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GLOSSARY OF ABBREVIATIONS AND ACRONYMS
AIS

-

Automatic Identification System

EBL

-

Electronic bearing line

DPA

-

Designated Person Ashore

GMDSS

-

Global maritime distress safety system

GPS

-

Global Positioning System

IMO

-

International Maritime Organization

ISM

-

International Management Code for the Safe Operation of Ships and
for Pollution Prevention

MCA

-

Maritime and Coastguard Agency

SMC

-

Safety Management Certificate

SMS

-

Safety management system

SOLAS

-

Safety of life at sea

UTC

-

Universal Co-ordinated Time

VRM

-

Variable range marker

WEL

-

Waverley Excursions Limited

SYNOPSIS
During the afternoon of 18 October 2004, in fine weather and
good visibility, the passenger vessel Balmoral grounded on
Dagger Reef, Gower Peninsular. The vessel was carrying 213
passengers and 19 crew on a sightseeing excursion along the
South Wales coast.
In accordance with the planned passage, Balmoral intended
navigating within a distance of 4 cables from the coastline at
various points, the purpose of which was to get as close as was
safely possible to the coastline to give the passengers a good
view from the vessel.
However, the master decided to deviate from the planned track and take the vessel
even closer in land. He altered course to 304° towards Dagger Reef, south-west of
Rhossilli Point. The master intended to come round to port onto a southerly heading
when the vessel reached a position 3.5 cables off the Point. To achieve this, he used
Rhossilli Point as a head mark, and distance off was monitored by using the VRM on
the ship’s head-up radar, which was set to the 0.75 mile range.
Balmoral grounded, damaging her two propellers. The hull remained watertight. After
assessing the situation, a course was set and the vessel headed back to Penarth at
reduced speed. Meanwhile, the crew sounded round tanks and spaces at regular
intervals until the vessel arrived safely at her destination.
The MAIB investigated a similar accident that occurred on 20 June 2004 to Balmoral’s
sister vessel, Waverley, which grounded while under the command of the same
master. Waverley touched the rocky bottom on the edge of Boiler Reef, south-west of
Sanda Island. She sustained damage to the underside of her hull, but her watertight
integrity was not breached and there were no injuries.
The MAIB investigation into the grounding of Balmoral determined that the accident
was caused by the master electing to deviate from his planned route and then failing
to adequately monitor his approach to Rhossilli Point. This finding was similar to one
concluded from the MAIB investigation into the Waverley accident, the provisional
lessons from which were discussed with the vessel’s management, Waverley
Excursions Ltd (WEL) on 12 October 2004. WEL’s subsequent actions did not
prevent Balmoral from grounding 6 days later. Following the Preliminary Examination
of the Balmoral grounding, which identified continued weaknesses in WEL’s safety
management system, the Chief Inspector of Marine Accidents immediately wrote to
WEL recommending corrective action which should be completed before WEL vessels
carried further passengers. Further recommendations were made in the report on the
Waverley grounding, issued in January 2005.
In light of the positive actions taken by WEL in response to these recommendations,
this report only makes limited additional recommendations to the vessel’s owner,
Waverley Steam Navigation Company, and to WEL to prevent a recurrence of the
accident.
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Figure 1

Motor vessel Balmoral
Figure 2

2

The paddle steamer Waverley

SECTION 1 - FACTUAL INFORMATION
1.1

PARTICULARS OF BALMORAL AND ACCIDENT

Vessel details

Balmoral (Figure 1)

Registered owner

:

Waverley Steam Navigation Company

Manager(s)

:

Waverley Excursions Ltd

Port of registry

:

Bristol

Flag

:

UK

Type

:

Passenger Ship

Built

:

1949 Southampton

Classification society

:

Under MCA survey regime

Construction

:

Steel

Length overall

:

62m

Gross tonnage

:

735

Engine power and/or type

:

2 x 800hp Grenna diesels

Service speed

:

