MAIB TRILOGY REPORT

Korenbloem
Osprey Il
Optik

Marine Accident Investigation Branch
Mountbatten House

Grosvenor Square

Southampton

United Kingdom

SO15 2JU

Report 6/2010
May 2010



Extract from
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future accidents through the ascertainment of its causes and circumstances. It shall
not be the purpose of an investigation to determine liability nor, except so far as is
necessary to achieve its objective, to apportion blame.”

NOTE
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shall be inadmissible in any judicial proceedings whose purpose, or one of whose
purposes is to attribute or apportion liability or blame.

Further printed copies can be obtained via our postal address, or alternatively by:
Email: maib@dft.gsi.gov.uk

Tel: 023 8039 5500

Fax: 023 8023 2459

All reports can also be found on our website:
www.maib.gov.uk




INTRODUCTION

Three fatal accidents, in a very short period of time, provide a powerful illustration of the
dangers faced by UK fishermen. The fact that all three deaths occurred when the victims
either slipped or were dragged overboard by fishing gear also casts a spotlight on sub-
optimal working practices and attitudes to occupational safety that seem to be the norm
for some in the industry.

It has been decided to combine the results of the three investigations into the above
accidents and produce a single report to better illustrate MAIB concern. Safety issues
such as working practices, the use of personal protective equipment when working on
deck and the logistics and planning required to recover men from the sea are common to
all three investigations. These issues are not new and have already been the subject of a
number of MAIB recommendations to the MCA, Seafish and the fishing industry in recent
years.

Five years ago, the MAIB published another trilogy report which focused on accidents
involving small fishing vessels. In the introduction to that report | wrote:

If further tragic loss of life is to be avoided, the balance between self requlation
and the role of the authorities needs to be reviewed. Additionally, establishing
new ways of providing skippers and owners with advice on a range of safety
issues should be explored.

One could conclude from the results of the MAIB investigations contained in this report
that nothing much has changed since 2004, despite a number of accident reports and
recommendations being produced by the MAIB.

In 2006, during an MAIB investigation into the serious injury sustained by a crew member
of the scallop dredger Danielle, the MAIB identified as best practice a pilot scheme

being carried out in North East Scotland to engage with fishermen and assist with the
production of meaningful risk assessments. The MCA affirmed its intention to extend this
scheme across the UK. However, this key commitment has not been taken forward.

In November 2008, the MAIB published a major study analysing UK fishing vessel safety
from 1992 — 2006, in which the dangers associated with potters and the more general
risk of fishermen being lost overboard were specifically identified. The Department for
Transport and the MCA were recommended to “Agree the coherent resourced plan

for reducing the fatality rate in the fishing industry”. A holistic plan has still not been
developed.

If the safety record of the fishing industry is to improve, then all stakeholders, including
those with responsibility for regulation, training and enforcement need to increase the
focus and resources allocated to these important areas. Special attention must be given
to improving fishermen’s safety awareness and understanding of the risks posed by
their work place if occupational accidents, including cases of man overboard, are to be
reduced.



Action needs to be taken to develop a comprehensive, timely and properly resourced plan
with the clear objective of reducing the rate of fatalities within the fishing industry to a level
commensurate with other UK occupations. Accordingly, this report concludes with a single
recommendation to the Department for Transport.

STEPHEN MEYER
Chief Inspector of Marine Accidents
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Dredge bag

Fishermen’s Safety
Guide

M Notice

PFD

Scallop dredge

Seafish

Share fishermen

Shooting the gear

Top in

Top out

Combination of chain mail and synthetic netting fitted
behind the mouth of the frame in which scallops are
collected.

A guide to safe working practices and emergency
procedures for fishermen, issued by the MCA.

Merchant Shipping Notices as issued by the MCA. These
are in three differing categories: Marine Safety Notices
(MSN), Marine Guidance Notices (MGN) and Marine
Information Notices (MIN).

Personal flotation device is the generic term for such
equipment as lifejackets and buoyancy aids. Whereas a
lifejacket is designed to support an unconscious

person face up in the water, with the mouth and nose
clear of the water, a buoyancy aid simply gives support
in the water to a conscious swimmer. If unconscious,
there is no guarantee of a casualty floating the correct
way up when wearing a buoyancy aid.

Any appliance with a rigid framed mouth which is towed
through the water and is manufactured, adapted, used or
intended for the purpose of fishing for king scallops.

The Sea Fish Industry Authority works across all sectors
of the UK seafood industry to promote good quality and
sustainable seafood.

Fishermen who earn their wages purely as a share or
percentage of the catch.

Lowering the fishing gear into the water for fishing.

The act of setting the vertical angle of the derrick boom in
order to bring the towing beam closer to the shipside.

The act of setting the vertical angle of the derrick boom in
order to move the towing beam further away from the
shipside.

Times: All times used in this report are UTC unless otherwise stated



Korenbloem Investigation

Report on the investigation of

fatality resulting from a man overboard from

fv Korenbloem
Dover Strait

6 November 2009



SYNOPSIS

At approximately 1900 hours on 6 November 2009, James
Grindy, a deckhand on board the scallop dredger Korenbloem,
fell overboard while the vessel was preparing to shoot the port
side scalloping gear. He had been standing on top of the catch
in the scallop tray, as he was required to do during shooting and
hauling operations. The scallop tray was constructed at almost
the same height as the bulwark.

The vessel was in the Dover Strait and the weather was very

rough with heavy swell, strong winds and squalls.

Two deckhands who had been working on the starboard side jumped into the water
and managed to recover James Grindy on board with the help of the other crew
members. After approximately 2 hours, he was airlifted and taken to the nearby Royal
Fleet Auxiliary vessel RFA Mounts Bay. He was pronounced dead at 2156 having
suffered non-survivable injuries, most likely as a result of being crushed between the

towing beam and the vessel’s hull.



Vessel details
Registered owner
Managers

Port of registry
Flag

Type

Built
Construction
Registered length
Breadth extreme
Gross tonnage

Engine power and/or type

Service speed

Accident details
Time and date
Location of accident
Persons on board

Injuries/fatalities

SECTION 1- FACTUAL INFORMATION
1.1 PARTICULARS OF KORENBLOEM AND ACCIDENT

Korenbloem Ltd, Brixham
Korenbloem Ltd, Brixham
Lowestoft

U.K.

Scallop dredger

1968 at Den Oever, Holland
Steel

24.25m

6.30m

139

597kW, Mitsubishi LT $12Z

12 knots

1900 on 6 November 2009
50°27.1’N, 000°34.4E, Dover Strait

6



1.2
1.2.1

NARRATIVE
Background

Korenbloem is a beam trawler with the ability to carry out either white fishing or
scallop dredging depending on the fishing gear fitted. At the time of the accident
she was working as a scallop dredger, operating 12 dredge bags on either side.
At the end of each haul the dredge bags, which were suspended between the
towing beams and tipping bars, were emptied into long trays (bins) adjacent to
the bulwarks by lifting the tipping bar using the gilson winch. During hauling and
shooting the gear, deckhands had to climb on top of the bins to attach or detach
the gilson clips. The top edges of the bins were nearly at the same height as the
bulwarks (Figure 1).

Figure 1

Scallop trays or bins adjacent to the bulwark

1.2.2 Environmental conditions

The environmental conditions in the area at the time of the accident, as recorded
by the Royal Fleet Auxiliary (RFA) vessel RFA Mounts Bay, were: heavy rain/
squalls; wind speed of 45 knots gusting to 55 knots from 210° (south-south-west);
sea state of 6/7 with south-westerly swell of 2.5m; sea water temperature of
15.2°C; and visibility of 1.1nm during squalls. The tidal stream was setting west-
south-westerly at 1 knot.



1.2.3 Manoverboard (MOB)

At 1030 on 5 November 2009, Korenbloem departed her home port of Brixham,
Devon, and sailed to her fishing grounds in the Dover Strait (Figure 2). At
0135 on 6 November, she shot her gear and thereafter continued fishing with
an approximate turnaround time of 1 hour 20 minutes between each haul. The
weather was gradually deteriorating as the day progressed. All four deckhands
were on deck until 0300 when the victim, James Grindy, went to the sleeping
quarters to get some rest. He returned on deck at 0800 and thereafter was
working the gear on the port side; he wore dungaree-style oilskins on top of his
normal clothes and had on a pair of working gloves and wellington boots.

Reproduced from Admiralty Chart BA 2451 by permission

of the Controller of HMSO and the UK Hydrographic Office Flgure 2

Location of the vessels just before airlifting the casualty




1.24

Around 1840 the vessel was getting ready for the 13" haul; it was raining quite
heavily and the sea state had worsened considerably. At this time James and
two other deckhands who were taking a tea break in the galley came out on
deck for the hauling. None of them was wearing a lifejacket, safety helmet or
harness. The vessel was stopped as the towing beams were hauled up. Having
noticed that the port towing beam had come to the surface, pointing the wrong
way, they turned it around 180° and then emptied the catch from both port and
starboard dredges into their respective bins. The bins were approximately half
full.

At approximately 1900, the crew were getting ready to shoot the trawling gear
again. From the wheelhouse, the skipper observed James Grindy was standing
on the catch in the bin on the port side, holding on to the gilson wire which was
still hooked to the port dredge tipping bar. He then looked to the starboard

side and saw one deckhand standing on the starboard side bin, and the other
deckhand helping him with the gilson wire which had been unhooked. When
he looked to the port side again, James was missing. He shouted, “Where is
James?”, before he ran out of the bridge to the port side and saw James Grindy
floating face-down in the water at the aft-most end of the towing beam. The
skipper cannot recall whether James was between the towing beam and hull, or
outboard of the towing beam.

Recovery from the water

The towing beam with the bridle chains was swinging about and dipping in and
out of the water as the vessel rolled, so the skipper ran back into the bridge and
topped the derrick out until the gear was approximately 2m away from the ship’s
side. The deckhand who had been standing on the starboard bin jumped down
and ran to the port side. Climbing up on the port bin he saw James in the water
beside the last dredge, between the aft end of the towing beam and the vessel.
He jumped into the water and was followed shortly afterwards by the second
deckhand.

In the meantime, the mate and the off-duty deckhand, who were in the galley,
heard the shouts from the bridge and they, too, rushed to the port side.
Together with the skipper, they threw a life-ring in the direction of the casualty.
The two deckhands in the water held on to the fishing gear to stay afloat and
kept James’s head out of the water. They tried to put the life buoy around
him, but were unsuccessful as he was unconscious and the fish gear they
were holding on to was moving around and occasionally bumping them. After
approximately 5 minutes in the water, they managed to get James near to the
vessel’s side where, aided by the swell and the three remaining crew members
on deck, they were able to recover him back on board. The two deckhands
were also helped back on board immediately afterwards.



1.2.5

1.2.6

1.2.7

Resuscitation efforts

The crew took James into the sheltered stern compartment of the vessel. He
was unconscious, but had no visible injuries. Accounts vary as to whether

he was breathing at the time. They laid him down on a mattress and began
administering cardiopulmonary resuscitation (CPR) and James was observed to
be breathing from this point onwards.

At 1912 the skipper alerted Dover Coast Guard (CG) to the situation and asked
for an immediate helicopter evacuation. At 1919 Dover CG contacted the
French CG at Gris Nez, passed them Korenbloem'’s position and agreed with
them that, as the incident had occurred in the French search and rescue region
(SRR) area, a French rescue helicopter would be dispatched. The French

CG asked Dover CG whether they had carried out a medical link call with
Korenbloem.

At 1922, the skipper informed Dover CG that the casualty was frothing from
the mouth. At 1926 Dover CG set up a call between a doctor at the Accidents
& Emergencies (A&E) department at Queen Alexandra’s hospital, Portsmouth,
and Korenbloem'’s skipper. After a brief discussion with the skipper, the doctor
confirmed that an immediate transfer to hospital was required. At 1941, the
skipper informed Dover CG that James Grindy had stopped breathing.

Helicopter evacuation

At 1943 a French helicopter was assigned to the incident, though its first task
was to transit from its base at Le Touquet to Boulogne to pick up a doctor. At
2021 the helicopter was airborne from Boulogne with the doctor on board.

Meanwhile, RFA Mounts Bay, which had been 24nm from the scene at the time
of the accident, agreed with Dover CG that the casualty would be taken to her
as she had facilities for refuelling the helicopter, a well equipped hospital and

a trained paramedic. By 2100 RFA Mounts Bay had arrived at the scene and
was providing a lee to Korenbloem for the helicopter operations. The helicopter,
which had arrived at almost the same time, instructed Korenbloem to turn to the
north-east to run down-sea with a following wind. At 2110 James Grindy was
winched up to the helicopter and at 2126 he was transferred to RFA Mounts
Bay. At 2156, the French doctor recorded that James Grindy had died.

Postmortem examination and toxicology report

A postmortem examination carried out on 20 November 2009 established that
James Grindy had suffered “a significant blow from a large blunt object possibly
part of the boat, possibly part of the fishing equipment that was in the sea”. The
blow struck him at the back of the chest and upper abdomen. There were no
significant head injuries and minimal external injuries; the internal injuries were
described by the pathologist as “devastating and unsurvivable”. There was no
evidence of drowning.



1.3
1.3.1

1.3.2

1.4
1.41

1.4.2
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HISTORY, SURVEYS AND CERTIFICATION
History

Korenbloem was built in the Netherlands and operated under Dutch ownership
and the Dutch flag until 1980 when she was brought into UK ownership and
registered in the UK. The present owners had taken over the vessel in 2000.
The bins for sorting scallops were fitted in 2005.

Survey and inspection

Fishing vessels greater than 24m length are surveyed on a 4-year cycle: once
during the international fishing vessel certificate (IFVC) renewal survey, which
includes an out of water inspection, and once during an intermediate survey.
During renewal and intermediate surveys the fishing gear, including bins, is
removed from the vessel. Surveyors at the Maritime and Coastguard Agency
(MCA) Marine Office at Brixham also carried out a general inspection of all the
vessels based in that port so as to ensure that every vessel was inspected or
surveyed at least once a year. Korenbloem’s IFVC was renewed on 24 March
2009 following the renewal survey, and consequently the vessel did not receive a
general inspection in 2009.

CREW
General

Korenbloem had six crew members including the skipper, mate and four
deckhands. The crew were all residents of Brixham or nearby towns, and all
worked as ‘share fishermen’. During fishing operations, the four deckhands had
an 18-hours-on / 6-hours-off working routine in a 24 hour period.

Deckhand James Grindy

At the time of the accident, James Grindy was 24 years old. He was 185cm (6
feet 2 inches) tall and weighed about 92kgs (14.5 stones). He had started his
working career in the Royal Navy, but in early 2009 he joined the 29m Brixham
registered scallop dredger Van Dijck. He left the vessel after spending 2 months
on board, and joined Korenbloem in October 2009. He was able to swim and had
completed two of the four mandatory courses: Personal survival techniques and
Personal safety and social responsibility (basic health & safety training). During
his time on board Korenbloem, James’s duties on deck always included standing
on the bin at the time of shooting and hauling in order to operate the gilson wire
G-clips.

Skipper and mate

The skipper was 49 years old and had 20 years experience as skipper on fishing
vessels. In the last 15 years he had worked on several scallop dredgers. While
steaming out to the fishing grounds and returning to port he kept the navigation
watch.
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1.4.5

1.5
1.5.1

The mate was 38 years old. He shared the operation of the winch controls
with the skipper, and the two of them had a flexible working arrangement which
allowed the mate approximately 6 hours on watch and 6 hours of rest during
fishing operations.

Other deckhands

Besides James Grindy, there were three other deckhands, of which one was
an experienced 33 year old who had spent 18 months on fishing vessels and
had around 5 months of experience on scallop dredgers. The remaining two
deckhands were 24 and 18 years old respectively. The 18 year old normally
stayed on the deck and only went up on the bins on rare occasions.

Crew certification

A fishing vessel between 24m and 30m registered length should have among
its crew no fewer than two watchkeepers, holding a minimum of one Class 2
and one Class 3 fishing vessel certificate. The skipper had a ‘Second hand’
certificate issued in 1987, equivalent to a Class 2 fishing vessel certificate,
which qualified him to work as a skipper in limited areas’. He was the only
qualified watchkeeper on board; the mate did not have a watchkeeping
certificate. All crew members except James Grindy had completed the four
mandatory Seafish courses?.

SCALLOPING EQUIPMENT AND WORKING PRACTICES ON BOARD
Equipment on board

Korenbloem had a 30cm diameter hollow steel towing beam on both port and
starboard sides, each equipped with 12 dredge bags. The towing beams

were suspended from ‘monkey face’ plates (Figure 3), and were fitted with
solid rubber wheels on both ends. The bottom ends of the dredge bags were
connected via chains to tipping bars, which also were suspended from the
‘monkey face’ plates. The tipping bars could be lifted independently of the
towing beams by using G-clips to attach the gilson wires (Figure 4). The tipping
bars were of a lighter construction than the towing beams, and were suspended
at the same level as the towing beams when out of the water (Figure 5).

