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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.
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Note: This marine casualty investigation was conducted pursuant to 46 USC § 6301. As such, and in accordance
with 46 USC § 6308, no part of this report, including the findings of fact, opinions, recommendations, deliberations,
or conclusions, shall be admissible as evidence or subject to discovery in any civil or administrative proceeding,
other than an administrative proceeding initiated by the United States



U.S. Department of Commandant U.S. Coast Guard STOP 7501
Homeland Se(:urity United States Coast Guard 2703 Martin Luther King Jr. Ave. SE
Washington, DC 20593-7501
Staff Symbol: CG-INV

United States : :
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THE CAPSIZING AND LOSS OF LIFE ON THE COMMERCIAL FISHING VESSEL
COASTAL REIGN NEAR GARIBALDI, OR ON FEBRUARY 20, 2021

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
approved. The investigation’s safety recommendations remain under review. The Commandant’s
response to the recommendations and any resulting actions will be documented separately. This
marine casualty investigation is closed.

. D. NEUBAUER
Captain, U.S. Coast Guard
Chief, Office of Investigations & Casualty Analysis (CG-INV)
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MEMORANDUM

From: Anthony J. Vogt, RADM Cﬁ?’l/

CGD THIRTEEN (d)

Ta; Christopher F. Coutu, CAPT
CGD SEVENTEEN (dl)

Subj: DISTRICT FORMAL MARINE CASUALTY INVESTIGATION CONCERNING
THE F/V COASTAL REIGN

|. Pursuant to the authority contained in Title 46, United States Code (U.S.C.), Section 6301
and the regulations promulgated thereunder, you are to convene a formal investigation for the
marine casualty of the F/V COASTAL REIGN (O.N. 1094725) that occurred on 20FEB21. In
conducting your investigation, you shall follow, as closely as possible, to the policy guidance
and operational procedures for the Coast Guard Marine Investigations Program, as found in the
Marine Safety Manual, Volume V, COMDTINST M16000.10A.

2. Due to the scope and complexity of the investigation, I have assigned the following persons
to assist you with your investigation. For purposes of this investigation, the below persons are all
designated as investigating officers as defined under 46 C.F.R. § 4.03-30, and therefore, shall
enjoy the powers outlined in 46 C.F.R. § 4.07-5.:

e LT- Assistant Investigating Officer

o L7 I o
e LT_ Legal Counsel

® Mr._ Technical Advisor

3. Upon completion of the investigation, you will issue a Report of Investigation (ROI) to me
with the collected evidence, the established facts, conclusions and recommendations.
Conclusions and recommendations concerning commendatory actions or misconduct that would
warrant further inquiry shall be referred to me, by separate correspondence for consideration and
action as appropriate. A summary of significant events shall be transmitted routinely to CGD
THIRTEEN (dp) while the investigation is in formal session.

4. You will complete and submit your investigative report to me by 26 AUG 2021. If this
deadline cannot be met, you shall submit a written explanation for the delay and the expected
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CONCERNING THE MARINE CASUALTY OF F/V COASTAL
REIGN

completion date. You are highly encouraged to submit any interim recommendations intended to
prevent similar casualties, if appropriate, at any point in your investigation.

5. CGD THIRTEEN will provide funding support and MSU Portland will provide
administrative assistance to the Investigation.

6. CGD THIRTEEN will furnish such funding and technical assistance as may be required by
the Investigation when deemed appropriate and within the requirements for the scope of the
investigation. Your point of contact for funding and technical assistance is CDR Hsingyen Fu,
CGD THIRTEEN (dpi).

Copy: CG-INV
PACAREA (PAC-54)
INCOE
CG Sector Columbia River
CG Station Tillamook Bay
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To: COMDT (CG-INV)

Subj:  ENDORSEMENT OF SAFETY RECOMMENDATIONS REGARDING THE
SINKING OF THE F/V COASTAL REIGN (O.N. 1094725)

Ref: (a) Title 46 United States Code Chapter 63
(b) Title 46 Code of Federal Regulations Subpart 4.07
(¢) Marine Safety Manual, Volume V, Part A, Ch. 6.B.4
(d) D13 memo, Convening Order dated 26 Feb 2021

1. Pursuant to references (a) through (c), a formal marine casualty investigation was convened into
the casualty as detailed in reference (d). The investigation and corresponding MISLE Activity 7145693
are forwarded for final action. The Thirteenth District requests that CG-INV review and release the
ROI ahead of the Commandant’s issuance of a Final Action Memo. The investigation confirms that the
sinking of the F/V COASTAL REIGN was a preventable accident. The vessel and two crewmembers
were lost on the south jetty tip at the entrance to Tillamook Bay, OR. This investigation revealed
various factors that lead to the casualty to include: the vessel operator’s decision to attempt a crossing
of an inherently dangerous bar, crewmember’s sleep deprivation, the vessel operator’s suspected use of

and the submerged south jetty at the entrance of the Tillamook Bay bar entrance. I approve
the findings in the Report of Investigation and recommend that the Investigation be closed.

2. Safety Recommendations:

a. Safety Recommendation #1 (9.1.1): Require Merchant Mariner Credentialing (MMC) for
Commercial Fishing Vessel (CFV) operators less than 200GT. Concur. [ recommend
Commandant obtain legislative authority to require CFV operators less than 200GT hold a
valid Coast Guard MMC.

b. Safety Recommendation #2 (9.1.2): Engagement with the Commercial Fishing Safety
Advisory Committee (CFSAC) to address safety for Commercial Fishing Vessels. Concur.
[ recommend that the Commandant work with the CFSAC to improve safety on commercial
fishing vessels less than 200 GT and enact the provisions in the Coast Guard Authorization Act
of 2010 regarding the certification of CFV operator competency.
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C.

Safety Recommendation #3 (9.1.3): Maintenance of mariner competency, including local
knowledge. Do Not Concur. While this casualty highlights a concern with regards to mariners
transiting unfamiliar ports during challenging conditions, I believe that if a mariner possesses a
valid MMC, then he/she possesses sufficient skill to evaluate the risks associated with a transit,
I am also concerned that the recommended framework will unduly burden commercial fishing
vessel examiners to correctly determine mariners’ local knowledge prior to an inbound transit.

Safety Recommendation #4 (9.1.4): Review and implement findings from Fishing Vessel
Safety Task Force Report of March 1999. Concur. I recommend the Commandant review
and consider implementing those recommendations, specifically requirements for enrollment in
drug testing programs, conducting and logging safety drills, and equipment maintenance and
dry dock exams to ensure hull and watertight compartment integrity.

Safety Recommendation #5 (9.1.5): Implement medical fitness requirements and
mandatory rest schedule for crew onboard Commercial Fishing Vessels of less than 200
GT. Concur. I recommend that the Commandant implement a process to evaluate the overall
health and fitness of crew onboard commercial fishing vessels of less than 200 GT. Evaluations
should be made on potential drug use and to address crew rest, work hours and fatigue.

Safety Recommendation #6 (9.1.6): Hazardous bar restriction announcement for
Tillamook Bay submerged south jetty. Concur. I have directed my Incident Management
Branch (drm) to implement the recommended verbiage into their broadcast notice to mariners
to heighten awareness regarding the submerged portion of the south jetty to mariners who may
not be aware.

3. Administrative Recommendations:

a.

Copy:

Administrative Recommendation #1 (9.2.1): Referral of alleged violations of 18 U.S.C.
1115 to the District of Oregon. Do Not Concur. However, if the State of Oregon is interested
in pursuing criminal charges regarding the capsizing of the COASTAL REIGN, D13 will
provide documents IAW all applicable laws and regulations, Additionally, D13 may offer
assistance to the State of Oregon where relevant under 14 U.S.C. § 701.

I concur with all other administrative recommendations and have directed my staff to provide
appropriate recognition to the parties that assisted with the COASTAL REIGN response and
investigation.

COMDT (CG-CVC-3)

CG PACAREA (PAC-54)

CG SECTOR COLUMBIA RIVER
CG SECTOR PUGET SOUND
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AIS

AIO
AMSEA
ATON
BNM
BOSN
CDC
CFR
CFSAC
CFV
CG

CG STA
CO
COMDT

COMDTINST

COTP
D13

EPIRB
F/V
GRT
HP
IMO
LIO
LLNR
LNM
LT
LUC

MISLE

MLB
MMC

MRO
MSIB
NAIS

NAVCEN
NIOSH
NM
NOAA
NPFVOA
NTSB
NWS

List of Acronyms

Automatic Identification System, a vessel tracking system to enhance the
safety of navigation

Assistant Investigating Officer

Alaska Marine Safety Education Association

Aids to Navigation

Broadcast Notice to Mariners via marine radio

Boatswain, CG Chief Warrant Officer

Center for Disease Control

Code of Federal Regulations

Commercial Fishing Safety Advisory Committee

Commercial Fishing Vessel

Coast Guard

Coast Guard Station

Commanding Officer

Commandant of the Coast Guard

Commandant Instruction, CG Communications outlining policy and
direction

Captain of the Port

Coast Guard Thirteenth District, comprising Washington, Oregon, Idaho and
Montana

Emergency Position Indicating Radio Beacon

Fishing Vessel

Gross Ton (Gross Registered Tons)

Horsepower

International Maritime Organization

Lead Investigating Officer

Light List Number

Local Notice to Mariners, published weekly

Light (ATON)

Latent Unsafe Condition, determined by an assessment of the facts and then
analysis

Marine Information for Safety and Law Enforcement, a Coast Guard
database for tracking vessel related activities

Motor Life Boat, MLB 47266

Merchant Mariner Credential, a document issued by the CG to commercial
mariners

Medical Review Officer

Marine Safety Information Bulletin

National Automated Identification System, a Coast Guard capability for
tracking vessels equipped with AIS equipment

Coast Guard Navigation Center

National Institute of Occupational Health and Safety

Nautical mile

National Oceanic and Atmospheric Administration

North Pacific Fishing Vessel Owners’ Association

National Transportation Safety Board

National Weather Service

il



O.N.
OCMI
ODFW
OIC

OR
PAWSA
PFD

PII

PSDA
PST

RNA
ROI

SAR
SECTOR

SLNM
TOX
USC
UMIB
UPV
USC
USCG
USACE
VHF
VMS

WAMS

Official Number

Officer in Charge, Marine Inspection

Oregon Department of Fish and Wildlife

Officer in Charge

Oregon

Port and Waterway Safety Assessment

Personal Floatation Device

Parties-in-Interest, people or organizations who have a statutory right or
interest in the accident investigation.

Probability of Survival Decision Aid, planning tool for search and rescue
Pacific Standard Time; is 8 hours behind Coordinated Universal Time which
is used on radio logs. The time offset from UTC can be written as -08:00.
Regulated Navigation Area

Report of Investigation

Search and Rescue

A Coast Guard operational unit that oversees a geographic segment of the
maritime domain in the United States. E.g. Sector Columbia River
Special Local Notice to Mariners, a Coast Guard publication

Toxicology

United States Code

Urgent Marine Information Broadcast

Uninspected Passenger Vessel

United States Code

United States Coast Guard

United States Army Corps of Engineers

Very High Frequency; Marine Band Radio, typically found on vessels
Vessel Movement System; NOAA Voluntary Fishing Vessel Tracking
System

Waterways Analysis and Management System, a tool used by the Coast Guard to

plan and implement ATON on federally designated navigable waterways

il



Commander 915 2" Avenue

United States Coast Guard Seattle, WA 98174

THIRTEENTH DISTRICT Staff Symbol: Dp
Phone: (206) 220-7220

U.S. Department of
Homeland Security

United States
Coast Guard

CAPSIZING OF THE COMMERCIAL FISHING VESSEL COASTAL REIGN, O.N. 1094725,
IN THE VICINITY OF THE TILLAMOOK BAY BAR, WITH THE LOSS OF TWO LIVES, ON
FEBRUARY 20, 2021

EXECUTIVE SUMMARY

On February 20, 2021, at approximately 1637 Pacific Standard Time, the 38-foot, 16 gross ton,
commercial fishing vessel (CFV) COASTAL REIGN (O.N. 1094725) attempted to cross the Tillamook
Bay Bar through the southern entrance (locally known as the “South Hole”) near Garibaldi, OR.

The crew of the CFV COASTAL REIGN was composed of an owner/operator, a co-operator, and two
deckhands. At the time of the attempted crossing, the vessel was loaded with approximately 3,500 to
4,000 pounds of Dungeness crab. On scene weather was reported as five-knot winds from the south and
8 nautical miles of visibility. The Tillamook Bay Bar report stated that the wave height was 4 to 6 feet
between the tips of the jetties. In the North entrance, locally called the “North Hole,” as well as the
“middle grounds,” waves were 6 to 8 feet with occasional 8 to 10 feet breaks, while 8 to 10 feet waves
were reported in the “South Hole” entrance. Due to the hazardous conditions, Coast Guard Station
Tillamook Bay restricted the bar to all recreational and uninspected commercial passenger vessels.
Commercial fishing vessels, and other commercial traffic, had the option to enter the harbor, though the
Station issued caution.

On its attempt to cross the Tillamook Bay Bar, the CFV COASTAL REIGN was not well-situated in the
“South Hole” and in a location other than where other local fishermen recommended. The CFV
COASTAL REIGN had transited east of the recommended “South Hole” line, finding themselves over
the submerged portion of the South Jetty. All four crewmembers were inside the pilothouse. The CFV
COASTAL REIGN took three progressively larger waves from the port side. The third and final wave
estimated to be a 12-13 foot breaking wave, broadsided the CFV COASTAL REIGN. The vessel rolled
hard to starboard and capsized. The pilothouse quickly filled with water. The two deckhands who were
wearing Type I lifejackets found their way into the engine room compartment through a hatch in the
deck of the pilothouse that had opened when the vessel rolled. The owner/operator and co-operator were
not wearing lifejackets at the time the vessel capsized. The CFV COASTAL REIGN came to rest on the
visible end of the South Jetty. Both deckhands, who were initially trapped in the engine room, were able
to exit the vessel. One deckhand was able to climb onto the rocks of the South Jetty and was recovered
by a Coast Guard helicopter from Sector Columbia River. The other deckhand was washed off the rocks
of the South Jetty and could not make it back to shore. He was recovered by a Coast Guard 47-foot
rescue lifeboat from Station Tillamook Bay in the water near the overturned CFV COASTAL REIGN.

When the CFV COASTAL REIGN capsized, and as the pilothouse filled with water, the owner/operator
was able to free himself from the pilothouse. When he surfaced outside the vessel, he located a bundle of
crab buoys and was able to grab ahold to remain afloat. He was able to save himself by swimming away

v



from the CFV COASTAL REIGN; remaining in the water south of the South Jetty. He was rescued by a
second 47-foot rescue boat from Station Tillamook Bay. The co-operator was the last crewmember to be
recovered. He was located in the water near the Tillamook Bay tower.

Both deckhands, along with the owner/operator, were taken to Adventist Health Hospital in Tillamook,
OR, for treatment. The owner/operator was released that evening and one deckhand was released the
following day. Mr. Zappone, the other deckhand, was first taken to Adventist Health Hospital, but
shortly after arrival, he was flown to Oregon Health and Science University (OHSU) Hospital in
Portland, OR, where he was pronounced dead. Mr. Todd Chase, the co-operator, was deceased when he
was recovered from the water.

Through its investigation, the Coast Guard determined the initiating event was caused by the
navigational decisions made by Mr. -while serving as the operator of the CFV COASTAL
REIGN. Subsequent events leading to the casualty include the three large waves that struck the port side
of the vessel as it transited over the submerged portion of the South Jetty of the Tillamook Bay bar.
Other subsequent events include the capsizing of the CFV COASTAL REIGN, followed by the
pilothouse flooding and all four persons entering the water. The final events include the injuries
sustained by the surviving deckhand, the injuries and death of Mr. Zappone, and the death of Mr. Chase
as a result of drowning. Causal factors contributing to the casualty were: 1) the owner/operator’s
operation of the vessel over the submerged portion of the South Jetty, 2) the owner/operator’s -
- prior to operating the vessel through a dangerous evolution; 3) lack of sufficient rest; 4) the
inherently dangerous nature of crossing the Tillamook Bay bar; and 5) the owner/operator’s
overconfidence in his abilities to safely transit the Tillamook Bay bar while under broadcasted
hazardous conditions.
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CAPSIZING OF THE COMMERCIAL FISHING VESSEL COASTAL REIGN, O.N. 1094725,
IN THE VICINITY OF THE TILLAMOOK BAY BAR, WITH THE LOSS OF TWO LIVES,
ON FEBRUARY 20, 2021

INVESTIGATING OFFICER’S REPORT

1. Preliminarv Statement

1.1 This marine casualty investigation was conducted, and this report was submuitted, in accordance
with 46 Code of Federal Regulations (CFR) § 4.09, under the authority of 46 United States Code (USC)
chapter 63. Pursuant to chapter 46 USC § 6308, no part of a report of a marine casualty investigation,
including findings of fact, opinions. recommendations, deliberations, or conclusions shall be admissible
as evidence or subject to discovery in any civil or administrative proceedings, other than an
administrative proceeding initiated by the United States.

1.2 On February 26, 2021, the Thirteenth District (D13) Commander issued Enclosure 1, a
Convening Order directing a formal investigation into the February 20, 2021, capsizing of the F/V
COASTAL REIGN, and the loss of life of two of the four crewmembers.

1.3 The following personnel participated in the investigation: Lead Investigating Officer (LIO) —

CAPT Christopher Coutu, District 17; Assistant Investigating Officer (AIO) — LT , Marine
Safety Unit (MSU) Portland; Legal Counsel — LT District 13; Recorder — LT
ﬂ, District 13 Prevention; and Technical Advisor — Mr. , MSU Portlan

waterways.

1.4  The LIO designated the F/'V COASTAL REIGN’S owner, Mr. , as a Party-
In-Interest (PII). He was represented by Mr. , from the Seattle law firm of LeGros,
Buchanan, and Paul. No other parties were designated in accordance with 46 CFR § 4.03-10.

1.5 The Coast Guard was the lead agency for all evidence collected during this investigation.
However, Oregon State Park officials collected CFV COASTAL REIGN wreckage material found
along the Tillamook Bay beaches. The material was stored at the State Park Maintenance facility. The
investigation team photographed the evidence and released it to the state deeming the material not
relevant to determining the cause of the casualty.



1.6 The Coast Guard inquired with the National Transportation Safety Board to determine whether
that agency would participate in the investigation. Due to high volume and COVID-19 restrictions and
limitations, on March 17, 2021, the NTSB declined.

1.7 During the week of March 15, 2021, the team traveled to Tillamook, OR, to view the site of the
casualty, collect evidence, and conduct informal interviews. While the team had an interview scheduled
with the owner/operator of the CFV COASTAL REIGN, the LIO decided to reschedule the interview to
a later date. Instead of continuing with the investigation, the LIO recommended that the Thirteenth
Coast Guard District consider referring the matter to the United States Attorney for the District of
Oregon for review. The Thirteenth District’s Staff Judge Advocate discussed and shared the case with
the United States Attorney for the District of Oregon to consider the case and its evidence, but no
formal referral request was made. In the fall of 2021, after thoroughly reviewing the case, the U.S
Attorney’s office determined the evidence did not support a federal prosecution.

1.8  In December 2021, D13 directed the team to complete a Marine Casualty Report, but not to
conduct a formal public hearing, opting for a quicker report production, along with a public
presentation of the findings sometime in the summer of 2022.

1.9  This marine casualty report is focused on the cause of the capsizing of the CFV COASTAL
REIGN with attention paid to the vessel, the environment (including the Coast Guard’s navigational
assistance role in the area as well as the Army Corps of Engineers’ jetty system), along with the people
involved in the incident. The team did not focus on the Dungeness crab fishery or other matters not
directly related to the capsizing of the vessel.

1.10  While the Coast Guard’s subsequent search and rescue (SAR) evolution is not relevant to the
cause of the casualties, the team has included a section regarding the SAR timeline response for the
benefit of the next-of-kin of the deceased crewmembers.

1.11  Since a formal hearing was not conducted where the public would have heard the testimony of
witnesses, interview summaries of percipient witnesses are provided.

1.12 A list of Exhibits to this report may be found in Enclosure 2. The Exhibits are stored
electronically in the Coast Guard Homeport database within the CFV COASTAL REIGN Investigation
site within a folder entitled “ROI Evidence Exhibits.” It is the intent of the investigation team to ensure
the Exhibits identified in Enclosure 2 are hyperlinked to electronically stored files.

1.13  All times used in this report are approximate and listed in local Pacific Standard Time.



2 Vessel Involved in the Incident

Photograph of COASTAL REIGN underway near Tillamook Bay Bar, Garibaldi, OR, February 20, 2021

2.1 Vessel Particulars

Official Name: COASTAL REIGN
Identification Number: 1094725
Flag: U.S.

Vessel Class/Type/Sub-Type

Fishing Vessel/Fish Catching Vessel/Pot/Trap

Build Year: 2000
Gross Tonnage: 16
Length: 38 feet




Beam/Width:

15 feet

Draft/Depth:

4.3 feet

Main/Primary Propulsion:

300HP, single screw propulsion

Owner: - Hammond, OR
Operator: - Hammond, OR
3 Deceased, Missing, and/or Injured Persons
Relationship to Vessel Sex Age Status
Mr. Todd Chase, Secondary Male 51 Deceased
Operator
Mr. Zachary Zappone, Male 41 Deceased
Deckhand
v I e | hjured
Deckhand

4 Findings of Fact

4.1 The Incident:

4.1.1 On February 20, 2021 at 6:45 a.m., Coast Guard Station Tillamook Bay personnel
conducted their first light bar report and observed hazardous surf conditions at the Tillamook
Bay bar entrance. As a result, the station imposed a bar restriction restricting the bar to
recreational vessels and uninspected passenger vessels (UPVs) less than 40 feet in length. This
restriction remained in place throughout the day until 4:30 p.m. when Station Tillamook Bay
restricted the bar to all recreational vessels and UPVs.

4.1.1.1 At 4:10 p.m., the Coast Guard Tower Watchstander radioed the CFV COASTAL
REIGN, then positioning herself near the South Hole, seeking the number of persons on
board. The Coast Guard informed the CFV COASTAL REIGN that they would be standing
by ready to assist on Channel 16 and 22A.

4.1.1.2 CFV COASTAL REIGN acknowledged.

4.1.2 At4:25 p.m. the CFV LADY LEE crossed the Tillamook Bay Bar through the South
Hole. The CFV COASTAL REIGN and CFV PETRA MARIE were still south of the jetty at
this time, watching wave sets as they watched the CFV LADY LEE make her crossing. Both
the CFV LADY LEE and the CFV PETRA MARIE had been speaking with the CFV
COASTAL REIGN (Mr. Chase) throughout the day. Earlier in the day, the owner/operator of
the CFV PETRA MARIE offered to cross the bar ahead of the CFV COASTAL REIGN to
allow the CFV COASTAL REIGN to see a safe track line across the bar. However, once at the
South Hole, the CFV COASTAL REIGN did not wait to make arrangements with the CFV
PETRA MARIE prior to their attempt.



4.1.3 Once the CFV LADY LEE crossed the Tillamook Bay bar, it drifted, waiting between
the North and South Jetties to watch the CFV COASTAL REIGN make its crossing.

4.1.4 At 4:30 p.m, due to worsening bar conditions, the Coast Guard updated its bar
restriction, restricting the bar to all recreational vessels and all UPVs.

