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Chief Inspector's Foreword

When the definitive history of the British fishing industry comes to be written, it would cover the
rise and fall of fish stocks and the evolution of fishing vessels from the small beach launched craft
of pre-harbour days to the large ocean going pelagic trawlers of the 21st Century. It would touch on
the many dramas of the seas, of fine seamen and their families, and the many hardships endured. It
would also, sadly, reflect on the disasters that have befallen the fishing industry over the years.
Even today people talk about events such as the great gales of the 1840s when hundreds of
fishermen from Wick, Peterhead, Fraserburgh, Fife and Eyemouth lost their lives.

There would also be references to names well known to us today such as Gaul, Trident, Pescado,
Ocean Hound, Wilhelmina J, Antares, Gorah Lass, Westhaven, Sapphire, Margaritha Maria,
Silvery Sea, and, most recently, Solway Harvester and Tullaghmurry Lass. And there are hundreds
of other vessels whose names are forever engraved on people's memories where people have lost
their lives to leave families, friends and communities grieving.

Some accidents are caused by external factors but most happen because of something that happens
much closer to home. The loss of any fishing vessel, even without anyone being injured or killed, is
a traumatic event but, when lives are lost, the effects can be devastating.

For centuries the hazards of fishing have been well known and accepted. For hundreds of years, the
design of fishing vessels has steadily improved and losses from, particularly, bad weather have
gradually reduced. The number of accidents has also, thankfully, been dropping but the statistics
still show that far too many vessels sink and fishermen lose their lives. The year 2000 was a
particularly bad one; 40 vessels foundered and 32 fishermen were killed. Last year 33 vessels were
lost and 9 fishermen died. Every one of these is one too many, and each death means a family
somewhere is left to grieve the loss of a loved one.

Whenever an accident happens, questions are asked. What happened, why did it happen and could
it have been prevented? They are fair questions and are, occasionally, difficult or even
embarrassing to answer: nobody likes to admit they might have got something wrong. Some of the
most penetrating questions come from victims' families, and MAIB inspectors are often asked if the
accident could have been prevented. There are few things more heartrending than meeting a young
widow, children, or grieving parents of a dead fisherman and trying to explain to them what
happened and why.

In days gone by, it was all too easy to dismiss accidents as 'one of those things,' or an occupational
hazard or caused by a freak wave or bad weather. Whenever a serious accident happens there is a
natural instinct to blame it on something over which the fisherman has no control but, in most
instances, the causes are preventable by those on board.

Since the MAIB was formed in 1989, it has spent an increasing amount of its time finding out what
happened when things go wrong and, more importantly, why. We recruited a fishing vessel skipper
to help us understand more fully some of the implications of what we were discovering. Underlying
all our work is the thought that if we can identify the real, rather than the convenient reasons for the
accidents, we can do something to prevent the same thing happening again. It is our sole aim. The
Branch does not apportion blame, nor does it prosecute people and we work independently of the
insurance companies and the Maritime and Coastguard Agency.



Our reports are published with one specific objective: the prevention of further accidents. The
reports come in various forms, from detailed investigations with recommendations, to much briefer
versions that identify lessons to be learned. The latter are published three times a year in the
MAIB's Safety Digest and, in addition, we produce one fishing industry edition to come out at the
same time as the annual Fishing Exhibition in Glasgow. This Safety Digest is the 2002 edition, and
largely reproduces articles that have already appeared.

Each Safety Digest article briefly describes an accident and then identifies the lessons. They are
written for the person at sea and many fishermen tell us they find them useful. They are also free
and, if you would like to receive them, you need do no more than let us know, or, alternatively, you
can access them on our website www.maib.gov.uk.

The MAIB is not only concerned with identifying specific causes of accidents, but also in detecting
common factors and trends. If people can learn from the things that go wrong there is every
prospect that similar problems can be identified elsewhere and put right before they, too, contribute
to a tragedy. Preventing accidents is infinitely better than trying to cope with flooding in the engine
room, a severed arm or losing a colleague overboard.

One of the most striking discoveries when analysing an accident is that, no matter how big or small,
it is rarely caused by a single event. Accidents are invariably the result of several little things going
wrong in turn. It only needs one of them to go right to interrupt the causal chain. It therefore
follows that accident prevention is all about identifying problems at the time, and putting them right
before it is too late.

'Problems' come in different guises and could be anything from sailing with a known defect, to
having an out of date liferaft lashed down so it cannot break free. It could be putting to sea short
handed, or asking a young lad to do something for which he has not been trained such as keeping a
watch on his own with no knowledge of navigation or Rule of the Road. Every time a blind eye is
turned to a known problem, or someone deliberately takes a short cut, 'because it is quick’, could
well be the trigger that causes an accident. Many of the known problems have been highlighted in
past Safety Digests and have included findings such as sailing with a malfunctioning automatic
bilge alarm. To do so means you are denied the one means available to give timely warning of
flooding. Without it you may have insufficient notice that water is flooding into the engine room to
the extent that, eventually, the vessel sinks.

Fishing vessels of 12m and above are supplied with stability books. Several fishermen have told us
that although these books are carried on board, they are never looked at from one end of the year to
another. Many do not appear to understand them and argue they aren't as good as hard won
experience and intuitive feel. This reluctance to refer to the stability book, or follow what it says, is
often found to be a major factor in founderings. Stability books provide essential information about
such things as the amount of fish that can be carried, and the importance of keeping weathertight
doors and hatches shut at sea when not in use. Skippers who ignore what is said run the risk of
losing their vessels and crew.