The port and starboard derricks were operated by two groups of hydraulic motor
driven winches: a towing winch; a gilson winch, which turned the bags over

by raising the tipping bar; and a topping winch, which brought the gear inboard
or topped it outboard. The winch motors were controlled from the bridge and
powered by a hydraulic pump, belt driven from the main propulsion engine.

1 Limited areas - Limited Area means any location within the area bounded by a line from a point on the
Norwegian coast in latitude 62° N due west to a point 62° N 3° W; thence to a point 58° N 10° W; thence to
a point 53° N 12° W; thence to a point 49°N 12° W; thence to a point 46° 30'N 6° W and thence due East to
the French coast

2 Seafish courses are
o Personal survival techniques, Fire prevention and fire fighting, Elementary first aid, Personal safety-
and social responsibility (basic health & safety training)
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Figure 3

‘Monkey face’

.

‘Monkey face’

Gilson wire with G-clips

Figure 4



Figure 5
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Towig beam and tipping Br with bridle chai

Each of the six winches could be individually clutched in or out; but they were
operated simultaneously using a single lever located next to the main engine
speed control lever (Figure 6).

Catches of scallops were emptied into large bins on each side of the main deck.
The bins had hydraulically operated rams under them which allowed them to be
tipped for emptying any waste material overboard. When not in use, the fishing
gear, including the tipping bars and towing beams, were stowed in cradles
positioned directly over their respective bins. Intermediate supports for the
towing beams were built into the cradle (Figure 7).

1.5.2 Hauling

While hauling, the towing beams for both sides were brought to the surface of
the water and the main engine stopped. Each towing beam was then hoisted
up by the warping winch and turned 90° to be brought parallel to the vessel's
side. Safety chains were attached to both ends of the towing beam to prevent
it from swinging, and then a deckhand would climb up on the bin to attach the
gilson line to the tipping bar’s chains using a G-clip. After he had climbed off
the bin, the towing beam was brought inboard, rested on its cradle over the bin
and made fast at three points: forward, middle and aft. Once the towing beam
was secure, the gilson winch was operated, causing the tipping bar to rise up,
up-ending the dredge bags and emptying their contents into the bins.

11



Figure 6

Winch controls for operating fishing gear

Figure 7

Intermediate supports for towing beam cradle arrangement

12



1.5.3

1.5.4

1.6
1.6.1

Shooting

To shoot the gear, the securing lashings on the towing beams were released,
and each beam was then swung outboard and lowered just enough so that the
gilson clip could be unhooked. A bluish grey string spliced into the towing wire
was used to indicate to the winch operator when to stop lowering the beam. A
deckhand would then climb up on the bin and stand on the catch to unhook
the gilson clip, and he then passed the gilson wire to another deckhand who
secured it on deck.

Once the deckhand had climbed down from the bin, he held on to the aft end
of the towing beam with the attached line while the skipper clutched in the main
engine. As the vessel then moved forward, the towing beam would swing
through 90° until it was perpendicular to the vessel’'s side. The towing winch
was then used to lower the gear in to the water until it touched the seabed and
started the next trawl.

Sorting and stowing the catch

As soon as the gear had been shot away, the crew picked out the scallops and,
after ascertaining they were the correct size, deposited them into buckets. The
waste material remaining in the bins was then emptied overboard by tipping the
bins using the hydraulic mechanism. The catch was bagged and stored in the
fish hold below deck. Depending on the size of the catch, the crew normally got
between 15 and 30 minutes break between each haul.

EFF GRANT APPLICATION FOR TIPPING RAIL
EFF Grant

A European Fisheries Fund (EFF) Grant, instituted by Council Regulation
(EC)1198/2006 of 27 July 2006, and which was available from 2007-2013, was
opened to applicants in England on 15 September 2008. The primary aim of the
grant was to encourage sustainable fishing practices. The Marine and Fisheries
Agency (MFA) was appointed the UK Management Authority for this scheme in
the UK. A total of £111m was made available for the UK, of which just over £38
million was earmarked for England. Article 25 of the EU regulation governing
the EFF grant states that grants should not be allocated to projects aimed at
increasing fishing capacity.

The application form for the grant (Annex A) states that it can be awarded for
improvements to: on board safety, working conditions, hygiene, product quality,
selectivity of fishing gear and methods, energy efficiency and for replacing your
engine. The MFA website, however, does not mention that the EFF grants are
available for safety initiatives.

Three local area facilitators (LAF) were appointed in England. The LAF’s role

is to help the fishing community to understand and fill in the applications. The
Brixham LAF was also the National Facilitation Service Manager (NFSM) for the
EFF and in this capacity co-ordinated the activities of all the LAFs.

13



1.6.2 Tipping rail

The tipping rail system is a recent innovation implemented in several of the
larger Scottish scallop dredgers, which eliminates the need for a tipping bar
and gilson to invert the dredge bags. The tipping rail is, effectively, a second
movable bulwark which rotates to lift the dredge bags. Steel rings attached to
skirts at the bottom of the dredge bags hook on to teeth protruding from the
tipping rail as it is raised, inverting the bags over the bins. The tipping rail is
hydraulically rotated and is controlled from the bridge so the crew can remain
clear of the moving equipment (Figures 8a, 8b, 8c). Some fishing vessel
owners have tried other means of tipping the dredges, but none of them have
achieved the same level of safety as the tipping rail system.

Figure 8a

Figure 8b

14



Figure 8c

Steel rings
hooking on to
teeth on
tipping rail

Tipping rail mechanism

1.6.3 Korenbloem’s application to the EFF

In June 2009 Korenbloem’s owners applied for a £40,000 grant which
represented 40% of the total investment required to install a conveyor belt and
tipping rail system on board. The conveyor belt was meant to carry the scallops
to a safe working platform under the whaleback®. The owners used the services
of a local consultant to fill in the application and produce the written business
case. The completed application was dispatched to the MFA in London who
then forwarded it to the NFSM (LAF for Brixham) for his appraisal. As required
by the application form, he consulted the local MFA office at Brixham who filled
in section C of the form assessing the overall importance/value of this project

to the development of the fishing industry as Medium to High. However, in the
final section of the appraisal form, the NFSM stated:

| cannot recommend this application for approval, although | would
not oppose the applicant re-applying (not appealing) with a realistic
application.

On 13 November 2009, the MFA wrote to the owners of Korenbloem informing
them that their grant application was unsuccessful. The letter from the MFA
stated:

This is because the Selection Panel felt that the project offered only
limited social and environmental benefits. The Selection Panel also
noted that your vessel would potentially have more days at sea and as
you know the EFF grant cannot be used to fund an increase in fishing
effort.

3 Whaleback: A sheltered portion of the forward deck where water taken over the bow is more easily shed
over the sides.

15



1.7
1.7.1

MANOVERBOARD (MOB) RECOVERY EQUIPMENT AND DRILLS

Recovery system

The MOB recovery system on Korenbloem was a Markus Net. The crew was
unfamiliar with it and did not know how to use it. The model on board was a
‘Markus MS2’ which had a 14m attachment line, a 20m lifting line on the inner
end, and a 25m throw line with a chest-loop (Figure 9). The net weighed 4kg
and was enclosed in a portable storage container. The MOB could be lifted
manually, or hoisted with a crane or winch in a standing, sitting or horizontal
position. To rescue an unconscious person from the water, another person
attached to a life-line had to enter the water and physically drag the casualty into
the net.

Figure 9

MARNUTHET T Wl

AF i

..l .

Markus net

1.7.2 Drills

Although it is mandatory for fishing vessels over 24m in length to conduct fire
drills and abandon ship drills, there is no requirement for them to conduct MOB
drills*. The last recorded MOB drill on Korenbloem was carried out during the
4-yearly renewal survey in April 2009. The drill was a talk-through exercise, and
no equipment or dummies were used. No other MOB drills were conducted on
board in 2009.

16

4 Arevised over 24m Code, in production at the time of this report, will include a mandatory requirement to
conduct manoverboard drills on vessels of this size.



1.8
1.8.1

1.8.2

In May 2010, the MCA released an information pack entitled Safety drills and
procedures (Annex B), and it is now mandatory that emergency drills be carried
out during renewal and intermediate surveys on all UK fishing vessels over 15m.
The recovery of a MOB has been included in the list of mandatory emergency
drills.

SAFE WORKING PRACTICES

The Merchant Shipping and Fishing Vessels (Health and Safety at Work)
Regulations 1997

The Merchant Shipping and Fishing Vessels (Health and Safety at Work)
Regulations 1997 require employers to protect their workers and other persons
so far as is reasonably practicable, and to ensure that safe working practices are
always followed. In particular, Regulation 5(1) General duties states:

(a) the avoidance of risks, which among other things include the combating
of risks at source and the replacement of dangerous practices, substances
or equipment by non-dangerous or less dangerous practices, substances or
equipment;

(b) the evaluation of unavoidable risks and the taking of action to reduce
them;

Regulation 5(2) defines the obligations of the employer to ensure the health and
safety of their employees and states:

(a) provision and maintenance of plant, machinery and equipment and
systems of work that are, so far as is reasonably practicable, safe and
without risk to health;

(b) arrangements for ensuring, so far as is reasonably practicable, safety
and absence of risk to health in connection with the use, handling,
stowage and transport of articles and substances;

Further guidance is provided in Marine Guidance Note (MGN) 20 (M+F)
Implementation of EC Directive 89/391 Merchant Shipping and Fishing Vessels
(Health and Safety at Work) Regulations 1997, the Seafish Fishing Vessel
Safety Folder and the Fishermen’s Safety Guide.

PUWER 2006

MGN 331 (M+F) provides details and guidance on interpretation of The
Merchant Shipping and Fishing Vessels (Provision and Use of Work Equipment
Regulations) 2006 (PUWER). PUWER came into force on 24 November

2006 and implements, in part, the provisions of EC Directives 89/655/EC

and 95/63/EC and applies to UK registered ships including fishing vessels.
“Work equipment” is defined as “any machinery, appliance, apparatus, tool or
installation for use at work”. Regulation 13 states:

The employer shall ensure that every dangerous part of the ship’s work
equipment is provided with guards or protection devices to prevent
access to danger zones or to halt movements of dangerous parts before
the danger zones are reached.

17



1.8.3

1.9

18

The MCA Marine Office at Brixham is in the process of trialling a self inspection
and accounting system for fishing vessels. If the trial is successful, it is
expected that it would become mandatory for all commercial fishing vessels to
maintain a log called Loler and Puwer inspections and block accounting (Annex
C).

Guidance available on board Korenbloem

The risk assessment on Korenbloem was conducted in 2003 with the help

of a local consultant based at Brixham. It was updated whenever the vessel
changed its mode of fishing from scallop dredging to white fishing. Since April
2007, the document has been reviewed at approximately 1-yearly intervals, and
it was last updated on 7 October 2009. MCA surveyors checked that the vessel
had a risk assessment during renewal and intermediate surveys and during
general inspections.

Leaning over the rail to reach was identified as one of the hazards, and
the control measure was identified as, Gear is topped in and there is little
requirement to reach.

Climbing up to free gear with the possible consequence of injury and falling
overboard was considered. The control measure was stated as, Gear is always
topped inboard for work to be carried out.

Several other possible hazards specific to scallop dredging were considered,
such as dredges dropping, and towing beams moving when in bins and stones
dropping from dredge bags. The control measures mostly emphasised the use
of safety helmets and safety boots, which along with lifejackets were available
on board. Neither ‘fishing during rough weather’, nor that crew standing

in catch bins had no bulwarks to protect them, was addressed in the risk
assessment.

COASTGUARD RESPONSE

UK SAR helicopters are at 45 minutes readiness to launch during the hours

of 2200 to 0730. In a joint report by the MCA and Ministry of Defence (MoD),
published in June 2001 and titled Review of UK Search & Rescue Helicopter
Provision and Coverage Criteria Report, it is stated that a SAR helicopter should
be capable of reaching all very high and high risk areas and 75% of all medium
risk areas within the UKSRR, within 60 minutes of take off.

The regional subdivisions and the international boundaries of the UK SRR

are indicated in Figure 10. When an incident takes place in the UK SRR,

the Aeronautical Rescue Co-ordination Centre (ARCC) at the Royal Air Force
(RAF) base at Kinloss, Scotland, assigns the nearest available search and
rescue (SAR) helicopter to the incident. On this occasion, the accident occurred
approximately 2nm into the French SRR (Figure 11), and thus the responsibility
for the helicopter evacuation fell to the French coastguard at Cap Gris Nez.



Figure 10

Map of UK and International Search and Rescue Regions

Reproduced from Admiralty Chart BA 2451 by permission
of the Controller of HMSO and the UK Hydrographic Office

SRR UK
SRR Fran®®

/

Korenbloem

Boundary of UK and French Search and Rescue Regions

Figure 11
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1.10 PREVIOUS INCIDENTS

In 2008 MAIB published Analysis of UK Fishing Vessel Safety 1992 to 2006.

In the period covered by the study, the MAIB recorded 83 MOB fatalities from
fishing vessels, of which 27 happened during shooting or hauling operations.
The following accidents, including MOB accidents, occurred on UK registered
scallop dredgers:

20

1998: a deckhand was killed on the 27m Geeske when the fishing gear
was accidentally dropped on him, causing severe head injuries.

2001: a deckhand was killed on 27m Philomena when he was hit by a
swinging tow bar and suffered severe head injuries.

2006: the left arm of a deckhand on 29m Danielle had to be amputated
after it was caught in a topping winch used to empty the dredges. The
MAIB report on the accident stated:

A shore-based factory worker would not be allowed to balance on
a slippery pole resting on a moving platform, while attending to a
heavy chain mail bag with one hand, and trying to control a winch
with the other.

2009: a deckhand on 23m Maggie Ann fell overboard when the lifting
becket of a dredge parted while being emptied. He sank immediately
and was never found.

None of the deckhands in these incidents were wearing PPE such as a safety
helmet, lifejacket or safety harness.



SECTION 2 - ANALYSIS
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2.2

2.3

AIM

The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to
prevent similar accidents occurring in the future.

FATIGUE

On the day of the accident, James Grindy had rested for 5 hours from 0300 to
0800. He was subsequently on duty until the time he fell overboard at around
1900. If he managed to take an average break of 20 minutes between each of
the 8 hauls since 0800, he would have had nearly 3 hours of intermittent rest
during the day. Although he might well have been tired, it is unlikely that he was
fatigued; therefore fatigue is not considered to have contributed to this accident.

THE ACCIDENT

James Grindy was last seen, by the skipper, standing on the catch in the port
bin waiting for the second crewman to join him so that he could unhook the
gilson wire from the tipping bar chains. As there was no eye witness, it is not
possible to establish the exact sequence of events immediately before and
during the accident. It is unlikely that James was knocked into the water by the
towing beam because it had already been lowered over the side ready for him
to unhook the gilson clip. However, as the vessel’'s engine was stopped, the
towing beams and tipping bars would have been swinging about considerably
due to the roll of the vessel in a beam sea. The instinctive reaction of the
skipper on seeing James in the water was to top the derrick out, indicating the
beam was still quite close to the vessel’s side when James fell in. Therefore,
there is a very strong likelihood that either James fell between the vessel's
side and the towing beam, or he ended up in that position while attempting to
rescue himself. In any case the blunt object, which struck him, causing the
unsurvivable injuries, was most probably the towing beam either crashing onto
him or crushing him momentarily against the ship’s side.

Heavy rain, possibly refracting the deck lights; severe rolling of the stopped
vessel in a beam sea without the damping effect of the gear in the water;
strong winds; having to stand on the wet and slippery catch (Figure 12); and
obstructive metal partitions in the bin concealed by the catch, all contributed to
making the activity of standing or moving on the bin an extremely dangerous
one. In addition, it is possible that under the poor weather conditions, the
skipper made an error of judgment and topped the gear out further than normal
as he had no means of calibrating its position, except visually. In any case, the
tipping bar suspended from the ‘monkey face’ and a slack gilson wire, would
have swung like a pendulum as the vessel rolled. James, in reaching out to
unhook the gilson clips, either could have over-extended himself and lost his
balance, or more simply lost his footing, causing him to fall overboard.
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Figure 12

Scallop tray or bin with catch (not from Korenbloem)

SAFE WORKING ENVIRONMENT
Improvement of safety in scalloping

Historically, many injuries and fatalities have been caused while the fishermen
on scallop dredgers have been in close contact with the gear, especially during
hauling or shooting operations. The method of tipping the dredges manually
with an attached becket rope was made safer by the use of a topping winch,
and the introduction of a tipping bar to empty all of one towing beam’s dredge
bags simultaneously was a further improvement. However, accidents continue
to happen because deckhands are still required to operate under, or in close
proximity to the towing beams and dredges as they are hauled and shot. In this
accident, the activity that resulted in James’s death was standing on top of the
bin to unclip the gilson wire used to tip out the catch.