4.1.4.1 At 4:30 p.m., the Coast Guard issued the following Sécurité report:

CG Station: “Sécurité, sécurité, sécurité, hello all stations. This is Coast
Guard Station Tillamook Bay. At 4:30 p.m., the Coast Guard observed
the following conditions on the Tillamook Bay bar. Between the tips, 4-6
feet, North Hole and Middle Grounds, 6-8 feet with occasional 8-10 foot
breaks. South Hole, 8-10 feet. Winds, 5 knots from the south. Visibility is
8 nautical miles. The Tillamook Bay bar is currently restricted to all
Recreational and all Uninspected Passenger Vessels at the tower due to
hazardous conditions. Break.” [Emphasis added]

CG Station: “Vessel operators are encouraged to have everyone wear
lifejackets. Inspected small passenger vessels are also reminded of
emergency preparation and safety requirements including the provision to
require passengers to wear lifejackets when possible hazardous
conditions exist. All vessel operators are reminded that they are
ultimately responsible for the safe operation and navigation of their
vessel at all times. This is Coast Guard Station Tillamook Bay, standing
by on channel 16, out.” [Emphasis added]

4.1.5 After those messages, at or about 4:34 p.m., the CFV COASTAL REIGN started their
transit across the bar. The two deckhands on board were both wearing Type I personal
floatation devices. The operator of the CFV COASTAL REIGN, and co-operator, Mr. Chase,
were not wearing any floatation device.

4.1.6 The owner/operator of the CFV COASTAL REIGN was operating the vessel for the bar
crossing evolution. He started his transit approximately 600 feet east of the South Hole. Instead
of following the track-line made by the CFV LADY LEE, it transited too far east and over the
top of the submerged portion of the South Jetty.

4.1.7 The Tillamook Bay Watchtower was manned by a Coast Guard watchstander, and he
observed the vessel take a series of three waves from the port side. The third wave was a
plunging wave that struck the vessel beam-to, capsizing it at 4:37 p.m. trapping all four
crewmembers in the pilothouse.

4.1.8 According to both surviving members of the crew, within moments after capsizing, the
pilothouse filled with water. The owner/operator was able to swim through a broken side
window and surfaced. After locating a bundle of crab buoys to keep afloat, he swam away from
the capsized vessel. Both deckhands were able to escape into the engine room from the hatch
door that had opened once the vessel capsized.



4.1.9 The CFV COASTAL REIGN, now capsized, drifted onto the exposed tip of the South
Jetty. Once the vessel was up against the rocks, the deckhands made their attempt to escape the
vessel and maneuver themselves onto the rocks.

4.1.10 At 4:44 p.m., Coast Guard Station Tillamook Bay launched 47-foot motor lifeboat
(MLB I). At 4:56 p.m., Coast Guard Station Tillamook Bay launched a second 47-foot motor
lifeboat (MLB II). At 5:00 p.m., Sector Columbia River launched a rescue helicopter.

4.1.11 At5:04 p.m., MLB I recovered the owner/operator from the water in the surf south of
the South Jetty. He was suffering from minor hypothermia, had sustained minor injuries, and
was responsive upon recovery from the water. He was transported to the hospital for
observation and was released the same evening.

4.1.12 At 5:06 p.m., MLB II recovered Mr. Zappone from the water just north of the South
Jetty near the tip of its visible portion. He was unconscious and unresponsive. The MLB II boat
crew performed CPR, which was continued by EMS shore side. Mr. Zappone never regained
consciousness and was later pronounced dead at the hospital.

4.1.13 At 5:23 p.m., the Coast Guard helicopter arrived on-scene and at 5:25 p.m., the
surviving deckhand was hoisted from the end of the visible portion of the South Jetty by the
helicopter crew. He was taken to the hospital for treatment for hypothermia, and other minor
mjuries. He was held overnight and released the next morning.

4.1.14 At 5:59 p.m., Mr. Chase was retrieved from the water. There were no signs of life at
that time.

4.1.15 Post—casuali dmi testini revealed—

4.1.16 Post-casualty sleep and rest analysis revealed the crew of the CFV COASTAL REIGN
was operating on very few hours of sleep from the previous two days prior to crossing the
Tillamook Bay bar.

4.1.17 A post-casualty interview revealed that the owner/operator of the CFV COASTAL
REIGN along with the deckhands wer approximately 30 minutes prior to
the vessel making its attempt to cross the bar.



4.2 Video of COASTAL REIGN capsizing. (Press the “Ctrl” button and double click photo)

This hyperlinked photo will take the online reader to a composite movie with sound.
4.2.1 The Coast Guard’s Search and Rescue Efforts (MISLE Log)

4.2.1 At 0645, Station Tillamook Bay provided the First Light Bar Report. It issued its
broadcast of the bar conditions as part of its mission conducted throughout the day at
(0647, 0752, 0852, 1023, 1128, 1228, 1330, 1412, 1634). Since the initial Bar Report,
Station Tillamook Bay had restricted recreational vessels and UPVs 40-foot or less from
entering the bar area.

4.2.2 At 1012, Station Tillamook Bay updated its Bar Report to include worsening
weather conditions (wave height increased from 4-6 feet to 6-8 feet, and visibility reduced
from 6nm to 3nm)

4.2.3 At 1410, the Bar Report was updated to include increased visibility to 8nm. No
change to wave height.

4.2.4 At 1630, the Bar Report was updated, to include a report of reduced wave height 4-
6 feet at the tips of the jetty. The Station restricted traffic to all recreational and all
uninspected passenger vessels.

4.2.5 At 1637, the CFV COASTAL REIGN capsized, spotted by Coast Guard Station
Tillamook Bay Tower Watchstander.

4.2.6 At 1640, one person in the water was spotted by the Watchtower. The person in the
water was floating towards the South Jjetty.

4.2.7 At 1643, one person in the water was spotted by the tower past the South Jetty in
the surf zone.

4.2.8 At 1644, the MLB I was underway with three Coast Guard crew members.



4.3

4.2.9 At 1646, the Tillamook Fire Department Chief and Rescue Unit (five crew) arrived
on scene at the North Jetty. The Rescue unit attempted rescue from the jetty,
unsuccessfully.

4.2.10 At 1656, MLB II was underway with four crew members.

4.2.11 At 1706, MLB II recovered Zach Zappone unconscious and deceased just north of
the South Jetty. Mr. Zappone was wearing a life jacket when he was recovered.

42.12 At 1709, MLB 1 recovered_, owner/operator, just south of the
South Jetty with minor injuries holding onto a cluster of crab buoys. Mr. - was not
wearing a lifejacket when he was recovered.

4.2.13 At 1709, MLB I started CPR on Zach Zappone.

4.2.14 At 1711, MLB II requested helicopter assistance to recover person (surviving
deckhand) on South Jetty

4.2.15 At 1720, Tillamook Fire Department EMS arrived at USCG Station Tillamook Bay.
4.2.16 At 1723, the USCG Helicopter 6026 arrived on scene.

4.2.17 At 1725, USCG Helicopter 6026 recovered Mr. - from the tip of the South
Jetty with minor injuries to include dislocated shoulder. Survivor was wearing a lifejacket
when he was recovered.

4.2.18 At 1754, MLB I recovered Mr. Todd Chase from the water just south of the north
shoreline with multiple injuries including a laceration on his face. Mr. Chase was
unconscious and deceased when he was recovered. He was not wearing a lifejacket.

4.2.19 At 1940, Station Tillamook Bay radio guard passed to Sector Columbia River.

4.2.20 Other agencies that responded to the casualty: Tillamook County Sheriff (4 units),
Rockaway Beach Police (1 unit), Garibaldi Fire Department (5 units).

The Vessel

4.3.1 The investigation team discovered no mechanical defects with the CFV COASTAL
REIGN. While the entire craft was lost, statements from the owner/operator revealed no
remarkable issues. All electrical and navigational systems were working along with all
mechanical and engine systems.

4.3.2  Post casualty photos of the hull revealed no visible defect or holes to indicate a
grounding. The rudder of the vessel was standard, though small, and unable to effect quick
turns in rougher water.



Photo of the
COASTAL REIGN
capsized at the
end of the
submerged South
Jetty. 20 Feb 2021

433 The CFV LADY LEE crossed the Tillamook Bay Bar just prior to the CFV
COASTAL REIGN’s attempt. The CFV PETRA MARIE crossed the Tillamook Bay Bar just
after the CFV COASTAL REIGN’s attempt. All three vessels had similar characteristics:

Length Breadth Depth GRT HP Hull Year
(feet) (feet) (feet) Material Built
CFV ,
COASTAL 38 15 43 16 300 aluminum 2000
REIGN
Lilg; 40 13.7 6 22 440 | aluminum | 1988
LEE
CFV
PETRA 37.1 13.9 6.5 28 165 steel 1964
MARIE

PETRA MARIE moored at the Garibaldi Marina. Date unknown. LADY LEE moored at the Garibaldi Marina. Date unknown.



4.4 The People

4.4.1  Owner/operator of the CFV LADY LEE (Mr. |||

44.1.1 Mr.| | c2ptains the CFV LADY LEE (O.N. 927181) out of Garibaldi, OR.
He has fished out of Garibaldi, OR, crossing the Tillamook Bay Bar since 1985 and may have the
most Tillamook Bay Bar crossings in the area. He also serves as the Vice President for the Port
Commission.

4.4.1.2 On February 20, 2021, he left port to fish. Upon his return, he watched the breaks at the
North Hole for approximately two hours before deciding that the South Hole would be the preferred
approach. He stated that he rarely uses the North Hole approach and only does so when the swells
are small, even though it is the preferred approach designated by the Coast Guard. He felt
comfortable crossing the bar that day, as he described the conditions were “not that bad.”

4.4.1.3 After shifting his approach to the South Hole, he watched the wave sets for approximately
30 minutes before crossing. He stated that he prefers to navigate the LADY LEE over the bar from
the flying bridge where visibility is better. He also requires his crew to accompany him on the
flying bridge and requires them to wear lifejackets, in case the vessel were to capsize. He stated that
having his crew outside of the pilot house prevents anyone from being trapped.

4.4.14 On February 20, 2021, the CFV LADY LEE, CFV COASTAL REIGN and CFV PETRA
MARIE were all in the South Hole lined up to cross the bar. The CFV LADY LEE went first at
about 4:25 p.m. and successfully crossed. Once through, he stopped and drifted, awaiting the CFV
COASTAL REIGN which was just outside of the surf zone. stated that he was worried
about the CFV COASTAL REIGN making the crossing and wanted to wait for the vessel to cross
before heading home. He noticed that the CFV COASTAL REIGN was about 500 feet east of the
South Hole (closer towards the shore and the submerged Southern Jetty). He stated that the CFV
COASTAL REIGN never reset their position prior to beginning their attempt despite being shifted
out of the South Hole and closer to the South Jetty. [Emphasis added]

44.15 Mr. - provided the investigation team access to his vessel and used his chart
plotter to describe the trackline of the CFV LADY LEE as well as the location of the CFV
COASTAL REIGN prior to making its attempt to cross.
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COLREGS DEMARCATION LINE 80.1355 (seé note A)

Engage

Waypointg

Photo of the CFV LADY LEE track lines through the South Hole. Note: chart shows full extent of the south jetty to the ‘as
built’ length. The submerged area of the jetty colored solid as if fully configured. The electronic chart with the full length of the

etty highlighted would ensure that vessels maintain a safe distance from the submerged portion of the structure. Here,
ﬁ is pointing to the exact location where the CFV LADY LEE set up for its approach.

COLREGS DEMARCATION LINE 80.1355 (see note )

The approximate end of the submerged jetty, showing that the electronic chart portrays an image of the as-built jetty.

11



4.4.1.6 When viewing the CFV COASTAL REIGN’s transit, Mr. |JJij knew. due to the
wave action, (in that the waves were “standing up” quickly in the area of the submerged jetty), that
the CFV COASTAL REIGN attempted its bar crossing over the submerged south jetty. In his
opinion, the unpredictable waves caused by the submerged jetty are what caused the vessel to
capsize. [Emphasis added]

4.4.1.7 Despite its poor starting point to the south of the jetty, the CFV COASTAL REIGN
appeared to have chosen a good wave set in which to cross. However, unpredictable waves ‘jump
up’ at the submerged jetty because it is so shallow. He was unable to contact the CFV COASTAL
REIGN via radio to make them aware of their position as he did not have a radio on the flying
bridge. However, he could hear his radio below and the CFV PETRA MARIE stating to the CFV
COASTAL REIGN that, “You’re in too far! You’re in too far! Turn out, turn out, turn out!”

Engage

Waypoingg

Owner/operator of CFV LADY LEE pointing to the location where the CFV COASTAL REIGN was set up prior to beginning its approach from the south,
approximately 600 feet east of the CFV LADY LEE’s starting position.

4.4.1.8 He knew Mr. Chase from fishing in Garibaldi. The two men had been in communication
during the course of the day on February 20, 2021, earlier in the day and then again right before the
CFV COASTAL REIGN attempted to cross. He discussed that the CFV LADY LEE would be
using the South Hole approach after he decided the North Hole was not in a crossing condition. He
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stated that Mr. -, the owner/operator of the CFV COASTAL REIGN, mostly operated in
Garibaldi during the summer months, and that he had not seen him yet that winter.

4.4.1.9 When navigating the Tillamook Bay bar, -relies mostly on seaman’s eye and
local knowledge but also stated that his vessel is outfitted with a rudder that allows for quick
turning, which is helpful when crabbing, to quickly get around the pots/lines but also helpful to
correct course quickly when crossing the bar. [Emphasis added]

4.4.1.10 He estimated that the wave that capsized the CFV COASTAL REIGN was about 12 feet
high. Prior to that final wave, the CFV COASTAL REIGN was hit by two others on the port side. It
was able to navigate over the first wave, which turned the vessel to starboard a few degrees. The
CFV COASTAL REIGN then turned to port and north in order to correct its position. He could see
black smoke come out of the stacks as the engines increased in speed. The CFV COASTAL REIGN
did not turn into the second wave and took it broadside. He thought the vessel would go over on the
second wave, but the vessel recovered. The third and final wave was estimated to be about a 12-foot
breaking wave that hit the CFV COASTAL REIGN broadside and capsized it. Each time the vessel
was struck by a wave, the vessel was moved further east and further over the submerged jetty. After
watching a video recorded from shore of the incident, (the same video imbedded in this report), he
believes that after the first two waves, the vessel was attempting to turn into the third wave but
wasn’t able to complete the turn fast enough.

4.4.1.11 His experienced opinion is that if the COASTAL REIGN would have been in a better
position, northwest of their starting location, which would have put them in the South Hole, (and

not in position to transit over the submerged jetty) they would have successfully crossed the bar.
[Emphasis added]

4.4.1.12  As the Vice President of the Port Commission, Mr. - is very aware of the
ongoing changes and dangers of the bar. In 2019, the Thirteenth Coast Guard District conducted a
Waterways Analysis and Management System (WAMS) study of the Tillamook Bay bar to
determine the safest approach and the possibility of repositioning the channel marking buoy. As a
result, the Coast Guard moved the buoy from the South Hole, to the North Hole, and designated the
North Hole as the best approach. He stated that the local fisherman were not aware of the meetings
leading up to the buoy relocation and were not involved in the decision making. He believes that
had the local community known of the plan to move the buoy, he thinks most would have been
opposed. He stated that when the buoy was in the South Hole, it was heavily relied upon as a
reference point to begin the bar crossing and also as to the safe distance from the submerged South
Jetty. He stated that mariners would also use the buoy to determine incoming wave sets and height
based on the rise and fall of the buoy itself. [Emphasis added]

4.4.1.13  He stated that the current location of the buoy, (see the chartlet on page 27), marking the
North Hole, is too far north on the bar to use as a reference point when using the South Hole
approach. Regardless, he rarely uses the North Hole approach. For South Hole approaches, he has
the former location of the buoy marked on his GPS (as seen in the photo above), and continues to
use that as a reference for his bar crossings. However, a buoy in location would help him and other
mariners judge wave height as the buoy rises and falls with each developing set.

4.4.1.14 He stated that a buoy placed in the vicinity of the old South Hole buoy, to be used as a
visual reference when entering from the south, would be helpful. He stated that mariners aren’t
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always able to look at the GPS plotter when navigating over the bar, and it is helpful to have an
object to see on the water.

4.4.2 Owner/operator of the PETRA MARIE

442.1 The owner/operator of the CFV PETRA MARIE, Mr. , was a witness to the
casualty. An experienced operator and fisherman, he has been operating fishing and crabbing
vessels out of Garibaldi, OR, for approximately 12 years. Like the CFV LADY LEE and the CFV
COASTAL REIGN, he was a Dungeness crab fisherman. He stated that commercial crabbers
typically work long hours at the beginning of the season as they typically get 60-70% of their catch
in the first couple of weeks. Though not a derby style fishery, the Dungeness crab fishery is a first-
come, first-served industry.

4422 The CFV PETRA MARIE does not have a flying bridge, and only one operating station
within the pilot house. He stated that he didn’t typically wear a life jacket when crossing the bar,
but frequently made his crew wear them when conditions were less than fair. From his operating
station he is able to easily reference his chart plotter and his radio. He uses his chart plotter to
ensure he is in position to begin his approach across the Tillamook Bay bar.

4423 He stated that when the buoy was moved from the south to the north, the north approach
made for a good crossing on most days and that was the approach that he typically used. Over the
next couple years following the buoy repositioning, the north approach became shallower and is
now too shallow to cross when the weather is poor. He said that he did use the North Hole on calm
days, but used the South Hole more often. On the day of the incident, the CFV PETRA MARIE
watched the conditions at the North Hole before deciding that the South Hole was the safer
approach. It is his practice to get to the bar about an hour before high tide so that he can sit and time
the wave sets to ensure he can cross successfully.

4.42.4  He stated that the bar changes every year following winter storms. Like the CFV LADY
LEE, he has the location of the former buoy in the South Hole where the buoy had previously been
marked on his chart plotter. He uses that as his main reference point to position his vessel to begin
his approach over the bar. Additionally, he uses the time before crabbing season to prepare his
vessels and frequently drives to different locations to watch the breaks on the bar in all types of
weather. He states that this is how he learns what has changed in the last year to determine where
the safest approaches are during bad weather.

4425 He and Mr. Chase met approximately two years ago when Mr. Chase was frequently
fishing out of Garibaldi. They became friends and spoke frequently. On the day of the incident, Mr.
Chase and Mr. - had been communicating throughout the day. Mr. Chase was worried about
crossing the Tillamook Bay Bar. Mr. Chase had asked him earlier in the day if vessels ever crossed
the bar together. Mr. - replied that he didn’t typically like to do that since it was such a small
arca. But, if the CFV COASTAL REIGN felt uncomfortable, the CFV PETRA MARIE could cross
first while the CFV COASTAL REIGN watched their track line. When the PETRA MARIE arrived
at the South Hole, the CFV COASTAL REIGN was already in position to cross and was watching
the wave sets.

4.4.2.6 The CFV COASTAL REIGN started its approach without waiting for the CFV PETRA
MARIE. The CFV PETRA MARIE did not contact the CFV COASTAL REIGN so as not to
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distract the operator. He stated that as the CFV COASTAL REIGN began their approach, they
appeared to be in a good position starting position. However, the CFV COASTAL REIGN steered
east towards the submerged jetty. He could see the sea foam from where the previous set of waves
had broken on the submerged portion of the jetty. The CFV COASTAL REIGN transited over the
top of the foam. He called over the radio to let the CFV COASTAL REIGN know that they were
too close to the jetty. The CFV COASTAL REIGN did not respond. Right after the radio call, it
appeared that the CFV COASTAL REIGN turned north/northwest and was hit broadside by a large
wave. The vessel then appeared to turn slightly to port and was hit by another larger wave that
capsized the vessel.

4427  After showing Mr. - the video of the CFV COASTAL REIGN capsizing, he stated
that the wave set that the CFV COASTAL REIGN chose, looked good, but that the vessel turned
too soon and transited over the submerged South Jetty.

4.4.2.8  When asked how a mariner can identify the submerged South Jetty, he stated that it is
charted on the chart plotter, and it can also be determined by the wave action. He stated that the
waves “stand straight up” at the start of the submerged jetty. He added, “[e]ven when there is not a
large swell, the waves still stand straight up when they hit the end of the submerged jetty.”
[Emphasis added]

4429  He stated that it would help if the tip of the submerged jetty were marked visually or if a
buoy could be put back in the location from where it was moved a few years ago as it marked the
South Hole as it could be used as a reference point to help vessels avoid getting too close to the
submerged jetty.

4.4.2.10 In his conversations with Mr. Chase on the day of the incident, he learned the crew of
the CFV COASTAL REIGN had not gotten much rest in the past couple days due to the opening of
crab season.

4.4.3 Owner/Operator of the CFV COASTAL REIGN (Mr. _)

4.43.1 The Coast Guard interviewed the Mr. - on February 21, 2021, one day after the
incident, at his home in Hammond, OR. He stated that he purchased the CFV COASTAL REIGN in
2011. While a survey had been completed on the vessel, he could not produce it at the time of the
interview and he could not recall when exactly it was completed. He did recall that the survey
identified no major issues with the vessel and he described the boat as being in good condition with
all systems fully operational. The value of the vessel was between $220,000 and $250,000.

4432 He was the sole owner of the vessel and it was not insured.! He did not have contracts
with his crew, though the terms of employment of the crew were based on a percentage of the catch
for each of the crew members.

4433 February 13, 2021, was “dump day” for the start of the 2021 Dungeness crab season for
northern Oregon and Washington. “Dump day” was the day commercial crabbers could set their

! The investigation team learned that the CFV COASTAL REIGN had moorage in the Warrenton, OR, Marina until June 30, 2020, when his annual
moorage was not renewed. It is the Marina’s policy that customers are required to provide current insurance, registration, and payment in full for the annual
moorage to be renewed. Without meeting the Yearly Moorage Agreement Requirements, CFV COASTAL REIGN would have been charged a daily rate
for being moored. Since the marina did not renew his annual moorage, it did not collect a current copy of his insurance. The marina was unaware that Mr.
i had canceled his vessel insurance until after the vessel’s casualty.
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crab pots in advance of the official opening on February 16, 2021. The CFV COASTAL REIGN
made its first trip on February 13, set the pots, and then retrieved them on February 16 and 17 for
the second trip. The crabs caught on that trip were sold in Warrenton, OR. After off-loading his
catch, he went home and got six to eight hours of sleep.

4434 The next day, February 18, the crew met at the boat around 5:45 a.m. to load bait and
then depart Warrenton. For this trip, the crew consisted of Mr. -, a co-operator (Mr.
Chase), and two deckhands (Mr. h and Mr. Zappone). Mr. Chase was hired as he was an
experienced operator.

4435 -stated that he discussed emergency procedures prior to the vessel getting
underway and that he typically reviews emergency procedures before each trip. He discussed how
to operate the radio and the vessel in an emergency. He did not train with or inspect the immersion
suits as often as he should have. “Every once in a while,” he would pull them out from storage on
the boat. He was unsure if the new deckhand, Mr. , had ever donned an immersion suit.

4.4.3.6  During the trip, Mr. Chase and Mr. discussed the price of crab. They had
learned that Garibaldi was paying $6.50 a pound, $2.50 more than the price for crab in Warrenton.
They discussed how much crab it would take to make the longer trip south worthwhile.
Complicating the decision was the worsening weather. He was aware of the hazardous nature of the
Tillamook Bay Bar and described the area as a “hell hole.” He stated that he had been across the bar
over 100 times during the last ten years but had not gone over that winter.

4437 He made the decision that they would travel to Garibaldi to offload their catch, then
remain in port for a couple of days to wait for the expected bad weather to pass. The transit time
from where they were crabbing off Fort Stevens, OR, to the Tillamook Bay Bar was four hours. On
the way south, they set their crab pots between Silver Point and Castle Rock. After setting the gear,
he cleaned the deck and rested in anticipation of crossing the bar. He believes he slept for a couple
of hours. Mr. Chase operated the CFV COASTAL REIGN during the transit south. [Emphasis
added]

4.43.8 Sometime between Manzanita and Twin Rocks, he ended his nap. He re-circulated the
water in the No.1 crab hold to keep the crab fresh. He then switched the fuel tanks from which the
engine drew fuel. The fuel tanks were located on the aft portion of the vessel on either side of the

lazzarete, port and starboard. Fuel had only been drawn from the port tank during the first trip and
for a part of the second trip. He switched the fuel tanks as he wanted to ensure that there would be
no interruption in fuel flow while crossing the bar.