12 knots

Time and date

:

1413 UTC on 18 October 2004

Location of incident

:

51° 33.1N 004° 18.1W
Dagger Reef - Gower Peninsula

Persons on board

:

232

Injuries/fatalities

:

None

Damage

:

Damage to both propellers

Accident details
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1.2

BACKGROUND
Balmoral is operated by Waverley Excursions Limited, which also operates the
paddle steamer Waverley (Figure 2).
Both vessels operate between Easter and October around the UK coast.
Operating areas include: the Western Isles of Scotland, the Clyde, North Wales,
Isle of Man, the Bristol Channel, the South Coast of England, the Thames and
East Anglia.
Balmoral (Figure 1) was built in Southampton in 1949. For 20 years she carried
passengers for the Southampton and Isle of Wight and South of England Royal
Mail Steam Packet Company Limited. She then operated in the Bristol Channel
with P&A Campbell’s White Funnel fleet until the company ceased operation in
1980. Balmoral moved to Dundee to become a floating restaurant, returning to
service in 1986 to operate the summer season in the Bristol Channel.
In winter 2002, Balmoral was fitted with new engines. The project was
dependent on nearly £150K being raised through the help of the public sector
and local councils, supporter societies and onboard fund-raising activities. This,
in turn, secured a further £3/4m contribution from the Heritage Lottery Fund.
The total sum covered the cost of replacement engines, several safety
improvements, and enhancements for passenger comfort.

1.3

THE VESSEL

1.3.1 Certification and MCA liaison
Balmoral can carry up to 784 passengers, depending on the area of operation
and the provisions of the relevant passenger safety certificate. Balmoral was
certificated to sail as a Class III, Class IV, Class V or Class VIII vessel. As a
Class VIII vessel, she can transit between operating areas, but not with
passengers.
A number of MCA offices are involved in Balmoral’s survey and inspection
process, which is co-ordinated by an MCA customer service manager in Cardiff.
1.3.2 Bridge equipment
Balmoral was fitted with the following bridge equipment:
•
•
•
•
•

4

A magnetic compass;
2 relative motion radars, one with a fixed ship’s head-up display, the other
stabilised with a magnetic compass;
1 GPS receiver;
1 AIS receiver;
Echo sounder and the required radio equipment to conform to A1 area
requirements under GMDSS (Figures 3 and 4).

Figure 3

Radar in use
Figure 4

Photograph showing AIS
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The ship was steered by a helmsman on a traditional wheel, and engine
movements were ordered by means of telegraph from the bridge.
The plotting of parallel index lines was only possible on one of the radar
displays, and was achieved by utilising a floating EBL and VRM. However,
parallel index lines were not often used by the bridge watchkeepers and it was
more usual for them to only utilise the VRM to monitor the vessel’s distance off
the coastline.
A compass pelorus was available on board, but was not being used at the time
of the accident.
1.3.3 Propulsion machinery
Balmoral was fitted with 2 x 6-cylinder Grenna diesel engines, each delivering
800hp through twin reduction reversible gearboxes to fixed pitch propellers. Her
turning circle at her normal sea speed of 12 knots was 0.5 cable.
1.4

CREW
Balmoral carried a crew of 19: the master, chief officer, chief and second
engineers, one grade 1 seaman, three grade 2 seamen, a fireman and 10 nonspecified catering crew.
The master was one of three masters employed by WEL to operate both of its
ships. He was first employed by the company as chief officer on board Waverley
between 1988 and 1990. In 1991, he was awarded his master’s certificate, and
worked as relief master until 1993, when he worked full-time. At the end of
1994, he left WEL to work in the short-sea trade and study for a degree, but
rejoined Waverley Excursions Ltd in 2001. The master joined Balmoral on 15
October 2004.
The master held pilotage exemption certificates for the Clyde, Thames, Bristol
Channel, Swansea and south-east Wales. He was on the bridge at all times
when operating within a pilotage area. With the help of a dedicated helmsman,
he manoeuvred the vessel when she arrived and left a berth, occasionally
delegating this responsibility to the chief officer.
The operations director, a holder of a UK class 2 engineering certificate of
competency, was serving as second engineer.
It was not unusual for the operations director to serve as an engineer on either
Waverley or Balmoral when the need arose, in order to provide cover when the
regular sea-going engineers were absent.
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1.5