When on passage, everyone on board is totally reliant on the watchkeeper maintaining a good
lookout, navigating safely and understanding the Rule of the Road. The MAIB knows that in some
vessels this ideal combination of knowledge, experience and reliability is, to put it mildly, distinctly
suspect. Leaving the wheelhouse unattended for a while, or allowing oneself to be distracted can
have unfortunate consequences. If your inattention leads to a collision or grounding your colleagues
could well lose their lives.


http://www.maib.gov.uk/

Injuries occur from a number of reasons, but among the more common are situations where
something jams, very often when recovering fishing gear. Someone then attempts to free it without
thinking through the consequences. A freed wire suddenly springs back, a net is suddenly pulled
over the side or heavy gear starts to swing freely. Somebody is in the way and unable to prevent the
potentially damaging consequences. People lose limbs and sometimes their lives as a result.

This Safety Digest contains a number of recent incidents together with useful lessons to be learned.
It is so much easier, and infinitely cheaper, to read about other people's misfortunes and absorb the
lessons. By doing so you may well save your vessel, and the lives of everyone else on board.

Of course accidents can happen, but the development of a safety culture is all about preventing
them in the first place.

John Lang
Chief Inspector of Marine Accidents



Case 1l
Take Your Lifejacket and Phone with you

Narrative

The 5.8m Orkney fast liner open fishing vessel, Northern Kiwi, which was powered by a 37.2kW
(50 HP) outboard, was being operated single handedly. The skipper was hauling crab pots, and had
twelve on board when the line tightened on the hauler. A pot or line had snagged on the rocky
bottom in a depth of 46 metres. A northerly force 3 wind was blowing, and the sea was slight with a
chop and a southerly ebbing tide.

The normal practice in such situations was to throw the recovered pots back overboard, and then
start the recovery from the opposite end of the string. The skipper began this process, but having
payed out 2 fathoms of rope, found it had caught in the outboard's propeller.

Moments later, the rope came bar tight and the engine cut out. The skipper tried to raise the
outboard, but the load on the rope prevented this.

The boat was, in effect, anchored. It was also lying with the stern so low that water had started to
come inboard over the transom. The skipper attempted to lighten the boat by ditching some of the
embarked pots, but this made little difference. He thought of diving down to cut the rope, but with
the tide running, thought better of it and chose instead to contact the coastguard on VHF via a local
vessel.

Meanwhile, water continued to be shipped over the stern. The skipper was wearing a lifejacket and,
once in the water, began to recall the advice he had received in survival training. It served him well.
About 10 minutes later he was recovered by another fishing vessel.

The Lessons

This incident could have turned out so very differently. The skipper owes his life to following the
advice so frequently put out by the MAIB:

1. Wear a lifejacket at all times.
2. Let people know if you are in trouble before it is too late.

3. Don't make matters worse by diving in, cutting the rope and then, perhaps, watching your craft
drift gently away before you can re-board it.

4. Carry a VHF radio and make sure it works. If battery-operated, ensure the batteries are fully
charged, or are connected to a suitable power source such as the boat's batteries.

When looking back on his experiences afterwards, the skipper discussed the advantages of carrying
a liferaft for use in such emergencies. As with many similar craft, there was very little room
onboard as the pots took up most of the available space.

There is no doubt that when the chips are down, and there is every prospect of your vessel
foundering, the existence of a liferaft could well make the difference between life and death.
Skippers of small craft must make the choice. Take up commercially useful space or give yourself a



good chance of survival. Friends, family and next-of-kin may have uncompromising views about
which choice to make. Ask them.



Case 2
Near Misses Involving Fishing Vessels

Narrative 1

Having landed her catch, a fishing vessel was returning to the fishing grounds. It was dark,
visibility was good, the sea moderate, and the wind south-southwest force 5. On leaving harbour,
she was steering 135° at a speed of 7 knots and displaying sidelights, stern light and a masthead
light.

When still within 2 miles of her port of departure, the skipper detected a radar contact 2 miles on
his port bow, and shortly afterwards sighted masthead and starboard sidelights along the same
bearing. He estimated this vessel, a general cargo ship, was on a southerly course at about 8.5
knots, and that a risk of collision existed.

By the time the two vessels closed to within 1 mile, the cargo vessel had failed to take any action as
the give-way vessel.

This prompted the skipper to call her on VHF radio, channel 16. Unable to get a response, he
altered to starboard and eventually took all way off to prevent a collision. Radio contact was finally
established when the vessels were very close and the merchant vessel's OOW felt it was too late for
him to alter course or stop. The OOW, who was alone on the bridge, had been working a 6 hour
watch routine, and did not detect the fishing vessel by radar, or see her visually, until she was at
close range.

Narrative 2

A stern trawler was south of Plymouth, towing her gear on a course of 180° at about 3 knots. She
was displaying an appropriate shape to indicate that she was fishing. It was a clear sunny day,
visibility was good and the sea was slight. There was little wind. A tanker was sighted about 6
miles on the port beam, on a westerly course and making good about 13 knots. She was on a steady
bearing.

As the tanker closed, the trawler's skipper became increasingly concerned and, when the range had
closed to about 1 mile, tried calling her on VHF channel 16. There was no reply, and the skipper
was forced to increase to maximum speed to pass ahead of the tanker, leaving it very close astern.
Her OOW, who was alone on the bridge at the time, did not recollect being in a close-quarters
situation, or hearing any calls on VHF radio.

The Lessons

Both instances will be familiar to anyone with extensive experience of watchkeeping. You find
yourself the stand-on vessel, and detect another vessel on your port bow or beam closing on a
steady bearing. You ask yourself 'has he seen me?' and "is he going to give way?" Too often the
answer to the first question is "No" because a proper lookout is not being kept and "No" to the
second because he is unaware of your presence.

Keeping a good lookout and complying with the Rules of the Road pays dividends. Had both
fishing vessel skippers not maintained a proper lookout, or manoeuvred to prevent a collision, the
MAIB would probably be investigating two serious accidents rather than near misses.