4439 He estimated that there were 3,500 — 4,000 pounds of crab in the No.1 fish hold. This
was the forward fish hold and it was filled with water to keep the crab fresh. The aft fish hold was
empty with no water. On the aft section of the vessel is the lazzarete. Each tank on either side of the
lazzarete was 450 gallons. Both tanks were filled before they had started their first trip on February
13. The first trip was about two days on the water. Some of the fuel from the port tank was
transferred the generator day tank. The day tank holds about 90 gallons and Mr. - claimed
the vessel burned around 100 gallons of fuel each day. He stated that the starboard fuel tank was
full for the crossing and there would have been 100 gallons or less in the port tank.
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4.4.3.10 At the time of the crossing, the deck was mostly cleared. It held a couple of fish totes
that were empty along with a handful of unset, but secured, crab pots. On top of the cabin were
miscellaneous totes, poles and line along with a bundle of buoys.

4.4.3.11 During the transit towards the Tillamook Bay Bar, Mr. Chase had been in constant
communication via cell phone with both the CFV PETRA MARIE and CFV LADY LEE. Mr.

and Mr. Chase knew that the conditions at the Tillamook Bay Bar were changing on a
daily basis so they sought input from experienced operators.

4.43.12 At the Tillamook Bay Bar, - stated that he took over control of the vessel.
Initially, he first approached the North Hole to observe conditions. The waves were breaking
significantly and the CFV LADY LEE recommended going to the South Hole.? - stated
that he had used the South Hole approach last year, so the area was not unfamiliar to him.

4.4.3.13 He navigated the CFV COASTAL REIGN south, transiting west of the bar. He then set
up for an approach in the South Hole. He stated that the CFV COASTAL REIGN sat and watched
the South Hole conditions for approximately 30 minutes, watching the way the waves were
breaking and watching the timing of the waves. He watched the CFV LADY LEE cross the bar and
then he believed that he moved the CFV COASTAL REIGN into the same position as the CFV
LADY LEE prior to their entry. [Emphasis added]

4.43.14 He was sitting in his chair at the controls on the starboard side of the cabin. Mr. Chase
was standing on the port side forward in the cabin. One deckhand was the lookout on the port side
aft in the cabin while the other deckhand was sitting on the bench on the starboard aft side of the
cabin behind the pilot’s chair.

4.4.3.15 Prior to starting their approach, Mr. Chase instructed the deckhands to put on their
lifejackets. Mr. - and Mr. Chase did not don lifejackets, but the jackets were at the ready
on the bench near the seated deckhand.

4.43.16 He stated that visibility was crystal clear, good daylight, and he had a 32-inch monitor in
the cabin with the plotter zoomed into the area. The plotter was on the starboard side of the cabin,
visible from the operating position. He stated he would occasionally glance over to ensure they
were in the “correct” position. Most of his attention was outside the vessel to watch the waves. He
also used the depth sounder to check the depth. He stated that he had crossed the bar in worse
conditions in previous years.

4.4.3.17 When they started their approach, the depth sounder read 5.4 fathoms, approximately 33
feet. He believed that they were following the same track line as the CFV LADY LEE and were
west of the submerged South Jetty. Mr. Chase announced the presence of waves as they pushed
forward. Two waves hit the vessel and each pushed the vessel east, towards the jetty. He did not
feel that these first two waves were very big, but did set the vessel further east.

4.4.3.18 While pressing further, he heard one of the crew say, “oh shit!” which caused him to
look to port. There, he saw a wall of water seemingly out of nowhere. He put the CFV COASTAL

% According to the Coast Guard Watchtower, the CFV COASTAL REIGN made several attempts to enter into the north hole but abandoned the effort and
transited to the south hole.
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REIGN hard over to port. The vessel was broadside to the wave. The wall of water lifted the vessel
and rolled it toward starboard capsizing the vessel.

4.4.3.19 He felt the water come into the vessel from the port side and fill the cabin. Both of the
side windows had been locked for the crossing. The front windows were one half inch thick. The
side windows were much weaker windows and must have broken. Unable to see due to the water,
he attempted to find the side and at the same time trying to find the crew. He reached out and felt
the outside railing of the vessel. Grabbing the rail, he pulled and kicked his way out of the vessel.
He emerged out of the water and immediately saw a bundle of buoys. He grabbed ahold of the
buoys for buoyancy. He watched the vessel for a moment as it surged in the surf and saw no other
crewmembers. At that point, he made the decision to head towards the beach to get out of the water.

44320 Atsome point later, he saw the Coast Guard vessel and crew who pulled him from the
water. It is his opinion that he would not have been able to get out of the cabin if he was wearing a
lifejacket. When asked what could have been done differently, he stated that the only thing that
could have been done differently would have been to not attempt to cross the bar at that time.

44321 Mr. was not tested for alcohol within the requisite period of time after the
incident, but was able to get his drug test completed. He admitted during his first interview that his
drug test was probably going to come bac '

1d not have any additional information §

I ciossing the Tillamook Bay Bar.

4.4.3.21.1 Drug Test Results - Mr. provided a urine sample for a post-accident drug
screening at 5:15 p.m. on February 21, 2021. This met the 32-hour time requirement for testing
as set forth in the regulations.

444 Surviving Deckhand

4441 The Coast Guard preliminary investigation officer interviewed Mr. - the
deckhand, on February 21, 2021, a day after the casualty. Mr. - was again interviewed on
March 17, 2021, by the investigation team.

4442  His father was a commercial fisherman and while in high school, he regularly went gill
netting with him. He surfed recreationally and was very comfortable on the water. The job on the
CFV COASTAL REIGN was his first commercial fishing job. In December of 2020, he started
work on the CFV COASTAL REIGN, maintaining the fishing gear and preparing for the crab
season. Starting February 13, 2021, he began crabbing with the vessel, operating out of Warrenton,
OR.

4443 He took three trips with the CFV COASTAL REIGN. He transited with the vessel on
February 13, 2021, to set the crab pots on “dump day.” Then, transited with the vessel on February
16 and 17 to haul and sell the catch from the first day of the season. The third and final trip began

3 Despite further inquiry, the Coast Guard has no additional information as to the nature of “the pill.”
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on February 18, 2021, where they hauled their catch, set the traps, and transited to Tillamook in
order sell.

4.44.4  He stated that prior to getting underway for the first time on February 13, 2021, the Mr.

discussed the life raft, emergency radio operations, lifejackets, and basic emergency
vessel operations. When Mr. Chase came onboard on February 18, 2021, the owner/operator
reviewed the safety procedures once again.

4.4.4.5  He stated that the last trip aboard the CFV COASTAL REIGN departed Warrenton at
about 0500 on February 18, 2021. The crew consisted of himself, another deckhand, the Mr.

, and Mr. Chase, the co-operator. He stated that the crew got along very well together. Mr.
Chase operated the vessel while conducting crabbing operations and Mr. ﬁ worked the deck
with the two deckhands.

44.4.6  OnFebruary 20, 2021, the CFV COASTAL REIGN headed south to Tillamook Bay to
sell their catch. The first hold was almost full, and according to Mr. -, they had approximately
5,200 to 5,600 pounds of crab in it. The second hold did not have any catch and he could not recall
if it was filled with water or empty. He understood that the trip to Tillamook was made to sell the
crab for $2 or so more per pound in Tillamook than in Warrenton.

4447  When the CFV COASTAL REIGN arrived at the Tillamook Bay Bar, it was rough and
everyone onboard appeared increasingly nervous. He described the mood of the crew as “scared.”
He recalls the Coast Guard reaching out to the CFV COASTAL REIGN on VHF radio to request to
know how many people were onboard. He recalls the Coast Guard also stating that lifejackets were
strongly recommended. [Emphasis added]

4.4.4.8  He stated that the vessel was operated by Mr. Chase as it navigated towards the North
Hole of the Tillamook Bay Bar. After an unknown amount of time watching the bar from the North
Hole, Mr. Chase continued south towards the South Hole.* The vessel waited outside of the bar in
the South Hole for approximately 30 minutes. They watched the wave sets and timed them looking
for the best opportunity to make an approach. Given the sea state, the crew became increasingly
worried. Mr. Chase ordered the deckhands to put on their lifejackets.

4449  Atorabout the same time, - locked down (or ‘dogged’) the pilot house door to
keep it from slamming in the rough seas and to prevent the glass from breaking. Mr. Chase
immediately opened all dogs, except for one. He opened them so that in the event of an emergency
they could more easily escape the pilot house. He recalled that he and Mr. Zappone had trouble
buckling the life jackets as designed, so Mr. Chase secured them for each deckhand. He stated that
he was so nervous about the bar crossing that he planned to have a friend pick him up in Garibaldi
so that he would not have to cross the bar again on the return to Warrenton on the CFV COASTAL
REIGN.

4.44.10 At some point while the vessel was waiting in the South Hole, - assumed
control of the vessel from Mr. Chase. Mr. Chase then recommended that they move the vessel to
deeper water and continue to time the wave sets from there. Mr. - did not move the vessel
as Mr. Chase had suggested. It was around this time that the CFV LADY LEE successfully crossed

* The operator of the vessel from the North Hole to the south hole is different between the deckhand and the owner/operator’s accounts. They do not differ
when discussing the operator at the time of the south hole approach.
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the Tillamook Bay Bar from the South Hole. Soon after, the owner/operator attempted his
approach. He recalls that he could see the rocks of the south jettv 30-40 feet to the right of the
vessel seconds before the vessel capsized. [Emphasis added]

444.11 He and Mr. Zappone were the only two crewmembers wearing lifejackets at the time the
vessel capsized. The cabin filled with water. He attempted to find the door to escape but his ability
to move and attempt to locate the door were hindered by his lifejacket that kept pushing him
upwards. The engine room hatch, which was located on the deck of the cabin, opened once the
vessel capsized. He felt air in the engine room and was able to climb into that compartment. He was
sitting in the engine room with his legs hanging into the cabin when felt Mr. Zappone grab his leg.
He reached down and pulled him into the engine room. He was able to use his cell phone for light.

44412 Mr. Zappone had blood on his head and had lost his glasses. The deckhand stated that he
was 1n a state of panic, but that Mr. Zappone was calm and collected. They both spotted Mr. Chase
in the cabin face down in the water, completely limp, wrapped up in line. They reached down into
the cabin and attempted to grab him but were unable to reach.

44413 The waves pushed the capsized vessel towards the South Jetty and it was resting upon
the rocks. The engine room began to fill with water and he believed that it would fill completely.
Convinced he would drown, he decided to get out of the vessel. Meanwhile, Mr. Zappone wanted to
stay inside the engine room and wait for the Coast Guard to rescue them.

4.4.4.14 He spotted a hole that was just large enough for the two to crawl out of the engine room.
He doesn’t know if it was a hole in the hull or if it was the open engine room hatch cover. Although
he escaped from the inside the vessel, he does not know exactly how except that he does recall
seeing the rocks and waves surging into them. He timed the wave sets and convinced Mr. Zappone
to exit the engine room with him. He exited the vessel first but once out of the vessel, he saw Mr.
Zappone on the rocks about six feet higher than he was. He was then hit by a wave and smashed to
the rocks which dislocated his right shoulder. He was able to wedge himself between two rocks to
secure himself in place as the waves continued to crash against the jetty. He stayed there until the
Coast Guard helicopter rescued him.

44415 Mr. - injuries were as follows: sliced finger on the right hand which required
stitches, dislocated right shoulder, and various scratches and bruises.

4.4.4.15.1 Drug Test Results - He provided a urine sample for a post-accident drug
screening at 1:20 p.m. on March 2, 2021. This exceeded the 32-hour time requirement for
testing as set forth in the regulations.

4.4.4.15.2 Sleep Schedule - After departing Warrenton on the February 18, the crew did not
sleep again until they slept from 0400 to 0630 on February 19. He did not sleep again until he
arrived at the hospital on the evening of February 20, 2021, after the capsizing of the vessel and
his recovery by the Coast Guard. He states that the crew was working constantly. Every so
often, in between strings of crab pots, they would have 10 minutes or so to eat or change clothes
before working the next string of pots. He was tired during the work schedule, but they all were
focused on work which kept them up and active.
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4.6

of moisture mixed in with the potent leafy green substance within the zip-lock bag led the test result
on the contents of the zip lock to be inconclusive.

4.5.3 Mr. Zach Zappone’s next of kin confirmed that the backpack belonged to Mr. Zaponne. Mr.
description of where and how thf-vas stored on board the CFV COASTAL

is confirmed by the evidence of the plastic bag and glass jar. The full Nik Kit test and

procedure report from Coast Guard Station Portland may be found on Homeport in the exhibits

folder.

Left: Backpack found on the beach with the
CFV COASTAL REIGN wreckage.
Confirmed to be Mr. Zach Zappone’s
property. Note: plastic bag and glass jar
containing green leafy organic material.

Below left and below right: Station personnel
retrieve a sample from the plastic bag and

glass jar described by Mr. -

Owner/Operator Follow-up Interview, March 4, 2021

4.6.1 On March 2, 2021, the AIO with assistance from local law enforcement, served a
subpoena on Mr. requiring him to appear before the investigation team for an interview.
The subpoena required to appear at Sector Columbia River in Astoria, OR, on March 4,
2021. His attorney, Mr. , sought immunity from any prosecution prior to any
statements his client would give at the interview. Coast Guard District Thirteen was presented
with that option and declined. The team proceeded with the interview and asked the following
questions in order to allow the owner/operator to provide further detail and explain the casualty
given the evidence the investigation team had collected. The investigation team asked the
following questions to which Mr. asserted his Constitutional right against self-
incrimination provided by the 5 Amendment.

1. Why wasn’t Todd (Mr. Chase) driving when you crossed the bar?
2. Did Todd (Mr. Chase) ask you to drive the boat?
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31. Mr. - states that both you and he were _bout 30 mins prior to

crossing the bar. Is that true?
32. Are you aware of how |l ffects an individual?

33. Can you tell me if anybody onboard the vessel at the time of the crossing, to your
knowledge, was under the influence of |||l

Without answers to the questions above, the investigation team must draw its conclusions from
the other evidence collected during the investigation.

4.7 The Tillamook Bay Entrance
4.7.1 Tillamook Jetty System

4.7.1.1 Tillamook Bay is on the Oregon coast, 50 miles south of the Columbia River. Chart
18558 covers the area. The United States Army Corps of Engineers (the “USACE”) owns and
maintains two jetties at Tillamook Bay’s entrance. The North Jetty was constructed first in
1914 with South Jetty construction beginning decades later in 1969. The USACE has made
repairs to both jetties due to persistent damage from wave action continually smashing against
them.

4.7.1.2 In 1931, the North Jetty was reconstructed and extended it to its full, authorized 5,700-
foot length. In 2004, the USACE constructed a revetment to help prevent shoreline erosion and
protect the vulnerable North Jetty root. USACE contractors rebuilt the North Jetty head in
2010, stabilizing the jetty at 5,213 feet. The repaired head is broader, higher and more
substantial to withstand the powerful waves.

4.7.1.3 The South Jetty construction was authorized in 1965 with completion of the first
segment in 1971. The USACE completed the second segment in 1974 and the third and final
segment in 1979. The 1,500-foot third segment brought the South Jetty to its full authorized
length of 7,094 feet.
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4.7.14 The map to the left provides a view
of the jetty project area. The North and South
Jetties are seen as dark gray lines in the upper
left quadrant of the illustration. The North
Jetty 1s well connected to the shore, while the
South Jetty extends northwesterly from the tip
of Kincheloe Point. The project description
states that the channel over the Tillamook
Bay Bar is 5,000 feet long, 18 feet deep, and
has no prescribed width. The North Jetty is
5,213 feet long, while the South Jetty 1s 7,094
feet long.

4.7.1.5 Since its construction, both jetties
have receded due to the Pacific Ocean
environment. The USACE has focused on the
rehabilitation of the North Jetty and a 2020
rehabilitation project capped it at its current
length of 5,213 feet. USACE contractors
placed more than 1,000 stones weighing 25-
50 tons each on an existing relic stone base,
creating a new cap.

4.7.1.6 The South Jetty has continued to
erode and has receded significantly. The
USACE has annually sought project funds to
rehabilitate the South Jetty without success.

Additionally, the Port of Garibaldi has been an outstanding and persistent advocate for the South
Jetty rehabilitation project. At the time of the casualty, however, no South Jetty rehabilitation work

had been completed by the USACE.

4717 An overview photo, below, from June 2019, shows the Tillamook Channel and Bar area
along with the North and South Jetties. Detailed depth data of the area shows the extent of South
Jetty’s recession as no depths are identified over the submerged area of the jetty extending past the
visible rocks of the structure. On this map, the area extending west of the visible portion of South
Jetty measures approximately 600 feet. However, a USACE study in 2021 officially measured the
submerged area as 1100 feet, a 41-foot increase since their last official study in 2014.

4.7.1.8  The Tillamook jetty system project was proposed in such a way to have near-even jetty
tips that would cause the inflow and outflow of water to serve as a means of pushing sediment from
Tillamook Bay out to sea, thereby creating and maintaining a channel through the bar. The uneven
jetty system has created persistent and often unpredictable shoaling. The USACE does not have a
dredging program for the Tillamook entrance. According to the USACE, the Tillamook entrance 1s
already self-dredging and has been since construction.
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ACOE Aerial photo of area above, with current depth data, June 2019.

4.7.2  Tillamook Entrance Buoys

4.7.2.1  The Tillamook Bay Bar is divided into three distinct approaches as can be seen in the
photo above and the chartlet below. The approaches are locally identified as the “North Hole,”
the “South Hole,” and the “Middle Grounds.” The Tillamook Bay Channel lies just south of the
North Jetty. Shoaling of the “Middle Grounds™ due to the uneven jetty system, makes this area
unpredictable and hazardous and is an area to be avoided except on the calmest of seas.

4.7.2.2  Prior to 2019, the main approach over the bar was from the south through the South
Hole which is the deep water area that runs north and south, just west of the end of the
submerged rocks on the South Jetty. The approach was marked with a lighted whistle buoy 1.25
miles southwest of the seaward end of the south jetty and a green lighted bell buoy marking the
west side of the “South Hole”.

4.7.2.3  In the spring of 2019, in response to concerns from recreational boaters, as well as the
crew at Station Tillamook Bay, that the South Hole was shoaling due to the deteriorating South
Jetty and that the entrance buoy should be moved to the north, D13 Waterways Management
Branch commissioned a Waterways Analysis and Management System (WAMS) study. It
determined that the preferred route should be changed to the North Hole. As such, the lighted
whistle buoy was moved to the northwest of the North Jetty tip. The green lighted bell buoy
marking the west side of the South Hole was removed and, instead, a red lighted bell buoy was
placed marking the west side of the North Hole.

4724 The Coast Guard’s movement of this buoy was, and still is, contentious. Local
fisherman and the Port of Garibaldi have expressed concern about the Coast Guard’s effort to
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provide notice and include as many voices as possible, in particular the voices of commercial
fishermen, regarding the proposed buoy movement.

4.7.2.5 In March of 2019, the Coast Guard published a local notice to mariners announcing a
public meeting to seek input on the buoy placement at the Tillamook entrance. They also issued
a press release seeking the same, conducted an email campaign and phone conversations in an
effort to drive input. The public meeting was held in Garibaldi, OR, on May 8§, 2019, with very
low turnout. The Coast Guard received a total of 9 surveys. Based on the input, along with a
D13 Waterways Management Branch site visit, the proposed move was approved on October 2,
2019.

4.7.3 Station Tillamook Bay Navigational Control and Assistance

4.7.3.1  The Officer in Charge (OIC) of Station Tillamook Bay is designated as a
Representative of the Captain of the Port, Sector Columbia River. He has been granted the
authority to impose bar restrictions in accordance with the Regulated Navigation Area
established for the Tillamook entrance.

4.7.3.2  The OIC’s authority is limited to recreational vessels and uninspected passenger
vessels. In order to control the movement of inspected vessels or commercial fishing vessels,
the OIC must seek the authority of the COTP. The OIC Station Tillamook Bay exercises his
authority diligently and bar restrictions generally follow the table that is identified in Chapter 2
of the Station’s Operations Policy Manual. On the day of the incident, Station Tillamook Bay
implemented its bar restriction authority in accordance with its policy.

4.7.3.3  Part of Station Tillamook Bay’s duties is to educate the boating public regarding bar
crossings. One such effort is distributing a joint publication with NOAA and the Oregon State
Marine Board called “Crossing Tillamook Bay Bar.” Station Tillamook reviews the material,
Oregon State publishes it both in print and on-line. The Station places copies in the hands of
mariners throughout the port. The version in place at the time of the casualty identifies the
North Hole as the preferred route. The publication contains a chartlet (below) and it identifies
the buoy watching on the north side of the bar. However, the publication states that the South
Jetty has only 200 feet submerged.
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4.7.3.4 The Coast Guard also educates the public through its Special Local Notice to Mariners
(SLNM) program. On June 3, 2020, District Thirteen issued a press release identifying the
release of the updated SLNM. The publication is easy to use and provides quick access to
“Know Before You Go” a guide to crossing hazardous bars in Washington and Oregon. While
the CFV COASTAL REIGN had mobile phone access, there is no evidence that suggests the
operator accessed this information prior to making their decision to transit to Tillamook.
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5.

Additional/Supporting Information

31

The CFV COASTAL REIGN was destroyed as a result of sinking at the Tillamook Bay
entrance and suffering the effects of the pounding surf. Parts of the vessel and its equipment
washed ashore along the beach, but much of it was lost to the sea. As such, the vessel was not
available for post-casualty inspection or analysis.

Post-casualty Department of Transportation drug testing of]

The Tillamook Bay Bar Report at the time of the incident was 4-6 foot swells between the tips,
6-8 foot swells with occasional 8-10 foot breaking waves in the North Hole and Middle
Grounds, and 8-10 foot swells in the South Hole. Winds were 5 knots from the south; visibility
was 8 nautical miles; water temperature was 49°F, and air temperature was 44°F. The tide was
flooding.

As deep-water waves approach the bar, they become organized by the effects of the contact
with the bottom. As the depth of water decreases, the waves break and the crests tumble
forward. They fall into the trough ahead usually as a mass of foaming white water. This
forward momentum carries the broken water forward until the wave’s last remaining energy
becomes awash rushing up the beach or jetties. (USCG, 2003).
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Plunging waves are breaking waves that result when there is a sudden lack of water ahead of
the wave, such as in a steep rise of the ocean floor like the seaward edge of a bar or shoal. As a
wave steepens, its momentum will cause it to fall forward or curl. This momentum gives the
curl of breakers tremendous force. Waves can travel at up to 35 knots (40 mph), and very few
boats can outrun a wave of that speed (note: an average fully loaded crab boat only makes
approximately 6 to 10 knots). One cubic yard of seawater weighs almost a ton. A 20-foot
breaker can drop 1,500 tons of water on a boat, and exert a force of up to 6000 PSI. (USCG,
2003). These types of breaks are usually found on the outer edge of the bar where deep water
meets shallow depths. These types of breaks are common and visibly mark the end of the
submerged portion of the South Jetty.
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5.5.1 Breaking waves cause aerated water on the subsurface jetty. As the wave breaks,
it combines with air, creating whitewater on the face of the breaker. As the breaker
moves across the bar, it leaves a trail of pale or white aerated water behind it which
takes some time to dissipate. This air-water mix can create changes in a boat’s handling
ability. A boat’s propeller will not create as much thrust when operating in heavily
aerated water. Likewise, a boat’s rudder will not direct the propeller force as effectively
in aerated water. A boat’s response will be greatly slowed and create poor acceleration,
cavitation (excessive engine RPM for a given throttle), and poor turning performance.
(USCQG, 2003).

5.5.2 Capsizing will generally occur when a boat is placed beam-to breaker the same

height as the beam of the boat. (USCG, 2003).