ENVIRONMENTAL CONDITIONS
The wind recorded in the deck log for 1200 and 1600 hours on 18 October 2004,
was north-west force 2 to 3. The predicted tidal stream was westerly at 1.8
knots. The predicted high water at Swansea was 0933, and the predicted height
of tide was 6.8m.

1.6

NARRATIVE OF EVENTS
(All times are UTC + I hour, all courses are true)
Balmoral was laid up at the end of her seasonal schedule in mid October 2004.
However, subsequent constraints on Waverley’s schedule required that Balmoral
undertake a further sailing. As a consequence, Balmoral was brought out of lay
up.
Most of the 19 crew joined the vessel on Friday 15 October 2004, with some key
members joining earlier. However, a commercial decision was taken not to sail
that day, but to begin the programme the following day.
Saturday’s cruise to Minehead, and Sunday’s cruise to Lundy Island, in
accordance with the schedule, passed without incident.
After anchoring in the Bristol Channel overnight on Sunday, Balmoral weighed
her anchor at 0847 on Monday 18 October 2004. She then made her way to
Clevedon, arriving at 0902 to pick up passengers. At 0915, she sailed from
Clevedon for Penarth, arriving at 1011, where more passengers boarded. From
there, Balmoral began her voyage for the day. There were 213 passengers on
board and 19 crew. Her maximum draught was 2m.
The intended passage, which had been planned and plotted on the chart by the
master, was to steam along the coastline with the ebb tide from Penarth to Nash
Point, through the Nash Passage, inside Tusker Rock, round Porthcawl Point,
across Swansea Bay, round the Mumbles and then along the Gower Peninsula
to Worms Head. She would then return on the first of the flood tide.
In accordance with the planned passage, Balmoral intended navigating within a
distance of 4 cables from the coastline at various points, the purpose of which
was to get as close to the coastline as was considered safe, to give the
passengers a good view of the land from the vessel.
By early afternoon, Balmoral had completed her excursion of Swansea Bay and,
at approximately 1310, she rounded the Mumbles and settled on a course of
258° towards Port Eynon Point. Her speed was 12 knots.
On the bridge was the master, who had the con, and a helmsman. The chief
officer had been on the bridge previously, but had gone below to his cabin as he
was feeling unwell. The master was content with the level of manning on the
bridge.
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Monitoring of the vessel’s position was achieved by infrequent GPS fixing on the
chart and the use of the EBL and VRM on the ship’s head-up display radar.
Inspection of the chart by the MAIB, after the accident, showed little evidence of
the use of visual limiting danger lines, planned under keel clearances or clearing
bearings and ranges.
At 1332, the vessel was 3 cables south of Pwlldu Head, and the master ordered
an alteration of course to 286° to take her into Oxwich Bay to enable the
passengers to obtain a closer view of the coastline. This was a deviation from
the original planned track and the master’s decision for it was based on his
assumed need to satisfy the passengers, his experience, having done it several
times in the past, and the fact that the weather was good. Course lines were
drawn on the chart for entry and exit into the bay, and a position was recorded
at 1341, well inside the bay. The master then ordered a course of 191° to exit
the bay, before resuming a course of 285°.
At approximately 1358, north of the Helwick cardinal buoy, a further alteration of
course was made to 288° towards Worms Head, in accordance with the new
planned track.
However, at 1404, the master again decided, for the same reasons as stated
earlier, to deviate from that track and to take the vessel closer towards land.
Course was altered to 304° towards Dagger Reef, south-west of Rhossilli Point
(Figure 5). It was the master’s intention to come round to port onto a southerly
heading when the vessel reached a position 3.5 cables off the Point. In order to
achieve this, he used Rhossilli Point as a head mark, and distance off was
monitored by the VRM on the ship’s head-up radar, which was set to the 0.75
mile range.
At the required position, the master ordered a slow turn to port, but realised
almost immediately that Balmoral was being set onto the reef by the ebb tide.
He then ordered 20° port helm and rang down on the telegraph for dead slow
on the main engines, with the intention of reducing the effect of squat. At the
same time, the second engineer, who was on watch in the engine room,
became aware that something was amiss, and momentarily de-clutched the
shafts from the main engines to try and prevent damage to the ship’s propellers.
However, as he did so, at 1413, both propellers made contact with the reef.
Immediately after making contact, the engineer engaged the shaft to enable the
master to complete the turn and clear any further danger.
Once Balmoral was clear of the reef, the master contacted the coastguard and
reported the accident. The engineer officer of the watch then instructed the crew
to sound round, but no announcement was made at that stage to inform the
passengers as to what had happened.
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Evidence obtained from passengers who had been on board the vessel at the
time confirmed that, following the grounding the vessel started to make slow
headway to seaward. As power was progressively increased a marked vibration
could be felt, synchronous with the rotation of the propeller shafts. Apart from
one passenger, who became very concerned, it was reported that the rest
appeared unconcerned.
A course was then set to return to Penarth at reduced speed, and the crew were
instructed to continue sounding round at regular intervals.
Thirty minutes after the accident, an announcement to the passengers was
made, informing them that there was a problem with the starboard propeller and
the ship was returning to port. To prevent any unnecessary panic, the master
decided not to tell the passengers that the vessel had grounded.
At 1840, Balmoral arrived at Penarth, where the passengers were disembarked.
Figure 5