To maintain a proper and effective lookout watchkeepers must be alert, look out of the windows,
use binoculars, monitor the radar on an appropriate range scale, and listen for sound signals and to
the VHF radio. Too often watchkeepers will spend a seemingly quiet period doing something other
than keeping an efficient watch. It could be anything from progressing paperwork to reading a
magazine. He might be distracted by monitoring GMDSS or making a lengthy telephone call. There
is also the tendency for either a tired or very bored watchkeeper to fall asleep. Any of these could
endanger people's lives.

If you feel you are under pressure to do something that will prevent you keeping an efficient
lookout, or you are too tired to do it properly, tell someone. The MAIB receives a number of
reports from people in such a predicament, and each one is treated in total confidence. It provides
the Branch with the ammunition to do something about it.

When the OOW is busy, a dedicated visual lookout is an invaluable safety net. When all is quiet, he
is a second pair of eyes and ears, and helps to keep a tired OOW alert. You are required to have a
dedicated lookout at night.

VHF radio is convenient, but it relies on the watchkeeper in the "other" vessel monitoring the
appropriate channel, understanding what is being said, and bothering to reply. Not surprisingly,
many calls go unanswered. But there are real dangers to using VHF when the identity of the other
vessel is unknown. There are a number of recorded incidents when either the misidentification of
the 'other' ship, or a lack of understanding, has contributed to the subsequent collision or incident.

If the situation allows, and you need to make your presence known to the "other" vessel use the
'wake up' signal by whistle or horn, and by flashing light. The signal is required by the Rules of the
Road and, although an inattentive OOW may not see or hear it, somebody else on board the other
vessel might.

Navigation lights are no different to car headlights. An occasional wipe does wonders to improve
their effectiveness.



Case 3
Lone Skipper Trapped in Winch for Several Hours

Narrative

The 9.98m wooden fishing vessel Wakil II was fishing off the Cumbrian coast, when her skipper,
operating on his own, became caught in a winch.

Wakil Il was trawling for prawns. The skipper was hauling for the second time that day and, for
ease in handling and grading, had laid out six empty fish boxes on the small working deck aft.
Because the size of prawns varied so much, this was three more than he normally had. These
additional boxes cluttered the deck and made movement difficult.

The skipper normally squared up the deck before hauling but, because he hadn't finished grading
the previous catch, the six boxes were left in place. He continued to haul at the same time as
grading the prawns.

He was standing near the port winch barrel when he lost his footing and fell onto the port trawl
warp as it was being heaved up. He fell awkwardly and the sleeve of his oilskin jacket caught on a
shackle. He found himself being dragged onto the barrel of the winch. Unable to free himself he
became pinned to the deck beneath the winch barrel by the sleeve of his jacket becoming trapped
from the cuff to the neck. The winch was not fitted with a dead-mans handle. The winch did,
however, stop. The resistance of the skipper being trapped proved too much for the small diesel
engine providing power to the winch, and it cut out. Injured and in a lot of pain, he lay trapped
beneath the winch for about 9 hours. It began to get dark and the navigation lights were not
switched on. He became very worried that he might not be found and realised his vessel was in
danger of drifting onto the rocks at St Bees Head and breaking up. Concerned that by remaining
trapped he might drown, he put as much effort as he could into freeing himself. He eventually
managed to rip his oilskin jacket from the arm up to the neck, freeing first his head and then the rest
of his body. He managed to make his way to the wheelhouse and raise the alarm. He was also
suffering from mild hypothermia and switched on the heaters.

St Bees inshore lifeboat, and the Workington lifeboat with a doctor onboard, were launched and
tasked to the scene. The skipper was transferred to hospital suffering from shoulder, facial and rib
injuries. He made a full recovery.

The Lessons

1. Single-handed operations carry additional risks. If anything goes wrong, you are on your own
and there is nobody to help or raise the alarm. There are obvious safety advantages to having two
people on board, but if circumstances dictate that you have to operate on your own then additional
care has to be taken. The temptation to take a short cut or do something that is inherently unsafe
must be resisted.

2. Always clear the working deck of any tripping hazards before hauling or shooting. The MCA has
produced a very useful leaflet called Fishermen and Safety which is worth reading. It is free!

3. There is no evidence to indicate this skipper suffered from shock in this particular accident, but
anyone in such a situation may well be affected. Never underestimate its effects. Until you have
experienced it, you cannot imagine how it constrains your ability to do things you might normally



find straightforward. Double your efforts not to take an unnecessary risk. Prevention is so much
better than cure.

4. Dead-man's handles fitted to winches make sense. It means the winch can not be operated

without applying pressure to the control lever. Had such a device been fitted in this instance, the
accident is unlikely to have happened.

5. Even if you do operate your vessel single-handedly, it is still advisable to carry out a risk
assessment, if only in a simplified form. The risks taken by the skipper in this case could have been
identified and addressed, thus preventing the accident from happening.



Case 4
Low Freeboard Causes Two Fatalities

Narrative 1

Donna M, an 8.8m decked vessel, was fishing for L - : -
lobsters and crabs about a mile south of the Island of ¢ s //
Sanday in the Orkney Islands. The vessel was [0 - e S
shooting and recovering pots in fine weather one '
afternoon at the end of August. The skipper had
only just purchased her, and this was his first trip
carrying 50 lobster/crab pots.

