIES ROSE departed the Seattle 
area and returned to Alaska. It then participated in the king crab fishery in the Bering Sea, 
which had opened October 15, 2019. The crew of the SCANDIES ROSE completed crabbing 
operations and then returned to Kodiak, AK on November 2, 2019 where the vessel stayed at 
the dock for the remainder of the year. 

4.2.85. A decision was made to bring the vessel and a full load of pots to Kodiak, AK instead 
of Dutch Harbor, AK. This was done as the Captain wanted to make repairs on some of the 
crab pots while in port and because of continued logistical difficulties in getting crew on and 
off at Dutch Harbor due to an issue with the airport runway and the frequent inclement 
weather at that end of the Aleutian Island chain.  

Vessel Communication Capabilities 

4.2.86. The SCANDIES ROSE was outfitted with the communications capabilities listed in 
the figure below. There were a number of ways that the crew could have utilized this 

105 Captain  MBI Hearing Transcript, Pg. 47 
106 A sacrificial zinc is a type of galvanic anode designed to be attached to the submerged surface of the vessel’s hull 
and to corrode instead of the steel hull of the vessel corroding. 
107 CG Exhibit 111 
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prior to departure, was October 2022. The Marine Board was unable to determine why this 
entry differed from the information in figure 41 which listed all the lifesaving equipment. 

4.2.100. Regulations under 46 CFR 25.26-50(b) require that the EPIRB be tested once a 
month but do not require this test to be logged. There is no company record of EPIRB tests 
being conducted. 

4.2.101. In the vessel’s June 2019 Condition and Valuation Survey, the EPIRB is pictured 
on the port side, mounted on handrails aft of the portside wheelhouse door on the wheelhouse 
deck. In recounting testimony about the EPIRB and their familiarization with that device, 
both survivors incorrectly stated that it was mounted on the stern on the starboard side of the 
vessel  

Yeah, it was, it was on the stern on the, the handrail there behind the starboard side, I 
believe. 
Q. Okay. So --
A. Down, down the stairs I believe it was. I'm trying to remember right, and so -- I only
saw it that one quick moment, but I'm -- if my memory serves me correctly, it was, yeah,
just, just behind the, the starboard side.115

And 

Q. Okay. And then you mentioned the EPIRB was on the other side. Can you tell us to
port or starboard where they – where your recollection of the EPIRB being located?
A. It's on the starboard side right outside the wheelhouse door, right on the -- there's like
a -- bars and stuff there just had it up on the -- so right on the -- right as you walk out the
door on the service side, the captain's door.116

4.2.102. Neither of the surviving crew saw the EPIRB while abandoning the vessel.  

4.2.103. ACR Electronics, the manufacturer of the EPIRB, indicated that the fresh battery 
will transmit for 48 hours at -4o Fahrenheit and that the unit can be submerged in water up to 
5 minutes and depths of 33 feet although the unit is designed to float free and operate on the 
sea’s surface with the antenna pointed up. This provides a clear transmission path to satellites 
and the homing signal. At night, the EPIRB also has a 4-LED strobe light array to assist in 
location of the persons awaiting rescue assistance.  

Visual Signaling Devices Aboard the Vessel 

4.2.104. The Condition and Valuation Survey report completed in 2019 indicated that the 
SCANDIES ROSE had a box of distress flares located in a cabinet in the wheelhouse. The 
flares were within their expiration date and were serviceable. That flare kit located in an 
orange waterproof box in the wheelhouse contained: 

Six (6) Pains-Wessex red hand held flares  

115 Mr.  MBI Hearing Transcript, Pg. 553 
116 Mr.  MBI Hearing Transcript, Pg.1074 
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equipment were classed as a Safety of Life at Sea (SOLAS) A117 standard. This equipment is 
generally carried on vessels on longer international voyages. On the exterior of the raft, there 
were areas covered with retroreflective tape to enhance the ability of rescue forces to locate 
the raft at night. The canopy was a high visibility orange color.  

4.2.108. Both rafts had been serviced and inspected at a certified liferaft servicing facility 
April 17, 2019 and November 20, 2019. 

4.2.109. The rafts are required to contain various visual signaling devices inside the survival 
equipment bag. 

6   Handheld flares 
4   Parachute Flares 
2   Smoke Flares  
1   Signaling Mirror (Day Use) 
1   Radar reflector 
1   Flashlight118 

4.2.110. The survivors recounted that when they entered the liferaft and got under the 
canopy, the raft was partially filled with seawater. The raft was equipped with a boarding 
platform with grab straps, grab ropes around the hull of the raft, as well as water filled 
stabilization bags that were beneath the bottom of the raft. This stabilization system was 
designed to assist in stabilizing the raft in a rough sea. In the case of the SCANDIES ROSE, 
sea and wind action threatened to capsize the raft and the survivors would move to the side of 
the raft that was trying to rise up and use their weight to prevent capsizing. 

4.2.111. Initially, the interior light in the raft canopy was working and providing interior 
illumination, but after an undetermined time it was extinguished. The interior light is 
designed to provide illumination for twelve hours, be operated manually after it 
automatically illuminates after inflation, and provide enough light to allow the survivors to 
read the instructions on various equipment in the raft. 

4.2.112. The survivors recounted that they had difficulty locating and retrieving survival 
equipment from the dark interior of the water filled raft. They also talked about the difficulty 
of using the survival equipment when wearing the survival suit with the attached three finger 
hand mitt. 

Regulatory Framework & Agency Partnerships 

4.2.113. The Coast Guard issued the regulations for U.S. documented or state numbered 
uninspected fishing, fish processing, and fish tender vessels to implement provisions of the 

117 “SOLAS” refers to the International Convention for the Safety of Life at Sea which is an international maritime 
treaty which sets minimum safety standards in the construction, equipment and operation of merchant ships. The 
convention requires signatory flag states to ensure that ships flagged by them comply with at least these standards. 
The current version of SOLAS is the 1974 version, known as SOLAS 1974, which came into force on May 25, 
1980. (Wikipedia) 
118 46 CFR 199.175 
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Commercial Fishing Industry Vessel Safety Act of 1988, codified in 46 USC 4501-4508.119 
The intent of these regulations is to improve the overall safety of commercial fishing industry 
vessels, and to reduce CFV fatalities and losses. These regulations provide requirements for 
the equipment, design, and operations of vessels, and include provisions for lifesaving, 
firefighting, navigation, communication, emergency instructions, and stability which includes 
righting energy criteria and freeing port clearing area. 

4.2.114. COMDTINST 16711.13B – Implementation of the CFV Regulations (August 
1995), establishes the Coast Guard’s CFV Safety Program. 

4.2.115. When additional or clarifying information is necessary, the Coast Guard provides 
industry guidance in various forms to help assist and inform CFV operators and examiners. 
Guidance includes Coast Guard Navigation and Vessel Inspection Circulars (NVICs), Policy 
Letters, Voluntary Safety Initiative and Good Marine Practices, Safety Flyers, Safety Alerts 
and Regulatory Reference Guides.  

4.2.116. Coast Guard guidance covers a broad range of topics, including rules of the road, 
safety equipment, and stability. The Coast Guard posts these documents on various Coast 
Guard web pages, including www.dco.uscg.mil and www.fishsafewest.info.

4.2.117. As part of their duties, Coast Guard Commercial Fishing program managers and 
CFV examiners distribute Coast Guard guidance information while attending industry 
association meetings, outreach events, and during dockside safety exams.  

4.2.118. The Fishing Vessel Safety Program Manager of the Fishing Vessel Division within 
the Coast Guard Office of Commercial Vessel Compliance (CG-CVC-3) at Coast Guard 
Headquarters manages the Coast Guard’s Fishing Vessel Safety Program. CG-CVC-3 
provides program oversight and guidance, interacting with all Coast Guard District Fishing 
Vessel Safety Coordinators and, on occasion, with the field examiners including Auxiliary 
personnel who are qualified to conduct dockside safety exams. 

4.2.119. COMDTINST 16711.13B directs Coast Guard Districts to conduct annual audits 
and oversight of their respective CFV Safety Program. After conducting a review of data 
within the Coast Guard’s MISLE database, this oversight process measures the effectiveness 
of the program and allows managers to identify program strengths and weaknesses to inform 
program improvement. 

4.2.120. The mission and goal of the D17 Fishing Vessel Safety Program is to enhance safety 
within the commercial fishing fleet and reduce accidents associated with that industry. 

4.2.120.1. The program develops or initiates regulations to implement laws, as well as 
drafting and issuing guidance regarding current compliance standards for both Coast 
Guard and industry personnel. The program also promotes awareness and training for 
safety initiatives, including working with the CFV Federal Advisory Committee and other 
industry partners at conferences and industry association meetings. 

119 Title 46 CFR 28 final rule became effective on September 15, 1991 

https://www.dco.uscg.mil
http://www.fishsafewest.info/
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4.2.120.2. The program works with NOAA and National Marine Fisheries Service 
(NMFS) regarding fisheries permitting and National Institute for Occupational Safety and 
Health (NIOSH) to share and analyze casualty data and implement safety initiatives or 
recommendations. 

4.2.121. COMDTINST 16711.14 – Commercial Fishing Industry Vessel Safety Training and 
Qualification (March 1993), establishes the training and qualification process for Coast 
Guard personnel performing dockside examinations. The intent of the training is to provide 
the examiner with additional technical skills and specific knowledge of current regulations 
and policies. 

4.2.122. CFV examiners are tasked with executing the Commercial Fishing Vessel safety 
program including conducting CFV exams and issuing safety decals when vessels meet the 
applicable regulatory standards.  

4.2.123. The Coast Guard Authorization Act (CGAA) of 2010 and the Coast Guard and 
Maritime Transportation Act (CGMTA) of 2012 both amended 46 USC Chapter 45 – 
Uninspected Commercial Fishing Industry Vessels. In particular, it amended 46 USC 4502(f) 
to direct both State-registered and federally-documented vessels that operate beyond three 
NMs from shore to complete a Coast Guard dockside safety examination no later than 
October 15, 2015. CFVs that met these criteria, including the SCANDIES ROSE, had to 
complete this safety examination at least once every five years thereafter. 

4.2.124. There are five full time civilian CFV examiners for the D17’s Area of 
Responsibility (AOR). The CFV Program has incorporated the use of qualified Coast Guard 
Auxiliary personnel to augment the CFV work force to facilitate responsiveness to the 
approximately 8,500 fishing vessel fleet that operates in the District 17 AOR. The Coast 
Guard also utilizes active duty military officers, warrant officers, and enlisted personnel CG-
wide to conduct CFV examinations.  

4.2.125. Upon successful completion of a dockside exam, the examiner issues an 
examination decal, valid for two years. In D17, CFV Safety examinations are documented 
using a district-produced examination booklet. This booklet lists items from the standard 
CFVS Exam Booklet CG-5587 (Rev 06-08), but tailors it to district-specific items and data 
gathering requirements.  
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Figure 46 – A sample of a Commercial Fishing Vessel Safety Decal which would be issued to a vessel after it has been inspected by 
qualified Coast Guard Fishing Vessel Examiners and found to be in compliance with the requirements of Title 46 CFR 28. (Source  Coast 
Guard) 

4.2.126. The scope of the CFV exam is limited primarily to the safety equipment on the 
vessel as opposed to the design or material condition of the vessel. In addition, the scope of 
the exam precludes a CFV examiner from assessing an operator’s technical knowledge. 

4.2.126.1. COMDTINST 16711.13B directs dockside safety examiners to use the CFV 
Safety Examination Booklet, CG-5587. This booklet assists examiners by providing a 
comprehensive listing of regulations in a checklist format. The instruction indicates the 
booklet is self-explanatory and lets the examiner and fishing vessel operator know 
exactly which regulations are applicable, complied with, and whether there are any 
deficiencies uncovered in the exam. 

4.2.126.2. The CFV Safety Examination Booklet, CG-5587, under certain checklist 
items, references and directs CFV examiners to utilize the supplement, CG-5587B. The 
supplement provides additional checklist items, including requirements based on tonnage, 
operating area, alteration or conversion date, and pollution prevention requirements. 

4.2.126.3. When the examiner notes deficiencies during the exam, they advise the 
operator of the deficiency, document it in writing using the examination form, and 
encourage the operator to correct all deficiencies as soon as possible. Coast Guard 
examiners document the results of the dockside safety exam into the Coast Guard MISLE 
database under a fishing vessel examination activity. 

4.2.127. Coast Guard regulations contained within 46 CFR 28.73 and 28.76 and policies 
detailed in Coast Guard work instruction CVC-WI-019(1) establish the Third Party Examiner 
Program. Under the program, designated third party examiners such as a third party surveyor 
are authorized to conduct periodic dockside safety examinations upon the request of the 
vessel owners. Accepted organizations or similarly qualified organizations request 
designation from Coast Guard Commandant to carry out dockside safety examinations. 

4.2.127.1. The SCANDIES ROSE did not receive Third Party examination. Coast Guard 
CFV examiners conducted all commercial fishing exams for the SCANDIES ROSE prior 
to the accident voyage. 

4.2.128. On or about October 13, 2018, the SCANDIES ROSE participated in a dockside 
safety examination in Dutch Harbor, AK.  

4.2.128.1. This exam was conducted by Coast Guard safety examiners and the evolution 
was documented in the Coast Guard’s MISLE database under activity # 6596171. 

4.2.128.2. No deficiencies were noted and safety decal # 257066 was issued to the 
SCANDIES ROSE. 
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145 fatal work injuries per 100,000 full time equivalents (FTEs) in 2019, which was ranked 
the highest in all other groups.120 

4.2.132. NIOSH is the government agency responsible for conducting research and making 
recommendations for the prevention of work-related injury and illness. In 2016, NIOSH 
published a report titled “Assessment of Safety in the Bering Sea/Aleutian Islands Crab 
Fleet” and provided “a detailed analysis of work-related injuries and vessels safety issues 
within the BSAI crab fleet” for the purpose of identifying both hazards and opportunities for 
safety improvements within that fleet. The report focused on data from the 2005-06 through 
2012-13 fishing seasons but also used data from previous studies for comparison and 
analysis. During the 1990s, the BSAI crab fleet was the most dangerous commercial fishery 
in the U.S., claiming 73 lives. However, between 1999 and 2013, the fishery fatality rate 
dropped to less than one death per year. The report predated the DESTINATION and 
SCANDIES ROSE accidents. As such, it did not include the seven lives lost aboard the 
DESTINATION in 2017, when the vessel sank while participating in the Bering Sea opilio 
crab fishery. The five lives lost aboard the SCANDIES ROSE were also not included. 

4.2.133. NIOSH is able to collect and analyze data on fatalities due to a longstanding 
partnership between NIOSH and the Coast Guard that emphasizes data sharing between the 
two agencies.121 

4.2.133.1. In 2017, NIOSH published a Commercial Fishing Fatality Summary for the 
Alaska Region. The document examined commercial fishing fatalities between the years 
of 2000-2014. One of the leading causes of fatalities came from vessel disasters, 
including sinking, capsizing, fire, grounding, or other events in which crew are forced to 
abandon ship. The report listed several recommendations, some of which are included 
here, directed at minimizing the risk of vessel disasters. 

4.2.133.2. The first recommendation was that fishermen take a marine safety class at 
least every five years, and stated that “safety training is available, affordable and saves 
lives.” 

4.2.133.3. Another recommendation was that fishing vessels should adhere to their 
vessel’s stability instructions and vessels should always be loaded in compliance with 
these instructions. 

4.2.133.4. A third recommendation was that a naval architect should be consulted 
periodically to review safe loading limits of the vessel. 

4.2.134. From 1990 to 2000, there was an average of 8 deaths per year associated with the 
BSAI crab fishery. In the five-year period between 2000 and 2005, the average fatalities per 
year was reduced to 1.3 annually. NIOSH credited this reduction in deaths to several factors: 

120 News Release Bureau of Labor Statistics, National Census of Fatal Occupational Injuries in 2019. 
https://www.bls.gov/news.release/pdf/cfoi.pdf 
121 CG Exhibit 130, Pg.5 
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4.2.134.1. The Coast Guard’s implementation of the Safety Stability Checks program 
which put Coast Guard personnel on commercial fishing vessels prior to the fishing 
season to weigh pots, complete a basic safety gear inspection, and consult with the 
vessel’s captain regarding the vessel’s stability instructions. 

4.2.134.2. NIOSH also attributed the reduction in fatalities to shifting from “derby style” 
to rationalization of the fishery which extended the fishing season, allowing more 
experienced and less fatigued crew to operate vessels with potentially smaller pot loads. 

4.2.134.3. A final factor NIOSH noted was the reduction in the number of vessels 
participating in the fishery, which was also a result of rationalization.  

4.2.134.4. Prior to rationalization, an average of 243 vessels participated in the BSAI 
crab fishery. Post-rationalization, that average number decreased to 78 vessels as of 2010. 
The number of vessels participating has further decreased in recent years, as only 59 
vessels participated in the 2019-2020 opilio season. 

4.2.135. As a fishing vessel of less than 200 GT, the SCANDIES ROSE was not subject to 
Coast Guard inspection and certification or manning and licensing requirements. However, 
because the SCANDIES ROSE harvested crab, fished for cod, and operated part-time in the 
summer months as a fish tender, it was subject to the regulations set forth in 46 CFR 
Subchapter C – Uninspected Vessels, Part 28 – Requirements for Commercial Fishing 
Industry Vessels, which includes equipment, stability, and other safety requirements.  

4.2.136. Based on the class and type of vessel under the existing regulations, the crew 
operating the SCANDIES ROSE were not required to have any certification of competency 
for the duties they performed on the vessel. The Captain and the crew member serving as the 
engineer had not been holders of a Coast Guard issued MMC. 

4.2.137. 46 CFR Subchapter C has specific training requirements. At least one member of 
the crew must be first aid and CPR certified. In addition, the person who leads the monthly 
drills must have been trained in the proper emergency procedures. Regulations required these 
certifications to be obtained through a Coast Guard-approved third party. That requirement 
was satisfied by way of the Captain’s certification as a Drill Conductor. 

4.2.138. Monthly drills and instruction were required of the crew while aboard the vessel. At 
a minimum, the monthly drills and instruction had to cover abandon ship, firefighting, 
flooding, man overboard, donning an immersion suit, launching a survival craft, making a 
voice radio distress call, use of visual distress signals, and activation of the general alarm. 
That requirement was satisfied in the SCANDIES ROSE pre-departure drills and training 
carried out on December 30, 2019.  

4.2.139. The SCANDIES ROSE had a valid Certificate of Documentation (COD) as 
required for vessels of five Net Tons (NT) or more used in fishing activities on navigable 
waters of the United States.  



78 

4.2.140. The SCANDIES ROSE was also required to participate in the Coast Guard’s 
commercial fishing vessel dockside safety examination program, which primarily focuses on 
lifesaving equipment and those related practices on board the vessel. This program, as 
applied to the SCANDIES ROSE, does not include the examination of the design and 
construction, or sufficiency of the fishing vessel’s hull and machinery condition as required 
for Coast Guard-inspected vessels.  

4.2.140.1. The SCANDIES ROSE underwent the required safety examination and was 
issued a safety decal.122 No deficiencies were noted and the vessel was issued a decal 
with an expiration date of October 31, 2020.  

4.2.141. ADF&G regulations require BSAI vessels participating in the crab fishery to 
contact the Coast Guard 24 hours prior to departing port with pots loaded onboard.123  

4.2.141.1. The regulation does not require any specific action on the part of the Coast 
Guard, and the Coast Guard does not have regulations or policies that address the 
ADF&G regulation.  

4.2.141.2. When contacted by vessel operators 24 hours prior to departure, Coast Guard 
will typically ask the operator what size and how many pots the vessel is carrying and 
encourage the operator to consult their stability instructions.  

4.2.141.3. In addition, the Coast Guard will ask the operator if they would like to 
voluntarily participate and receive a Safety Compliance Check. 

4.2.142. The SCANDIES ROSE did not contact the Coast Guard 24 hours prior to departing 
Kodiak on December 30, 2019. Although the vessel was loaded with pots, the vessel was 
departing to initially participate in the cod fishery and not the crab fishery, so the ADF&G 
regulation did not apply in this particular case. 

4.2.143. Stability regulations that applied to the SCANDIES ROSE were included in 46 
CFR C, Part 28, Subpart E. The regulations state that it is the responsibility of the vessel 
owner to select a “qualified individual” to perform a stability test and calculations. In the 
case of the SCANDIES ROSE, that person was a naval architect and that same person 
conducted stability testing for the vessel in 1988 and in 2019.  

4.2.144. The regulations define a qualified individual as “an individual or an organization 
with formal training in and experience in matters dealing with naval architecture 
calculations.”124 It is further stated that the intent of the stability instructions are to ensure the 
masters and individuals in charge of vessels are provided with enough stability information 
to allow them to maintain their vessel in a satisfactory stability condition. 

4.2.145. The regulations note that, because few operating personnel in the commercial 
fishing industry have had specialized training in vessel stability, stability instructions should 

122 CG Exhibit 034, 13 October 2018 USCG Commercial Fishing Vessel Dockside Examination Form 
123 § 5 AAC 39.670. Bering Sea/Aleutian Islands Individual Fishing Quota (IFQ) Crab Fisheries Management Plan 
124 46 CFR 28.510 
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take into account the conditions a vessel may reasonably be expected to encounter and 
provide simple guidance. The instructions must be developed based on each vessel’s 
individual characteristics and must be in a format that is easily understood by the individual 
in charge of the vessel. 

4.2.146. For vessels which operate in areas where icing conditions are present, like the 
SCANDIES ROSE, the regulations require stability instructions to factor in the added weight 
of ice accumulation on the vessel. 

4.2.147. The text of the regulation mirrors guidance from the International Maritime 
Organization (IMO). It requires 1.3-inch thick ice to be applied to continuous horizontal 
surfaces and 0.65-inch thick ice to be applied to vertical surfaces and assumes that ice 
accumulation around a stack of crab pots is distributed evenly. However, the regulation does 
not provide guidance for the manner in which crab pots should be treated for icing and does 
not refer to a formal study or test when giving guidance on how to calculate ice accumulation 
on crab pots webbing, framework, or the gear stored inside the pots themselves. A panel of 
naval architects was called as witnesses for the MBI Hearing and counsel for the vessel 
owners asked them about the term “shoebox” as it applies to how the regulations take icing 
into account. The regulation does not provide clarification how the icing conditions are to be 
applied to the sides of the vessel and in the case of the SCANDIES ROSE, the crab pot stack. 

MR.  And you've talked about a shoebox, and the concept of a shoebox has 
been used, but again, I want to make sure this is really understandable. If you put a giant 
shoebox over the stack of crab pots and accumulated ice on that shoebox, six-tenths of an 
inch on the vertical surfaces and 1.3 inches or so on the horizontal surfaces, is that what 
the regulations tell you to do in calculating icing?  
MR.  That's the guidance it provides, yes. 
MR.  Okay. And does -- do the regulations also assume that that ice will 
accumulate uniformly over those surfaces? 
MR.  It does.125 

4.2.148. During the MBI Hearing, BSAI crab fishermen and industry naval architects said 
that, in reality, ice accumulates asymmetrically on pot stacks—the side of the stack that is 
exposed to the wind and freezing spray accumulates the majority of the ice, while the 
opposite side could accumulate very little. The formation of ice at sea on a vessel 
encountering asymmetrical icing can cause the vessel to list or heel to one side or the other 
and it may affect the fore and aft trim of the fishing vessel. They further stated that ice also 
accumulates on the interior webbing of the pots, something that is not accounted for in the 
regulations. 

4.2.149. The regulations for commercial fishing vessels like the SCANDIES ROSE do not 
specify the length of time stability instructions and stability books are valid. In fact, stability 
instructions produced by a qualified individual for vessels such as the SCANDIES ROSE are 

125 Naval Architect Hearing Panel, MBI Hearing Transcript, Pg. 451 
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valid for the life of the vessel as long as no major alterations or modifications have been 
made.  

Stability 
Stability Analysis by Marine Safety Center 

4.2.150. The Marine Board formally requested that the Coast Guard’s Marine Safety Center 
(MSC) conduct an analysis on the design and construction of the SCANDIES ROSE as it 
related to the stability of the vessel during the accident voyage. The MSC’s Naval Architect 
completed that tasking and prepared a report and analysis which was introduced as CG 
Exhibit 059, the Technical Report, SCANDIES ROSE Stability Analysis, February 8, 2021. 

4.2.151. There were two stability instructions prepared for the SCANDIES ROSE, one in 
1988 and one in 2019. Both stability assessments and their stability instructions were 
completed by the same Naval Architect.  

4.2.152. The majority owner was asked about his decision to select the same naval architect 
that had done the previous stability assessment work in 1988:  

I used  just because he had done the previous one, that was the -- that was the 
impetus, that was the sole impetus.126 

4.2.153. The owner was asked why he had a stability analysis done and an instruction 
prepared in 2019 and he testified: 

Q. …Sir, have you ever examined either the Coast Guard or National Transportation
Safety Board's Report of Investigation for the Destination, for the sinking of the
Destination?
A. No, did not read the report, but that's the reason why I did a new stability report for
the SCANDIES ROSE. We just thought -- figured that everybody's using heavier pots than
stability reports were written for and a lot of these vessels have had alterations, whether
minor or major, and I just thought it was prudent to do a new incline test.127

4.2.154. The incline test, which is the foundation for a stability instruction, was performed in 
the Seattle area in mid-April 2019. Once the physical tests dockside were complete on the 
actual vessel, the Naval Architect completed the calculations that resulted in the stability 
instructions being prepared for the client.  

4.2.155. Due to a previous fire onboard resulting in design modifications, the SCANDIES 
ROSE, in 2019, differed from the 1977 plans of the vessel in several areas.  

126 Captain  MBI Hearing Transcript, Pg. 97 
127 Captain  MBI Hearing Transcript, Pg. 59 
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Figure 50 - Profile photograph of SCANDIES ROSE with Line Plans overlaid with watertight envelope highlighted in yellow and large 
profile differences in poop and forecastle called out. (Source; Coast Guard MSC Report, CG Exhibit 059) 

Figure 51 - Profile photograph of the SCANDIES ROSE with Scantling Plan and Profile overlaid. Note that the plan matches the vessel's 
transom but indicates additional buoyant volume at the forward end of the poop. (White highlighted area) (Source  USCG MSC Report, CG 
Exhibit 059) 
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instructions with inaccurate tank quantities can affect the stability limitations imposed on the 
vessel by a naval architect. The differences between the MSC model and the Naval 
Architect’s model indicate that deviations in tank load weights were less than 1% of the total 
displacement of the vessel as shown in the figure below which focuses on the 11 loading 
conditions captured in the 2019 stability instructions. 

Figure 55 – This table is an excerpt from Table 27 in the MSC Final Technical Report. The table shows the differences in tank loads 
between the MSC model and the load conditions specified in the calculation prepared by the Naval Architect to produce the 2019 stability 
instructions. (Source  CG Exhibit 059, Pg. 66) 

Stability Instructions to the Master of the SCANDIES ROSE 

4.2.162. 46 CFR 28.530 provides regulatory information for the stability instructions for the 
operation of a commercial fishing vessel: 

Each vessel must be provided with stability instructions which provide the master or 
individual in charge of the vessel with loading constraints and operating restrictions 
which maintain the vessel in a condition which meets the applicable stability 
requirements of this subpart 

(c) Stability instructions must be developed by a qualified individual.
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(b) Except as provided in paragraph (d) of this section, the weight of assumed ice on
each surface above the waterline of a vessel which operates north of 66°30′ North
latitude or south of 66° South latitude must be assumed to be at least:

(1) 6.14 pounds per square foot (30 Kilograms per square meter) of horizontal
projected area which corresponds to a thickness of 1.3 inches (33 millimeters); and

(2) 3.07 pounds per square foot (15 Kilograms per square meter) of vertical projected
area which corresponds to a thickness of 0.65 inches (16.5 millimeters).

(c) Except as provided in paragraph (d) of this section, the weight of assumed ice on a
vessel that operates north of 42° North but south of 66°30′ North latitude or south of 42°
South but north of 66° South latitude must be assumed to be at least one-half of the
values required by paragraphs (b)(1) and (b)(2) of this section.

4.2.169. When testifying, the MSC naval architect was asked about the implications for this 
icing criteria being applied to a fishing vessel, like the SCANDIES ROSE 

Q. …The regulatory basis for the icing conditions in a stability study appears to me, and
tell me if I've got this, to have two serious flaws. The first is the regulation assumes an
even coat of ice 0.6 inches approximately on vertical surfaces and 1.3 inches on
horizontal surfaces, and that is spread evenly in the shape of a shoebox over the top of
the crab stack; is that correct?
A. That's correct. It's supposed to be applied to surfaces. So if the crab pots are assumed
to be surfaces, then that would be how you would apply it.132

4.2.170. In 2005, the Coast Guard published A Best Practices Guide to Vessel Stability for 
commercial fishermen. The guide provides a general overview of fishing vessel stability and 
addresses icing caused by winds and waves. It states that: 

Stability is the ability of a fishing vessel to return to its upright position after being 
heeled over by any combination of wind, waves, or forces from fishing operations…A 
fishing vessel’s stability is constantly changing during its voyage. An originally stable 
fishing vessel may become unstable from changes in the weather, the vessel’s loading or 
fishing operations…The key to having a stable vessel is making sure there is always be 
sufficient stability to counter the capsizing moments from the current weather, waves, and 
fishing conditions during the entire voyage. 

4.2.171. In January 2017, the Coast Guard published Voluntary Safety Initiatives and Good 
Marine Practices for Commercial Fishing Industry Vessels. The target audience for the 
document was operators of vessels greater than 50 feet in length, operating beyond three 
NMs from shore, and more than 25 years old. The initiatives and good marine practices 
contained in the document were reviewed, validated, and recommended by the Commercial 
Fishing Safety Advisory Committee (CFSAC), which represented the industry. 

132 Mr.  MBI Hearing Transcript, Pg. 671 
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4.2.171.1. One section was devoted to Stability Standards, in which the Coast Guard 
recommended that a vessel’s stability instructions “should be” updated by a qualified 
individual every five years, or after a modification or alteration occurs to the vessel. In 
addition, they stated that the operator of the vessel should be provided training on vessel 
stability and on specific loading conditions of their vessel. The guidance also included 
information to better help vessel owners beware of weight creep and other changes a 
vessel can experience over time. Weight creep is the weight added to a vessel over time 
from modifications, alterations, or the addition of fishing gear and spare parts. The added 
weight can significantly change a fishing vessel’s overall stability. Regulations do not 
reflect this guidance. 

Stability and the Accident Voyage 

4.2.172. The SCANDIES ROSE departed Kodiak on the accident voyage with a “pot stack” 
consisting of between 192 and 198 combination crab pots, under the 208-pot limit stated on 
the vessel’s stability instructions.133 The Captain reported to Captain  in one of the last 
phone calls before sinking that he had 195 pots aboard.  

4.2.173. The pots were not weighed prior to departure as they had been before king crab 
season, but the majority owner indicated that they were the same pots that were used during 
the king crab season but with new webbing installed.  

4.2.174. The majority of pots were stacked five high, with the exception of those in front of 
the starboard wheelhouse operating station where the pots were only stacked four high so that 
the crew could have less obstructed line of sight while navigating the vessel. The lower first 
tier of pots were positioned on their sides.  

4.2.174.1. The pots were secured to the vessel with chains running across the 
SCANDIES ROSE from side to side, across the vessel. Those chains were tightened with 
chain binders to get all the slack out of the chain and secure the load. 

4.2.174.2. A small amount of gear was put onto the top of the stack, which included the 
sorting table. 

4.2.174.3. The majority owner and surviving crew were not certain about the status of 
the three crab tanks during the voyage but agreed that the number 1 tank was most likely 
empty, while the number 2 and 3 tanks were most likely full.134 

133 Captain  CG Exhibit 132, Pre-hearing Transcript, Pg. 393 
134 Captain  CG Exhibit 132, Pre-hearing Transcript, Pg. 107, 109 
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Commercial Pressure and SCANDIES ROSE Operations 

4.2.180. The SCANDIES ROSE was planning to participate in the BSAI Pacific cod fishery 
right after the season start on January 1, 2020. The plan was for the vessel to finish fishing 
for cod and shift to the BSAI opilio crab fishery. After departing Kodiak, the plan was to fish 
for Pacific cod with the modified crab traps that were the same crab pots that would later be 
used for opilio crab.  

4.2.181. Prior to departure, the pots, fitted with new webbing, had to be rigged and triggers 
for cod had to be installed on each pot. Later, the crab pots would have to be reconfigured 
slightly for crab fishing operations by removing the cod triggers upon completion of cod 
fishing. 

4.2.182. In testimony, the vessel manager laid out the details of the fishing plan 

You know, are we going to fish codfish before opilio, which is the only real question mark 
because king crab opens, you're going to fish king crab. There's not a question of oh, 
well, we're going to skip king crab this year, you wouldn't, you wouldn't do that. But 
January 1st -- actually not even January 1st, but around December 27th, 28th, the 
SCANDIES ROSE always got ready to go to depart and would either go fish codfish or 
go fish opilio right after that. And we primarily erred -- not erred, but we primarily 
focused on opilio, we'd like to get a quick start on opilio and neglected cod for several 
years.137 

4.2.183. ADF&G set the quotas for the BSAI opilio crab fishery and determine the annual 
catch limit (ACL). The crab fisheries in the Bering Sea and Gulf of Alaska are co-managed 
by the State of Alaska and NMFS, under the provisions of the Federal Fisheries Management 
Plan. The NMFS website contains the following information on Pacific cod fishing 

Managed under the Bering Sea/Aleutian Islands Groundfish Fishery Management Plan: 

10.7 percent of the allowable catch is allocated to the community development quota 
program, which benefits fishery-dependent communities in western Alaska. The rest is 
allocated among the various fishing sectors based on gear type, vessel size, and ability to 
process their catch. 