Photograph showing chart in use
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1.7

DAMAGE
As a result of the grounding, the following damage was sustained to Balmoral:
•
•

1.8

Port propeller: peened over on three blades
Starboard propeller: peened over on all 4 blades with the misalignment of
one.

SAFETY MANAGEMENT

1.8.1 Background
Waverley and Balmoral operate a safety management system (SMS) based on
the International Safety Management (ISM) Code.
Balmoral operates an SMS because excursions to the Isle of Man require
passage through international waters. Although there is no requirement to do so,
for consistency, Waverley operates a similar SMS within the context of the ISM
Code.
Balmoral has an SMC valid until 9 May 2009. Waverley Excursions Ltd was
issued with a Document of Compliance on 9 July 2004 after an audit by the
Glasgow MCA office.
The objectives of the SMS are defined in section 1.2.2 of the ISM Code:
1.
2.
3.

Provide for safe practices in ship operation and a safe working
environment;
Establish safeguards against all identifiable risks;
Continuously improve safety management skills of personnel ashore and
on board ships, including preparing for emergencies related both to safety
and environmental protection.

1.8.2 Grounding of Waverley
On 20 June 2004, Waverley, while under command of the same master, touched
the rocky bottom on the edge of Boiler Reef, to the south-west of Sanda Island.
The vessel was damaged on the underside of her hull, but her watertight
integrity was not breached. There were no injuries. The MAIB investigated the
accident, and subsequently recommended safety actions which are referred to
later in this section.
1.8.3 The management team
Waverley and Balmoral are owned by the Paddle Steamer Preservation Society
through the Waverley Steam Navigation Trust, which is a charity registered in
Scotland. The ships’ commercial operation and management is undertaken by
Waverley Excursions Ltd, in Glasgow.
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The board of directors of Waverley Excursions Ltd comprises a number of nonexecutive directors. The non-executive directors are active and retired senior
managers from industry, appointed on the strength of their commercial and
business experience.
The four executive directors comprise: the operations director, the safety
director, the commercial director and the senior master.
The operations director
The operations director is an experienced sea-going marine engineer, as well as
an experienced industrial engineer. He joined WEL in 1988 as chief engineer,
and in the same year took on the additional role of operations director.
His responsibilities include the superintendence of the running and maintenance
of the two vessels, liaison with shipyards, the MCA, classification society and
the overall commercial operation of both vessels.
He wrote the first SMS policy statements and, with the ships’ masters,
developed the safety management procedures. He conducted the SMS ships’
safety audits with the safety director and also acts as relief ship’s engineer. He
is also chairman of the board of directors.
The safety director
Of the four executive directors, the safety director’s post is the only one which is
unpaid. The safety director is a retired, experienced naval architect previously
involved in quality assurance work with a major engineering company and
shipyard. He joined Waverley Excursions Limited in 1996.
With the help of the senior master, he wrote the current ISM procedures
manual. He is the safety management system’s designated person ashore