5.6  Marine Casualties on the Tillamook Bay Bar

The bar at the entrance of Tillamook Bay is one of the most treacherous bars on the Oregon coast.
Since 2003, there have been over 34 marine casualties in the immediate area. Eight of these marine

casualties occurred as the vessels attempted to cross the bar while hazardous conditions existed and bar

restrictions were in place. Forty-one lives were put at risk and the casualties resulted in the loss of 19

lives and include a total loss of the vessels involved. Four of these marine casualties involved the South

Jetty.
Vessel Name Date Lives at Lives lost Vessel Approach
risk Value

COASTAL February 20, 2021 04 02 $250,000 South

REIGN
ORS37ACN March 23, 2012 02 00 UNK North
DOUBLE October 4, 2010 02 00 $275,000 South

EAGLE
NETWORK November 27, 2008 03 02 $300,000 North
STARRIGAVAN January 24, 2007 04 01 $350,000 South
CATHERINE Feb 7, 2006 03 03 $25,000 Middle
OR258ABL October 15, 2004 04 00 $30,000 South
TAKI-TOOO June 14, 2003 19 11 $180,000 North
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6. Causal Analysis

6.1 Failure to properly navigate in and through the “South Hole.”

The operators of both the CFV LADY LEE and the CFV PETRA MARIE stated that they
watched the CFV COASTAL REIGN attempt to cross the bar and that the CFV COASTAL
REIGN did not transit through the South Hole. Although the CFV LADY LEE and the CFV
PETRA MARIE differ as to the exact starting location of the CFV COASTAL REIGN, they both
confirmed that they saw the CFV COASTAL REIGN transit over the top of submerged south jetty.
Both the CFV LADY LEE and CFV PETRA MARIE are home-based in Garibaldi and the
operators have extensive experience crossing over the Tillamook Bay Bar in all types of weather.
Both captains are experts at identifying the submerged portion of the South Jetty so as to avoid
transiting near it. At the time of the casualty, there were no breaking waves in the South Hole. The
CFV COASTAL REIGN transited over the submerged jetty, venturing too far east out of the south
hole and failed to follow the line set by the CFV LADY LEE.

6.2 Marijuana use.

While a
at the time of the

, the operator of the CFV
COASTAL REIGN was approximately 30 minutes prior making the

transit. The deckhand’s statement d by his accuracy as to the location and storage of
the on the vessel, the Station’s positive Nik Kit test, along with the
does not show that a user was under

the influence of the diug,

6.2.2 The CDC has identified operating under the influence of drugs, including as
dangerous and illegal. Operating a vessel is a complex task requiring full attention in order to
stay safe and alert areas of the brain that control the body’s movements,
balance, coordination, memory, and judgment. use can impair important skills
required for safe vessel operation by slowing reaction time and the ability to make decisions,
impairing coordination, and distorting perception.

6.2.3 _ combined with fatigue, can result in an impairment of critical decision-
making during a bar crossing and could be reasonably concluded as a causal factor to this
marine casualty.

6.3 Crewmembers’ lack of proper rest

6.3.1 The first weeks of the Dungeness crab season 1s critical to commercial fishermen. About
half of the crab caught during the entire season is caught within the first two weeks of the
season and that 75% of the total catch is brought in within the first eight weeks. Mr.

stated that he had very little time for rest between pulling pots. Mr. Chase informed the operator
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6.5 The inherently dangerous nature of crossing the Tillamook Bay Bar.

The Tillamook Bay Bar is considered one of the most dangerous bars on the Oregon Coast. Due
to the extensive shoaling at the entrance caused by the severely damaged jetty system in place,
vessels are unable to transit straight across the bar in the charted channel unless the sea state is
calm. An approach through the Middle Grounds would allow operators to travel head into the
direction of the waves. Shoaling at the entrance forces vessels to use the North Hole or the South
Hole entrances to cross the bar. Operators must travel beam-to the direction of the waves for a
period of time which places the vessel in an inherently dangerous condition. If the jetties were
properly functioning, the increased velocity of the water as it passed through the channel may have
prevented the shoaling from occurring at the entrance of the Tillamook Bay Bar. This would have
made the crossing of the Tillamook Bay Bar less hazardous as the CFV COASTAL REIGN may
have been able to cross the Tillamook Bay Bar head-into the direction of the waves, and would not
have been beam-to the waves, and may not have capsized.

6.6 Restrictions on commercial fishing vessels for Tillamook Bay bar crossings are not warranted
by this case

6.6.1 Coast Guard regulations and hazardous bar restrictions exist to prevent recreational and
uninspected passenger vessels from crossing the bar. These restrictions do not apply to
commercial fishing vessels unless the OIC seeks the authority of the Sector Columbia River
COTP. The conditions of the bar at the time of the incident warranted diligent seamanship as
portrayed by the CFV LADY LEE and the CFV PETRA MARIE. In the words of the CFV
LADY LEE captain, the bar was “not that bad” despite the restrictions placed on the bar by
Station Tillamook Bay.

6.6.2 In his first interview, Mr. stated that he had crossed the bar under worse
conditions. However, while Mr. stated that he crossed the Tillamook Bay Bar many
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a vital part of the securing mechanism of the lifejacket as this secured the lifejacket securely
around the wearer’s body or chest.

6.8.2 Mr. -stated that he and Mr. Zappone had difficulty connecting the ring and clip as
designed. He only remembered the top and bottom straps being tied together by Mr. Chase, but
did not recall the middle clip ever being secured around either him or Mr. Zappone. The top
and bottom set of straps were cut by the Coast Guard rescue team after Mr. was
recovered. Mr. Zappone was retrieved from the water, still in his life jacket, but with his head
lowered in the jacket to where his chest should have been. When Coast Guard investigators
received Mr. Zappone’s lifejacket for further examination, the top and bottom straps were still
tied together and the middle clip still clipped together. By the way that Mr. Zappone was
retrieved from the water, and from Mr. testimony, it is assumed that the clip was
never secured around Mr. Zappone as it was supposed to have been. The Coast Guard was able
to remove the life jacket without undoing any of the straps.

7. Opinions and Conclusions

7.1 Determination of Cause

7.1.1 The mitiating event for this casualty occurred when the plunging waves hit the CFV
COASTAL REIGN on her port side, beam-to, as she transited over the submerged portion of
the South Jetty of the Tillamook Bay Bar. The causal factors leading to this event were:

7.1.1.1 The operator’s impaired judgment due t e. Had the operator of the
CFV COASTAL REIGN IlOPI‘IOI‘ to crossing the bar, his decision-

making and ability to react to rapidly changing conditions during the attempted crossing
would have been improved. “at elevated levels.
Additionally, ﬁ statements regarding drug use on the vessel and prior to

crossing the bar are compelling. His statements are
, but also by the identification of

i Mr. Zappone’s backpac

7.1.1.2 The operator’s judgment was impaired due to fatigue. Statements made by Mr.
Chase to Mr. , along with statements by Mr. during his first interview
and that of Mr. , show that the crew of the CFV COASTAL REIGN was
operating on very little sleep over the previous 48 hours. Mr. short nap
during the transit to Tillamook was the only rest he had in the immediate period leading
up to the crossing. Fatigue is a primary factor affecting judgment. Without rest, his
ability to operate the vessel in a prudent manner is reduced.

7.1.1.3 The operator’s overconfidence in his abilities to safely transit through
Tillamook Bay Bar while restrictions were in place are a causal factor. Mr.
failed to consider the changing bar conditions during the winter months. There 1s no
evidence that he accessed any of the Coast Guard materials that would assist in his bar
crossing. His previous bar crossings had occurred later in the season as he could not
recall ever crossing the bar in the wintertime. M. -and Ml- both stated
that they travel to the bar and watch the wave sets from shore prior to getting underway
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for the season. Watching the wave sets and the breaking pattern of the waves allows
them to assess the current shoaling conditions of the bar. This provides the basis for
prudent crossing decisions. Mr. hdid not have that local knowledge, nor did he
consider it essential. Instead, he mistakenly relied on crossings from previous seasons to
serve as a basis for his crossing.

7.1.1.4 The operator lost situational awareness once he started his transit in the South
Hole. Relying solely on external factors, he failed to rely on his electronic chart which
would have showed the South Jetty built out to its expected length. Navigating the
vessel away from the charted jetty would have provided him sufficient distance from the
submerged portion. Without consulting the chart, and relying on external information as
he sought calmer water, Mr. -gnavigated his vessel towards the channel where
the CFV LADY LEE was watching, having the effect of ‘cutting the corner.” Both the
CFV LADY LEE as well as the PETRA MARIE stated that the CFV COASTAL
REIGN turned towards the channel too early, thereby placing the vessel directly over the
jetty and subject to rising waves.

7.1.1.5 The reduced maneuverability of the CFV COASTAL REIGN due to the aerated
water encountered over the submerged portion of the south jetty caused the vessel to not
respond adequately to rudder commands. Without sufficient water from which to propel
and turn, the CFV COASTAL REIGN was subject to wave action which pushed her
further to east and further over the submerged jetty.

7.1.1.6 The hazardous plunging waves created by the submerged tip of the south jetty
caused the vessel to capsize. Once over the jetty, even a crossing on a day that is
described as “not so bad” becomes extremely hazardous. As described above, plunging
waves appear quickly creating a situation from which a vessel sitting broadside cannot
recover.

7.1.2 The first subsequent event was the capsizing of the CFV COASTAL REIGN. The
causal factor leading to this event was the CFV COASTAL REIGN placed beam-to the wave
action. Once beam-to and over the submerged jetty, the operator was unable to turn her into the
waves in order to navigate over them. The wave that capsized the CFV COASTAL REIGN
was nearly the same height as the boat.

7.1.3 The next subsequent event was the flooding of the pilot house of the CFV COASTAL
REIGN. Once upside down, water pressure broke the side windows and the pilot house filled
with water.

7.1.4 The next subsequent event were the injuries sustained by- and

The causal factors leading to their injuries were the capsizing of the CFV COASTAL REIGN
and their struggle to find air and a way out of the vessel. Both received minor injuries and mild
hypothermia from being exposed to ocean water prior to rescue. Ocean water temperature was
54°F.

7.1.5 Deaths of the Mr. Chase and Mr. Zappone as a result of drowning. The causal factors
leading to these events were:
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7.1.3.1 Mr. Chase’s inability to escape the pilot house. Mr. Chase made every effort to
ensure his crew was safe and had the ability to get out of the pilot house if the vessel
rolled. He assisted- and Mr. Zappone with the lifejackets despite the
likelihood that the jackets were defective in their buckles and desired fit. However,
despite helping others, he opted to not wear one. While there is no evidence to suggest
that a lifejacket would have saved Mr. Chase_ tried to reach him while he
was trapped in the pilot house. A lifejacket may have assisted in bringing Mr. Chase
closer to the engine room compartment hatch so that- and Mr. Zappone could
reach him. Other than that coincidental chance, there is no evidence that suggests that
Mr. Chase would have survived the capsizing with a donned lifejacket.

7.1.3.2 Mr. Zappone was swept into the ocean due to extreme wave action after he
escaped from the hull of the CFV COASTAL REIGN. A well-fitted and functional
lifejacket would likely have saved Mr. Zappone’s life. As he was found with his head in
the area of the jacket that should have wrapped his chest, it is clear that the life jacket
was not fitted properly. The jacket was tied by Mr. Chase but there is no evidence to
suggest that it was tied poorly given the circumstances. The burden of providing well-
fitted life jackets rest with the owner/operator of the vessel. The crew did not pre-fit the
jackets prior to getting underway. Once in extremis, securing the jacket in a manner that
best fit was Mr. Chase’s only option while assisting the crew.

7.2 Evidence of acts or violations of law by any Coast Guard credentialed mariner subject to
action under 46 U.S.C Chapter 77: Since no mariner on board was required to hold a
credential, there is no act of misconduct, incompetence, negligence, unskillfulness, or
violations of law by a credentialed mariner identified as part of this investigation.

7.3 Evidence of acts or violation(s) of law by U.S. Coast Guard personnel, or any other
person: There is evidence that the operator of the CFV COASTAL REIGN was negligent on

the vessel by transiting over the Tillamook Bay Bar in a restricted status, over a submerged
jetty, while fatigued, _, and resulting in the death of two persons, is in
violation of 18 U.S.C. § 1115.

7.3.1 Evidence of State Law violations: Recommend consideration for referral to state

prosecutor’s office for violations of ORS 163.195, recklessly endangering another person; and
ORS 830,325, operating a b [

7.4  Evidence of acts subject to civil penalty: The operator’s decision to cross the Tillamook
Bay bar while a bar restriction was in place, failure to request an escort from Station
Tillamook Bay, and navigating the vessel over the submerged portion of the South Jetty, while
fatigued, , and operating a commercial vessel, is against the standard
of care of a prudent mariner. The definition of negligence is provided in 46 C.F.R. § 5.29. It
states, “[t]he commission of an act which a reasonable and prudent person of the same station,
under the same circumstances, would not commit, or the failure to perform an act which a
reasonable and prudent person of the same station, under the same circumstances, would not
fail to perform.” Mr_ actions endangered the life, limb, and property of others and
is an act of negligence in violation of 46 U.S.C. § 2302(a).
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9 Recommendations

9.1 Safety Recommendations

9.1.1 Recommend that the Commandant of the Coast Guard obtain legislative authority to
require commercial fishing vessel operators of less than 200 GT to hold a valid Coast Guard
issued Merchant Mariner Credential (MMC). This requirement would standardize level of
competency, ensure medical fitness for CFV operators, and require enrollment in a drug-
testing program. Credentialing would subject operators to the revocation or suspension of
their credential should a mariner engage in unlawful drug use or otherwise breach the standard
of care expected of prudent mariners.

9.1.2 Recommend that the Commandant of the Coast Guard collaborate with the Commercial
Fishing Safety Advisory Committee (CFSAC) to establish a working group to draft and accept
a Task Statement addressing the safety of commercial fishing vessels of less than 200 GT.

9.1.2.1 Recommend that the Coast Guard complete the implementation of the 2010 and
2012 legislation for commercial fishing vessels as specified in those Coast Guard
Authorization Acts. These efforts should enact the provisions in the Coast Guard
Authorization Act of 2010 regarding the certification of CFV operator competency.

9.1.2.2 Recommend a work group to propose initiatives and actions to eliminate drug
and alcohol usage onboard commercial fishing vessels less than 200 GT.

9.1.2.3 Recommend that the collaborative CFSAC and Coast Guard work group
develop a process to review and implement commercial fishing vessel mariner fitness-
for-duty onboard CFVs of less than 200 GT. Fitness-for-duty should include an
assessment of overall health and physical fitness, and contain provisions for the
elimination of drug and alcohol use as well as fatigue management.

9.1.3 Recommend the Commandant of the Coast Guard develop a framework for Sectors to
assess, document, and maintain mariner competency, in addition to the MMC requirement, to
operate CFVs of less than 200 GRT, that will include local knowledge. This provision may be
incorporated into annual fishing vessel safety exams.

9.1.4 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
recommendations. Comprehensive requirements should include the following: enrollment in
drug testing program, watertight integrity and subdivision requirements, requirements to
conduct and log safety drills, requirements for equipment maintenance, and regular dry dock
examinations to ensure hull integrity.

9.1.5 Recommend that the Commandant of the Coast Guard to develop and implement a

process for mariner’s fitness-for-duty onboard commercial fishing vessels of less than 200 GT.
Recommend process to include mandatory rest requirements onboard the vessel.
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9.1.6 Recommend Station Tillamook Bay, when announcing hazardous bar restrictions, to add
this language to their broadcast notice to mariners as a reminder to vessels seeking entry
through the bar:

“Vessel operators are reminded to exercise extreme caution while transiting in the vicinity of the
seaward end of the north and south jetties. Approximately XX yards of the North Jetty is
submerged and XX yards of the South Jetty is submerged. The submerged portions of the jetties
create an extreme hazard to navigation. Vessel operators are reminded not to transit over the
submerged portion of the jetties.”

9.2 Administrative Recommendations:

9.2.1. On 5 April 2021, this investigation team recommended that the Coast Guard Thirteenth
District refer this case to the United States Attorney for the District of Oregon for criminal
prosecution for alleged violations of 18 U.S.C. 1115 for the deaths of Mr. Todd Chase and Mr.
Zachary Zappone. The U.S. Attorney’s office did not take action after review of the case. This
recommendation renews the request to submit this case for action to the State of Oregon for
consideration.

9.2.2 Recommend that MSU Portland, who has designated OCMI authority from Sector
Columbia River, initiate civil penalty action against the F/V COASTAL REIGN’s owner for
alleged violations of 46 USC § 2302.

9.2.3. Recommend that D13 Dpw immediately conduct a local WAMS study for the placement
of buoy on the south hole and maintain two buoys due to unpredictable shoaling. Buoys, while
difficult to maintain in the area, provide some surety to mariners regarding distance from the
submerged jetties.

9.2.4 Recommend that D13 dpw engage with the USACE Portland Division to determine, and
publish, the actual length of the submerged portion of the jetties. Distance ranges include 200
feet as published by the Station Tillamook Bay, ‘Crossing the Tillamook Bay Bar,” pamphlet as
compared to the USACE’s 1100 feet as described in their project survey.

9.2.5 Recommend that the Commandant of the Coast Guard provide a copy of this report to
the next-of-kin of Mr. Todd Chase and Mr. Zachary Zappone.

9.2.6 Recommend a public meeting to present the findings of this investigation to interested
parties. Recommend the hearing take place in Garibaldi, OR, with the investigation team along
with dpw and the ACOE. While the facts of this case are relatively simple, the more complex
issues involve those two bodies that must be able to answer the publics question regarding
future operations in the area.
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9.3 Recommend this investigation be closed.

COUTU.CHRIST Rkl
OPHER.F - ate: 2022.04.20 14:46:40

. -08'00"
"apt Christopher Coutu
Lead Investigating Officer
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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
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Subj:  LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL CURRENT
(ON. 990938) ON MARCH 17, 2012

CG SECTOR Puget Sound

Ref: (a) USCG Marine Safety Manual Volume V, COMDTINST M16000.10A
(b) COMDT (CG-545) memo 16732 of 17 Mar 11

Preliminary Statement:

In accordance with references (a) and (b), an investigation was conducted and a report of
investigation produced, regarding the death of a deckhand onboard the U.S. flagged
Commercial Fishing Vessel (CFV) CURRENT (O.N. 990938) on March 17, 2012.

Factual evidence was collected in order to conduct a thorough analysis of the incident. All
times are approximate and reflect local Pacific Standard Time. The MISLE Activity number
for this investigation is 4267048.

Executive Summary:

On March 17, 2012, the tribal CFV CURRENT was underway fishing near the Juan De Fuca
Canyons off the coast of Washington. At 1745 local time, Sector Puget Sound’s Command
Center was notified by the vessels operator that a deckhand had been found entangled in the
propeller shaft by his sweat shirt, was unresponsive and not breathing. Minutes prior to the
incident, the deckhand was working in the engine room on the propeller shaft’s dripless water
seal alone. The operator and remaining crew conducted cardiopulmonary resuscitation (CPR) on
the victim for more than 15 minutes without any response. Sector Puget Sound’s Command
Center contacted Air Station/Sector Field Office Port Angeles to discuss a medical evacuation
plan (MEDEVAC). Once the Coast Guard flight surgeon was contacted, he advised not to
conduct the MEDEVAC as the victim was unresponsive and did not have a pulse for more than
15 minutes. The victim was subsequently pronounced dead. The CFV transited to Station Neah
Bay where authorities were awaiting the vessel’s arrival. The next morning the Port Angeles
Deputy Coroner reported the cause of death was strangulation.



Suby:
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CURRENT (ON. 990938) ON MARCH 17, 2012

Vessel Data:

16671
03 MAR 15

Figure 1: Picture of CFV CURRENT (ON 990938)

Name: CURRENT

Official Number: 990938

Service: Commercial Fishing Vessel

Year Built 1993 o

Built By: Alexey Reutov

Gross Tons: 30

Net Tons: Unknown

Length: 41 Foot

Breadth: Unknown

Depth: Unknown

Owner & Operator: R -

Personnel Data:

Name Position Sex Age | Status
Owner/Operator Male | |} Witness

| James Rollins Deckhand 1 Male 26 Deceased
- Deckhand 2 Male B Witness
I Deckhand 3 Male [ ] Witness




Subj: LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL 16671

CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15
Weather:
Winds: 15-20 knots
Waterway: 6-8 foot seas
Visibility Clear and fair
Air temperature 37

1. Findings of Fact:

a. The CFV CURRENT’s engine room consists of a single engine with a reduction gear.
Attached to the reduction gear is a coupling that the propeller shaft connects to. The shaft transits
the engine room aft bulkhead through a dripless shaft seal to prevent water intrusion into the
engine room. The shaft seal is designed to allow water to travel through a stern tube which
lubricates and cools the shaft seal. Directly above the shaft seal is the diesel generator. To access
the generator or the propulsion shaft area crewmembers must walk around a narrow alleyway
around the main engine, as shown in Figure 2.

| Port side of Engine Room looking aft

: Rubber shaft /
coolingwater hose |
Al (as found)

i,
Diesel Propulsion §
Engine

Figure 2: outboard side of main engine

b. On March 6, 2012, the CFV CURRENT was examined by a member from Sector Puget
Sound’s Commercial Fishing Vessel Exam Branch. At the time of the inspection, the examiner
noted a total of 9 discrepancies and cleared 7 of them prior to departing the vessel.

c. OnMarch 15, 2012, a follow up examination from a commercial fishing vessel examiner
was conducted to clear the remaining two discrepancies from the March 6, 2012 examination. All
discrepancies were cleared and the vessel was issued a new commercial fishing vessel sticker.



Subj: LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL 16671
CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15

d. On March 17, 2012 at approximately 0200 local time, the CFV CURRENT got underway
from Neah Bay, Washington enroute to fishing grounds approximately 10 nautical miles off the
coast of Washington with 4 personnel.

e. Once the vessel arrived in the fishing area the crew put out the first set of long lines and
prepared the deck for hauling them.

f. After hauling in the first set of fishing lines, the operator made the decision to move
locations approximately 36 nautical miles to the Juan de Fuca Canyons. The on scene weather
was 6 to 8 foot seas, wind was approximately 15 to 20 knots and the air temp was 37 degrees
Fahrenheit.

g. When they arrived at their new location, the crew prepared the deck to set the long lines.
The weather and sea conditions remained the same as at the previous location. After they set the
lines, the vessel’s crew started to clean and prepare the deck to haul the lines back onto the vessel.

h. Sometime later during the evening of March 17" the operator told everyone to get
something to eat before preparing to haul the lines back onto the vessel.

i.  While the crew was eating their meal, the bilge alarm went off in the bridge. James
Rollins (deckhand 1) and |||l (the owner / operator) proceeded into the engine room to
identify the cause of the alarm. Mr. Rollins found that the shaft’s dripless water seal had a fitting
that broke and was leaking water into the bilge causing the bilge alarm to sound. He immediately
told Mr e could fix it and Mr. Aguirre left the engine room to make some soup.

Transmission I ISea Valve| [Bilge Suction ] IGenerator ]

B . 3 T 2 13
e s T _— : - s
L = ] l s g e - ] B
5 5 | Rl
. ?
»

4

ITLAM

e

-

Figure 3: Engine room shaft and bilge area
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Subj: LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL 16671
CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15

J. Approximately six or seven minutes later, Mr.-:vent to check on Mr. Rollins’
progress. He found Mr. Rollins unconscious lying over the top of the propeller shaft with his
sweatshirt tangled in the shaft with the shaft still turning.

Shaft Seal Cooling Line (missing and leaking)
> Q: e e
{ Shaft Mechanical Seal,
cooling water fitting.

Missing rubber supply

- L
ok -

S e
Shaft Mechanical Seal &

| ST

Ai,.

Figure 4: Dripless Shaft Seal Cooling Line missing supply hose

k. Mr. |t the engine down and yelled for help. Mr. deckhand 2) came
into the engine room to assist Mr JJfin removing Mr. Rollins from the engine room. The

engine room compartment is very close quarters, dark, hot. and slippery due to residual oil on the
deck.

. At1745, Mr. -radioed the Coast Guard (CG) for assistance

m. At 1800, the CG Station Quillayute River launched a 47° Motor Lifeboat (MLB) to assist
the CFV CURRENT.

n. At 1806, CG Sector Puget Sound contacted CG Air Station/Sector Field Office Port
Angeles and spoke with the Air Station’s flight surgeon about attempting a CG MEDEVAC for
the unconscious deckhand onboard the CFV.