In the Gulf of Alaska, Being Sea, and Aleutian Islands: 

Fishermen must have a permit to participate in these fisheries, and the number of 
available permits is limited to control the amount of fishing. 

137 Ms.  MBI Hearing Transcript, Pg. 29 
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Managers determine how much Pacific cod can be caught and then allocate this catch 
quota among groups of fishermen. Catch is monitored through record keeping, reporting 
requirements, and observer monitoring. 

Fishermen must retain all of their Pacific cod catch.138 

4.2.184. The opilio crab season opened on October 15 each year and did not close until the 
end of May the following year.  

4.2.185. The Pacific cod season for 2020 started January 1, 2020 and ended on January 15, 
2020. In testimony, when asked about the closure date and the length of the fishery season, 
the representative for NOAA’s National Marine Fisheries Service commented that the 15-day 
length was the same as it had been in 2019 and is “the shortest season that we’ve seen for the 
fishery.”139 

And when a former crewman and experienced fisherman was asked about the rationale for 
going cod fishing before fishing crab, he replied to a question 

Q: Do you have an understanding why a vessel like the SCANDIES ROSE might want to 
fish when it could in the cod season and then shift over to opilios?  
A. Yes. It's a pretty common practice. They do it so that the boat has a catching streak.
This is in anticipation of the cod fishery eventually going rationalized with the quota
system like crab is as opposed to being a (indiscernible) fishery.140

4.2.186. The SCANDIES ROSE had obtained the appropriate permits for Pacific cod and 
crab.141 

Coast Guard Response Resources 

4.2.187. Coast Guard SAR readiness and mission response standards are published in 
COMDTINST M16130.2F and provide resource planning guidance to Coast Guard District 
and Sector Commanders, who are responsible for the basing or staging of SAR units and 
assets. In making their resource deployment decisions, they must take into account resource 
constraints, environmental considerations and other factors. 

4.2.187.1. Bravo-0 means an aircraft will launch within 30 minutes of notification of 
distress with an on-scene time within 90 minutes after launch.  

4.2.187.2. Other statuses like Bravo-2 mean an aircraft will launch within two hours of 
first notification of distress. Bravo-2 readiness does not include a requirement for the 
aircraft to arrive on-scene within a certain timeframe.  

138 Website link: https://www.fisheries.noaa.gov/species/pacific-cod
139 Ms.  MBI Hearing Transcript, Pg. 975 
140 Mr.  MBI Hearing Transcript, Pg. 704 
141 https://www fisheries noaa.gov/sites/default/files/akro/1920cratfcvp.csv 

https://www.fisheries.noaa.gov/species/pacific-cod
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Survivability Factors 

4.2.195. Command Center watchstanders used the Probability of Survival Decision Aid 
(PSDA) software within the SAROPS program to calculate predicted survival times from the 
effects of hypothermia during cold-water immersion. Coast Guard rescue forces calculated 
that the water temperature was 38o Fahrenheit and air temperature 10o Fahrenheit.144  

4.2.196. Using the latest version of the PSDA, the survival times were calculated for an 
individual with and without a survival suit on. With a survival suit on, the functional time 
was 3.84 hours and predicted cold survival time was 8.15 hours, assuming crewmembers 
were wearing a clothing ensemble of shirt, sweater, and plastic polyvinyl chloride (PVC) rain 
suit. Without a survival suit on, the functional time was 1.73 hours and predicted cold 
survival time was 6.23 hours, assuming crewmembers were wearing a clothing ensemble of 
shirt, sweater, and PVC rain suit. However, the effects of sudden cold-water immersion 
below 68o Fahrenheit can result in a respiratory reflex resulting in a rapid loss of life. The 
survival times in the PSDA are based on entering the water slowly in a non-catastrophic 
marine accident such as a planned event like abandoning ship in a case where a procedure is 
carried out calmly and methodically.  

4.2.197. Functional Time (core temperature above 34° Celsius or 93.2° Fahrenheit) is the 
length of time (hours) during which an individual may participate in self-rescue or take 
actions that will enhance survival/protection from exposure. Cold Survival Time (hours) is 
the time it takes for the core temperature to drop to 28° Celsius or 82.4° Fahrenheit. Below 
that threshold, the probability of death due to hypothermia significantly increases. Proper 
wearing of a properly sized immersion suit helps to protect the wearer from sudden 
immersion shock, can reduce the effects of hypothermia, and increase chances of survival. 

5. Analysis and Opinions

5.1. Voyage Planning 

5.1.1. Weather 

5.1.1.1. Pre-departure Weather Assessment and Strategy to Reduce Risks 

The Captain and the crew were fully aware of the weather forecasted along the route on 
the accident voyage and they discussed the weather prior to departure. The forecasts 
called for gradually worsening weather along the intended route with a gale warning for 
Shelikof Strait. That gale warning indicated winds of 35 kts, 9 ft seas, and presence of 
freezing spray in the forecast area. This forecast was available at 3:39 p.m. on Monday, 
December 30, 2019, the day of departure. There were also forecasts available for further 
along the route, including the area in the vicinity of Sutwik Island that forecasted the 
same sustained high winds and seas as well as freezing spray warnings. One of the most 
important aspects to incorporate in voyage planning was the Captain’s considerable 
experience in the dangerous Alaskan weather. That experience would serve as input into 
the planning and decision making for the voyage. Some examples would be how ice 

144 CG Exhibit 008 
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might form on the vessel, the weather’s effects on list, fuel consumption, and how the 
plan would manage wind and sea conditions to minimize risk to personnel, including 
seasickness and fatigue. That extensive seagoing experience could have been a critical 
element in assessing and reducing all of the risks to the vessel and crew.  

The voyage would take the SCANDIES ROSE out of Kodiak, then north up Whale Pass 
and then into the Shelikof Strait where the SCANDIES ROSE would settle on a generally 
southwesterly course. The survivors indicated that the predicted hazardous weather was 
discussed informally amongst the crew and Captain prior to departure on multiple 
occasions. However, there is no evidence that subsequent discussions took place between 
the Captain and the crew reassessing the weather in the early stages of the voyage or at 
any regular interval during the voyage. In addition, there is no evidence that any 
discussion took place between the Captain and the crew about seeking shelter or 
conducting weather avoidance maneuvering should ice begin to form as was predicted in 
the heavy freezing spray weather warnings which were included in the later forecasts. In 
deep sea shipping, this team planning is called Bridge Resource Management (BRM) and 
it is specifically used so that all of the persons responsible for operating the vessel as the 
navigation watch are aware of the plans for a voyage and get the opportunity to give input 
and voice their concerns for the safety of the voyage. There is no evidence that this was 
done onboard the SCANDIES ROSE on the accident voyage.145 

5.1.1.2. Weather Forecasts and Weather Information to Plan the Voyage 

The NWS issues freezing spray warnings and forecasts several days in advance of 
predicted conditions, understanding that mariners use this information to make pre-
planning voyage decisions. A wide variety of weather forecasts, actual observations, and 
related weather information were available to Captain  as a voyage planning tool 
prior to departure. He also decided to wait six hours for the tide before departure which 
gave him more time to assess the upcoming weather and make safety based decisions for 
the voyage.  

The figure below is an example of one of the forecasts available. Reports from weather 
stations and weather buoys were also available.  

145 Bridge Resource Management is the effective management and utilization of all available resources, both human 
and electronic, by the navigation watch team to ensure the safe navigation of the vessel. The essence of BRM is a 
safety culture and management approach that facilitates communication, cooperation, and coordination among the 
individuals involved in a ship’s navigation. BRM is required by the International Convention on Standards of 
Training, Certification and Watchkeeping for Seafarers. (Coast Guard Safety Alert 09-13, 9/30/2013) 
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In looking at the NWS forecasts, there is no evidence that the crew, or fishing vessel 
crews in general, knew the difference between a freezing spray forecast and a heavy 
freezing spray forecast and the greater danger of the heavy freezing spray for rapid and 
substantial accumulation of ice on the vessel and on the crab pot stack.146 

5.1.1.3. Weather Instruments 

The SCANDIES ROSE Captain reported wind speeds of 60-70 kts during last hours of 
the voyage when he spoke to other fishing vessel captains on the tag phone. The 2019 
Condition and Valuation Survey lists an anemometer as part of the vessel’s equipment 
inventory. The wind speed indicator was mounted on the after bulkhead of the 
SCANDIES ROSE wheelhouse. There is no evidence that the vessel was equipped with a 
device that accurately measures wind direction. Since the SCANDIES ROSE was 
proceeding at speeds of approximately 6 kts and the winds were in excess of 45 kts, the 
anemometers relative wind speed would still have provided a valuable data to inform the 
captain and crew driving the vessel of the potential impacts of the wind. 

The SCANDIES ROSE was also equipped with a barometer and a tide calculation 
computer. The barometer would have been available to give the crew information as to 
changes in atmospheric pressure which would signal the presence of changes in weather 
such as nearing a low pressure system and the more forceful winds that might be 
encountered in that kind of weather system.  

During the accident voyage, all available data regarding the sea heights, and speed and 
direction of winds were estimates based on the experience of the crew on board the 
vessel. In the case of the final report of 60-70 kt winds, that report was made during 
darkness with fleeting illumination by the small amount of moonlight and is believed to 
be an estimate of the wind speed. It could have been an observation if the Captain 
consulted the wind speed indicator. Sea height at the rescue time, approximately four 
hours after the sinking, was determined to be approximately 30 ft with the helicopter’s up 
and down motion observed on the radar altimeter trying to hold the aircraft steady during 
the survivor rescue. The Coast Guard’s factual portion of the D17 SAR Case Review 
Extract indicates that the weather at the rescue scene was  

Weather on scene was seas 20-30 feet, winds 35-50 knots, cloud ceiling varying from 
200-500 feet above ground level (AGL), rain/ snow, heavy at times, water temp 38°F,
and air temp 10°F.147

If the wind indicator, barometer, and thermometer were functioning correctly they should 
have given a continual readout of those values to a person standing the navigation watch 
enabling them to make data driven decisions. There was no testimony from either of the 
two survivors that Captain  instructed them to monitor the weather broadcasts, 
weather information available on the internet, wind speed, barometer, or temperature 

146 https://ocean.weather.gov/product_description/keyterm.php  
147 CG Exhibit 078, CG SAR Review  
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instruments and notify him of specific changes which is critical to the safe operation of 
any vessel. 

5.1.1.4. Weather Applications 

Commercial fishermen on vessels of the size and tonnage of the SCANDIES ROSE are 
not required to take any weather training courses. A mariner sailing on an oceans route 
and who holds a CG issued deck officer credential will normally have received some 
form of weather training in their career. Commercial fishermen have to rely on the same 
weather products that credentialed mariners would, such as receiving textual and 
graphical reports via radio or internet messages or “Navtex” messages. Testimony from 
several witnesses shared insight on how fishermen have used readily available third party 
tools in order to supplement, or in many cases, replace the typical marine weather reports. 
One third-party tool that was discussed in testimony and used on the accident voyage was 
an application, Windy®. 

The Windy® application is reliant on internet, cellular or Wi-Fi connectivity to be 
updated. If a fisherman departs port with one report on their software application, that 
information will not be updated unless the vessel has satellite internet capability or the 
vessel gets connectivity for wireless devices. Based on interviews and photographic 
evidence, there is reason to believe that the SCANDIES ROSE had internet but not with 
the bandwidth that land based internet users enjoy. The two survivors both testified that 
they did not know how to access this internet onboard the SCANDIES ROSE, so they 
were unlikely to be able to access more updated Windy® information during their 
navigation watches. 

Other witnesses, who work as fishermen, referenced the weather application Windy® as 
their primary source for weather, stating that it is simply more user friendly than the 
National Weather Service products. This application simply takes data provided from the 
NWS weather model and plots it in the application. The software designers for this 
weather application do not forecast the weather. Windy® and similar weather 
applications, do not compare models (unless one pays for the premium version, and 
even then, it looks like the user still has to interpret what all of that information 
means). The free version only graphs the output from the most recent run from one 
weather model. Just from that screen image, a user gets less information than what is 
contained in a typical NWS forecast. If an individual user is savvy in navigating through 
these applications, he or she might flip through the four models it offers and see if the 
models differ from one another but most people do not know that feature exists.  

Weather applications such as these are taking raw data out of one model and plotting 
it. The fancy graphical output may lead a user to believe that the forecast may be of better 
quality and more accurate than a NWS or OPC forecast, but that is not the case because 
the resolution is set by the model. The application can be deceptive and if the next model 
run is substantially different, Windy® just plots the output. No consideration is given for 
outliers or bad data that could be contained in the data used to create the image that the 
mariner sees. This weather application also defaults to the European weather model, 
which may not be the optimal choice for many locations like Alaskan waters. The 
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Throughout the course of this investigation, the survivors and numerous other 
commercial fisherman spoke about the user-friendly interface of Windy® being the 
predominant reason it was utilized over information directly from the NWS. The use of a 
convenient application that supplies easily understood, applicable weather information in 
a graphical form with updated weather and warnings of urgent weather information is 
beneficial to mariners.  

5.1.1.5. The Overland Method Model and/or NOAA OPC’s Freezing Spray Website 

During the Coast Guard’s MBI Hearing, a number of fishing vessel captains were asked 
if they were aware of the experimental freezing spray website created by the NOAA OPC 
which provides vessel icing information based on the Overland Method Model. All of the 
witnesses that were asked were unaware of the website and information on vessel icing 
that site provided. Given their testimony, there is no evidence that, at the time of the 
accident, the SCANDIES ROSE or other fishing vessel operators in Alaska interviewed 
used the NOAA experimental freezing spray website. 

The Overland Model is a mathematical algorithm that is used to predict icing based on a 
number of environmental factors. Wave-ship-interaction generates sea spray, for 
example, when a vessel hits the sea waves and swell provides larger spray amounts than 
the finer sea spray blown off the white caps of the waves. The Overland Model identifies 
this as the most important source of water which would contribute to ice freezing on 
vessels and then accumulating ice in dangerous icing events. Most models estimate the 
amount of ice accumulation by taking into account how much spray would be produced 
by the seas slapping the hull of the vessel and a shower of sea spray is generated, coating 
the surfaces of the vessel, coupled with the relative rate at which that water would freeze 
on a solid surface.148 If the NOAA OPC experimental freezing spray website became 
fully operational and easily available, then access to that information would be beneficial 
to mariners operating in areas subject to freezing spray.  

5.1.1.6. Accident Voyage Trackline Deviation 

Once the SCANDIES ROSE settled onto the generally southwest course down the 
Shelikof Strait, the vessel’s speed fluctuated from between 7-8 kts with some speeds 
approaching 9 kts. As the voyage continued, the vessel speed dropped to between 6 and 7 
kts. Until the final course change to starboard at approximately 9:45 p.m. on the night of 
the accident, the vessel held a steady course with no significant changes of course or 
speed to suggest the crew attempting to reduce the risk of ice accumulation on the vessel. 
The dangers posed to the vessel and crew were the gale force winds, heavy seas, and, 
more importantly, the heavy freezing spray that the vessel began to encounter. Vessel 
icing was observed sometime between 2:00 a.m. to 6:00 a.m. on the morning of 
December 31, 2021 and still course and speed were maintained despite the risk. In 

148 Samuelsen, E. M. (2018). Ship-icing prediction methods applied in operational weather forecasting. Quarterly 

Journal of the Royal Meteorological Society, 144(710), 13–33. https://rmets.onlinelibrary.wiley.com/

doi/10.1002/qj.3174

https://rmets.onlinelibrary.wiley.com/doi/10.1002/qj.3174
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The majority owner of the SCANDIES ROSE, operating the AMATULI, experienced a 
rough ride and anchored to rest his crew well to the west of the accident site as he was 
considerably ahead of the SCANDIES ROSE’s departure from Kodiak. When the vessel 
departed Kodiak the captain elected to run down the south side of Kodiak Island to take 
advantage of the protection of the island as he headed in a generally westerly direction. In 
another case, the fishing vessel RUFF & REDDY was also running ahead of the 
SCANDIES ROSE, having departed Kodiak earlier on December 29, 2019. Based on 
worsening weather conditions the RUFF & REDDY was experiencing, the captain of the 
vessel anchored in the shelter of Nakchamik Island in a position which was 
approximately 28 NMs to the west of the position where the SCANDIES ROSE sank. 
The RUFF & REDDY anchored there at approximately 6:00 a.m. on the accident day. In 
testimony, Captain  talked about the crew awakening him due to the weather 

I would say we were probably 10 miles from Nakchamik Island when I was awoken 
and told that we were -- I believe it was my -- I'm sorry, I'm not great on the memory 
there, but I believe I was woken up, had time to get up there around, I guess it was 
probably 2:00 to 3:00 in the morning on the 31st. We were starting to build a little ice 
on the bow, northwest probably, I guess at the time, 25- to 30-knot winds. Started to 
accumulate ice on the bow and on the rails, and a little bit of spray on the pots there. 
So we decided to hold up on the lee side in Nakchamik. I knew the weather was 
coming. We were hoping to make it past Chignik Bay beforehand, but we knew that 
we had either Sutwik or Nakchamik to take cover in if we didn't make it that far. So 
we decided to anchor up, with ice beginning to accumulate on the boat.151 

5.1.3. Loading 

5.1.3.1. Loading for the Accident Voyage 

While the Captain of the SCANDIES ROSE was not on board for all pre-departure 
activities, he oversaw pre-departure loading operations and assigned crewmembers who 
were both experienced fishermen and were extremely familiar with the vessel having 
sailed her for multiple years and different fisheries. The crewmembers who directed the 
majority of the pre-departure operations loaded the pots on the vessel and took on fuel 
and water in preparation for a voyage. The crew loaded the sorting table on the top of the 
pot stack and took on approximately 15,000 pounds of bait in the forward bait freezers. 
They also took on stores and provisions for the crew as part of the loading operation. As 
the master of the vessel, Captain  was responsible for the entirety of the operation 
and verified the apparent sufficiency of the loading configuration based on his 
experience, and the tools he had available to him, including the 2019 stability 
instructions.  

The Captain loaded the approximately 195 pots so that the vessel could maximize profit 
on the intended voyage. The reduction of the number of pots from the 208-maximum 
allowed to the final total of approximately 195 pots was most likely a decision to provide 
visibility while navigating. This reduction in pots from the maximum could have also 

151 Captain  MBI Hearing Transcript, Pg. 838 
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positive stability. In the case of the 2019 instructions, these were vague and lacking 
detail. Critically speaking, they relied on a flawed stability assessment of the SCANDIES 
ROSE. 

The Captain was provided with the 2019 stability information which included 
“Instructions to the Master.” These instructions were specifically designed to give the 
operator of the SCANDIES ROSE the stability information to ensure the safety and 
stability of the vessel. The specifics of those instructions and the contents of the 2019 
stability information are examined and analyzed in other sections of this report. 

Captain  was not a naval architect, nor had he attended any form of stability 
training course available to formally instruct him in the many facets of stability such as 
center of gravity, righting arm, wind heel, icing, severe wind/roll, freeing ports, and other 
critical elements to ensure the safety of a vessel such as the SCANDIES ROSE. Thus, the 
“instructions” were even more important to the critical decisions affecting the safe 
loading and operation of the vessel.  

Post casualty, the stability instructions were examined by the Coast Guard’s MSC. The 
investigation determined that as he loaded and prepared for the voyage, the Captain relied 
on this stability analysis and the documents that he had received that were prepared by 
the Naval Architect, a “Qualified Individual.” Making the critical decision to proceed on 
the voyage after departing the dock with a gale warning and with a forecast going from 
freezing spray to heavy freezing spray, the Captain would not have been aware of some 
of the critical flaws in the 2019 stability analysis and documentation provided to the 
owner. Captain  was not present at the 2019 stability assessment to provide his 
experienced input, specific to the SCANDIES ROSE, to the attending Naval Architect 
developing the calculations and the guidance in the stability instructions.  

Based on the “Instructions to Master” contents in the stability instructions, dated May 28, 
2019, the downflooding point was never specifically addressed. As a result, it is unclear 
if the Captain knew what the critical downflooding points were. This is considered 
critical as it provides a clear point in which the heel of the boat would compromise the 
watertight integrity of the vessel and would initiate free communication with the sea, 
even if the vessel was fully intact. 

The Naval Architect who created the report failed to identify those downflooding 
points153 which impacted the stability calculations. Furthermore, the Naval Architect did 
not take the opportunity to discuss and explain the stability report and instructions with 
Captain  during or after the 2019 stability testing. This was a missed opportunity 
to identify any critical vessel vulnerabilities or inaccuracies in the stability instructions. 
The 2019 stability instructions were provided to the majority owner, who simply 
conveyed them to the Captain and did not seek the Captain’s input on the completed 
instructions. 

153 The Naval Architect’s failure to identify downflooding points was in addition to a number of other errors which 
impacted the stability report for the SCANDIES ROSE. 
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A more detailed analysis of stability is covered in section 5.4 of this report. 

5.1.4. Navigation of the Vessel 

5.1.4.1. Crew Navigation Watch Rotation 

Based on an analysis of conflicting information, the Marine Board has determined that 
the Captain established a written watch list with one-hour watches for the crew and then 
he would stand a six-hour watch, then the rotation would commence again. This provided 
an opportunity for the crew to be off watch up to eleven hours, with the Captain off watch 
for six hours in a twelve hour period. It is not known what the precise watch times were 
as there were instances where watches seemed to start at times other than the times 
testified to by witnesses, and those start and stop times for watches were minor 
increments of not more than a half hour. During the off-watch periods the crew could 
rest, sleep, or perform any duties that were required of them while in the transit to the 
fishing grounds. This would have been a different scheme if the SCANDIES ROSE had 
reached the fishing grounds in the Bering Sea, where the vessel would have been engaged 
in crabbing.  

Ultimately, survivor testimony suggests that the two crewmembers who had the least 
amount of experience with the vessel were back to back on the watch rotation. Though 
experienced fishermen, neither had sailed on the SCANDIES ROSE before nor served 
under the Captain to know and understand his expectations for the safe operation of the 
vessel. As the vessel departed on the voyage and in the worsening weather, the placement 
of these two men in the rotation lineup created a situation where there was a two-hour 
period with crewmembers unfamiliar with the unique characteristics for the SCANDIES 
ROSE, such as seakeeping qualities. The strategy of placing each of these crewmembers 
in slots between more experienced crew would have prevented this situation and spread 
the vessel experience to safeguard the vessel. The majority owner, an experienced and 
credentialed fisherman and mariner stated in testimony 

I would just do that, and I would always leave -- in the logbook, I'd write down the 
watch schedule and who was going to do it so that I would space out experienced and 
less experienced people. And that, but that's just like a good practice, you know, 
bridge resource management, you know. Just, that's learning how to handle a crew, 
you know, and how you navigate safely from one point to another.154 

5.1.4.2. Standing Orders for the Navigational Watch 

In testimony, persons who crewed the SCANDIES ROSE reported that the Captain may 
have maintained a written list of standing orders for the crew standing navigation 
watches. Below is an example of standing orders which are not dated and there is no way 
to know if these were the standing orders in effect on the accident voyage as the survivors 
did not see written standing orders. 

154 Captain  MBI Hearing Transcript, Pg. 1913 
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Captain of the SCANDIES ROSE was uncertain of the dangers posed by anchoring in the 
lee of Sutwik Island and he sought guidance from other captains. 

When the Captain changed course to the starboard to seek the shelter of Sutwik Island, 
the time was approximately 9:45 p.m. and the SCANDIES ROSE was less than 5 NMs 
from the leeward side of the island which would afford shelter from the wind and seas 
that they were experiencing. As the vessel came into the lee of Foggy Cape—the eastern 
end of the island—and made the turn to starboard, the force of the supporting157 winds 
and sea on the vessel that was listing to starboard were lost. Once that occurred, the 
vessel’s list would have worsened and likely contributed to the vessel capsizing. 

Shortly after the turn, the two survivors were jolted in their cabin by a sudden list harder 
to starboard than they experienced earlier. They immediately knew that the situation had 
become critical and Mr.  who ran to the wheelhouse, in testimony related 

But then all the sudden, I rolled into my bunk, and just this sheer terror comes over 
me. Just I knew something was wrong. So I, I ran upstairs and I look at  and said 
what, what the (expletive)'s going on? What's going on? And he goes, I don't know 
what’s going on. I said, I think we're (expletive) sinking. No (expletive) (expletive) 
we're sinking. Then I, then I look out the, the windows; they're iced over a little bit, 
but not a lot. And I'm just trying to figure out, how did it go from nothing to like the 
boat's literally like leaving us now.158 

5.2. Weather Forecasting and Actual Conditions Encountered 

5.2.1. National Weather Service Forecast 

As the SCANDIES ROSE got underway from Kodiak, the forecast presented the crew with a 
number of hazardous conditions for their upcoming voyage. The forecast would include gale 
force winds and associated seas as well as freezing spray and the danger of icing of the 
vessel. The NWS’s OPC was issuing high seas weather charts depicting winds expected to be 
upwards of 45 to 50 kts between False Pass and Kodiak Island, AK. This area in figure 76, 
below, is a very strong low pressure system, but not uncommon in Alaska. With the center of 
the low pressure system just to the East of the area, this would make for NW winds and 
heavy icing potential. 

157 Supporting in terms of counteracting the increased listing of the vessel from icing or an unknown source. 
158 Mr.  MBI Hearing Transcript, Pg. 563 
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the run before it. The output that the mariner ultimately sees depends on the initial conditions 
used and the complexity of the weather.  

As an example, if in one scenario there are five weather prediction models and they all agree, 
then statistically, the forecast has a higher probability of being accurate. However, if there 
are five weather models and they all disagree, then statistically, the chance of predicting the 
weather accurately is much lower. In these latter scenarios, the forecaster will look at how 
the models are trending over time (meaning, the different runs) and see which ones are the 
outliers and it takes training and a really good understanding of the physics of weather to sort 
this all out. In places like Alaska where the dynamics are so unique and quite variable, this 
can be difficult without even adding in the maritime component. In Alaska, there are less 
coastal and maritime weather observations because of the enormity of the area, so most 
models perform worse out at sea where this accident took place. 

The weather station buoys covering the accident area were very limited. There was one buoy 
in Shelikof Strait and another buoy, Albatross Bank – 104 NM south of Kodiak Island, AK. 
At the approximate time of the incident, the Shelikof Strait buoy reported a sustained wind of 
approximately 32 kts and gusts of about 40 kts. The buoy offshore, Albatross Bank, 
measured sustained winds of approximately 26 kts and gusts of about 36 kts, with a wave 
height of 14.7 feet. Interviews with captain of the PACIFIC SOUNDER indicate that Captain 

 had told him he was experiencing winds of 60 to 70 kts just before the sinking. The 
captain of the WESTERN MARINER also testified to the winds in this area, and how they 
come off the mountains and deep glacial valleys and cause intense and violent marine 
weather. If the accident evening winds were even approaching 60 kts, it presents compelling 
evidence that there is a need for additional weather stations in the form of shore or sea based 
stations to build on the existing weather reporting stations in the remote areas of Alaska. 

5.2.2. Actual Weather Encountered and the Rescue Operations 

The weather the SCANDIES ROSE encountered on the accident voyage exceeded the 
forecasted conditions in many ways, including the wind speeds reported by the Captain 
shortly before the vessel sank.  

As the SCANDIES ROSE proceeded on course for False Pass, AK on December 31, 2019, 
the weather continued to deteriorate. Sutwik Island lies just south of a particular region of the 
Alaska Peninsula known by fishermen for particularly challenging meteorological conditions. 
Captain  testified that the glaciers on the Alaska Peninsula funneled heavy, freezing 
cold winds coming down the mountains in the area leading to Sutwik Island on what would 
be the SCANDIES ROSE’s course. These conditions could frequently exceed the forecasted 
conditions and many mariners knew about these dangerous local conditions. 

During the rescue evolution, the pilot made a decision to keep the swimmer “on the hook”159 
for his safety as the wind and sea conditions were so severe. The swimmer was only in the 
water for a few minutes on the first hoist, but the conditions were so cold that the air crew 

159 “On the hook” refers to a tactic where the rescue swimmer remains made fast to the helicopter’s hoist cable, 
which was used because the weather was so dangerous and there was a possible risk of not being able to retrieve the 
swimmer safely if he was released from the hoist cable. 
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had to knock ice off the swimmer, including his goggles and snorkel, between the first and 
second hoist. By this point, the recorded temperature in Shelikof Strait had dropped below 
10o Fahrenheit. The hoist operator (the flight mechanic) started to have issues with feeling in 
his fingers and the lead pilot had to take control of the hoisting system with the controls he 
had available as one of the pilots.  

After the vessel sank, weather continued to play a key factor. There was significant wind, 
overcast conditions and driving snow contributing to limited visibility for the crew. The pilot 
of the helicopter who rescued the two survivors testified that this was the worst weather he 
had flown in while working up in Alaska. 

5.2.3. Experimental OPC Freezing Spray Website 

The OPC offers a free, internet based freezing spray predictor for mariners. This website is 
experimental in nature, offering two projected icing models from well-respected researchers 
on ice accretion. Since these models are purely experimental, the NWS has no archived 
models for the accident timeframe. The models could not be reconstructed from the stored 
weather information for the accident period. The survivors both testified that the last ice they 
saw before they went to bed was manageable and the last man on navigation watch before 
being relieved by Captain  testified  

A.…When I took over from  the ice was -- it was just the first couple layers, like a 
inch or two maybe thick, and going about halfway back on the stack. On the starboard 
side.  
Q. Right. And –
A. Everything else was in a glaze but not thick.
Q. And how far over the top of the stack? I'm trying to get a mental image of what portion
of the stack had ice glazed on it when you took over from
A. Just the bars on the pots on the starboard side, and a little-- and the web -- you could
see through the web just a little bit. Like, you know what I mean?
Q. I do. Thank you. And so the pots that were in the middle of the stack and the pots that
were on the port side were not iced at the time you took over from
A. They weren't. They had a glaze on them, but not -- it wasn't thick because they weren't
hitting the spray that the starboard side was. 160

Subsequent analysis performed by the NTSB’s investigation showed ice accumulation 
leading up to the accident time was extreme. Their estimates of ice accumulation was up to 
1.6 inches per hour and a cumulative accumulation of ice between 6 and 15 inches in the 
final stages of the accident voyage. As previously mentioned in 5.1.1 of this report, several 
fishing vessel captains were interviewed during the hearings and none of them were aware of 
the experimental freezing spray webpage at the time of the accident. 

160 Mr.  MBI Hearing Transcript, Pg. 1152 
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5.3. Regulatory Framework and Policies 

5.3.1. Alternate Safety Compliance Program 

With the 2010 CGAA and the 2012 CGMTA, Congress mandated that the Coast Guard work 
with the commercial fishing industry to develop an Alternate Safety Compliance Program 
(ASCP) for “older” commercial fishing industry vessels such as the SCANDIES ROSE. The 
2015 CGAA, published in February 2016, mandated that the Coast Guard analyze and report 
on the adequacy of regulations on fishing vessel safety by 2026. It further mandated the 
Coast Guard to develop an alternative safety compliance program if the Coast Guard 
determined the safety regulations to be inadequate. 

The ASCP was scoped to apply to all commercial fishing vessels 50 feet or greater in overall 
length, that operated beyond three nautical miles from the baseline, were built prior to July 1, 
2013, and were 25 years of age or older at the implementation of the program.161 These older 
vessels were built prior to modern construction standards and, based on their age and 
condition, this increases the risks for the crews and the vessels. The objective of the ASCP 
was to require more stringent Coast Guard oversight, inspections, and training requirements 
for operators as a means to reduce the latent unsafe conditions on these older, higher risk 
vessels.  

On December 1, 2014, the Coast Guard issued Marine Safety Information Bulletin (MSIB) 
18-22 to remind the commercial fishing industry about safety and equipment requirements
contained in the previous Coast Guard Authorization Acts, and that the once-voluntary Coast
Guard dockside safety examinations would become mandatory starting in October 2015. The
MSIB also highlighted a reminder of the impending creation and eventual implementation of
the ASCP that had previously been announced to the public and the fishing community.

However, the ASCP, as mandated in the Acts, would require additional rulemaking in order 
to apply new safety requirements for older vessels and there was no time available between 
the announcement in the MSIB and the delivery date for the ASCP program to fully develop 
the program.  

And so, in 2016, the Alternate Safety Compliance Program requirement acknowledged 
that older vessels required additional safety measures beyond those found in Part 
28…The Coast Guard recognized that further development of an Alternate Safety 
Compliance Program was premature due to lack of alternative standards in the first 
place. And so that was the dilemma, the lack of standards to compare the Alternate 
Compliance Standard to.162 

As a result, on July 20, 2016, the Coast Guard issued MSIB 11-16, indicating that they were 
suspending development of the ASCP and would rely on existing regulatory and enforcement 
measures. The bulletin stated that the Coast Guard would instead work with CFSAC163 and 
industry to develop an Enhanced Oversight Program (EOP) for commercial fishing vessels 

161 Mr.  MBI Hearing Transcript, Pg. 1212 
162 Mr.  MBI Hearing Transcript, Pg. 1212, 1213 
163 CFSAC was the name of the fishing safety Federal Advisory Committee at the time. 
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by January 1, 2017. The EOP would use existing Coast Guard authorities to attempt to 
provide greater safety initiatives for older commercial fishing vessels. In addition, the Coast 
Guard stated it would publish additional Voluntary Safety Guidelines for older fishing 
vessels. The EOP later evolved into the “Voluntary Safety Initiatives and Good Marine 
Practices for Commercial Fishing Industry Vessels.”164 

Also contained in the 2010 CGAA and 2012 CGMTA was an amendment to 46 USC §5103 
(Loadlines) provision. The amendment mandated that the Coast Guard develop an Alternate 
Loadline Compliance Program (ALCP) in cooperation with the commercial fishing industry 
for vessels built before July 1, 2013 or those vessels that undergo major conversions. The 
program’s intent is to address hull structural strength, watertight and weathertight openings 
and penetrations, stability, and sufficient freeboard for applicable vessels. At present, the 
Coast Guard has not started the development of this program. 

