
Fatality, Yarmouth Harbour, 12 August 1979 
 
The following are attached: the reports in the County Press and the Lymington Times, the 
Captain's statement and Coroner's summing up, the report of the investigating police officer and 
the post mortem examination notes. 
 
The boy, handicapped but a capable swimmer, was wearing a lifejacket.  His companion in the 
8' plywood rowing boat was also a capable swimmer but not wearing a lifejacket.  She survived 
despite being sucked right under the ferry; his trunk was severed and one leg chopped off at the 
knee.  Most of the upper part of his body was not recovered.  The dinghy was also chopped up 
in the accident. 
 
It is plain from the witnesses' statements, and the investigating officer's report, that both were 
sucked underwater by the ferry's motion, having been swept into the bow area by the tide.  Linda 
Powell, the woman on board the dinghy, said she jumped out of the dinghy and tried to jump 
clear of the ferry but "was sucked under water under a lot of turbulence".  She describes being 
able to look up and see the underside of the ferry, before being scraped along it. 
 
The inquest found a verdict of misadventure, based on the fact that the rowing boat's occupants 
were not really capable of controlling their boat, didn't understand the tide etc.  In fact the ferry 
set off without the captain seeing them, when they were only ten yards from the prow.  This was 
due to the fact that they couldn't be seen from the bridge and the crewmembers who did see 
them were unable to contact the captain in time via the tannoy, as he didn't answer it.  The 
rowing boat had been in the vicinity for several minutes before the ferry set off, indeed several 
boats had tried to tow them clear of the harbour entrance.  The captain was unaware of the 
accident until passengers managed to notify him some time afterwards.  By this time the woman 
had been rescued from the water. 
 
The initial suggestions that the captain had been drunk were dismissed by the police.  He was 
drunk by the time he arrived in Lymington (but not in charge of the ship by that stage), having 
consumed 8 measures of brandy to calm his nerves after the accident, but had only had 2 pints 
4 hours earlier when he was on duty. 
 
The Coroner stated that a platform should be rigged at the bow and the Jury, reinforced by the 
solicitor, recommended that two persons should be present observing the bow and 
communicating with the Captain. It appears that these recommendations were partially accepted 
and it is understood that a single lookout is posted on the C-Class ferries.  There is no such 
facility evident in the design of the new W-Class.  It is worth noting that legislation since this 
fatality has emphasised the importance of recommendations from a Coroners Court.  To comply 
with the coroners ruling the new W Class should have been designed with forward and aft 
observation platforms and prevention of foot passengers blocking the view from the bridge. 
 
One crew member said, and the captain agreed, that passengers on the sundeck obscure the 
view from the bridge [effectively raising the visual horizon by 5-6 feet]. 
 
LM & KAH  
27 October 2008 



Fatality, Yarmouth Harbour, 12 August 1979,  
 
Relevance in Lymington for the Proposed Introduction of Much Larger Ferries onto the 
Lymington - Yarmouth Route 
 
Since there has not been another incident of the seriousness of the August 1979 fatal accident 
in Yarmouth Harbour, it can be concluded that whatever  actions were taken at that time have 
been sufficient.  The tidal conditions, particularly during an ebb tide at Yarmouth are not relevant 
to Lymington where the tide flows along the river channel with a speed not much in excess of 
½kn and the ferry terminal is not in as prominent position as in Yarmouth. 
 
The Yarmouth accident raises the question of whether the W-Class ferries are likely to create a 
greater hazard from the point of view of serious or potentially fatal accidents in Lymington River 
than the C-Class ferries.  The subject should have been central to the work that BMT Seatech 
carried out for the LHC as their Phase 1 study in February 2008.  They found that the probability 
of the following  

1. person in the water hit by ferry 
2. person in water sucked into thrusters 
3. boat (moored or moving) hit by ferry 
4. junior sailors pass into wind shadow in Horn Reach 

was so incredibly small that is was many times less than the probability of the ferry being sunk 
by a collision in the Solent!  They do not explain the magnitude of the probability of their ranking 
or how they reached these conclusions.  The final column in the BMT Risk table “Risk after 
control applied” finds the new ferries either similar to or safer than the existing ones. This seems 
to defy logic and is not explained. 
 
The Yarmouth tragedy demonstrates two problems which ferry masters have to contend with:  

• small craft that are in close proximity  
• the lethal danger from the Voith Schneider propulsion units.    

It is noted that the victim was sucked into the propulsion unit from the bow and not from adjacent 
to the thruster on the port bow, this is probably why the woman survived.  Thus the new ferries 
with their larger central thrusters closer to the bow will be significantly more dangerous. 
 