The previous owner had used the boat mainly for A
prawn potting, but had occasionally fished for - f’ 1B

lobsters and crabs with just 30 pots. Prawn pots ?;'“
weigh much less than lobster/crab pots. /

Donna M's freeboard was very low at the aft end. i e
Her skipper assumed the previous owner had carried 3 Lo |
a similar load of 50 pots, and that the low freeboard 3 :
was normal. He was unaware that by carrying this \
many pots he had reduced the freeboard to an unsafe ' !
level. R S S

When underway on the day of the accident, water
flowed on to the aft deck through the freeing ports.
The crew might not have been aware of this

development because the pots were stowed aft, and
prevented anyone from seeing what was happening.

There was a non-watertight hatch in the aft bulkhead with a low lip at the bottom edge. The water
lying on the aft deck would have lapped over this lip as the vessel pitched and rolled. This water
would have settled in the bilges.

This floodwater then built up to such an extent that it penetrated the wiring to the electric bilge
pump. The wiring was in poor condition, and the effect was that it disabled the bilge pump.

It is possible the crew were unaware that the pump was disabled to start with and, when they
switched it on, might have assumed there was no water in the bilges. They must have realised
something was wrong eventually because they tried to rig the deck wash pump to pump out the
bilges. Before this could be achieved, however, sufficient water had flooded into the vessel and
Donna M capsized.

The two-man father and son crew were both lost; neither was wearing a lifejacket.



The Lessons

1. Skippers should ensure that their vessels have adequate freeboard when loaded.
There are no statutory requirements regarding freeboard for fishing vessels under 12m, but the
formula in the Workboat Code published by the MCA is a good guide.

2. A relatively high percentage of accidents occur in vessels that have just changed owners. New
owners or skippers should, so far as possible, do their best to establish how the previous users
operated the vessel, paying particular regard to stability considerations and weights embarked.

3. Lifejackets should be worn. Comfortable self-inflating lifejackets, suitable for constant use, are
readily available. Further guidance is shown in MGN 155(F), provided free by the MCA.

4. Bilge pumping systems should be regularly inspected to ensure they are reliable. Further
guidance is shown in MGN 49(F), provided free by the MCA.



Case 5
Saturated Buoyancy Causes Dory to Capsize

Narrative

At midday in late August, the 8m long GRP dory Fisher Lad was fishing in Scapa Flow in the
Orkney Islands. The wind was force 4 to 5 and the sea was choppy.

While deploying a string of pots, the back rope snagged the threads of a bolt protruding below the
rack in the port aft corner. When the next large wave came along, the stern failed to rise because it
was now firmly anchored by the back rope tethered to the pots. The wave swamped the open deck,
and because the hatch to the engine room was not watertight and there was no protective coaming
around it, water flooded into the engine space below. The weight of the floodwater, together with
an estimated 300kg catch onboard, caused the freeing ports to dip below the waterline. This, in
turn, lead to progressive flooding. The bilge pump in the engine room was unable to cope and
Fisher Lad capsized.

The crew had insufficient time to either don lifejackets, or send a distress message on the VHF
radio. They were, however, rescued by the crew of a nearby fishing vessel, and Fisher Lad was
recovered back to Stromness where she was later salvaged intact.

Fisher Lad was constructed of an outer GRP hull moulding, into which was laid an inner deck
moulding. The space between the two was partially filled with foam, which, over a period of time
had absorbed a quantity of water. This progressively reduced the vessel's freeboard, making her less
stable and more vulnerable to capsize.

Footnote

The MAIB has investigated several accidents involving dories similar to the one described here,
where water has penetrated one or both mouldings, and the foam-filled void has, over time,
absorbed a great deal of water.

Boat builders have ceased production of this particular design partly because of the problems
associated with water ingress into the void.

The MAIB regularly recommends that fishermen wear lifejackets. At the same time the Branch is
well aware that many who have tried to do so find that they soon become damaged, become
covered in fish oil, or have a tendency to catch on things. Despite the best intentions, even the most
determined fishermen will become disillusioned in such circumstances, and be tempted to abandon
the endeavour as a waste of money and effort. There is another approach. Talk to the
manufacturers, or get your association to represent you. The people who design and make
lifejackets will listen to your concerns, and will do their best to overcome the problems. Unless
they have practical feedback from sea, they are unlikely to get it right first time. The manufacturer
would like nothing better than to hear that fishermen approved their product.

The Lessons

1. Owners of GRP dories should investigate any change in freeboard, as this might be the result of
water entering the void.



2. If there is reason to believe that water is present in the void space, seek expert advice before
attempting to use the craft.

3. Water in the void should be cleared, and any damage to the hull and decks carefully checked and
repaired. Particular attention should be paid where it is known that a dory has capsized before.

4. Flush hatches in open decks should be watertight. If it is necessary to have non-watertight
hatches, the opening should be protected with an adequate coaming.

5. Always wear a lifejacket. Although it is obviously impractical to wear survival suits when
fishing, consider having them readily to hand. In other parts of the world many fishermen have
cause to be grateful for having them on board. Assuming there is time to put them on, they have
been found to be a very effective protection against the cold of seawater immersion, and ensured
the survival of people who would otherwise have lost their lives.



Case 6
For Appearance's Sake

Narrative

Atlantic Princess is a large, 92.04m stern trawler, with a crew of 34. At 2015 on 23 November
2000, and following a 12 hour search for fish, she prepared to shoot her nets in the English
Channel, about 17 miles south of the Isle of Wight.

Four of her deck crew went aft to shoot the nets under the control of the fishing skipper who was in
the wheelhouse. He was positioned at the winch controls overlooking the aft working deck.
Shooting began. Two of the crew attached the head line transponder and then moved to two small
pound areas at the stern from where they were to attach towing wires to the net's wings.

The man on the port side attached his wire, but then noticed his colleague was not where he had
expected to see him, in the starboard pound. Thinking he had gone to the toilet, he moved across to
starboard to attach the towing wire. At almost the same time the fishing skipper also noticed the
man was missing. He went aft to investigate.