2.4.2 Tipping rails and conveyor belts

22

Any innovation which eliminates or reduces the need for manual handling, can
only enhance the safety of fishermen. The tipping rail system avoids the use of
the gilson wire, and therefore removes the requirement for fishermen to climb up
on the conveyors or bins to attach or remove it. Further, as the conveyor belt

is fitted at a low height on the deck, even if the crew had climbed on it for any
reason, they would still have been protected by the bulwark. When the tipping
rail is raised, it nearly doubles the bulwark height, which makes it even safer.
Moreover, the system can be operated remotely.



The tipping rail system is a recent innovation, and it is possible that as the
industry gains experience of its use it will find new hazards which have not
yet been identified. However, at present the tipping rail system appears to
significantly improve crew safety compared with existing systems.

24.21 EFF grant
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Korenbloem’s owners were committed to investing £60,000 (60%) in improving
their vessel provided they were able to obtain the remaining £40,000 through
the EFF grant. It is unfortunate that in making their application, they did not
seek the assistance of their LAF and, instead, resorted to using the services of a
consultant. Certainly, the variations between the information on the MFA website
and the application form regarding the availability or otherwise of funding for
safety initiatives, provide potential applicants with ambiguous guidance.

It is more likely that the application would have been successful had there

been better dialogue between the consultant and the LAF: the tipping rail and
conveyor system would have been installed before November; and this accident
could not have happened. Although the EFF grant is primarily designed to
encourage sustainable fishing, it is available for safety initiatives as well. In
order that owners of other scallop dredgers are better informed, it is essential
that the MFA provides clear and unambiguous guidance on its website and
disseminates the same information through the LAF for each region.

Barriers and guards

It is recognised that installing tipping rails and conveyors requires a significant
financial investment which might not be an affordable option for all scallop
dredger owners. Unfortunately, the protection provided by the bulwarks was
removed when the bins were fitted, requiring the deckhands to work on top of
the bins. James would not have fallen overboard had there been an effective
barrier in place. The owners of scallop dredgers have both moral and legal
obligations to ensure that the safety of their crew members is not compromised.
If sorting bins are fitted and people have to climb on them to carry out their work,
then every effort must be made to ensure that the mandatory bulwark height
requirements are not violated in achieving such an enhancement.

Personal protective equipment (PPE)

Personal protective equipment (PPE) is considered the last line of defence

in ensuring safety at work. It is acknowledged that wearing a safety harness
attached to a life-line while working on deck would be cumbersome given

the constricted environment. However, if a life-line was attached only for the
duration that the crew member had to climb on the bin to handle the gilson clips,
it would prevent them falling overboard. On Korenbloem, there were no barriers
or guards to prevent such an eventuality and, until such time as a safer method
of work is implemented, the use of a safety harness and life-line should be
considered as part of the safe working process.
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2.4.5 Summary

2.5

2.6
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The most effective method of achieving a safe working environment is by the
elimination of hazards. In the case of scallop dredging, this is not entirely
achievable, and therefore the next best strategy would be to physically separate
the crew members from the fishing gear during the most hazardous parts of
the operation: shooting the gear and hauling in the catch. The tipping rail and
conveyor system achieves this objective. On vessels where sorting bins are
still in use, it is vital to ensure that the mandatory height of 1m provided by the
bulwark is maintained at all times, and fishermen should not be required to
climb up on the bins if there are then no further barriers between the bins and
the open sea. If there is no alternative to working on the unprotected bins, a
safety harness or similar safety device should be worn.

ACHIEVING SAFETY AT WORK

Korenbloem'’s risk assessment was drawn up by a local consultant who had not
included many of the obvious safety issues such as working on deck in rough
weather and operating the gear while standing on the catch in a bin without any
safety barriers. Use of PPE such as hard hats, goggles and safety boots was
repeatedly mentioned as a means of preventing injury but, though available on
board, these were seldom used in practice.

The process of identifying hazards; thinking about ways to either eliminate

or control them; documenting the thought process; and reviewing them as

and when the nature of the work changes, can only be worthwhile if the work
practices match the words in the document. On Korenbloem, the work on deck
was carried out with little consideration to the written risk assessment document,
and as such it had limited practical value.

The risks associated with standing on a catch of scallops, without any guardrails
or restraints, to unhook the Gilson G-clips were obvious and those risks were
multiplied by the vessel’'s movement in rough weather. The acceptance of such
working practices as routine demonstrates an unacceptably high tolerance of
risk. In this instance the risk became reality, and a man lost his life. There is no
need for such unsafe working practices to go unchallenged; skippers and crews,
supported by the owners, must start taking more responsibility for their own
safety if the fishing industry is to reduce its high fatality rate.

SURVEYS AND INSPECTIONS

Korenbloem was surveyed twice in 4 years, and inspected once annually.
However, the potential hazard posed by fitting the scallop bins flush with the
bulwark was not identified during these surveys.

In practice, the bins extended the bulwark inboard and, as such, did not pose
a hazard until anyone climbed on top of them to operate the gilson clips. As
the bins are removed during the surveys, it is understandable that the danger
of falling into the sea from the bins was not readily apparent to the attending



2.7

surveyor. As all the equipment used for catching, sorting and storing fish would
be classed as work equipment, it is now mandatory under PUWER for the flag
state to enforce their safe operation. The self inspection and accounting system
being trialled by the MCA is a very positive development as it includes all the
fishing gear as fitted.

In order to appreciate the implications of fitting additional equipment, such as
bins, it is necessary for the surveyor to see them in place. Therefore, it would
be prudent for surveyors to insist on seeing the vessel in the ‘ready to sail’
condition during surveys and inspections.

MANOVERBOARD RECOVERY

Jumping into the cold and rough sea to retrieve their shipmate was a very
courageous and selfless act on the part of the two deckhands. However, if they
had ingested water due to a cold water shock gasp reflex or been hit by the
gear, they could quite easily have drowned as they were not wearing lifejackets.
Their three remaining shipmates would then have had to deal with three
casualties instead of one. It was very fortunate that nothing happened to the
men who jumped in on this occasion, but this accident re-inforces the case for
wearing lifejackets when working on deck.

James’s injuries were devastating, and the postmortem report indicates he
would not have survived even if he had been wearing a lifejacket. However,
he probably floated because he lost consciousness quickly and became still in
the water; the air trapped within his clothes giving him the necessary buoyancy.
Had James not suffered the injuries he did, he would have been struggling to
swim and remain afloat because of all the working clothes and boots he had
on. This movement would quickly have expelled the air trapped in his clothing,
making him less buoyant. In these circumstances a lifejacket would have been
essential.

The owner and skipper are responsible for ensuring that regular drills are
conducted on board. Had MOB drills been regularly conducted on Korenbloem,
the crew members would have perhaps responded in a safer manner; at the
very least they might have considered the use of lifejackets and life-lines before
jumping into the open sea. Luckily, the heavy swell aided the recovery of
James from the water, but MAIB has investigated many fatalities which occurred
because the MOB could not be recovered quickly enough. None of the crew
members, including the skipper, thought of using the Marcus net because it
was an unfamiliar piece of equipment. The talk-through MOB drill conducted by
the MCA surveyor does not appear to have benefited the crew very much. ltis
essential that fishing vessel crews have a sound knowledge of manoverboard
procedures, and that these are practised frequently to prove the kit works and
the crew is familiar with its use.
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2.8

HELICOPTER EVACUATION

Dover CG’s determination that the accident occurred in the French SRR, was
correct. With the handover between SAR authorities; the delays caused by
the med-link call; the French aircraft having to stop at Boulogne to collect a
doctor before it deployed; and the delays caused by the rough weather on
scene, it took nearly 2 hours from the time the alert was raised to James being
winched off the vessel. While the delay seemed interminable for Korenbloem’s
crew, it was probably reasonable in the circumstances; the UK target for SAR
response just to the north of their position was only slightly less, at 1 hour and
45 minutes®.

In this accident, James’s injuries were so severe that, even if the SAR response
had been immediate, it would have made no difference to the outcome.

COMBINED SAFETY ISSUES, ACTIONS TAKEN, MAIB COMMENT AND
RECOMMENDATION START ON PAGE 67.
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Osprey lll Investigation
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fatality resulting from a man overboard from

fv Osprey Il
Moray Firth
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SYNOPSIS

During the evening of 11 November 2009, the UK registered
stern trawler Osprey Il was retuning to Macduff, Scotland after
a day’s fishing. When lowering a damaged net back to the
deck following repair, a bight of the net entered the water. This
caused the portion of the net flaked on the deck to run over the
stern and into the water. William Antonio, a Filipino deckhand,
became entangled in the net and its ground gear, and was
dragged overboard.

The skipper acted quickly to retrieve the net and manoeuvre
the vessel next to William, who had surfaced close by. A line

and a lifebuoy were thrown to him, but the skipper and remaining deckhand were
unable to recover him back on board. After about 12 minutes on the surface William
disappeared as the skipper and deckhand tried to move him to the stern where the
vessel's freeboard was lowest. Despite an extensive search and rescue operation by
seven vessels and a helicopter, William was not found before the search was called off
the same evening. His body was eventually recovered from the seabed by Osprey Il 1

week later.
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SECTION 3 - FACTUAL INFORMATION
PARTICULARS OF OSPREY Il AND ACCIDENT

3.1

Vessel details
Registered owner
Port of registry

Flag

Type

Built

Classification society
Construction

Length overall

Gross tonnage

Engine power and/or type

Service speed

Accident details
Time and date

Location of incident

Persons on board
Fatalities

Damage

Mara Ltd
Banff

UK

Stern trawler
2000, Macduff
None

Steel

9.90 metres
16.53

194kW / 3406-TA Caterpillar

6 knots

1840 on 11 November 2009

57° 45.633N 002° 28.787 W

5.5 nm north of Macduff, Scotland

3

None



3.2
3.21

NARRATIVE
Events leading to the accident

At 0330 on 11 November 2009, the UK registered stern trawler Osprey Il sailed
from her home port of Macduff, Scotland, to head for fishing grounds 12.4nm to
the north. On board were her Scottish skipper and two deckhands. One of the
deckhands was also Scottish; the other was a Filipino named William Antonio.

After a day’s fishing, the vessel started her last haul at 1710. As the net was
brought in, the skipper noticed that it was torn on the lower starboard side edge
adjacent to the ground gear. The contents of the net were emptied into the fish
processing hopper. The net was then wound back onto its drum and the vessel
headed back to Macduff at a speed of about 3 knots.

The skipper decided to repair the net during the return voyage, which was his
usual practice. To achieve this, he slowly payed out the net from the drum while
the two deckhands flaked its cod end over the port side of the net deck. As soon
as the square of the net was reached, the net was suspended from the power
block to afford access to the damaged area. Although some of the ground gear
was suspended over the stern of the vessel, it was clear of the water.

When the skipper finished the repair, which took about 1 hour, he decided

to raise the net in order to free a flip up line which he thought was possibly
entangled in the ground gear. He told the crew what he was going to do and
then went to the wheelhouse to operate the power block. The deckhands
stood either side of the net drum (Figures 13 and 14) from where they could
check the flip up line and re-stow the net on its drum on completion. Both were
wearing oilskins over their work clothes, and sea boots.

The skipper raised the net, but soon lowered it back to the deck when the
ground gear was found to be clear of obstructions. As he did so, part of the

net entered the water, causing its flaked portion on the deck to run out (Figure
15). The skipper immediately shouted a warning to the deckhands, but William
turned to the port side of the vessel and took a step towards the running net.
William’s boot became entangled in the gear, which pulled him over the bulwark
into the sea. It was about 1840, and Osprey Ill was about 6.4nm from Macduff
(Figure 16); it was dark, the sea was calm and its temperature was about 10°C.

3.2.2 Attempted rescue

30

The skipper immediately pressed the manoverboard (MOB) button on the chart
plotter. He also deselected the propulsion unit, which allowed him to haul in the
net onto the drum at full power. As the net was hauled onto the drum, which
took less than 1 minute, the other deckhand saw one of William’s boots caught
between the dog rope and the net.



Figure 13

Photograph of the aft deck
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Diagram showing the position of deckhands
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Figure 15
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Reproduced from Admiralty Chart BA 222 by permission
of the Controller of HMSO and the UK Hydrographic Office

Figure 16

Chart extract showing position of manoverboard
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The deckhand called out for William and went onto the shelter deck to try and
see him in the darkness beyond the arc of Osprey IlI’s deck lights. Meanwhile,
the skipper manoeuvred the vessel ahead and to starboard in order to return to
the MOB position indicated on the plotter.

On hearing a call from William, the deckhand went to the starboard bow

and saw him between 3 and 5 metres away. He alerted the skipper, who
manoeuvred the vessel to leave William close off the starboard bow. The
skipper then left the wheelhouse to assist.

The deckhand threw William a line with a loop, which William grabbed with both
hands. The deckhand pulled William to the vessel’'s side, where the skipper

and the deckhand encouraged him to get into the loop or to tie the rope around
himself; William did neither. The skipper and deckhand tried to pull William on
board, but were unable to do so because the line kept slipping through William’s
hands. Another line was tied to a lifebuoy, which was lowered to a now very
weary William. William managed to put his left arm through the lifebuoy and
continued to hold onto the rope with a loop.

The skipper decided that it would be easier to recover William over the vessel’s
transom where the freeboard was lower. He told the deckhand to go aft, and
then pulled William towards the stern, shouting encouragement as he did so.

At the stern, the skipper saw that William was still holding on, and passed the
lines to the deckhand on the net deck. The deckhand pulled on the lines, but
soon realised that William had let go. William had been in the water for about 12
minutes, but was no longer visible and could not be heard.

The skipper returned to the wheelhouse and called to a nearby fishing vessel,
Just Reward, on VHF radio to request her skipper to inform the coastguard

of the manoverboard. This was done at 1852. The coastguard immediately
activated the Macduff and Fraserburgh lifeboats, and an RAF rescue helicopter.
Seven vessels searched for William in worsening weather conditions until 2351,
when the search was terminated. William’s body was trawled off the seabed by
Osprey Il 1 week later. A postmortem examination concluded that William had
died from drowning.

OWNERSHIP AND CREW

Osprey Il was owned by her skipper in partnership with his brother, the Scottish
deckhand, and a relief skipper. In addition to her skipper and part owner
deckhand, the vessel usually operated with one or two Filipinos hired through
PG Manning Ltd, a UK-based manning agency.



3.4
3.4.1

3.4.2

The skipper had been a fisherman for 28 years and held a fishing vessel Class
2 Certificate of Competency and a Class 2 Certificate of Competency (Engineer
Officer) since 1990 and 1995 respectively. He had skippered a number of fishing
vessels during the past 21 years and had completed a safety awareness course
in 2002, a merchant navy fire-fighting course in 1990, first-aid at sea courses in
1990 and 1995, and a basic sea survival course in 1981.

William Antonio was 28 years old and had completed courses in fire prevention
and fire-fighting; elementary first-aid; proficiency in personal survival techniques;
and personal safety and social responsibility in the Philippines, in 2003. He
qualified as a deck rating on 2 March 2005 and held an STCW 1995 Certificate
of Competency issued by The Philippines’ maritime administration. William
joined Osprey Il in April 2009; it is not known if he had previously worked on
board a fishing vessel. He was trained in the vessel’s operation by her crew
and had not seen the net pulled from its drum other than when it was being
shot. William’s native language was Tagalog, but he was able to speak and
understand English.

The Scottish deckhand was a career fisherman with 33 years experience, and
held a fishing vessel Class 2 Certificate of Competency on the merit of his time
served. He had sailed with the skipper on his previous vessels and had worked
on board Osprey Il since build. He had completed a safety awareness course in
2002, a fire-fighting course in 1982, a first-aid at sea course in 1995, and a basic
sea survival course in 1981.

THE VESSEL
Operation and training

Osprey Il usually trawled during daylight, completing about four trawls a day

in the summer and three in the winter. When shooting and hauling nets, the
skipper was usually in the wheelhouse, with two deckhands on the net deck.
The Filipino crew were trained on board in the vessel’s operation and use of her
fishing gear. Emergency drills were not conducted.