These two alternate safety programs were modeled after the Alternate Compliance Safety 
Agreement (ACSA) program established in 2006. ACSA was produced and enacted for the 
BSAI and Gulf of Alaska freezer longliner and freezer trawler vessel fleet (head and gut 
fleet), following the losses of the F/V ARCTIC ROSE in April 2001 and F/V GALAXY in 
October 2002. Based on those investigations, it was discovered that approximately 60 
commercial fishing vessels were going beyond minimal processing operations and should 
have met classing and loadline standards for fish processing vessels. Through cooperation 
with the commercial fishing industry, the Coast Guard developed a robust hull, machinery, 
and propulsion inspection program along with additional safety equipment and training 
requirements. Through the ACSA agreement, enrolled vessels would be exempt from full 
classification and loadline requirements and be permitted to continue to process specific 
NMFS fish product codes. This program was applicable only to this class of commercial 
fishing vessels. The SCANDIES ROSE did not fall into this inspection program. 

5.3.2. Training Requirements for Commercial Fishing Vessel Operators 

The 2010 CGAA added a subsection in 46 USC §4502 that requires an individual in charge 
of a commercial fishing vessel that operates three NMs beyond the territorial sea baseline to 
pass a training program and hold a certificate issued under that program. The requirement for 
establishing the technical competency for people operating and navigating commercial 
fishing vessels like the SCANDIES ROSE on the nation’s waterways has not been fulfilled.  

The 2010 CGAA provision stated that 46 CFR Part 28 had to be amended to set forth a 
requirement discussing a training program that addresses topical areas including, but not 
limited to, seamanship, navigation, stability, firefighting, damage control, safety and 
survival, and emergency drills. These training competencies require an individual to 
demonstrate the ability to communicate in an emergency situation and understand 
information found in navigation publications, vessel stability, and the significance of 
maritime weather’s impact on vessel operations. The proposed training program would also 
have to acknowledge and give credit to an individual seeking this certification for recent past 

164 Mr.  MBI Hearing Transcript, Pg. 1213 
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experience in fishing vessel operations. Lastly, the CFR amendment would have had to 
address “recency” of knowledge, requiring the fishermen to attend some form of refresher 
training every five years. 

As of the accident date, the regulations, policies, and procedures to put this training 
requirement and resultant certification in place had not been established despite considerable 
individual efforts by the members of the fishing industry working on various subcommittees 
of the then CFSAC to create these training programs and certification standards. During the 
hearing, the representative for CG-CVC-3 was asked about training and requirements for 
documentation of mariner training for commercial fishing vessels. 

Q. So the Authorization Act, would that be a statutory requirement?
A. It would, yes.
Q. And did it mandate some form of certification? I heard that you mentioned the gaps
and we are filling the gaps. But that then --
A. Yes, yes.
Q. Okay. So did it mandate actually producing some kind of documentation for the
mariner that they were competent to operate the fishing vessels?
A. … There is statutory language stemming from the 2010, '12 Auth Acts, and that was
part of -- or is part of the reg project that we talked about that was -- is well detailed and
that docket that was in the final rule in 2016 -- I'm scrolling back. But those initiatives
were packaged in that Notice of Proposed Rulemaking project that we talked about a
little bit earlier this morning. That has not come to fruition since the rule has not become
final and it still is in abatement, as reflected on that unified agenda. But to add -- to
respond to your question, yes, that – it addressed -- or it does address training. But until
certain things make it to reg, there may be certain elements of that, that may not be self-
implementing or self-enacting.165

Enacting the provisions in the U.S. Code was embraced as tasking for the federally mandated 
CFSAC and significant work was conducted to meet the provisions in the 2010 CGAA. The 
CFSAC recognized the need to increase the safety of the commercial fishing industry in 
terms of essential areas directly relating to the safety of vessel operations including the 
critical element of vessel stability. Already established work products and recommendations 
would establish a training certificate that would be valid for five years after which some form 
of refresher training would be required to keep the certification current to stay abreast of 
changes in technology and practices.  

A comparison between the fishing vessel crews and the NMFS “fishery observers” that could 
be working aboard the same vessels highlights a different approach to training requirements 
for the safety of personnel. These observers are not operating a vessel or engaged in fishing, 
but rather observing the fishing operations to ensure that fishing regulations are being 
adhered to. These observers are required to be trained and certified in a comprehensive list of 

165 Mr.  MBI Hearing Transcript, Pg. 1249 
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safety topics and at a minimum, active observers shall be required to attend a hands-on 
marine safety training course within three years of their initial marine safety training.166 

The establishment of requirements for operator competency outlined in the 2010 CGAA may 
have closed the gaps that contributed to this casualty. As an example, in the hours prior to the 
accident as the vessel transited along its route, had the crew on watch in the wheelhouse 
recognized the significance of the severity of the weather in terms of ice accumulation on the 
vessel and then its inherent impact on the vessel’s stability, they may not have minimized the 
risk of a “couple of degrees” starboard list and may have taken earlier action to alert the 
Captain. Earlier communication of risk may have meant earlier action to slow, change course 
to lessen the freezing spray, or to manually remove ice from the vessel to improve stability.  

Pertaining to importance of safety familiarization for crew persons, the Marine Board 
determined that by current regulations, drill conductor training is required only for the person 
leading the drills or providing the instruction and that person is not required to be the master 
nor a member of the crew. A safety orientation is required to be given to each individual on 
board who has not participated in the previous drill nor received instructions. The orientation 
includes covering the emergency instructions and procedures required by 46 CFR 28.265. 
Additionally, monthly drills are required to be conducted on board the vessel as if there were 
an actual emergency and must include participation by all individuals on board, breaking out 
and using emergency equipment, testing of all alarm and detection systems, donning 
protective clothing, and donning immersion suits. The current regulations do not require the 
drill conductor to have any form of “recency” once he or she has gone through the drill 
conductor training, even though equipment and safety procedures may have changed over 
time. In the case of the SCANDIES ROSE, Captain  completed his drill conductor 
course in 2009 and there was no evidence that he had been to any refresher or supplemental 
training since then, as there was no regulatory requirement for him to do so.  

5.3.3. Loadline Requirements for Vessels Engaged in Fish Tendering 

The SCANDIES ROSE was a vessel that fished for cod and crab by pot and the vessel also 
worked in the capacity of a fish tender vessel during other times of the year. Loadline 
requirements for fishing vessels stem from 46 USC § 5102. Tendering is not actually 
engaging in fishing operations, but rather using the vessel to transfer the various catches 
between the other fishing vessels and the processing vessels or facilities. A “fish tender 
vessel” must be assigned a loadline unless it meets a wide range of exemptions, as shown in 
figure 77. Having a loadline would subject a particular vessel to a series of guidelines or 
regulations that would impact the vessel hull maintenance and watertight integrity. The 
SCANDIES ROSE was not required to comply with loadline regulations since it started 
tendering operations prior to 1983. The ALCP would not apply to the SCANDIES ROSE 
since it had not undergone a major conversion after July 1, 2013.  

166 NOAA’s NMS Observer Safety Training Standards - https://media.fisheries.noaa.gov/dam-
migration/observer_safety_training_standards_062020.pdf 
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stringent level of oversight under this program in order to maintain their condition of loadline 
and most importantly the safety of the vessel.  

5.3.4. Dockside Safety Examination Program 

The Coast Guard and Coast Guard-accepted or similarly qualified third party organizations 
perform dockside safety exams on Commercial Fishing Industry Vessels. The purpose of 
these dockside exams is to attest to a vessel’s compliance with federal safety standards 
related to lifesaving equipment, immersion suits, signaling devices, vessel stability, bilge 
pumps, bilge alarms, firefighting equipment, first aid equipment and ground tackle sufficient 
for the vessel. The dockside exam’s scope also includes requirements for emergency drills, 
instruction and safety orientation of all people on board. As mentioned above, the 2010 
CGAA added specific training requirements for the individual in charge of a commercial 
fishing industry vessel that would directly focus on critical lifesaving and safety equipment; 
however, implementing regulations have not been developed by the Coast Guard.  

Based on the circumstances of this accident, there is one critical area among several that is 
not covered in safety compliance oversight that might improve the chances of survival for 
persons in distress – the enabling of the DSC feature on the various types of marine radios. 
Because it is outside of the regulatory scope of the exam, most CFV examiners are not 
examining the proper configuration and functionality of the marine VHF radios to determine 
if the radios have the distress feature of the DSC system activated and available for use in a 
distress situation. A properly configured DSC VHF radio with a knowledgeable operator is 
an efficient and effective tool to communicate distress. Most commercial vessels are required 
to have DSC VHF radios and many recreational users voluntarily utilize marine VHF radios 
with the DSC feature properly configured for immediate use.  

The most recent dockside exam that took place prior to the accident voyage was in October 
2018, during which they received a safety decal. In October 2019, Coast Guard personnel 
once again attended the vessel for a Safety Compliance Check. During that compliance 
check, the examiner utilized a checklist and verified and attested to the vessel’s compliance 
at that date. The 2019 Safety Compliance Check confirmed the SCANDIES ROSE continued 
to be in compliance as of October 2019. 

In the case of the SCANDIES ROSE, two personnel were able to successfully don immersion 
suits, board a liferaft that successfully deployed by means of hydrostatic release, and survive. 
Ensuring the proper float free arrangement of liferafts and serviceability of all lifesaving 
equipment are all items well within the scope of the dockside safety exam program and that 
program has impacted the safety culture of the commercial fishing industry. If other systems 
of the vessel were incorporated into the oversight of the current dockside safety examination 
program, to include structural repairs, it will increase safety for of one of the deadliest 
professions in the nation. 

5.3.5. Safety Compliance Check Program for BSAI Crab Fleet 
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In 1999, Marine Safety Office Anchorage167 initiated voluntary dockside Safety Compliance 
Checks to assist in reducing fatalities and vessel loss within the BSAI crab fleet. In 
particular, the goal of the Safety Compliance Check was to deter vessels from overloading 
crab pots. These Safety Compliance Checks were traditionally completed in early October of 
each year, before the crab seasons open and this practice continues today. During the 
examinations, Coast Guard CFV examiners verify and document that the vessel has the 
required safety equipment and stability instructions. Prior to 1999, the Coast Guard did not 
conduct these pre-season stability checks or weigh the crab pots. Examiners began measuring 
and weighing pots after a 2017 marine accident involving the DESTINATION that occurred 
in the Bering Sea off of St. Paul Island, AK. The CFV examiner cross-references the pot 
weight and measurement information and the current loaded condition of the vessel with the 
vessel’s stability instructions and will discuss the results with the vessel’s captain. 

Safety Compliance Checks, as envisioned and initially executed, involved collaborative 
dockside vessel visits using Coast Guard CFV examiners and ADF&G personnel. While 
ADF&G personnel conducted crab fisheries tank and pot checks, the Coast Guard would 
work with the vessel’s captain to examine suitability of lifesaving equipment and compliance 
with the vessel’s stability instructions to check for overloading. If the Coast Guard found 
vessels overloaded or without required stability instructions, they would issue the vessel a 
Captain of the Port (COTP) Order requiring the vessel to remain at the dock until the vessel 
corrected the safety deficiencies. Currently, the Coast Guard conducts Safety Compliance 
Checks independently from ADF&G personnel and only after a vessel volunteers to 
participate.  

During Safety Compliance Checks, the CFV examiners document their exams on a Safety 
Compliance Check form that has been developed by Sector Anchorage. The form includes 
information such as pots allowed, pots loaded, stability instructions onboard and issue date, 
in addition to information on safety equipment. The form also includes a space to document 
noted deficiencies and when they are corrected. 

Alaska state law168 requires fishermen to contact the Coast Guard at least 24 hours in 
advance of leaving port if they are fishing for crab. There is no equivalent requirement or law 
for operators of vessels fishing for cod with pots which present the same level of risk. As the 
SCANDIES ROSE left on the accident voyage to go fishing for cod, there was no regulatory 
requirement for Captain  to notify the Coast Guard that the vessel was heading out to 
sea. 

Coast Guard CFV examiners conducted Safety Compliance Checks on the SCANDIES 
ROSE from 2004 through 2019 and documented the Safety Compliance Check activity 
within the MISLE database. None of the vessel’s historical Safety Compliance Checks noted 
violations or non-compliance with safety or stability requirements.  

5.3.6. Credentialing and Licensing 

167 Marine Safety Office Anchorage is the predecessor of the Coast Guard’s current unit, Sector Anchorage.  
168 Per 5 AAC 39.670, an operator of a vessel participating in an IFQ, CDQ, or Adak community allocation crab 
fishery in the BSAI area. Opilio crab fall under the applicability of this administrative code. 
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resources when they operate a commercial vessel. There is no similar requirement for 
commercial fishing vessels under 200 GTs. 

5.3.7. Coast Guard Stability Guidance 

5.3.7.1. A Best Practices Guide to Vessel Stability 

In the absence of formal credentialing standards, the Coast Guard has made efforts to 
educate commercial fishing vessel operators on operational considerations for vessel 
stability. In 2005, the Coast Guard published A Best Practices Guide to Vessel Stability 
for commercial fishermen.169 While this guide does not comprehensively provide the 
reader with a knowledge base commensurate of formal training, it does provide 
explanations on basic stability issues. One such condition is the unsafe accumulation of 
ice. 

Several fishermen interviewed throughout this investigation talked about the feel for the 
fishing vessel’s movement beneath their feet, referring to how they could feel when a 
vessel was reduced in its stability based on the roll or recovery time for the rolling fishing 
vessel moving in the sea. In reality, mariners may not identify the early phases of stability 
reduction when stability may be compromised. For instance, accumulating ice has the 
same effect on a fishing vessel as if it was overloaded with pots that had been stacked 
above the main deck (above the vessel’s original center of gravity). The loss of stability 
from ice may be subtle because, similar to overloading a vessel, the initial stability at 
small angles of heel are only slightly reduced. In other words, the crew may not notice a 
difference as the vessel rolls at smaller angles and returns. However, initial stability does 
not accurately encompass the vessel’s overall stability as the ice begins to load the vessel, 
as shown in the figure below.  

In figure 79, below, it is important to note that the bottom left images show icing. The ice 
is applied in the image uniformly and the example still illustrates the danger of ice 
accumulation. As the vessel continues to gain weight above the waterline, the list 
gradually worsens and the ability for the vessel to right itself decreases, leading to the 
potential for sudden and catastrophic capsizing. This image, while representing the 
negative effects of icing, does not take into account the dangers associated with the 
increased dangers of asymmetrical icing170 on a vessel. 

169 USCG Stability Reference Guide, https://www.dco.uscg.mil/Portals/9/DCO%20Documents/5p/CG-5PC/CG-
CVC/CVC3/references/Stability_Reference_Guide.pdf
170 Asymmetrical ice accumulation is where more ice accumulates on one side of the vessel as opposed to an even 
distribution of ice and associated weight across both sides of the vessel. 
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current weather conditions and intended to wait until the vessel entered sheltered waters 
near the south side of Sutwik Island. 

The Coast Guard’s guidance pamphlet emphasizes that operating in icing conditions 
significantly reduces a fishing vessel’s stability because the weight of the accumulating 
ice affects two crucial factors—the center of gravity and the freeboard.172 First, the 
vessel’s center of gravity rises rapidly from the weight of ice added high on the vessel. 
This is especially emphasized on vessels carrying high deck loads like crab pots. Second, 
the vessel’s freeboard is reduced because, as ice accumulates, the additional weight of ice 
results in the vessel sitting lower in the water, increasing the likelihood that the deck edge 
may submerge at smaller heel angles. Icing also increases the surface area that wind may 
affect, where the wind force would exert its push. Increases in the projected surface area 
increase the wind heel of the vessel, which, coupled with decreased freeboard, 
significantly increases the probability of deck submergence. In the early phases of the 
SCANDIES ROSE’s accident day, the force acting on the vessel caused by the wind was 
acting on the starboard side, the same side that the ice was building, but in doing so, it 
was counteracting the list caused by ice or any other source of listing.173  

The accumulation of ice throughout the day of December 31, 2019 was considered 
relatively minimal by the survivors. When Captain  took the watch on or about 
7:15 p.m., the survivor who was relieved referred to the vessel’s icing several times as “a 
glaze” but also commented that it was an “inch or two maybe thick, and going about 
halfway back on the stack. On the starboard side.”174 Both survivors who had watch 
before the Captain’s final watch considered this ice buildup as inconsequential. Analysis 
of the trackline data showed that the vessel did not take any significant course changes 
leading up to this point and the witness’s testimony may verify that it would not have 
been deemed necessary up until this point. However, Mr.  testified that when he 
was relieved by the Captain, he asked the captain if he wanted him to have the guys go 
down and break ice off the bow175 but he was told by the Captain that he was likely to 
pull into the lee of Sutwik Island to complete that task.  

There was no other indication by witness testimony or trackline analysis that shows the 
Captain took measurable steps to mitigate any ice in accordance with the above guidance. 
It is also important to note that meteorological reports and testimony indicate the wind 
and weather was meeting the SCANDIES ROSE on its starboard side through most of the 
last 24 hours of its voyage. Captain  plan to turn north or starboard would be in 
direct conflict with the guidance to turn downwind to minimize ice accumulation. This is 
noted cautiously since the actual sea state and how the SCANDIES ROSE would 
dynamically interact with these seas if the Captain were to turn to port is unverifiable. 

172 The freeboard is the vertical distance between the waterline and the highest watertight deck. 
173 The MSC provided a comprehensive model of the SCANDIES ROSE potential for asymmetrical ice accretion 
which can be viewed in the upper image of figure 110. Complete details can be found in CG Exhibit 138. 
174 Mr.  MBI Hearing Transcript, Pg. 1152 
175 Mr.  MBI Hearing Transcript, Pg. 1107 
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It is important to note that the SCANDIES ROSE had a deck heating system in the bow 
compartment. The deck heating system was a heater unit, believed to be a 60,000 watt 
heater, and its purpose was to reduce potential ice accumulation off the focsle deck.176 
Testimony was provided that prior to departure on the accident voyage, crewmembers 
activated the bow heater to melt snow off the deck and secured the forward 
compartment.177 The capacity of the bow heater to reduce the total amount of ice 
accumulation on the bow is unknown.  

The stability of the vessel was significantly compromised while the SCANDIES ROSE 
made its final turn towards Sutwik Island. The testimony indicated that when Mr. 
was woken up, there was a significant heel to the vessel. Mr.  and Mr. 
both testified that they did not hear any alarms going off on the bridge when they initially 
reached the wheelhouse and for the majority of the time they were in up on the bridge. At 
this point, the testimony suggests that the vessel was heeling approximately 20 degrees to 
starboard. The MSC Report indicated that submergence of the deck could happen at angle 
of heel as small as 30 degrees. The vessel’s turn toward the island changed the wind’s 
relative impact on the vessel. As a result, the wind which had been, in effect, propping 
the vessel up when the vessel was travelling in a southwesterly direction was now acting 
on the vessel’s port side. The effect was a dramatic increase in the vessel’s list. The 
observed, approximated heel of the vessel was very close to this point. Mr.  stated 
in testimony 

At that time, I saw  coming out of the engine room again, and so I figured he was 
down there transferring fuel to fix the list. And then I ate my sandwich. I went back to 
bed, and started watching a movie. About a [sic] hour and a half maybe, about 9:30 
or so, felt the boat go hard to starboard. My first instinct was we were going to turn 
around and start running with it to go break off bad sea, give us a little safer ride to 
go beat the ice off. That was my first instinct. Now, I was on the top bunk, so I told 
[  to go see what's going on and -- because it's easier for him to get up. And he 
ran upstairs and yells down,  the boat is sinking. What? I jump up, and I try and 
get my pants on, and I -- try and get my socks on. I feel the boat rolling a little more. 
I'm like, oh, no.178

5.3.7.2 Voluntary Safety Initiatives and Good Marine Practices for Commercial Fishing 
Industry Vessels  

The Coast Guard updated engagement in overall fishing vessel safety in 2017 by 
releasing Voluntary Safety Initiatives and Good Marine Practices for Commercial Fishing 
Industry Vessels.179  

The CFSAC met and published a response to the ASCP program and how it should apply 
to older vessels. The intention of this document was to provide minimum safe standards 
on commercial fishing vessels for various systems including but not limited to lifesaving, 

176 Mr.  MBI Hearing Testimony, Pg. 81 
177 Mr.  MBI Hearing Testimony, Pg. 556 
178 Mr.  MBI Hearing Transcript, Pg. 1067 
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fire prevention, electrical, mechanical, flooding, and stability. As an example, the 
guidance discussed watertight and weathertight integrity standards for commercial 
fishing vessels, stating that every vessel should maintain an “at-sea policy for 
maintaining and verifying weathertight/watertight integrity and the status of such 
closures.”180  

Despite the fact that the guidance was spearheaded by a group comprised of people 
representing the commercial fishing industry, it was unclear how much of this Voluntary 
Safety Initiative guidance was available and reached one of its intended targets, the crew 
and management of the SCANDIES ROSE. The two newest crewmembers could not 
account for any instructions or guidance provided by the Captain or other crew of the 
SCANDIES ROSE regarding maintaining watertight and weathertight integrity. Review 
of photos of the SCANDIES ROSE and interviews with the surviving and former 
crewmembers also indicated that the watertight door in the engine room was normally 
left open. Loose discipline on maintaining watertight and weathertight integrity while 
underway by keeping doors or openings unsecured would have left the vessel vulnerable 
to progressive flooding had there been an unknown and unaddressed source of water 
ingress. 

5.3.7.3. Marine Safety Alert 11-17 

Following the sinking of the DESTINATION, the Coast Guard released further guidance 
to the vulnerable fishing vessel fleet in Marine Safety Alert 11-17.181 The Marine Safety 
Alert drew attention to stability concerns on fishing vessels. The document was a two- 
page document which brought attention to several key factors which impacted stability. It 
addressed concerns of vessel weight creep, the importance of maintaining watertight 
integrity, recommending operators weigh a sampling of their pots annually, and 
familiarize themselves with their stability instructions. The Marine Safety Alert really 
emphasized the importance of avoiding sailing through areas with freezing spray 
forecasted and to reduce topside gear when unavoidable. It also stressed the need for 
fishing vessels to renew their stability instructions periodically, recommending validation 
at least every five years.  

This Marine Safety Alert provides concise guidance to fishing vessel operators to operate 
vessels safely. Unfortunately, none of the fishing captains interviewed during the MBI 
Hearing recognized or had previously seen the Marine Safety Alert. The mechanism for 
release and distribution of these documents may not readily reach the remote fishing 
communities in Alaska. Regardless, it was noted that the sinking of DESTINATION 
served as a reminder to some fishing vessel operators of the dangers inherent in this 
occupation, and many operators took proactive steps to re-evaluate their vessels’ stability. 
The SCANDIES ROSE Fishing Company LLC was one of these operators and new 
stability instructions were prepared in 2019, only months before the vessel sank. 

180 U.S. Coast Guard’s Office of Commercial Vessel Compliance, Voluntary Safety Initiatives and Good Marine 
Practices for Commercial Fishing Industry Vessels, January 2017, Pg. 9 
181 CG Exhibit 046 
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Despite the fact that the guidance was disseminated by the Coast Guard through multiple 
channels, it was unclear how effective communication efforts were for these Marine 
Safety Alerts. In testimony, the Marine Board asked multiple captains whether they were 
familiar with this particular Safety Alert and none of them were aware of the document, 
its contents, or the available platforms on which the Coast Guard posts this and other 
essential safety notices. 

5.3.8. Third Party Stability Training 

Captains and crew of commercial fishing vessels such as the SCANDIES ROSE are not 
required to participate in formal stability training. The NPFVOA based in Seattle, WA, and 
AMSEA based in Sitka, AK, both offer Coast Guard accepted stability courses that tailor 
training to fishermen. The executive directors for both organizations testified that because 
these courses are not required by regulation or by industry standard, participation has been 
traditionally low. In addition to these two training institutions, other entities such as Fish Safe 
BC, located in Richmond, British Columbia, Canada, have also produced valuable 
information on stability for mariners. This organization produced a training video tailored for 
fishing vessel operators which can be used as a tool to train fishermen on stability and 
fishing.182 

HYPERLINK: Enclosure (2) contains hyperlink (3) which is a video prepared to assist 
fishermen in dealing with stability related risks on fishing vessels. 

One fisherman who was required to take a stability class to obtain a MMC testified that while 
learning about icing in class, he was surprised by the negative stability impact of even a 
small amount of ice accumulation. The same mariner suspected that other fishermen and 
vessel captains would come to the same realization and would benefit from the training.183 

Following the sinking of the SCANDIES ROSE, Crawford Nautical School, also located in 
Seattle, WA, partnered with Mr.  the minority owner of SCANDIES ROSE, to 
develop a stability class specific to BSAI crab vessels. As of March 2020, the 8-hour class 
had been offered twice and was well attended according to the instructor. Two participating 
crab vessel captains testified that they would highly recommend the class, and one mentioned 
that he believed the class should be mandatory for all crab vessel captains. 184 In testimony, 
the Marine Board heard that during one of the stability courses, amongst even the very 
experienced captains in attendance, there was a varied range of answers regarding their 
understanding on what “heavy icing conditions” meant.185 This gives the Marine Board 
concern regarding fishermen’s perceived margins of safety when it comes to stability and 
real-life icing conditions.  

Stability instructions prepared by a naval architect can be a very complex document for 
anyone to read. In the basic form, it seems very simple; it outlines approved loading 
configurations for the vessel based on the operator’s input. The fisherman tells the naval 
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architect how they load their fuel and liquid tanks in different configurations, then the naval 
architect tells them how much gear can be carried and in what locations. These instructions 
are based on a static analysis, and typically only take into account the amount of icing 
required by the regulations. Additional ice, green water, and/or flooding water is not 
accounted for. At sea, when the vessel takes on an accumulated ice load or extra water on 
deck, it is difficult for the fishermen to understand how their vessel’s stability may be 
changing and how rapidly it changes. Stability courses could help fishermen to better 
understand their stability instructions, the limitations of those calculations, and the adverse 
effects of the many different factors that can effect stability. 

5.3.9. Significant Commercial Fishing Vessel Accident Analysis 

During the course of the SCANDIES ROSE investigation, the Marine Board examined other 
historic major marine accidents involving commercial fishing vessels to determine if there 
was a common issue resulting in the loss of a vessel such as the SCANDIES ROSE. Since 
2000, the Coast Guard has conducted 11 MBIs, the highest-level formal Coast Guard marine 
accident investigation. Of these 11 MBIs, six of them were devoted to the loss of commercial 
fishing vessels.  

Figure 80 below lists notable fishing vessel casualties. With the exception of the F/V 
ALASKAN RANGER, a larger fish processing vessel which was part of the ACSA program, 
all of the vessels were uninspected commercial fishing vessels. All of the other commercial 
marine vessel types such as small passenger vessels, towing vessels, industrial vessels and 
others of the size and type of the SCANDIES ROSE of the U.S. are subject to some form of 
regulation or governmental oversight including a full marine inspection or examination 
regime.  
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Figure 80 – The image above shows significant marine accidents involving commercial fishing vessels. These accidents were examined by 
the MBI during this investigation. (Source  Coast Guard) 

With the same exception, the ALASKAN RANGER, none of these vessels required plan 
review oversight and there was no requirement for the design and construction for any of the 
vessels. As the vessels aged over time, there was no prescribed inspection regime that would 
determine if there were issues with the material condition or the proper operation of critical 
equipment such as engines, hatches and openings, steering systems, bilge pump systems, 
wiring and electrical components. 

Lack of oversight extended to the vessel personnel operating the vessel in terms of a verified 
competency to navigate the vessel on the congested waterways of the U.S., the medical 
fitness for personnel and in the case of the vast majority of vessel personnel, if those 
personnel were free from impairment from fatigue or from alcohol, drugs, or over-the-
counter medications.  

To that end, the only regulatory oversight these vessels receive is limited to an examination 
of the vessel’s lifesaving and safety equipment and the requirement for drills and training 
prior to getting underway for the fishing voyage. In these cases, a Coast Guard or third party 
examiner would conduct a Dockside Safety Exam to determine if the vessel’s lifesaving and 
safety equipment complied with existing regulations. 

In the case of some of these accidents, it is difficult to rule out a series of potential 
contributing factors that may have contributed to the sinking and loss of life. In the case of 
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the SCANDIES ROSE, the “doubler” repairs in earlier 2019 to the after starboard overboard 
chute cannot be ruled out as a potential point of hull failure. Certain areas of the hull could 
not be visualized during the underwater ROV evolutions due to the vessel lying on the 
bottom on its starboard side. Due to the size, type and class of the SCANDIES ROSE, there 
was no requirement for the SCANDIES ROSE owners to report the hull wastage issues with 
the starboard overboard chutes to the Coast Guard or to a Third Party. Neither was there a 
requirement for certified welding techniques and non-destructive testing after the repairs 
were made to ensure the sufficiency of the quality of those repairs which were made to the 
hull in or near the vessel’s waterline. The same can be said for all of the commercial fishing 
vessels listed in the table of major marine accidents. 

Compared to other commercially operated vessels, the limited regulations, licensing, and 
oversight of the commercial fishing industry results in latent unsafe conditions resulting in 
risks to the crews of these fishing vessels which is especially magnified for vessels operating 
in the harshest of marine environments. This risk extends to the Coast Guard and other 
agency partners who then have to search for, tow, rescue, and respond to fishing vessel 
accidents.  

During the hearing, the representative for the Coast Guard’s Office of Commercial Vessel 
Compliance (CG-CVC-3) was asked why the Coast Guard does not inspect commercial 
fishing vessels. That representative stated that 

We act solely on our statutory authority, and that does not permit us to raise the level of 
inspections to that of other industry vessels. So I think my answer to that is we just have 
to interpret the statutory authorities that are given us to enforce. And that influences, you 
know, the requirements and applicabilities that we impose during our dockside exams.186 

However, the same representative gave testimony about regulatory progress the Coast Guard 
has made considering the Coast Guard Authorization Acts enacted over the ensuing years, in 
other words, a statutory requirement that called for regulated change for commercial fishing 
operations. The Coast Guard has had the Authorization Acts as a catalyst to create 
regulations but did not manage to enact regulatory requirements for a variety of reasons, 
including the push to deregulate in the years 2016 through 2020. During the MBI Hearing, 
the head of CG-CVC-3 was asked 

Q. …it’s been over ten years and there’s been at least four to five individual Coast Guard
Authorization Act statutes related to commercial fishing vessels. How many regulations
have actually been developed and promulgated for commercial fishing vessels in that
time?
A. I will say, regulations as -- just to clarify, sir, regulations as reflected in 46 C.F.R.?
Q. That's correct.
A. And I would say in the past ten years, zero. And yeah, zero.187

CG-CVC-3 has been engaged in some regulatory projects in the last decade. Completed 

186 Mr.  MBI Hearing transcript, Pg. 1244 
187 Mr.  MBI Hearing Transcript, Pg. 1231 
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rulemaking projects included Citizenship Waivers (Final Rule issued February 2014), 
Processors carrying and dispensing petroleum (Final Rule issued March 2016), and 
Requirements for vessels with registry endorsements (Final Rule issued September 2016). 
During the MBI Hearing, CG-CVC-3 was asked about a guiding framework to implement 
change for commercial fishing operations, a strategic plan. While CG-CVC-3 has a strategic 
plan, it did not include a provision to shift CFVs similar to the SCANDIES ROSE to an 
inspection regime similar to other commercial vessels. 

Q. Does that plan include anything related to developing an inspection plan or campaign
for these under 200-ton commercial fishing vessels that doesn't cover what's already in
existence? For example, the material integrity of the hull. We've heard the
Scandies Rose had some issues with the forward starboard chute that was cropped out
due to porous welds. That type of inspection campaign, are there any plans for that?
A. We did not, we did not have a line item to move uninspected fishing industry vessels to
inspected fishing industry vessels. And going back to my previous comment, I think when
we, when we review our statutory requirement guidelines, our current policies, our
NAVICs, and trends, our live report of investigation results collectively, and we see
patterns and indicators that may point us to consider going down certain roads of tighter
regulation or just improving certain regulation that -- then we pursue those initiatives.
But to have a blanket line item to transition from uninspected to inspected, no, we
currently do not have that.188

It appears that there is no deliberate push to mandate Coast Guard commercial fishing vessel 
inspections or even an industry voluntary fishing vessel inspection and maintenance regime 
that would enhance the safety of fishing operations. Thus, the fishing fleet will continue to 
age and face the risks associated with hull integrity and stability issues. At the same time, 
fishermen will still take to sea and attempt to manage the known and unknown risks 
associated with these older commercial fishing vessels which operate with latent unsafe 
conditions such as stability, hull integrity, steering and propulsion compromises that may 
result in tragedy. 