When they failed to find the missing crewman they realised he must have gone overboard. It was
dark and the wind was force 4 to 5.

A "Pan Pan" message was broadcast, and the Solent Coastguard initiated a search and rescue
operation. Atlantic Princess recovered her nets and joined the search. A helicopter, a lifeboat and
several merchant and fishing vessels also took part. The crewman was not found, but his self-
inflating lifejacket was recovered. This was found inflated with its light illuminated and the buckle
on its harness fastened.

Nobody saw him go over the side, but the circumstances suggest he was standing in the starboard
pound to connect the towing wire to the net. A feature of the pound is its proximity to the stern
roller, which rotates as the nets are paid out. It is impossible to say what happened, but the
possibility exists that he was somehow taken overboard by the rotating roller.

The crewman had been wearing ordinary clothing: a hard hat and the inflatable lifejacket. Only the
lifejacket was found and recovered. Once again, it is impossible to reconstruct exactly what
happened, but a properly secured lifejacket should not have become detached. The evidence
suggests it was not being worn correctly, and it is likely the victim slipped the lifejacket over his
head without passing the harness around his waist. When he entered the water the lifejacket slipped
off. The particularly sad feature was the relative ease with which the lifejacket was subsequently
seen, but nothing was found of the man.

The Lessons

1. The aft boundary of the two stern pounds is the stern roller. Because this is able to rotate freely it
cannot serve the same purpose as a guardrail or bulwark. Without a barrier between the pound and
the roller, crew can easily come into contact with the roller. If it is turning, it might then drag them
overboard. Stern rollers should be viewed in the same way as any rotating machinery. They are
dangerous and must be guarded if personnel are likely to be very close by.



2. Atlantic Princess's crew generally recognised the importance of wearing a lifejacket while
working on deck. The victim, however, apparently failed to don his properly, and did no more than
slip it over his head. Perhaps he thought it was unnecessary as he was only expecting to be on deck
for a few minutes. To the casual onlooker it would appear as if he was wearing one.

3. The value of a lifejacket is entirely dependent on it being worn properly and secured correctly. A
snug fitting model is both comfortable - and a life saver.

Accidents are no respecter of time. Dangers exist no matter how brief the stay on deck.



Case 7
Fatal Accident while Shooting Pots

Narrative
Orknay Design of a
Soparation System

The 11.19m potting vessel Dunan Star was
shooting for dog whelks 1.5 miles southwest of the
Isle of Arran, when one of the two people on board
became entangled in the back rope of a fleet of
pots and was dragged over the side. He was not
wearing a lifejacket.

The other man on board, the skipper, heard his
colleague's shouts and rushed forward to put the
engines full astern in an attempt to reduce the
weight on the back rope. He also grabbed a knife,
but by this time the crewman had been dragged
over the side and was nowhere to be seen. The

Shooting Post

Pound Boards

weight of the fishing gear had pulled him under the e
water. Tiil Aopes
The skipper then grabbed the next pot, jammed it \
under the gunwale and cut it from the back rope.

This created more slack, and enabled him to get

the backrope into the hauler and start heaving. .’:iﬁ‘.-‘:}

He then managed to heave the crewman back to
the surface; still caught up in the backrope. He cut

away a pot that was roped against the crewman's
leg, but this led to more weight coming on to pull him back under the water.

Once again the skipper heaved on the hauler until the crewman reappeared, but by now the boat had
drifted through the effects of the wind and tide and the victim was being pulled away from the boat.
He also had some of the back rope around his chest and arms. The skipper, who could not reach the
bight of rope around the crewman's leg, cut some of the rope around his chest in an effort to relieve
the strain on his upper body. Having done so, however, the skipper was left holding the rope that
led to the hauler. The deckhand was dragged underwater once again. He was not seen alive again.

The skipper contacted the coastguard immediately. A helicopter and lifeboat were tasked, and a
short time later, with the help of the lifeboat crew the body of the deckhand was recovered. He was
still entangled in the fleet of pots.



The Lessons

1. This is a horrific situation that no
fisherman would ever wish to be in. The
majority of potting vessel crews are well
aware of the hazards involved when shooting
pots, and take care to avoid them. Too often,
however, accidents happen. By far the most
common occurs when shooting pots, and
involves somebody getting caught in a bight
of back rope. Pay particular attention to
keeping your feet out of the bights of back
rope.

2. If the deck space allows, try adopting an
alternative system whereby the back rope is
detached from the pots and stored
independently. When shooting, the rope is
then physically separated from the crew.
Information on the system is available from
the Sea Fish Industry Authority (SFIA).

3. There is no means of telling whether a
lifejacket would have helped save a life in
this situation. What can be said with
confidence is that his chances of survival,
however slim, would have increased had he
been wearing one. Always wear a working-
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type lifejacket when on deck. You never know when you might depend on it.

4. Seeing a colleague being dragged over the side is a nightmare scenario. Several things have to
happen at once, including taking the way off the boat. With the passing of each second the victim's
chances of survival diminish. The greatest effort must be to free, almost certainly by cutting, the
rope outboard of the body. This frees the weight pulling the body down, but before it can even be
contemplated, it is essential to reverse the shooting process and start hauling.

5. If, as must be hoped, the victim is back on the surface and still alive, an altogether new problem
emerges. How do you get him back on board? Every skipper should ask himself that particular

question - and answer it!




Case 8
Upside Down Louvres

Narrative

At about 0100 on 8 October 2000, the 29m, July 2000-built, fishing vessel Crystal River was
fishing about 85 miles west of Bergen, Norway. A gale force 8 was blowing; the sea was moderate
to rough. The gear had just been shot with the crew working the fish when there was a sudden total
loss of electrical power. On entering the engine room, one of the crew found the switchboard on
fire. Grabbing the adjacent fire extinguisher he managed to put it out. The resultant damage to the
switchboard prevented main electrical power being restored. All propulsive power was lost.

