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At first glance, the Bounty tragedy was a simple disaster.  One bad decision took a vessel straight into 

harm’s way, and she sank with the tragic loss of two people.  But like a lot of disasters the simple view is 

incomplete, and if we don’t look deeper we stand to miss the important points that could prevent another 

similar disaster. 

 

*** 

 

In brief, the tragedy unfolded like this:  In mid-October Bounty completed a shipyard period, where the 

yard foreman found what may have been a significant amount of rot in her frames that did not get 

addressed.  There were also several large underwater seams caulked by inexperienced crew, and finished 

with non-marine caulking compounds. 

 

On Thursday, October 25, 2012 the Bounty got underway from New London, CT, southbound for St. 

Petersburg, FL.  Hurricane Sandy, already being dubbed a “Superstorm” by the National Weather Service, 

was northbound over the Bahamas, and was forecast to continue north and make landfall somewhere on 

the US northeast coast.  The chief mate had expressed concern to the captain about the plan to sail south, 

and had recommended a different plan: to sail to a port of refuge such as New Bedford, MA, where there 

was a hurricane barrier to hide behind.  The captain, Robin Walbridge, said no, but agreed to the mate’s 

suggestion that the crew be notified of the forecast and given the option to depart the ship.  Nobody 

departed. 

 

On Saturday afternoon (October 27), after motorsailing south and a little east for two days, and having 

closed the distance between himself and the storm by half, the captain decided to turn west, across the 

path of the storm which was already being felt on board.   

 

By 2000 that evening, it was becoming apparent that Bounty was flooding.  The bilges were rising, and 

the pumps were not keeping up.  They were also not working properly or reliably, as evidenced by the 

fact that the captain himself was in the engine room working on them for some time, and by the fact that 

he activated the emergency backup pumps. 

 

All night Saturday, and all day Sunday, the crew was in a constant fight against steadily rising bilge 

water.  The ship was sinking slowly but steadily.   

 

At some point on Sunday a sight glass tube on the fuel oil day tank was broken, allowing its fuel to drain 

out.  This caused the port engine and generator to run out of fuel and die.  This was the beginning of a 

cascade of engine and pump failures due to lack of fuel, clogging filters, and rising water levels in the 

engine room.  When all those engines and pumps were failing to keep up with the rising bilges, an 

emergency, portable trash pump was brought out of storage where it had lived for years without ever 

being tested.  It couldn’t be made to pump effectively. 

 

Finally at 2030 on Sunday evening Captain Walbridge asked his home office to contact the Coast Guard 

but specifically stated that the vessel was not in distress.  At 2230, with the bilges rising at about 2 feet 

per hour, he activated the EPIRB, but told the office to tell the CG that they should be fine until morning.  



That kind of confusing communication with the CG continued for most of the night.  Even as the captain 

ordered his crew into their immersion suits, he was telling the CG that they should be fine for another 6-8 

hours.  Unfortunately at about 0430 the crew was pitched into the water as the ship rolled onto her side.   

 

Thus began a new nightmare of spars and blocks falling on swimmers, swimmers getting tangled in 

rigging, swimmers being dragged underwater or picked up into the air by the rolling ship, and, finally, a 

rescue of heroic proportions by two USCG rescue helicopters.  All but two of Bounty’s crew survived.  

The captain was never found, and deckhand Claudine Christian was found but was unresponsive and was 

pronounced dead on arrival on shore.   

 

*** 

 

No one is likely to deny that sailing into a hurricane was a terrible decision.  But that is not why the 

Bounty sank.  The chief mate, in his testimony to the USCG Board of Inquiry, said he had been in 

weather at least as bad, if not worse, on the Bounty in the past.   

 

She didn’t sink because a sight glass on a fuel tank broke.  She didn’t sink because a seam failed, or 

because a trash pump wouldn’t pump, or because the crew was inexperienced. 

 

The Bounty sank because a fuel tank sight glass broke in a hurricane, when a seam was failing and a trash 

pump wouldn’t pump and an inexperienced crew could not muster the forces necessary to combat all 

those problems…and the USCG was not notified in time to get to her with the resources that could have 

saved her. 

 

Any one, two or possibly even three of those failures may have been survivable.  All of them might have 

been survivable if the USCG could have delivered pumps to her 12 or 24 hours earlier.  But the chain of 

errors and structural failures compounded each other, and she was overwhelmed. 

 

It wasn’t that no one saw any of this happening or knew what to do about it.  As problems arose, different 

individuals addressed them to the best of their abilities, and in some cases by heroic efforts.  But too 

many failures were occurring too fast, and the final straw was that the extent of the failures was not 

appreciated by the captain in time to get the USCG out there early enough to save her. 