5.3.10. United States Regulations for Commercial Fishing Vessel Stability 

As the regulations are currently written, a commercial fishing vessel would be required to 
have its stability evaluated when the vessel is greater than 79 feet and the vessel is 
constructed after September 15, 1991, or when the vessel has been substantially altered after 
this date. The SCANDIES ROSE was greater than 79 feet but was constructed before 
September 15, 1991. Modifications were made to the vessel’s superstructure after it 
experienced a fire in 1988 which may have resulted in substantial alternations to the vessel, 
though evidence indicates this work was completed before September 15, 1991. 

There were additional modifications made to the forward part of the vessel around 1994/1995 
with the addition of raising the focsle deck and the addition of a breakwater on the focsle 
deck. The regulations state that it is the owner’s responsibility to ensure they select a 
qualified individual to conduct a stability test and that the owner needs to maintain the results 

188 Mr.  MBI Hearing Transcript, Pg. 1246 
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of that test. Per 46 CFR 28.510, a qualified individual would be “an individual […] with 
formal training in and experience in matters dealing with naval architecture calculations.” In 
this case, Captain  testified that the Naval Architect hired to conduct the 2019 
stability tests for the SCANDIES ROSE was a licensed Professional Engineer so he thought 
that he was certified and competent to conduct the required stability test and then to create 
the stability instruction for the vessel. 

In general, after completing stability testing, a naval architect would provide a vessel with 
stability instructions, which typically are comprehensive documents provided to the owner 
with the results of the stability assessment and calculations which comprises important 
stability information for the vessel operator. This booklet fulfills the requirement for stability 
instructions. Per stability regulations, 46 CFR 28.530(d) and (e), these instructions should 
include up to 17 functional parts, such as:  

Simple loading instructions
Simple loading diagram with instructions
Stability book with sample calculations
General description of the vessel, including lightweight data
Instructions on the use of the information
General arrangement plans showing watertight compartments, closures, vents,
downflooding angles, and allowable weights
Loading restrictions, such as diagrams, tables, descriptions or maximum KG189 curves
Sample loading conditions
General precautions for preventing unintentional flooding
Capacity plan or tank sounding tables showing tank and hold capacities, centers of
gravity, and free surface effects
A rapid and simple means for evaluating any specific loading conditions
The amount and location of fixed ballast
Any other necessary guidance for maintaining adequate stability under normal and
emergency conditions

The above list is not exhaustive. There is a key statement in this regulation – the stability 
information content noted above “should” be provided to the owner and operator yet all of 
these items on the above list are not explicitly required. A vessel owner has the discretion to 
ask for the specific items he or she feels are important. This is significant because an owner 
is not generally the qualified individual who has a skillset in naval architecture or has some 
equivalent level of training and experience in stability.  

In addition, 46 CFR 28.530(d) states 

Units of measure, language, and rigor of calculations in the stability instructions must be 
consistent with the ability of the master or the individual in charge of the vessel. 

This is important considering the Captain of the SCANDIES ROSE did not have stability 

189 KG is the distance from the center of gravity (G) to the keel (K). 
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training and the stability instructions would have had to be carefully written so that a captain 
operating the SCANDIES ROSE could understand the intricacies of loading the vessel for 
the voyages into regions where the dangers of vessel icing were common.  

The regulations address commercial fishing vessel requirements for stability evaluations. 
According to 46 CFR 28.535, the SCANDIES ROSE should have had its stability evaluated 
by inclining experiment. The regulations have a provision that allowed for the 2019 stability 
test to be conducted with a deadweight survey to validate the previously conducted 
lightweight result. When the inclining experiment is done, the regulations state that American 
Society for Testing and Material (ASTM) F1321 “may be used as guidance for any inclining 
test.” Again, the language in the regulations does not explicitly state that this standard must 
be used, which means there is no practical enforcement or quality control on naval architects 
performing these tests. 

U.S. regulations address icing standards for commercial fishing vessels in 46 CFR 28.550. In 
general, they provide that the vessel’s loading conditions must be evaluated for specified ice 
loads if the vessel operates in latitudes north of 42o North between November 15 and April 
15. Alaska is above 42o North. The ice load to be applied by the naval architect for stability
evaluation is 1.3 inches of ice on any horizontal projected area and 0.65 inches of ice on any
vertical projected area. There is also a provision that states that the ice load may be
calculated at half of the above mentioned thicknesses for vessels that operate between 42o

North and 66o North. The SCANDIES ROSE stability instructions appeared to apply the full
ice load for a vessel operating above 42o North.

The regulations do not explicitly call out applying ice to any gear or loads that are 
temporarily placed on the deck, however, it does have a generic statement that there is a way 
to calculate ice on non-continuous surfaces like rails, spar, and rigging with no sail affixed. 
Crab pots are not specifically mentioned. The crab pots with frames, mesh webbing, buoys 
and lines stowed inside of pots are stacked on deck when the vessel is transiting in various 
configurations, horizontally or vertically depending on the stowage plan the captain decides 
on. The Marine Board investigated the Coast Guard’s previous research regarding icing on 
commercial fishing vessels. The Marine Board is unaware of any scientific research which 
had been conducted by the Coast Guard to better understand how ice forms in and on stacked 
crab pots on commercial fishing vessels. Specifically, the amount of weight that ice adds to a 
crab pot or stack of crab pots and how ice forms on a stack of pots has not been researched 
by the Coast Guard. More importantly, the regulatory standards for icing on crabbing vessels 
operating at a latitude of 56o North, similar to where the SCANDIES ROSE was operating, 
do not adequately address the safety of vessels carrying pots on deck in areas subject to 
freezing spray. 

5.3.11. IMO Regulations for Commercial Fishing Vessel Stability 

The Torremolinos International Convention for the Safety of Fishing Vessels (1977) was 
discussed at some length throughout the investigation. This convention, referred to as the 
“Torremolinos Treaty,” provides general guidelines for the safe design and operation of 
fishing vessels around the world. This convention was the first to articulate some requirement 
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for calculating icing conditions for fishing vessels operating in far northern or southern 
latitudes. The United States is not signatory to this convention. As of 2019, 11 countries had 
ratified this document and 37 other countries had signaled their intent to ratify the most up to 
date version of the convention.  

The icing condition language in this convention are similar to the regulations contained in 46 
CFR Part 28.550, but there are two differences. First, the convention uses7.5 kg 
(approximately 16.35 pounds) per square meter on vertical projected areas while the U.S. 
regulation requires a more stringent 15 kg (approximately 33.06 pounds) per square meter. 
The second noted difference is that the U.S. regulation has a provision allowing for vessels to 
calculate ice at half the rate if they solely operate in the lower latitudes of icing, from 42o

North to 66o-30’ North. There is no intermediate range of latitude recognized in the 
convention.  

5.3.12. Canadian Regulations on Commercial Fishing Vessel Stability 

As part of the analysis, the investigation explored a comparable nation’s fishing regulatory 
standards. In this effort, Transport Canada190 was chosen since they have commercial fishing 
vessels operating in similar harsh marine environments to the SCANDIES ROSE. Transport 
Canada regulations are much more prescriptive regarding the stability requirements. 
Transport Canada Marine Safety and Security requires all large fishing vessels built after 
March 1967 to have a full stability assessments conducted. Vessels that are older than the 
March 1967 enter in force date, but which have been modified after that date, are also 
required to have a Trim and Stability book aboard.191 These requirements apply to fishing 
vessels greater than 24.4 meters (approximately 80 ft) in length or 150 GTs. This means that 
the SCANDIES ROSE, if it was a Canadian fishing vessel, would have had to meet these 
stability requirements. A Canadian vessel to which these regulations apply must undergo an 
inclining experiment, similar to that required under U.S. regulation, and the results of that 
must be used to determine the stability characteristics of the vessel for several, specified 
conditions including: 

• lightship;
• port departure;
• arrival at fishing grounds;
• half load;
• full load;
• worst operating condition affecting stability;
• worst operating with accumulated ice on topsides and rigging; and
• port after discharge of cargo with 10 percent of fuel, fresh water and stores remaining
and accumulated ice on topsides and rigging.

190 Transport Canada is the department within the Government of Canada responsible for developing regulations, 
policies and services of road, rail, marine and air transportation in Canada. 
191 Transport Canada Regulations: https://laws-lois.justice.gc.ca/eng/regulations/C.R.C.,_c._1435/
page-2.html#h-516245 

https://laws-lois.justice.gc.ca/eng/regulations/C.R.C.,_c._1435/page-2.html#h-516245


140  

These specified conditions are then required to be included in the stability instruction 
provided to the operator or owner. The regulations set themselves further apart from the U.S. 
regulations by stating that these conditions must also account for all the different species they 
intend to fish for. The vessel owner or operator would be required to provide information to 
the naval architect to include the seasons of the year for the associated fishery, associated 
gear for fishery including pots and tackle, and other unique fish storage specifications that 
may impact the vessel’s loading conditions. 

U.S. regulations are more generalized with respect to the requirements for the stability 
instruction and uses broader language providing greater latitude for the naval architect 
providing the stability instruction. For example, the U.S. regulations require that the stability 
instruction provide the operator with “sample loading conditions” (46 CFR 28.530(e)(5)). 
This latitude disregards the intended audience of commercial fishing vessel operators who 
lack stability training. The Canadian requirements also have the advantage of promoting 
better standards for the development of the course content for future stability courses. When 
every mariner is given the same sets of fundamental conditions in their stability instructions, 
it facilitates stability course instructors’ ability to provide better, focused curriculum for 
fishermen to follow. 

5.4. SCANDIES ROSE Stability 

5.4.1. Background of SCANDIES ROSE Naval Architect/P.E.  

The stability evaluation of the SCANDIES ROSE was conducted by Mr.  a naval 
architect and professional engineer. Mr.  is licensed by the State of Washington Board 
for Professional Engineers and his license is currently valid. He testified that he had been 
performing work on vessels for over 30 years as a naval architect. He maintained the 
SCANDIES ROSE vessel design and stability files since roughly the 1980s and was able to 
provide the Marine Board some documentation for stability related work on the vessel with 
his associated notes.  

As part of this investigation, Mr.  was questioned on the quality of his work related to 
a different vessel several years ago. The owner of the fishing vessel eventually sought a 
different naval architecture firm to get the MSC’s approval and clearance from the Officer in 
Charge, Marine Inspection (OCMI) to operate. This vessel, which received Mr. 
Professional Engineer’s stamp, required over two years of work to bring the vessel into 
compliance with accepted industry standards. The use of a Professional Engineer’s stamp is a 
form of certification stating that he or she had delivered a quality product that met all 
applicable industry and regulatory requirements. In this case, the other engineering firm 
reported Mr.  to the Washington Board of Professional Engineers based on questions 
on the quality of work he produced. The Washington Board of Professional Engineers 
opened an investigation into the work of Mr.  on the F/V SEA VENTURE; however, 
the final decision report cited ambiguity in the regulatory framework which meant they could 
not hold Mr.  accountable for errors in the quality of his work. The Board of 
Professional Engineers determined that there were no clear or substantial grounds to justify 
any action against Mr.  license. 

In the spring of 2019, Mr.  was contracted by Scandies Rose Fishing Company LLC to 
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update the stability instructions required by 46 CFR 28.530 for the SCANDIES ROSE. After 
conducting an inclining experiment and limited stability evaluation of the vessel, the Naval 
Architect produced and delivered new stability instructions to satisfy this requirement. As 
stated in 46 CFR 28.530(d), the stability instructions may include simple loading 
instructions, a simple loading diagram with instructions, and/or a stability booklet with 
sample calculations. Regardless of format, the stability instructions should provide straight 
forward, but ample guidance to the master on how to load the vessel.  

The SCANDIES ROSE stability instructions, referred to as a “Stability Booklet” by Mr. 
 included “Instructions to the Master,” tank characteristics, and several pages from a 

textbook which contained basic explanations of stability terms and practices. While the 
Stability Booklet also contained results of stability computer modeling for 11 different 
loading conditions, it did not include instructions on the use of this information, nor did it 
include a rapid and simple means for evaluating loading conditions beyond the sample 
conditions provided.  

5.4.2. SCANDIES ROSE 2019 Stability Test 

Based on witness testimonies, recent events such as the sinking of the DESTINATION 
provided the SCANDIES ROSE management enough concern or motivation to contract a 
professional engineer to verify the vessel’s stability in 2019. In seeking a competent person 
to conduct this stability update, they contacted the person who had prepared the last stability 
instructions, Mr.  The previous stability instructions were prepared for the previous 
owner of the SCANDIES ROSE, and according to interviews with Captain 
SCANDIES ROSE management had not worked with Mr.  in the past in performing 
work on the SCANDIES ROSE. The management opted to contract Mr.  because he 
had previous experience with the SCANDIES ROSE and already had the ship’s files and, 
theoretically, familiarity with the vessel. 

Testimony provided by Captain  and Mr.  gave perspective on the stability test 
conducted for the SCANDIES ROSE in 2019. The vessel was subjected to an updated 
inclining experiment to validate any changes to the vessel over the years. When Captain 

 was asked about his interactions with Mr.  he confirmed that Mr. 
never conducted a walkthrough of the vessel to account for changes in the vessel since its 
1988 stability test. Overall, testimony suggested that there may have been minimal 
conversation about the vessel in general and no detailed report that accounted for changes in 
weight or equipment for the SCANDIES ROSE was generated. Mr.  did not request 
any documentation for additions or changes to the vessel. Despite not taking changes to the 
vessel into consideration and limited interactions between the owner and the Naval Architect, 
the inclining experiment was completed. The primary operator of the SCANDIES ROSE, 
Captain  was the person most familiar with the unique characteristics of the vessel in 
terms of weight distribution but was not consulted for input into the stability assessment. In 
contrast, when Captain  had another engineering firm conduct an inclining test for the 
AMATULI the following year, he had a much more robust conversation about the changes to 
that vessel. 
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It is not unexpected to see incremental increases in vessel weight over the lifetime of its 
service. This is important because weight creep, when unaccounted for, could have 
detrimental impacts to the accuracy of the stability test’s results. When he conducted the 
inclining experiment, Mr.  notes indicated five points on both the port and starboard 
sides of the hull along the hull where he would measure freeboard on both sides of the vessel 
before and after the inclining experiment. The notes and associated files only indicated that 
he completed a portion of all 10 draft readings. After the inclining, the Naval Architect 
departed the vessel, completed the calculations, and sent the owner a copy of the new 
stability instructions. Notably, the inclining experiment was conducted in April of 2019, 
before the principal maintenance period was completed in May of 2019 and any changes to 
the vessel during this maintenance period, such as changes to the crane setups, replacement 
of line cutting struts, application of 65 gallons of epoxy,192 and any of the associated weight 
additions or reductions were unaccounted for. 

During the hearing, Mr.  testified that there were some differences between his 
calculations and the MSC report that were most likely due to his not calculating for 
downflooding. He admitted that, while onboard the vessel, he had never visually inspected 
for the actual location of the engine room vents located on the second level behind the bridge 
stairwell, which would represent downflooding points. Instead, he based his assumptions of 
the condition of the vessel on his prior experience with this vessel, its sister vessel, and 
interactions with the owner and operator. With the significant changes noted to the vessel, 
including the modifications to the superstructure as noted in the vessel history included in the 
Condition and Valuation Survey, it would have been very important to verify the 
downflooding angle to set limits for the computer software stability models of the vessel. 

As noted in section 5.3.10 of this report, the U.S. regulations for fishing vessels do not 
prescribe any requirements for how a stability test or inclining test needs to be conducted. 
However, the ASTM F1321-92 standard is an accepted industry practice for inclining tests. 
The scope of this standard addresses the phases of the test which includes the initial walk 
through and survey, the freeboard and draft readings, and conducting the inclining 
experiment. The walk through and survey part of the inclining experiment involves the naval 
architect taking a comprehensive inventory of the condition of the vessel. They should ensure 
that the tanks are either pressed full with liquid or completely empty with limited exceptions. 
The naval engineer should take note and consideration of the depth of the water, overall 
weather, wind, current, sea state, the location of the vessel, nearby traffic, and other 
contributors. During the walk through, the naval architect should ensure the crane is in place 
or will be appropriate for the experiment and ensure that movable items are secured and will 
not shift on board. Before and after the shifting of the sample weight, the freeboard or draft 
readings should be done at 10 different locations, five on each side, which are uniformly 
distributed about the side of the vessel. The experiment should have already identified the 
sample weight, where it will be placed, and to where it will be shifted during the experiment. 
The person conducting the experiment would shift the weight up to seven times and observe 
pendulum changes that indicate movement of the vessel and exactly how the weights shifted. 
During this last phase, the naval architect should record the weights of persons conducting 
the test and where they were during each test. The results of conducting the experiment 

192 CG Exhibit 111, Pg. 1 and 2 
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properly should give the naval architect consistent results to successfully evaluate the 
vessel’s static stability in order to create comprehensive stability instructions. 

The MSC Technical Report analyzed all of the supporting documentation for both inclining 
experiments done in 1988 and 2019, respectively. Mr.  and Mr. R. Merrill conducted 
the 1988 inclining experiment and Mr.  alone, conducted the 2019 inclining 
experiment. The MSC Technical Report noted deviations from ASTM applicable standards 
for conducting inclining experiments. Between the two inclining experiments, there were 
common deviations such as precision error, not taking enough freeboard readings, not 
recording all draft marks, and not including coaming heights or deck thickness into account 
for freeboard measurements. The MSC Technical Report noted that additionally in 2019, “no 
report, data sheets, or calculations are provided.”193 The conclusion in the MSC Technical 
Report is that both stability tests “fail to conform to the ASTM F1321-92 standard [for 
inclining experiments] and fail to provide a basis for the resulting lightweights and centers of 
gravity used in subsequent stability analysis”194 of the Naval Architect. 

5.4.3. Marine Safety Center’s Analysis of the SCANDIES ROSE Stability 

The Coast Guard’s MSC is staffed with various types of engineers, including naval architects 
who are specially trained in performing stability assessments of vessels. On or about June 
2013, the MSC published “Guidelines for Commercial Fishing Vessel Stability,” to provide 
guidance on the review of commercial fishing vessel stability. The guidelines were directed 
at the commercial fishing vessel industry and were designed to help owners and naval 
architects understand the applicability of the regulations and highlight stability topics specific 
to fishing vessels. This document is unique in the sense that other guidelines provided by the 
MSC are directives to vessel designers and owners who require MSC approval for vessel 
construction or modifications. Commercial fishing vessels are generally not required to 
submit plans for review to the MSC. However, upon request from the OCMI, the MSC will 
review stability instructions from vessels that have been involved in a marine casualty, or 
upon request by the local OCMI when the attending marine inspector questions the 
seaworthiness of the vessel using their experience, training, and best judgment. This has been 
exercised several times following significant modifications to fishing vessels. The resultant 
MSC review of a fishing vessel’s stability is returned to the OCMI in order to better inform 
them in their evaluation of the subject vessel. 

Following the sinking of the SCANDIES ROSE, MSC staff, using information provided 
from the Naval Architect who completed the stability assessment of the vessel in 2019 and 
1988 and information gathered by the Marine Board, completed a stability analysis of the 
SCANDIES ROSE, dated February 8, 2021. The MSC Stability Report included three 
appendices with loading conditions and also included and addendum on Asymmetrical Icing 
SCANDIES ROSE dated February 22, 2021. 

HYPERLINK: Enclosure (2) contains hyperlink (7) which is a combined package 
consisting of the MSC’s Stability Report for the SCANDIES ROSE, including three 

193 CG Exhibit 59, Pg. 48 
194 CG Exhibit 59, Pg. 33 
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appendices, and the MSC’s addendum to the original report addressing asymmetrical 
icing. 

The completed MSC report compared their results to that of the vessel’s stability instructions 
completed in 2019. The report concluded that the 2019 stability assessment did not 
accurately model the vessel’s poop deck and forecastle enclosed volumes and apparently 
neglected downflooding.195 The analysis used the existing computer software model of the 
SCANDIES ROSE, pictures of the vessel, and all of the plans provided by the naval architect 
of the vessel. Upon initial examination, the original computer software data provided by the 
Naval Architect resembled the lines plan provided to the investigators. However, upon 
analyzing the lines plan when overlaid over a properly scaled recent photo of the vessel, the 
MSC was able to identify clear differences that would impact the results of the stability 
analysis. Photos of the SCANDIES ROSE taken in 2019 show that the transom and forward 
extent of the poop deck had less buoyant volume and the forecastle may have increased 
slightly in buoyant volume. The MSC concluded that the computed reserve buoyancy of the 
SCANDIES ROSE was approximately 1.8% less than what was shown in the Naval 
Architect’s computer software model output that was used to render the stability instructions 
from 2019. The reduction of reserve buoyancy and inaccurate modeling of its location could 
potentially impact modeled righting arm curves for each loading condition, having a 
measured reduction in the vessel’s natural ability to right itself from a heeling moment 
caused by wind, waves, or other external factors. This is just one example of the errors in the 
stability characteristics that were included in the Naval Architect’s report. 

Figure 81 – 2019 Profile photograph of SCANDIES ROSE with Lines Plan profile overlaid with watertight envelope highlighted in yellow 
and large profile differences in the poop and forecastle called out. (CG Exhibit 059, Pg. 9)

195 CG Exhibit 59, Pg. 91 
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The MSC analysis found that Mr.  2019 stability assessment did not accurately 
model the bulwarks’ height, and the instructions significantly under-predicted the 
superstructure windage area. The MSC Technical Report evaluated the windage area for the 
hull, superstructure, and the addition of pots. The model did not indicate number of pot tiers, 
but did show an extent, or height of crab pot loading which was shown to be approximately 
in line with the deck of the wheelhouse. The amended windage model contained in the MSC 
Technical Report was 34% greater than that seen in Mr.  provided model. This 
provides a significant impact on the wind heel criteria and would provide an 83% increase in 
the calculated heeling moment compared to the Naval Architect’s provided report. This is 
significant and coupled with the accumulated ice loads would decrease the stability of the 
vessel. 

Figure 82 – Windage area comparisons between Mr.  provided electronic vessel model on the left, and the MSC Technical Report’s 
representative model showing impacts of differences in the model for windage area impacts. (CG Exhibit 059, Pg. 29) 

The MSC report noted “significant differences were observed when comparing […] tank 
capacities,” “mathematical errors,” and “significant errors and omissions in hydrostatic 
modeling” in the 2019 stability assessment.196 The 2019 instructions included 11 sample 
vessel loaded conditions, all of which “failed to meet stability criteria,” for at least one of the 
stability criteria when evaluated by the MSC. Figure 83, below, shows the initial loading 
conditions without regard to icing conditions and which stability criteria failed for each 
loading condition. 

196 CG Exhibit 059, Pg. 91-92 
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Figure 83– 2019 loading condition197 evaluation using MSC’s hydrostatics model and MSC’s calculated light ship weight and centers of 
gravity from 2019 with large crab pots modeled. (CG Exhibit 059, Pg. 84) 

197 Red colors in the boxes indicate that the condition failed regulatory requirements. Yellow indicates a failed 
alternative stability standard. The following alternative standards were considered by MSC: 1) 6" minimum 
freeboard is required in SCANDIES ROSE's stability instructions, but is not a CFR requirement; 2) International 
Load Line Convention is an alternate to Subpart E (according to 46 CFR 28.500, the entire subpart would not apply 
if the vessel had a load line), SCANDIES ROSE was not reviewed to this or issued a Load Line, but sister ship 
PATRICIA LEE was, and; 3) 46 CFR 28.570(c) allows uninspected fishing vessels like SCANDIES ROSE to meet 
the stability requirement for inspected vessels in Subchapter S instead of 46 CFR 28.570(a).  It doesn't appear that 
Mr.  used this alternate standard. 
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MSC’s analysis indicated that the estimated casualty voyage conditions, while nearly 
meeting all of the 2019 stability instructions, failed to meet regulatory stability requirements. 
Ultimately, the report concluded that the “magnitude and asymmetry of the icing during the 
casualty voyage was likely different than the symmetric” icing criteria referenced in the 
regulations, and that “this could have made the stability worse than calculated during the 
casualty voyage.198 The MSC Technical Report specifically determined that the weight of 
icing found in the notes and files from the Naval Architect was 24% to 27% lower than what 
MSC modeled. This difference in weight is compounded if the SCANDIES ROSE had 
placed five tiers of crab pots on deck “because this ice weight is located at a high vertical 
center of gravity, it has a significant impact on SCANDIES ROSE’s stability.”199 The Marine 
Board determined that the overall cumulative effects of errors in modeling the buoyant 
volume, windage area, pot distribution, and application of regulatory icing requirements put 
SCANDIES ROSE in a loading condition that could not produce the required restoring 
moment required to right the vessel. As a result, SCANDIES ROSE was in a potentially 
unsafe condition with respect to vessel stability at the time of departure and for the duration 
of the voyage. Compounding this scenario were the effects of off-center ice accumulation 
and icing weight that increased during the voyage and that exceeded regulatory assumptions. 

The MSC report referred to the “Vents Fills and Sounding Tubes” drawing of the 
SCANDIES ROSE and compared these drawings to pictures of the SCANDIES ROSE to 
determine the potential downflooding points. These are important to evaluate to determine 
the critical thresholds of heel, or list, where progressive flooding would significantly 
deteriorate the stability of the vessel. The MSC analysis determined that the lowest 
downflooding point was at the engine room vents located behind the ladderwell leading to 
the pilothouse on either side of the vessel. During testimony, the representative for the MSC 
stated that these engine room vent trunks were downflooding points. If this is the case, 
downflooding into the vessel could initiate through one of the port or starboard vent trunks at 
“heeling angles as low as 30 degrees.”200 Mr.  testified that the downflooding point 
was the main engine vent stack and the vessel would not experience downflooding until a 
really high heeling angle. Mr.  file of notes on the vessel states heeling angle would 
have to be almost 90 degrees to allow water into the vessel. Specifically, he stated the 
following about the downflooding point 

I asked the owner about the air intake for the engine room. That's normally where the 
downflooding point would be. He told me that it was up high, right behind the steps from 
the pilot house. I think it's in the side of the stack. It's real high, and maybe 2 or 3 feet off 
the fender line, so I didn't feel like it would be a factor and I didn't put it into the 
computer model.201 

The Naval Architect further admitted that he did not personally verify these intakes or check 
to see if there were additional possible downflooding points. As a result of his assumption on 
the location of the downflooding points, he did not include them in his stability calculations 

198 CG Exhibit 059, Pg. 92-93 
199 CG Exhibit 059, Pg. 25 
200 Mr.  MBI Hearing Transcript, Pg. 637 
201 Mr.  MBI Hearing Transcript, Pg. 1861 
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the upper tier of pots should not obscure wheelhouse visibility and very generic advice on 
maintaining the stability which lacks specific, usable information. 

With regards to crab pots, the master was informed that the SCANDIES ROSE could carry as 
many as 208 crab pots with an average weight of 835 pounds each. This number is only 
reduced to 168 pots if all three holds are flooded. At the time of the accident voyage, the 
vessel was carrying approximately 195 pots, so strictly based on the provided 2019 
Instructions to the Master, the SCANDIES ROSE would have seemingly been safe for icing 
conditions up to the limits provided in the regulations previously mentioned. However, the 
Naval Architect’s icing weight assumptions were inaccurate, as indicated in the MSC 
analysis. This results in uncertainty regarding the accuracy of safe pot loading totals noted in 
the Instructions to the Master.  

At the time of the SCANDIES ROSE’s last Safety Compliance Check in October 2019, the 
vessel was loaded with 185 pots. A sampling of the 7 ft x 8 ft x 34 in crab pots were weighed 
and were found to weigh 863, 799, and 800 pounds, respectively. This averaged out to 820.6 
pounds per pot so by that measure, an operator of the SCANDIES ROSE would feel 
confident that they were acting in compliance with the Instructions to the Master document. 
However, the MSC found through spatial analysis of the deck area that the number of pots 
approved in the Instructions to the Master would not fit in four tiers of pots. In order to 
achieve this number of pots, they would have to add a fifth tier. The Instructions to the 
Master do not specifically limit the Master to four tiers and only states that the first tier of 
pots may be stacked on edge. However, closer analysis of the loading diagrams provided in 
the rest of the stability instructions only indicate four tiers and none of the tiers would go 
above the bottom of the wheelhouse windows. Placing a fifth tier of pots would obscure 
bridge visibility and add significant weight above the center of gravity for the vessel, 
negatively impacting the stability of the vessel. 

5.4.5. Examples of Stability Instructions for Other Alaskan Crab Vessels  

As part of the analysis, the Marine Board compared stability instructions products from 
different naval architect sources. After a formal request from the Marine Board, Hockema 
Whalen Myers Associates, Inc. provided the stability booklets/instructions for two different 
vessels, one produced prior to the sinking of the DESTINATION and one produced after the 
DESTINATION casualty.203 For the scope of this analysis, the Marine Board focused on the 
F/V BOUNTIFUL’s stability booklet and instructions which were generated in August 2019 
before the SCANDIES ROSE’s final voyage. The BOUNTIFUL shares some similarities to 
the SCANDIES ROSE in that it has an aft wheelhouse, was built in the 1970s, targets some 
of the same species, and operates in similar environments in Alaska. The BOUNTIFUL is 
approximately 36 ft longer than the SCANDIES ROSE, so the actual technical analysis 
conducted by the Hockema Whalen Myers Associates, Inc. is not addressed in this analysis 
as it would be inappropriate to compare the stability details for each set of stability 
instructions. However, the general content, format, and the instructions to the master will be 
addressed in this analysis.  

203 As a matter of record, these documents were combined and assigned as CG Exhibit 134.  
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While reviewing some of the differences between the SCANDIES ROSE and BOUNTIFUL 
stability instructions, it is important to understand the regulations for these documents. The 
regulations provided in 46 CFR 28.530(d) lists 13 items which may be found in the stability 
instructions. The regulation does not require any specific item below to be included and, in 
effect, leaves it to the judgment of the naval architect or owner requesting stability 
documentation. The list of items which may be included in the stability instructions, per 46 
CFR 28.530(d), are as follows: 

(1) A general description of the vessel, including lightweight data;
(2) Instructions on the use of the information;
(3) General arrangement plans showing watertight compartments, closures, vents,
downflooding angles, and allowable weights; 
(4) Loading restrictions, such as diagrams, tables, descriptions or maximum KG curves;
(5) Sample loading conditions;
(6) General precautions for preventing unintentional flooding;
(7) Capacity plan or tank sounding tables showing tank and hold capacities, centers of
gravity, and free surface effects; 
(8) A rapid and simple means for evaluating any specific loading condition;
(9) The amount and location of fixed ballast;
(10) Any other necessary guidance for maintaining adequate stability under normal and
emergency conditions; 
(11) A general description of the stability criteria that are used in developing the
instructions; 
(12) Guidance on the use of roll limitation devices such as stabilizers; and
(13) Any other information the owner feels is important to the stability and operation of
the vessel. 

The stability instructions provided for the BOUNTIFUL gave the captain clear guidance that 
was easy to read in just a couple of pages. At the end of that section, the company that 
produced the instructions had a signature line as indicated in the figure below.  

Figure 86 – An excerpt from the instructions to the master of a Hockema Whalen Myers Associates, Inc. stability instructions requiring the 
recipient/vessel master to sign the document indicating he/she has read and understands the document. (Source  CG Exhibit 134) 

This signature line requires the master and the initial recipient of the stability instructions to 
attest that they have read and understand the instructions. It further warns them that “changes 
[to the vessel] must be reviewed by a qualified Naval Architect.” This simple block puts the 
onus on the operator to understand the contents of the stability instructions and offers to 
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Figure 91 – An excerpt from the stability instruction for the BOUNTIFUL showing the visual reference to the instruction for using the 
loading tables. The mark ups in red are part of the BOUNTIFUL stability instructions on how to perform calculations. (Source  Exhibit CG 
134, Pg. 20) 

Overall, the BOUNTIFUL stability booklet and instructions included all of the listed items in 
46 CFR 28.530 with exception of instructions on the use of roll limiting devices such as 
stabilizers, likely because the BOUNTIFUL was not outfitted with them. The stability 
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instructions for the SCANDIES ROSE as shown in finding of fact 4.2.165 of this report, in 
stark contrast, lack six of the 13 items listed in 46 CFR 28.530(d), and are scant in three 
others. The stability instructions provided by the Naval Architect were insufficient in the 
details necessary to safeguard the operation of the vessel with particular regard to the dangers 
of icing and the identification of downflooding points. The documents lacked the details and 
accuracy to allow the master of the vessel to make appropriate safety and loading decisions.  

5.5. Effects of Commercial Pressure on Vessel Operation 

5.5.1. Derby vs. Rationalized Fishing 

The commercial fishing industry is impacted by a number of factors including, but not 
limited to, regulations, fishery season lengths, start dates, price for the catch, and overhead 
costs of vessel operations. These commercial pressures all had some effect on the 
SCANDIES ROSE, competing against the safety needs of the operation. 

NOAA defines “derby” fishing/race to fish as “fishing conditions characterized by short 
seasons and severe competition for fish, often resulting in low profits and harvests that 
exceed sustainable levels.”207 Pacific cod is a fishery that is currently managed as a derby 
style fishery. Rationalization, on the other hand, is a term that generally describes a 
management plan that results in an allocation of labor and capital between fishing and other 
industries that maximizes the net value of production by setting quotas.208 Crab 
rationalization set quotas for species like opilio crab and significantly reduces the 
commercial pressure in fishing operations. 