Without propulsion, Crystal River lay with the wind and weather on the quarter. Water, which had
collected at the stern, ran forward into the fish hopper area. Without hydraulic power, the crew was
unable to close the stern trawl doors tightly enough to prevent further seas coming inboard.

With water slowly building up on the fish deck, it started to slosh about on deck and she took on a
list to port. Realising the potential danger, the skipper instructed the crew to cut away the fishing
gear. The situation deteriorated further as the water on the fish deck found its way through the
hatch into the fish room below. To add to the confusion, fish bins broke loose and started to roll
about on deck.

With the gear cut away, the amount of water coming through the trawl doors reduced. At the same
time the vessel's motion eased as the water on deck downflooded into the fish room below. This
made it much easier for the crew to move about. Although a small portable generator and a salvage
pump were carried, the volume of water sloshing about on deck was beyond its capacity to cope.

The skipper contacted the oil rig Paul B Lloyd Jr, whose watchkeepers contacted the coastguard. A
Norwegian coastguard cutter stood by until the fishing vessel Fertile arrived to take Crystal River
in tow to Lerwick, where she arrived at 0745 the following morning.

Although it was the fire on the main switchboard that started this unfortunate chain of events, the
initiating cause was water leaking into the internals of the board, causing a short-circuit between
adjacent busbars. The source of the water was thought to be from the engine room ventilation fans,
which were found to have their inlet vent louvres fixed upside down. This allowed water to feed
into the fan. Not only did this permit unwanted moisture to pass into the engine room, but also
allowed water to drip on to the switchboard. The shaft generator was also found to be wet from salt
water.

Footnote
Under ideal design conditions, ventilation trunking and piping systems should be routed well away
from switchboards. If space restrictions make this unavoidable, NO joints in either system must be

positioned above the switchboard.

Switchboards should not be installed close to, or under, hatches or other openings through which
water might come.



The Lessons

1. Check the fitting of fan louvres to see they are preventing, rather than encouraging, water to pass
through them.

2. Always ensure the switchboard is fitted with a sufficiently large top cover to prevent water
entering from above. It should also be capable of deflecting it away from any electrical equipment
or connections.

3. Check that all watertight hatches and doors can be securely closed, not only when hydraulic
power is available, but also by hand hydraulic methods.

4. Free surface effects brought about by loose water sloshing around on deck can rapidly change an
uncomfortable situation into a highly dangerous one. Water will enter fish decks at some point, and
adequate deck drainage arrangements must be fitted to cope with this ingress.

5. Equipment fitted on the fish deck, and indeed in all spaces, MUST be securely fixed to the deck
or the structure. If it has to be portable, then make sure that in rough weather it can be anchored
securely to part of the structure. Loose items of equipment can cause injury or worse.

6. The installation of an emergency generator, capable of providing sufficient power to run
necessary main engine auxiliary plant under emergency conditions, would have enabled the vessel
to regain some control of the situation. Engine-driven stand-by pumps avoid this problem.

7. Crystal River's skipper was well aware of the dangerous effects of free surface water and the
need to get rid of both top weight, and water, sloshing around in the hold.



Case 9
Attention to Safety Saves Lives

Narrative

Penrose, an 8.94m (29.5ft) long wooden vessel was fishing for pilchards near St Michael's Mount
in Cornwall on the night of 16 December 1999. The wind was force 4 to 5 and, although it was
overcast, visibility was 20 miles.

The fishing was good and Penrose was heavily loaded. The weather worsened, and the vessel was
swamped by a couple of waves which wouldn't clear the deck. It is possible flooding of the lower
spaces took place. The skipper advised the coastguard by VHF radio that he was taking on water.
Although no flooding could be identified, the vessel started to list shortly after the radio call was
made. By now the radio had stopped working, so the skipper used a mobile phone to call his agent,
who relayed their distress to the coastguard.

Although the vessel was not required to have a liferaft, one was fitted. It was deployed manually,
and the crew of three evacuated. Distress flares were activated, and were seen by a coastguard
officer in Penzance. Some members of the public also saw the flares, but did not think they were of
any importance. The Penlee lifeboat rescued the crew.

Penrose capsized and foundered.

The three fishermen had all attended the basic survival at sea course, and found this training to be a
great help.

Footnote

The Fishing Vessel Code of Practice for the Safety of Small Fishing Vessels under 12m in length,
came into force on 1 April 2001. Because of the colour of the paper it is printed on (pink), it is
known as 'The Pink Code' and has a single aim: to raise the safety awareness of those involved with
the construction, operation and maintenance of fishing vessels with a registered length of less than
12m.

If you take the Code seriously and comply with the various requirements, there is every prospect
you will never need to put its lifesaving components to the test. And if the worst comes to the worst
and something does go badly wrong, there is every chance you will survive - just like the crew of
Penrose.

The Lessons

1. Although the boat was lost, readers of the narrative will notice that every item of safety
equipment worked when needed. This is as it should be.

2. The owner of the vessel paid particular attention to safety. Although Penrose was not required to
carry a liferaft, one was carried and it might well have saved the lives of three men. Had one not
been carried, the crew would almost certainly have found themselves in a rough sea on a winter's
night. Survival times in such conditions are measured in minutes.



3. All fishermen should attend the three basic safety training courses. The training that this crew
received on the sea survival course paid dividends during this incident. Other accidents have shown
that training in first-aid and fire-fighting can also save lives.

4. Flares are required, so make sure they are carried on board. Anyone who sees a flare should
report it to the coastguard.

5. If you get into difficulties, follow this skipper's example - tell the coastguard. It is there to help
you and the more information you can pass, the better able it is to assist.