(DPA). He considers himself to be the conduit between ship and shore contact.
His post is voluntary and part time.
The senior master
The senior master has been a director of the company since 2003. He is an
experienced coastal navigator, and holds a Class 4 certificate of competency
and a limited European command endorsement. He is one of the three regular
masters of Waverley and Balmoral.
The senior master has a pivotal role in assessing the suitability of officers and
crew who are appointed on evidence gleaned from interviews and references. In
the case of masters, successful candidates are subjected to two interviews. The
senior master interviews the candidates first, and recommends that potentially
suitable candidates are interviewed a second time by the operations director.
The operations director makes the final decision for the appointment of masters.
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Another of the senior master’s responsibilities is to plan the summer passages
and timetables with the commercial director, though at the time of the grounding
he did not have any written terms of reference.
The commercial director
The commercial director is shore-based and has the overall responsibility for the
commercial operation of the company.
1.8.4 Safety management policy
A safety management policy influences a company’s activities and decisions,
including selection of people, procedures, information and operation. The stated
policy of WEL is attached at Annex A.
1.8.5 Performance standards
A successful organisation, which achieves high health and safety standards, is
structured and operated so as to put its health and safety policies into effective
practice. To enable this, clear written procedures, which are properly understood
and implemented by the operator, are necessary.
The written procedures for safe navigation prior to Waverley grounding, which
occurred 120 days before the grounding of Balmoral, were in force (Annex B).
Despite these instructions, a contributory factor to Waverley grounding was that
the passage had not been properly planned. This shortcoming was identified to
WEL masters and chief officers in WEL safety memoranda issued on 1 July and
16 August 2004 (Annexes C and D), and subsequently ratified on 15
September 2004 in the company’s SMS documentation (Annex E).
The SMS provides for the auditing of the performance of ship’s staff to ensure
that standards set by management are properly followed. This auditing is
undertaken externally by the MCA, and internally by WEL and others.
WEL’s safety director reported that up to 20 audits of the two ships are
undertaken annually. These comprise observations of safety reports, logs and
statutory drills and informal chats with the crews.
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SECTION 2 - ANALYSIS
2.1

AIM
The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to
prevent similar accidents occurring in the future.

2.2

FATIGUE
Before joining Balmoral on 15 October, the master had been at home on leave.
On the nights of 16 and 17 October 2004, he had a full night’s rest in bed while
the vessel was at anchor. Based solely on the time the master had rested prior
to the accident, it is not likely that his performance would have been affected by
tiredness. However, during interview, the master reported suffering sleep
disturbance, irritability and difficulty in concentrating. Therefore, despite the rest
the master had taken, it is possible that sleep disturbance had caused him to
suffer some level of fatigue at the time of the accident. The issue of sleep
disturbance is further discussed at 2.3.4.

