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SYNOPSIS
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1.

SYNOPSIS.

1.1

On the 20th February, 2002 the fishing vessel "Mark Amay" arrived in Galway to
discharge her catch. At approximately 0930 hours discharging operations
commenced.

1.2

At approximately 1045 hours Mr. Alan Patrick Flaherty fell from the shelter deck
into the hatchway and landed in the fish hold incurring fatal injuries.

FACTUAL
2.

FACTUAL INFORMATION

2.1

DESCRIPTION OF VESSEL

2.2

VESSEL NAME:

MARK AMAY

CONSTRUCTION:

2002.

PLACE OF CONSTRUCTION:

DENMARK

REGISTERED LENGTH:

32.75 metres

GROSS TONNAGE

756 Tonnes

CREW:

6 Irish Nationals
4 Russian Nationals
1 Spanish National

The deceased, Mr. Alan Patrick Flaherty was aged 49 and was an experienced
fisherman having crewed aboard the "Mark Amay" since its launch.
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EVENTS PRIOR
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3.

EVENTS PRIOR TO THE INCIDENT

3.1

The vessel "Mark Amay" had been at sea fishing for approximately six days.

3.2

The vessel arrived in Galway Docks at approximately 0900 hours on the morning
of 20th February 2002.

3.3

The vessels crew made ready the vessels crane and discharge of the catch
commenced between 0930 and 1000 hours.

3.4

The day was fine. The Skipper reported it was somewhat windy in the bay but
calm in the docks.

3.5

Prior to discharge of the catch it is necessary to remove the shelter deck hatch
and open the main deck fish room hatch. (See Appendix 8.1)

3.6

The crane used to discharge the catch is located on the portside of the deck.
The crane is located approximately 6 metres aft of the access hatch on the
shelter deck. (See Appendix 8.2)

3.7

One of the crewmembers, Mr. Sean Arrow, was operating the crane and Mr.
Flaherty, who was in place at the shelter deck hatchway, was giving directions.

3.8

In the normal course of events the operation of the crane would be a one-man
operation (See Appendix 8.3) but the remote control for the crane that enables
the operator to stand at the hatchway was not operational.

THE INCIDENT
4.

THE INCIDENT

4.1

At approximately 1045 hours Mr. Flaherty reached out to guide the wire lifting
fish boxes out of the fish-hold and slipped and fell.

4.2

The persons present in the fish-hold did not witness Mr. Flaherty fall but heard
the ‘thud’ as he fell into the hold. There were no other witnesses to the fall.

4.3

The emergency services were called and Mr. Flaherty was removed to hospital
where he died a short time later.
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5.

EVENTS FOLLOWING THE INCIDENT

5.1

Mr. Flaherty was an experienced fisherman.

5.2

Mr. Flaherty was not wearing a hard hat at the time of the accident. Mr. Flaherty
was not wearing working shoes or boots at the time of the accident. It is believed
that Mr. Flaherty was wearing clogs when he fell into the hold.

5.3

The Hatchway on the shelter deck has a small coaming of approximately 0.7 of a
metre.

5.4

The hatchway on the shelter deck had a facility with stanchions and ropes that
could be rigged to afford personnel protection against falling into the space. This
protection was not in place at the time of the accident.

5.5

There were no warning signs to indicate to the crew that protective ropes should
be in place.

5.6

The crane used to discharge the catch was in good working order. The remote
control option to operate the crane was not operational.

5.7

The day was fine and as the vessel was in a dock basin the vessel would have
experienced very little movement alongside the quay.

CONCLUSIONS
6.

CONCLUSIONS AND FINDINGS

6.1

The accident to Mr. Flaherty could have been prevented if the protective
stanchions and ropes were in place.

6.2

The policy of using proper safe working gear on board at the time of the accident
was either not in place or not being followed.

N.B.

since the incident warning signs are now in place to indicate to the crew that
protective stanchions and chains should be in place prior working. The vessel has
developed a detailed safety statement indicating areas and degree of risk.
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7.

RECOMMENDATIONS

7.1

The owners of fishing vessels should introduce written safety procedures on board
the vessel in languages that are understood by all crew regarding potentially high
risk operations. These procedures should be supplemented with warning signage
where appropriate.

7.2

The Safety Statement on any fishing vessel should be an evolving document and
risk assessment should be carried out to highlight areas of high, medium and low
risk. Precautions and procedures to be followed to negate risk should be
contained in the Safety Statement.

7.3

A Marine Notice should be issued warning fishermen regarding the dangers of not
adhering to proper procedures when working on deck near open hatchways.

APPENDICES
8.

APPENDICES

8.1

Photo of shelterdeck hatch and main deck fishroom hatch

8.2

Position of Crane

8.3

Photo of one-man operation crane.
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APPENDIX 8.1
8.1
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Photo of shelterdeck hatch and main deck fishroom hatch

APPENDIX 8.2
8.2

Position of Crane
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APPENDIX 8.3
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APPENDIX 8.3
8.3

Photo of one-man operation crane.
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CORRESPONDENCE
MCIB Response

THE MCIB RESPONSE TO THE LETTER FROM THE HEALTH AND
SAFETY AUTHORITY DATED 26TH NOVEMBER 2003
The MCIB notes the comments received.
In view of the last paragraph of this letter the MCIB has sent a copy of
same to the Department of Communications, Marine and Natural
Resources.
The MCIB does not have an enforcement role.
The purpose of an MCIB Investigation is set out in Section 25 of The
Merchant Shipping (Investigation of Marine Casualties) Act, 2000 to
establish the cause or causes of a Marine Casualty with a view to
making Recommendations for the avoidance of similar Marine
Casualties. It is not the purpose of an Investigation to attribute blame
or fault.
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CORRESPONDENCE
Letter from Island Trawlers on 08th Dec. 2003
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CORRESPONDENCE
MCIB Response

THE MCIB RESPONSE TO THE
LETTER FROM ISLAND
TRAWLERS LTD. DATED 08TH DECEMBER 2003.
The MCIB notes the comments received.
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CORRESPONDENCE
Galway Harbour Company on 10th Nov. 2003
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CORRESPONDENCE
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CORRESPONDENCE
MCIB Response

THE MCIB RESPONSE TO THE LETTER FROM GALWAY
HARBOUR COMPANY DATED 10TH NOVEMBER 2003
The MCIB notes the comments received and notes the following:
1.
2.
3.
4.

As fish was being discharged, the deck would have been wet.
It is not known if Mr. Flaherty reached the grab wire before he fell.
We cannot speculate on this.
It is not known if Mr. Flaherty was wearing gloves.
It is not known how many hours sleep Mr. Flaherty had in the
previous 24 hours. The Skipper did state that Mr. Flaherty was well
rested and that fatigue was not a contributing factor.
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