0. At 1815, the flight surgeon advised against a CG MEDEVAC due to the low chance of
survival at that point, since the deckhand had been without a pulse for more than 15 minutes. The
Coast Guard Sector Commander concurred with the flight surgeon.
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Subj: LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL 16671
CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15

p.- At 1910, CG Station Neah Bay launched a 47° MLB to relieve the original 47° MLB from
Quillayute River and escort the CFV CURRENT to the Coast Guard dock at Station Neah Bay.

q- On March 18, 2012 at 0023, the CFV CURRENT and 47° MLB arrived at CG Station
Neah Bay. On the pier awaiting the vessel’s arrival were the local police chief, two other police
officers and Station Neah Bay’s Commanding Officer.

r. On March 18, 2012 at approximately 0100, CG station Neah Bay conducted a post Search
and Rescue (SAR) boarding on the CFV CURRENT and found no discrepancies.

s. At 0228, the deputy coroner arrived at CG Station Neah Bay and pronounced Mr. James
Rollins deceased, with the cause of death believed to be strangulation.

t. On March 20, 2012, a death certificate was signed by deputy corone1_
stating the cause of death was strangulation.

2. Post Casualty Drug and Alcohol Testing

a. Post Casualty/SMI chemical testing was not conducted on the surviving crew of the vessel
being the only individual directly involved in the serious Marine incident was the deceased.

3. Analysis:

a. Physical Condition: Mr. Rollins was a 26 year old male at the time of the incident. He did
not have any physical impairments. He had been employed by Mr.-for one year and had
worked in the fishing industry off and on for the last two to three years.

b. Environmental Conditions: The incident occurred in a dark and cramped location in the
engine room. The space was hot and noisy as well. The seas were approximately 6 to 8 feet. (See
figures 2 and 3)

¢. Vessel Operation: The CFV CURRENT was underway at the time of the incident.

d. Vessel Condition: The CFV CURRENT is a U.S. documented long liner that had been
examined by a USCG commercial fishing vessel examiner on March 5, 2012. After the
examination, the inspector issued a Commercial Fishing Vessel decal. A post SAR boarding was
conducted at Station Neah Bay with zero violations noted.

4. Conclusions:

a. Inaccordance with Marine Safety Manual, Volume V, the initiating event (or the first
unwanted outcome) that led to the death of a crewmember onboard the CFV CURRENT was a
broken water cooling line to the propulsion shaft’s dripless water seal. [Finding of fact: i]

b. The causal factors that led to this casualty are as follows:



Subj: LOSS OF LIFE ONBOARD THE COMMERCIAL FISHING VESSEL 16671
CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15

i) Human Error: There were four human error causal factors identified.

(a) The vessel had been underway for more than 15 hours at the time of the

incident and the crew was operating on minimal sleep. [Finding of Fact: d, e,
f, 1]

(b) The crewmember working on the shaft cooling line did not secure the main

engine and stop the propeller shaft prior to working near the rotating shaft.
[Finding of Fact: i, k.]

(c) The crewmember did not recognize the hazards in his surrounding
environment, including a dark working area, hot environment, and tight
working quarters. [Finding of Facts: a, k.]

(d) The crewmember was wearing a loose fitted hooded sweatshirt while working

on or near rotating machinery. [Finding of Facts: j.]
1) Environment: There were two environmental causal factors identified:

(a) The vessel was operating in seas of approximately 6 to 8 feet. [Finding of
Fact: g.]

(b) The engine room deck was slippery due to water and leaking machinery
equipment. [Finding of Fact: a, k.]

ii1) The investigation revealed the following:

(a) During the most recent Coast Guard Dockside Fishing Vessel exam, the
examiner issued nine (09) deficiencies to the vessel. However, the examiner
did not identify any deficiencies onboard the vessel with regards to guards
protecting rotating machinery (see 46 CFR 28.215). All discrepancies noted
were corrected prior to the vessel getting underway.

(b) 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.

(¢) No acts of misconduct, incompetence, negligence, unskillfullness, or willful
violation of law committed by any Coast Guard personnel, including an
officer or employee, contributed to the cause of the incident.

(d) There is no evidence that an act has been committed that would subject an
offender to a civil penalty under the laws of the United States.

(e) There was no evidence that a criminal act under the laws of United States has
been committed.
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CURRENT (ON. 990938) ON MARCH 17, 2012 03 MAR 15

5. Safety Recommendations:

a. Safety Recommendation 9389 - Fatigue Training

Currently, 46 CFR Part 28 does not establish appropriate and adequate watch standing schedule
requirements or fatigue standards for commercial fishermen. This investigation revealed a latent
unsafe condition (LUC) with regard to working in the commercial fishing industry and growing
accustomed to working on and operating vessels while fatigued. Because the deckhand had
grown up in this culture, he did not realize the dangers from being fatigued and operating on
minimal sleep. He was not aware and had not been trained on crew endurance management. I
recommend that the Officer in Charge of Marine Inspection promote fatigue mitigation and crew
endurance management training to not only the tribal commercial fisherman, but all commercial
fishing vessel operators in his area of responsibility.

b. Safety Recommendation 9390 - Develop regulations for commercial fishing vessel
maintenance program.

Currently, there are no regulations requiring commercial fishing vessels to have any type of

maintenance program nor method of recording what work has been completed on the vessel. I

recommend CG-CVC-3 initiate regulations requiring all commercial fishing vessels to develop a |
maintenance program using best engineering practices and previous casualty data analysis. The |
maintenance program shall include, but not limited to: internal compartment inspections; hull

exams (conducted at dry-dock and/or in the water); shaft inspections; rudder examinations;

machinery maintenance to include deck gear, propulsion engines, electrical systems, bilge

manifold system, etc. I recommend that the recording of any completed maintenance be kept in a

safe location off of the vessel. The implementation of this safety recommendation is intended to

reduce the risk of marine casualties for the entire fishing fleet, which may be related to the

material condition of the vessel or the lack of maintenance being conducted on board the vessel.

6. Enforcement Actions:

a. There was no enforcement action taken by the Coast Guard. The marine casualty
investigation revealed no acts of misconduct, negligence, or violation of any laws.

7. Administrative Recommendations:

a. Irecommend this investigation be closed.
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Subj: FORMAL MARINE CASUALTY INVESTIGATION CONCERNING TOTAL LOSS
OF F/V EMMY ROSE ON NOVEMBER 23, 2020

Ref: (a) Title 46 United States Code, Chapter 63
(b) Title 46 Code of Federal Regulations, Part 4
(¢) Marine Safety Manual, Volume V; COMDTINST M1600010.A
(d) CG-545 Policy Letter 5-10

1. Pursuant to the authority contained in reference (a) and (b), you are to convene a formal
investigation for the marine casualty of the F/V EMMY ROSE (O.N. 909149) that occurred on
November 23, 2020. In conducting your investigation, you shall follow as closely as possible the
policy guidance and operational procedures for Coast Guard Marine Investigations Programs, as
found in reference (c) and (d).

2. Due to the scope and complexity of the investigation, I have assigned the following persons
to assist you with your investigation. For purposes of this investigation, the below persons are all
designated as investigating officers as defined under reference (b).

® CWO_ USCG, Assistant Investigating Officer

o MrJJJE USCG, Assistant Investigating Officer

e LT _ USCG, Recorder

o LTI UsCG. Legal Counsel
o MrJJIII UsCG, Technical Advisor

3. Upon completion of the investigation, you will issue a Report of Investigation (ROI) to me
with the collected evidence, the established facts, conclusions and recommendation. Conclusions
and recommendations concerning commendatory actions or misconduct that would warrant
further inquiry shall be referred to me by separate correspondence for consideration and action as
appropriate. A weekly summary of significant events shall be transmitted to CGD ONE (dp)
while the investigation is in formal session.

4. You will complete and submit your investigation report to me by June 22, 2021. If this
deadline cannot be met you shall submit a written explanation for the delay and notice of the
expected completion date. You are highly encouraged to submit any interim recommendations
intended to prevent similar causalities, if appropriate, at any point in your investigation.

5. The National Transportation Safety Board (NTSB) is also charged with the responsibility of
determining the cause or probable cause of this casualty by the Independent Safety Board Act of






Commandant U.S. Coast Guard STOP 7501
United States Coast Guard 2703 Martin Luther King Jr. Ave. SE
Washington, DC 20593-7501
Staff Symbol: CG-INV
Phone: (202) 372-1030
Fax: (202) 372-1904

U.S. Department of
Homeland Security

United States
Coast Guard

16732/11A#7100250
17 May 2022

THE SINKING OF THE COMMERCIAL FISHING VESSEL EMMY ROSE
APPROXIMATELY 27 MILES NE OF PROVINCETOWN, MA, RESULTING IN THE
LOSS OF FOUR LIVES ON NOVEMBER 23, 2020

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
approved. The investigation’s safety recommendations remain under review. The Commandant’s
response to the recommendations and any resulting actions will be documented separately. This
marine casualty investigation is closed.

. D. NEUBAUER
aptain, U.S. Coast Guard
Chief, Office of Investigations & Casualty Analysis (CG-INV)










SINKING OF THE COMMERCIAL FISHING VESSEL EMMY ROSE 16732
(O.N. 909149), APPROXIMATELY 27 NM NORTHEAST OF PROVINCETOWN, 08 Apr 2022
MA, RESULTING IN THE LOSS OF FOUR LIVES ON NOVEMBER 23, 2020

Safetv Recommendation 5: It is recommended that Commandant (CVC-3) provide guidance
and instruction to CFV Examiners to conduct CFV Stability Training and Outreach.

Endorsement: Concur; CFV Examiners play a vital role in the Coast Guard’s
relationship with commercial fishermen. By providing stability training to CFV
Examiners, we are giving them a greater opportunity for outreach and an outstanding tool
to improve CFV safety.

Safety Recommendation 6: It is recommended that Commandant (CVC-3) provide guidance
and instruction to CFV Examiners to conduct Crew Endurance Management System and Anti-
Fatigue Training and Outreach.

Endorsement: Concur; in maritime operations, exposure to 24/7 operations, restricted
sleep opportunities, and frequent sleep disruptions reduces crewmember’s ability to avoid
fatigue and maintain situational awareness, compromising their alertness and
performance. A targeted CFV Examiner training initiative on Crew Endurance
Management would provide commercial fishermen with vital information on how fatigue
can negatively impact physical functioning, attention, memory and communication. This
awareness can enable companies and crewmembers to manage the occurrence and effects
of crew endurance risk factors that can lead to human error and performance degradation
in maritime work environments.

om G. Alfan Jr.
Rear Adnfiral, U.S. Coast Guard
First Coast Guard District
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U.S. Department of Commander 408 Atlantic Ave
Homeland Security United States Coast Guard Boston, MA 02110-3354
First District Staff Symbol: (dp)

United States Phone: 617-223-8439

Coast Guard

16732

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.



2. Vessel Involved in the Incident

Figure 1: Photographof EMMY ROSE courtesy ofRobert Serbagi, retrieved via open source on November 25, 2020.

Official Name: EMMY ROSE

Identification Number: O.N. 909149

Flag: United States of America

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

Build Year: 1987

Gross Tonnage: 129 GT

Length: 82 feet

Beam/Width: 229 feet

Draft/Depth: 11.6 feet

Main/Primary Propulsion: (Configuration/System | 12 Cylinder Caterpillar/625 HP

Type, Ahead Horsepower)

Owner: BOAT AARON & MELISSA INC.

Westbrook, Maine
Operator: BOAT AARON & MELISSA INC.
Westbrook, Maine
3. Deceased, Missing, and/or Injured Persons
Relationship to Vessel Sex Age Status
Captain Male Presumed Dead

Deckhand 1 Male Presumed Dead
Deckhand 2 Male Presumed Dead
Deckhand 3 Male Presumed Dead




4. Findings of Fact
4.1. The Incident

4.1.1. At 1603, on November 17, 2020, the EMMY ROSE departed Vessel Services in
Portland, ME with 04 crewmembers aboard for a seven-day ground fishing trip in the
Gulf of Maine.
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Figure 2: CCTV footage of the EMMY ROSE just prior to departure from Portland, Maine. Courtesy of Vessel Services, Porfland,
Maine

4.1.2. At 1428, on November 22, 2020, the Captain of the EMMY ROSE contacted
Fisherman’s Wharf in Gloucester, MA to schedule arrival and offload arrangements.
The Captain of the EMMY ROSE stated they would arrive at the dock at 0600 on
November 23" with 45,000 pounds of various ground fish to be offloaded.
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Figure 3: EMMY ROSE position at time ofcall on 22 November 2020 to Fisherman's Wharf, Gloucester, MA.

4.1.3. At 1600, the Captain of the EMMY ROSE contacted the Captain of the CFV
THREE GIRLS and stated that he was doing routine welding on the trawl doors.

4.1.4. At 1839, the Captain of the EMMY ROSE contacted his fiancée via the satellite
phone, their conversation lasted approximately seven minutes.

4.1.5. At 1848, Deckhand 3 contacted his girlfriend via the satellite phone for
approximately four minutes. Deckhand 3 stated they had completed fishing operations



and were enroute to Gloucester, MA to offload the catch. During the conversation, he
was on the helm but was being relieved soon and was heading to bed. The girlfriend
stated that during their conversation she could hear the crew in the background acting
very excited.

4.1.6. At 1900, the EMMY ROSE began heading towards Gloucester, MA. The course
was steady between 283-289 degrees at 7 knots.

4.1.7. At2101, a call was made from an unidentified landline to the EMMY ROSE’s
satellite phone. The phone call lasted approximately five minutes.

4.1.8. At 2330, the CFV BLUE CANYON was on a course of 085 degrees at 3 knots
and passed within 1 NM of the EMMY ROSE. The EMMY ROSE maneuvered around
the BLUE CANYON and continued on course for Gloucester, MA at 7 knots. The
Captain of the BLUE CANYON observed an illuminated deck and movement on the aft
deck of the EMMY ROSE. There were no communications between the EMMY ROSE
and the BLUE CANYON during this passing.
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Figure 4: Locationof EMMY ROSE and BLUECANYON at 2330 on November22,2020.

4.1.9. At0100 on November 23, 2020, the EMMY ROSE was identified on the Vessel
Monitoring System (VMS) to be 27 NM Northeast of Provincetown, MA in position 42°
18’ 53.1”N, 069° 33’ 7.14”W on a course of 277 degrees at 7 knots. This would be the
last VMS position given for the EMMY ROSE.

4.1.10. At 0129, the First Coast Guard District Rescue Coordination Center received a
406 MHz Emergency Position Indicating Radio Beacon (EPIRB) alert registered to the
EMMY ROSE. The intial unconfrimed position was at 42° 15° 12” N, 069° 36” 24” W.

4.1.11. At 0130, the first confirmed EPIRB position was received from position 42° 16’
12 N, 069° 38’ 18” W, approximately 2.4 NM from the last VMS position of the
EMMY ROSE.






Figure 5: EMMY ROSE life ring re;wmd bythe U.S. C{;ast Guard.

4.1.25. At 1722 on November 24, 2020, search and rescue efforts were suspended by
the First Coast Guard District SMC. The EMMY ROSE was not located, and all
crewmembers of the EMMY ROSE remain missing and are presumed deceased.

Figure 6: Search pattems completed by Coast Guard Searchand Rescue units.

4.2. EMMY ROSE Crew

4.2.1. The vessel manager of the EMMY ROSE has a long history working in the
fishing industry. The manger has been working on fishing vessels in all capacities for
approximately 35 years and has owned approximately 12 fishing vessels in that time. On
May 6, 2020, the manger purchased the SASHA LEE and renamed it the EMMY ROSE
and transferred ownership to BOAT AARON & MELISSA, INC.

4.2.2. In July 2020, the manger hired the Captain to operate the EMMY ROSE, he was
the only Captain the EMMY ROSE had while it was actively fishing. The manger
allowed the vessel Captain to select the vessel’s crew.

4.2.3. The manager of the vessel required the crew to sign a contract for employment
aboard the EMMY ROSE. Each crewmember had signed the contract, which required






Wind Wind Wind Significant Dominant Average Wave
Direction Speed Gust Wave Wave Wave Direction
(Der) (knots) (knots) Height (feet) | Period (S) Period (S) | From (Deg)
115 20.7 24.8 4.59 4.76 4.36 83

4.3.4. Coast Guard assets on scene provided observed weather in the last known
position of the EMMY ROSE. At 0300, CG-6039 on scene observed 30 knots wind
speed, coming from the direction of 150 degrees. The sky condition was overcast and
visibility was approximately 4 NM. At 0300, the CGC VIGOROUS reported on scene
weather as seas of 24 feet with winds at 18 knots.

4.3.5. The CFV BLUE CANYON, which was fishing in the general vicinity of the
EMMY ROSE, estimated the weather to be, “nothing that the EMMY ROSE couldn’t
easily handle.” The Captain of the BLUE CANYON described the seas as sloppy but no
bigger than 5-8 footers with a wind of approximately 20-30 knots.

4.3.6. Weather data for the last known position at 0100 on November 23, 2020 for the
EMMY ROSE was 18 knot winds at 120 degrees and a 5.3 foot significant wave height.

Figure 7: Winds and seas at the last know location ofthe CFV EMMY ROSE. Image courtesy of www.windy.com

4.4. Vessel History

4.4.1. The vessel was built in New Iberia, LA in 1987. It was built as a Gulf Shrimp
style vessel. Gulf Shrimp style vessels are single chine, steel hull, with a raised bow and
stern, built to handle the majority of the weight amidships. This is due to the nature of
the shrimp fisheries, where nets are deployed over the sides of the vessel, vice the stern,
as done in the Northeast ground fishing fleet.



4.4.2. InJanuary 2001 the vessel was sold to Sasha Lee, Inc., homeport was changed to
New Bedford, MA and the vessel was renamed the SASHA LEE. With the change in
location and fishery, the vessel was then modified to accommodate the regional fishery.
Two 7-foot in diameter steel net drums and mounting were added to the stern of the
vessel, amongst other various mechanical additions. The port and starboard walkways
were closed off and the bulwarks were extended to provide protection from the elements
for the crew on the aft deck.

Lo

F ie 8: Net rls added to the SASHA LEE in 2001. Image courtesy of Thomas M. Farrell Naval Architects.

4.4.3. InMarch 0f 2002, SASHA LEE underwent an incline stability analysis in
Fairhaven, MA. The survey was conducted by Thomas M. Farrell Naval Architects.
According to their report, the SASHA LEE met the required stability characteristics in
all intact stability conditions.

4.4.4. On August 5, 2019, a marine survey was conducted by Marine Safety
Consultants, Inc. The survey consisted of two parts: 1) in water survey completed in
New Bedford, MA and 2) out of water survey completed in Fairhaven Shipyard, MA.
Approximately 80 spot reads on the underwater body were taken. The thickness of the
steel of the EMMY ROSE was 3/8% inch (0.375). Readings showed very little overall
wastage, the lowest readings were noted along the garboard plate on either side as well
as on the transom where there was a low reading of 0.263 with multiple other low
similar readings taken below the net drum. The stern of the vessel had three readings
taken and all three readings were approximately 30% wastage (see image below). The
general overall condition of this vessel was found to be very good. The report stated,
“The pilothouse, accommodation spaces and galley still appear brand new, neat, clean
and very well maintained. The machinery space was found to be neat and clean, and the
vessel is considered fit for service as an offshore ground fish vessel.”
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Figure 9: SASHA LEE hull during haul out, August 201 9. Image courtesy of Marine Safety Consultants.
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Figure 10. Stern ultrasonic test readings taken during evaluation, Aug 2019. Image courtesy of Marine Safety Consultants.

4.4.5. InMay 2020, the vessel was hauled out in Fairhaven, MA to have a survey to
ascertain the general overall condition and valuation of the underwater body for
insurance underwriting purposes. The survey was conducted accompanied in part by the
new manger. The vessel was found to be in very good condition below the waterline.
Underwater and anti-fouling coatings were reported to be generally intact and there was
little evidence of hull plate doubling or replacement.
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Vessel name Permit Starl date End date Duration

20201022 0530

20200325 07:41

20260836 02:24 €7:30:09
Figure 11: EMMY ROSE underway trips since new ownershipin May 2020. Image courtesy 0f NOAA, 2021,

4.5.2. The EMMY ROSE always had a four-person crew (1 Captain and 3 deckhands).
The Captain was hired by the vessel manager and the Captain was responsible for hiring
the crew. There had only been one Captain of the EMMY ROSE under the most recent
ownership. The crew was paid a share, based upon experience and workload.

4.5.3. Over their 12 previous trips, their average catch for those trips was approximately
36,369 pounds of assorted ground fish. The largest offload of ground fish from the
EMMY ROSE was 50,150 pounds. The vessel was estimated to be able to hold over
100,000 pounds of fish in the fish hold.

4.5.4. Inbetween trips, the shore engineer would conduct maintenance on the vessel.
The shore engineer would be left a written note by the Captain, identifying what
maintenance tasks needed to be completed. While onboard, the shore engineer would, at
times, test the engine room and fish hold bilge alarms. He would test them by lifting the
float on the high-water alarm in each space. The shore engineer had never gone into the
lazarette to do the bilge alarm test. He was unaware of how the lazarette bilge alarm was
tested as he reported it was done by the crew.

4.5.5. The vessel did not have a Safety Management System nor logs to document the
testing of alarms and inspection of lifesaving appliances.

4.5.6. The owner and manager were not aware of any emergency drills that were
conducted, nor did they know who the qualified drill conductor was. They left this to the
Captain of the vessel and stated that he determined when they should be completed.
Although there was no regulatory requirement to log drills, the Third-Party Examiner
provided the vessel with a log book, which was not utilized by the crew. Previous crew
members stated that new crew would receive an orientation to the vessel, but no drills
were ever conducted aboard the EMMY ROSE, while they were aboard.
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4.5.7. The vessel did not have a drug policy in place for the Captain or crew. The owner
stated that it was up to the Captain to drug test the crew if he so desired. It was observed
by previous persons who had sailed onboard the EMMY ROSE, that some of the crew
would frequently be smoking what appeared to be marijuana while onboard.

4.5.8. Prior to departure, the vessel would typically load approximately 15 — 18 tons of
ice and miscellaneous supplies from Vessel Services in Portland, ME. The crew would
ice the 10 fish hold pens, as well as ice the floor, because the fish hold did not have a
refrigeration unit.

Figure 12: EMMY ROSE fish hold during the icing of the floors and pens.

4.5.9. The vessel would then depart the pier and head for the fishing grounds. The crew
would deploy the outriggers once they cleared the harbor.

13



Figure 13: EMMY ROSE departing Poxtl Harbor.

4.5.10. There are no regulatory requirements for watchstanding, manning, or work rest
hour restrictions for commercial fishing vessels. There was no set watch rotation for the
crew. The Captain would determine the watch and rest rotation based upon the fishing
cycle.

4.5.11. During fishing operations, the Captain was normally at the helm, except when

deploying and hauling back the nets, where he would transfer control to the aft control
station located on the back deck.

4.5.12. It is common for Captains of fishing vessels to talk on the VHF radio, satellite
phone, and communicate via email, engaging in cooperative fishing discussion as well
as vessel status and weather conditions, as was done on this final fishing trip. The
Manager would keep in contact with the vessel via email and satellite phone while it was
underway. No notification of any abnormal issues or problems were made to the
Manager or any other fishing vessels with which they had conversations with during the
final trip.

4.5.13. Once the nets were deployed, the vessel would drag for approximately 3-4
hours. It was noted that there were times when the EMMY ROSE Captain had fallen
asleep at the helm, allowing the nets to drag for too long, causing damage to the nets.

4.5.14. Once ready to recover the nets, the Captain would transfer back to the aft control
station and haul back the nets. The crew would begin to process the catch on deck and
once cleaned, the fish would then be lowered down into the fish hold, where they were
put in pens, sorted by species. Depending on the size of the catch, this process would
take a few hours. Once the nets were clear of fish, they would go right back into the
water and the dragging process would start all over again.