2.3

REASONS FOR THE ACCIDENT

2.3.1 Planning
Before Balmoral sailed, the master had, in accordance with company
instructions, devised a passage plan. Courses and distances had been plotted
and a notebook prepared. Although the master was not immediately familiar with
the contents of SOLAS chapter 5 - passage planning, he was familiar with
WEL’s safety management procedures on passage planning (Annex E), and the
two WEL safety memos’ on safe navigation and passage planning (Annexes C
and D).
2.3.2 Deviation from the planned track
WEL’s aim was to make excursions on both Balmoral and Waverley as
enjoyable as possible so that satisfied passengers would return for future
excursions. The master’s interpretation of this was a belief that the closer to the
coastline the vessel operated, the better the view, and the greater the level of
passenger satisfaction and fulfilment was achieved.
The master reported that part of his decision to deviate from the planned track
and proceed closer inshore was based on the principle of giving passengers a
better view of the shoreline. Additionally, as part of his decision-making process
he had also given consideration to the prevailing fine weather conditions, an
offshore north-easterly breeze, and sightseers situated on the rocky shoreline
watching Balmoral steam past. These facts, together with the realisation that the
vessel had reached a designated alteration of course position on the original
passage plan, prompted the master to deviate toward Rhossilli point. The
master indicated that this decision was a personal preference and not as a
result of company policy.
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The risks associated with the deviation were not properly considered, and
passage planning for the new course was neither in accordance with IMO
guidance or WEL’s instructions. After making the decision to deviate, the master
simply plotted the new course on the chart and then checked his position about
half way along the track. He did not make a proper assessment of the risks
involved in the new plan and, as a result, was unable to take steps to mitigate
them.
Despite the lessons identified from the Waverley incident, the master did not
appear to appreciate the importance of not deviating from a planned passage.
WEL should have clearly instructed all its masters that no deviation from the
planned passage was acceptable, unless for health and safety reasons, once
the passage had commenced. This would then have removed any doubts from
the master’s mind about deviating from the plan mid-excursion.
There was no reason why the master could not have safely followed the planned
track as laid down in his original passage plan, and still provide an enjoyable
voyage for his passengers. Had the original plan been followed, this accident
would have been avoided.
2.3.3 Track monitoring
The master was navigating mainly by sight and by the ship’s head-up radar. He
monitored the vessel’s position relative to the new track by using Rhossilli Point
as a head mark, and monitoring the distance off the head mark and the nearest
point of land with the forward radar’s VRM. Because of the bridge design,
specifically the position of the magnetic compass directly in front of the
helmsman, it was not possible for the master to take a compass bearing of the
head mark to gauge how far the vessel was left or right of track.
The grounding could have been avoided had the passage plan at least included
limiting danger lines, minimum under keel clearance, clearing bearings and
ranges, and the procedures to be used for monitoring. If these measures had
been adopted, and had the radar that he was using been capable of supporting
the use of parallel indexing, the likelihood of an accident would have been
significantly reduced.
Given the tidal conditions and Balmoral’s speed, he was mistaken to allow only
3.5 cables clearing distance off Rhossilli Point: a distance that did not allow
sufficient margin of error. At interview, the master described how he suddenly
became aware that the radar was already showing a position too close to
Rhossilli Point. This suggests a lapse of concentration during the critical period
in the approach to the wheel over position.
The master recalled no significant distractions that might explain this lapse, and
there were no ergonomic reasons why he could not monitor the distance from
Rhossilli Point reliably. It seems possible that preoccupation was the underlying
cause.
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2.3.4 External pressures
During interview, the master reported that the sailing season had been a busy
one; he had been involved for two days on an overseas recruitment trip, had
suffered a family bereavement in April, and had been required to undertake an
additional pilotage exemption certificate.
The grounding of Waverley in June 2004, and the subsequent investigation into
the cause of that accident, had taken its toll, and indirectly necessitated leave
periods to be rescheduled, occasionally resulting in shorter periods at home.
In October 2004, the MCA served the master with a caution as a result of the
Waverley grounding. Although he initially felt a release of nervous tension,
thereafter the master reported developing symptoms of sleep disturbance,
difficulty in concentrating, irritability and tiredness. Other MAIB investigations
have determined that accidents can be linked to pre existing stress, and under
these circumstances involuntary lapses of attention were quite likely.
The investigation received conflicting evidence as to the amount of strain the
master was under at the time of the grounding. However, it was clear that he
did not show sufficient outward signs of pressure in the preceding period to
trigger WEL management into taking remedial action.
2.4