During the MBI Hearing, an ADF&G representative provided testimony regarding the 
potential impact of commercial pressure on the safety of fishing operations regarding a 
fishery that went from derby to rationalized management 

… when the shift in 2005 occurred from more of a limited access or derby-style fishery to 
rationalized fishery occurred…the number of boats participating in a fishery, 
substantially decreased. We went from an average of sometimes 250 to 300 boats, to 
what is now closer to 65 vessels that actively participate in the fishery. 
Q. So is one of the byproducts, the intended byproducts, of this shift to the quota system
the improvement of the safety of operations?
A. I think that was one of the primary drivers of shifting away from a derby-style fishery
towards rationalization…one of the downsides of derby-style fisheries are vessels are
functionally competing against each other. And so there's a tendency to push harder if
the weather was poor, or conditions were such that was not conducive to being on the
fishing grounds. But for fear of losing out on opportunity and catch, boats would
oftentimes push to get there. So one of the primary motivators were to provide some
stability for the fishery, flexibility for the fishers to be able to harvest their portion of the
quota at a time that makes the best sense for them, and ultimately to improve safety
within the fishery, among other things.209

207 https://www.fisheries.noaa.gov/national/sustainable-fisheries/glossary-catch-shares 
208 . Development of rationalization programs in the North Pacific groundfish and crab fisheries. (2003) 
209 Mr. , MBI Hearing Transcript, Pg. 966 
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The open season to fish Pacific cod has been shrinking over the years which has, in turn, 
created more pressure for any fishing vessels who have wanted to participate in that fishery. 
In testimony, the NOAA fishery witness stated 

… the closure date in 2020 was January 15th. And that was the same in 2019. And that's 
the shortest season that we've seen for the fishery.210 

The SCANDIES ROSE left Kodiak, AK rigged to fish for cod using pots. Pacific cod does 
not historically fetch a lucrative price compared to fisheries like opilio crab, yet there was an 
incentive for the SCANDIES ROSE to get underway despite extreme inclement weather 
conditions. While there were no plans by Governmental agencies to establish a quota system 
for Pacific cod, there was speculation Pacific cod would become rationalized like the BSAI 
crab fisheries. Based on that speculation, the owners and operator of the SCANDIES ROSE 
planned to land a catch of cod in the first cod season in 2020, January 1 through January 15, 
and thus, establish a catch history.  

The Marine Board examined how the potential of a future rationalization of the pot cod 
fishery created commercial pressure and may have impacted the decision makers of the 
SCANDIES ROSE. In the MBI Hearing, the majority owner was asked about the upcoming 
plan for the 2020 season 

A.…we primarily focused on opilio, we'd like to get a quick start on opilio and neglected 
cod for several years. 
Q. … could you tell us why you chose to do that for several years and why you -- why the
SCANDIES ROSE was going to shift to cod for that season?
A. Sure, sure, we fish the crab because our main quota share owner, the person that we --
who provided probably 60 percent of our crab, didn't want us fishing cod. He wanted to
get his opilio caught, so we would just -- and we needed that, we needed the crab to fish
much more than we needed the relatively meager paycheck of cod. And the reason why
we shifted this over the past year was because of the threat of rationalization, there's
some -- a portion of the industry wanted to turn the cod fishery, Bering Sea cod fishery,
into a quota, individual quota fishery, and since we didn't have any recent, very recent
deliveries, we just thought it was prudent to go make a trip.211

The SCANDIES ROSE Captain and the management company wanted to land a catch of 
Pacific cod in the beginning of the 2020 season in hopes that the record of landing that catch 
and other past catches of cod might lead to a quota if the Pacific cod fishery became 
rationalized. In establishing the catch history, the owners and operators of the SCANDIES 
ROSE would have improved their chances of guaranteeing quota. A quota in the future 
would translate into a longer season to fish in, thereby reducing commercial pressure in the 
long-term. When asked about the potential shift of the Pacific cod fishery to a rationalized 
program similar to BSAI crab fishing, the NMFS representative testified 

210 Ms.  MBI Hearing Transcript, Pg. 975 
211 Captain  MBI Hearing Transcript, Pg. 29 
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… in order for something to move into a catch-share program, it has to be, you know, 
reviewed and analyzed and approved by the North Pacific Fisheries Management 
Council. And in 2019, or 2018, industry did go to the council, some of them did, and 
asked that the fishery be moved into a quota-share program. The council, at that time, 
chose not to move forward with that action. And so, as of right now, there's no scheduled 
plan by the North Pacific Fisheries Management Council to move forward with a quota-
share program for this fishery.212 

Had the accident not occurred, the SCANDIES ROSE intended to land the single catch of 
Pacific cod, then re-rig the pots to fish for opilio crab—a more profitable fishery.  

The opilio species shifted to a rationalized management system in 2005 as part of the BSAI 
crab fishery. Once that happened, NMFS issued harvesters (vessels and owners) a quota 
share of the ACL, which was based on their catch history and participation in the fishery 
during the previous years. The quota, also known as an individual fishing quota (IFQ), gave 
the harvester a guarantee to a percentage of the catch. Since each vessel now knew 
beforehand how much crab they could catch, this would help eliminate the competition 
between harvesters and mitigate the “race for fish.” In other words, the rationalized system 
allowed the vessels to catch their quota at any point during the season potentially reducing 
the commercial pressure for fishing operations.  

The Coast Guard’s Report of Investigation (ROI) for the DESTINATION sinking contains 
the following language about fishing operations for crab and the importance of the change-
over to rationalization. 

Unlike in the Olympic system where operators would carry as many pots as possible to 
improve the ability to quickly locate and catch crab in the intensely competitive derby 
fishery, the CR system affords operators more time to harvest the catch. From a safety 
perspective, the extended season allows operators to take the time needed to prepare 
their crews and vessels, and to delay departure or shelter in protected areas to avoid 
hazardous weather conditions. It also means vessels need not hold maximum catching 
power and can significantly reduce the number of pots loaded onboard. Apart from 
carrying fewer pots, the number of pot lifts required decreased, allowing for a reduction 
in the fishery pace that affords crews more opportunity for rest and reducing fatigue.213 

There is no single defined method to establish the allocation of quotas when a determination 
is made to shift a fishery from derby style fishing to a rationalized management system. In 
the case of fisheries that have been rationalized, multiple variables were factored into the 
distribution of quota shares. Some factors include past participation in the fishery, catch 
history, and number of landings. The factors considered in rationalization discussions vary 
from fishery to fishery. Catch history was one of the factors that influenced the decision of 

212 Ms.  MBI Hearing Transcript, Pg. 967 
213 Coast Guard’s Report of Investigation into the Sinking of the Fishing Vessel DESTINATION, 
https://media.defense.gov/2019/Mar/03/2002095494/-1/-
1/0/REPORT%20OF%20INVESTIGATION%20FISHING%20VESSEL%20DESTINATION.PDF 
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the SCANDIES ROSE owners and operator when deciding on the fishing plans for the 
accident voyage.  

The plan for the SCANDIES ROSE was to fish in the Bering Sea for the first Pacific cod 
season of 2020 and pass on the second Pacific cod season later in the year. Since the 
Scandies Rose Fishing Company LLC did not have a recent delivery of cod, this first cod 
catch was important to the long-term plans of the SCANDIES ROSE Captain and the 
management company. The Marine Board believes that the last minute crew change which 
contributed to the delayed departure and the demand to get started cod fishing in the 
remainder of the short available window of time in the new year added significant pressure 
and impacted the decision making for the SCANDIES ROSE to get underway for the 
accident voyage despite the forecasted weather.  

5.5.2. Resultant Pressure Due to Delayed Departure from Kodiak 

Based on testimony, the plan was to have the vessel fishing for cod on or about January 1, 
2020 when the season opened in the Bering Sea. The last minute changes in crewing of the 
vessel delayed departure and resulted in the vessel being “late” for arrival to begin cod 
fishing in the Bering Sea. Once crew finally arrived, the vessel again delayed departure for 
approximately six hours to get a fair tide to transit Whale Pass and then out into the Shelikof 
Strait.  

Mr.  testified about the upcoming fishing season and how the weather and urgency to 
produce a catch record played into the Captain’s decision to get underway instead of waiting 
for better weather. 

Q. Okay. And so, speaking of weather, any discussion on weather prior to departure?
A. Oh, yeah. We knew it was going to be bad.
Q. Anyone express any concerns about --
A. We all did. We all did. It was like, you know, it's kind of dumb to go out. This is a
hurricane. But they -- the cod season started. It starts on January 1st, and we had like 3-
or 4-day run. So we were already going to be late, and this might be the last derby year
of the cod fisheries, so -- and they go off catch history so they get more quota. So it was
really crucial to get there and get as much pounds as we could.214

Identifying the final crew to be hired and getting the crew onboard for the voyage would 
delay the departure until the evening of December 30, 2019, and that would put arrival on the 
fishing grounds later than originally planned. As the vessel waited to depart, one of the 
survivors testified about overheard communications in the wheelhouse with the vessel 
management personnel about the delay in departure and the need to get the vessel out to the 
cod fishing locations in the Bering Sea 

Q. Did you ever overhear a conversation while the boat was still in Kodiak between
and any of the  Management about getting out cod fishing?
A. Yeah. He -- I don't know exactly who he was talking to, but a couple different times he
was in the wheelhouse, and I was just -- I think I was filling out my contract, one, and he

214 Mr.  MBI Hearing Transcript, Pg. 1062 
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kept mentioning that he's under a lot of pressure to get out of town. Like, we got to get 
out of town.  wants us out of town, is what he said specifically. 
Q. Well, I'm talking right now about a conversation. Did you overhear a conversation
with someone about getting out of town? And who was this other person?
A. I don't -- I just overheard him say, like saying like, yeah, and we're leaving and, you
know, just that kind of conversation. Again, I don't know if that was 215 or  I
was under the assumption that it was 216

It is the opinion of the Marine Board that the delayed departure caused by last minute 
crewing challenges and the plan to fish for cod created pressures on the Captain to get 
underway for the accident voyage rather than wait out the forecasted weather or seek shelter 
from the hazardous weather along the route.  

5.5.3. Captain’s Financial Investment in the Vessel/Fishing Operations 

In the final days before the departure for sea from Kodiak, the Captain had made an 
arrangement to purchase the minority owner’s share of the SCANDIES ROSE and had sent a 
check to the minority owner to cement the transaction as a down payment. All of the details 
for the final transaction were arranged as the SCANDIES ROSE departed Kodiak. The 
Captain wanted to have a greater say in the decisions relating to the operation and 
management of the vessel. With a greater share in the company, he would have that authority 
to have more influence in decisions affecting fishing and vessel operations.  

Along with the Captain, all of the crew had a direct investment in the outcome of the voyage 
as their income would be derived from a share in the voyage, less the operating expenses for 
the trip such as fuel, provisions, and other expenses. The Captain’s investment in the success 
of the accident voyage was now compounded by his plans and obligations in the purchase 
transaction. 

5.5.4. Balancing Safety and Profit: Decision Not to Create a Deck Alleyway 

Vessel operators have to balance safety and profit when making decisions which affect the 
safety of operations. One example of this is the loading of the SCANDIES ROSE. Loading to 
near maximum pot capacity against the concern for access to various points aboard the vessel 
was a decision the Captain faced. An alleyway allowing access from the superstructure 
forward to the bow of the vessel was not created when loading pots onboard for this voyage. 
In figure 92, below, aboard an unidentified crabbing vessel similar to the SCANDIES ROSE, 
the operator of the vessel created an alleyway to increase his crews’ ability to more safely 
move fore and aft. This has been identified as a fairly common practice in the crabbing fleet 
which would also reduce the pot capacity by the number of pots needed to create the alley or 
alleyways. The alleyways are the width of the height of a pot lying on its side, creating an 
opening about three feet where the crew could walk through the pot stack and move safely 
fore and aft.  

215 Investigator’s note – referring to Ms. 
216 Mr.  MBI Hearing Transcript, Pg. 1141 
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Figure 92 – An alleyway in the lower tier of an unidentified commercial fishing vessel operating in an Alaskan winter. The red arrow points 
to the alleyway. View is looking toward the stern of the vessel. (Source  CG Exhibit 093, with redactions and mark up) 

Without an alleyway on deck, the SCANDIES ROSE crew could not walk forward and aft on 
the main deck but would have to move fore and aft over the top of the exposed pot stack. 
This could only be accomplished safely in more favorable weather and sea conditions and 
was an evolution that was still associated with some level of risk. Even getting forward to use 
the ground tackle or other equipment on the bow would be difficult in an emergency. One of 
the survivors who loaded the pots testified about loading the SCANDIES ROSE and 
differentiated between other boats who had created an alleyway or alleyways 

A. So basically any space on deck was filled, you know, and that’s actually -- to, to go
back to what you asked me about the other aft house boat I worked on, this was different
to me because once you stack this boat out, there's no alleyway. And like, on the Wizard,
for instance, they have a way to actually come in to the gear room into the house. This
boat, once you stacked it out, you had to climb up over the stack to even get back to the
house. There was no, you know, pass through.217

The decision to load the vessel’s crab pots without creating a means for the crew to safely go 
forward was a latent unsafe condition that led to significant consequences which impacted 
subsequent decisions on the accident voyage. The lack of an alleyway left no way for the 
crew to accurately assess the ice that was accumulating or to gain rapid access to the forward 
parts of the vessel to clear the ice from the most heavily iced portions of the vessel and the 
pot stack. As the heavy freezing spray continued to negatively affect the vessel’s stability, 
and believing that he could not send the crew over the top of the pot stack to safely break the 
building ice, the Captain decided to wait until reaching shelter to address the icing.  

217 Mr.  MBI Hearing Transcript, Pg. 539 
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5.5.5. NIOSH Recommendations and Commercial Fishing Operation Safety 

Various entities make recommendations to improve the safety for commercial fishing 
operations such as the one undertaken by the SCANDIES ROSE crew. Despite the soundness 
of these recommendations, they come at a cost in terms of expenses and time. This 
sometimes inhibits owners and operators from putting those recommendations into practice.  

One governmental group, NIOSH, uses the marine accident data provided by the Coast 
Guard and other sources to identify the causes of marine accidents and then analyzes that 
data to make recommendations to the commercial fishing industry. In 2017 they published a 
summary of the CFV accidents that occurred in Alaska. The following recommendations, 
extracted from the NIOSH proposed recommendations in that 2017 accident summary, if put 
into practice, would have in all likelihood increased the chances for the survival of the 
SCANDIES ROSE and its crew. 

Take a marine safety class at least every five years. Safety training for fishermen is 
available, affordable, and saves lives. All fishermen should learn and know how to use 
basic lifesaving equipment like immersion suits, life rafts, EPIRBs, and fire extinguishers 
to improve their chances of survival in an emergency.218 

Based on the records obtained by the investigation, only three of the seven-person crew had 
attended any type of safety training classes over the years preceding the accident. Periodic 
training would have potentially involved refreshing the memories of the crew with critical 
training for vessel emergencies and refreshing their memories on the details of survival 
equipment, such as the contents of the equipment stored in a liferaft and other important 
items.  

None of the crew had attended any stability training. Stability is an essential factor for the 
safety of any vessel operation. The fundamentals of stability, downflooding points, dangers 
of an unidentified list, and icing are even more essential when fishing far from rescue in an 
environment where icing and extremes of weather are routine. The NIOSH recommendations 
continue 

Ensure watertight integrity of the vessel. The hull and through-hull penetrations should 
be regularly inspected and maintained. Doors and hatches should remain closed while 
underway, especially in rough seas. Maintain and test high water alarms before each 
trip.219 

There was testimony by one of the survivors that the after hatch to the starboard pipe alley 
below the main deck was left open when the vessel was underway. Furthermore, the NIOSH 
recommendations state 

218 https://www.cdc.gov/niosh/docs/2017-171/pdf/2017-171.pdf, Pg. 6 
219 https://www.cdc.gov/niosh/docs/2017-171/pdf/2017-171.pdf, Pg. 6 
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Maintain proper watch. Vessel owners and operators should create fatigue management 
policies and use watch alarms to prevent groundings and collisions.220 

The Captain of the SCANDIES ROSE on the accident voyage did not effectively 
communicate standing orders to the vessel crew. This was especially important in the fact 
that two of the crew had never worked with the Captain or on the vessel before. Additionally, 
the survivors talked about the effects of the workload and fatigue associated with the loading. 
One of the survivors was so fatigued that in post-accident analysis his level of fatigue would 
have affected his decision making to the level of his being, or nearly being, legally 
intoxicated.  

NIOSH also addressed stability and made recommendations on this topic, stating 

Adhere to stability instructions (if applicable). A naval architect should be consulted 
periodically to review safe loading limits of the vessel. Vessels should always be loaded 
in compliance with their stability instructions.221 

The owner of the vessel did adhere to this recommendation in getting a new stability 
document and the included instructions to master contained in that 2019 stability instructions. 
However, the instructions prepared by the Naval Architect contained errors and the 
“instructions” were vague. The Naval Architect gave the majority owner, the recipient of the 
2019 stability document, an opportunity to comment on the contents of the document. There 
is no evidence that the owner asked for the instructions to be clarified or more detailed in 
regards to the maximum pots to be carried and the effects of icing that would most likely be 
encountered in the conditions that the SCANDIES ROSE would crab in.  

5.6. Captain as Operator / General Work Experience 

5.6.1. Regulatory Requirements and Experience 

Captains of commercial fishing vessels operating beyond the boundary line of the tonnage of 
the SCANDIES ROSE do not require any form of certification, credential, or other 
qualifications to determine the level of competency to carry out their responsibilities and 
duties, with the possible exception of a Federal Communications Commission (FCC) Radio 
Operator’s License to operate the vessel radios.222  

Captains engage in fishing with these vessels in the harshest of marine environments, 
generally far from any potential rescue forces. These fishing vessels are generally complex 
vessels, in essence, small ships with sophisticated electronics, equipment and other systems. 
Like the captains, there are no requirements for the persons serving as ad hoc engineers.  

220 https://www.cdc.gov/niosh/docs/2017-171/pdf/2017-171.pdf, Pg. 6 
221 https://www.cdc.gov/niosh/docs/2017-171/pdf/2017-171.pdf, Pg. 6 
222 The FCC Radio Operator's Permit is a once in a lifetime card that requires passing a test to obtain this 
permit. This is required if the vessel has a Single Sideband Radio. 
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5.6.1.1. The Captain was a highly experienced Alaskan commercial fisherman and was 
well respected by the fishing community. He had been working as a fisherman for his 
whole career. He had been captain of several other vessels. Testimony from the majority 
owner described him as a “great Captain, and great fisherman.”223  

Several other witnesses talked about Captain  in a similar manner. He was highly 
experienced in working in Alaskan waters with those unique challenges. Testimony 
would indicate that he was intimately familiar with the operation of all of the equipment 
on the vessel. 

5.6.2. Familiarity with the Accident Route 

The SCANDIES ROSE typically operated out of Dutch Harbor, AK up into the Bering Sea. 
During the course of the accident year, the vessel had been from the Bering Sea down to 
Kodiak, down to the Seattle area for maintenance work, back to Dutch Harbor, and then from 
the Bering Sea to Kodiak after the early 2019 crab season. The trip from the Bering Sea to 
Kodiak was made on generally the same track as the accident voyage but in the opposite 
direction. Fishing vessel captains who were interviewed in the MBI Hearing said that Captain 

 was very familiar with the waterway, the Shelikof Strait and to the west. Multiple 
fishing vessel captains testified that freezing spray and strong frigid winds blowing out of the 
bays and from the glaciers to the north in the Aleutian Chain created a situation where a 
vessel could very rapidly begin to gather dangerous icing. 

An examination of the route was carried out with information supplied by other fishing 
vessel captains to determine what would constitute adequate anchorages in the prevailing 
weather the SCANDIES ROSE encountered in the Shelikof Strait and to the west, heading to 
Sutwik Island.224  

For the timeframe of the accident voyage, there was a heavy freezing spray forecast in effect. 
Surviving crewmembers reported light icing and glazing ice on their respective early watches 
on December 31, 2019. On the Captain’s six-hour watch which was believed to be from 8:00 
a.m. until 2:00 p.m. on the accident day, there were good anchorages available offering
protection from the reported northwest wind as indicated in figure 93, below. Despite the
options for refuge early in the day and worsening weather conditions, the vessel maintained
course and speed. The RUFF & REDDY, heading in the same direction as the SCANDIES
ROSE, had sought the shelter of Nakchamik Island less than 30 NM to the west of Sutwik
Island early in the morning on the accident day due the icing they were experiencing.

Based on the Captain’s experience, he should have considered areas along his route to find 
safe shelter from the severe weather that was forecast to include heavy freezing spray. With 
areas of safe refuge previously identified, he could have communicated to the crew different 
waypoints along the route that would be critical for decision making. The Marine Board 
could not uncover any information about a plan, any communication with the crew about 
areas of refuge, or any actions taken to seek shelter until the evening of December 31, 2019, 

223 Mr.  MBI Hearing Transcript, Pg. 767 
224 Exhibit CG 137, Shelter and Anchorage Correspondence Post SCANDIES ROSE Hearing_Redacted 
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on the EPIRB during the Captain’s attempted test of the device. Based on the Captain’s 
training and the training of both of the survivors, the Marine Board makes note that anyone 
with the Drill Instructor training or basic safety training should have been aware the proper 
testing procedure for the EPIRB and known that a successful test would have been 
accompanied by a flash of the LED light.  

Additionally, both of the survivors incorrectly identified the location of the EPIRB in 
testimony and during interviews immediately after the incident. Both men stated that the 
EPIRB was located on the starboard side of the vessel aft of the wheelhouse. Effective pre-
departure training should have imprinted the location of the EPIRB in the memory of the 
crew eliminating this potentially dangerous mistake. Vessel photos and post-accident ROV 
footage show the EPIRB location on the port side of the vessel. During the emergency, both 
survivors exited the port side aft-facing door from the wheelhouse and they were a short 
distance from the EPIRB’s mounting location. If the EPIRB was in the housing unit, it may 
have been possible to reach the EPIRB and release it from its housing. This would enable the 
survivors to keep this vital piece of survival equipment with them as they abandoned ship.  

5.6.4. Confidence in the Vessel 

The SCANDIES ROSE was a large, well maintained Alaskan crabbing vessel. It had 
withstood the rigors of the Alaskan environment since it was built in 1978. Former 
crewmembers portrayed their confidence in the vessel and described the SCANDIES ROSE 
as a “Cadillac,” a “battleship,” and an “incredible platform.”225  

The DESTINATION which was lost in icing conditions in the Bering Sea near St. Paul’s 
Island in February 2017 was 98.6 feet in length and had a forward house with the pots carried 
aft of the superstructure. In contrast, the SCANDIES ROSE, originally built as the 
ENTERPRISE, was 130 ft long aft house vessel with the crab pots on the main deck forward 
of the superstructure.  

When responding to a question about the weather forecast and the crew’s discussion of the 
weather prior to departing, Mr.  referred to the vessel as a “tank” stating  

A. We were all kind of just talking about it. Like, oh, great, it's going to be -- this is going
to be fun, you know, and just like, you know, everybody was kind of apprehensive to go
into it. I mean, but -- and then again, that boat should have been a tank and should have
been able to withstand that weather. I've been in worse weather, and I mean, it was pretty
bad, but it should have been able to make it.226

Mr.  was asked to recount if Captain  had ever made comment on the 
SCANDIES ROSE’s ability to handle severe inclement weather. He recalled that Captain 

 said, “she's a great boat. She's a tank. Go through the weather.”227 

225 Mr. Mr.  testimony, MBI Hearing Transcript, Pg. 702 
226 Mr.  MBI Hearing Transcript, Pg. 1100 
227 Mr.  MBI Hearing Transcript, Pg. 1141 
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The Captain and crew relied on their belief that the SCANDIES ROSE was a capable of 
withstanding the forecasted weather which included heavy freezing spray. The Marine Board 
believes that this confidence in the vessel directly contributed to the Captain maintaining 
course and speed despite worsening conditions and ice accumulation. Additionally, the 
Marine Board does not believe that the Captain or crew were aware of the stability 
vulnerabilities which were later examined and explained in the MSC Stability Analysis.  

5.7. Owner’s Responsibilities 

5.7.1. Repair, Upkeep, and Maintenance of the SCANDIES ROSE 

A number of witnesses attested to the fact that the SCANDIES ROSE was a well-maintained 
vessel and effort was made to regularly haul the vessel and have a condition and valuation 
survey conducted at regular intervals. The evidence bears this out based on the history of 
repairs and maintenance that was included in the survey. The owner stated that a 
maintenance budget was not maintained but that needed repairs were identified and 
addressed when they were called for. 

As the direct representative and an owner, Captain  notified vessel management of 
maintenance items that needed to be addressed as well as any supplies that were needed and 
this information was conveyed by the vessel manager to the majority owner who would 
evaluate and approve repairs. The vessel manager kept track of the work list and then the 
authorized repair list for the shipyards or external vendors.  

An example of this was the repairs to the overboard waste chutes on the starboard side of the 
hull conducted by a welding company in early 2019. Later after heading to sea, the Captain 
notified the shore side managers that the repairs leaked, specifically near the forward 
starboard chute welds. The Captain texted the manager and majority owner photos with 
descriptive labels on the image while the vessel was at sea and in one of the text messages he 
mentions “thru the splash zone that we applied to keep from sinking last winter” and “I 
thought this had been repaired in the shipyard.”228 It is the Marine Board’s opinion based on 
available evidence that the Captain was referring to the April 2019 repair work performed at 
dockside by Aztec Welding in Seattle. The owner then arranged for a Kodiak based welder to 
board the vessel at the dock and repair the leaks identified in the photos of the forward 
overboard waste chute on the starboard side.  

There is no evidence or testimony that, upon notification of weld failures near the forward 
chute, anyone examined the early 2019 repair where the aft waste chute was closed off to the 
deck and the side of the hull with the use of welded doubler plates. This closure of the aft 
overboard chute was carried out by the same welder who did the welding work on the 
forward chute which would later have to be repaired in Kodiak by a certified welder and 
subjected to non-destructive testing. Captain  text messages sent ashore in 
November 2019 focused on the leaks coming from the forward starboard chute. The Kodiak 
welder cropped out the wasted metal along with the suspect porous welds and fabricated a 
new overboard chute, fitted it in place, welded it up and then conducted a non-destructive 

228 Exhibit CG 112, Text Messages from  Showing Void and Chute 
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penetrating dye test to verify the quality of the work. The welding and the follow on non-
destructive testing (NDT) was done by an ABS certified welder.  

Examination of the evidence, condition and valuation survey, vessel history, and invoices for 
recent repairs indicated that the vessel was routinely hauled out for maintenance and that 
repair and preventative maintenance issues were addressed as needed. 

5.7.2. Company Support Personnel for SCANDIES ROSE Maintenance  

At one point in testimony, a representative from Lovric’s Shipyard described the vessel 
manager as the Port Engineer. The vessel manager did not have any marine engineering 
expertise to fill that position. The company had once employed a Port Engineer who passed 
away prior to the 2019 dry-docking. This impacted the repairs conducted to the overboard 
waste chutes on the starboard side that were conducted in early 2019 at Lovric’s Shipyard. In 
the absence of a Port Engineer, the vessel majority owner supervised the repairs for the 
vessel. He did not ask for or require NDT of the welding work. The work originally done by 
Aztec Welding turned out to be unsatisfactory and allowed seawater to leak through the 
welds into the starboard pipe void. The crew of the SCANDIES ROSE, on a voyage in late 
2019, had to enter the void and pump seawater out that was found leaking into the interior of 
the vessel. On November 4, 2019, the Captain sent images ashore via text message showing 
the extent of the leaking seams on the starboard forward overboard chute. Once the problem 
was identified, the company took action to resolve the issue with the forward starboard chute 
when the vessel reached Kodiak. There is no evidence that the work that had been performed 
by the same welder to close off the after chute in early 2019 was examined to determine the 
integrity of that repair. However, only a crewmember was left to oversee the repairs to the 
forward chute. 

5.7.3. Guidance to Personnel Operating the SCANDIES ROSE 

The Company provided some guidance to personnel employed on the SCANDIES ROSE, 
including written emergency instructions and oil transfer procedures. In addition, the 
company also ensured that the Captain and crew had stability instructions for the SCANDIES 
ROSE and there was guidance contained in documents that comprised the pre-season 
paperwork such as the Drug and Alcohol and Sexual Harassment policies. However, aside 
from this, there is little evidence that the company provided specific guidance to the 
personnel operating the vessel. There was no formal written guidance on procedures to 
operate the vessel, on navigation watchstanding, engine room or deck operations, fatigue 
reduction guidelines, or similar written procedures. These operations were stipulated by the 
Captain, generally verbally, and they could change based on who was serving in that role. 

Management gave the Captain latitude to operate the way he wanted to run the vessel and did 
not provide written operating procedures for him to follow even in a general sense. Examples 
of areas where there was no guidance for the operation of the SCANDIES ROSE would be 
the loading of crab gear, the watch schedule, and voyage planning when heavy weather 
would be encountered. Absent standard guidance or procedures, the management team 
(remaining owners and vessel manager) did not know how the challenges of the voyage 
would be handled and the risks minimized to ensure the safety of the crew and vessel as the 
SCANDIES ROSE headed to sea. This was completely left to the discretion of the captain. 
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5.7.4. Training for the SCANDIES ROSE Crew 

With the exception of the required onboard drills and pre-departure training in lifesaving 
operations, the company did not provide additional training for the crew. The onboard drills 
and pre-departure training are regulatory requirements. As part of employment, the company 
did not require crew to attend or be certified in any specific training related to the operation 
of the vessel. Additionally, the company did not require any of the crew for this voyage to 
have a Coast Guard MMC. Individual crewmembers could get training and instruction at 
facilities such as AMSEA, NPVFOA, and possibly other training institutions like the 
Crawford Nautical School on their own and at their own expense. The Marine Board was not 
able to find any evidence that any of the crew had attended the stability training courses that 
were offered at these training organizations. 

One crewmember was required to be a “Drill Conductor” and the Captain had attended and 
completed that training in 2009. The two survivors had also attended Drill Conductor 
training, both more than five years prior to the accident. There is no specific requirement to 
recertify at a periodic interval for this training despite changes in technology and techniques 
that may have occurred over time. The Captain’s training in 2009 satisfied and fulfilled the 
requirement for him to conduct the pre-departure training and drills. 

5.7.5. Crewing the SCANDIES ROSE for Government Charters 

The SCANDIES ROSE was occasionally chartered by government agencies for research 
work. During these charters, the vessel manager would have had to place a Coast Guard 
credentialed captain aboard instead of Captain  who did not hold a Coast Guard 
credential. The majority owner talked about these government charters in his testimony 

And occasionally, I mean, on two separate occasions I ran the SCANDIES ROSE when 
there were Alaska Department of Fish and Game charters, because in their -- in their 
charter documents they require a licensed captain and  not --  was not 
licensed, I was, so I went up and ran the boat for those 35-day charters on several 
occasions.229 

Another witness, the captain of the WESTERN MARINER who is also a credentialed 
mariner testified 

It's just a requirement for -- probably for the government insurance. I've done a lot of 
research -- I've done a lot of research programs that, you know, every -- if anybody's 
going to send their people on a boat, they want to send them with a licensed master.230 

This charter requirement ensured that a mariner who was medically fit and deemed 
competent through the Coast Guard credentialing process was operating this commercial 
vessel while government passengers or contractors were aboard. As an example, the majority 
owner, Captain  held a 1600 ton Oceans Master credential with a number of STCW 
endorsements. 

229 Captain  MBI Hearing Transcript, Pg. 23 
230 Captain  MBI Hearing Transcript, Pg. 947 
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5.7.6. Company Drug/Alcohol Policy and Pre-employment Drug Screening 

Part of the process of employment was for prospective company employees to complete 
paperwork which included a contract stipulating all the details of the duties as well as the 
share of the catch. Additionally, there was paperwork for medical history, sexual harassment 
policy, a background check, direct deposit, and other documentation.  

As part of the process, employees reporting to the vessel for the season were to be drug 
screened. In the case of the SCANDIES ROSE, there was no requirement for the crew to be 
drug tested under regulation as part of a pre-season employment package. Under regulation, 
the crew would be subject to post casualty drug and alcohol testing after a SMI such as the 
sinking of the SCANDIES ROSE. The crew was also required to sign a one-page company 
Drug and Alcohol Policy. Crewmembers would need to sign and date the policy. The penalty 
for violating the policy could be discharge as stipulated in the terms and conditions in the 
contract. The entry for violating the drug and alcohol policy stated: 

Violation of the Vessel's attached Alcohol and Substance Abuse policy. Prior to entering 
into this Agreement and immediately during the term of this Agreement, Crew Member 
must inform Skipper regarding any prescription drugs he/she is taking. 

The policy and contract had strong language as to the use of drugs and alcohol onboard and 
the penalties for a person violating the policy. Prior to signing the contract and reporting to 
Kodiak, crewmember  submitted to a drug test conducted and certified by a laboratory 
with documented results sent to the vessel manager. The last person to join the crew, Mr. 

 was tested aboard the vessel with an off-the-shelf five panel home drug test kit. In 
the case of Mr. , the test results were reported, by the Captain, to be negative for all of 
the drugs tested. A series of photos were sent to the vessel manager via text message prior to 
departure showing the test sample, comments and the results. An analysis of the text string 
by the Marine Board was not able to confirm negative results in this test. 