Layout and fishing gear

The vessel was designed by Macduff Ship Design Ltd and built by Macduff
Shipyards Ltd. She was driven by a Caterpillar 3406-TA engine, which also
powered the vessel's hydraulic system. Two bottom trawl nets were stowed

on net drums sited near the stern. The starboard net, which was used on 11
November, was designed for rocky seabeds. Its ground gear consisted of a
series of discs with rubber spacers attached to its footrope. In addition to the
ground gear, the footrope of the net had a flip up line attached to it to prevent
large boulders from being swept into the net and causing damage (Figure 17).
The port net was designed for use with sandy seabeds.
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3.4.3 Safety equipment

3.5

The safety equipment carried on board included:
e Six lifejackets

¢ One four-man liferaft with hydrostatic release
e One EPIRB with hydrostatic release

e Two immersion suits

The skipper was aware of the possibility of falling overboard when working

on the net deck and had also provided two pairs of buoyancy trousers for use
by the Filipino crew. The trousers had a buoyancy of 50 Newtons and were
intended for use by competent swimmers near to a bank, shore, or who have
help and a means of rescue close at hand. The label on the trousers clearly
stated that the garments’ purpose and suitability was for use in sheltered waters.

A rope ladder was carried on board but was stowed under the shelterdeck and
was not readily available or easy to use.

CODE OF PRACTICE

The Code of Practice for the Safety of Small Fishing Vessels 2001 as amended
in 2007 (The Code) provides requirements for all fishing vessels under 15m LOA
relating to safety equipment (see the checklist of requirements shown in Annex
1.4 of Annex D), inspection, annual self-certification, risk assessments and
safety training. Vessels under 15m LOA are not required to carry a dedicated
method of Manoverboard (MOB) recovery or to conduct emergency drills.

The skipper was required to certify annually that the vessel complied with the
Code, and to present her for inspection to the Maritime and Coastguard Agency
(MCA) at intervals not exceeding 5 years. Osprey Il was first inspected in 2003.
She was next inspected in July 2009 at the request of the skipper. At the time of
the inspection, the vessel was out of the water, completing a refit, but remained
fully crewed. The skipper’s certification and proof of training was checked,

but that of the other crew was not. No deficiencies were identified during the
inspection.

Guidance to the MCA inspectors for the completion of the inspection of fishing
vessels less than 15m is provided in MSIS27 Chapter 1, Annex 1. The document
provides advice and information on the MCA's policy for inspection, issue of
safety certificate decals and inspection procedures. It includes guidance on the
examination of crew certificates, safety equipment and the general condition of
vessels.
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SAFETY AT WORK

The Merchant Shipping and Fishing Vessel (Health and Safety at Work)
Regulations 1997 apply to all vessels, and require employers to protect the
health and safety of their workers and others so far as is reasonably practicable.
In signing the annual declaration required by The Code, Osprey III's skipper
confirmed that he had completed a health and safety risk assessment for his
vessel. The assessment was not recorded in writing. Although written risk
assessments are strongly recommended by the MCA, they are not required by
The Code or the Health and Safety at Work Regulations.

Further guidance on these regulations is provided by the MCA in its Marine
Guidance Note (MGN) 20 (M+F), Merchant Shipping and Fishing Vessel (Health
and Safety at Work) Regulations 1997, and Fishermen’s Safety Guide. Guidance
is also provided by the Sea Fish Industries Authority (Seafish) in its Fishing
Vessel Safety Folder, in which checklists help fishermen to consider the hazards
encountered in their work and to take precautions aimed at stopping or reducing
work-related accidents on board. The folder makes frequent reference to the
possibility of fishermen falling overboard, and the precautions to be taken to
prevent this from occurring.

PERSONAL PROTECTIVE EQUIPMENT (PPE)

The Merchant Shipping and Fishing Vessels (Personal Protective Equipment)
Regulations 1999 require employers to ensure that when their employees are
at risk from a hazardous work activity on board, they are supplied with personal
protective equipment (PPE). Such equipment should be regarded as a last
resort, where risks cannot be reduced or avoided.

Further guidance is given in MGN 311 (F), Working and Protective Gear for
Fishermen. Annex 1 of this MGN provides a checklist for fishing vessels under
24 metres registered length for PPE which may be considered for certain
hazardous situations.

PERSONAL FLOTATION DEVICES (PFD)

The standard EN ISO 12402-1:2006 sets out the details for each type of PFD
and defines two classes:

e Those which provide face up in-water support to the user regardless of
physical conditions (lifejackets) and;

e Those which require the user to make swimming and other postural
movements to position the user with the face out of the water (buoyancy
aids).

Part 10 of the standard provides advice on selection of a PFD, drawing attention
to the need to choose a device that meets the correct standards for the
circumstances in which they will be used.



3.9

3.10

SAFETY TRAINING

All crew working on board a UK registered fishing vessel are required to have
completed the following safety courses or equivalents:

e Sea survival techniques
e Fire prevention and fire-fighting
e Elementary first-aid

e Health and safety (safe working practices)

New entrants to the UK fishing fleet must attend the sea survival techniques
course prior to going to sea for the first time. The remaining courses must be
completed within 3 months of the start date. Fishermen who have worked for
2 or more years on fishing vessels are designated as “experienced fishermen”
and are required to attend a 1 day course on safety awareness. This course
includes classroom-based modules on risk assessment and MOB recovery.

The courses are conducted within the UK by Seafish and Group Training
Associations (GTAs). Attendees are not assessed and there is no requirement
for refresher training.

The MCA accepts SCTW certificates in lieu of the sea survival, fire-fighting and
prevention and first-aid courses. However, it does not accept equivalents for
the health and safety or safety awareness courses. More information on the
mandatory and voluntary training for fishermen can be found in MGN 404 (F).

SIMILAR ACCIDENTS

In November 2008 the MAIB published its Analysis of UK Fishing Vessel Safety
1992 to 2006. Of the 256 fatalities recorded during this period, 83 fishermen lost
their lives as a result of going overboard, 65 of which happened at sea. These
figures exclude persons overboard as a result of other events such as the
vessel capsizing.

Most fatalities occurred when crew members were engaged in shooting or
hauling fishing gear, or as a result of being washed overboard during heavy
weather, and only one was reported to have been wearing a lifejacket at the
time.
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AIM

The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to
prevent similar accidents occurring in the future.

ENTANGLEMENT IN GEAR

The working area on the aft deck of Osprey Il was very confined (Figures 13,
14 and 15). This resulted in her deckhands being close to the moving gear when
working with the nets. William Antonio had been on board for over 6 months

and was familiar with the vessel’s work practices. However, the sudden loss of
the net over the stern following repair was unexpected and was an event not
previously seen by him.

It is possible that William misunderstood or did not hear the skipper’s warning,
which was given in a broad accent, and that he moved intentionally towards the
net to try and stop it from running free. If this were the case, this action, albeit
reflexive, indicates either a lack of awareness or a disregard of the dangers
involved. However, the possibility that William’s movement towards the net was
involuntary because he was already entangled in the net, cannot be discounted.

Once William’s foot was entangled in the gear, there was nothing that could
have been done to prevent him from being dragged overboard. Given the speed
of Osprey I, the net would have been running at a rate of about 30 feet (9.1m)
every 6 seconds, and the skipper and other deckhand would have had virtually
no time to react.

ATTEMPTED RECOVERY

On seeing William pulled overboard by the net, the skipper’s actions to haul

in the gear, mark the vessel’s position, and manoeuvre her were quick and
positive. Consequently, Osprey /Il remained sufficiently close to William to
enable him to be seen after he surfaced, and to throw him a line. William
remained afloat alongside the vessel for about 12 minutes, but three significant
factors prevented the skipper and deckhand from recovering him back on board.

First, William was unable to hold onto the lines when the skipper and crew tried
to pull him up the vessel’s side. This was not surprising as his hands would have
been cold and wet. Like many others, he might not have been able to support
his own weight when holding onto a rope, even with warm, dry hands.

Second, the skipper and deckhand were unable to grab William with their hands
because of the vessel’'s high freeboard and because no means of recovering
him were readily available. There are a number of MOB systems designed for
smaller vessels, and these are relatively inexpensive. In this case, as William
was conscious, the provision of a readily available rope ladder or scrambling net
would have substantially increased his chances of recovery and survival.
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4.5

Finally, neither the skipper nor the deckhand was practised in recovering a
person from the water. Although this topic is covered to some degree in the
Seafish Safety Awareness course, there is no requirement for fishing vessels
under 12m to drill man overboard recovery, and therefore most do not. In this
case, a simple drill would have quickly highlighted the problems set by the
vessel’'s freeboard and lack of dedicated equipment. This might have prompted
remedial action to have been taken.

DROWNING

In view of the water temperature, William would have experienced shock when
first immersed. Such a shock can cause a person to gasp and inhale water;

it can also cause heart attack and death within 2 to 3 minutes. However, as
William was able to free himself from his boots, surface, and remain afloat while
recovery was attempted, it is almost certain that he drowned as a result of the
onset of swim fatigue and the loss of his motor functions, rather than the shock
induced by the cold water.

Had William worn the flotation trousers provided by the skipper, their buoyancy
would have enabled him to remain afloat. Consequently, he would have found
it easier to hold onto the lifebuoy and other line. However, the trousers would
not have ensured his mouth was kept out of the water, and so would not

have prevented him from drowning. This would have been achieved only if he
had worn a level 150 lifejacket. Many types of personal flotation devices are
available, and care is required to ensure that such devices provided to the crew
are fit for purpose.

CREW SAFETY

The skipper did not provide a written assessment of the risks encountered in
the operation of his vessel. Therefore, it is impossible to determine the extent
and quality of his assessment. The provision of a liferaft, an EPIRB, buoyancy
trousers, and immersion suits indicates that the skipper considered some of
the dangers faced by himself and his crew sufficient to justify the carriage of
safety equipment in excess of that required by regulation (see the checklist of
requirements shown in Annex 1.4 of Annex D).

However, although net repair during passage was routine practice, the dangers
to the deckhands presented by the large amount of net on the confined deck
does not appear to have been properly considered. Along with the provision

of buoyancy trousers for use by the Filipino deckhands only, the failure to
enforce the wearing of the trousers, the unsuitability of the trousers for use in
the vessel’s area of operation, and the lack of a procedure to recover a person
from the water, this indicates that the assessment of the risks on board Osprey
/Il was neither comprehensive nor effective. The danger posed by the net could
have been significantly reduced by keeping William clear of the deck until his
presence was absolutely necessary.

41



4.6

42

Inadequate risk assessment is a common factor in many fishing vessel
accidents and the ability of the skipper of Osprey Il to complete an effective
assessment was unlikely to have been any different to many of his peers.
Although the skipper had attended a safety awareness course in 2002, which
included risk assessment, it is unreasonable to expect the attendance on such
1-day courses to equip fishermen with sufficient knowledge and skills to enable
them to complete a realistic and effective risk assessment.

ENFORCEMENT OF MANDATORY TRAINING

Although William was required to have attended a health and safety course
within 3 months of joining Osprey Ill, this was not known by the skipper, nor was
compliance checked during the vessel’s inspection in July 2009. There is no way
of knowing what effect, if any, William’s attendance on this course would have
had on his behaviour on board Osprey Ill but it might have equipped him with a
greater awareness of the dangers that can be encountered when working with
running gear, and on fishing vessels in general.

COMBINED SAFETY ISSUES, ACTIONS TAKEN, MAIB COMMENT AND
RECOMMENDATION START ON PAGE 67.



Optik Investigation

Report on the investigation of the

loss overboard of a crew member from
fv Optik
8 miles SE of Arbroath

18 November 2009

resulting in one fatality
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SYNOPSIS

Raymond Davidson, a crewman on the creel fishing vessel
Optik, was dragged overboard while shooting creels. The
vessel’s skipper succeeded in recovering the casualty to the
vessel’s side by hauling in the rope which had initially dragged
him overboard. However, despite the casualty being hoisted
to the davit block by his ankle, the skipper was unable to get
him onboard. A crewman from another nearby fishing vessel
was transferred to Optik to assist in pulling the casualty on
board. Once on board, first-aid was administered by way of
chest compressions and artificial respiration, but these were
stopped after a few minutes as the casualty appeared to be
lifeless. Thirty minutes later, crew members of the Arbroath
lifeboats attended and restarted resuscitation to the casualty, and this continued until
he subsequently arrived in hospital. Small signs of life were initially detected by the
hospital staff, but it was not possible to resuscitate him.

The accident happened during a routine creel shooting operation which, despite having
been carried out many times, had never been properly evaluated to make the operation
as safe as possible. During the shooting operation, the casualty was required to work
in close proximity to unguarded ropes on deck; during this operation his foot became
entangled in a rope and he was dragged overboard and down to the seabed by the
weight of attached fishing gear.
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SECTION 5- FACTUAL INFORMATION
5.1 PARTICULARS OF OPTIK (Figure 18) AND ACCIDENT

Vessel details
Registered owner
Port of registry
Flag

Type

Built
Construction
Length overall
Gross tonnage

Engine power and/or type

Service speed

Accident details
Time and date
Location of incident
Persons on board
Injuries/fatalities

Damage

Privately owned

Arbroath — AH 716

British

Creel fishing

1979

Glass reinforced plastic (GRP)
9.20m

6.44t

97kW

6 knots

1300, 18 November 2009
8 miles SE of Arbroath
Two

One fatality

None
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Photograph courtesy of Kevin c/o Trawlerphotos

Figure 18
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Optik in 2008



5.2

NARRATIVE OF EVENTS

The creel fishing vessel Optik sailed from Arbroath at approximately 0600 on 18
November 2009 and made her way to the Bell Rock fishing grounds, 10 miles
to the south-east. This was her first time at sea following 4 days of bad weather.
The passage to the fishing grounds was uneventful and Optik arrived at her first
fleet of creels at first light, at about 0745, whereupon the routine fishing process
of hauling, emptying, re-baiting and shooting creels began.

Optik had approximately 500 crab creels, set in fleets of 20, around the Bell
Rock area and was fishing them (hauling and shooting) in a clockwise direction
around the Rock. Another four Arbroath based vessels were in the vicinity and
were also engaged in creel fishing.

Through the course of the morning Optik’s skipper and crewman, Raymond
Davidson (the casualty), hauled and re-set 10 fleets of creels. During this

time, the wind varied between force 4 and 6 (Beaufort), south-westerly. The
weather conditions were not particularly good and had deteriorated throughout
the morning to a point where the skipper was reaching his limit for comfortable
fishing. At around 1230 Optik’s skipper had already decided that, after shooting
the current fleet of creels, they would return to port because of the weather and
sea conditions.

Optik was shooting her last fleet on a south-easterly heading, beam on to the
south-westerly wind and swell, at a speed of 4 or 5 knots. The skipper was in
the wheelhouse monitoring the vessel’s position while the crewman was on the
deck between the shooting table and the wheelhouse (Figure 19), monitoring
the shooting. The skipper was not studying the actual shooting process but,

as was common practice, awaited a call from his crewman to indicate the last
creel had been shot, so that he could record the position on Optik’s track plotter
for later retrieval. Instead of a clear, precise shout from abaft the wheelhouse
door indicating the last creel was shot, an abnormal shout was heard from
somewhere behind the wheelhouse and over to port, prompting the skipper

to look behind, where he saw the crewman being dragged aft, in a curled up
position, over the shooting table.

The skipper’s reactions were immediate; he placed Optik’s engine full astern
and stopped her in the sea, being careful not to go too far astern and take the
creel rope into the propeller. He rushed to the stern where the rope was still
running and, as he grabbed it to bring it round to the creel hauler; he noticed
there was little weight on the rope.

The line was quickly hauled in and the casualty was pulled back to the surface
where it was seen that, as well as the line being caught around his left ankle,
there were also several turns tangled around his torso.

47



48

Figure 19

Optik’'s deck (after the accident) showing the approximate position of the
crewman before he was dragged overboard by the rope shown

Optik’s skipper continued to haul the rope until the casualty’s ankle was touching
the davit block (Figures 20a & 20b) and he was suspended, head down,
towards the sea. There were no signs of life in him at this time. The skipper cut
the rope free from around the casualty’s torso and attempted to pull him back on
board. Despite several attempts, the skipper was unable to get sufficient grip to
haul the casualty up and over the bulwarks and slack the retaining rope from the
hauler at the same time. Realising he could not recover the casualty alone, he
ran into the wheelhouse to use the VHF to call the nearby fishing vessel Orianne
for help.

Orianne was hauling creels about '/3 of a mile away from Optik; her crew had
noticed Optik laying stopped in the sea for about 5 minutes, but thought little of
it until they heard Optik’s skipper’s call for help over the radio. Without hesitation
they cut away their gear and raced towards Optik.