6. A mobile phone is acceptable as a backup means of communication. If you have one, take it with
you when you go fishing.

Under normal circumstances distress messages should always be transmitted by radio but, should
this not prove possible, a mobile phone call may well be the difference between life and death.



Case 10
Engine Room Flooding Leads to Loss of Vessel

Narrative

The 21.09m Banff-registered fishing vessel Annandale was fishing 16 miles NNE of the Shetland
Islands when her engine room started to flood.

It was not discovered in the early stages; both skipper and crew were busy working on deck
clearing the gear that had become foul. When the skipper eventually returned to the wheelhouse he
was alerted to a problem by a gearbox low oil warning light.

On entering the engine room he discovered it had flooded to about 1.7m above the bilge level and
was already half way up the main engine casing. The engine room bilge alarm had failed to operate.

The skipper attempted to close the seacocks, but was unsure whether his actions had been
successful. In the event, it seems he failed to reduce the ingress of water. No attempt was made to
use the auxiliary or the hand bilge pump.

The mate, who had already organised the crew in preparing a liferaft, managed to contact a nearby
fishing vessel and request assistance. In response, the other vessel began to haul her gear.

Shetland Coastguard also intercepted the call and offered assistance by arranging pumps to be
flown out. It was estimated they could be on scene within 20-25 minutes. The offer was, however,
rejected on the grounds that it would be too late to prevent her from sinking before the rescue
services could arrive on scene.

Because he was worried that Annandale might sink before help arrived, her skipper started to head
towards the other vessel about four miles away.

For the second time Shetland Coastguard offered to assist by flying out pumps but, once again, the
skipper refused on the same grounds as before.

When Annandale was still about one mile from the other vessel her main engine stopped. The water
level had now reached the top of the main engine casing and was beginning to enter the aft cabin
space. The other vessel closed her, and the decision was made to transfer Annandale's crew. Before
executing the transfer, a previously made up towline was passed across.

Once the crew was safely on board the rescuer, Annandale was taken in tow. About 30 minutes
later, and some 2 hours after the flooding was first discovered, she sank.

The Lessons

1. As so often happens, the precise cause of the flooding cannot be determined. It is an all too
familiar story, and there could be any number of explanations. The main lessons in this instance are
not so much to learn from initiating causes, but with what happened after the flooding started.

2. One of the main reasons why Annandale sank is that it took so long for the flooding to be
discovered. Had those on board been aware of what was happening in the first few minutes, there is
every prospect the sinking could have been averted. Fishing boats are designed, and maintained, to



keep water out. If this fails, the crew's overriding responsibility is to detect flooding with the
minimum of delay and contain it.

3. There are various reasons why the flooding wasn't detected for so long (post-event calculations
point to it having been in the order of three hours before anyone realised what was happening).
There was, for instance, nobody in the wheelhouse for some three hours. Leaving it unattended for
such long periods is bad practice. Quite apart from the obligations to maintain a good lookout, it
meant nobody was in a position to respond rapidly to any alarm; no matter how triggered.

4. The bilge alarm failed. Once again it is not known why, but the number of times the MAIB
receives reports of flooding in vessels where the high-level bilge alarm did not function is very
worrying indeed. The most common reasons are a lack of inspection and inadequate maintenance.
The lessons are all too obvious: always ensure high-level bilge alarms are easily accessible, are
inspected and maintained on a regular basis, tested regularly and switched on.

5. Once flooding has started, skippers face a major damage control predicament. Several things
need to happen more or less simultaneously: identify the source, isolate it if at all possible, start the
pumps, alert the authorities, initiate damage control procedures and anticipate having to use the
lifesaving equipment. All this is much easier to achieve if the crew have anticipated such a
possibility and been trained to cope with it. The chances of a successful recovery are greatly
increased if the rate of water ingress can be stemmed. Remember that the further below the
waterline the point of entry, the faster the water comes in.

6. Get the auxiliary and hand bilge pumps and, indeed, any other pump, into use as soon as
possible. The deeper the vessel settles, the greater the rate of ingress.

7. Seek, but don't necessarily rely on, outside help. The rescue services will do what they can to
provide high capacity salvage pumps and, unless there are exceptional circumstances to do
otherwise, accept the offers of help.

8. Listen to coastguard advice. While your flooding incident may be the first you have encountered,
coastguards accumulate wide experience in reacting to such predicaments.

9. You never know when you might have to use your lifesaving equipment. Make sure you are
confident in your ability to use it.

10. By far and away the best way of avoiding such a situation is to prevent it happening in the first
place. Many flooding incidents occur because of faulty pipework. Don't let it happen to you. Time,
effort and resources spent on maintaining sea water service pipework and associated valves will
greatly reduce the need for you to put some of these lessons to the test.



Case 11
Defective Bilge Alarms Lead to the Loss of two Large Vessels

Narrative

Case 1:

Wistaria II, a 22.04m (72ft) long wooden vessel was trawling about 4 miles to the south east of the
island of Barra on the morning of 26 October 2000. The wind was about force 6 with a 3 to 4 metre
swell.

The first indication that something was wrong, was when the electrics cut out. The man on watch
went into the engine room and discovered floodwater about 0.5m (1.5ft) above the floor plates. The
bilge alarm in the engine room had not activated.

The skipper was called whereupon he instructed the crew to prepare to abandon ship. He alerted a
nearby fishing vessel, which relayed their distress to the coastguard. The skipper then entered the
engine room and started a bilge pump. Because the floodwater was too deep he was unable to shut
the seacocks. By now the rest of the crew had already taken to the liferafts. The floodwater
continued to build up, and when the deck edge started to dip below the waterline, the crew urged
the skipper to evacuate. He did so.