After the sinking of the SCANDIES ROSE and rescue of the two survivors, the owners were 
required to conduct post-accident alcohol and drug testing since this accident was a SMI. The 
hospital would not conduct testing because that testing was not in line with the hypothermia 
treatment protocol. In attempting to comply with the requirements for drug testing, the vessel 
manager who was in the Seattle area asked the Captain's sister to assist her locally in Kodiak 
to acquire drug testing kits commercially. At-home style drug test kits were purchased at a 
store and the two survivors produced samples utilizing those kits. When examined according 
to the test kit manufacturer's instructions, the results showed that Mr.  sample was 
negative for all five drugs tested and Mr.  sample showed positive for marijuana. 
These test results were transmitted to the vessel manager but the test and results were not 
further certified by a certified laboratory. Instructions in the kit recommend that the sample 
be sent to a certified laboratory to verify the accuracy of the test results. This was not done. 
The results of these tests have not been disputed in this investigation. 
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In a post hearing interview, one witness was asked if he knew how Mr.  could test 
negative with a home test kit and then after the voyage that same individual could test 
positive with a similar test kit. 

Q. … do you know why Mr. would’ve tested positive for THC after he was 
rescued?
A. Yeah, I can give you the honest answer on that. He told -- because I know him, they

were talking about it and he told  -- I think he even   that, you know, he 
had smoked marijuana back home and that he wasn’t going to be able to pass. He told 
her that multiple times, he told me, he also told that and then when he got the pass -
- you know, a wink and a nod pass because  wants to go fishing, he was even 
surprised because he told  that he was not going to -- he had just smoked weed 
down in Seattle, you know, the day before we came up. So that, clearly, as you probably 
know, stays in your system for quite some time. It doesn’t just go away, so that would be 
my assumption there as why he tested positive. I never smelled any weed from him at 
all.231 

During the MBI Hearing, the majority owner testified about the difficulty in finding crew in 
the Pacific Northwest that did not use marijuana. 

So, if we've had one guy who we know really well, we would send him up there and let 
him ride the boat up to Alaska, and say we're going to test you as soon as you get there. 
And until you get there, you can't take a watch. You can't -- you know, you can clean up 
the galley and you can do that, but you can't run the cranes or do any of the equipment. 
And we'll test you as soon as you get there. And you better pass, or else we're going to be 
out for a plane ride. And you're going to come right back.232 

The Marine Board does not believe there is enough evidence to suggest that the failed post-
casualty drug test for one of the survivors indicating a positive result for the presence for 
THC was a direct contributing factor for the cause of this accident. However the Marine 
Board does note this as a “finding of concern” for the safety of operations of commercial 
fishing vessels. This survivor was filling a safety sensitive position as a navigation 
watchstander who was responsible for the safety of the entire crew and vessel while the 
vessel was underway at sea. 

5.7.7. Oversight of the Crew for Medical Fitness by Management 

Based on the size and tonnage of the SCANDIES ROSE, there was no regulatory medical 
fitness requirement for the crewmembers. None of the crew were required to hold a Coast 
Guard credential, nor did any of the crew hold a Coast Guard issued credential. If the Captain 
in particular had a Coast Guard credential he would have had to pass a rigorous medical 
examination at five-year intervals to obtain a Merchant Mariner Medical Certificate (Med 
Cert).233 As part of the process of acquiring a Med Cert, the Captain’s physical and detailed 
questionnaire would have been reviewed by medical professionals at the Coast Guard’s 

231  CG Exhibit 136, Post MBI Interview, Pg. 47 
232 , MBI Transcript, Pg. 1592 
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National Maritime Center (NMC). If the gross tonnage of the SCANDIES ROSE was more 
than 200 GT, then the captain would have had to hold the appropriate Coast Guard credential 
and valid Med Cert which would have required him to meet the medical fitness requirements.  

The owners of the SCANDIES ROSE had a procedure and a requirement for the crew to 
notify management of medical issues that might impact the safety of operations as well as 
prescription and over the counter drugs that an individual was taking when they joined the 
vessel. As part of the pre-season employment paperwork, the owners relied on the crew to fill 
out a two-page self-assessment document on their own medical conditions. They were also 
required to fill out a document allowing the release of medical information so that the vessel 
manager could follow up on any of the medical issues that were a concern to them. Those 
documents were signed by the crew and they could be provided to their medical provider for 
follow up information. On the accident voyage, all of the crew filled out this paperwork but 
this was not effectively received by vessel management personnel until after the vessel was at 
sea. This did not give any time for vessel management to accurately assess any issues 
identified and documented on the provided forms. In addition, this was a self-certification 
allowing crew members to omit any issues that might be prejudicial to their employment for 
the fishing season. 

As part of this investigation, the medical forms for the accident voyage crew were reviewed. 
The results of that examination were that one crewmember was a diabetic and required 
insulin to control his diabetes. The Captain acknowledged wearing glasses, hearing issues, 
color blindness, frequent difficulty sleeping, and a heart condition described as a murmur. 
Management did not have any time to analyze any adverse impact from these medical 
conditions based on the pace of loading and the final crewing of the SCANDIES ROSE. In 
the course of testimony, the majority owner was asked if he was aware of these medical 
conditions for the accident voyage crew and, with the exception of his knowledge of the 
Captain’s color blindness, he was not aware of these potentially risky medical issues. 

The Coast Guard has a rigorous program for medical screening for mariners operating 
commercial vessels who hold credentials issued by the Coast Guard.234 For a detailed 
explanation for medical competency, in general, for the commercial marine industry, see 
section 5.8.5. of this report. When specific conditions have been identified and resolved, the 
NMC may issue a Medical Certificate with a waiver that is required to be adhered to while 
the mariner is working. One example stipulated in the MMC booklet might be that the 
individual must carry a spare set of glasses; another might be that the mariner gets an 
echocardiogram at specified intervals for any related heart condition; yet another might be a 
requirement for the use of a continuous positive airway pressure (CPAP) machine while 
sleeping aboard the vessel.  

The rigorous medical oversight of the personnel working on the vast majority of commercial 
vessels is similar to the medical oversight in other modes of the transportation system such as 
rail, air, and road transportation. However, because there are no Coast Guard credential 
requirements for commercial fishing vessels under 200 GTs there is no medical oversight. In 

234 COMDTINST M16721.48, Merchant Mariner Medical Manual 
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the course of this investigation, there were several commercial fishing vessel captains 
interviewed who operated vessels of similar size and type as the SCANDIES ROSE that, in 
fact, did hold valid Coast Guard credentials. 

The managers of the SCANDIES ROSE and the Captain of the vessel had the means to 
examine the medical issues of the crew and to follow up with the medical providers should 
any medical issue be identified that might impact the safety of vessel operations on the 
accident voyage. However, the pressing need to load, crew, and depart for the fishing 
grounds resulted in the documents not being available to the vessel manager until after the 
vessel was underway and did not allow time for the manager to review or mitigate the risks 
posed by any medical issues before the vessel was at sea. The majority owner when talking 
about the issue of diabetes of one of the crew in testimony stated 

Q. …prior to the accident, at what point did you become aware that one of the crew was
insulin dependent?
A. Did not. I did not become -- you know, if I would have found -- known that, I probably
wouldn't have -- I probably would have put the kibosh on that. Yeah, at least I would
have -- that would have been one that necessitated a call to a doctor, because I'm not that
familiar with, you know, diabetes and the various problems with insulin.235

The minority owner stated in testimony, 

Q. Okay. Are there red flags though? So from the skipper -- from the skipper forms or
from medical forms for the crew, if they do disclose a condition of some sort, does that
play into the calculus of risk management for insurance?
A. Well, I think it would play into that from the vessel owner's standpoint because that is
one -- you know, we ask for a medical history questionnaire. And obviously if you look at
the medical history questionnaire, and I'll make up a scenario, and it says I’m diabetic
(indiscernible) you know, and I need insulin daily. Well, that's probably a conversation
we would have with that captain and crewman saying this is probably not the job for you
because what if we lose power, and your insulin can't stay refrigerated. You might want
to look at something that's more shore-based versus being 30, 40 days out to sea at a
time. So things like that absolutely we take into consideration and have that
conversation.236

Although the medial fitness issues detailed in the medical questionnaires for some of the 
crew members on the SCANDIES ROSE posed a risk to the vessel’s operations, the issues 
identified were not a direct contributing factor and cause of this accident. This finding about 
the lack of effective oversight of the medical condition of commercial fishing crews is a 
“finding of concern” for the safety of operations of commercial fishing vessels in general. 

235 Captain  MBI Transcript, Pg. 1949 
236 Mr.  MBI Hearing Transcript, Pg. 192 
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5.7.8. Contractor Support of the SCANDIES ROSE 

The owners of the vessel engaged numerous contractors to support the operation of the 
SCANDIES ROSE. The Marine Board focused on work done by the Marine Surveyor, Naval 
Architect (Qualified Individual), and Welding Contractors in the year prior to the accident. 

5.7.8.1. Marine Surveyor  

The owners engaged the same highly experienced Marine Surveyor for the condition and 
valuation surveys dating back to at least 2001. The Surveyor conducted surveys at 
periodic intervals with the last one conducted in April, May, and June of 2019. The 
survey allowed the Surveyor to examine the vessel while the vessel was out of the water 
for maintenance. The scope of work did not include material and hull testing or 
operational testing of equipment. The survey makes a note about the scope of the 
inspection. 

Extent of Inspection: 
1. The vessel was surveyed while hauled out and subsequently while afloat.
2. The vessel engines and motors were not run or tested in any way, other than a
visual inspection of the equipment and mounts.
3. The water, fuel, oil and ballast tanks were not entered or inspected in any way.
4. Sea suctions, valves and fittings were inspected internally as far as visible.237

The surveyor maintained a running list of the equipment repairs, additions, and 
modifications on the vessel going back to 1998. There was hull thickness gauging 
conducted in 2003 and in 2012. Issues identified in those tests of the hull integrity were 
addressed. It is important to note that the purpose and scope of these surveys is not to 
verify compliance with any minimum standard.  

Unlike an inspected vessel, the SCANDIES ROSE was not subject to regulatory 
oversight by the Coast Guard or an entity acting on behalf of the Coast Guard, such as the 
American Bureau of Shipping (ABS). Regulatory oversight generally includes 
examination of the material condition of the vessel hull and machinery, firefighting and 
safety equipment, personnel training, and emergency drills. 

5.7.8.2. Naval Architect 

The Naval Architect who attended the SCANDIES ROSE as the Qualified Individual 
specified under the stability regulations for commercial fishing vessels created stability 
reports for the vessel in 1988 and in mid-2019. The majority owner testified that he 
decided to conduct an update of the stability information and have a stability assessment 
conducted based on the stability issues raised after the sinking of the DESTINATION in 
the Bering Sea in February 2017. 

237 CG Exhibit 004, Pg. 35 
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After the incline test was completed, the majority owner received the report and relied on 
the Naval Architect, a professional engineer, for the accuracy of the calculations 
contained in the report and Instructions to the Master document. In testimony, the 
managing owner stated 

Q. …Were there any issues or concerns that you had with the stability report that you
received in 2019?
A. No.
Q. No?
A. No. I mean, I'm a fisherman, I'm an educated fisherman, but I'm not a naval
architect or an engineer.238

In response to a question in testimony, the owner stated 

Q. … in this letter it just says, "was a bit heavier," quote/unquote, but was there any
correspondence, whether verbal or written, email, where he, where the PE indicated 
to you what a bit heavier was? Did he ever tell you what, by how much heavier? 
A. No, he did not, and I didn't ask.239

Weight creep is a serious concern for vessel stability especially if the lightship weight is 
increasing for unknown reasons. Over a vessel’s lifetime, modifications, changes in 
equipment, and the addition of gear add weight which changes the stability characteristics 
of the vessel. The DESTINATION ROI makes this statement which also speaks to the 
lightship weight increase  

Without conducting a reassessment or updating the originally issued stability 
instructions to reflect these modifications and address weight creep, the vessel’s 
loading constraints and operating restrictions became inaccurate and obsolete.240 

In the case of the SCANDIES ROSE, the Naval Architect brought the unexplained 
weight changes to the owner’s attention. This should have triggered follow up 
discussions between the two parties to ensure that the increased weight was accurately 
accounted for in the final stability instructions. Additionally, there is no information 
available to determine if the owner(s) had a detailed discussion about this aspect of the 
stability instructions with the Captain.  

Despite the managing owner’s best intention in getting a new stability assessment and 
instructions in 2019, the Naval Architect’s failure to conduct a complete and accurate 
incline experiment in accordance with ASTM standards, failure to verify downflooding 
points, and vague instructions to the master did not accurately reflect the stability 
characteristics of the SCANDIES ROSE. 

238 Captain  MBI Hearing Transcript, Pg. 67 
239 Captain  MBI Hearing Transcript, Pg. 1941 
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5.7.8.3. Welding Contractors for 2019  

While the vessel was in Seattle in mid to late-April 2019, arrangements were made to 
have a welding contractor, Aztec Welding, attend to the two starboard waste chutes, one 
fore and one aft. The plan was to rebuild the forward chute and to close off the aft chute. 
Both these chutes penetrated the main deck and also the side of the vessel above but close 
to the waterline. Aztec Welding personnel completed the welding work but did not 
conduct NDT as a quality assurance measure to validate the integrity of the welds. 

In testimony, the vessel manager explained that in order to have NDT conducted for this 
particular type of work, she would have needed to request it from the welding contractor. 
With the absence of a Port Engineer, there was a skill set gap in the company and the 
vessel manager said that she did not request NDT be completed on the work being done 
to the starboard forward or aft chutes. During the MBI Hearing, the majority owner was 
asked about this welding work and he testified 

A. ...But I was the one who ultimately said that, you know, let's hire Aztec.
Q. So you said, let's hire Aztec, but did you check the work? Did you accept the work?
A. Well I'm not a -- you know, in retrospect, we should have -- you know, I don't know
why they didn't have nondestructive testing there. That was a, that was a mistake on
my part. We certainly should have had it. But then the boat went up, and I didn't hear
a thing about that void until  was coming in from king crab.241 

In the fall of 2019 while the vessel was underway having engaged in king crab season, 
the crew identified seawater leaking into the starboard pipe alley that was between the 
fish holds and the vessel hull which required attention. The crew of the SCANDIES 
ROSE had to go into the void to pump out seawater that was seeping through in the area 
of the starboard forward overboard waste chute. The Marine Board was unable to 
determine if any member of the crew checked on the condition of the welds of the aft 
blanked off starboard overboard chute to ensure its watertight integrity after the leaks 
were identified where the forward chute repairs were made.  

On November 4, 2019, Captain  sent ashore cell phone labeled photos showing 
the rust-stained seams and requested a complete repair for this area of the hull, deck, and 
chute structure. When the SCANDIES ROSE reached Kodiak, arrangements were made 
to have a marine welding contractor make repairs and fabricate a new forward chute. The 
welding contractor, Highmark Marine Fabrication LLC, relied on American Bureau of 
Shipping certified welders and the accompanying procedures. Once they were able to 
remove the wasted steel back to good metal, the welder cleaned and prepared the vessel 
surfaces for fit up and welding. The welder then measured and built a new starboard 
forward chute, then welded it in place. After the welding was complete, the welds were 
inspected and a dye-penetrant NDT was completed in compliance with ABS standards. 

241 Captain  MBI Hearing Transcript, Pg. 1922 
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share owners wanted the SCANDIES ROSE to fish for that species as it is a higher priced 
catch.244 The managing owner was well aware of the Captain’s fishing plan which was to 
stay in an area not known to be optimal for Pacific cod but instead, off of Akutan Island on 
the southern opilio crabbing grounds where there was still good cod fishing. This had a two- 
fold purpose—so that Captain  could get his cod catch in and also assess whether 
they could stay low in the Bering Sea close to Akutan Island and Trident Seafood’s base. The 
managing owner had agreed with Captain’s  fishing plan and reasoning, stating that 
the company would prefer to fish on the east side of St. George Island towards Akutan and 
Unimak Islands because there were fewer vessels fishing that area as the fishing had not been 
as good in previous years. Captain  indicated that Captain  was prospecting 
and making a short cod trip and he was hoping to find opilio crab at the same time as the pots 
were down for cod so he could stay south in the Bering Sea rather than transit to the fishing 
grounds northwest of St. Paul Island, which would have cost both time and fuel and would 
have reduced the voyage profits. 

This was an important factor in the decisions of Captain  as he was a part owner of 
the SCANDIES ROSE and, as mentioned earlier, was in the process of purchasing additional 
shares from the minority owner. In purchasing these shares, Captain  was taking on 
additional debt but was also going to be able to have more say in decisions and collect more 
of the potential payoff from profit earned from fishing operations. On December 19, 2019 the 
Captain and Mr.  began negotiating for the purchase of his share of the vessel. The 
minority owner who was selling the shares testified that he received a call from Captain 

 on December 30, 2019, to finalize the sale of his share and that Captain  was 
“excited” and “he wanted to buy the shares for the boat for he and his son.”245  

The recent increase in the financial investment in the SCANDIES ROSE would have added 
additional pressure on and motivation for Captain  to get out on the fishing grounds 
to actively fish in the short available window to catch cod. At that point, every dollar earned 
meant something, because it meant he could pay off the debt and put more money into his 
investment. Captain  had a prearranged agreement with the majority owner, Captain 

 to make at least one cod delivery at the start of 2020 to establish a catch history on a 
fishery that did not historically make a significant profit. Captain  would have felt 
even more pressure to get this fishery over with so he could get to the more fiscally attractive 
opilio crab fishery. 

5.8.2. Fatigue 

The effects of physiologic fatigue on human performance and alertness are well documented. 
The IMO, which governs the majority of international maritime shipping, makes the 
following statement describing fatigue: 

A state of physical and/or mental impairment resulting from factors such as inadequate 
sleep, extended wakefulness, work/rest requirements out of sync with circadian rhythms 

244 Captain  MBI Hearing Transcript, Pg. 100 
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and physical, mental or emotional exertion that can impair alertness and the ability to 
safely operate a ship or perform safety-related duties.246 

Furthermore, the IMO states: 

Fatigue is a hazard because it may affect a seafarer's ability to do their job effectively 
and safely. Importantly, fatigue affects everyone regardless of skill, knowledge and 
training. The effects of fatigue can be particularly dangerous in the transportation sector, 
including the shipping industry. All stakeholders should be alert to the factors which may 
contribute to fatigue, and make efforts to mitigate and manage the risks posed by 
fatigue.247 

The operation of the fishing vessel SCANDIES ROSE and other commercial marine vessels 
is similar in nature in terms of maneuvering, navigation, and basic seamanship. Similarly, 
fatigue impacts mariners on any vessel in the same manner. Life on a vessel such as the 
SCANDIES ROSE includes stress, exposure to extreme environmental conditions, strenuous 
manual labor, irregular eating and hydration habits, and other factors. These all contribute to 
overall fatigue and set the baseline for the recovery periods necessary to operate vessels 
safely. Sleep and resting is the essential physiologic process that counteract fatigue for 
personnel. At present, there are no work/rest regulations applicable to CFVs less than 200 
GTs to reduce the risks posed by fatigued crews and, more importantly, prevent the 
degradation of critical decisions made by the crews. 

A fatigue analysis was conducted in support of this investigation using a Fatigue Avoidance 
Scheduling Tool (FAST). The analysis examined sleep/wake (also referred to as work/rest) 
schedules provided by survivors, and interpreted for the Captain, in order to determine 
whether the basic physiologic elements (sleep duration, stability, sustained wakefulness, and 
time-of-day) were within appropriate tolerance limits on the accident voyage. It would be 
assumed that the rest of the crew that loaded the SCANDIES ROSE for the voyage would 
have had a similar impact from fatigue. The analysis for Mr.  one of the two 
survivors, demonstrated the mounting effects of long work periods and short sleep as the 
crew prepared to get underway for the accident voyage. 

246 IMO MSC.1/Circ.1598 24 January 2019 – Guidelines on Fatigue, Pg. 1 
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Captain  had a number of potential opportunities to mitigate the risk of ice 
accumulation as a source of negative stability throughout the accident voyage. Despite 
numerous weather warnings, the unexplained list, observed heavier weather, and crew 
suggestions, he did not take action to mitigate ice accumulation. 

Pressing onwards with the voyage in the early evening, the time for action to reduce this ice 
accumulation became increasingly limited as the vessel’s list continued to increase to 
starboard. The options of reducing the list caused by icing or other potential sources were 
limited. Changing course, slowing earlier in the voyage or seeking shelter from the elements, 
or identifying and mitigating any other source of the list other than icing were becoming no 
longer viable options at this point in the transit. Captain  did not appropriately 
recognize the risk posed by the accumulating ice, acting wind forces on his vessel, and 
resulting loss of stability of the vessel and continued to make phone calls to friends. During 
this time, the list to starboard continued to grow. It was not until hours later that Captain 

 recognized the potential risk to his vessel as exemplified by the phone call made to 
the PACIFIC SOUNDER at approximately 9:15 p.m. Even at that point, when the vessel was 
experiencing a 20-degree list to starboard, he did not fully recognize the seriousness of the 
situation, declaring an emergency on the vessel and calling out the crew to prepare for 
immediate action, including the worst case to abandon the vessel. The Captain of the 
PACIFIC SOUNDER recalled that conversation, stating 

And then we got into talking about Sutwik Island there and the bay. He was heading for 
the south side there. He was somewhere near the island. But then we discussed a bunch 
of other things, too, Christmas and fishing,…he estimated he'd probably be two-and-a-
half days late because he had to get, get up behind the island and break ice and needed to 
get up behind and the wind was going 60, 70 knots, 20 degrees. And he was making his 
way up there, but -- so that's -- so that – we were discussing that. And he also told me 
that he had 195 pots on and had just recently done a new stability report on the vessel. 
And then we chatted about some other stuff. There was no urgency in the call at that time. 
And talking about him, he had just bought some more shares in the vessel and talked 
about the upcoming cod season and where I was fishing and, you know, things like 
that.250 

Captain  failed to determine the exact cause of the worsening vessel list. The 
evidence points to the ice buildup as a contributing factor to the vessel’s starboard list. The 
off-going watchstander testified that he did not do a round of the engine room so he could not 
confirm the material condition of that space at approximately 7:15 p.m.. After Mr. 
went below, he stated that he saw the engineer coming out of the engine room and assumed 
he was transferring fuel to correct the list but did not communicate with him to verify. As the 
Captain’s last navigation watch commenced and starboard list increased, and Captain 
focused on getting to the lee of Sutwik Island, he neglected to identify the cause of the list 
and to attempt to reduce the continued effects of the heavy freezing spray building on the 
vessel. At the time, the strong winds were acting on the vessel’s starboard side, essentially 

250 Captain  MBI Hearing Transcript, Pg. 799 
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propping it up and counteracting the real list of the vessel caused by the building ice 
accumulation or other possible cause of list on the starboard side. 

Not taking the opportunity to identify, navigate to, and anchor in a sheltered area, as other 
vessels did, earlier in the day to avoid anticipated deteriorating weather and heavy freezing 
spray and subsequent ice accumulation, placed the vessel in a considerably reduced stability 
condition that ultimately resulted in a catastrophic loss of stability. 

It is unclear if taking action and manually removing the accumulated ice weight from the pot 
stack and superstructure of the SCANDIES ROSE at 7:15 p.m. would have stabilized the 
vessel’s stability condition enough to keep it from capsizing on the accident night or if the 
situation was already too far in extremis at that point of the voyage. However, Captain 

 made an error in decision-making based on an inaccurate expectation that he could 
make it to the shelter of Sutwik Island. This human error, inaccurate expectation, is a factor 
when an individual expects to perceive a certain reality and those expectations are strong 
enough to create a false expectation of a certain reality. In this case, he expected that if he 
could just make it to the lee of Sutwik Island he would be better positioned to have his crew 
get out on deck and manually break ice off the pot stack. However, in making a starboard 
turn towards the lee of Sutwik Island without previously determining the cause of the list, 
Captain  put the 60-70 kt northwest winds on the SCANDIES ROSE’s port side in 
the course of turning, which further exacerbated the starboard list and was most likely the 
catalyst for downflooding and sinking. 

As the weather conditions and vessel stability deteriorated, he did not take timely action to 
reduce the ice load or discuss the last ditch option of removing some of the chains securing 
the crab pot stack and dump some of the pots over the side to reduce topside weight. 

5.8.4. Misperception of Environmental Factors and Developing List 

The Captain and crew misperceived environmental factors acting on the vessel when the 
strong winds on the starboard side counteracted the listing of the vessel to starboard. It 
should have been apparent to any of the crew that the source of the starboard list was not the 
wind and the listing was due to some other cause. The pronounced list that eventually 
developed late in the accident day began to occur gradually as the weight of the ice built on 
the forward starboard side of the vessel. The stability instructions to the master warned 

Always determine the cause of any list before taking corrective action251 

In the case of the SCANDIES ROSE, it is most likely that the primary cause of the list was 
the accumulation of ice on the starboard, forward portion of the pot stack. However, it is 
possible that the accumulation of water and ice on the deck inside the vessel’s bulwarks 
decreased the freeboard and seriously increased the list that led to a dangerous angle of heel 
that allowed downflooding into the engine room. It is also possible that there were other 
causes of the list which were not identified or addressed by the Captain or crew. Based on the 
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MSC analysis of the SCANDIES ROSE, that angle for the loaded draft would be 
approximately 35 degrees.  

In another major marine accident, the American steam ship EL FARO which was sunk in a 
hurricane in October 2015, the initial listing of the ship was not identified and acted on by the 
crew on watch. The crew persons on watch did not identify the slow building of a list up to 
approximately 4-degrees to starboard during the final stages of the accident voyage. It was 
only after a crew person not on watch came up on the bridge and mentioned the list of the 
ship, initially attributed as wind heel and a new mate, the Chief Mate came on watch that the 
sustained list and the potential danger of this list became apparent. Onboard the SCANDIES 
ROSE there does not appear to be a correlation between the reported two degrees of list and 
the weight of the icing, both on the starboard side by the last two watchstanders before the 
Captain took the final navigation watch. A discussion then took place about the icing but not 
about the cause of the list.  

Ultimately, the failure to identify the source of the list led the Captain and crew to make 
decisions without complete information. In this case, simply sending someone to investigate 
all spaces on the vessel could have identified potential flooding sources that may have been 
mitigated without putting crew in danger from the outside elements. 

5.8.5. Medical Conditions for the Accident Voyage Crew 

In almost all cases, commercial mariners other than those operating fishing vessels less than 
200 GT are required to have a detailed physical to enable them to hold a credential or license. 
This ensures the medical fitness of these individuals to ensure the safety of vessel operations 
on critical waterways of the United States and far at sea. The required physical is performed 
by a medical doctor and entails a thorough medical examination, detailed medical history and 
listing of all prescribed medications as well as over the counter medications and supplements. 
There can also be a testing of physical ability to perform the duties of the rating or license, 
such as using a fire hose, dragging a person, opening and passing through small openings like 
hatches and scuttles. The determination of medical fitness for most ratings other than First 
Class Pilots is at an interval of five years on renewal of the credential.  

In the case of credentialed mariners, medical conditions that pose a risk to operations such as 
cardiac conditions, epilepsy, vision, hearing and other conditions are closely scrutinized and 
determinations are made if that mariner can safely work on a vessel and in those cases 
waivers and special conditions may be imposed. In the more serious cases of medical 
conditions a person would be denied a credential. As a more typical example, in the case of a 
mariner with poor eyesight and prescribed eyeglasses, the waiver that is printed in the 
credential may require the mariner to carry a second pair of those glasses when onboard a 
vessel. Prescribed medications that impair functioning are carefully scrutinized and a 
determination is made if that mariner can safely operate or serve on a vessel while under the 
effects of this medication. In the case where a medical certificate is required for a mariner, 
the Coast Guard will then issue or add the appropriate documentation to the mariner’s 
credential after a full determination has been made of the individual’s medical fitness to 
serve.  
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Neither the crew nor the captain of the SCANDIES ROSE were required to hold any 
mariner’s credential and were, therefore, not required to undergo any medical vetting to 
ensure that they could safely operate onboard a vessel. The Captain of the SCANDIES ROSE 
reported that he had frequent difficulty sleeping on the self-certifying forms supplied by the 
vessel manager. He also had a host of other medical issues and on December 30, 2019, he 
went to a Kodiak based medical facility with a skin condition and was treated. Another 
crewmember listed a medical condition, diabetes, for which he was insulin dependent. The 
managing owner as well as the vessel manager, whose primary responsibility was to manage 
personnel records, were not aware of these medical conditions for the crew of the vessel, 
with the exception of the Captain’s color-blindness. Despite the late arrival of the forms for 
the accident voyage, the company was not aware of significant medical conditions of several 
of the crewmembers based on medical forms previously submitted. It is not known if these 
crew medical evaluation forms and the accompanying medical release for further information 
forms were ever used as a proactive management tool for ensuring the safety of the 
SCANDIES ROSE operations. Without a determination of medical fitness for service by a 
medical professional, there is no way of determining if a listed medical condition, or use of 
over-the-counter medications or supplements, may have contributed to the accident. 

Medical conditions that affect safety of operations and safety of the crew of commercial 
fishing vessels which operate far from shore in a historically dangerous marine environment 
are not presently evaluated by medical professionals working on behalf of marine employers 
for vessels similar to the SCANDIES ROSE. This creates a latent unsafe condition for an 
entire fleet of vessels, and while not a direct contributing cause to this accident, this is a 
“finding of concern.” 

5.8.6. Potential for Impairment of the Crew of the SCANDIES ROSE 

The commercial fishing vessel industry is not broadly subjected to drug and alcohol testing 
as a preventative safety measure. By regulation, commercial fishing vessels over 200 GT 
require Coast Guard credentialed mariners in certain positions such as masters, mates, and 
chief engineers. Those vessels are required to have a drug and alcohol testing program in 
place for crewmembers.252 The requirements for drug testing include pre-employment, 
random testing of the crew, post-casualty, and reasonable cause. For CFVs under 200 GT, 
there is no requirement for a marine employer to establish a drug/alcohol testing program. 
However, CFVs of this gross tonnage still have to meet post casualty drug and alcohol testing 
requirements as described by 46 CFR 4.06.  

The Coast Guard has evaluated the use of substances that may alter or impair human 
performance, decision making, and judgment and formulated policies such as NVIC 04-08 
(C-2 to Medical and Physical Evaluation Guidelines for Merchant Mariner Credentials). The 
Coast Guard’s posture on all substances that may impair cognitive abilities such as drugs, 
alcohol, or medications or the use of dangerous drugs is summed up in the quote from the 
NVIC 

252 Crewmembers as defined by 46 CFR 16.105 
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The nature of shipboard life and shipboard operations is such that mariners may be 
subject to unexpected or emergency response duties associated with vessel, crew, or 
passenger safety, prevention of pollution and maritime security at any time while aboard 
a vessel.253 

In the case of the SCANDIES ROSE, there were no required Coast Guard credentialed 
personnel for the vessel nor were there any credentialed crew onboard at the time of the 
accident. Thus, the owner was not required to have a drug-testing program in place. 
However, the company did proactively require pre-employment drug testing. The Marine 
Board reviewed evidence attesting to the two new crewmember’s pre-employment drug tests. 
One of the pre-employment tests was completed at a certified laboratory. The laboratory 
results documented clear indication of  first crewmember. The other 
crewmember was tested onboard using a home test kit. Based on testimony from the vessel 
manager and evidence submitted to the company in way of photos from the Captain over text 
message, the crewmembers’ drug test reportedly indicated    for which were 
tested. However, the Marine Board was unable to confirm the test results using the 
photographic evidence or testimony provided.  

The company did attempt to meet the post-casualty drug testing requirement to the best of 
their ability given the remote location and limited testing facilities. To meet the requirement, 
the company utilized home test kits that were administered at a private residence. Evidence 
shows that the same crewmember who was tested onboard for pre-employment, using similar 
home test kit,  post-accident. The post-accident tests were not 
DOT approved and were not conducted under laboratory conditions. Furthermore, the 

 was not validated as recommended by the manufacturer of the test kit. 

Due to the results of the post-accident drug tests, the Marine Board cannot rule out the 
possibility that one of the crewmembers, who stood a navigational watch, may have been 
impaired during the accident voyage.  

5.8.7. Lack of Established Vessel Procedures 

The Marine Board could not locate any written procedures to be used on the vessel (formal or 
informal) specifically for the safety of operations. Some safety related procedures would 
include watchstanding, voyage planning, and others. A good example is a procedure for 
ensuring watertight integrity was maintained which was also part of the stability instructions 
to the master, created in 2019. Some examples on the accident voyage would include creating 
an alleyway in the pot stack to access the bow, closure of watertight doors or hatches such as 
the hatches to the pipe alley voids that run alongside the holds, and donning of immersion 
suits by entire crew during the pre-departure training. There is no evidence that there were 
established procedures for ensuring the watertight integrity of the vessel.  

During the accident voyage, at least one hatch, the after one into the starboard pipe void, was 
reported to have been left open while the SCANDIES ROSE was underway. However, the 
hatch should have been normally closed to maintain watertight integrity for such a large 

253 Coast Guard NVIC 04-08 (CH-2), dated April 25, 2016, Pg. 73 
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space in the interior of the vessel and to remain in compliance with the stability instructions 
for the master dated May 29, 2019. 