 

*** 

 

Fundamentally the loss of the Bounty was the result of a breakdown in Bridge Resource Management 

(BRM).   

 

A BRM course, or text, contains lessons on Passage Planning, Complacency, Margins of Safety, Internal 

Communications, External Communications, Error Chains, Situational Awareness, and Fatigue.  The 

Bounty tragedy incorporated breakdowns in every category. 

 

At first glance one would think there must have been an inexperienced captain, with little respect for or 

from his crew, who had never studied BRM, or who didn’t believe in it.  But that was not the case with 

Robin Walbridge.  Robin was an experienced seaman who had managed a very challenging vessel for 

many years through all kinds of good and bad situations.  He had great respect for his crew, and was very 

fond of most of the people who worked for him.  He was a natural teacher, and ran his ship more like a 

school than an operation.  As a result, his crew was extremely fond of him, and treated him with so much 

respect—even after the accident—that the investigators were baffled by it.   He had taken a course in 

BRM like any other STCW-certified mariner, and employed at least some of the techniques that are 



taught there, such as his pre-departure “capstan meetings.”  This indicates that at least at some level he 

understood and believed in the principles of BRM. 

 

Yet somehow all those lessons of BRM fell by the wayside when Captain Walbridge decided he wanted 

to head south.  No one seems to know why he wanted to go south so badly, but it got in his head and from 

then on he repeatedly made excuses for the decision instead of listening to his officers, listening to the 

weather, and listening to his ship.  I believe that he simply thought that because he had made it through 

rough weather before he could do it again.  I don’t believe it was any more complicated than that. 

 

In the BRM model, the ship’s officers are supposed to be a part of the planning and preparation process.  

They provide valuable input to assist the captain with the tough decisions.  They are encouraged to speak 

up when they have concerns or see flaws in the plan that the captain may have missed.  Yet to the extent 

that they did speak up, they were ignored in this case.  Why?  Without Robin, we can’t know, but it seems 

that he simply got fixated on going. 

 

It has happened before, and not only on board ships at sea.  In 1977 two 747 airliners crashed on the 

runway in Tenerife, Canary Islands, when KLM Flight 4805 attempted to take off from a fogged-in 

runway on which Pan Am Flight 1736 was still taxiing.  Twice the KLM co-pilot informed the captain 

that they did not have runway clearance from the tower, but did not stop the pilot from starting his takeoff 

run.  With 583 fatalities it is still the worst airplane disaster in history. 

 

In both cases, the ship/aircraft officer(s) felt that things were not going right, and spoke up, but the 

captain did not change his plan.  In both cases, the captain was convinced that everything would work out 

fine, probably just because they always had.  In both cases, there was ample information pointing to an 

unsafe outcome, but even when it was brought to their attention the captains did not accept it. 

 

The breakdowns in the Bounty tragedy read like the table of contents of a BRM textbook: 

 

 Chapter 1:  Passage Planning  

o The captain didn’t give his second mate the opportunity to re-plan the voyage in the 

context of the hurricane. 

o The 2
nd

 mate had had training in plotting the 1-2-3 Rule for Hurricane Avoidance.  He 

would surely have recommended a different route. 

 

 Chapter 2:  Complacency  

o The captain told his chief mate that heading out would be fine, after the mate had 

objected to it.  

o He showed the same complacency with respect to the rot discovered in the shipyard, the 

reduced pumping capacity reported by the crew, and the reports of higher than normal 

bilge levels at the outset of the voyage. 

 

 Chapter 3:  Margins of Safety  

o The captain first plotted a course in the general direction of the hurricane, and then 

altered course to pass even closer to it.  His rationale may have been to get to the 

navigable side of the storm, but his location when he made the decision brought him very 

close to the storm, and across its track, and on the side to which it was predicted to turn.  

 

 Chapter 4:  Internal Communications  

o The captain resisted the request by the mate to start talking to the crew about getting 

ready to abandon ship, saying he didn’t want to alarm them.  Good internal 



communication involves keeping people informed so they can be prepared.  As it was, the 

crew knew enough to be talking among themselves about the severity of the 

circumstances, and some were talking about whether they should start taking steps on 

their own.  This led to disorganization, and to a disorderly evacuation. 

 

 Chapter 5:  External Communications  

o The captain waited until the ship was already in-extremis before calling the CG for help. 

o The bilge levels were rising faster than the pumps could handle for at least 24 hours 

before he called the CG.  At this time the wave heights were about 15 feet plus, with 

winds of 20 to 40 knots.   

o That compares to the conditions when the actual rescue took place, when conditions 

included seas of 30 feet and winds up to 90 knots. 

o In the former conditions, the rescue may have been 100% successful, or they may have 

even been able to deliver enough pumping capacity to keep her afloat. 

