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1. SYNOPSIS

(Note: All times are in UCT)

1.1 On the afternoon of 1st April 2011 the five metre open-top fishing vessel 
No. D-708 “Lady Linda’’ went missing off Skerries Harbour, Co. Dublin with two
crew onboard, Mr. Ronan Browne and Mr. David Gilsenan. The upturned vessel
was found the following morning Saturday 2nd April off Clogher Head. Neither
crewman were with the vessel. A large scale search effort commenced. The
bodies of both casualties were recovered accidentally in a single trawl by the
Irish FV D-51 “Guiding Light” on the early morning of Saturday 9th April 2011.

1.2 Mr. Browne (26) and Mr. Gilsenan (41) were lifelong friends, both men were
experienced and qualified marine engineers in the fishing vessel industry. Both
men were experienced in boat handling and fishing and had worked together on
many occasions. 
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2. FACTUAL INFORMATION

2.1 Vessel Details

Name: "Lady Linda"

Type of Vessel: GRP Dory with O/B & no wheelhouse

Operational Area: Within three miles of safe haven

Make: Fastworker 19. No A12191

Fastworker Boats,

Falmouth Cornwall.

Year Circa. 1990.

Dimensions: LOA 5.67-mtr. Beam 2-mtr. Depth 0.8-mtr.

Engine – Make – Capacity: Honda 25-hp petrol engine.

Fishing Equipment: Pot hauler and associated donkey engine.
5.5-hp petrol engine.

Last Survey: 12th September 2010 at Skerries by Promara Ltd.
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Photograph A
Taken by MCIB inspector, of the forward part of the vessel at Clogher Head after

the vessel was turned upright on the evening of 5th April 2011.
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FACTUAL INFORMATION Cont.

Photograph B
Taken by MCIB inspector, of the after part of the vessel at Clogher Head after the

vessel was turned upright on the evening of 5th April 2011.

Photograph C
Taken by MCIB inspector, of the donkey engine before the vessel was turned

upright on the evening of 5th April 2011.
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3. EVENTS PRIOR TO THE INCIDENT

3.1 Mr. Browne had lobster pots laid in the Colt Island / St Patrick’s Island area off
Skerries. On the morning of 1st April 2011 he had gone out to attend to them at
about 08.00 hrs. He experienced technical problems with the pot hauler and
returned to Skerries Harbour to repair it. He enlisted the help of Mr. Gilsenen in
this regard and they worked on it until approximately 11.30 hrs. It is not known
exactly what the problem was or what repairs were carried out. Mr. Browne, in
the company of Mr. Gilsenen then went back out in the vessel to attend to the
lobster pots and/or check out the effectiveness of the repairs. That was the last
that was seen of both men and the vessel.

3.2 The weather conditions were deteriorating when the vessel left harbour. The Met
Éireann report for the area for 12.00 to 18.00 hrs. was as follows:

• Winds: Southerly force 5 to 7 with gusts up to gale force 8. 

• Weather: A few light outbreaks of rain or drizzle but mostly dry and rather
cloudy.

• Visibility: Moderate to good.

• Waves: Rough.

Photograph D 
Extract of the chart for the Skerries area.



4. THE INCIDENT

4.1 There were no witnesses to the circumstances of the incident.
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5. EVENTS FOLLOWING THE INCIDENT

5.1 When it was realised that the vessel was missing, a large scale search effort
commenced that included:
• RNLI.
• The Irish Coast Guard Services.
• An Garda Síochána Sub-Aqua Unit.
• The Naval Service: L.E. Emer and L.E. Ciara and the Diving Section.
• Local people from the Skerries area.
• Local Fishing Vessels operating on the North East Coast of Ireland.

5.2 The overall search was co-ordinated by the Irish Coast Guard and the Naval
Service was appointed as on scene co-ordinator by the Coast Guard for the "at
Sea" search. 

5.3 The upturned vessel was found off Clogher Head on 2nd April 2011 and was
towed, undisturbed, to Clogher Head Harbour and moored there.

5.4 The bodies of both casualties were found accidentally in a single trawl by the
Irish FV D-51 "Guiding Light" early on the morning of Saturday 9th April 2011
5.2 miles S.E. of Clogher Head. Clogher Head lifeboat was immediately tasked
to recover the bodies and attended alongside FV D-51 "Guiding Light" at
approximately 02.20 hrs. Mr. Gilsenan’s body was the first to be seen in the
water, followed by the discovery of Mr. Browne’s body deeper in the water. The
bodies of both men were entangled together by a length of rope, thought to be
lobster pot rope. The bodies of both men were recovered onboard the Clogher
Head lifeboat and brought to Port Oriel. No personal floatation devices were
found with the bodies. 

