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1. SYNOPSIS

1.1 While shooting a string of lobster pots on the morning of 15th July 2009 from
the MFV "MDAC" off Fenit, Co. Kerry, Mr. Patrick Egan’s leg became caught in a
bight of rope and he was pulled over the side.

1.2 Mr. Denis Williams, the Skipper, stopped the engine and took all way off the
vessel. He then hauled Mr. Egan back on board the boat but was unable to
resuscitate him. Mr. Egan died due to acute cardio-respiratory failure and
drowning.
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2. FACTUAL INFORMATION

2.1 Technical Details:
Description of the vessel
Boat type: Aquaster 43 with inboard engine and forward wheelhouse
Engine: Daewoo 6 cylinder diesel rated at 100kW
LOA: 12.52 m
Breadth: 3.88 m
Depth: 1.2 m
Gross Tonnage: 9.73  

2.2 Persons on Board: 
Mr. Denis Williams, Fenit, Co. Kerry.
Skipper-Owner.

Mr. Patrick Egan, Fenit, Co. Kerry.
Crewmember.

2.3 Meteorology information: 
A Met Éireann Weather and Sea Conditions Report for Wednesday 15th July
2009, 0600 - 12:00 hrs. UTC, for the incident area is attached at Appendix 8.1.
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EVENTS PRIOR TO THE INCIDENT

3. EVENTS PRIOR TO THE INCIDENT

3.1 The MFV "MDAC" sailed from Fenit, Co. Kerry at about 06.25 hrs. on 15th July
2009 with two crew on board, Mr. Denis Williams, Skipper-Owner and Mr. Patrick
Egan, Crewman.

3.2 The vessel has a substantial working deck and is rigged to handle strings of
lobster pots.

3.3 The vessel is equipped with an hydraulic pot stacker to aid in the retrieval of
pots and the stern of the vessel has a purpose built door in the bulwark to allow
the pots to run straight over the side. (see Photo No. 1).

3.4 The two men had hauled 4 strings of pots which they re-baited and re-shot. They
then took a tea break. Between 08.30 hrs. and 08.45 hrs. they hauled a 5th
string and were in the process of shooting same. Each string was made up of 40
pots with 60 feet of line between each pot.

3.5 Lobsters were cleared from the pots and placed in a bucket of water. It was the
usual practice to transfer the lobsters to a storage cage on the port side of the
vessel. The pots were stored on this side after being cleared and re-baited ready
for shooting.

3.6 The lobsters could not be placed in the cage until most of the pots had been shot
and it was not safe to access the storage cage until all the pots and the dan buoy
had been shot. 

3.7 Mr. Egan was a hard and diligent worker always looking for something to do. He
had a tendency to start moving the lobsters from the bucket to the storage cage
before the last of the pots had been shot.

Photo No. 1: Working deck and open stern door on the MFV "MDAC".
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4. THE INCIDENT

4.1 The 5th string had almost been shot when Mr. Williams, who was in the
wheelhouse, heard Mr. Egan cry out. Mr. Williams saw Mr. Egan sliding across the
deck towards the stern. (see Photo No. 2).

Photo No. 2: View of the wheelhouse from aft. Mr. Egan was
standing on the starboard (right side) of the wheelhouse. The pot
ropes have been disturbed after Mr. Egan was pulled over the side
but the potential for a fisherman to be snared can be clearly seen
from this photograph.

4.2 Mr. Williams immediately put the engines astern. All way did not come off the
vessel immediately and Mr. Egan continued to slide across the deck and over the
stern. He disappeared below the surface being pulled under by the weight of the
pots.

4.3 When Mr. Williams saw Mr. Egan disappear out the stern door, he stopped the
engines for fear the propeller would injure Mr. Egan as the boat gathered way
astern.

4.4 Mr. Williams then ran aft and attempted to haul the pot rope but was unable to
get Mr. Egan to the surface. He took a turn of rope around a strongpoint and ran
back to the wheelhouse to get a knife and to clutch in the hydraulics on the pot
stacker. He also re-engaged the engine to continue coming astern. 

4.5 Mr. Williams managed to retrieve enough slack line to take a turn around the
stacker and began hauling up the pot string.
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4.6 Mr. Egan’s leg appeared first with a turn around his Wellington boot. Mr. Williams
fearing that the boot would come off, attached another line above Mr. Egan’s
knee and tied this off to the boat’s handrail.

4.7 Mr. Williams experienced some difficulty hauling Mr. Egan through the stern door
with the remaining string of pots pulling astern, the pot stacker pulling overhead
and the rope around Mr. Egan’s knee tied off to the handrail. (see Photo. No. 3).

Photo No. 3: The pot stacker. Two rope ends can be seen trailing 
from the hauling drum. This was the means by which Mr. Egan was
recovered.

4.8 It was while pulling Mr. Egan on board that Mr. Williams tore Mr. Egan’s jacket
and t-shirt.
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5. EVENTS FOLLOWING THE INCIDENT

5.1 Once on board Mr. Williams attempted to revive Mr. Egan.

5.2 Mr. Williams phoned his brother to alert the lifeboat crew. His brother is a
member of the crew and he thought it would be quicker to phone him than
relay a message by radio to Valentia MRCC.

5.3 Mr. Williams maintained a course to Fenit to converge with the lifeboat and with
the vessel steering set to automatic continued to try and revive Mr. Egan.

5.4 The Fenit Lifeboat was alongside the MFV "MDAC" within 30 minutes and two
lifeboat crewmembers boarded the MFV "MDAC" and continued to attempt
resuscitation of Mr. Egan. This proved unsuccessful.
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6. CONCLUSIONS

6.1 Mr. Egan was an experienced crewman and had been employed on the MFV
"MDAC" for two years.

6.2 The post mortem report confirms that no ethanol or prescribed drugs were
found in Mr. Egan’s blood or urine and the cause of death was acute cardio-
respiratory failure and drowning.

6.3 Mr. Egan was not wearing a personal flotation device (PFD) at the time of the
incident as is required under S.I. 586 of 2001, (Fishing Vessel (Personal Flotation
Devices) Regulations), 2001.

6.4 The minimum buoyancy supplied by a PFD is 50 Newton and it is unlikely that a
PFD of this specification would have had any impact on the incident.

6.5 The MFV "MDAC", however, had 150 Newton PFD’s in her safety inventory. Given
the weight and tension on the line of pots, it is again unlikely that a 150
Newton PFD would have returned Mr. Egan to the surface. 

6.6 It is equally possible that Mr. Egan drowned in the short period between being
swept off the deck and the recovery of his body by means of his trapped leg.

6.7 Mr. Williams made strenuous attempts to revive Mr. Egan and these attempts
were continued on by the two crewmembers from the lifeboat. 

6.8 Mr. Egan had not completed the courses required under S.I. 587 of 2001,
(Fishing Vessel (Basic Safety Training) Regulations, 2001).

6.9. Weather was not a factor.
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7. RECOMMENDATIONS

7.1 The Minister for Transport should enforce the wearing of lifejackets/PFDs by all
persons engaged in fishing activities. 

7.2 The Minister for Transport should consider developing a Safety Management
System for fishing vessels. 
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MCIB RESPONSE 
The MCIB notes the contents of this letter.
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MCIB RESPONSE 
The MCIB notes the contents of this letter.
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