14






4.6. Vessel Profile / General Arrangement

4.6.1. The vessel was modified from a Gulf shrimp side trawl to a stern trawl style
vessel afterit was sold to SASHA LEE Inc. in 2001. The vessel was a flush deck Guif
shrimper style welded steel hull vessel with a raked stem, single hard chine and
displacement hull configuration. The EMMY ROSE was said to have a “banana” shape
where the amidship is lower than the bow and the stemn. The vessel was fitted with a
round pipe mast supported to port and starboard, fore and aft, with round pipe braces.
The mast was fitted with yardarm with cradles for stowage for the outriggers.

- eV
-
[N

e

L ——
7§ FRAR
»
PITLLLL Ll
1

o e —

-
=
w)
i
H |
1

e

|
e | | |

Figure 14: EMMY ROSE in Portland Harbor, taken aftcr May 2020.

4.6.2. The port and starboard walkways were closed, forming stowage areas and the
overhead was extended aft on the cargo deck area forming a sheltered area for the trawl
winches. Aft on the work deck are port and starboard pillar style gallows. The structure
is braced aft and supports the twin hydraulic net reels, which are suspended over port
and starboard net ramps built into the vessel's transom. Sometime after 2001

modifications were made to the vessel’s twin hydraulic net reels. It appears an additional
24” of reel was added to the vessel on each side.
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Figure 15: EMMY ROSE aft deck, facingthe bow. Image courtesy of Atlantic Brokerage, 2019.
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Figure 16: EMMY ROSE l netreels. Image courtesy of Atlantic Brokerage,2019.

e

4.6.3. The superstructure, consisting of the raised pilothouse forward is stepped up and
raised over a storage area between its deck and the main deck. The pilothouse is fitted
with seven forward facing Lexan windows and three aft facing which provide a view of
the roof of the accommodation space and a restricted view of the aft working deck.
Access to the pilothouse is through the port and starboard watertight doors or from the
internal ladder from the accommodation space.

17



Figure 17: EMMY ROSE pilothouse. Image courtesy of Atlantic Brokerage, 2019

4.6.4. The accommodation spaces for the crew are located on the main deck below and
aft of the pilothouse. Accommodations consist of a 4-bunk room on the starboard side
aft of the pilothouse, the crew’s head on the port side aft of the pilothouse followed aft
on the port side by a 2-man bunk room. All the way aft is the galley area, witha
watertight door on the port side aft leading to the work deck. This port side aft watertight
dooris the only immediate access to the aft working deck.

Figure 18: EMMY ROSE accommodation space, facing aft. Image courtesy of Atlantic Brokerage,2019.

4.6.5. The cargo deck area forward is fitted with port and starboard Pine Hill seven
piston hydraulic trawl winches. Each drum holds 400 fathoms of 7/8” trawl wire. The
wire is led directly aft of the port and starboard gallows frame. This forward winch area
is sheltered by an extended O1 deck level above. The control for the trawl winches is a
control panel located on the centerline between the winches.

18
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Figure 19: EMMY ROSE, aft controlstation. Image counesy of Atlantic Brokerage, 2019.

4.6.6. The hydraulic port and starboard boom winches are located on the O1 deck. The
O1 deck also houses the mast, which is constructed of 12” diameter round steel fitted
with a single crosstree with cradles for the port and starboard outriggers.

4.6.7. The haul back area aft is fitted with 36 %2” steel bulwarks which are constructed of
5/8” steel plate at the landing area bulwark. Forward of the landing area, the bulwarks
rise to meet the O1 deck level, forming a shield for the cargo deck area port and
starboard sides. The aft deck of the vessel houses three hatches which provide access to
the lazarette, fish hold, and engine room.
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Figure;(): EMMY ROSE haul back area. Image courtesy of Atlantic Brokerage,2019. 7
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4.6.8. The lazarette is the furthest aft access which is accessed through a 6” high x 24” x
24" steel coaming located centerline aft and is fitted with a steel cap resting on the knife
edge (not watertight). Within the lazarette are the hydraulic ram steering system, a high-
water alarm, and a bilge suction from the engine room pumping system.

Figure 21: Y ROSE lazarette. Image courtesy of Atlantic Brokerage, 2019,

4.6.9. The main hold is the fish hold which is located directly aft of the engine room,
which can be accessed through a 32” high x 46 x 48” steel raised coaming. The hold is
weathertight, secured with a two-piece stainless-steel cover, which is then covered with
two wooden removable covers. The fish hold is subdivided into twelve individual two
tiered pens. The stuffing box for the shaft through hull penetration is housed in the bilge
of the fish hold. This area is fitted with a high-water alarm and bilge suctions from the
engine room pumping system.

Figure 22: EMMY ROSE fish hold hatch. Image courtesy of Atlantic Brokerage, 201§.
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Figure 23: EMMY ROSE fish hold, looking aft. Image courtesy of Marine Safety Consultants, 2019.

4.6.10. The doorto the engine room is located on the port side of the forward bulkhead
of the aft deck. The engine room houses the main propulsion system, two diesel
generators, and four pumps for the bilge manifold.

BT, TR S Y= ] SSEE . N

-
[N

TR AR
E e - — - - .

Figure 24: EMMY ROSE engine room door. Irhage couﬂesy of Atlantic Brokcmg-e, 2019.

4.6.11. Vessel propulsion is provided by a single Caterpillar Model 3412 marine diesel
engine rated at approximately 624 HP at 1800 RPMs. This 12-cylinder engine is
turbocharged, after cooled with cooling provided by a keel cooler. It is electrically
started and fitted with a dry vertical exhaust.
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4.6.12. Primary AC power is provided by a Caterpillar Model 3304 four-cylinder
marine diesel engine directly coupled toa 65 kW 220V AC generator unit at 1800
RPMs. This engine is electrically started, keel cooled and fitted with a dry vertical
exhaust. Also provided for electrical power is a Detroit Diesel Model 2-71 marine diesel
engine coupled directly to a Delco 20 kW 230V AC generator unit at 1200 RPMs. This
engine is keel cooled, electrically started and fitted with dry vertical exhaust.

Figure 26: EMMY ROSE generator set, looking forward. Image Courtesy of

4.6.13. The hull of the vessel features a raked stem with a single hard chine in a
displacement hull configuration. Propulsion is provided by a four-blade bronze
propeller set on a 6” shaft. There is a semi-balanced steel rudder that is skeg hung. At
the transom there are port and starboard net drumramps. On the port side there is a
single Fernstrum keel cooler that is protected by a steel guard. On the starboard side
there another Fernstrum keel cooler protected by a steel guard.
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Figure 28: EMMY ROSE running gear. Image courtesy of Marine Safety Consultants, 2019

4.6.14. The EMMY ROSE fuel storage consists of port and starboard wing tanks
located in the engine room with a total capacity of 15,000 gallons. Each tank is filled
and vented from the main deck level. The fuel system is fitted with hard piping and
flexible rubber hoses with all equipment provided with Racor filter separator units.
There is a fuel transfer pump located on the starboard fuel tank that was estimated to
pump 26 gallons per minute. The transfer pump was used to transfer fuel between the
tanks for both fuel supply and to control the vessel’s list. The main engine is typically
supplied from the starboard side tank and returns to the port tank.
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Figure 30: EMMY ROSE b

4.6.20. The engine room, fish hold, and lazarette are fitted with high water bilge alarms
with audible and visual alarms in the pilothouse. A Murphy alarm system was used for
the bilge alarms.

4.6.21. The vessel is fitted with eight handheld portable fire extinguishers and a deck
wash-down system that may be used for firefighting purposes in an emergency.

4.6.22. The lifesaving equipment aboard the vessel consists of:

4.6.22.1. Life raft: (1) New Wave 6-person, SOLAS A pack

4.6.22.2. EPIRB: (1) ACR SatFind RLB32 406 ADCD021D614401
4.6.22.3. (4) Personal Survival suits

4.6.22.4. Distress signal kits: (6) Handheld, (3) Rockets, (3) Buoyant smoke
4.6.22.5. Life ring buoys: (3) life rings with line, one (1) with a light
4.6.22.6. First aid kit: (1) in wheelhouse

Figure 31: EMMY ROSE ondeck lifesaving equipment. Image couttesy of Atlantic Brokerage.
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4.6.23. All recovered lifesaving equipment, life ring buoy, EPIRB and life raft were
inspected post casualty and had functioned properly. Both the EPIRB and life raft were
deployed hydrostatically, meaning that no crewmember deployed either device.

4,6.24. The vessel is fitted with navigation and communication electronics equipment to
include the following: two radars, two GPS navigation systems, three VHF radios, one
SSB radio, one Automated Identification System (AIS), one autopilot, one compass,
three computers and one satellite telephone.

Figure 32: EMMY ROSE Pilot House Electronics. Image Courtesy of Atlantic Brokerage.

4.6.25. The autopilot only controls rudder direction and is not tied into the engine for
speed control.

4.6.26. A segregated 12V DC power supply, with Phase III charger, is supplied for
emergency communications.
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4.8.

examinations within their area. In addition, the policy authorizes a Coast Guard Officer
in Charge Marine Inspection to remove an examiner from the list for cause.

4.7.14. Coast Guard Headquarters / COMDT CG-CVC-3 (Office of Commercial Vessel
Compliance- Fishing Vessels) maintains a list of accepted organizations. Currently, the
list includes the National Association of Marine Surveyors, Inc. (NAMS),
NAVTECH/U.S. Surveyors Association (NAVTECH/USSA), Bowditch Marine, Inc.
and Society of Accredited Marine Surveyors (SAMS).

4.7.15. SAMS was the third party examiner authorized to conduct periodic voluntary
dockside examinations of the EMMY ROSE. COMDT CG-CVC-3 first accepted SAMS
as a designated third-party organization in a letter dated September 20, 1993. In a letter
dated August 22,2017, CG-CVC-3 acknowledged SAMS’ continuation as a designated
organization.

4.7.16. SAMS maintains a Fishing Vessel Examiner Qualification Process for its
member surveyors to issue reports and Coast Guard examination decals. SAMS
maintains a roster of their accepted surveyors on their webpage at

WWWwW, marinesun’ev.com.

SASHA LEE/EMMY ROSE Dockside Safety Examination History

4.8.1. The SASHA LEE/EMMY ROSE has participated in the Dockside Safety
Examination Program since 2002. The vessel completed a safety exam and was issued a
safety decal in 2002, 2004, 2005, 2007, 2009, 2011, 2012, 2013, 2015, 2017 and 2020.

4.8.2. Between 2002 and 2017, Coast Guard Commercial Fishing Vessel Safety
Examiners (CFVSE) conducted dockside safety examinations on the SASHA LEE and
issued examination decals (years 02, ‘04, ‘05, ‘07, ‘09, ‘11, ©12, ‘13, ‘15 and ‘17). A
third-party examiner from SAMS, an accepted organization, conducted the last dockside

safety examination on July 21, 2020 and an examination decal was issued on July 22,
2020.

4.8.3. During the last dockside safety examination, two deficiencies were identified: 1)
an expired EPIRB battery; and 2) no waste management plan.

4.8.4. Supplement 3 of CG-5587 is required to be used for vessels that have the capacity
to carry more than 10,500 gallons of oil or hazardous materials. The EMMY ROSE is
fitted with two, 7,500-gallon fuel tanks, totaling 15,000 gallons. The third-party
surveyor entered “No” to the checklist section of the examination form corresponding to
Pollution Prevention- vessel capacity to carry more than 10,500 gallons of oil or
hazardous materials.

4.8.5. During the exam, the third-party examiner wrote the name of the qualified drill
conductor on the CG-5587. The examiner did not verify the name by looking at the drill
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4.9.

conductor card. Neither the owner nor the manager knew who the person was that the
third-party examiner had written down.

Marine Safety Center Analysis

4.9.1. The investigation team provided documents to the Coast Guard Marine Safety
Center (MSC) to aid in the creation of an accurate computer-generated hull model for
the stability analysis. For the creation of the hull model, line plans from 2002 were used
to create a 3-D model in Rhinoceros software. MSC then exported the Rhinoceros
model to General Hydro Statics (GHS) software for stability analysis (Appendix).

As Designed with Sheer

Figure 34: MSCrecreation of EMMY ROSE as designed with sheer.

4.9.2. Using the data from the 2002 stability test with the computer model, MSC

calculated the vessel’s lightship characteristics (vessel weight and center of gravity).
The calculated lightship characteristics were within 2% of those calculated in the 2002
analysis thus verifying the model’s characteristics below the waterline.

4.9.3. MSC identified possible down flooding points based on photographs with
estimated locations and information provided in the 2002 stability test.

4.9.4. Using testimony regarding normal operation of the vessel, they were able to

establish loading conditions to cover the range of loads the vessel would encounter
during routine operations:
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4.10.

compartment or aft fish hold compartment floods, the result is capsize. When the aft
lazarette compartment floods, the vessel remains afloat with a significant aft trim.

Side Scan Sonar Operation

4.10.1. Klein, a MIND Technology Business, was requested by the National Oceanic
and Atmospheric Administration (NOAA), U.S. Coast Guard (USCG) and the National

Transportation Safety Board (NTSB) to conduct a side scan sonar search for the
fishing vessel EMMY ROSE.

4.10.2. The MIND Technology team worked closely with the USCG, NTSB and
NOAA in analyzing the vessel positional information to define search blocks for the
survey. This analysis resulted in two search blocks being defined: Block 1 covering 26
km? and Block 2 covering 10 km?. The survey lines were numbered in the order in
which they were planned to be acquired.

4.10.3. The side scan sonar search plan was based on using a scan range of 200 m
(producing a 400 m wide seafloor swath) and survey lines were spaced 350 m apart to
ensure sufficient coverage of adjacent swaths.
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Figure 35: Chart of MIND Technology's survey Blocks (red dashed lines) and survey lineplan (blue lines)in relation to the Last
VMS position of the EMMY ROSE, EPIRB position at 0147 and the last EPIRB position at 0302. The NTSB proposed scarch
blocks are presented as purple lines. Image courtesy of MIND Technologies.

4.10.4. The side scan sonar search forthe EMMY ROSE was conducted off NOAA’s

vessel RV AUK over the period May 17-21, 2021. RV AUK is a 15 m long aluminum
foil-assisted, research catamaran with a beam of 5.6 m and a draft of 1.4 m.
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. Figure
36:NOAA’s RV AUK in Scituate Harbor, MA. Image courtesy of MIND Technologies.

4.10.5. A Klein 4000 (100 kHz/400 kHz) and prototype Klein 4K-SVY (300 kHz/600
kHz) side scan sonars were mobilized onto the RV AUK.

o s S E——
Figure 37: Klein 4000, primary side scan sonar used forsearch forEMMY ROSE. Imagery courtesy of MIND Technologies.
4.10.6. The RV AUK was mobilized on May 17 & 18 with sonar trials and crew
training being performed off Scituate, MA on May 18. The EMMY ROSE search began
on May 19 and was completed by May 20 with the acquisition of high-resolution side
scan sonar data over the wreck site.

4.10.7. The EMMY ROSE was located on the 4th survey line after 6.5 hours (39.9 line
km) of the side scan sonar search on May 19 at 1415. The wreck site is approximately
3.5 NM west (274.5°) of the last VMS position at a depth of 794 feet. The WGS84
coordinates of wreck site are: 42° 19” 08.1067” N 069° 37° 50.7668 W.
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Figure 38: 110 kHzside scan sonar mosaicof 4 lines covered in Block 1 to locate the EMMY ROSE (location identified w/ flag) .
Image courtesy of Kline Technologies
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Figure 39: Klein 4000 (100 kHz & 400 kHz 200 m scan range) imagery with the first contact with the EMMY ROSE. Image
courtesy of MIND Technobgy, 2021.

4.10.8. According to MIND Technologies, the EMMY ROSE is sitting upright on the
seafloor with the bow oriented at 135° (southeast orientation) and the outriggers fully
deployed. There is no apparent debris field on the seafloor close to the wreck.
Additionally, there is no visible damage to EMMY ROSE evident as the mast, wire
rigging, and superstructure features all appear intact. The ladders on both port and
starboard outriggers are clearly visible in the sonar imagery. Figure 41 shows that the
paravanes were deployed from the outriggers prior to the vessel sinking. A paravane
system uses two wing-shaped weights (often called “birds”) that are dragged through the
water on cables to assist with stability. The port paravane cable is taut whereas the
starboard paravane cable appears to be slack. The position of the paravanes forward of
the vessel bow indicates that the stern sunk to the seafloor before the bow at least just
prior to the vessel making contact with the seafloor. All analysis in 4.10.8. and
associated images was provided by MIND Technologies.
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Figure 40: Prototype Klein 4K-SVY 600 kHz(75 m scanrange) imagery of the FV EMMY ROSE lying upright onthe scafloor with
the port and starboard outriggers deployed. No vessel damage is visible. Image courtesy of MIND Technology, 2021.
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4.11.
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directly overthe wreck. Image courtesy of Klein Technologies .
Remotely Operated Vehicle Operation

4.11.1. WHOI wasrequested by the USCG and the NTSB to conduct a Remotely
Operated Vehicle (ROV) survey of the EMMY ROSE.

4.11.2. The USCG and NTSB provided the location, depth of the vessel as well as a

high-resolution sidescan survey to support planning. The USCG also supplied current
models of the area to better understand the environmental parameters of the location.

Upon review of the provided data, WHOI performed a risk review for the survey and
agreed the available ROV was suitable for the operation.

4.11.3. The CGC SYCAMORE was used as the platform for the ROV operation. The
CGC SYCAMORE is a 225 foot Juniper-class buoy tender, homeported in Newport, RI.
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Figure 42: CGC SYCAMORE.

4.11.4. WHOI utilized the Saab Sea Eye Falcon DR ROV as the vehicle for the
operation. The SeaEYE Falcon can operate up to 850-meter depth.

Figure 43: Saab SeaEye Falcon DR ROV. Image courtesy of WHOI, 2021.
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Figure 45: ROV pilot station aboard the CGC SYCAMORE. Image courtesy of WHOI, 2021.

4.11.5. On the morning of September 21, 2021, the WHOI team mobilized their
equipment and conducted a test dive aboard the CGC SYCAMORE in Newport, RI.
Afterall tests were complete and satisfactory, the CGC SYCAMORE departed
Newport, RI during the evening hours.

4.11.6. On September 22, 2021, the CGC SYCAMORE arrived at the position of the
EMMY ROSE (see section 4.10.7).

4.11.7. At 1310 on September 22, 2021, the ROV was deployed and acquired the
EMMY ROSE on sonar.
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Figure 46: ROV sonarimage ofthe EMMY ROSE. Image courtesy of WHOI, 2021.

4.11.8. At 1420, the EMMY ROSE was located visually. Visibility was poor and
currents were increasing, therefore the team decided to move away from the vessel and
standby. At 1505, currents continued to increase and the ROV was pushed into the
vessel and became entangled with the VHF antenna.

4.11.9. At 2200, the port quarter of the EMMY ROSE was visually located. As the
ROV surveyed the port side of the vessel it was noted that the port side trawl door was
out of place.
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Port Sige Stexrn |
Figure 47: Port quarter ofthe EMMY ROSE. Image courtesy of WHOI, 2021.

Port Side
Trawl Door

Figure 48: Port side trawl door of the EMMY ROSE. Image courtesy of WHOI, 2021.

4.11.10. The ROV continued down the port side and located the white rub rail and
found the freeing port #1 was open (freeing ports numbered from stern going forward).
The ROV continued down the port side, freeing port #2 was found to be closed, #3 was
partially open, and #4 freeing port was open.
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Figure 49: Portsidefreeingport #1 ofthe EMMY ROSE. Image courtesy of WHOL 2021.

4.11.11. The ROV then returned to the stern and moved up the port stern bulwark and
located the net on the drum.

Net on Drum

Figure 50: Trawl net on stem drum of the EMMY ROSE. Image courtesy of WHOI,2021.

4.11.12. At approximately 2230, the team began the survey of the starboard side
starting at the stern. Trawl chain was located hanging from starboard side near the stern.
Following down the starboard side of the vessel, freeing port #1 and #2 (numbered from
stemn going forward) were found closed. The starboard side trawl door was found
stowed.
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Starboard Side Trawl
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Figure 51: Trawl chain hanging over the starboard side ofthe EMMY ROSE. Image courtesy of WHOL.
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Figure 52: Starboard side clearing (freeing) port #1, tail chain visible. Image courtesy of WHOI, 2021.
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Figure 53: Starboard side trawl door. Image courtesy of WHOI, 2021.

Starboard
Clearing
Port#?2

Figure 54: Starboard clearing (frecing) port #2. Image courtesy of WHOI, 2021,

4.11.13. Starboard freeing ports #3 and #4 were found in the open position with chain
and rope hanging through them.
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Figure 56: Starboard cleasing (freving) poit#3. Image comtesy of WHOIL 2021,

Starboard
Cleanng
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Figure 57: Starboard clearing (freeing) port #4 ofthe EMMY ROSE. Image courtesy of WHOL 2021.

Figure 58: Stern of the EMMY ROSE. Image courtesy of WHOI, 2021.



4.11.14. The ROV then moved to the port side to inspect the outrigger; port pipe stay,
junction box, outrigger stay and turnbuckle were identified and appeared to be in good
condition. Following the completion of the outrigger survey, the team attempted to
move to the starboard forward end of EMMY ROSE. Currents were too high and the
vessel could not be re-engaged. The ROV was recovered and stowed for the night at
approximately 0300 on September 23rd.

Figure 59: Port side outrigger stay and turnbuckle ofthe EMMY ROSE. Image courtesy of WHOI, 2021.

Figure 60: End of theport outrigger of the EMMY ROSE. Image courtesy of WHOI, 2021.

4.11.15. Atapproximately 1610 on Scptemﬁér 23, 2021, the ROV was able to locate
the starboard side bow of the EMMY ROSE. An inspection of the starboard side of the
hull showed it to be intact there did not appear to be any damage.
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Figure 61: Starboard side bow of the EMMY ROSE. Image courtesy of WHOI, 2021,

4.11.16. The ROV then visually inspected the bridge engine room vent and forward
engine roony/ auxiliary space hatch. The bridge doors and hatch were secure and all
windows intact.

Figure 62: Pilothouse windows of the EMMY ROSE. Image courtesy of WHOL, 2021.
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4.11.17. The ROV reversed away from the bridge and worked its way around the port
side bow. Imagery showed the port bow intact and with no apparent damage.

Figure 63: Port sidebow ofthe EMMY ROSE. Image courtesy of WHOI, 2021,

Figure 64: Port sidebow with chainhanging over crest of the EMMY ROSE. Image courtesy of WHOI, 2021.

4.11.18. An inspection was completed on the port side outrigger; the port outrigger
stay, tumbuckle, and paravanes chain, were all identified and appeared to be free of
damage. The port paravanes chain went straight down to the sea floor. At

approximately 2030, the survey was complete and dive operations were terminated.
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Figure 65: Port outrigger and turnbuckle ofthe EMMY ROSE. Image courtesy of WHOI, 2021,

Figure 66: Port paravanes chain leading directly to the seafloor. Image courtesy of WHOI, 2021.
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4.11.19. The ROV survey results found the vessel to be in the same relative position as
the previous sidescan survey, in a water depth of approximately 794 feet, sitting upright
on the sea floor, with the bow oriented of 135 degrees (southeast).

4.11.20. There is no visible damage to the vessel on the bow, port and starboard sides,
stern, and the bridge where the ROV was able to inspect. The ROV could not image the
starboard outrigger, stern doors, or stern deck hatches due to the risk of entanglement
and maneuvering in the currents.

Figure 68: Starboard side ROV survey results of the EMMY ROSE. Image courtesy of WHOI, 2021.
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At 0100 on November 23, 2020, the EMMY ROSE was identified on VMS to be in position
42° 18’ 53.1” N, 069° 33’ 7.14” W on a course of 277° at 7 knots. The vessel was located on
the seafloor in position 42° 19’ 8.106” N, 069° 37’ 50.766” W. The EMMY ROSE’s resting
position was approximately 3.5 NM at a 275° course from its last known position. This
position indicates that the EMMY ROSE would have maintained a speed of 7 knots at a
course of about 275°- 277° until approximately 0129.
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First EPIRB alert was 0129 — one minute before the next track

record. The wreckage was approximately below where we would
Google Earth have expected the next surface track record due at 0130.