SAFETY MANAGEMENT SYSTEM
When interviewed by the MAIB, the directors of WEL indicated they had a
genuine commitment to safety. They felt content with the policies and
procedures in place, in the knowledge that the MCA had audited and fully
endorsed their SMS. However, the SMS did not alert WEL management that
the master of Balmoral was not satisfying the company’s requirements for
passage planning and safe navigation.
The operations director and chairman were responsible for the internal auditing
of the SMS. They were firm in their belief that they were not qualified to audit
bridge procedures. To compensate, it was left to the senior master to deal with
issues of bridge procedure, but without a formal process of auditing or feedback
to the management board.
The senior master, who is a company director, was the most logical person to
take on the role of ensuring navigators satisfied company objectives, but he was
not fully empowered to do so. He did not have any terms of reference. He was
not encouraged to bring the other two masters and watchkeepers together to
discuss safety matters arising from the earlier grounding of Waverley. He also
had no mandate to guide or instruct the other masters on how they should
navigate.
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The WEL management team had developed comprehensive bridge and
navigation procedure guidelines. The opportunity was lost to use these
guidelines as a basis for formulating an audit trail, and to empower the senior
master to undertake this audit to assure best navigational practice. WEL’s other
directors were not qualified to review the safety performance of its navigators.
In summary, the safety management system was flawed in the sense that it
failed to include all reasonably practicable measures which could have been
used to try to prevent the accident. Greater management direction was required
to establish and ensure effective audit procedures, meaningful discussions with
staff, and the promulgation of instructions and procedures that are understood
by everyone.
2.5

THE EMERGENCY RESPONSE
It was 30 minutes after the grounding before details of the accident were
announced to the passengers; even then, the information given painted a
misleading picture of what had happened.
An accident such as this will require the bridge team to be heavily pre-occupied
in handling post-accident matters; keeping passengers informed is not always
considered to be the highest priority. A bridge team may have concerns about
making an announcement, possibly because insufficient facts are available to
them. Nonetheless, a timely broadcast of reassurance, presented calmly and
authoritatively, and with the promise of a regular update, is crucial. Failing to do
so can lead to passengers becoming unnecessarily anxious, which can then
affect their efficient and safe mustering should the need arise.
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SECTION 3 - CONCLUSIONS
3.1

SAFETY ISSUES
The following safety issues have been identified by the investigation. They are
not listed in any order of priority.

1.

The lessons from the Waverley grounding were not effectively communicated to
the master, and steps were not taken subsequently to monitor the
implementation of the revised passage planning instructions. (2.3)

2.

The grounding was caused by the master electing to deviate from his planned
route and then failing to adequately monitor his approach to Rhossilli Point.
(2.3)

3.

The safety management system provided neither an effective regime to bring
masters together to discuss safety matters, nor a system of auditing bridge
watchkeepers’ procedures. (2.4)

4.

The senior master neither had a mandate nor management support to instruct
fellow masters on how they should navigate safely. (2.4)

5.

Greater management direction was required to establish and ensure effective
audit procedures. (2.4)

6.

Timely and accurate information was not given to the passengers. This could
have affected their efficient and safe mustering, should the need have arisen.
(2.5)
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SECTION 4 - ACTION TAKEN
4.1

EXTANT RECOMMENDATIONS
For WEL’s actions to be seen in context, it is appropriate to reiterate the MAIB
recommendations issued to the company prior to this report:
On 1 November 2004, shortly after the Balmoral grounding, the Chief Inspector
of Marine Accidents wrote to WEL recommending they:
•

Conduct a comprehensive risk assessment of the company’s navigational
policies and procedures. This risk assessment should include, but not be
limited to, the company’s instructions to masters, the suitability of the
navigational equipment outfit on both vessels, an assessment of the
capabilities of all navigational watchkeepers, including masters, and the
effectiveness of current bridge team practices. The ability of ship’s staff
to deal with likely emergency scenarios should be carefully evaluated,
especially with respect to the care and safety of passengers. Corrective
action should be completed before further passengers are carried.