The master, of the vessel is responsible for maintaining watertight integrity at all times 
and to exercise prudent seamanship, giving consideration to the season of the year, 
weather, sea and ice conditions.254 

5.8.8. Verification of Crew Competency 

Within the  Management/Scandies Rose Fishing Company LLC organization, the 
identification and hiring of crew persons was almost exclusively done by the Captain in this 
case for the accident voyage. In testimony, the managing owner stated that while he did have 
“ultimate veto power,” hiring of crew was “really up to the captain.”255 The vessel manager 
plays a role in the pre-hiring administration, though that responsibility was shared with the 
Captain and the details on who does what is not clearly defined in any written procedure. In 
testimony, the vessel manager further explained about hiring  

I do some vetting and he does some vetting. And usually it's he calls me and says hey, 
 -- I want to hire  get him hired. And if he hires them off the dock, then he'll 

do all the paperwork and send it to me.256 

This shared roles and responsibilities for hiring of crewmembers extended to processes like 
pre-employment drug testing, which in the case of non-Coast Guard credentialed mariners 
was a proactive policy of Scandies Rose Fishing Company LLC. If a new potential 
crewmember was hired in advance of a fishing trip and there was enough time, the vessel 
manager will send them to a certified drug testing location if one was available. However, if 
this was a last minute hire or the drug testing facility was not available such as in a remote 
location in Alaska, the company would and did utilize over the counter home drug testing 
kits to meet the company requirement for pre-season drug testing.  

Leading up to the accident voyage, there was significant discretion given to the SCANDIES 
ROSE Captain in his selection of the crew. Two new hires got on board and they did not 
receive familiarization for onboard systems including the vessel’s navigation equipment. 
From the time these new crew members were hired to the time of the accident, there were 
few interactions between the survivors and the Captain. One survivor testified 

I didn’t really have too many interactions. I mean, it was -- I could count on one hand the 
amount of times I was actually in the same vicinity speaking around or at -- or with 
him.257 

254 CG Exhibit 036 
255 Captain  MBI Hearing Transcript, Pg. 40 
256 Ms.  MBI Hearing Transcript, Pg. 124 
257 Mr.  CG Exhibit 136, Post MBI Interview, Pg. 13 
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compliance check, it was noted that the liferafts were compliant, but one of them would be 
due for servicing soon and arrangements were later made to have that raft serviced. That raft 
was serviced and ready for shipment December 1, 2019. Both rafts were compliant for the 
accident voyage. The Hydrostatic Release Unit (HRU) was not expired, and the rafts were 
installed correctly.  

The successful deployment of both of the rafts during the sinking event was attributed to the 
proper servicing and mounting of the rafts on top of the wheelhouse of the SCANDIES 
ROSE. In mounting these self-deploying rafts, it is critical to ensure that the raft painter259 is 
affixed according to specifications so the weak link will break and release the raft, as 
designed, as the vessel sinks. Failure to properly install and configure the associated 
releasing gear could result in the inflated raft being drawn downward with the sinking vessel 
and potentially being rendered useless by improper mounting in the storage bracket. In 
testimony, Mr.  the liferaft technician, made the following statement with regards 
to the criticality of properly tying the painter to the vessel  

We try to show them, but they hook up that liferaft to that hydrostatic, that vessel goes  
down, and it's 2 o'clock -- those vessels happen to go down very, very quickly, and it's 
never on a nice day, you know, 8 o'clock, you know, 6 o'clock in the afternoon; they've 
got time. It’s usually very dark, extreme weather, they have to act very quickly. And if 
they secure that painter line to the vessel, and that vessel goes down, that liferaft will go 
down with that vessel. So knowing where to -- how to cut -- your knife, cut yourself free, 
that's a major, that's a major thing that they have to know.260 

Both of the two eight-person canopied liferafts deployed properly and floated to the surface 
following the capsizing and sinking of the SCANDIES ROSE. Once at the surface, they were 
ready for boarding with a sea anchor deployed and the water bag stabilization below the raft 
bottom keeping them upright with the exterior canopy flashing light marking their locations. 
Fortunately, after the sinking, the rafts and the survivors drifted to a point in relative close 
proximity to each other allowing both survivors to board the same raft using the attached 
boarding platform to assist the survivors getting into the raft. The other raft was found empty 
by the helicopter when it arrived on scene. Based on the evidence and the witness statements, 
it is believed that the SCANDIES ROSE was in compliance with regulatory requirements 
regarding the Stowage and Access of the Lifesaving Equipment outlined in 46 CFR Part 28. 

5.9.2. Survivor Raft Canopy Light Failure 

One survivor recalled that at first the liferaft he was in was illuminated by an interior light 
and that about ten minutes after boarding the raft the light went out. Both liferafts were 
serviced at a servicing facility in compliance with the regulations for maintaining and 
inspecting the rafts. Certification was issued attesting to the servicing of the rafts. It is 
unclear why the light failed in the 30 ft seas and high winds, but the raft was subject to 
extreme external forces when the vessel sank. The Coast Guard pilot that testified in the 
hearing stated that the unoccupied raft was located by its canopy flashing light. Once in the 
raft, the survivors could open the survival equipment pack which had a D-cell waterproof 

259 A “painter” is a towing or tie-up line for a small boat. 
260 Mr.  MBI Hearing Transcript, Pg. 1172 
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protective and insulating properties of the immersion suit. Mr.  testified that he was 
eventually able to fire off the rocket parachute flares despite the difficulty. 

5.9.4. Contents of Survival Equipment Package 

According to the most recent Coast Guard dockside examination and vessel liferaft records, 
the SCANDIES ROSE’s route consisted of Coastal Waters, traveling 100 NM beyond the 
boundary line with a seven-person crew. This required the vessel to be equipped with at least 
one SOLAS A eight-person liferaft. Each liferaft maintains a “SOLAS A” equipment pack. 
The vessel was equipped with two SOLAS A 8-person liferafts.  

The survival equipment pack is contained inside the folded liferaft near the canopy entrance 
and once the liferaft is inflated, can be accessed by the survivors. The survival pack is 
intended to help the occupants survive for a short duration of time prior to rescue and is not 
intended for survivors to experience a long duration at sea. Standard SOLAS A equipment 
contents include: 

Figure 100– Table discussing the requirements for a SOLAS A pack as found in the SCANDIES ROSE liferafts. (Source  Coast Guard) 

Many of the current requirements for survival craft equipment were developed in the 1950s 
and 1960s and have not been significantly updated since they were published. There have 
been significant improvements in survival products, including personal locator beacons 
(PLBs) or transponders for the rafts, which would greatly improve the odds of detection and 
survival. 



193  

There is a current proposed rule (USCG-2020-0107-0001), addressing changes needed for 
survival craft equipment changes. The rule primarily focuses on small passenger vessels 
inspected under CFR Subchapters T and K, but the current proposed rule also addresses the 
contents of SOLAS A equipment packs. The proposed rule highlights the fact that the 
specifications for the survival craft packs are outdated to the point where they are more 
cumbersome for manufacturers than they are beneficial. As such, the proposed rule will 
deregulate the type approval (specifically Coast Guard approval) of inflation/bilge pumps, 
compasses, first-aid kits, fishing kits, hatchets, knives (including jackknives), mirrors, sea 
anchors, and emergency drinking water. The new regulation would align some of these items 
with standards found in International Life Saving-Appliance (LSA) Code261 by incorporating 
by reference applicable International Organization for Standardization (ISO) standards. If the 
manufacturer can meet those applicable ISO standards for the product, they would be able to 
use them in the liferaft. The traditional Coast Guard type approval would no longer be listed 
in the regulations for certain items listed as equipment in the rafts and this process might 
result in improvements in survival equipment design. 

5.9.5. Visual Signaling Devices 

Shortly after entering the raft and gaining access to the survival equipment storage bag, the 
survivors fired off three and then a fourth rocket flare with parachute. They struggled in the 
dark, waist deep water to find one of the flares that sank to the bottom of the raft floor. The 
Survivors recounted that they did not see or hear any nearby vessel when they fired the 
flares; and with that, they had used all of the most powerful night distress flares. The survival 
equipment bag also had six hand-held red flares that they could have used to attract attention 
but in their testimony they did not seem to be aware of these additional flares that they could 
have used. 

Approximately four hours after boarding the raft, the survivors saw a bright white light in the 
vicinity of the other unoccupied raft, a distance away. Initially, the survivors thought this was 
the masthead light of a ship and they began to wave the battery-operated flashlight from side 
to side to attract the potential rescuer’s attention. The crew of the Coast Guard rescue 
helicopter had determined that the other raft was empty and the co-pilot spotted the 
unmistakable side-to-side motion of the light that the survivors were waving. This signal 
stood out as one being made by people. An object with a fixed light in the 30 ft seas would 
have risen and fallen and not indicated survivors signaling to attract the attention of the 
rescuers. 

5.9.6. Immersion Suits 

The immersion suits on the SCANDIES ROSE were equipped with a whistle, strobe light, 
reflective material, and an inflatable high rider ring to provide increased buoyancy for the 
wearer’s upper body. The suits were stored in a cabinet in the wheelhouse and there were 
also two suits located in the Captain’s cabin as stated in the Condition and Valuation Survey 
dated 2019. The SCANDIES ROSE was equipped with six adult universal, three jumbo, and 

261 The International Life-Saving Appliance (LSA) Code is an IMO publication dealing with the manufacturing, 
testing, maintenance and record keeping of life-saving appliances. 
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The lead Coast Guard safety inspector for the SCANDIES ROSE’s Safety Compliance 
Check in October stated that he saw the EPIRB and the hydrostatic release for that device 
were within expiration date. 

On the night of the accident, the EPIRB did not transmit a distress signal for the SCANDIES 
ROSE. Witnesses speculated that the Captain of the SCANDIES ROSE or one of her crew 
may have brought the EPIRB into the wheelhouse as they prepared the crew for abandoning 
the vessel. If the EPIRB was in the wheelhouse at the time of the sinking, it would have been 
activated by immersion in the surrounding seawater, but it would not have had the clear line 
of sight from the antenna that it needs for the electronic distress signal to reach a satellite. 
Based on testimony that indicated that the SCANDIES ROSE sank rapidly on its starboard 
side and then finally bow up, a plausible explanation as to why there was no EPIRB distress 
signal received would be that the EPIRB was entrapped in the wheelhouse or was caught up 
in the vessel debris as it sank.  

5.9.8. Personal Locator Beacons (PLB) 

Several high profile distress cases of recent years have highlighted the use of PLBs as a 
means to rapidly locate people in distress in the marine environment. Both, the Coast Guard 
and the National Transportation Safety Board have advocated for the use of the devices in 
recent high profile accident safety recommendations. Currently, these devices are not a 
mandatory safety item for any commercial or recreational vessels. As far as the investigation 
can determine, no member of the SCANDIES ROSE crew owned a PLB as part of their 
personal safety equipment, nor were any issued by the operator of the SCANDIES ROSE for 
crew use.  

PLBs are small, lightweight, portable homing beacons that operate like a simpler version of 
an EPIRB. PLBs are designed to be worn by a person, affixed to a person’s immersion suit, 
life jacket, or work vest, and are registered through the FCC to an individual. A PLB is 
activated manually by the user in an emergency and operates in a similar fashion to 
the EPIRB with an emergency signal being sent via satellite and it sends a homing beacon 
signal on 121.5 MHz. That homing signal would be received aboard ships or aircraft which 
would then create a line of position using the homing signal leading to the person in distress. 
Some newer model PLBs also contain an internal GPS chip, which can pinpoint the PLB and 
the person needing assistance to within approximately 100 meters. PLBs can expedite the 
time and effectiveness of rescue. The average cost of a PLB is in the range of approximately 
$350. 
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to twelve passengers for hire in the open sea or any adjacent tidewater of the United 
States), that they must upgrade to VHF radiotelephone equipment that includes digital 
selective calling (DSC) capability no later than January 20, 2016. These vessels are 
exempt from the VHF-DSC carriage requirement until one year after the United States 
Coast Guard (USCG) notification to the Commission that shore-based Sea Area A1 
coverage has been established. 

On January 20, 2015, USCG notified the Commission that it had published a notice in 
the Federal Register declaring Sea Area A1 within twenty nautical miles seaward of the 
territorial baseline along the East, West, and Gulf coasts of the United States, 
excluding Alaska, and including Hawaii, Puerto Rico, Guam, the Virgin Islands of the 
United States, and the Northern Mariana Islands of Saipan, Tinian, and Rota. 
Consequently, the exemptions from the VHF-DSC carriage requirement for fishing 
vessels and small passenger vessels operating in those areas expire on January 20, 
2016. 

The Coast Guard Navigation Center on its website265 makes the following statement about 
DSC capabilities 

The U.S. Coast Guard offers VHF and MF266/HF radiotelephone service to mariners as 
part of the Global Maritime Distress and Safety System. This service, called digital 
selective calling (DSC), allows mariners to instantly send an automatically formatted 
distress alert to the Coast Guard or other rescue authority anywhere in the world. Digital 
selective calling also allows mariners to initiate or receive distress, urgency, safety and 
routine radiotelephone calls to or from any similarly equipped vessel or shore station, 
without requiring either party to be near a radio loudspeaker. DSC acts like the dial and 
bell of a telephone, allowing you to "direct dial" and "ring" other radios, or allow others 
to "ring" you, without having to listen to a speaker. New VHF and HF radiotelephones 
have DSC capabilities.  

The CG website (bolding and red highlight added by the Marine Board for emphasis) 
goes on to say: 

**The Coast Guard urges, in the strongest terms possible, that you take the time to 
interconnect your GPS and DSC-equipped radio. Doing so may save your life in a 
distress situation! Before interconnecting your radio & GPS consult the owner's 
manuals. 

The SCANDIES ROSE is a commercial fishing vessel less than 200 GTs and operated in 
Alaska, which is specifically excluded from the provision requiring that the vessel have its 
marine VHF radio capable of DSC functionality despite the fact that the region experiences 
some of the most severe and hazardous weather environments in the world. Requiring the 
simple activation of the DSC feature on the existing marine VHF radios would significantly 
improve the emergency communication capabilities for vessels that operate in extreme 

265 Coast Guard Navigation Center Website DSC Page - https://www.navcen.uscg.gov/digital-selective-calling
 266 Medium Frequency 

https://www.navcen.uscg.gov/digital-selective-calling
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environments such as the Bering Sea. Furthermore, equipping and training the crew on 
vessels such as the SCANDIES ROSE and other fishing vessels of similar size with DSC 
enabled radios would significantly increase the network of potential DSC relay stations and 
supplement the growing number of Marine Exchange of Alaska radio receiving towers 
equipped to receive DSC transmissions along the Alaskan Coast.  

5.10. Survivability Factors 

5.10.1. Environment  

The accident occurred in December 2019, in winter conditions where air temperature was 10° 
and water temperature was approximately 38° Fahrenheit. These temperatures magnified the 
risk of operating in this hazardous environment due to the risk of cold water exposure. The 
U.S. Coast Guard Addendum to the United States National Search and Rescue Supplement, 
COMDTINST M16130.2F, describes the effects of cold water shock 

Sudden immersion into cold water stimulates a large aspiratory gasp response (involving 
one to several breaths) that may be followed by hyperventilation plus substantial increase 
in blood pressure and heart rate. If entry into the water involves complete head-under 
submersion, the gasp reflex could result in immediate drowning. Subsequent 
hyperventilation will normally diminish within seconds to minutes but could be increased 
and exaggerated due to emotional stress and panic. Uncontrolled hyperventilation can 
cause numbness, muscle weakness or even fainting, leading to drowning. Either of these 
respiratory responses can lead to aspiration of water into the lungs; panic, with 
subsequent drowning. Cold shock can occur in water colder than 20°C (68° F) with 
symptoms increasing as water temperature decrease to freezing. Healthy individuals may 
succumb to cold shock through uncontrolled respiratory responses, while those with 
underlying cardiac disease may experience sudden death due to cardiac arrest or 
ventricular fibrillation (uncoordinated heartbeats).267 

With the reported environmental conditions at the time of the accident, the crewmembers of 
the SCANDIES ROSE would most likely have experienced cold water shock if they were 
unprotected by immersion suits. Exposed to seawater in a heavily listing, sinking vessel and 
the possibility of sudden immersion in the frigid sea water, they would not have had the 
manual dexterity to don the immersion suit in time to prevent the onset of hypothermia and 
risk of death.  

Once the cold seawater flooded the vessel’s inner compartments and living quarters, the 
crew’s survivability chances were minimal. The crew would have most likely experienced 
cold shock and cold incapacitation. Cold shock and severe hypothermia would have impacted 
the crewmembers who were unable to egress the SCANDIES ROSE within minutes.  

If not wearing an immersion suit or entering into a deployed liferaft, the crew’s chances of 
survival was severely limited without immediate assistance and rescue. Quickly donning the 

267 U.S. Coast Guard Addendum to the United States National Search and Rescue Supplement, COMDTINST 
M16130.2F, Pg. 3-89, section 3.7.2.1 
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suit and making preparation to abandon the vessel, when necessary, is a fundamental 
requirement to ensure survivability. Had the Captain identified the emergency and alerted the 
crew when the list began to increase, the entire crew may have had more time to don 
immersion suits and prepare to abandon ship, increasing their chances for survival. 

5.10.2. Crew’s Inability to Abandon the Vessel 

As the SCANDIES ROSE listed further and further to starboard, the vessel continued to lose 
buoyancy. With the vessel already in an at-risk stability condition from heavy ice 
accumulation and potentially other sources of negative stability, the vessel could not recover 
from the catastrophic stability loss with uncontrolled downflooding. Within a matter of 
minutes, the vessel started to capsize and sink. According to survivor testimony, there were 
no alarms sounded until after the mayday call was sent nor were general alarms raised to alert 
the crew to the developing emergency early enough to prepare for the possibility of 
abandoning the vessel. Those minutes would have been critical to make ready all lifesaving 
equipment, don immersion suits, and alert rescue forces. The Captain failed to identify when 
his vessel was initially in danger from the compromised stability resulting in the crew having 
very little time, if any, to react and abandon ship.  

It is a challenge for any mariner to conduct emergency broadcast radio calls, don an 
immersion suit, and deploy the liferaft or EPIRB all within a matter of minutes in an 
emergency situation. The extreme list to starboard made the circumstances and ability to 
egress from the wheelhouse extremely difficult, if not impossible. While the SCANDIES 
ROSE was able to transmit a distress call on HF radio, other lifesaving equipment was either 
not utilized or partially utilized, most likely because of the lack of reaction time the crew had 
between the delayed identification of the SCANDIES ROSE’s emergency situation by the 
Captain to the time the vessel capsized and sank. One survivor recounted how difficult the 
list of the vessel made it for crewmembers to don immersion suits 

 was on the port side, the far port side.  was ... on the port side right by the 
door. And then  was trying to sit down and get his suit on, and I'm looking for a 
spot to put mine down, and I put it down, and I see that the boat's just too much at a[n] 
angle, and I'm going to slide. So I jump up into the bench, and I used the armrest as a 
foothold and stable… as soon as I did that,  comes sliding by me. And as soon as I 
did that, I get it on about halfway, my—the armrest breaks, so I kind of slide down…So I 
just started climbing up. I grabbed the middle armrest, and that breaks, and just -- I'm 
grabbing whatever. I don't even know what I was grabbing. I was just grabbing whatever 
to get out.268 

It is probable that the remaining crewmembers were also hampered by the severe angle of list 
when it came to putting on their immersion suits and subsequently egressing from the 
vessel’s wheelhouse. 

5.10.3. Limited Survival Time Without Immediate Assistance and Rescue 

268 Mr.  MBI Hearing Transcript, Pg. 1068-1069 
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With the exception of the Honolulu Search and Rescue Region (SRR), the Coast Guard’s 
Alaska distance to travel to sites of distress is almost five times greater, and the time from 
launch to on-scene for rescue is two times greater than the rest of the Coast Guard.  

In this case, search and rescue units did not arrive to the SCANDIES ROSE LKP until 
approximately four hours after the initial mayday call. Because cold incapacitation without 
protective measures can cause death within 5-30 minutes, the crew’s chances of survival was 
severely limited without immediate assistance and rescue. Due to the approximately 400-mile 
roundtrip transit from Air Station Kodiak to the search area, the on-scene endurance of 
responding MH-60 helicopters was expected to be approximately one hour. The CGC 
MELLON was 185 NM to the SCANDIES ROSE LKP when diverted with an estimated 16-
hour transit making best speed in the prevailing weather conditions. The MH-65 assigned to 
CGC MELLON was not fully mission capable at the time of the accident and was located at 
Dutch Harbor, AK. Had the helicopter been fully mission capable, its transit at maximum 
speed would have exceeded 1 hour and the 370-mile round trip would have fully expended 
the aircraft’s fuel capacity, leaving little fuel to conduct search activities on-scene.  

The weather on-scene the evening of December 31, 2019, was poor and delayed the CG-
6038’s ability to launch after D17 Command Center initiated the SAR case. Once the CG-
6038 was on scene at the SCANDIES ROSE’s LKP, the aircrew was limited in their ability 
to search due to adverse weather including visibility, wave height, winds, aircraft system 
reliability, and de-icing of the rescue swimmer after being hoisted from the first liferaft. 
Despite these challenges, the CG-6038 was able to successfully locate and rescue two 
survivors on their first flight. Unfortunately, no other crew or debris were ever located during 
the SAR response. 

5.11. Accident Elements that were not a Direct Cause of the Accident 

Determining compliance with established Coast Guard SAR standards is outside the scope and 
mandate of the Marine Board’s investigation. Assessments regarding the effectiveness of any 
Coast Guard’s SAR response is a function of the SAR Coordinator. The SAR Coordinator for the 
Juneau SRR and others in the SAR chain of command, may initiate a SAR case study consistent 
with COMDTINST M16130.2F, as a case review was conducted with limited scope.  

5.11.1. SAR Resources 

For the vast majority of the Juneau SRR, there is no Bravo-0 SAR response capability. 
Because of this, the Coast Guard relies on numerous other government agencies (OGAs) and 
other maritime partners to effect some level of SAR response. OGAs were not requested 
during this response due to the extreme weather conditions. The MH-60 helicopters and HC-
130 aircraft that Air Station Kodiak operates are the most highly advanced and capable 
aircraft that the United States Coast Guard utilizes. The MH-65 aircraft is a short-range 
aircraft, and based on the geographic challenges of the Alaska operating environment, in 
Alaska these helicopters are utilized mostly as a deployed helicopter on an Alaska Patrol 
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around the crabbing seasons. In October, a MH-60 is stationed at the FOL for a month or 
until the BSAI crabbing fleet reach 90% of the proposed catch or if the fleet reduces to less 
than 10 vessels. In mid-January, the Cold Bay FOL is stood up for the opilio crab season. 
The MH-60 operating out of Cold Bay can reach crab vessels operating in the region on the 
first sortie. There was no MH-60 operating in Cold Bay at the time of the SCANDIES ROSE 
sinking since the FOL in Cold Bay was not staffed at the time, which is typical for the period 
of time from November to January. The FOL stood up on January 9, 2020. 

5.11.3. Search and Rescue Operations  

The SCANDIES ROSE was able to put out one mayday call. It was extremely difficult to 
hear and had significant background noise and static. The COMMDET Kodiak watchstander 
heard that call and answered with no results. They then hailed the SCANDIES ROSE on an 
average of every 30 to 60 seconds for the next hour, with no success, to establish any 
communication to get a better location. Due to an error in the transposition of the coordinates 
from the first helicopter on-scene, a search model was built for an area north of Sutwik 
Island, which was used by the second MH-60, CG-6037. According to the SAR witness, the 
position was passed incorrectly. The second set of searches were based off of the D17 
Command Center modeling the position of the second liferaft north of Sutwik Island based 
on the issue with the transposed position information. Given the on-scene weather conditions, 
the erroneous position would have placed the raft in a drift pattern opposed to the prevailing 
weather around the northeast tip of Sutwik Island. 

Additionally, Sector Anchorage should have never been assigned as the SAR Mission 
Coordinator for this case, or had primary control of the SAR operations. The LKP for the 
SCANDIES ROSE clearly fell outside of Sector Anchorages SAR response AOR and in a 
region that JRCC Juneau retains SMC. The CDO at D17 should have taken extra effort to 
plot the position, and verify whose SAR geographic AOR the case fell in. The shift of SMC 
between D17 and Sector Anchorage took valuable attention for the SAR planners and created 
confusion at Air Station Kodiak, which led to delays. 
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5.12.2. Coast Guard Formal Crab Pot Ice Accretion Study 

The Marine Board formally requested that the Coast Guard Research and Development 
Center (RDC) examine the feasibility of conducting ice accretion testing on the formation 
and weight of ice on crab pots in a series of scientific experiments. The Marine Board 
provided input on the testing to the RDC, who then created a testing plan and a matrix for the 
testing of single and multiple crab pots of approximately the same size as the pots used on 
the SCANDIES ROSE and other Alaskan crab vessels. The RDC reached out to the U.S. 
Army Corps of Engineers’ Cold Regions Research and Engineering Laboratory (CRREL) 
which is located in Hanover, NH to determine if that facility had the capability to conduct the 
ice accretion study. The facility had two testing chambers which could accommodate both 
the crab pots and the environmental parameters necessary for the testing. The RDC acquired 
three crab pots and the associated gear that would fit inside these pots to replicate the pot 
configuration carried on the SCANDIES ROSE. These pots would be slightly smaller than 
the SCANDIES ROSE pots, sized 6 ft x 6 ft x 36 inch while the SCANDIES ROSE pots 
were 7 ft x 8 ft x 34 inch in size. The steel, round-stock framed pots were configured in the 
same manner as the pots carried on board the SCANDIES ROSE.  

Three weeks of testing took place in September 2021 at the CRREL Hanover, NH facility 
with facilities staff conducting the setup, spraying, and weighing of the pots using a wireless 
load cell. The RDC staff took measurements of the thickness of the ice forming on the pot 
frame at approximately 30-minute intervals during testing. The chambers were kept at -15o 
Fahrenheit and the saltwater used for simulating freezing spray was kept at approximately 
30o Fahrenheit.  

One of the aspects of freezing spray that the SCANDIES ROSE would have encountered 
were the effects of gale force wind and heavier water droplets from the interaction of the 
vessel and the breaking seas which would have created ice on the pots and the vessel itself. 
The facility could not replicate a wind tunnel effect, an important aspect in vessel icing, or 
the larger water droplets that might be formed when a vessel pounded into the sea and 
created sea spray. To conduct this testing, an oscillating nozzle was used to direct a 
pressurized saltwater spray directed at either the top, side, or corner as indicated in the testing 
plan for the type of testing required. Single pots or double or triple pots stacked vertically 
were used in the tests and the weight, thickness, and formation of ice in the vertical pot stack 
was also recorded. A representative of the NSTB attended one of the day’s tests and 
witnessed the testing methodology. 
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6.1.1.3. The Captain of the SCANDIES ROSE directed his crew to proceed on its 
voyage through an area between Shelikof Straits and Sutwik Island that was known by 
other fishermen to have unique winter environmental conditions which contributed to 
even greater accumulation of ice than the forecasted conditions. 

6.1.1.4. The Captain did not exercise prudent judgment and seamanship in seeking a 
place of refuge when faced with the worsening weather conditions as other vessel 
captains had done. The Captain of the SCANDIES ROSE did not attempt to get into 
the safety of any of the sheltered areas along the strait that could have provided safe 
refuge. The decision to seek shelter was not made until later in the evening of the 
accident day when the weather had seriously deteriorated and the icing had 
substantially impacted the vessel’s stability.  

6.1.2. Based on stability instructions available to him, the Captain of the SCANDIES 
ROSE continued to operate the vessel in a loading condition which was, unknowingly to 
him, not in compliance with safe operating limits despite the loading condition being 
within the allowances for pot load, fuel, water, and other weights listed in the stability 
instructions developed in 2019. 

6.1.2.1. Based on post-accident analysis of the loading conditions and corrected 
modeling for the SCANDIES ROSE, the Captain was sailing in a condition with 
marginal stability even in the absence of additional topside weight such as ice. 

6.1.2.2. The stability instructions were prepared by the Naval Architect who 
conducted an incomplete inclining experiment and applied the inaccurate results to the 
stability documents created for the SCANDIES ROSE and those who operated it. The 
Naval Architect failed to verify the accuracy of multiple variables necessary to 
produce accurate stability instructions for the SCANDIES ROSE. In failing to do this, 
the Naval Architect, a state certified Professional Engineer, created a latent unsafe 
condition for the vessel. 

6.1.2.3. The Captain departed Kodiak aware of forecasted heavy freezing spray 
warnings issued by the NWS and with a crew that was most likely impaired by 
fatigue. That impairment compromised their ability to recognize the dangers imposed 
by the buildup of ice and then avoid the buildup of ice and remove the ice 
accumulations on the vessel while enroute to the fishing grounds. 

6.1.2.4. The breaking seas, as the weather intensified, threw seawater droplets and 
created a heavy freezing spray creating ice on the vessel. Weather forecasting was 
accurate in terms of warning of gale force weather and heavy freezing spray and this 
important information was available to the crew through a variety of sources. 

6.1.3. Following the failure to seek timely refuge, the Captain directed or allowed the 
vessel to continue the transit to the southwest with worsening weather and seas creating a 
freezing spray along their intended track. As ice accumulated on the vessel, with a high 
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probability of increased ice accumulation on the starboard side, the vessel’s center of 
gravity continued to shift upwards and to starboard. This caused a list to develop to 
starboard. This was coupled with reduced overall stability and reduced righting energy in 
the actual vessel characteristics as described in the MSC Analysis of the SCANDIES 
ROSE. Causal factors contributing to the reduction in stability were: 

6.1.3.1. There is no evidence that the cause of the list to starboard was identified or 
was of concern to the crew. It should have been obvious to the navigation watch that 
something was seriously wrong with the condition of the vessel. The vessel listing a 
“couple of degrees” into a strong wind did not make sense and would require 
immediate corrective action. The SCANDIES ROSE was transiting in a southwest 
direction and the wind was acting against the vessel’s forward starboard side, lending 
to the illusion that the list was minor in nature, a “couple of degrees,” when in fact 
there was a dangerous situation developing onboard the vessel. 

6.1.3.2. The rate of ice accumulation in the frigid environment was increasing as the 
sea state worsened and the winds increased. 

6.1.3.3. The crew at the navigation watch and then the Captain of the vessel failed to 
appreciate the risks of how heavy freezing spray would impact the SCANDIES 
ROSE’s stability or they lost situational awareness of the vessel’s position in 
proximity to the area of predicted weather conditions through which the vessel was to 
travel. After the SCANDIES ROSE exited the Shelikof Strait they no longer had 
available places of refuge on the vessel’s port side. 

6.1.3.4. Based on the available evidence, the Marine Board concludes that the initial 
estimates made by the crew of the accumulation of ice and the initial reports of vessel 
listing were accurate, but the severity of the list was underestimated. 

6.1.3.5. Evidence indicates that the most likely source of the list was the weight of 
ice, predominately on the vessel’s starboard side. However, the Marine Board cannot 
rule out the possibility of downflooding of seawater into the vessel from some 
undetermined source.  

6.1.3.6. Even with a reported list of approximately two degrees to starboard, the 
crew and captain neglected to take proactive steps to validate the source of the list or 
rule out other contributing sources of the list such as ingress of water. First, this was 
because there was no safe way to access the bow of the vessel as there was no 
walkway built into the pot stack arrangement. Visibility from the wheelhouse to 
effectively observe the pot stack was significantly reduced by the height of the pots 
and the distance and angle of observing the forward area on the vessel. Second, this 
was because the crew failed to thoroughly investigate the watertight integrity of the 
engine room space or other interior compartments such as the starboard pipe alley to 
rule out flooding, despite the fact that this was supposedly part of the navigation 
watch duties.  
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6.1.4.2. The aggregate accumulation of potentially asymmetric ice weight on the pots 
by this point likely exceeded the quantity which is required to be evaluated for 
stability using the “shoebox” method of a uniform coating of ice on the vessel as 
outlined in current stability regulations and standards. 

6.1.4.3. Based on the available evidence, it is the opinion of the Marine Board that 
ice formed asymmetrically on the SCANDIES ROSE and the associated pots and 
gear, the precise extent of this uneven load cannot be determined. 

6.1.4.4. The accumulation of ice on the starboard side may have partially blocked 
the freeing ports, reducing the ability for sea water to drain from the deck as 
designed. This would have increased water on deck with negative impacts to the 
overall stability.  

6.1.4.5. The SCANDIES ROSE Captain informed the PACIFIC SOUNDER’s 
Captain of the 20 degree list during a phone call but, even at that point, seemed to lack 
a sense of urgency about the vessel’s stability condition. The stability condition of the 
vessel coupled with the hazardous marine weather created an emergency situation that 
he failed to recognize. The Captain of the SCANDIES ROSE took no action to wake 
the crew to muster in the wheelhouse, sound any alarms, investigate the source of the 
list, or take actions to reduce the list. Had he taken these actions, he would have given 
his crew valuable time to attempt to save the vessel or prepare to abandon the vessel, if 
necessary. 

6.1.4.6. It is unknown if the increase in list was solely due to asymmetric ice 
accumulation on the starboard bow/side of the pot stack or to some other source of 
flooding such as hull failure, hull damage, or from a watertight opening that was 
inadvertently not secured.  

6.1.4.7. Based on testimony from one survivor, the engineer exited the engine room. 
It is unknown if the Captain of the SCANDIES ROSE directed the engineer to transfer 
fuel/liquids or whether he or a crewmember investigated all possible causes of the 
vessel’s list. Any attempt to correct the list using a potential transfer of liquids did not 
result in a positive impact to the vessel’s stability and should not have been attempted 
until the cause of list was identified.  

6.1.5. The SCANDIES ROSE Captain, on watch and at the helm, made a critical decision 
to turn to starboard and seek protected waters in the lee of Sutwik Island. Soon after the 
turn, the vessel listed even further to starboard and experienced a loss of maneuverability.  