Fire 70: EMMY ROSE trackline relativeto vessel location onseafloor. Courtesy of NTSB, 2021,

The evidence collected would suggest that at approximately 0129, the EMMY ROSE
experienced an event that caused the vessel to lose stability, take on water, and quickly sink.

There were no witnesses to this casualty, or any MAYDAY calls to identify any possible
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causes of distress. The facts and evidence collected for this investigation suggest that fire,
explosion, grounding, collision, or water intrusion from a through hull fitting or apparatus
appear to be an unlikely cause of this casualty.

Itis unlikely that a fire or explosion occurred aboard the vessel. The images obtained of the
EMMY ROSE on the sea floor did not indicate any signs of fire. The hull and superstructure
appear to be completely intact with no evidence of a fire. Had there been a fire onboard,
causing the vessel to sink, there would have been discernable evidence of a fire or explosion
and most likely a reduction in speed.

It is unlikely that the vessel grounded and sank. The EMMY ROSE'’s track line did not pass
over any areas of shallow water, average depth on trackline was 600-800 feet. The imagery
collected did not indicated any signs of a grounding with the observable areas of the hull

appearing intact.

A collision between EMMY ROSE and another vessel is unlikely as well. The images
collected of the EMMY ROSE’s hull and structures appear to show no apparent damage. If
there were a collision, the bow and or side shell would have sustained major damage.
Furthermore, an analysis of the area determined that there were no other vessels within 10
NM of the EMMY ROSE at the time of her sinking.

It is unlikely that water intrusion from a through hull fitting caused the vessel to sink within
the known timeline of 30 minutes. To cause a rapid catastrophic flooding situation, the
rudder post in the lazarette and the propeller shaft located in the fish hold would need to have
fallen completely off. Given the location of the EMMY ROSE on the sea floor, it has been
determined that the vessel never lost propulsion or steerage as it maintained the same course
and speed for approximately 6.5 hours before sinking. Furthermore, the skeg hung design of
the propulsion gear protects the rudder and propulsion shaft from inadvertently falling out of
the vessel. Thus, making rapid catastrophic flooding through a hull fitting very unlikely.
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Fiéure 71: Skeg h;gsteefing and propulsion géaf otheEMMY ROSE, Image courtesy of Marine Safety Consultants.

While we cannot conclusively identify any one event or action as the key cause. The facts
and evidence collected indicate the most probable event and cause of the casualty is a loss of
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Figure 73: Negative Effect of Cross Connected Port and Starboard Tanks. Image courtesy of A Best Practices Guideto Vessel Stability-
Second Edition”, USCG.

A shifting of the vessel’s catch within the fish hold is another possible cause for a vessels
stability to be affected. Although no collected evidence or witness testimony stated this as a
likely possibility, it is still possible and would have had the same effect on the vessel's
stability as the excessive fuel transfer.

In stability analysis, the total buoyancy forces, which are distributed over the part of the hull
below the water, are mathematically combined into a single point called the center of
buoyancy. This point is labeled “B” on stability model diagrams. When the shifting of a
fishing vessel’s catch or heavy fishing gear occurs during the voyage, its overall stability is
reduced because the vessel’s center of gravity “G” is shifted farther outboard because the
catch has fallen to the lower outboard side. The vessel will not return to the upright condition
due to the permanent shift in the catch’s center of gravity. It lays over or “lists” about the
angle of heel where the righting arm curve is zero.
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Figure 74: Negative effects of shifting loads. Image courtesy of "A Best Practices Guide to Vessel Stability- Second Edition”, USCG.
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As the EMMY ROSE was heading into Gloucester, the winds and seas would have been
approaching the EMMY ROSE from the port quarter, adding to the internal force, driving the
vessel further into a starboard list. Operating in quartering seas (waves on the vessel’s stern
quarters) is the most dangerous sea conditions for a fishing vessel (See Analysis 5.2).

Evidence of the starboard list was identified while examining the freeing ports on the EMMY
ROSE (see section 4.11). The imagery shows that two of the four starboard freeing ports
were closed. The port side had 2 open, 1 partially open, and 1 closed. All of the open port
side freeing ports were free and clear of gear, whereas the starboard open freeing ports had
line and wire protruding through them. This is evidence that as the vessel listed to the
starboard side, loose gear on deck shifted to the starboard side and washed out of the opened
freeing ports.

Starboard
Clearing
Ports3

Figure 75: Starboard clearing (freeing) port #3, Image courtesy of WHOI, 2021.

As noted in 4.9. MSC'’s stability analysis of the EMMY ROSE showed inadequate stability
according to the 46 CFR Subchapter C regulatory criteria. Any condition that causes the
vessel to list, degrades stability further from the even keel condition such as the reported fuel
transfer operation. MSC modeled two load conditions regarding differences in fuel between
the port and starboard tank: s difference and %2 difference. The EMMY ROSE failed all
regulatory requirements when modeled under these two conditions. Failure to meet
regulatory stability standards is not an indication of capsize or sinking; however, by not
meeting regulatory stability, EMMY ROSE had a reduced ability to withstand wind and
waves. EMMY ROSE’s ability to withstand environmental conditions would have been
further reduced by off-center weights such as fuel or cargo. The EMMY ROSE’s reduced
stability was a latent unsate condition, which would have been exacerbated by a shift of
weight. Either an internal fuel transfer or cargo shift form the catch would have been enough
weight to set the vessel into an unrecoverable list and cause the vessel to sink quickly.

5.2. Failure of EMMY ROSE freeing port design and operation

On the moming of November 23" at approximately 0100, the EMMY ROSE was traveling
on a course of 277° at 7 knots. The winds were approximately 19 miles per hour sustained
with 25 knot gusts at 120°. The seas were approximately 4-6 foot at 105°. As the EMMY
ROSE was heading on its course into Gloucester. The winds and seas were approaching the
EMMY ROSE from the port quarter adding an internal force that was driving the vessel
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Figure 76: Negative Effect of Wateron theDeck.Image courtesy of “A Best Practices Guideto Vessel Stability- Second Edition”, USCG.

The added weight and the free surface effect on the deck would further reduce the stability of
the EMMY ROSE’s already listed profile. As the EMMY ROSE listed further to starboard,
approaching the angle of capsize, more and more water would continue to collect in the
starboard aft pocket of the vessel, further exacerbating the situation. According to the MSC
stability analysis for the EMMY ROSE, the vessel failed to meet the stability criteria while
having water on deck and at % and Y fuel differential, as would be the case determined by
our analysis. Had the freeing ports onboard the EMMY ROSE been designed in compliance
with regulations, the boarding waves would not have been able to swamp the deck of the
vessel and any water on deck would have been able to run off through the hinged flaps fitted
to the outside of the hull. Proper design and operation of the freeing ports would have
reduced excess deck weight and free surface effect from sea water, increasing the EMMY
ROSE’s ability to maintain stability.

5.3. Failure of through deck hatches to be watertight

As the EMMY ROSE listed to the starboard and the deck became awash from the boarding
seas and intrusion over the starboard rail, excess weight began to build on the vessel,
lowering the freeboard of the stern. Water collected on the stern would have entered into the
lowest accessible hatch of the vessel, the lazarette. The lazarette was protected by a 6”
coaming that was not secured with a watertight hatch, it was a semi weathertight cap that
rested on the hatch.

Down flooding is the entry of water into an undamaged vessel hull than can lead to
progressive flooding throughout the hull and negatively affect stability. It occurs when water
enters the hull or superstructure through an opening that is not watertight. Down flooding
adversely affects vessel stability in multiple ways: it reduces the vessels righting energy,
introduces free surface effect from the water that enters the hull, and the additional weight

57



will reduce the vessels freeboard.

Failure to maintain the integrity of a fishing vessel’s watertight envelope can significantly
reduce the overall stability due to unintentional flooding. After down flooding occurs, the
vessel’s overall stability is reduced because:

* The center of gravity “G” is shifted farther outboard as the water sloshes to the low
side.

« The freeboard is reduced because of the added weight, causing the deck edge to
submerge faster.

» In cases of severe down flooding, the vessel may not return to the upright condition,
but will hang or “loll” at the angle of heel where the new righting arm curve goes through
zero (about 10 degrees in the example).
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Figure 77: Negative Effect of Down flooding. Image courtesy of ““A Best Practices Guideto Vessel Stability- Second Edition”, USCG.

Down flooding of the EMMY ROSE is supported by the position and orientation of the
EMMY ROSE and its rigging gear as it is situated on the sea floor. The sonar survey
revealed that the paravanes are paid out forward of the vessel from the tips of the outriggers,
indicating that the vessel moved aftward into its final resting place. This would support a
stern first sinking possibly caused by the initial down flooding in the lazarette compartment
and fish hold. Had the EMMY ROSE secured all through hull openings with watertight
hatches, the water would have run off the deck through the open freeing ports and over the
bulwarks, allowing the vessel to maintain its watertight integrity.

5.4. Failure to verify and re-evaluate vessel stability in accordance with Stability Booklet

In 2001, the EMMY ROSE was modified froma Gulf shrimp style vessel to a stem trawler
for the North Atlantic fishery. In March of 2002, the vessel underwent an incline stability
analysis in Fairhaven, MA. At the time of the analysis, the modifications were not complete,
and the new gear was not onboard. The weight added for the test to account for all the vessel

supplies, fumiture, trawl doors, nets and cable for winches was approximately 24,917Ibs
(11.149 tons).

As part of the investigation, MSC utilized the 2002 stability analysis for the EMMY ROSE.
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As outlined in section 4.9, MSC’s analysis indicated that the vessel failed one or more of the
46 CFR Subchapter C Stability criteria in every loaded condition. One possible reason for
this outcome is the inability to definitively account for the model used by Thomas M. Farrell
Naval Architects, the downflooding points and weight differences of the additional gear.

Since the stability analysis in 2002, the vessel had made changes to its configuration which
were not accounted for when the vessel stability was assessed in 2002. Based upon imagery
available, it has been determined that the net reels were expanded to accommodate larger
nets, a 500-gallon lobster tank (approx. 4,000 Ibs) was added to the starboard side of the
uppermost deck, and just prior to the departure for the final trip, new trawl doors (approx.
1,300- 1800 Ibs) were also added to the vessel.

Weight creep from these known modifications and the accumulation of extra spare parts,
fishing gear or a series of seemingly small modifications to the vessel or its fishing gear can
significantly reduce a fishing vessel’s overall stability. The weight creep often occurs over
long periods of time in small amounts so the crew may not notice reduced initial stability
levels. The vessel’s overall stability has been reduced from the accumulated total weight
because the center of gravity “G” is raised from the added weight higher above the center of
gravity (net reels, nets, lobster tank, larger trawl doors) and the freeboard is reduced because
of the added weight that causes the deck edge to submerge at smaller heel angles.
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Figure 78: Negative Effect of Weight Creep. Image courtesy of“A Best Practices Guide to Vessel Stability- Second Edition”, USCG,

On November 23, 2020, it had been 18 years and 9 months since the EMMY ROSE had its
stability analyzed in 2002. We have been able to identify numerous weight additions
associated with modifications in the images obtained. The Operating Instructions from the
2002 Stability Analysis of the SASHA LEE states that no weights shall be added, removed,
or relocated without determining the effect on the stability of the vessel. To our knowledge,
the initial Stability Analysis was the only one ever conducted on the hull of the EMMY
ROSE. The Coast Guard’s Voluntary Safety Initiatives and Good Marine Practices for CFV
published in January 2017 recommends the owner have the stability instructions reviewed by
a qualified individual at least every five years, or after the vessel has been modified or altered
in any way that changes its stability or handling characteristics. Had there been a periodic or
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RED ZONE

The human body tends to function most efficiently in dayiight, when the
energy level is highest and least efficiently in darkness, when the energy
level is lowesl. The daily period of lowest energy and performance is
referred o as the "RED ZONE"
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Figure 79: Fatiguc energy levels throughout the day. Image courtesy of FishSafeWest.info.

It is suspected that the crew of the EMMY ROSE would have been experiencing the
symptoms of being chronically fatigued while on the return trip to Gloucester, MA. Three of
the crewmembers are suspected to be in their bunks asleep with one person on the helm. The
crewmember on the helm would have reached extreme exhaustion during this period (Red
Zone) of lowered energy and alertness exacerbated by the work routine of the previous 6 days
fishing operations. The helmsman at the time of the sinking may have had a loss of situational
awareness caused by extreme exhaustion. The loss of situational awareness was a contributing
factor to not identifying the weight shift and excess water on deck and properly responding to
the hazards aboard the EMMY ROSE. Had the helmsman received sufficient sleep and rest
prior to taking the overnight helmsman watch, they may have had a better chance to remain
vigilant and able to identify the hazardous situation, possibly correct the list, and
communicate the situation viaa MAYDAY call to the Coast Guard and other vessels.

. Conclusions
6.1. Determination of Cause

6.1.1. It is believed that the initiating event for this casualty was a shift of weight to the
starboard side within the EMMY ROSE. This internal shift, either fuel or cargo, caused
the EMMY ROSE to experience a catastrophic and unrecoverable shift in the vessel’s
vertical center of gravity, which led to the next event. The causal factors leading to this
event were:

6.1.1.1. The typical operation aboard the EMMY ROSE of burning fuel from just
one tank, and then transferring fuel throughout the voyage; rather than burn from
both, ensuring equal distribution of fuel burn weight throughout the trip.
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It is recommended that COMDT (CVC-3) provide guidance and instruction to
Commercial Fishing Vessel Examiners to conduct education and outreach to promote
awareness and provide Crew Endurance Management System and Anti-Fatigue training.
Fatigue experienced by commercial fishing vessel crewmembers while fishing is a
chronic issue and often a contributing factor to marine casualties within the commercial
fishing vessel community. This investigation revealed a latent unsafe condition where the
crews of the EMMY ROSE, who had been working in the commercial fishing industry
for their entire adult life had grown accustomed to working and operating vessels while
fatigued. Because they had grown accustom in this culture, they thought they could
operate their vessels safely with minimal sleep. They were not aware and had not been
trained on crew endurance management, nor the impact a crew endurance management
system could have on fishing operations and the safe operation of the vessel. Education
and outreach can include developing safety alerts, presenting a training module at
industry workshops and industry days with local CFV owners, captains, and operators.

8.2. Administrative Recommendations

8.2.1. Recommend this investigation be closed.

COWAN.TREVO
R.C.

T. C. Cowan
Commander, U.S. Coast Guard
Lead Investigating Officer

Enclosure: District Formal Board of Investigation Convening Order

Appendix: Coast Guard MSC Post Sinking Stability Analysis and Enclosures
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THE GROUNDING AND LOSS OF THE COMMERCIAL FISHING VESSEL ILA
ONE NAUTICAL MILE SOUTH OF GRAYS HARBOR, WA
ON AUGUST 20, 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 recommendations 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.

Commander, U.S. Coast Guard
Acting Chief, Office of Investigations & Casualty Analysis (CG-INV)
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From: A. H. Moore, Jr., CAPT
CG MSU Portland

16732
19 March 2020

To:  CGD THIRTEEN (dpi)

Subj:  OCMI ENDORSEMENT OF SAFETY RECOMMENDATIONS REGARDING THE
GROUNDING OF ILA (O.N. 243404)

Ref:  (a) Title 46 Unites States Code (U.S.C.) Chapter 63 - Investigating Marine Casualties
(b) Title 46 Code of Federal Regulations (CFR) Subpart 4.07 - Investigations
(c) Marine Safety Manual, Volume V: Investigations,
COMDTINST M16000.10 (series)
(d) Marine Investigations Management and Documentation Requirements,
CG-INV Policy Letter 3-18

1. Pursuant to references (a) through (d). an informal marine casualty investigation into the
grounding and subsequent total constructive loss of the commercial fishing vessel [LA was
conducted. The investigation and corresponding MISLE Activity 6106373 are forwarded for final
action. The vessel was grounded on the beach in Westport, WA, due to the vessel operator falling
asleep. The operator was the only person onboard the vessel. This investigation revealed various
factors that led to the grounding. Factors included the operator falling asleep while at the vessel's
controls, no requirement for a licensed Master to be in charge, no requirement for adequate
manning. no requirement for the use of a watch alarm, and the operator’s consumption of alcohol
within 4 hours of operating the ILA. These factors all contributed to the grounding and
subsequent loss of the ILA.

2. Safety Recommendation (7.1.1): Manning, Watch Standing Schedule Requirements and
Fatigue Standards for Commercial Fishing Vessels. Concur. This investigation identified a
latent unsafe condition, which increases the risk of future marine casualties. The control
measures in place were inadequate, and 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. These control measures entail amending 46 CFR Part 28 -
Requirements for Commercial Fishing Industry Vessels (CFIVs)to include language that
requires vessel owners, agents, masters, operators, and person in charge, shall implement crew
manning and endurance management policies on CFIVs of similar construction, size, and type as
the ILA.

3. Administrative Recommendations: I concur with all administrative recommendations and
recommend that the investigation be officially closed.
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U).S. Department of
Homeland Security

Commander 915 2™ Avenue

Thirteenth Coast Guard District _ Seattle, WA 98174
Staff Symbol: dpi
Phone: (206) 220-7226
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United States
Coast Guard

16732
MAR 2 6 2020

%

FIRST ENDORSEMENT on CG MSU Portland Memo 16732 of 19 Mar 2020

From: C

.o, ligatt, C
CGD THIRTEEN (dp)

To:  COMDT (CG-INV)

Subj:  GROUNDING OF THE F/V ILA (O.N. 243404), 1 NM SOUTH OF GRAYS HARBOR
SOUTH JETTY, ON AUGUST 20, 2016 :

[ reviewed the Investigating Officer’s report of investigation and I am forwarding the report
recommending approval. I concur with the Investigating Officer’s Safety Recommendation, with the
following amplifying comments:

Recommendation: The Coast Guard amend 46 CFR Subchapter C to include language that
requires vessel owners, operators, agent, masters, and persons- in-charge, to implement

crew manning and endurance management policies and practices. Concur. I recommend that

Commandant make a change to 46 CFR Subchapter C that implements crew manning and
endurance management policies and practices.

#

Copy: CG MSU Portland
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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.

11 | scnior 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: )

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.

4.2.

4.3.

On the evening of 19 August 2016, the ILA, a Commercial Fishing Vessel (CFV) owned and
operated out of Westport, WA ||| oot 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.

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.

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

3



Report of Investigation: ILA Grounding 30 March 2017

4.4.

45.

4.6.

4.7

438

jetty in Westport, WA. The location of the grounding was approximately two miles from
Westport Marina.

At approximately 0330 on 20 August 2016, USCG Station Grays Harbor personnel made
contact with the ILA on the beach after spotting a red flare that was discharged by the operator.
The Operator, who at the time had no pants on, jumped off the boat on to shore and walked to
USCG Station Grays Harbor shore side personnel. As Station Grays Harbor personnel drove
the operator back to their Station, both personnel smelled alcohol coming from the ILA’s
operator_ There was no field sobriety test or breathalyzer administered.

At approximately 0700 on 20 August 2016, - did not reply to contact attempts by
USCG Pollution Response personnel. USCG Pollution Response personnel opened federal
funding to remove 200 gallons of diesel from on board the CFV ILA.

At approximately 0730 on 20 August 2016, the owner/operator began selling off portions of the
ILA's equipment while at the Knotty Pine Tavern (201 E Dock St, Westport, WA 98595).

At approximately 2240 on 20 August 2016, USCG procured contractors removed 165GAL of
diesel fuel from the vessel's port and starboard tanks and used damage control plugs to prevent
any remaining residue from spilling.

At approximately 1200 on 22 August 2016, Washington State Department of Ecology found
the ILA’s engine tachometer (rpm indicator) stuck at 1,300 to 1,400 rpm. In addition, the
transmission for the engine was found in the forward position, and the throttle lever was in the
forward position as well.

August 22nd photo of the wheelhouse of the ILA showing engine controls (gear control indicated by

black arrow; throttle indicated by red arrow) and engine tachometer (circled in blue at lower
right).
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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 eing dismantled on Augst 23",

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 5 — Analysis and Opinions

5.1

Falling Asleep While at Vessel's Controls: A recent analysis of NTSB accident investigations
found fatigue was cited as a probable cause, contributing factor or a finding in 20 percent of all
recent major investigations in all modes of transportation. Although the operators work rest
habits were never ascertained due to his lack of cooperation with this investigation, the operator
had fallen asleep while in control of the ILA. This finding along with the operator’s
consumption of alcoholic beverages (which have a sedative quality) just prior to getting
underway with the ILA, was the primary contributing cause of this casualty.

5.2 No Requirement for a Licensed Master to be In Charge: There are no statutory requirements for

5.3

licensed individuals to be onboard fishing vessels of less than 200 gross tons operating on the
high seas, with the exception of certain fish processing vessels, or fish tending vessels in
Aleutian trade. Seagoing uninspected and documented fishing vessels of 200 or more gross tons
on the high seas are required at a minimum to have a licensed Master on board. Every
uninspected passenger vessel must be under the command of an individual holding a license or
MMC endorsed as master. These Master’s at a minimum have proven proficiency in practical
aspects of boating, including rules of the road, radio operation, survival techniques, distress
signaling, boating terminology, boat equipment, seamanship, firefighting and more. They bring
a level of knowledge, experience, and professionalism that is crucial when operating in
commercial service. If a licensed mariner was required on board the ILA, that Master’s
professionalism and training may have ensured a proper watch was stood and that proper
arrangements for the vessel’s manning were made.

No Requirement for Adequate Manning: There are no statutory requirements for watch systems
or manning on fishing vessels of less than 200 gross tons operating on the high seas. Masters of
seagoing uninspected towing vessels of at least 26 feet and every operator of an uninspected
passenger vessel are required to ensure adequate manning and watches for the safety of the
vessel, crew and passengers. While there may be individuals who can routinely and safely
perform work for periods in excess of 12 consecutive hours, it is not in the best interest of the
vessel’s safe operation. The operator’s own statements suggested that he would be in operation
of the ILA well past 12 hours during his declared voyage. If a prudent mariner were at the
operational controls of the ILA and an adequate watch system and manning were ensured, the
operator may have had another individual on board to pass the watch to instead of falling asleep
at the controls. An alert mariner at the helm may have prevented this casualty.

5.4 No Requirement for Use of a Watch Alarm: There are no statutory requirements for the use of
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watch alarms on board commercial fishing vessels. Watch alarms are required equipment on
board some inspected vessels. A watch alarm monitors the awareness of the person on watch
and automatically alerts through a series of indications and alarms to help ensure an alert watch.
If the vessel had an effective watch alarm and used it, it may have prevented this casualty.

Consumption of Alcohol within 4 Hours of Operating: Under 33 CFR § 95.045, “a crewmember
(including an officer), pilot, or watch stander while on an inspected vessel, or vessel subject to
inspection, shall not perform or attempt to perform any scheduled duties within four hours of
consuming any alcohol”. The Operator, consumed alcohol within 4
hours of operating the ILA on the night of 19 August 2016. If had not consumed
alcohol, he may not have succumbed to its sedative effects and might not have fallen asleep.
This may have prevented this casualty.
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Section 6 - Conclusions:

6.1 Cause of the Casualty:

6.2

6.3

6.4

6.5

6.1.1.

6.1.2.

6.1.3.

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.

As a result of the grounding the vessel experienced a subsequent loss of propulsion.

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.

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. ||Jij not a credentialed
mariner.

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.

Violations Subjecting Parties to a Civil Penalty:

6.4.1

6.4.2

6.4.3

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.

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.

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. h
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).

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

7.2.2

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 8 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 84.05-1. Owner failed to file written CG-2692.

7.2.1.3 33 CFR 8 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.

It is recommended that this investigation be closed.



30 March 2017

Report of Investigation: ILA Grounding

[nvestigating Officer
U.S. Coast Guard

I concur with the Investigating Officer’s findings.

T. A. GRIFFITTS
Captain, U.S. Coast Guard

Officer in Charge. Marine Inspection
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United States Coast Guard Philadelphia, PA 19147-4395
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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



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.