The radio call for assistance, which was made on VHF channel 14, the local
working channel for Arbroath fishing vessels, was overheard by the skipper

of Lichtie Lass, several miles away; he was also a coxswain for the Arbroath
Royal National Lifeboat Institution (RNLI). As Orianne headed to Optik’s aid, the
skipper of Lichtie Lass, realising the urgency of the situation, contacted Arbroath
lifeboat station directly by mobile telephone and instructed them to launch to

a manoverboard (MOB) incident off the Bell Rock. The duty lifeboat mechanic
immediately paged the vessel’s crew, and at 1315 informed Forth Coastguard
(CG) that they were about to “self launch.”



Figure 20a

Davit block

Davit block used to recover the casualty

Figure 20b
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As Orianne came around Optik's bow, her skipper and crewman could see a
seemingly unconscious body suspended upside down by his ankle from the
creel hauler davit. They realised the situation was desperate and recognised

the only way to help was to get another person on board Optik. Orianne was
manoeuvred close across the stern of Optik to enable her crewman to jump
between the vessels in the not inconsiderable swell. As the vessels passed
within a few feet of each other the crewman jumped across, successfully landing
on Optik’s shooting table. Orianne’s crewman did not think to don a lifejacket
before attempting the hazardous transfer.

Once Orianne’s crewman was on board Optik he and the skipper quickly
dragged the casualty over the bulwark rail onto the deck; he was grey, cold

and had no detectable pulse or any other signs of life. Basic life support (BLS)
through mouth to mouth ventilations and chest compressions was immediately
applied. These continued for about 5 minutes, before the skipper and Orianne’s
crewman assessed that the casualty was beyond help, and covered him with an
oilskin jacket.

At around 1325 communications were established between Forth CG and the
skipper of Optik. However, the CG were not informed that BLS of the casualty
had ceased.

At 1326 the Arbroath all weather lifeboat (ALB) reported “on service” to Forth
CG, giving an estimated time of arrival with Optik of 1400. The faster inshore
lifeboat (ILB) also reported on service soon afterwards.

Forth CG contacted the air rescue co-ordination centre (ARCC), Kinloss, and
requested helicopter assistance; ARCC Kinloss duly assigned a helicopter from
RAF Boulmer to assist. At 1346 rescue helicopter R131 was airborne heading to
the accident scene approximately 85 miles away.

Arbroath ILB’s progress was hampered by the poor sea conditions and it arrived
alongside Optik at 1353, only a few minutes before the larger ALB. Lifeboat
crew members, highly trained in cold water immersion recovery techniques,
boarded Optik, where they found the casualty in a recovery position. Despite
finding no obvious signs of life, the lifeboat crew commenced oxygen assisted
BLS, unaware that previous BLS had ceased about 30 minutes earlier. BLS
continued (as their training required) until R131 arrived on scene at 1420. The
casualty was hoisted on board the helicopter within a short space of time.

Life support continued to be administered to the casualty on board R131 until
it arrived at Ninewells Hospital, Dundee, at 1436. He was then handed over
to the care of the hospital, but was not showing any obvious signs of life.
However, detailed examination by Accident and Emergency (A&E) staff using
advanced medical equipment detected a slight trace of electrical activity within
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the unconscious man. His core temperature at this time was 29.4° centigrade
(C) — deeply hypothermic. Unfortunately, despite intensive and sustained
attempts by the A&E staff, the casualty could not be re-warmed or revived and
was pronounced dead at 1630.

KEY PERSONS
The casualty

Optik's crewman, Raymond Davidson, aged 52, was a self taught mechanic
and had sailed intermittently on various trawlers over a period of time. His
experience in creel fishing was gained mostly on board Optik, where he joined
as a share fisherman soon after the boat was purchased by the skipper. He
held mandatory certification in Basic Sea Survival, Fire Fighting and Safety
Awareness, and a further non-mandatory certificate in Stability Awareness. He
did not hold the required certification in First Aid at Sea.

The skipper

Optik’s skipper/owner had spent most of his working life at sea on board tugs
and offshore petrochemical industry support vessels. In 2005, at age 58, he
retired from offshore working and purchased his first fishing vessel, Optik.
Prior to this he gained fishing experience on board the Arbroath based creel
fishing vessel, Boy Joshua®, where he sometimes crewed when not working
offshore. He held mandatory Sea Fish Industry Authority (Seafish) approved
training certificates in Safety Awareness, and the non-mandatory Stability
Awareness courses. Additionally, he held Standards of Training, Certification
& Watchkeeping (STCW) approved certification in Advanced Fire Fighting,
Proficiency in Survival Craft and Rescue Vessels and Proficiency in Medical
First-aid Aboard Ship, which had been obtained in 2001 and MCA approved Tug
Master (near coastal) and Tug Mate (unlimited) certificates of competency.

Orianne’s crewman

The crew member of Orianne, who jumped across to Optik in the open sea, was
aged 50 and had been a fisherman most of his working life, except for a short
period working on offshore petrochemical industry support vessels.

He held a Mate’s Full and Special Certificate of Competency which allowed
him to sail as mate on UK fishing vessels worldwide, or skipper of under 30m
vessels within a Limited Area around the UK coast.

In addition to his Certificate of Competency he held statutory certification in Fire
Fighting, Basic Sea Survival, Safety Awareness and First-Aid, which he obtained
in 1999.

6 Boy Joshua's skipper was lost overboard on 16 August 2007. His body was found later that day. He was
not wearing a flotation device.
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VESSEL DESCRIPTION AND MODIFICATIONS

Optik was built in 1979. Her wheelhouse was placed slightly further aft than
most other fishing vessels of the same hull design to allow easy access to her
foredeck. However, this resulted in less room on her aft working deck. The
vessel had changed ownership several times and had been rigged for various
fishing activities during the last 30 years, including trawling and creeling.

The wheelhouse gave access to a forecastle via a companionway forward. The
forecastle housed two bunks, galley facilities, a toilet and access to the engine
space. The forecastle was also used for storage, and held a 4-man liferaft,
which the vessel was not required to carry.

When Optik was purchased, the current owner fitted a shooting table, or
platform, on the working deck aft to facilitate “self shooting” of creels (Figure
21). This was a common practice on many Arbroath creel vessels at the time.
The shooting table measured 3.65m long x 2.44m at its widest point and
tapered slightly towards the stern. This allowed approximately 24 creels to be
stowed flat on the table with a walkway down its starboard side and free deck
space of 1.07m between the front of the table and aft wheelhouse bulkhead.
Installation of this shooting table blocked off the dedicated engine space access
hatch from the main deck, requiring an alternative access to be opened up in
the watertight bulkhead between the forecastle and engine space.

Figure 21

Shooting table on aft deck of Optik



In June 2009 the skipper further modified the vessel by removing part of

the wheelhouse from Optik’s starboard side (Figures 22a and 22b). The
modification provided more clear deck space and therefore improved safety in
the area of the hauling position. A new sleeved box section hauling davit was
also installed at this time, enabling the davit arm to be lifted and rotated through
90°, and prevent it from becoming fouled when Optik was moored alongside
other fishing vessels. The snatch block on the outboard end of the davit was
1.8m above the waterline (Figures 20a and b).

During this most recent modification to Optik, the skipper took moveable
equipment ashore for safe keeping, as the vessel was unsecure and open to the
elements during the refit. After completion of the refit the equipment was mostly
put back on board. However, Optik's complement of lifejackets was not returned
to the vessel and, at the time of the accident, 20 weeks later, was still not on
board.

Photograph courtesy of Kevin c/o Trawlerphotos Figure 22a

Optik undergoing modifications to starboard side of
wheelhouse to enlarge deck space
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Figure 22b

Optik showing completed modifications to
wheelhouse and davit arm

METHOD OF FISHING

Optik’s creels were mainly used to fish for brown crab and lobster. The total
number of creels deployed in the sea at any one time was approximately 500.
These were steel framed parlour creels weighing approximately 11kg each.
Once baited and set on the seabed the creels would usually be recovered

after about 24 hours, but in November, when catches and weather conditions
were poorer, the skipper liked to haul all the creels in rotation about once every
3 days. His preferred fishing grounds were around the Bell Rock, where he
found he suffered fewer losses to his gear as a result of accidental contact with
scallop dredgers’ or trawlers’ gear.

Each fleet consisted of 20 creels of typical dimensions 66cm x 48cm, which
fitted comfortably onto Optik’s shooting table. The creels were set at 10 fathom
(18.3m) intervals on the seabed, attached to a 10mm diameter leaded back
rope (main line) by 1 fathom (1.83m) long leg ropes. At the end of each fleet
was a 30 fathom (54.9m) dhan rope leading to the surface, attached to a dhan
and marker buoy to facilitate retrieval from the sea (Figure 23).



Figure 23
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Diagram of a typical creel fleet

5.5.1 Hauling process

Both skipper and crewman would be on deck to haul in the creels. The skipper
would, according to wind and/or tide, manoeuvre the vessel to pick up the
floating dhan buoy from the surface, feed the rope through an open snatch
block on the davit arm and over the “V” wheel of the hauler. Once recovered,
the dhan buoy was stowed on the port side of the vessel, between the
wheelhouse and the bulwark (Figure 24a); this became the last item of gear

to be dropped overboard during the shooting process. As the 30 fathom dhan
rope came over the hauler it was also pulled across and coiled close to the
dhan buoy, just in front of the shooting table, to leave a clear deck between

the table and the wheelhouse bulkhead. The dhan rope connected to the back
rope to which creels were fastened; the back rope was hauled through the
snatch block and allowed to coil freely on the deck directly below the hauler
(Figure 24b). As each creel came up to the snatch block, the skipper lifted the
creel and simultaneously threw the leg rope out of the block, allowing the back
rope to continue unhindered around the hauler. The creel was then emptied of
catch and debris, re-baited and stowed on the shooting table by the crewman
in preparation for shooting. Once a further 10 fathoms of back rope had been
hauled, the next creel would appear under the davit arm, and the process would
be repeated until the entire fleet of 20 creels was hauled and stowed on the
shooting table. As each creel was stowed sequentially on the shooting table
from forward to aft, the crewman would make sure the bights of back rope, to
and from the hauler, were leading clear from the table and stowed close against
the starboard bulwark. Finally, the second 30 fathom dhan rope would be
hauled and stowed at the aft starboard side of the shooting table in preparation
for shooting (see Figures 24a to c for the hauling process). Hauling was a
physically demanding task and neither skipper nor crewman wore PFD’s during
the process.
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Photograph courtesy of Kevin c/o Trawlerphotos Figure 24a

Representation of dhan buoy in recovered position with section of
rope obscured between shooting table and wheelhouse

Photograph courtesy of Kevin c/o Trawlerphotos Figure 24b

Representation of back rope coiled under the hauler and initial
sequence of creels stowed on the shooting table

Note: Hatched lines represent ropes out of sight, inboard of the bulwark



Photograph courtesy of Kevin c/o Trawlerphotos Figure 24c

Representation of fleet of recovered creels stowed
on the shooting table in preparation for shooting

Note: Hatched lines represent ropes out of sight, inboard of the bulwark

5.5.2 Shooting process

Shooting was carried out with only the crewman on deck and the skipper
steering from the wheelhouse. The vessel's speed during shooting was normally
between 4 and 5 knots.

The dhan and its attendant rope placed at the stern of the vessel was dropped
overboard by the crewman and streamed on the surface as the skipper
positioned the vessel for the fishing ground. When instructed by the skipper, the
crewman would shoot the first creel (this was the last creel hauled in the hauling
process) off the table; he then positioned himself in a place of relative safety just
behind the wheelhouse door. Thereafter, the creels would shoot freely from the
table every 10 fathoms, assisted by the drag of the gear already in the sea. The
crewman would normally advise the skipper when the last creel went overboard
so that he could record its position for later retrieval. The crewman then took the
dhan buoy from its position between the wheelhouse and port bulwark as the
last of the dhan rope was running, and throw it overboard from his position abaft
of the wheelhouse. It was at some point as the last creel went overboard that
the casualty’s foot became entangled in the dhan rope about 2 fathoms from
where it joined the back rope.
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ENVIRONMENTAL CONDITIONS

On the day of the accident the wind was from the south-west, force 4 to 6 with
a 1.5 - 2.5 metre swell. At the time of the accident the flood tide was running to
the south-west, against the wind direction, thus creating sharp, irregular seas.
Ambient air temperature was 9°C and the sea temperature was recorded by the
ALB as 10.4°C.

OPTIK’S SAFETY INSPECTIONS

In accordance with The Code of Practice for the Safety of Small Fishing Vessels
of Less than 15m Length Overall (LOA), (The Code), fishing vessels under 15m
LOA are subject to a Maritime and Coastguard Agency (MCA) safety inspection
at 5-yearly intervals. Currently, inspections of under 10m vessels are usually
carried out by MCA CG sector managers. Following a successful inspection,

the inspecting officer will issue a safety certificate decal, valid for 5 years, which
is required to be displayed in the wheelhouse. In addition to these 5-yearly
inspections, vessels may also undergo random or targeted inspections during
the 5 year period.

Optik displayed an in date MCA safety certificate decal in her wheelhouse,
under a previous name, granted to her previous owner shortly before the
vessel was sold; this was due to expire in April 2010. However, the vessel was
the subject of a targeted inspection, because of the change of ownership, by
a CG sector manager on 15 October 2007. This inspection identified seven
deficiencies, requiring the skipper to carry out corrective actions and notify

the MCA in writing upon completion. In addition, Optik was served with an
Improvement Notice which required the crew to provide evidence, before 19
January 2008, of training in Basic Sea Survival, Basic Fire Fighting, Safety
Awareness and First-aid.

Confirmation for correction of the vessel’s deficiencies was submitted in writing
to the MCA on 23 October 2007, and a new safety certificate decal was issued.
The necessary training was completed within the time period except for the
casualty’s first-aid training. A booking confirmation for the casualty’s training
course was supplied by a training provider, allowing the Improvement Notice to
be removed. However, he did not attend the first-aid course, and this was still
outstanding at the time of the accident.

During the targeted inspection, the CG sector management also informed the
skipper that his 4-man liferaft would require servicing in a few months time,
even though it was carried surplus to requirement of The Code for that length of
vessel.

Skippers are also required to annually self certify that their vessel still complies
with the Code and that risk assessments of the vessel's operational work
practices are current. This had not happened in the case of Optik.
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SIMILAR ACCIDENTS

The MAIB Analysis of UK Fishing Vessel Safety 1992 — 2006 identified that,
of the 65 fatalities resulting from persons going overboard at sea, during the
period of the Study, nearly a third occurred on potting vessels, generally as
crew became entangled in ropes during shooting. Further, only 6 weeks before
the accident on Optik a crewman was dragged overboard to his death while
shooting crab creels on the Kirkwall registered Noronya.

Noronya was a state of the art modern vivier creel vessel with numerous in-built
safety considerations, and well thought through risk assessments, with suitable
control measures in place for mitigating dangers. One such consideration was

a dividing partition between the creel back rope and the crew on deck. The
accident on Noronya was caused by a bight of the back rope being laid out
over the dividing partition and onto the deck to enable a repair to the rope — this
was a departure from the fully assessed routine method of repairing the back
rope. During shooting, the casualty’s leg became entrapped in the bight, and he
was pulled overboard with the rapidly sinking gear. The back rope was swiftly
retrieved, but with no sign of the casualty. His body was not recovered despite a
prolonged search.

Noronya’s skipper had gone to considerable lengths to ensure safety on his
vessel. On this one occasion a departure from the appropriately risk assessed
and established method of effecting gear repairs led to a crewman’s death.

7 Available from the MAIB or at: http://www.maib.gov.uk/cms?file=FishingVesselSafetyStudy.pd
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AIM

The purpose of the analysis is to determine the contributory causes and
circumstances of the accident as a basis for making recommendations to
prevent similar accidents occurring in the future.

FATIGUE

The accident occurred during Optik’s first day at sea after being weather-bound
for several days, allowing those involved to be well rested before embarking

on their day’s work. Fishing operations on Optik occurred during daylight

hours only. Notwithstanding any limitations imposed by weather conditions, in
November, this meant the vessel had a working window of just over 8 hours.
The crew of Optik were able to take ample periods of rest between fishing
operations. Fatigue is not considered a contributory factor in this accident.

THE ACCIDENT

Optik was shooting broadside to wind and sea, with the vessel’s motion
aggravated by the tide setting against the wind direction. It is possible that the
casualty stumbled due to the vessel’'s motion and, in doing so, placed his foot
on the running dhan rope, resulting in his entanglement. What is not clear, is
why he was on the port side, behind the wheelhouse of Optik at that time, as
normally he would not go there until the second dhan was almost ready to be
thrown overboard. This was a deviation from the normal working practice, just
as the lead up to the Noronya accident was a few weeks earlier (Section 5.8).
Both accidents emphasise the need for crew members to fully consider the
potential consequences of any such deviations and to communicate these to
their colleagues.