6.1.5.1. When the vessel made the sharp turn to starboard the west/northwest winds 
previously acting on its starboard side were now acting on its bow or its forward port 
side. These winds, in concert with the heavy seas, had previously been buttressing the 
vessel, causing the illusion of a lesser list, in effect propping the vessel up. When the 
dynamic forces from the winds began to act on the port side, the vessel’s true list was 
felt and the wind force most likely significantly exacerbated the list to starboard, 
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exerting the force of the 60-70 kt wind on the vessel’s port side. This was evidenced by 
the sudden and dramatic lurch to starboard described by a survivor.  

6.1.5.2. The ice accumulation on the vessel increased the surface area for applied wind 
force. 

6.1.5.3. With a heavy and sustained list to starboard, the vessel’s underwater hull 
profile changed and likely reached the point where the propellers and rudder 
approached the surface of the water. The listing vessel would create a situation where 
the propeller and rudder would not work as designed and there is a possibility of loss 
of propeller force and cavitation in the large seas with the significant list.  

6.1.5.4. External wind and wave action caused an increase to the heeling or capsizing 
energy from the environment. The vessel did not have enough righting energy to 
overcome these forces. 

6.1.5.5. Decreasing the speed of the vessel changed the inherent dynamic stability of 
the vessel. The loss of propeller thrust would put the vessel at the mercy of the sea at a 
critical moment. This action was very dangerous in the already compromised condition 
of stability. This was exacerbated when the Captain pulled the throttles into the neutral 
position. 

6.1.6. Subsequent to the vessel’s loss of maneuverability, the vessel experienced a 
catastrophic and unrecoverable loss of stability and then buoyancy. Within minutes, 
seawater flooded the vessel’s inner compartments causing the vessel to capsize. Causal 
factors contributing to the vessel sinking were:  

6.1.6.1. Excessive water on deck and associated free surface effect. 

6.1.6.2. The uncontrolled ingress of water into the interior of the vessel. 

6.1.6.3. Uncontrolled downflooding and flooding into the engine room from the air 
vent intakes under the starboard ladderwell that were, by this point, under water. 

6.1.7. As the vessel was lying at a severe angle and was actively flooding, two crew were 
able to exit the wheelhouse. They were on the port exterior side of the vessel when a wave 
washed them off the hull and into the sea. Causal factors contributing to the two 
crewmembers being washed off the vessel’s hull were:  

6.1.7.1. Severe wind and wave action acting on the survivors on the side of the listing 
vessel as it was already in a sinking condition.  

6.1.7.2. Despite the difficulty in moving to evacuate the wheelhouse while wearing 
an immersion suit, the suits functioned as designed and insulated the two survivors 
from the worst effects of hypothermia.  
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6.1.7.3. The crewmembers recalled that they were outside the wheelhouse and were 
walking on what would have been the upper port side of the vessel so there were no 
designed safety points to stay with the vessel. 

6.1.7.4. As the vessel began to sink, the survivors were swept into the sea. 

6.1.8. Subsequent to the vessel’s flooding and capsizing and crewmembers being swept 
off the vessel and into the frigid waters of the sea, the vessel sank with the remaining five 
crewmembers missing and presumed deceased. Causal factors contributing to the loss of 
life were: 

6.1.8.1. The Captain failed to identify and take action when the vessel’s stability 
condition reached a point where there was a sustained list to starboard into the 
prevailing wind. This denied the crew the opportunity to either investigate the list or 
prepare for the worst case, abandoning ship together with immersion suits worn and 
with the proper survival equipment including the EPIRB.  

6.1.8.2. The late identification of the distress phase of the accident provided limited 
time and ability to take emergency action. This would include making more than one 
mayday radio call for assistance, activating the EPIRB, the entire crew donning 
immersion suits, deploying the liferaft, abandoning the SCANDIES ROSE and 
entering the liferafts. 

6.1.8.3. Any crewmember trapped within the vessel would have succumbed by 
drowning.  

6.1.8.4. Had any crewmembers, other than the survivors, been able to egress from the 
vessel, their survival time would have been extremely limited due to the effects of 
hypothermia.  

6.2. Violations of Law by Credentialed Mariners: There were no credentialed or licensed 
mariners working on the SCANDIES ROSE at the time of the accident, thus, there were no 
acts of misconduct, incompetence, negligence, unskillfulness, or willful violation of law by a 
credentialed mariner that contributed to the casualty. 

6.2.1. While not a credentialed mariner, the Captain of the SCANDIES ROSE failed 
to exercise prudent seamanship leading up to the accident voyage in the loading of the 
vessel in failing to build an alleyway to allow safer access to key areas of the vessel. 
He further failed to exercise prudent seamanship during the accident voyage by not 
taking early and deliberate action to prevent the dangerous accumulation of ice, failing 
to seek shelter when hazardous weather conditions persisted, imprudent to assign 
newly assigned deckhands to stand the navigational watch during an exposed segment 
of the voyage where the weather was expected to be deteriorating, and by failing to 
alert the crew of the stability emergency so that they could take timely action to 
effectively abandon the vessel. 
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6.3. Violations by Members of the Coast Guard or other federal, state or local agencies: 
There were no acts of misconduct, incompetence, negligence, unskillfulness, or willful 
violation of law by members of the Coast Guard or other federal, state, or local agencies that 
contributed to the casualty. 

6.4. Violations Subjecting Parties to a Civil Penalty: 

6.4.1. There is evidence that the marine employer was in violation of 46 CFR 4.06-20 by 
failing to ensure that post casualty drug testing was conducted in accordance with 
appropriate specimen collection requirements set forth in said subsection and 49 CFR part 
40. In addition, the specimens that were collected were not handled and shipped in
accordance with 46 CFR 4.06-40. However, based on the evidence and the totality of the
circumstances of the case, the Marine Board recommends that no enforcement action be
taken against the marine employer for this violation.

6.5. Violations of Criminal Law: This investigation did not identify violations of criminal law. 

6.6. Need for New or Amended Laws/Regulations: This marine casualty represents the need 
to amend existing regulations. Specific recommended changes to regulations are outlined in 
section 8 of this report.  

6.7. Unsafe Actions or Conditions that Were Not Causal Factors in this Casualty: 

6.7.1. The majority owner, the operations manager and the vessel Captain of the 
SCANDIES ROSE failed to adequately ensure that the vessel was operated without the 
impairing effects of drugs (cannabinoids (marijuana)). 

6.7.2. The majority owner, the operations manager, and the vessel captain of the 
SCANDIES ROSE failed to address the serious issue of workplace fatigue with the 
attendant consequences on critical decision-making for at least one of the navigation 
watchstanders. 

6.7.3. There were communication issues between the searching units and SAR 
coordinators, most notably the inaccurate location for the second search pattern. These 
were ultimately resolved and had no impact on locating the survivors before the suspension 
of the search activities. 

6.7.4. The majority owner, the operations manager and the Captain of the SCANDIES 
ROSE failed to adequately ensure that the vessel was operated by a crew that was 
medically fit to perform their duties. The crew’s self-certifying questionnaires contained in 
the employment paperwork listed some medical conditions that could adversely impact any 
vessel operations and none of these medical conditions were reviewed by a competent 
medical authority.  

7. Actions Taken Since the Incident
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ROSE wreck and worked with NOAA to publish the wreckage location on the appropriate 
nautical charts for the area. 

7.3. Actions taken by Industry Partners 

7.3.1. Marine Exchange of Alaska 

7.3.1.1. The Marine Exchange of Alaska is a vital link in the Search and Rescue 
network in Alaskan waters. On any given day, 60% of all marine vessels in Alaska are 
outside of the Coast Guard's search and rescue response standard in terms of the voice 
radio alerting capabilities. The Marine Exchange of Alaska acts as a significant partner in 
providing situational awareness in communications during search and rescue situations 
through its AIS network which encompasses a greater portion of the Alaska maritime 
area. Without this partnership, search and rescue operations would be significantly 
degraded. 

7.3.1.2. Since the SCANDIES ROSE casualty, the Marine Exchange completed an in-
house research and development project that focused on a DSC receiver system that they 
have started to install at some of their 131 Marine Safety Sites (antenna sites). As of 
August 2021, the Marine Exchange of Alaska has installed 13 DSC receivers and plans to 
install one receiver at each of their sites as they visit them for routine or unplanned 
maintenance. The receivers will alert watchstanders audibly and visually when a DSC 
distress alert is triggered, which would pinpoint the distressed vessel’s geographic 
position if the MMSI is properly registered. These are the same AIS antenna system 
locations used by the Marine Exchange of Alaska for AIS vessel monitoring and Coast 
Guard units in Alaska have access to this AIS data provided by the Marine Exchange.273 

273 As of November 2021, testing of this function has not been completed. The Marine Exchange of Alaska has 
indicated that once they have conducted enough testing and analysis of their system and alerts, they will activate this 
function for the Coast Guard command centers. 
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8. Recommendations

8.1. Safety Recommendations 

8.1.1. Recommend that the Commandant of the Coast Guard partner with the National 
Commercial Fishing Safety Advisory Committee (N-CFSAC) to establish a working group to 
draft and accept a Task Statement addressing safety of Commercial Fishing Vessels of less 
than 200 GTs. The Task Statement should specifically address the issues raised by this 
marine casualty, the total loss with fatalities of the SCANDIES ROSE, as well as the similar 
losses of the DESTINATION and LADY OF GRACE,274 caused by vessel icing leading to a 
loss of stability. The Task Statement should address the following items:  

8.1.1.1. In conducting the tasking, review the multi-year statistics (provided by the 
Coast Guard) regarding commercial fishing vessels of less than 200 GT accidents or 
losses that resulted in fatalities, injuries, or property damage. Major marine casualties in 
addition to this one, such as the loss of the DESTINATION, NO LIMITS, and other 
fishing vessels with multiple fatalities and vessel losses should be reviewed to provide 
the background information necessary to conduct the tasking and then make informed 
recommendations to the Coast Guard. 

8.1.1.2. Examine and make recommendations to the Coast Guard on best practices to 
reduce and mitigate the negative consequences caused by the misalignment of state and 
federal regulations regarding drug laws legalizing the recreational or medical uses for 
drugs also classed as dangerous drugs by federal law and applicable transportation related 
statutes. This is critical for the safety of operations and creating an environment for 
vessel personnel to work in a drug-free workplace, with special emphasis on critical 
safety sensitive jobs such as navigation and engineering duties to bring fishing vessels 
into alignment with other commercial vessels. Develop recommendations that include 
testing for pre-employment, routine, and reasonable cause. 

8.1.1.3. Examine and effectively disseminate recommendations for best practices to 
ensure full crew access to all parts of a vessel to allow for safe vessel operation. This task 
should address and examine things like a means to access all areas of the vessel and allow 
the crew to safely move fore and aft to remove ice, inspect the vessel, and operate critical 
equipment like the vessel’s anchors and similar gear that does not require the crew to 
climb over the pot stack (for example, in the case of a vessel carrying pots, nets or similar 
devices to create pathways for access). 

8.1.1.4. Examine and make recommendations to the Coast Guard on a way to widely 
distribute PLBs at minimal expense. Ensure availability and access for crewmembers of 
these critical lifesaving devices which could be acquired by consortiums, associations, or 
other organizations for distribution to vessel crews through federally funded grant 
programs or other programs.  

274 Coast Guard’s Report of Investigation into the Sinking of the Fishing Vessel LADY OF GRACE 
https://www.dco.uscg.mil/Portals/9/DCO%20Documents/5p/CG-5PC/INV/docs/documents/LadyOfGrace.pdf 
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8.1.1.5. Establish best practices for standard procedures and guidance for crew standing 
navigation watches. This should include a detailed crew orientation for each unique 
vessel, including the operation of critical equipment and establish clear and easily 
understood watchstanding orders to protect the safety of the vessel for its applicable 
operations. This could be accomplished as a standardized form or checklist.  

8.1.1.6. Evaluate and provide a comprehensive list of recommendations to the Coast 
Guard, in the form of best practices (NVICs, policies, training), or amended or new 
regulations, regarding stability considerations which may pose severe risk to the safety of 
a fishing vessel such as icing, loading, the need for stability instructions, and vessel 
modifications. As part of this task, review the Coast Guard’s current level of oversight, 
provide recommendations on its adequacy, and specify needed changes to areas of the 
fishing safety program that need additional attention. 

8.1.1.7. Evaluate and provide recommendations to the Coast Guard for best practices to 
address the high degree of risk associated with fishing vessel operations and how the 
acceptance of risk is prevalent and accepted in the fishing industry. Specifically, the 
Marine Board recommends the committee focus on topics including icing, heavy weather 
avoidance in voyage planning, and formalizing the navigation watch duties via onboard 
familiarization and written standard orders to ensure the safety of vessel during its transit 
and during fishing operations.  

8.1.1.8. Evaluate and provide recommendations to the Coast Guard to ensure the most 
effective means to widely disseminate critical safety information for the commercial 
fishing industry. This Marine Board investigation revealed that current means are not 
effective at making it to a large portion of the commercial fishing fleet. 

8.1.2. Recommend that the Commandant of the Coast Guard clarify the existing language in 
the requirements contained in 46 CFR 28.270(b)—participation in drills—regarding 
"donning" immersion suits. The regulatory intent was to have each member of the crew 
physically put on an immersion suit to satisfy the requirements of the regulation. More 
importantly, the intent was to get the tactile experience and increase crewmember ability to 
rapidly and properly don the suit in extreme conditions. 

8.1.3. As previously noted in the DESTINATION ROI, recommend that the Commandant 
of the Coast Guard amend 46 CFR 28.550 - Icing, to clarify that the vessel's stability 
instructions to the master should indicate that when freezing spray forecasts or conditions 
exist, the vessel may experience icing conditions that dangerously compromise the vessel’s 
stability and that captains shall consider delaying departure from port, or if already 
underway, seek protected waters or take immediate action to reduce or mitigate ice 
accumulations. 

8.1.4. Recommend that the Commandant of the Coast Guard, specifically, CG-CVC, 
collaborate with marine training institutions like the NPFVOA and AMSEA seeking to 
amend their curriculums as appropriate for operating areas with icing conditions. The effort 
should increase the focus on the dangers of icing and other potential sources for loss of 
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stability and provide for recommended best practices to reduce icing or causes of loss of 
stability. This could include protective measures such as dropping gear overboard when in 
dangerous stability condition, not getting underway in the face of severe weather, or seeking 
shelter if already underway.  

8.1.5. Recommend that the Commandant of the Coast Guard, specifically the MSC, create a 
mechanism to track quality related issues pertaining to stability work involving professional 
engineers/naval architects. Develop a formal mechanism to provide feedback to regulatory 
bodies overseeing naval architects and professional engineers after identifying deficiencies in 
the quality of work that affect vessel safety.  

8.1.6. Recommend that the Commandant of the Coast Guard, specifically CG-5P and other 
applicable offices determine the real-life icing effects on commercial fishing vessels, 
specifically the asymmetrical nature of accumulation on the vessel and pots, and amend 46 
CFR 28.550 to improve the margin of safety for vessels operating in such harsh 
environments. The RDC Ice Accretion on Crab Pots REACT Report is a baseline study and 
can serve as a starting point for this effort to build more effective regulatory icing standards. 

8.1.7. Recommend that the Commandant of the Coast Guard develop regulations that 
require commercial fishing captains of documented vessels operating beyond the boundary 
line attend and complete an accepted stability training course. Doing this would align the 
regulations with the 2010 CGAA which added a subsection in 46 USC §4502 that required 
an individual in charge of a commercial fishing vessel that operates three NMs beyond the 
territorial sea baseline to pass a training program and hold a certificate issued under that 
program. 

8.1.8. Similar to the recommendation made in the DESTINATION ROI, recommend that 
the Commandant of the Coast Guard amend 46 CFR Part 28 to require CFV owners and 
captains implement vessel policies to address crew rest, work hours and fatigue. 
Implementing regulations to require fishing vessels to implement vessel policies reflecting 
the basic principles of the Coast Guard’s Crew Endurance Management System (CEMS) or 
similar practices that can be used to identify and control crew fatigue risk factors. 

8.1.9. Recommend that the Commandant of the Coast Guard, specifically, CG-CVC and 
CG-ENG, promptly produce and disseminate a Marine Safety Information Bulletin or Safety 
Alert discussing a best marine practice to ensure a means of access to all parts of a fishing 
vessel, such as an alleyway through the pot stack or along one side of the stack, while the 
vessel is underway/operational in inclement conditions. In doing so, fishermen will have a 
safer way to maintain a clearer picture of the materiel and stability condition of their vessel in 
icing conditions and can take steps to mitigate negative forces before the loss of stability 
becomes catastrophic. The Coast Guard should collaborate with marine training institutions 
like the NPFVOA and AMSEA in ensuring widest distribution of this message to the 
commercial fishing industry. 

8.1.10. Recommend that the Commandant of the Coast Guard promote the use of a properly 
installed and configured Digital Selective Calling feature on marine VHF radios throughout 
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the maritime regions of the U.S. aboard all vessels, as this will enhance the saving of life and 
property and the potential timeliness of rescue in marine emergencies. This safety initiative 
to promote the widespread use of VHF marine radios DSC features should be added to the 
scope of duties, checklists, and job aids used by Coast Guard personnel and Coast Guard 
Auxiliarists conducting marine safety related outreach to the marine community, including 
the recreational boating community. 

8.1.11. Recommend that the Commandant of the Coast Guard, specifically CG-CVC in 
partnership with N-CFSAC, promote and encourage CFV owners and captains to attend 
training classes in safety and navigation related subjects such as those offered by various 
training institutions such as the NPFVOA and AMSEA. 

8.1.12. Recommend that the Commandant of the Coast Guard, specifically CG-761, examine 
and close the AIS and R21 coverage gaps that exist in Alaska to ensure the effectiveness of 
Coast Guard operations as well as meet national security requirements. As efforts to reduce 
coverage gaps in D17 partially rely on the work of industry partners, it is strongly 
recommended that Coast Guard initiatives include collaboration with existing industry 
partners and utilization of already available communications technology, such as the 
AIS/DSC capabilities of the Marine Exchange of Alaska. 

8.1.13. Recommend that the Commandant of the Coast Guard, specifically CG-SAR and 
PACAREA reexamine SAR readiness and mission response standards to improve chances of 
recovery. While an abbreviated SAR case study has been conducted by the Coast Guard for 
this accident, the unique demands and challenges posed by this accident and similar accidents 
in remote Alaskan waters require that a full scope SAR case study with recommendations for 
improving Coast Guard rescue operations. 

8.1.14. Recommend that the Commandant of the Coast Guard continue outreach efforts to 
improve dissemination of the message to the maritime community to address the 
misalignment between state and federal drug laws. It is critical to reinforce the message that 
the use of dangerous drugs, positive drug tests, or actual impairment may lead to enforcement 
actions at the state or federal level up to including criminal prosecution.  

8.1.15. Recommend that the Commandant of the Coast Guard, specifically CG-5P elicit 
expertise from marketing and advertising professionals to better disseminate important safety 
information, such as “A Best Practice Guide to Vessel Stability, Second Edition” which is 
available on the CG-CVC-3 website. In addition, this knowledge should be implemented to 
other aspects of the CFVS Program to meet mandates of the Commercial Fishing Vessel 
Safety National Communications Plan.275  

8.1.16. Recommend that the Commandant of the Coast Guard, including but not limited to 
CG-5P and CG-SAR, partner with marine industry to promote the wearing and use of PLBs. 
Conduct education and outreach to promote availability and benefits that increase chances of 

275 The Commercial Fishing Vessel Safety National Communications Plan is intended to establish a standardized 
framework of communications that will make sharing and disseminating information between the U.S. Coast Guard 
and commercial fishing industry easier. 
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survival and rescue. Such outreach efforts can include developing safety alerts, establishing 
Coast Guard presence at Maritime Expos or events that draw the maritime community, 
attending industry workshops, or hosting local industry days with CFV owners, operators, 
and crew. 

8.1.17. Recommend that the Commandant of the Coast Guard, specifically CG-CVC, 
conduct effective and widespread outreach to educate mariners on abandon ship procedures 
to ensure proper deployment and device activation of the EPIRB allowing it to transmit the 
distress alert signal which would result in the receipt of the distress signal by rescue forces. 

8.1.18. Recommend that the Commandant of the Coast Guard direct Coast Guard investment 
in modernizing the VHF land-based assets in D17 to meet Sea Area 1 requirements with 
special attention to design parameters enabling that communications equipment to handle the 
extremes of the Alaskan environment. Additionally, the Coast Guard must ensure that the HF 
radio program remains in place and operational in the D17 AOR to support an effective SAR 
program. 

8.1.19. Recommend that the Commandant of the Coast Guard work with IMO and the liferaft 
manufacturing industry to examine and consider the improvement of lighting on liferafts and 
other survival equipment. This would include the use of the newest available lighting 
technology (i.e. LED lighting, laser flares, and beacons) to increase the range of detection, 
illumination, reliability of lamps leading to an increased amount of interior/exterior lighting, 
and increasing the probability of survivability and rescue. 

8.1.20. Recommend that the Commandant of the Coast Guard accept and implement the 
recommendations contained in the SCANDIES ROSE SAR Case Review. 

8.1.21. Recommend that the Commandant of the Coast Guard, specifically CG-5PC release a 
Safety Alert regarding the value gained in properly configuring a marine VHF radio to enable 
the use of a DSC alert and provide users with the necessary steps configure the DSC 
function. 

8.1.22. Recommend that the Commandant of the Coast Guard direct the appropriate 
Headquarters office(s) to implement the provisions of the 2010 CGAA and 2012 CGMTA 
relating to commercial fishing vessels. 

8.1.23. It is recommended that the Commandant of the Coast Guard, specifically CG-CVC 
working with the SCANDIES ROSE Marine Board, develop a user-friendly abbreviated 
version of this report containing key findings of this report and containing relevant 
information from the DESTINATION ROI and the RDC’s Ice Accretion on Crab Pot 
Report in text and image form content, where appropriate. This printed and digital guide 
would be developed for the purpose of widespread distribution to the appropriate segment 
of the commercial fishing industry (cold water operating environments). 
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8.2. Administrative Recommendations 

8.2.1. In absence of applicable regulations, recommend that the commercial fishing industry 
voluntarily adopt requirements outlined in 46 CFR Part 57 for the use of certified marine 
welders when conducting work on steel hull commercial fishing vessels. Use of procedures 
outlined in the Coast Guard’s NVIC 7-68 (Guidelines for steel vessel hull repair) and 
American Welding Society (AWS) Standards for Welders are accepted best practices to 
determine that quality repairs have been completed.  

8.2.2. Recommend the National Weather Service make forecasting as well as existing 
models on freezing spray and icing more operationally available and easily accessible to the 
maritime community. It is critical that the NWS enhance their weather products to 
incorporate applications such as the experimental freezing spray forecast and create easily 
accessible, user-friendly interfaces to improve vessel safety. 

8.2.3. Recommend the National Weather Service incorporate the data provided by the AIS 
based weather sensors, maintained by Marine Exchange of Alaska, into the forecasting 
models for the Alaska region.  

8.2.4. Recommend the National Weather Service explore and investigate a means to update 
the weather message content in all appropriate National Weather Service products to provide 
an explanation of statements such as “Freezing Spray” and "Heavy Freezing Spray" 
conditions, providing information that is found in the National Weather Service Glossary, on 
the potential rate of ice accumulation from freezing spray in inches per hour for each 
classification of freezing spray. Providing this information facilitates mariners’ ability to 
appropriately manage the risk from freezing spray along their intended route. 

8.2.5. Recommend that NOAA and the Marine Exchange of Alaska, in conjunction with 
any other applicable governmental or non-governmental organizations/stakeholders, enhance 
partnerships to establish a more extensive network of reliable weather stations in coastal 
regions to gather more accurate weather information for the transportation industry in the 
remote regions of Alaska.  

8.2.6. Recommend the Federal Communications Commission examine and amend existing 
regulations where required and revise FCC Public Notice DA 16-63. This change should 
require any commercial vessel be equipped with a VHF marine radio that has a properly 
configured DSC feature with an interconnected GPS, MMSI programmed, and ready for 
immediate use including within the State of Alaska (which is presently excluded) and 
adjacent waters. The Marine Exchange of Alaska has installed DSC receivers on its AIS 
towers since the accident, and is continuing to expand that network. These additional DSC 
receivers would enable receipt of DSC distress alerts and potentially facilitate a reduction in 
the time it takes for Coast Guard and other rescue forces to reach vessels distress. 

8.2.7. Recommend that the State of Alaska implement a new measure in the Alaska 
Administrative Code, where appropriate, to close the safety gap where crabbers participating 
in the Bering Sea/Aleutian Islands IFQ Crab Fisheries Management Plan are required to 
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report to the Coast Guard prior to departing port and vessels with similar gear are not 
required to report. In Section 5 AAC 39.670 - (7) an operator of a vessel participating in an 
IFQ, CDQ, or Adak community allocation crab fishery in the Bering Sea/Aleutian Islands 
area must notify the United States Coast Guard at least 24 hours before departing port when 
carrying crab pot gear; whereas the same vessel when fishing with modified crab pots of the 
same size for groundfish and, facing the same vessel stability risks, are not required to make 
these safety related reports prior to departure.  

8.2.8. Recommend that the Washington State Board of Registration for Professional 
Engineers and Land Surveyors be provided with a copy of this ROI and examine it for 
information relating to the quality and accuracy of the stability work performed by the 
P.E./Naval Architect who conducted the stability testing and provided the stability
instructions for the SCANDIES ROSE in 1988 and 2019 and continues to conduct stability
work on vessels throughout the West Coast.

8.2.9. Recommend that the Commandant of the Coast Guard provide widest dissemination 
of this report throughout the CFV industry to include: 

8.2.9.1. Coast Guard District Fishing Vessel Coordinators 

8.2.9.2. To training institutions (AMSEA, NPFVOA, and others) for use as a case study. 
The purpose is to reach the intended audience of commercial fishing vessel crews, 
owners, and operators of and communicate the importance of taking timely and effective 
action at the first sign of emergency, to take action and maximize the chances of 
survivability for vessel and crew.  

8.2.9.3. Major fishing vessel associations in the Pacific Northwest and Alaska. 

8.2.9.4. In this case, it is critical that Commandant reach out to the WA State regulating 
body for naval architects and Professional Engineers. 

8.2.10. It is recommended that the participating crews of Air Station Kodiak and the CGC 
MELLON be commended for their search and rescue efforts after the loss of the 
SCANDIES ROSE. 

8.3. Although not a direct contributing factor to this accident, the investigation revealed the 
following issues warranted being classified as Findings of Concern: 

8.3.1. Crew medical conditions that affect performance in the dangerous operations of 
commercial fishing vessels are not identified and assessed to determine conditions that may 
affect critical vessel operations. This investigation revealed that a  person was insulin 
dependent and the  had vision, heart, hearing and other medical problems which 
could have been greatly exacerbated in the challenging maritime environment of Alaska and 
other similar areas. Owners may attempt to assess fitness for service by the crew but the 
commercial pressures of fishing operations may preclude management oversight of these 
risks to vessel operations. In this case, the managing owner was not aware of the scale of 
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medical issues with the SCANDIES ROSE crew as it departed on the accident voyage. There 
is no requirement for medical fitness to operate a vessel of the size and type as the 
SCANDIES ROSE. 

8.3.2. One crewmember on the SCANDIES ROSE boarded the vessel and was tested for 
drugs. It was reported that the results for all five drugs tested in this home drug test kit came 
back as negative. However, after the rescue, the same crewmember was tested for the same 
five drugs and the results were positive for marijuana, THC. That crewmember was in a 
safety sensitive position, operating the SCANDIES ROSE as the navigation watch and stood 
the last watch on the accident night before the Captain took the watch. It is the opinion of the 
Marine Board that the initial test for this crewmember was most likely positive but, due to 
the pressure to get underway with a full complement of crew, the results were reported as 
negative. In the Marine Board hearing, the owner made the following statement: 

“Yeah, zero tolerance. Zero tolerance, especially --especially for, you know, meth or 
opiates. You can't have anything. Nowadays with pot, you almost can't find a crew 
member who hasn't had some pot, and pot sticks in your system for a long time, but 
you still have to be -- you know, you just can't have somebody who's showing up on 
the test. The only exceptions I've ever made is if somebody failed in Seattle, I'd let 
them ride the boat up and say, you know, we're going to test you again in Kodiak or 
Dutch Harbor, whenever we get there, and if you don't pass that, you're on a plane 
coming home.”276 

Other than post casualty testing, there is no explicit requirement to provide a drug and 
alcohol free workplace onboard a vessel of the size and type as the SCANDIES ROSE unless 
the crew have a Coast Guard license or credential. 

8.3.3.  Fatigue at sea has a dangerous and debilitating effect on decision-making. One of the 
survivor’s work-rest history was analyzed and he was found to be impaired by fatigue to the 
level of legal intoxication by alcohol. The other deckhands worked together to load the boat 
and there is the likelihood that they all were at sea for a period where they could not make up 
the sleep deficit on the voyage to the fishing grounds. It was not possible to accurately assess 
the fatigue level for the Captain. Despite the uncertainty of fatigue’s impact on this accident, 
research has shown that fatigue leads to errors in decision making and decreased motor skills. 
There is no requirement for establishing a work routine to reduce the effects of fatigue when 
operating a vessel of the size and type as the SCANDIES ROSE. 

8.3.4. Companies that operate fishing vessels without developed written procedures and 
have multiple employees and operators may create situations that lead to latent unsafe 
conditions in terms of misunderstanding the roles and expectations for important duties. It is 
recommended that companies should consider developing written procedures to operate their 
vessels safely with due regard to the intended service and fishery of the vessel and ensure 
that all employees within the company are thoroughly familiar with these policies and 
procedures.  

276 , MBI Hearing Transcript, Pg. 78 
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8.4. Recommend this investigation be closed. 

GREGORY A. CALLAGHAN 
Captain, U.S. Coast Guard 
Chairman, Marine Board of Investigation 

Enclosure(s): (1) Marine Board of Investigation Convening Order/Subsequent Changes 
(2) SCANDIES ROSE ROI Hyperlinks



Enclosure (2) 

 

List of Hyperlinks for F/V SCANDIES ROSE Report of Investigation 

 

Note: Hyperlinks 1, 2 and 3 are relatively large files and will take time to load on your browser.  

 

 

 

 

Hyperlink 
No. 

Items Type Hyperlink 

1 Animation of the SCANDIES ROSE 
Voyage 

.mp4 SCANDIES ROSE Voyage Animation 

2 CG Exhibit 085 - Distress call from the 
SCANDIES ROSE, 1 minute 38 
seconds in length 

.mp3 SCANDIES ROSE Mayday Call    1 min 
38 seconds 

3 CG Exhibit 127 - Fish Safe BC Stability 
Video 

.mp4 Fish Safe BC Stability Video 

4 CG Exhibit 132 - Pre-Hearing Interview 
Transcripts 

.pdf NTSB Pre-Hearing Interview 
Transcripts 

5 MBI Hearing Transcripts .pdf Combined MBI Hearing Transcripts  

6 CG Exhibit 136 - Post-Hearing 
Interview Transcript 

.pdf Post MBI Hearing Interview, Mr. 
Lawler 

7 MSC Stability Report complete with 
Appendices 

.pdf MSC Stability Report, Addendum and 
Appendices A,B and C 

8 Coast Guard REACT Ice Accretion on 
Crab Pots Report 

.pdf RDC's REACT Report "Ice Accretion 
on Crab Pots" 

https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/SCANDIES%20ROSE%20Final%20Voyage%2020211207.mp4?ver=xt6Ufjm1Sw4BGpGR5_BzRQ%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/SCANDIES%20ROSE%20Mayday%20Call%20MP3.mp3?ver=wH3uRot9M4KRWmFfR-sXoA%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/SCANDIES%20ROSE%20Mayday%20Call%20MP3.mp3?ver=wH3uRot9M4KRWmFfR-sXoA%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/CG%20127%20-%20FishSafe%20Stability%20Video.mp4?ver=PurBjDBLV5OhACEXPVsUkg%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/CG%20132%20-%20NTSB%20Pre-Hearing%20Interview%20Transcripts.pdf?ver=POXqruw-KjLWpMP5Xpdw5g%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/CG%20132%20-%20NTSB%20Pre-Hearing%20Interview%20Transcripts.pdf?ver=POXqruw-KjLWpMP5Xpdw5g%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/Combined%20SCANDIES%20ROSE%20MBI%20Hearing%20Transcripts.pdf?ver=ULoR4WDfp5BivxNc0ujUvw%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/CG%20136%20-%20Post-Hearing%20Interviews.pdf?ver=fuRGGKiaETlrSMYI6H9ddQ%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/CG%20136%20-%20Post-Hearing%20Interviews.pdf?ver=fuRGGKiaETlrSMYI6H9ddQ%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/MSC%20Stability%20Report%20and%20Supporting%20Documents%20SCANDIES%20ROSE.pdf?ver=df-M85Vom4rzvLz77j1_nA%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/Report-of-Investigation/MSC%20Stability%20Report%20and%20Supporting%20Documents%20SCANDIES%20ROSE.pdf?ver=df-M85Vom4rzvLz77j1_nA%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/REACT%20Report%20Ice%20Accretion%20on%20Crab%20Pots.pdf?ver=zjHkgls0agGyoCEFMKPhzw%3d%3d
https://www.news.uscg.mil/Portals/11/Headquarters/Investigations/Scandies-Rose/REACT%20Report%20Ice%20Accretion%20on%20Crab%20Pots.pdf?ver=zjHkgls0agGyoCEFMKPhzw%3d%3d
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