Vessel Involved in the Incident




Figure 1. Photograph of the INVICTUS provided by CG Sector Long Island Sound on April 25, 2020.

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.

Type, Ahead Horse Power)

Main/Primary Propulsion: (Configuration/System

Diesel Engine

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

Milford, Connecticut, 06460

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.
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4.1.5. The subject rested from approximately 1600 on April 14 until 0900 the morning

of April 15.




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.
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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.



S.

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.”

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.



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.

. 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.



Actions Taken Since the Incident

7.1. No action has been taken by the Coast Guard since the incident.

Recommendations

8.1. Safety Recommendation:

8.1.1. Recommend Commandant of the Coast Guard review and consider amending the
regulations contained in 46 CFR Part 28 to require that all operators and crewmembers
onboard commercial fishing vessels be subject to the drug testing requirements outlined
in 46 CFR Part 16. The purpose of 46 CFR 16 is to “provide a means to minimize the
use of intoxicants by merchant marine personnel and to promote a drug free and safe
work environment,” and it “prescribe[s] the minimum standards, procedures, and means
to be used to test for the use of dangerous drugs”. Requiring marine employers and
commercial fisherman to meet the requirements of 46 CFR Part 16 provides commercial
fisherman with a similarly safe work environment to their peers in the merchant marine
and would likely prevent a host of accidents and deaths in the future.

8.1.2. Recommend the Department of Transportation review and consider amending 49
CFR 40.87(a) to include fentanyl, buprenorphine, and naloxone. The drug landscape in
the United States changes rapidly, and the use of fentanyl has become prolific.
Buprenorphine and naloxone are chemicals found in some of popular opioid treatment
medications. Testing for fentanyl, buprenorphine, and naloxone will protect the
maritime transportation system by minimizing the use of intoxicants by marine
employee and promote a drug free and safe work environment.

8.2. Administrative Recommendations: No administrative recommendations have been made
as a result of this investigation.

Chief Warrant Officer, U.S. Coast Guard
Investigating Officer
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United States Coast Guard

MISLE Incident Investigation Report
For

KENDRA & MAYSIE Grounding/Sinking/Pollution

On 15Jul2014 00:00:00 Z

MISLE Activity Number: 4924016
MISLE Case Number: 691183

Case Number: 691183
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I. PRELIMINARY INVESTIGATION — GENERAL INFORMATION

I.| EXCEPTIONS

Marine Casualty Investigation: No
Criteria Met:

Pollution Investigation: No
Criteria Met:

Personnel Investigation: NA
Criteria Met:

I.I DETAILS

Incident Involves: Marine Casualty, Reportable; Discharge of Qil; 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

I.IILOCATIONS

Description
Lawry's Narrows: Hurricane Sound

At a Facility: Health Connections, Rockport ME

I.IV INVOLVED PERSONNEL

I.V INVOLVED TEAM

I.VI INVOLVED SUBJECTS

Involved Vessels

Name:

Flag:

Primary VIN:
Call Sign:
Damage Status:
Role:

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:

Case Number: 691183

Latitude Longitude
44°04.2 N 068°54.3 W
44°09.4 N 069°05.9 W

KANOCERA
UNKNOWN

Undamaged
Transiting Vicinity of Primary Subject

Page 2 of 32



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:

I
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): I
Comments:

Status: Not at Risk

Role: Medical Review Officer

Gender: Male

Age:

Case Number: 691183 Page 3 of 32



SSN:
Birth Date:
Email Address:

Phone Number (Work):
Address (Work):

Comments:

Status:

Role:

Gender:

Age:

SSN:

Birth Date:
Email Address:

Phone Number (Work):
Address (Work):

Comments:

FIRST ADVANTAGE

—

Not at Risk
Medical Review Officer
Male

LexisNexis

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:

Involved Organizations: None

Involved Facilities

Facility Name:
Type:

Status:

Role:

Contact Phone:
Location:

Involved Waterways: None

Involved Other Subjects: None

; Subject of Investigation
; Subject of Investigation

Health Connections, Rockport ME
Approved Equipment Laboratory
Undamaged - Operational

Site of Investigation

Latitude:
Longitude:

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

Case Number: 691183
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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
1. LOCATIONS
Description

Lawry's Narrows: Hurricane Sound
At a Facility: Health Connections, Rockport ME

CARVERS HARBOR
Inner Bay Ledges: West Penobscot Bay

Lawry's Narrows: Hurricane Sound

1.1 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)

Case Number: 691183

Latitude
44°04.2 N

44°09.4 N

44°02.8 N
44°06.0 N

44°04.2 N

Longitude
068°54.3 W

069°05.9 W

068°50.0 W
069°05.0 W

068°54.3 W
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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:

LI INVOLVED TEAM

1.1V INVOLVED SUBJECTS
Involved Vessels

Name: KANOCERA

Flag: UNKNOWN

Primary VIN:

Call Sign:

Damage Status: Undamaged

Role: Transiting Vicinity of Primary Subject

Classification, Type, Subtype: 'y
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

Case Number: 691183
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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:

Involved Persons

Status:

Role:

Gender:

Age:

SSN:

Birth Date:

Email Address:

Phone Number:

Address (Home/Primary Residence):

Comments:

Status:

Role:

Gender:

Age:

SSN:

Birth Date:

Email Address:
Phone Number:
Address (Mailing):
Comments:

Status:

Role:

Gender:

Age:

SSN:

Birth Date:

Email Address:

Phone Number (Work):
Address (Work):

Comments:

Status:

Role:

Gender:

Age:

SSN:

Birth Date:

Email Address:

Phone Number (Work):

Case Number: 691183

E BLUE HILL, Maine, UNITED STATES
WEBBER COVE BOAT YARD

Diesel

885

At Risk, Not Injured
Subject of Investigation

At Risk, Not Injured
Subject of Investigation
Male

Not at Risk
Medical Review Officer
Male

FIRST ADVANTAGE

Not at Risk
Medical Review Officer
Male
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Address (Work):

Comments:

LexisNexis

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

Involved Organizations: None

Involved Facilities

Facility Name:
Type:

Status:

Role:

Contact Phone:
Location:

Involved Waterways

Hurricane Sound
Role:
Description:

Hurricane Sound
Role:
Description:

Hurricane Sound
Role:
Description:

Involved Other Subjects: None

1.V EVIDENCE
Control Number: 4924016-CGMSL-001

Health Connections, Rockport ME
Approved Equipment Laboratory
Undamaged - Operational

Site of Investigation

Latitude:
Longitude:

Location
Lawry's Narrows: Hurricane Sound

Location
Lawry's Narrows: Hurricane Sound

Location
Lawry's Narrows: Hurricane Sound

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: 27Aug2014 13:02:00 Z

Location: U.S. Coast Guard Marine Safety Lab

Collected By: | CG VSL, CG MSL
Attachments

MSL Case Report 14-208; Legacy - Unknown;

10Sep2015 21:17:57 Z; No

Case Number: 691183
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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: 15Jul2014 18:25:00 Z
Location: Marine Safety Detachment Belfast
Collected By: | /' SD 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: 21Jul2014 11:30:00 Z
Location: Journey's End , Rockland , ME
Collected By: | /SO Belfast, MSD Belfast
Sample Data
FPN# Unspecified
Priority: Routine
Sample Type: Suspect Source Sample
Date Needed: 31Jul2014 00:00:00 Z
Projected Disposal Date: 21Jul2019 00:00:00 z
Point of Contact:
Oil Seepage Through Saoil: No
Possible Contamination Sources: Fuel was taken from a fuel filter, vessel was sunk in 50
Other CG Comments: 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: 24Jul2014 09:58:00 Z

Location: Rockland, ME

Collected By: | NN \/SD Belfast, MSD Belfast
Attachments

CG 2692; CG-2692-Rpt of Marine, Comm Dive, or OCS Casualty;
10Sep2015 21:17:57 Z; No

Case Number: 691183
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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: 24Sep2014 14:00:00 Z

Location: Rockland, ME

Collected By: | NN \/SD 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: 08Sep2014 11:00:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 24Sep2014 12:59:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 18Jul2014 13:15:00 Z

Location: MSD Belfast

Collected By: | /SO Belfast, MSD Belfast
Attachments

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

Case Number: 691183
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Control Number: 4924016-WAW-008
Description: Drug test results for crewmember
Evidence Type: Standard

Collection Information

Date/Time: 31Jul2014 13:24:00 Z

Location: MSD Belfast

Collected By: | NN \/SD 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: 280ct2014 13:27:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 150ct2014 14:15:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 290ct2014 13:46:00 Z

Location: MSD Belfast

Collected By: | /SO Belfast, MSD Belfast
Attachments

weather report; Legacy - Unknown;
10Sep2015 21:17:57 Z; No

Case Number: 691183
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Control Number: 4924016-WAW-012
Description: Cell phone subpoena results
Evidence Type: Standard

Collection Information

Date/Time: 080ct2014 14:42:00 Z

Location: MSD Belfast

Collected By: | NN \/SD 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: 290ct2014 08:22:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 21Jul2014 09:33:00 Z

Location: Journey's End Marina

Collected By: | /SO 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

Case Number: 691183
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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: 300ct2014 13:35:00 Z

Location: MSD Belfast

Collected By: | NN \/SD 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: 24Jul2014 14:54:00 Z

Location: MSD Belfast

Collected By: | /SO 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: 07Jan2015 16:17:00 Z
Location: Belfast, ME
Collected By: | BB \/SD Belfast, MSD Belfast

Attachments

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

I.VI TIMELINE

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: Action

Timeline Subtype:  Engineering Operations - Unscheduled, Corrective Repair

Location: Known

Primary Location: No
Description: CARVERS HARBOR

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

Subject(s) and Details

Case Number: 691183
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Name Type Status Role

RICHARD C Person At Risk, Not Injured Subject of Investigation
BICKFORD

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: Condition
Timeline Subtype:  Environment - Water Conditions
Location: 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:  Waterway Location

Hurricane Sound

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: Condition
Timeline Subtype:  Vessel - Material/Equipment Condition
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Condition
Timeline Subtype: Vessel - Material/Equipment Condition
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Action

Timeline Subtype:  Engineering Operations - Unscheduled, Corrective Repair

Location: Known

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

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

Subject(s) and Details

Case Number: 691183
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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: Event
Timeline Subtype:  Loss/Reduction of Vessel Propulsion/Steering
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Condition
Timeline Subtype:  Vessel - Material/Equipment Condition
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Action

Timeline Subtype:  Engineering Operations - Unscheduled, Corrective Repair

Location: Known

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

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

Subiject(s) and Details

Case Number: 691183
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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: Condition

Timeline Subtype:  Person - Person Condition

Location: 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: Event
Timeline Subtype:  Grounding
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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.

Case Number: 691183
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Timeline Type: Condition
Timeline Subtype:  Vessel - Material/Equipment Condition
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Event
Timeline Subtype:  Material Failure/Malfunction
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Action
Timeline Subtype:  Bridge Operations - Shiphandling
Location: Known

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

Case Number: 691183
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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: Event
Timeline Subtype:  Flooding - Initial
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Action
Timeline Subtype:  Deck Operations - Vessel Stability and Integrity Management
Location: 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

r 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: Action
Timeline Subtype:  Safety and Emergency Operations - Abandon Vessel Operations
Location: 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: Event
Timeline Subtype:  Abandonment
Location: 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: O
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: Event
Timeline Subtype:  Set Adrift
Location: Known

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

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

Subject(s) and Details

Case Number: 691183
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Name Type Status Role

KENDRA & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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

Timeline Type: Event
Timeline Subtype:  Sinking
Location: 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 & Vessel Damaged Involved in a Marine Casualty
MAYSIE

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: Event
Timeline Subtype:  Discharge/Release - Pollution
Location: Known

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

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

Subject(s) and Details

Case Number: 691183
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Name Type Status Role

KENDRA & Vessel Damaged Involved in a Marine Casualty
MAYSIE
Substance Potential Amount  Not Discharged Discharged
Qil: 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: Action
Timeline Subtype:  Alleged Criminal/Civil Offense
Location: 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: Action

Timeline Subtype:  Safety and Emergency Operations - Person Overboard Procedures

Location: Known

Primary Location: No
Description: Inner Bay Ledges: West Penobscot Bay

Case Number: 691183
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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

r 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: Action
Timeline Subtype:  Drug/Alcohol Testing - DOT Drug Testing
Location: 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

Case Number: 691183
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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: ||| N NG

Coroner:

Determination/Verification: Negative
Specimen Dilute (MRO): No
Split Specimen Analyzed: No

By
=k
)

Name Type Status

Case Number: 691183 Page 24 of 32



WILLIAM L Jr. Person At Risk, Not Injured Subject of Investigation
DEANE

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: ||| | NN

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: Action
Timeline Subtype:  Drug/Alcohol Testing - Alcohol Testing
Location: 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:

Irreqularities 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

I.VII CORRESPONDENCE

NOFI
Source: USCG
Date: 7/24/2014 10:46:00 AM
Attachments:

NOFI Kendra and Maysie; Legacy - Unknown;

I 2/ Scp2014 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:
I 25)un2022 12:56:14 Z; No

[.VIIl 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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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.; || | G

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. ; ||| |  GTGTGNGEG

Failures of Defense Against Subsequent Events in the Incident

Subsequent Event # 1:
Material Failure/Malfunction (15Jul2014 05:01:00 2)
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 04:35:002);
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 2)
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 2)
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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 03:55:002); 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 04:45:002);
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.

[1.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:

I/ <E\DRA & MAYSIE/S gallons

Party:
Enforcement Type: Warning
Status: Open - Submitted for Review

Alleged Violations

Cite: 33USCS§ 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)
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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: | 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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16732/11A# 6183852
14 June 2022

THE SINKING OF THE COMMERCIAL FISHING VESSEL LADY DAMARIS IN THE
GULF OF MEXICO 33 NAUTICAL MILES SOUTHEAST OF GALVESTON, TX ON
JUNE 10, 2017

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 office(s). The response to the recommendations and any resultant actions
will be documented separately.

A. L. FAHRI
Commander, U.S. Coast ¢ruard
Acting, Chief, Office of Investigations & Casualty Analysis (CG-INV)



U.S. Department of Commander 500 Poydras Street

Homeland Security Eighth Coast Guard District New Orleans, LA 70130
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SINKING AND TOTAL LOSS OF THE LADY DAMARIS (O.N. 532206) IN THE GULF
OF MEXICO 33 NAUTICAL MILES SOUTHEAST OF GALVESTON, 22 JUNE 2017

ENDORSEMENT BY THE COMMANDER,
EIGHTH COAST GUARD DISTRICT

After careful review, I approve the record and the report of investigation, including the findings
of fact, analysis, conclusions, and recommendations. My comments and endorsements are noted
below. I recommend this marine casualty investigation be closed.

COMMENTS ON THE REPORT

The investigation and report contain valuable information which can be used to address the
preventable chain of events that resulted in the flooding of the vessel and subsequent sinking,
and to prevent similar incidents from occurring in the future.

ENDORSEMENT ON RECOMMENDATIONS

Safety Recommendation 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.




Endorsement: I concur with this recommendation. The Coast Guard Authorization Act
(CGAA) of 2010 requires these regulations, and they could significantly reduce casualties
such as this one.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. A standardized requirement
for regular hull exams on commercial fishing vessels could detect hazardous conditions
before they lead to catastrophic casualties. The Commandant (CG-5P) should evaluate the
number of commercial fishing vessel casualties over the last 20-30 years with a casual factor
related to poor hull condition or hull penetrations. Based on this information, the
Commandant (CG-5P) should consider whether there is evidence to support new regulations
for mandatory hull exams.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. The use of dangerous drugs
in a dangerous environment can lead to catastrophic consequences, and the requirement to
participate in a drug testing program could drive down the use of illegal drugs by commercial
fishing vessel crews. The Commandant (CG-5P) should evaluate the number of casualties
over the last 20-30 years with a causal factor related to illegal drug use. Based on this
information, the Commandant (CG-5P) should consider whether there is evidence to support
new regulations to expand chemical testing programs to include commercial fishing vessel
CIrews.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. A standardized requirement
for dockside examinations on commercial fishing vessels could detect hazardous conditions
before they lead to catastrophic casualties. The Commandant (CG-5P) should evaluate the
number of commercial fishing vessel casualties over the last 20-30 years with a causal factor
related to poor hull conditions, hull penetrations or lack of Coast Guard examinations. Based
on this information, the Commandant (CG-5P) should consider whether there is evidence to
support new regulations that would require an expanded examination schedule.

Safety Recommendation 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 detrimental flooding which occurred during
this incident.

Endorsement: I concur with the intent of this recommendation. Since this incident, the
Commandant (CG-CVC) has developed and implemented a Risk Based Fishing Vessel Exam
Program. This program directs Sector Commanders to leverage their fishing vessel
examiners and boarding teams in order to target at risk fishing vessels and exam them to
ensure compliance with relevant requirements. One of the factors used to identify an at risk
fishing vessel is the recency of a Coast Guard examination or boarding. As such, this
program meets the needs outlined in this safety recommendation, and I do not suggest any
further action.

Safety Recommendation 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.




Endorsement: I concur with this recommendation. The Coast Guard Authorization Act
(CGAA) of 2010 requires these regulations, and they could help to reduce casualties such as

this one.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. A standardized requirement
for regular testing of bilge pumps on commercial fishing vessels could detect hazardous
conditions before they lead to catastrophic results. The Commandant (CG-5P) should
evaluate the number of commercial fishing vessel casualties over the last 20-30 years with a
casual factor related to an inoperable bilge pump. Based on this information, the
Commandant (CG-5P) should consider whether there is evidence to support new regulations
for the regular testing of installed bilge pumps. :

Safety Recommendation 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.

Endorsement: [ concur with the intent of this recommendation. It is important to ensure
consistency of fishing vessel safety examinations throughout the Coast Guard. While CG-
CVC-3 does not have a standardized Guide Book, they have issued the CG 5587 (Fishing
Vessel Safety Exam Checklist) and a pamphlet laying out requirements for all commercial
fishing industry vessels. The Seventh and Eighth Districts took the information from the
pamphlet and removed items that were not applicable (i.e. immersion suits) to vessels
operating in these areas, and created/updated their Guide Book. They also included
amplifying information to assist owners/operators in understanding and complying with the
requirements. The Commandant (CG-CVC-3) should consider whether there is a need to
update their pamphlet and/or create a national Guide Book that includes amplifying
information, similar to what is contained in the Guide Book used in Districts Seven and

Eight.

Safety Recommendation 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.

Endorsement: | concur with the intent of this recommendation. As discussed in
recommendation 1, training can significantly reduce fishing vessel casualties. While
recommendation 1 addresses future training requirements for individuals in charge of fishing
vessels, it does not extend to other crewmembers. As such, additional guidance on
crewmember training would provide numerous benefits. The Seventh and Eighth District’s
Guide Book currently provides more training information than CG-CVC 3’s pamphlet, but it
is lacking in depth. The Guide Book could be a place to provide amplifying educational
information related to vessel stability and damage control. The Commandant (CG-CVC)
should evaluate the current Guide Book and consider whether there is an opportunity to
provide additional guidance on training related to stability and damage control.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. The CG 5587 (Fishing
Vessel Safety Exam Checklist) includes a check box for “drills witnessed” but the Guide
Book does not. The 2014 exam checklist of the LADY DAMARIS had this box checked, but
the examiner indicated he did not actually witness a drill. If a Coast Guard examiner
witnesses a drill while onboard for a vessel safety exam, they may have a chance to detect
and address deficiencies in responding to emergency situations. I recommend the



Commandant (CG-CVC-3) consider whether there is a need to provide guidance to fishing

vessel examiners regarding the purpose of the “drills witnessed” box on the CG 5587. The
Commandant (CG-CVC-3) should also consider whether there is a need to update the exam
checklist and/or Guide Book.

Safety Recommendation 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.

Endorsement: I concur with the intent of this recommendation. An internal check of all
watertight compartments on a fishing vessel could detect hazardous conditions before they
lead to catastrophic results. I recommend the Commandant (CG-CVC-3) consider whether
there is a need to provide guidance or policy to fishing vessel examiners regarding internal
checks.

Safety Recommendation 12: It is recommended that the Commandant of the Coast Guard
require any published commercial fishing vessel examination guide book to include an
operational test of each bilge pump. 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 testing of bilge pumps. 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 all three of the vessel's bilge pumps could not operate long enough to
effectively dewater the vessel before it capsized and sank. It is unknown when the crew had last
operated them prior to the incident. A requirement for the bilge pumps to be operationally tested
during Coast Guard examinations in every district would provide the examiners an opportunity
to identify any failures or malfunctioning before underway operations take place.

Endorsement: I concur with the intent of this recommendation. An operational bilge pump
test could detect equipment failures before they lead to catastrophic results. I recommend
Commandant (CG-CVC-3) consider whether there is a need to provide policy or guidance to
fishing vessel examiners regarding bilge pump tests.

Captain, U.S. Coast Guard
Chief of Prevention, Eighth Coast Guard District
By Direction
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To: CGD EIGHT (dpi)

Subj:  SINKING AND TOTAL LOSS OF THE LADY DAMARIS (O.N. 532206)
IN THE GULF OF MEXICO 33 NAUTICAL MILES SOUTHEAST OF
GALVESTON, 22 JUNE 2017

Ref:  (a) Title 46 United States Code, Chapter 63
(b) Title 46 Code of Federal Regulations (CFR), Part 4
(¢) Marine Safety Manual Volume V, COMDINST M16000.10 (series)

I. - In accordance with the above references, LT Simpson was designated to conduct an informal
investigation into the sinking and total loss of the LADY DAMARIS (O.N. 532206) in the Gulf
of Mexico 33 nautical miles southeast of Galveston, 22 June 2017. This incident was classified
as a Major Marine Casualty in accordance with 46 CFR 4.40-5(d). In accordance with reference
(c), numerous interviews were conducted, and the Coast Guard was able to gather facts, conduct
analysis, draw conclusions and make recommendations regarding this marine casualty. All
evidence, correspondence and testimony gathered during the investigation and used to create this
report are included in the Coast Guard’s Marine Information System for Law Enforcement
(MISLE) electronic database under Incident Investigation Activity Number 6183852.

2. Thave reviewed and concur with the findings of fact and analysis and concur with the
conclusions and recommendations. No action has been taken with respect to the
recommendations.

3. No actions have been taken under 46 CFR Part 5. There is recommended enforcement action
against the vessel owner discussed within the ROL.

#
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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, | 2nd 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

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

411

4.1.2

413

414

4.1.5

4.1.6

4.1.7

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 Ib shrimp,
nearly filling the capacity of the freezer.

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.

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.

Around this time, the vessel’s owner, |l 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.

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.

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.

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

4.1.9

4.1.10
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41.12

4.1.13

4.1.14

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.

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.

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.

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.

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

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.

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 [N
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
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4.1.22

4.1.23

4.1.24

4.1.25

4.1.26

4.1.27

4.1.28

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.

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.

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.

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.

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.

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.

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.

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.”

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.

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.

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.

At approximately 1115, the vessel appeared to be taking on water at the same rate as the
pumps were removing it.

At approximately 1120, CG45630 reported that the engine room was approximately 75%
full of water.

At approximately 1121, the boarding team determined that the situation was becoming
unsafe and recommended that the crews abandon ship and embark CG45630.

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.

At approximately 1135, the boarding team members and the crew abandoned the LADY
DAMARIS and safely embarked CG45630.

At approximately 1155, the LADY DAMARIS capsized on its starboard side.

10
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Figure 4. The LADY DAMARIS after capsizngon te staboard 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.

11
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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

4.2.2

4.2.3

4.2.4

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 VV8-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 Ibs 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.

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.

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.

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.

12
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4.2.5

4.2.6

4.2.7

4.2.8

4.2.9

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.

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.

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.

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.

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.

13
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4.2.110n 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.

4.2.130n 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.

4.2.140n 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/Ib 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.

4.2.19The 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 J NN \'2s 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.

4.2.25The 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

513

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.

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

5.15

5.1.6

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.

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.

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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5.1.7

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.

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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5.1.9

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.

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 Ibs 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 debri