The casualty’s ankle was caught in the dhan rope about 2 fathoms (3.7m) above
the last creel; this is known from the amount of rope retrieved to deck during his
rescue. It is highly probable he was dragged to the seabed due to the weight
and tension created by the fleet of creels already streamed on the seabed. The
skipper noticed there was little weight on the dhan rope as he took it to the
hauler to recover his colleague — this would indicate that both the last creel and
the casualty were on the seabed, rather than suspended mid water.

The skipper saw the casualty in a curled-up position as he was pulled
overboard; this was probably a desperate attempt by the casualty to reach down
and free the rope from his ankle.
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6.4.1

RESCUE AND SUBSEQUENT ACTIONS

The decision of the skipper of Lichtie Lass (who was an Arbroath RNLI
coxswain) to instruct the Arbroath ALB to self launch as soon as he overheard
the MOB broadcast from Optik, ensured this SAR asset was mobilised at the
earliest opportunity. HM Coastguard was subsequently briefed of the situation
by the lifeboat crew as they prepared to launch.

The decision to transfer a member of Orianne’s crew across to Optik was
undoubtedly a brave reaction to a difficult situation. However, as was the
prevailing custom on Orianne, the crew member was not wearing a PFD8 and
he could easily have slipped and fallen into the sea during the transfer, with
potentially further tragic consequences.

Based on a re-enactment of events conducted during the MAIB investigation,
it is estimated that it took around 10 minutes from the time the casualty went
overboard until Orianne’s gear was cut, she proceeded to Optik, and the crew
man was placed on board to assist in his recovery. By this time, the casualty
had stopped breathing. Thereafter BLS was quickly administered but was
discontinued after approximately 5 minutes because there were no signs

of life. BLS was again commenced once the Arbroath ALB reached Optik
approximately 30 minutes later, and then continued until the casualty’s delivery
at Ninewells hospital by R131.

In cases where casualties have fallen into cold water and have stopped
breathing, it is sometimes possible to revive them. Under these circumstances
the body’s metabolism slows due to the effects of severe, rapid cooling, and
the heart rate weakens and slows to a rate that makes detection of any pulse
very difficult. The hospital staff were able to detect very small signs of life in the
casualty but, by then, unfortunately it was not possible to resuscitate him.

First-aid training

First-aid training for fishermen is delivered as a 1-day attendance course. In
common with the other mandatory safety courses provided by Seafish, there is
no examination at the end of the course to verify competence, and there is no
requirement for fishermen to attend periodic refresher courses. In fact, both the
skipper of Optik and the crewman who helped him recover the casualty, had
attended additional first-aid training courses relating to certificate of competency
and offshore industry employment requirements. However, these courses had
been provided approximately 8 years before the accident occurred.

BLS was provided to the casualty for only a few minutes after he was recovered
to the deck of Optik because he was showing no signs of life. It was resumed
once the more highly trained RNLI staff arrived on scene, and then continued
until Mr Davidson’s death was determined in hospital. There have been many

8 Following the loss of the skipper of Boy Joshua, the crew of Orianne started wearing constant wear
inflatable lifejackets. The habit dropped off after a short period of time.
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reported cases where individuals have succumbed after being immersed in
cold water but have subsequently been revived even though, to an untrained
observer, all signs of life have been lost. It is therefore important that BLS is
continued in such circumstances for as long as possible until expert medical
advice can be obtained. This principle is explained during the mandatory first-
aid courses attended by fishermen but, in the absence of refresher training, it is
a detail that could easily be forgotten with time. The need to provide fishermen
with refresher training in first-aid would appear to be compelling.

Notwithstanding the above, it is highly improbable that the casualty would have
survived even if continuous BLS had been administered from the time he was
recovered to the deck of Optik, due to the depth of water to which he was
submerged, the prevailing sea temperature and the trauma involved.

MCA INSPECTIONS AND ASSISTANCE

S.1. 2001 No. 0009 — The Fishing Vessels (Code of Practice for the Safety of
Small Fishing Vessels) Regulations 2001 applies to all UK registered fishing
vessels of less than 15 metres length overall. The Code requires that owners
present their vessel for a safety inspection at intervals of no more than 5

years. Between those periods, owners must ensure their vessel remains Code
compliant, and confirm so by means of annual self certification. MCA's M Notice,
MSN 1813 (F), gives a summary of The Code requirements (Annex D). Self
certification is not sent to the MCA but, instead, is required to be retained on
board for presentation to an MCA surveyor or inspector when required.

The 5-yearly inspections focus mostly upon life saving appliances (LSA) and
equipment required to be carried by the vessel as indicated in The Code’s
annexes. Following inspection, the inspecting officer issues a “Report of
Inspection” and, if successful, a safety certificate decal which is to be displayed
in the wheelhouse. Alternatively, the Report of Inspection may contain
deficiencies which are required to be corrected within a given time frame. Once
corrective action has been applied, the vessel’s skipper or owner is required to
notify the MCA that such action has been taken, and a decal is subsequently
issued. Should a skipper or owner fail to notify the MCA of appropriate
corrective actions, the MCA may issue a detention notice upon a vessel until
such corrective actions are completed. Inspecting officers are not required to
return to vessels to confirm if corrective actions have been applied, but instead
apply the principles of good faith when notified by the skipper or owner that
deficiencies have been addressed. In the case of crew training deficiencies,

an extended time limit is given to obtain the necessary training. The MCA

is pragmatic in this respect, realising it can be difficult for crew members to
meet shore based training schedules, and therefore considers evidence that
individuals are booked on a training course as being sufficient confirmation that
crew members will complete the required training.



Several deficiencies were identified as a result of a targeted Code inspection
of Optik in October 2007. The skipper/owner addressed these and notified the
MCA promptly of the corrective actions he had taken. Likewise, the request for
further training was addressed and the Improvement Notice issued as a result
of the earlier inspection duly lifted. However, although evidence was submitted
to the MCA which confirmed the casualty was booked on a first-aid course,

he never completed the training. Two anniversaries of Optik’s 2007 inspection
passed without her skipper completing self certification statements to confirm
that the vessel complied with The Code, or that risk assessments were current.

There is no requirement for the MCA to assess the operational practices during
fishing when conducting vessel inspections. However, a brief evaluation in
harbour by someone with a basic understanding of creel fishing, would have
quickly established that prudent controls were not in place for Optik’s shooting
procedures.

Following the accident, the MCA inspected and detained the vessel for failing to
comply with The Code on numerous counts.

6.5.1 Assistance in reviewing operational practices

There is a perception that assessing the risks onboard fishing vessels is a
complicated process which requires input from specialist experts. This is a
fallacy; invariably, the most effective assessments of operational dangers are
carried out by those involved in and affected by the working process. In reality,
safe working generally results from skippers and crews carefully considering
and discussing work processes, then applying measures to remove or reduce
inherent dangers.

However, the MCA has rightly identified that many fishermen had difficulty with
the concept of formalised risk assessment. In 2005 the Scottish and Northern
Ireland (ScotNi) region of the MCA appointed a Fishing Vessel Safety Officer to
go on board over 15m fishing vessels and facilitate safety discussions among
crews with a view to removing the perceived mystique surrounding formal
analysis of working procedures. This proved to be very successful, and gave
crews inclusion and ownership of safety management on their vessels. As

part of its Analysis of UK Fishing Vessel Safety 1992 to 2006’ MAIB identified
this initiative as best practice, and considered making a recommendation

to extend this process, throughout the other MCA regions. However, during
collation of information for that Study, the MAIB was formally advised that the
MCA and Seafish would expand the initiative to offer all UK fishermen similar
practical assistance in analysing their working procedures. As a consequence,
no recommendation was made. However, since publication of the Study, no
expansion of the initiative has taken place. Indeed, it is understood that the
process is no longer conducted even in the MCA’'s ScotNi region.
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During the period February 2007 to March 2008, Seafish assisted 170 vessel
crews with working procedure reviews (risk assessments), enabled by EU and
UK Government funding. Unfortunately, since that time funding has not been
available and, as a consequence, Seafish has no longer been able to provide
the service. MCA continues to offer risk assessment advice on an ad-hoc basis,
to mainly under 15m vessel operators.

OPERATIONAL EFFICIENCY AND SAFETY CONSIDERATIONS

Soon after purchase of the vessel, Optik’s skipper fitted a shooting table (Figure
21) at bulwark height, similar in design to that fitted on board Boy Joshua. It is
of note that Optik’s skipper learned most of his fishing practices from the skipper
of Boy Joshua, who drowned after either falling or being dragged overboard
while hauling creels on 16 August 2007. He was not wearing a PFD at the

time. The limited time spent by the skipper of Optik on only one fishing vessel
prior to acquiring his own vessel would not have allowed him to acquire a well
rounded experience of fishing processes; something that is often gained only

by spending time on different vessels and observing alternative methods of
operation.

Without the installation of the shooting table or, alternatively, a ramp or bulwark
opening door, each creel would have been required to be lifted and thrown
overboard manually during the shooting process. Installation of the shooting
table greatly simplified the process and reduced much of the manual handling,
and contact with the gear, together with the accompanying fatigue, thus making
the procedure safer. However, the shooting table was longer than required.
Fleets of 20 creels could have been stowed on a platform at least 1 creel length
(66¢cm) shorter than that installed, thus leaving additional deck space behind
the wheelhouse where the dhan rope that dragged the casualty overboard

was stowed. This would have further facilitated the installation of a transverse
dividing partition from the port bulwark part-way across the deck to starboard.
Such a dividing partition would have separated crew from the dhan rope during
shooting. Even without shortening the shooting table, the existing deck space
would have permitted such a partition. The Sea Fish Industry Authority (Seafish)
“Potting Safety Assessment™ of 1999 highlights the importance and benefits of
such simple measures.

The fitting of the shooting table effectively closed off the only engine space
access. To overcome this, the skipper had cut an opening in the forward
transverse bulkhead, potentially compromising the vessel’s survivability in the
event of flooding. Furthermore, the stowage of too many creels on the raised,
bulwark height shooting table would also have reduced her stability. Safer,
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http://www.seafish.org/resources/publications.asp
http://www.seafish.org/resources/publications.asp

6.6.1

similar self shooting status could have been achieved by creating a gateway in

the transom bulwark and fitting an alternative watertight flush deck hatch to the

engine space, thereby keeping the weight of creels at deck level and the overall
centre of gravity lower.

The alterations of summer 2009 were carried out as a result of the skipper
considering potential operational improvements in consultation with his
crewman. It was recognised that reducing the wheelhouse size would give
improved deck space and safety without compromising wheelhouse facilities,
and such a modification was subsequently carried out. Unfortunately, this
informal review of operations was not carried through to take in the entire fishing
procedure, in particular the design of the shooting table and layout of the deck.

Although there is a requirement for a working operations risk assessment,

there is no need for it to be documented. However, the formal act of recording
an assessment helps focus the mind to carry out a more systematic, thorough,
analysis. The informal working and safety planning carried out by Optik’s skipper
was flawed as it did not identify the need for control measures to separate
people from the fishing gear.

Thorough and practical assessment of risks by the skipper and crew of a fishing
vessel is not a bureaucratic exercise; it is essential for safe operations.

Manoverboard consideration

It was the skipper’s belief that in the event of an MOB from Optik, a casualty
would be able to assist himself in some way and, once thrown a rope, would
secure this around himself and be assisted back on board by the other
crewman, using the creel hauler. This, however, took no account of the case
of an unconscious person’s recovery, especially one not wearing a flotation
device for support. MAIB investigations have identified numerous accidents
where fit and healthy persons who have fallen overboard have lost all ability to
help themselves within a minute or two, due to the debilitating effects of cold
shock and ingestion of water. It is much more difficult to recover a person from
the water than most fishermen realise. If crewmen are to have any chance of
surviving going overboard, the means of recovery needs to be considered,
discussed and practised.

The PFDs belonging to Optik, which were removed during the 2009
modifications, were one MCA approved abandonment type lifejacket and one
constant wear inflatable 150 Newton (N) type. Neither skipper nor casualty were
in the habit of wearing PFDs, even when they were carried on Optik. Whilst

it is possible that a 150N lifejacket might have been insufficient to support

the crewman and the entangled creel on this occasion, in most overboard
situations, a lifejacket will make the difference between life and death.
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Seafish provides a Fishing Vessel Safety Folder, which is a pro-forma
document, to assist fishermen to consider the dangers in their working
operations and apply control measures to stop or reduce operational accidents.
This document makes frequent reference to the possibility of crewmen

going overboard, and provides considerations to reduce the chances of this
happening. What the document does not do is provide guidance on recovery of
an MOB, or highlight issues to consider when carrying out the dangerous tasks
involved in recovering a person from the sea.

The casualty’s best chance of survival would have been for him to cut the
rope pulling him overboard. Unfortunately, although there were knives in
various locations on board Optik, there was not one to hand at the location of
entanglement. It is therefore essential that one is kept readily available during
such operations.

Musters and drills

There is no legal requirement for the crew of fishing vessels below 12m in
length to conduct emergency drills, or inspections of lifesaving appliances. Past
investigations by the MAIB have frequently shown they are seldom carried out
even on larger fishing vessels, which are obliged to do so. Had appropriate
musters and drills been carried out on Optik, they would have revealed that the
lifejackets had not been replaced on board following the refit of summer 2009,
and identified the lack of means to recover a man overboard.

COMBINED SAFETY ISSUES, ACTIONS TAKEN, MAIB COMMENT AND
RECOMMENDATION START ON PAGE 67.
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SECTION 7 - SAFETY ISSUES

The following safety issues were identified during the course of the three accident
investigations.

7.1 SAFE SYSTEMS OF WORK

1.

10.

11.
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The tipping rail system appears to be a vast improvement on existing
methods of emptying the dredge bags on scallop dredgers as it removes
the need for the crew to stand close to the gear, and it can be operated
remotely. [2.4.2 Korenbloem]

The scallop tray (bin) installation on the vessel was nearly the same height
as the bulwark, resulting in the elimination of the 1m mandatory barrier
required to be maintained by the bulwark. Standing on a bin full of catch
during rough weather significantly increased the risk of falling overboard.
[2.4.3 Korenbloem]

The risk assessment document held on board Korenbloem did not include
the risk of falling overboard while standing on the bin. There were
several risk mitigation strategies in the document which required that crew
members make appropriate use of PPE; in practice, the crew paid little
attention to the advice in this document. [2.5 Korenbloem]

As the scallop bins are removed from the vessel during surveys, the
danger of crew members falling overboard was not readily apparent to the
surveyors. [2.6 Korenbloem]

The deceased was possibly unaware of the dangers of stepping towards
the free-running trawl. [4.2 Osprey i

The deceased might have misunderstood the skipper’s warning.
[4.2 Osprey Il

The vessel’s risk assessment was neither comprehensive nor effective,
and the skipper’s training in risk assessment was limited to its coverage in
a 1-day safety awareness course he had completed in 2002.

[4.5 Osprey Il

The casualty was not standing in the normally relatively safe position for
the shooting operation. [6.3 Optik]

There is no requirement for MCA inspecting officers to evaluate potential
operational dangers when conducting Code inspections. [6.5 Optik]

No annual self certification for the vessel’s compliance with The Code was
carried out. [6.5 Optik]

The MCA has failed to extend the ScotNi process of assisting fishermen
in reviewing their working procedures. The successful initiative previously
conducted within the ScotNi region no longer exists. [6.5.1 Optik]



7.2

12.

13.

14.

15.

16.

17.

Seafish no longer offers assistance to fishermen with help in completing
safe working procedures reviews. Assistance offered by the MCA in this
area is ad-hoc. [6.5.1 Optik]

No structured working procedure review was carried out of the fishing
operation. [6.6 Optik]

The skipper’s informal risk assessments did not consider the possibility of
reducing the shooting table’s dimensions to give increased deck space.
[6.6 Optik]

There were no separating barriers between the crew and the fishing gear.
[6.6 Optik]

The Seafish potting Safety Assessment of 1999 was not widely
promulgated to industry. [6.6, footnote 8 Optik]

Insufficient consideration had been given to the recovery of a man
overboard. [6.6.1 Optik]

USE OF PERSONAL PROTECTIVE EQUIPMENT

18.

19.

20.

21.

22.

23.

24.