5.5 The post mortem results for both men found that:
Mr. Browne died from drowning.
Mr. Gilsenan died from hypothermia and drowning.

5.6 An inspector from the MCIB examined the vessel at Clogher Head Harbour on
the evening of 5th April 2011.

5.7 The vessel had been moored upside-down at the slipway from the time it was
brought to the harbour and had suffered major damage as a result. The forward
deck in way of the pot hauler had been torn apart and the gantry mounted at
the after part of the vessel had been destroyed.

5.8 The hull of the vessel was found to be intact. There were some minor scratches
on the underside forward port side but no evidence of a breach of the hull or
that the vessel had struck anything to cause the incident.

5.9 The fender at the bow was parted in places.
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5.10 There was some mechanical damage to the gunwale area at the Starboard stern
quarter.

5.11 The Starboard stainless steel hand rail was missing. This rail slotted into holes in
the Starboard gunwale and may have fallen out when the vessel turned upside-
down. This rail was not found in the course of the diving operations to-date.

5.12 The engine controls (No. 407753) were found to be in the “engine-on’’ position
and the joystick was found to be in the full-ahead position. Please see
photograph E below taken by MCIB inspector showing the engine control before
the vessel was turned upright on the evening of 5th April 2011.

5.13 The emergency cut-out protection cord for the engine was found to be attached
to the ignition key.

5.14 The petrol tank (dimensions 500mm x 300mm x 275mm) for the engine was found
to be in good order and approximately 1/2-full.

5.15 The throttle control for the donkey engine was found to be in the full throttle
position and held in place with a rubber band, please see photo C on page 6.

5.16 One life belt was lashed to the remains of the rear gantry.

5.17 The emergency equipment, flares, hand held manual EPIRB, etc., were found in
a yellow flare box with the top cut-off located in the forward water tight
compartment under the deck. The compartment hatch was closed with the two
dogs in the closed position.

5.18 No personal floatation devices were found on the vessel.

10

Photograph E

EVENTS FOLLOWING THE INCIDENT Cont.



6. CONCLUSIONS

6.1 There were no witnesses to the incident, thus it has not been possible to
determine the cause.

6.2 Both of these men were active able bodied experienced individuals. The
evidence would suggest that the accident happened very suddenly and that
neither Mr. Browne nor Mr. Gilsenan had any time to react to the situation and
access the emergency equipment or to stay with the vessel after it capsized.

6.3 Possible causal factors or combinations of factors leading to the deaths of these
two men:

• Weather conditions and wave height.

• Possible equipment malfunction such as the pot hauler exerting excessive or
intermittent load causing the vessel to list excessively to starboard.

• Shifting of equipment within the vessel such as fish boxes and rope / lobster
pots.

• Possible failure in communication between the two men, for example the pot
hauling co-incident with putting the engine in the full ahead position. The
scenario is thought to be unlikely as both men had worked together many
times in the past and were experienced fishermen. 

• The emergency cut-out protection cord for the engine was found to be
connected to the ignition key.

6.4 Neither person was found wearing personal flotation devices. The wearing of
such devices will increase the chance of survival following entry into water.

6.5 The emergency equipment was stored in the forward water tight compartment
under the deck. This did not allow for easy access, particularly when responding
to a sudden event such as a boat capsizing.
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7. RECOMMENDATIONS

7.1 Before any voyage, check and heed that the foreseeable weather conditions are
such that the vessel can cope with them safely.

7.2 It is recommended that Fishermen should wear suitable PFD’s whilst on deck at
all times.

7.3 It is recommended that the Minister for Transport, Tourism and Sport review the
requirements of the Code of Practice for fishing vessels under 15 mtrs., with a
view to establishing revised stability criteria, with particular reference to
freeboard and freeing ports in small decked vessels. This is in order to minimise
the risk of instability because of trapped water and its free surface effect.

7.4 It is recommended that all fishing vessels should be fitted with auto float free
EPIRB’s.
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APPENDIX 8.1

Appendix 8.1  Met Éireann Weather Report.
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Appendix 8.1  Met Éireann Weather Report.
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Appendix 8.3  Met Éireann Weather Report.
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MCIB RESPONSE 
The MCIB notes the contents of this correspondence. 
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MCIB RESPONSE 
The MCIB notes the contents of this correspondence and has made the necessary
amendments. 
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