 

 And all of these demonstrate the development of the Error Chain, compounded by a loss of 

Situational Awareness, exacerbated by Fatigue. 

 

 

So how do we take what we have learned in our Bridge Resource Management classes and use it so we 

don’t find ourselves in a similar situation?  We engage all the ship’s officers to plan the voyage to ensure 

that the plan is thorough; we build in ample margins of safety and we don’t violate them unnecessarily; 

we communicate our plan and safety measures to all on board; we arrange for a reliable communication 

link to someone who can keep track of our status and report us to the Coast Guard if an emergency should 

occur; we manage our crew’s duty schedules to preserve their energy to the extent possible so they have 

the clarity of mind to keep their situational awareness up, which helps everyone spot an error chain as it’s 

developing.  And we listen to our crew when they express concern.  We drive complacency away by 

remembering the accidents that have happened to others, and believe that it could happen to us. 

 

We have to stop thinking of Bridge Resource Management as a certificate, and turn it into a conversation.  

It must be employed actively, not passively.  And it can’t work if the mates are pushing it up from below.  

The captain must be pulling it up from above.  Once you really believe that a bad thing can happen to 

you, you should be glad to have two or three others helping you with the plans to avoid it, and keeping an 

eye out for it starting to happen. 

 

The worst thing we can do is to simply blame Robin for the tragedy, because that allows us to write it off 

as something that won’t happen to us.  “He did something stupid.  I’d never do that.  End of story.”  

When I taught Casualty Analysis at Maine Maritime Academy (a study of casualties involving the Rules 

of the Road) I would start the first lecture by pointing out to the students that in every casualty they read 

they would probably find themselves saying “that was stupid.”  I then would ask them to think back to the 

last time they did something really stupid.  None of us has to look far.  We all do it, even when we know 

better.   

 

That’s why we need to listen to our Bridge Team when they say “Captain, should we consider heading 

east instead of south…?” 

 

 

  



STI Presentation 

Discussion 

 

The illustration was drawn by Jan Adkins for my article in WoodenBoat Magazine, July 2013. 

 

What I’d like to do now is to involve you all in a discussion of BRM as you know it, and how it 

can be made to work aboard your vessel to prevent something like this from happening in the 

future. 

 

Keep in mind that Captain Walbridge attended conferences of the American and International 

Sail Training Associations.  He participated in them.  He could have been sitting in this room if 

the accident had happened to someone else, shaking his head and wondering “what on earth was 

that captain thinking?”  So, we need to talk about this and learn something so we don’t let it 

happen again, to one of us. 

 

I have a couple of questions to start the discussion, but we can take the discussion wherever it 

may go: 

 

1. Who in this group holds a BRM-inspired pre-departure officers meeting? 

a. Can you describe it?   

b. How formal is it?   

c. Which of the above topics do you cover, either formally or informally? 

d. Do you use the language of BRM?  Does that matter? 

 

2. Who in this group conducts some kind of formal risk assessment prior to a voyage or 

evolution? 

a. Is it formal and numerical, or informal and just informative? 

  



Risk Assessment Model for Sailing Ship 

 

Risk Assessment is essentially a part of BRM, but has its own process in some circles.  I saw it 

first when I sailed as a guest aboard the USCG Barque Eagle.  I found it very informative and 

thought it was something that could be useful if adapted to a sail training vessel. 

 

In my article in WoodenBoat Magazine I imagined a different kind of capstan meeting, where 

each of the department heads (mates/engineer/bosun) gave a quick synopsis of the state of 

readiness of their department.  Those were then summed up to give a readiness score for the ship 

and voyage.  It would not have come out strong, and might have provided enough leverage for 

someone to stop the voyage in its tracks. 

 

What areas should be assessed for an evolution such as a voyage departure? 

 Weather 

 Officer Experience 

 Crew Experience 

 Officer Fatigue 

 Crew Fatigue 

 Structural integrity of vessel 

 Structural integrity of rig 

 Integrity of mechanical systems 

 Complexity of route (offshore, alongshore, charted/uncharted hazards) 

 Status of seaworthiness below (gear stowed, ability to prepare meals) 

 Status of all safety equipment and training 

 

Now can we break these down into departments? 

Chief Mate 

 Officer Experience 

 Crew Experience 

 Officer Fatigue 

 Crew Fatigue 

2
nd

 mate 

 Weather 

 Complexity of route (offshore, alongshore, charted/uncharted hazards) 

3
rd

 Mate 

 Status of all safety equipment and training 

Bosun 

 Structural integrity of rig 

 Structural integrity of vessel 

Engineer 

 Integrity of mechanical systems 

Steward 

 Status of seaworthiness below (gear stowed, ability to prepare meals) 

 

 