The MAIB report into the grounding of Waverley on 20 June 2004, issued in
January 2005, recommended WEL to:

4.2

•

Require that all voyages undertaken by its vessels are planned and
conducted in accordance with requirements of SOLAS V and IMO
guidance.

•

Ensure that all navigation procedures are validated by a person with
relevant training and experience, and that these procedures are then
audited to the required standard.

•

Ensure that all navigation equipment is fit for purpose.

•

Define the terms of reference of the senior master with regard to his
advice on, and involvement in, navigational policy, audit and performance.

WAVERLEY EXCURSIONS LTD
Following the MAIB recommendations above, WEL has examined its internal
procedures and has undertaken the following actions:
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1.

It will employ reputable external resources to lead risk analysis, focusing widely
on ship operation but with a detailed brief to analyse navigational safety.

2.

A new ‘core procedure’, ‘Safe Navigation’, which expands on the requirements in
the existing Section 7 of the SMS manual, will be included in the company’s
SMS. Early external audit will check compliance with its provisions. The ‘core
procedure’ will be supported by detailed work procedures for passage planning
and the use of navigation aids, and include expanded checklists where
appropriate.

3.

A full suite of ‘company’ passage plans will be established prior to the reintroduction to service of the ships, covering all the excursion and cruise sailings
within the current operation.

4.

It will develop deck logbooks to capture recorded details of passage. Preprinted books will be produced to revised format.

5.

As part of risk analysis, it will review navigational equipment provision and
location and will introduce electronic charting system as a further navigational
aid.

6.

Masters and chief officers will undertake recognised external bridge
management courses. The first students were passed through this course at
the end of February 2005.

7.

It will investigate enhanced vocational training for masters in respect of
emergency preparedness.

8.

It will develop support information for ports and piers for berthing, all as an
adjunct to passage planning.

9.

It will document the senior master’s role, particularly detailing his responsibilities
for training and auditing.

10.

It will develop the existing auditing regime to expand both internal and external
auditing, expand safety management resources to respond to same, and to
further promulgate effective use and wider commitment to SMS.
The role will be further developed to maintain a secondary watching brief on
legislative change and emerging industry best practice.

11.

It will make an early appointment of a new director of safety to work alongside
the present incumbent prior to his planned retirement.

12.

It will expand bridge resources with the appointment of new master/s, and is
concurrently investigating bi-lateral arrangements with other companies
operating extensively in coastal waters.
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SECTION 5 - RECOMMENDATIONS
Waverley Steam Navigation Company and Waverley Excursions Ltd are jointly
recommended to:
2005/176

Establish proactive control measures to assure all WEL staff comply with
the procedures contained in the company’s safety management system.

2005/177

Review shipboard emergency procedures to ensure that timely and
accurate information is given to passengers during an emergency.

Marine Accident Investigation Branch
July 2005

Safety recommendations shall in no case create a presumption of blame or liability
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ANNEX A

WEL Safety Management System - Policy statement

ANNEX B

WEL Deck department instructions

ANNEX C

WEL Safety Memorandum 03/04 Safe Navigation, dated 1 July 2004

ANNEX D

WEL Safety Memorandum 03/04 Passage Planning, dated 16 August 2004

ANNEX E

WEL Revised SMS Work Procedure - Passage Planning

ANNEX F

Chief Inspector of Marine Accidents’ letter of recommendation to WEL
following the grounding of mv Balmoral, dated 1 November 2004