To examine the potential dangers in the Lymington River, as examples, three scenarios are 
considered, clearly a comprehensive analysis would need to look at all possible scenarios. 
 
A. A squall passes through when a number – it could easily be 10-20 – sailing dinghies are in 

Horn Reach and approaching or waiting to land at the slipway.  The dinghies will typically 
be scattered on both sides of the river, in locations dominated by the tidal conditions.  Any 
visitors will probably never have been in the immediate vicinity of such large manoeuvring 
craft as the ferries, there are very few locations in the UK where this happens remotely 
approaching a proportion of the 22,500 movements each year.   

 
The wind disruption (up-wind as well as down-wind will be much greater for the new ferries 
(effects ~3x the ferry height up-wind) both in magnitude and period.  This means that 
essentially all sailing craft will lose all means of propulsion to a much greater degree, even 
without the water flows which are being found to turn even quite substantial craft through 
180-360° (in calm conditions).  If the strong gusts (could be 30-40kn) are across the river – 
from the SW, the ferry master will have to use rapidly changing and very substantial 
amounts of power as gusts pass through, exacerbated by the buildings on the W side of the 
river.   
 



The C-Class ferries are much more sheltered from gusts due to their much smaller central 
superstructure and the magnitude of the difference in the gusts is likely to be significantly 
greater than the 240% windage force on the W-Class ferries1.  The ferry thrusters will be 
predominantly required to hold the ferry in the channel, requiring a substantial proportion of 
their 3x engine power.  A number of dinghies on both sides of the ferry will be expected to 
be in serious difficulties – even if the master can see all of the craft , very unlikely due to the 
remoteness of the bridge,  the size of the vessel1 and the number of craft at risk.  Does the 
master turn off the thrusters very rapidly2  to avoid sucking dinghy(s) and sailors to their 
inevitable death in the thrusters and allow the ferry to be blown over dinghies on the 
leeward side trapped between the ferry and the moored boats?  Multiple fatalities must be a 
credible possibility; reading the LHC booklet will be of little help.  It is noted that the new 
ferries are fitted with a basic CCTV system – it is evident that this has not been designed as 
a safety aid and falls very far short of this; its use as a safety critical system is not credible. 
 

B. It is understood that the ferries are using their forward propulsion unit in the river to provide 
the forward power while avoiding substantial backwash but in total disregard to the damage 
to the river bed.  If this is the case, the bow of the ferry is potentially very dangerous, 
primarily because the bow thruster will probably create little or no visible disturbance 
(accelerating water, for example before a weir or into the undertow around rocks on a 
beach, appears smooth) but will be lethal for any small craft or person in the water.  Anyone 
unfortunate enough to be in this position will not get pushed along the side of the hull, they 
will be drawn down and killed with virtually no hope of survival2.  A wide range of 
circumstances can create the precursor to such an event, anywhere in the river.  The 
master has a very poor view of the close surroundings forward of the ferry1, and as they will 
confirm, other river users often (probably on a number of times each day at busy times) 
create situations which attract the attention of the master who could easily miss noticing 
another craft getting into difficulties – probably due to no fault of the ferry other than its 
presence in the river. 

 
C. The new ferries create a greatly increased side-wash from their propulsion units which is 

evident when the ferries turn , as they do at each of the bends in the river, or in windy 
conditions all along their path.  It is already proven that even quite large craft will lose total 
control due to this or due to the backflow – sufficient for them to be run down by another 
larger craft probably going in the opposite direction to the ferry; this craft would not 
necessarily have the time or the space to take avoiding action.  The consequences are a 
matter for speculation. 

 
These examples identify risks for both ferry designs. They should be sufficient to demonstrate 
that, far from the BMT claim that the new ferries are no more dangerous than and often safer 
than the existing ones, they present a potentially much greater safety risk to small craft and their 
occupants in the Lymington River.  This must be rigorously examined before it has to be done in 
a Coroners Court or by a QC in a major civil damages litigation.  In the event of a tragedy, the 
first responsibility as far as the ferry is concerned will rest with the Master.  However, if it is found 
that the risks of operating these ferries have not been properly assessed, the possibility of 
Corporate Manslaughter is likely to be considered.  
 
Let us ensure that Alexander Thomson did not die totally in vain. 
 
KAH  4 November 2008 
                                                 
1 http://www.lymingtonriver.co.uk/Ferry%20Dimensions%202.0.pdf 
2 A risk control measure claimed by Seatech, but an eternity for anyone in the water since it is understood that 
“instantaneous” means 15 seconds to de-clutch, but the thrusters will still be rotating.  It will take about 1 second for 
someone to be sucked from the bow to the thruster, perhaps a second or two more for one which is not “thrusting”. 
