The fishing vessel Three Sisters and the Barra lifeboat rescued the crew. Wistaria I sank during the
afternoon.

Case 2:

Esha Ness, a 24.31m (80ft) long steel vessel was trawling about 60 miles south east of the
Sumburgh Head on the morning of 4 November 2000. The wind was about force 4 with a slight
swell.

Floodwater was first found in the cabin. The skipper thought this had probably come from the
engine room, so he opened the door to this space and found it was half full of water. The engine
room bilge alarm had not sounded.

The skipper went to the wheelhouse and sent a distress message to Shetland Coastguard, before
returning to the engine room to try and see what was wrong. The seacocks were all submerged by
that time, so couldn't be turned off. The vessel was fitted with electric bilge pumps, but these
couldn't be used as the floodwater had disabled the electrics.

The skipper asked the coastguard for a helicopter to bring portable pumps to Esha Ness, but the
helicopter could not get there in time. Three crew evacuated the sinking vessel by climbing into a
liferaft and were picked up by the fishing vessel Evening Star. A little later Evening Star came
alongside to take off the skipper and mate. Esha Ness sank soon afterwards.

The Lessons
1. These vessels were lost because their engine rooms flooded. Both skippers thought that the most

likely source of this flooding was a burst pipe. No warning was provided by the bilge alarms fitted
in these spaces.



2. Fishing vessel crews should be particularly vigilant about pipe corrosion, as this has been the
main cause of flooding incidents. If a piece of pipe shows signs of corrosion it MUST be replaced.
It should only be repaired as a temporary measure. Once a pipe has corroded through in one place it
is probably about to do the same in other places as well.

3. Seacocks should be readily accessible. Extended spindles should be fitted so that these valves
can be closed in the event of flooding. This provides some insurance against burst pipes, because it
enables the water to be cut off at source.

4. Bilge alarms are one thing; working bilge alarms are another. Had they worked on these vessels,
it is likely that there would have been sufficient time to identify the source of the flooding, and
make emergency repairs. Bilge alarms are inexpensive in relation to the cost of a large fishing
vessel; fit good quality units, which are connected to wiring fitted inside protective conduit.

5. All the bilge alarms should be tested regularly. They are usually fitted in the engine room and the
fish hold and, sometimes, in other spaces as well. As a minimum, testing should be undertaken
before each fishing trip.



Case 12
The Invisible Killer

Narrative ,_L | e

During the afternoon of 10 June 2000, preparations : .
were being made for the 29m fishing vessel, AEE - s B
Mariama K FR242, to leave Douarnenez, France. R '
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One crewman was ashore, the skipper was resting o | jll‘l
and the engineer was, among other things, pumping _ = |
out the engine room bilges using a portable petrol- 1l
driven pump within the engine room. Its engine
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exhausted directly into it. Hoses on the pump led into
the bilge for suction, and up through the engine room emergency escape hatch, for discharge. This
pump was being used because the vessel's own power-driven bilge pumps were defective.

The pump had been running for well over an hour, without ventilation fans or any other machinery
running, when the crewman returned from ashore. He went looking for the engineer 20 minutes
later, and found him in the engine room, unconscious and slumped over the portable pump which
was still running.

After stopping the pump and briefly attempting to revive the engineer, he called the skipper who
also made similar efforts. These too were unsuccessful, and the emergency services were alerted
from a telephone ashore.

The fire service, police and a doctor arrived, but none was able to revive the engineer. In their
efforts a number of the emergency service personnel were seriously affected by the fumes in the
engine room, as were the skipper and crewman.

The engineer was found to have been poisoned by carbon monoxide.
The Lessons

1. Portable pumps may be very useful; particularly in an emergency. This is shown by the number
of incidents where these pumps are supplied by the coastguard to vessels having flooding problems.
However, they should always be used with their engine exhausting into a well-ventilated area.

2. Petrol gives off highly flammable fumes that are heavier than air. Therefore, using a petrol
engine within an engine room runs the risk of explosive fumes accumulating in the bilges;
particularly if ventilation is poor.

3. Carbon monoxide gas can be produced by any system which burns a fuel such as petrol or diesel.
As it has no smell, it is a notoriously difficult gas to detect without instrumentation, and yet it is
extremely poisonous. In this incident, even trained fire officers were unable to detect the presence
of the gas without a meter.



4. Portable engine-driven pumps must be seen as for use in emergency conditions only. They
should not be seen as a replacement for the vessel's own power pumps.



Case 13
Heavy Weather Damage in Sea Areas Rockall and Hebrides

Narrative

A number of fishing vessels have suffered heavy weather damage while fishing to the west of
Scotland. Three such cases are the accidents involving Aurora, Solstice II, and Audacious, all of
which are large well-found vessels.

Case 1:

Aurora, a 23.71m (78ft) long steel vessel was trawling to the south of Rockall on the afternoon of 4
May 1997. The weather was worsening with the wind increasing from force 7, to 9 or 10.

There had been a problem with the trawls, and the gear took longer to haul than normal. The vessel
was beam on to the weather during this operation. Just before the port net was hauled, the skipper
noticed a huge wave approaching. He was able to warn his crew, and three of them were able to
hold on. The fourth could not, and was washed overboard.

The wave knocked Aurora on to her beam-ends, pushed in a bridge window and caused flooding.
Some of the bridge equipment was damaged, and the vessel lost steerage. This made it impossible
to come round and recover the man in the water. He wasn't wearing a lifejacket and was lost.

The wave also broke a sidescuttle in the mess on the starboard side. Additional flooding was caused
by this broken glass, and also by water ingress through the open fish hatch. The crew was
eventually able to restore power and steerage, and subsequently made it back to port, escorted by
the fishing vessel John Scott.

Case 2:

Solstice 