It is acknowledged that wearing a safety harness attached to a life-

line while working on deck would be cumbersome given the constricted
environment. However, if a life-line was attached only for the duration that
the crew member had to climb on the bin to handle the gilson clips, it would
prevent them falling overboard. [2.4.4 Korenbloem]

Jumping in to the cold sea without lifejackets and life-lines, to rescue their
shipmate, was a brave and instinctive reaction by the two deckhands who
were on deck at the time of the accident. However, it could easily have
resulted in further casualties. [2.7 Korenbloem]

The deceased drowned because he was not wearing a personal flotation
device. [4.4 Osprey il

The buoyancy trousers provided for use by the deceased were not suitable
for the vessel’s area of operation. [4.4 Osprey i

Orianne’s crewman carried out an open sea transfer without a PFD.
[6.4 Optik]

Neither the skipper of Optik nor the casualty were in the habit of wearing
PFDs. [6.6.1 Optik]

There were no lifejackets on board Optik. [6.6.1 Optik]
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7.3

7.4
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MANOVERBOARD RECOVERY AND DRILLS

25.

26.

27.

28.

29.

30.

MOB drills were not regularly carried out by the crew and they were
unfamiliar with the Marcus net for MOB recovery. [2.7 Korenbloem]

Although the deceased was alive and on the surface for about 12 minutes,
there were no means readily available to recover him back on board the
vessel. [4.3 Osprey Il

The crew had never practised the recovery of a man overboard.
[4.3 Osprey Il

Recovery of an unconscious MOB was not fully considered as part of any
risk assessment. [6.6.1 Optik]

Seafish’s safety folder does not include a section dedicated to recovering
MOB. [6.6.1 Optik]

There is no regulatory obligation to carry out emergency drills, or
inspections of LSA, on small fishing vessels and they are seldom carried
out even on larger fishing vessels where they are obligatory. [6.6.2 Optik]

OTHER

31.

32.

33.

34.

35.

36.

37.

The EFF grant application by the owners of Korenbloem for the tipping rail
and conveyor system was rejected for a number of reasons. However,
these could have been resolved before the application was submitted by
seeking the assistance of the LAF.

[2.4.2.1 Korenbloem]

The variations between the information on the MFA website and the EFF
grant application form regarding the availability or otherwise of funding for
safety initiatives, provides potential applicants with ambiguous guidance.
[2.4.2.1 Korenbloem]

The deceased had not completed mandatory safety training.
[4.6 Osprey Il

BLS to the casualty was stopped prematurely following the initial rescue.
[6.4, 6.4.1 Optik]

Initial rescuers had not attended first-aid training for over 8 years as there
is no requirement for refresher training in mandatory basic safety courses.
[6.4.1 Optik]

The use of the bulwark height shooting table would have compromised the
vessel’s stability if excessive creels were stacked on top of it. [6.6 Optik]

Installation of the shooting table promoted the cutting of an engine space
access in an otherwise watertight bulkhead. [6.6 Optik]



SECTION 8 - ACTIONS TAKEN

8.1
8.1.1

8.1.2

8.2
8.2.1

8.3
8.3.1

8.3.2

8.3.3

FOLLOWING THE ACCIDENT ON KORENBLOEM
Korenbloem Ltd has:

Converted the vessel for white fish beam trawling. Subsequently it reapplied for
the EFF grant for the tipping rail and conveyor system and was successful in its
application. The system has since been commissioned.

The Marine Management Organisation’® has:

Reviewed its website to ensure that the qualifying criteria for EFF grants is
clear and refers to the potential availability of grants for non-mandatory safety
initiatives.

FOLLOWING THE ACCIDENT ON OSPREY Il
Mara Ltd has:

e Supplied 150 Newton automatic inflation lifejackets to all crew for use when
shooting and hauling nets. The wearing of this PPE is now mandatory on
board Osprey Il during such operations.

e Fitted a MOB recovery system on board the vessel.

e Programmed a practical drill of the MOB system for all crew to become
familiar with the equipment and to check onboard procedures for MOB
recovery.

FOLLOWING THE ACCIDENT ON OPTIK:
The Maritime and Coastguard Agency has:
¢ Inspected and detained the vessel for numerous breaches of the Code.

The skipper/owner of Optik has:
¢ Retired from fishing.

The skipper and crew of Orianne have:
¢ Resumed the donning of constant wear lifejackets when working on deck.

10 Which came into being on 1 April 2010 after the Marine and Fisheries Agency ceased to exist.
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8.4 AS A RESULT OF THE MAIB ANALYSIS OF UK FISHING VESSEL
SAFETY 1992 - 2006:

8.4.1 The Sea Fish Industry Authority has:

e Commenced a project to produce an Industry Advisory Note on Potting
Safety as recommended, with the intention of broad dissemination to the
fishing industry.

¢ In collaboration with the Department for Transport, confirmed its intention
to make an application to the European Fisheries Fund (EFF) for financial
assistance to enable provision of refresher training in the four mandatory
training courses for fishermen.

e Commenced a review designed to improve the MOB elements of its safety
awareness training course.

8.4.2 The Maritime and Coastguard Agency has:

e Proposed a research project to review international safety initiatives and
present an analysis of international lifejacket initiatives with the aim of
incorporating changes into the Code

8.5 THE MARINE ACCIDENT INVESTIGATION BRANCH

An Accident Investigation into the loss of a crew member from the fv Maggie
Ann in 2009 made recommendations to the MCA to:

e Expedite its current work on the use of personal flotation devices and
personal locator beacons in the UK fishing industry.

¢ Ensure emergency drills, including manoverboard drills, plus instruction
and guidance on how to conduct risk assessment and improve safety
awareness, are undertaken to a consistent standard by surveyors and
inspectors of fishing vessels throughout the UK.
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COMMENT AND RECOMMENDATION
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COMMENT

The belief that “fishing is a dangerous occupation” is not an acceptable excuse for
failing to implement safe practices that would save lives. Such excuses have long been
ruled out in mining, the construction industry and other previously dangerous industries
in the UK. The “dangers of the sea” have been causal in very few of the fishing
fatalities that the MAIB has investigated in recent years, and other countries have had
a more proactive approach to reducing fatalities in their fishing industries.

Many of the safety issues listed in this report have been identified in previous MAIB
investigations and, over time, a significant number of recommendations designed to
improve safety and/or safety awareness within the fishing industry have been issued.
Nearly all have been accepted but, in the case of those directed to the MCA, a
significant number have yet to be implemented.

Between 1990 and 1999, the majority of fishing crew fatalities occurred when a vessel
was lost. Since 2000 the majority of fatalities have been due to occupational accidents
which have occurred on board the vessel, or as a consequence of fishermen falling or
being dragged overboard as demonstrated by the three tragic cases detailed in this
report (Figure 25). This shift should be recognised and the focus of safety authorities
should be adapted accordingly.

Figure 25

UK Fishing Vessel Crew Fatalities 1990 - 1999 and 2000 - 2009
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There are already well defined industry rules and guidance that should prevent such
accidents from occurring, yet the current regulatory regime does not ensure that
existing rules are understood and implemented. Similarly, the MCA's policy towards
improved fishing vessel safety appears to be reactive, rather than proactive. Although
action, or at least a commitment to take action, is invariably delivered whenever the
MAIB has issued a recommendation on this issue, there does not appear to be a
holistic plan to improve fishing vessel safety.

Appreciation of risk is a key barrier in preventing accidents. In 2006, following an MAIB
investigation into a serious injury to a crew member of the scallop dredger Danielle,
the MCA affirmed its intention to extend a pilot scheme to engage with fishermen and
assist with the production of meaningful risk assessments. However, this commitment
has still not been taken forward. Indeed, even the pilot scheme has been discontinued.

Five years ago, the MAIB published another trilogy report which focused on accidents
involving small fishing vessels in which the following observation was made:

If further tragic loss of life is to be avoided, the balance between self requlation
and the roles of the authorities needs to be reviewed. Additionally, establishing
new ways of providing skippers and owners with advice on a range of safety
issues should be explored

Sadly, the above comment still has resonance in 2010. Between 1992 and 2009, the
ratio of deaths occurring in the fishing industry has been many orders of magnitude
greater than the level of comparable industries ashore (Figure 26). Some industry
observers argue that such comparisons have limited value because of the relatively
small numbers of fishermen under scrutiny. However, an indisputable and telling
statistic is that, throughout this period, the ratio of fishermen who have died has
remained broadly constant, while other comparable industries ashore have all shown
significant reductions in their fatality rates.

Figure 26

Chart of Fatalities Involving UK Registered Fishing Vessels 1992 - 2009
and Fatality Rate per 100,000 Fishermen
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With significant improvements in safety achieved by other industries in the UK, it
can no longer be acceptable for those with responsibility for safety within the fishing
industry to collectively shrug their shoulders and accept that fishing is “a dangerous
industry”. Nor is it appropriate simply to place the responsibility on every individual
fisherman, when appropriate standards have not been indentified, safe operating
procedures are not enforced and many fishermen have had little safety training.

If a change in the safety culture prevailing in the fishing industry is to be realised,

and the rate of casualties reduced to a level commensurate with other UK industries,
there needs to be a more holistic approach to how the mix of regulation, training and
individual responsibility is taken forward. A plan of action, properly funded and with the
overarching objective of improving future safety within the fishing industry, is urgently
needed.

Recommendation

2010/112 The Department for Transport is recommended to:

Recognise the consistent and disproportionate rate of fatalities in the
UK fishing industry and take urgent action to develop a comprehensive,
timely and properly resourced plan to reduce that rate to a level
commensurate with other UK occupations.

Marine Accident Investigation Branch
May 2010

Safety recommendations shall in no case create a presumption of blame or liability
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Annex A

EFF Grant application form (pages 1 and 2 only)






European Fisheries Fund (EFF)

Application for a grant for
Investments on board your fishing vessel

This form is to be used for projects in England. Please read the guidance on the next

page before completing this form.

The European Fisheries Fund may give financial support to meet a number of economic,

environmental and social goals.

You can use this Application Form to apply for grants for investments on board your fishing
vessel. Help is available for vessels involved in the commercial exploitation of fish, not for
vessels involved in aquaculture. Your vessel will need to have been registered on the EU/UK
Fishing Vessel Register for 5 years. Grants can be awarded for:

1. improvements to on board safety;
improvements to working conditions;
improvements to hygiene;
improvements to product quality;

improvements to the selectivity of fishing gear and methods;

2 U T i

replacing your engine (for engine replacement please submit a standalone application;
you cannot include any other vessel improvement with such an application); and

7. improvements in energy efficiency.

Higher than normal grants may be awarded if you are involved in small-scale coastal fishing,
that is, if your fishing vessel’'s overall length is less than 12 metres and does not used towed
gear.

The Application Form starts on page 3.

Data Protection Act 1988 — DEFRA undertakes to comply with these principles in all
matters relating to the processing and storing of personal information. Page 21 gives

you more information on how Defra uses and protects your personal data

Form No: EFF/APP/AX1/VEMO001 Version 9 Page 1 of 22



European Fisheries Fund (EFF)

Help with completing this form

This form is for applying for grants in England only. We recognise that completing Application
Forms is not an easy thing to do so we have prepared some Eligibility Guidance Notes to help
you. You can talk to your Local Area Facilitator for your region who can help you with any
questions you might have. They can also help you to decide if you are eligible for a grant. Your
facilitators are:

Area Contact details

South West Region: From the Isles of Scilly to the Steve Bailey
Bristol and Hampshire border. 07876 035733 or 01503 240384
London E-mail: s_bailey@seafish.co.uk

All national and cross regional projects.

North Region: From West Wirral to the Scottish Richard Combe

Border. 07966 764154 or 01875 616473
East Region: From Berwick-on-Tweed to E-mail: r_combe@seafish.co.uk
Lincolnshire. S T
South & South East Regions: From David Guy

Dorset/Hampshire border to East Anglia. 07966 764152 or 01273 517987

E-mail: d_guy@seafish.co.uk

Please read the Eligibility Guidance Notes on investments on board fishing vessels when
completing this form. This will help to ensure that we do not need to ask you for additional
information to help us to make a decision on your eligibility for a grant.

Filling in the form

If you are filling in the form by hand please use BLOCK CAPITALS and black ink. You must
answer all the questions. You should not use correction fluid on this form. If you make a mistake
do not over-write. A line should be drawn through a wrong entry and the correct entry written
clearly alongside. You should initial any amendments.

Please complete all sections and return the completed form to the address on page 20

Any enquiries you have regarding completion of this form, or difficulty you have filling it in, must
be directed in the first instance to your Local Area Facilitator.

Warning:  If you supply information in the application knowing it to be false or not
believing it to be true, you may be liable for a fine or imprisonment. A fraudulent
application may also mean that any grant paid is recovered. You are reminded that if the
project is approved and grant offered, specific conditions will apply which will be set out
in the Offer Letter. Any breach of these conditions will lead to recovery of any grant paid.

Form No: EFF/APP/AX1/VEMO001 Version 9 Page 2 of 22
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SAFETY DRILLS AND PROCEDURES

Emergency drills will be carried out as part of the
survey of fishing vessels over 15 metres
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Introduction

Safety of the crew on fishingq vessels over 15m

In recent years there have been a series of incidents on fishing vessels, which
have necessitated the crews to abandon ship in extremely poor weather
conditions. Vessels have run ground and others have caught fire or suddenly took
on a great deal of water whilst preparing to fish in heavy weather. Nothing can
wholly prepare a fisherman to face the terrifying reality which he may be confronted
with when the crew alarm goes off. We can, however, prepare the crewman by way
of meaningful drills and musters.

The Marine Accident Investigation Branch (M.A.1.B.) have investigated incidents
and received comments from the crew of these stricken vessels that no emergency
procedure drills had been carried out. The M.A.l.B. has recommended that MCA
witness emergency drills on all fishing vessels over 15 metres. Therefore drills will
be carried out at intermediate and renewal surveys and checks will be made at
general inspections that monthly drills are maintained and logged.

It is mandatory that emergency drills be carried out monthly on all British fishing
vessels over 15 metres and a record of these drills should be entered into the
vessel's log book. An entry should be made if one of these drills has been missed
along with a reason why; an entry should also be made when the missed drill is
performed. An emergency drill should also be carried out when a new crew
member joins the vessel and should be entered into the log book. It is apparent to
any seaman that training and practice not only saves time when you really need it
but goes a long way to save lives.

Attached there are guidance and some simple checking lists on the musters and
drills which will be carried out during Intermediate and renewal Surveys. The
emergency drills could take the form of:-

Engine Room, Accommodation or Factory Deck Fire
Collision/ Grounding

Man Overboard

Abandon ship

Emergency Anchoring

The point of the drill is to refresh basic safety training, which all fishermen must
have completed, and to add the element of reality, working as part of a team
onboard their own vessel. To conduct a safe and effective drill, it is important that
as many of the regular crew as possible are present and commenced with the crew
deployed as if the vessel was at sea fishing.

Drills cannot replace the written risk assessment but will play a major part in the
construction of control measures to be put in place.

It is essential that all crew members undertake these drilis and play their part in the
safe day to day running of the vessel.



The Muster List

The Muster List

The new muster list will feature only three stages, Muster Stations, Fire Fighting or Rescue
duties and Abandon Ship stages. In practical terms on fishing vessels only one alarm need
be used.

Stage 1 Muster Station

At the sounding of any alarm the crew will dress appropriately and proceed to allocated
muster stations and remain there until released. En-route to their muster stations all crew
will close and secure doors, ventilators and undertake their emergency task before arrival at
their muster station. Crew allocated a muster station at 2 liferaft or lifeboat stowage
position will prepare the craft for manual deployment, not deploying until ordered by the
skipper or ships officer. Consideration should be given to the boarding of the life rafts when
deployed and the positioning of boarding ladders may be beneficial.

Stage 2 Fire Fighting

Once all crew has been accounted for and life rafts / lifeboats deployed and readied for use
the crew guided by the mate will undertake fire fighting duties as detailed and practiced.
The skipper will be busy enough transmitting safety or distress traffic on the vessels radio
equipment. Ensure all vents are closed including those which may be within the winch or
other deck housing; all vent fans should be stopped.

A further muster of the crew should be undertaken before firing of the CO?2 or other fire
smothering gas to ensure that no persons are in the space about to be filled with the gas.
Evacuation of the immediate area of the gas bottles should also be considered due to
possible leaks from the valves. Gas bottles should be checked that the gas from all bottles
has been deployed, “tell tail” sign would be “frosting” of the bottom of each bottle.

Stage 2 Man Overboard

Lookouts posted and communications agreed, first aid kit, recovery system and blankets
deployed. Course plotted, reversed and Pan Pan or Mayday DSC alert and voice broadcast
sent. The crew man who is suspected to have fallen overboard identified and the crew
questioned as to last sighting of this person.

The vessel should be searched to ensure that the crewman is not still onboard.

Stage 3 Abandon Ship

At the order given by the skipper the crew will prepare to abandon ship, no crew member
will be given access to the inside of the vessel but will proceed to their designated liferaft
or lifeboat. Some crew members will have been allocated special tasks, deploy E.P.LR.B.
or take additional flares, first aid kit or S.A.R.T.

Life rafts will be tethered together and marshalled by rescue boat if carried. If no other
vessel within sight then all rafts will remain in vicinity of the casualty vessel where
possible.




3

MCA Witnessed Emergency drill

The vessel will proceed from the harbour or dock to a safe anchorage position where an
anchoring drill will be carried out. The crew will demonstrate that the vessel can safely
deploy and recover an anchor within a reasonable time to simulate an emergency anchoring
scenario. Attention should be given as to the choice of communication between wheelhouse
and crew.

The crew will demonstrate the deployment of the anchor dressed appropriately in full PPE
warm clothing, gloves and with life jackets donned correctly.

Once the vessel is safely at anchor a fire drill will commence.

The alarm will be activated and the crew will go to muster stations dressed appropriately to
abandon ship with warm clothing and life jackets correctly donned.

The crew will be accounted for and a report made to the Skipper.
Life rafts will be “made ready” to deploy manually but will not be deployed.

Fire Drill will commence.

During this fire drill the main fire fighting hoses will be deployed and demonstrated, once
the surveyor is satisfied that the condition of the hoses and nozzles are to standard then the
vessel will simulate “dead ship” and the emergency lighting, fire hoses, and equipment will
be tested. During the “dead ship” phase simulated firing of the fire smothering gas will take
place, remember to instigate another muster to check all crew members are accounted for
before the gas would be deployed.

On completion of the Fire Drill the anchor will be recovered and re-stowed ready for use.
The crew will then undertake a “man overboard drill” during this drill the rescue boat will
be launched, if carried or the “man overboard recovery system” will be deployed.

It is very important that all crew are trained in the use of rescue boats ang or recovery
systemns. The surveyor will also be looking for the first aid and hypothermic treatments to
be prepared and readied for use.

Only successive training drills will improve the response times and practice will make
perfect and only a well drilled crew can make a good team.

After the drills are completed the surveyor will conduct a “hot wash-up” where he will give
an honest assessment of the crew’s performance. It is accepted that mistakes will be made
but it is much wiser to make these mistakes during a practice drill than when your life
depends on good team work and rapid reactions.



Anchor Drill

Purpose;

The vessel will proceed from the harbour or dock to a safe anchorage position
where an anchoring drill will be carried out. The crew will demonstrate that the
vessel can safely deploy and recover an anchor within a reasonable time to
simulate an emergency anchoring scenario. The crew will demonstrate the
deployment of the anchor dressed appropriately in suitable clothing, gloves and
with life jackets donned correctly.

Scenario

The vessels steering gear has failed in the fairway into a busy harbour. Bring the
vessel to anchor and show the correct day signal.

Crew dressed in PPE

Anchor handling and methodology safe

Anchor cable marked to show length of cable deployed

Crew aware of length of cable remaining onboard

Communication between wheelhouse and anchor party acceptable

OO0 000 0

Anchor deployed safely and operation acceptable



Muster Stations Drill

The vessel will simulate working conditions as if the vessel were fishing with crew
asleep in cabins. The crew alarm will be activated and the crew will go to muster
stations dressed appropriately to abandon ship with warm clothing and life jackets
correctly donned. Crew “asleep” in the cabin will exit the cabin using the
emergency escapes. The “Duty Watch” will close all doors and vents on way to
muster station. All fans will be stopped by engineer where possible.

Purpose

The crew will demonstrate that they are aware of their personal muster station and
can correctly don a lifejacket quickly. Crew members allocated to the lifeboat or
literaft deck will demonstrate they can prepare a liferaft for manual launching. Crew
responsible for other duties will undertake those duties in a quick and competent
manner.

Crew alarm activated and suitable

Crew to correct muster stations

Crew suitably dressed in warm clothing and lifejackets
Life Rafts made ready for deployment

Duties as posted on Muster List completed

O ooo0oagaa

Stowage of life jackets:- Risks understood and acceptable

The crew will be accounted for and a report made to the master.
Life rafts wlll be “made ready” to deploy manually but wilt not be deployed.

Lifejacket Storage Position

Very careful thought needs to go into deciding where to store your lifejackets, they need to
be stored in a store where there is air flow and the life jackets will not get damp. The
access to the lifejackets should be your main concern, the crew will be using emergency
exits in an emergency and access 1o inside the vessel should not be allowed. Can the
crew access your lifejackets easily?

Lifejacket donning instructions should relate to your type of lifejackets carried on your
vessel. More than one type of lifejacket means more than one type of lifejacket donning
instructions you need to display. These need to be displayed where the lifgjackets are
stored and in crew areas.

Misuse of the Emergency Alarm.
The emergency alarm should be distinctly different from the call system used to call the
crew out on deck to haul the gear.



Fire Drill

Purpose

To demonstrate;

Knowledge of ship board equipment and vents; Donning and use of breathing
equipment; Practical use of Hoses and nozzles; Safety considerations and use of
fixed fire suppression gas systems,

During this fire drill the main fire fighting hoses will be deployed and demonstrated.
Once the surveyor is satisfied that the condition of the hoses and nozzles are to
standard then the vessel will simulate “dead ship” and the emergency lights, hoses
and equipment will be tested.

Scenario
Fire reported in area of Engine Room, Prepare to fight the fire and prevent the fire
from spreading to other areas of the ship.

Knowledge of ship board fire fighting equipment.

All vents closed and Fans stopped.

Fire mains and hoses proved.

Emergency pumps and hoses proved.

Breathing equipment and safety procedures acceptable.

Use of gas suppression systems understood and appreciated.

O 000000

Limitations of fire fighting equipment carried appreciated.

Successtul fire-fighting is usually totally dependent upon those on board. Fire fighting
drills should therefore be performed at regular intervals and taken seriously. The purpose of
these drills should be to ensure that all fire fighting equipment is in good condition as well
as to ensure that everyone knows his place and duties, the location of fire fighting
equipment, the way it works and how it should be used.



Man Overboard Drill

The crew will undertake a “man overboard” drill and during this drill will launch and man
the rescue boat. The rescue boat will be readied and swung out to a side specified by the
attending surveyor and launched into the water in a safe and controlled manner. The
surveyor may require the above to be undenaken in “Dead Ship” condition and only power
not reliant on the engine room may be used.

Purpose

To ensure the crew are able to quickly launch the rescue boat to recover a person from the
water. The rescue boat crew should be aware of the effects of hydrostatic squeeze and
how it will affect a casualty suffering from hypothermia.

Scenarlo

A member of the crew is believed to have fallen overboard and has not been seen for
some time. The attending surveyor will indicate when this crew man was last seen and if
the crewman was seen to have tallen overboard.

Rescue boat stores to scale and serviceable
Rescue boat launched in safe manner, crew suitably dressed

Rescue boat in serviceable condition

OoO0o0oa0o

Search undertaken of vessel for missing crew member

On compiletion of this drill the rescue boat will be recovered to the vessel and
readied for immediate use.

Man Overboard recovery System

There are several “‘man overboard” recovery systems in use on board fishing vessels at
this time, Jason’s Cradle and Markus Net to name just two. These systems are permitted
to replace rescue boats only when an exemption has been applied for and granted.
Crews should be well trained in the use of these systems and appreciate the limitations of
the use of these recovery systems in poor weather conditions as well as fine.

System inspected and serviced
Crew well trained in the use of the system carried
System deployed correctly

First aid requirements anticipated

g aaoaoa

System re-stowed and readied for immmediate use
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Emergency procedures and Drills

The emergency procedures within this file are to be used as a guide to drills
which should be undertaken at least once a month or when a new crew
member joins the crew.

On British Flagged vessels over 15m these drills should be entered into the
vessel’s log book and an entry made if the drill is missed along with the
reason. An entry is also required when the missed drill is undertaken.

This file can also be used as a check list during actual emergencies to ensure
no important task is missed or overlooked.

These procedures should be revisited regularly, at least annually and signed by
the skipper.

The Skipper and Mate should take time to study the files together so they can
amend and practice the emergency scenarios adapting the enclosed to suit
their vessel.

If these drills are carried out regularly and an emergency occurs the crew will
be well practiced and the training will pay off especially when the crew are
tired and fearful. Skipper and Mate may find it beneficial to “swop jobs” so
that they may appreciate each others roll during an emergency.

Included into the guidance are directions on making DSC alerts and
emergency voice transmissions. You will need to read these directions with
your equipment in mind and modify the direction according to your radio
equipment hand books.

There should be more than one person onboard able to operate your radio
equipment as the skipper may be the injured or missing person.
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DSC INDIVIDUAL ALERT

Select Individual call facility by using call or menu button

Either scroll to find station if on directory or manually enter MMSI
of station to be called

If calling a ship station then scroll to required working channel (6,
8,72,77)

Press Enter to send

Called station will send DSC acknowledgement if received

Voice communications can now take place on working channel

DSC URGENCY/SAFETY ALERT

DO NOT USE DISTRESS BUTTON
o Select All Ships facility by using the call or menu button
(refer to own radio manual)
Select either urgency or safety as required
Enter and confirm selection
Press enter to send DSC alert
Announce all ships call and message on voice on chl16

0O 0 0O

DSC DISTRESS ALERT

Before the Distress Message by voice is given the following action should

be taken if the vessel is fitted with DSC

o
o

Lift Distress button cover

Press once to enable distress menu facility (some units enter distress
menu by alternative method so check own radio manual)

Select appropriate distress designation

If GPS not interfaced enter position and time

Press and hold down distress button for 5 seconds (unit will count
down)

Release button only when count down alarm stops

Announce full distress call and message by voice using ch16

13



The following is sent as voice transmission after a Distress DSC alert

Mayday, Mayday, Mayday
This 1S name of vessel ~  .........ccoevnen.... x 3
MMSI Cettetesesectsenenearareanas
Mayday
This IS name of vessel ~  ...covvnvevnniinnnnnnen.
MMSI i
| S0T 13 11 « DO PPN
PEOBIEML. ..o vevevenressvesssssesssssesesessesssasseeeseessenns
PErSONS O BOAA.....veovvsrrenssssssesssssoseosssorssrsseon

I require Immediate assistance

Over

14



Man Overboard

Sound crew alarm

Crew to muster stations with warm clothing and life jackets donned correctly.

Was crewman seen to fall overboard? Yes/No
If yes throw lifebuoy with smoke / light float attached to mark position.

If no, note time and position and consider using smoke / light float anyway to mark a datum
position. This will give a visual marker to searching vessels and aircraft as an indication of

the tide and surface water movement in the search area from a given time.

Skipper

Press M.O.B. function on Navigational aid, if fitted and crew alarm.

Inform ships mate with all details.

Send DSC alert and commence voice transmission on VHF / MF / HF as appropriate
Inform coastguard of any updated information and the description of missing person
Haul Fishing Gear if fishing

If not fishing and navigation allows commence Williamson turn

Pass any additional information to the Coastguard and any other vessels assisting.
Keep all search units vp to date by sending situation reports regularly

Mate.

Crew muaster report to skipper, Crewman missing Yes / No

Collect details of missing crewman and pass to skipper a.s.a.p. Time and place last seen,
clothing type and colours, age and state of health.

Ensure crew are dressed appropriately

Post Lookouts Forward, wing of the Bridge port and starboard also on a high point aft.
Organise search of vessel for missing crewman.

Prepare to launch rescue boat if carned.

Organise man overboard recovery system.

Organise dry clothing and first aid equipment, prepare to treat for Hypothermia.
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Fire

Sound Crew Alarm

Crew to muster stations with warm clothing and life jackets donned correctly.
Engineer

Stop all Fans in and around effected and adjacent compartments.

Ascertain extent and severity of the fire and report to the Skipper, assist the mate where
possible with fire fighting parties.

Monitor water ingress into the compartments by way of fire hoses and fire fighting
appliances.

Prime Emergency fire hoses and pumps as these may be required if emergency fuel stops
activated.

Mate

Crew muster report to skipper

If liferafts deployed ensure access for boarding and safety of the raft from heat and smoke.
Take charge of fire fighting parties.

Close all ventilation flaps and doors to Engine Room, Accommodation, Galley and Factory
Deck.

Delegate crew member to don fireman’s outfit and breathing gear if carried.

If crew numbers allow delegate first aid party and a safe, warm and dry compartment for
any injured crew to rest and receive treatment.

Give regular situation reports to Skipper

Skipper

Account for all crew

Send DSC alert and follow with voice transmission on VHFE, MFE or HF

Consider manual launching of life rafts.

In receipt of all available information consider fighting the fire

Monitor stability of the vessel with engineer with regard to water used for fire fighting
Consider emergency Fuel stops, before activation, consider how the loss of power wil)
affect the fire fighting capability of your crew. Loss of main’s fire hoses and lighting.
Prior to use of CO2 gas, order compartments to be cleared and checked, all crew evacuated
from effected area.

Ensure CO2 firing point is evacuated in case gas leaks from bottles and valves.

On receipt of the regular situation reports which indicate that the fire is now out of control,
consider abandoning the vessel to the life rafts, (Proceed to abandon Ship).
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Abandon Ship

Sound Crew Alarm
Crew to muster stations with warm clothing and life jackets donned correctly

Skipper
Issue order to Abandon Ship by verbal order to mate and / or Ships Intercom System

Crew proceed to liferaft embarkation points do not atternpt to return to cabins to collect
personal items,

Mate

Account for all crew members and report to skipper.

Supervise Deployment of life rafts paying due care to weather conditions for Boarding.
Supervise Deployment of Rescue boat if carried

Supervise embarkation of life rafts and account for all crew members boarding rafts as
indicated on Muster List.

Tether both of the life rafts (and the rescue boat if carried) together.

Take command of liferaft number 2 taking additional Grab bag, first Aid kit, Portable VHF
radio and flares.

Skipper

To ensure all crew are accounted for and have embarked life rafts

DSC alert sent and voice transmission to include the fact that crew are abandoning the
vessel to Life rafts, Position, number of crew and any crew with injuries.

Deploy E.P.IR.B.

Deploy S.A.R.T. if carried

Collect remaining VHEF portable radio, ships log book and any remaining equipment in
Grab bags, consider additional water for injured crewmen.

Take charge of liferaft number 1

Abandoning the vessel

If possible survival craft should be boarded dry, but if it is necessary to abandon a vessel by
jumping directly into the water, the following procedure should be followed.

Hold Lifejacket, Block off nose and mouth, Keep feet together, check below, avoid
obstructions, Jump feet first, look ahead paraliel to horizon, attempt to land near and
slightly ahead of survival craft. Do not jump into boats or on top of rafts the contents could
cause you serious injury.

In the water

A survivor in the water should swim away from a sinking vessel as quickly as possible
since when it founders wreckage and debris may surface with great force along with oil.
Get out of the water as soon as possible and remember swimming increases the rate of heat
loss, try to avoid any likely hood of hypothermia.
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Collision or Grounding

Sound Crew Alarm
Crew to muster stations with warm clothing and life jackets donned correctly.

Mate

Report muster details to skipper

Check for injured or trapped crew men

Investigate water tight integrity of your vessel.
Delegate work party to try to stop ingress of water
Keep skipper informed of progress

Engineer

Start bilge pumps and monitor bilge alarms.

Try to establish what damage has been sustained.

Assist mate with designated work party to stop any ingress of water
Instigate frequent reports to skipper

Skipper

Send DSC Alert VHF MF or HF

Transmit voice message on appropriate radio frequency

Check with mate on status of crew

Check with Engineer on status of hull integrity

Check with other vessel if collision, on status of hull integrity and injuries to crew,
Decide if evacuation to other ship is necessary or their crew to your vessel.

If aground consider deploying stern anchors.

Try to establish depth of water around the vessel and in which direction lies deeper water.
Consider deployment of life rafts / Rescue boat

Consider Abandon Ship to life rafts (Go to Abandon Ship).
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Taking water or Sinking

Sound Crew Alarm
Crew to muster stations with warm clothing and life jackets donned correctly

Mate

Muster details to skipper

On the instructions from the Skipper Deploy the life rafts and rescue boat if carried.
Secure life rafts in safe area on vessel and provide safe means of boarding.

Keep skipper informed on progress

Skipper

Send DSC alert on appropriate frequency

Follow with voice transmission on appropriate frequency
If call for assistance is answered request portable pumps
Consider if pumps are going to cope

Consider evacuation of non essential crew members.
Consider abandon Ship (go to Abandon Ship).

Engineer

Check compartments for water ingress

Monitor Bilge Alarms

Maintain bilge pumps

Keep skipper informed of progress of pumps and water levels.

Advise skipper on stability state of the vessel

Advise skipper on possible future of water levels and speed of water ingress
Advise skipper if additional pump would make a difference.

Close all oil and fuel vents to try to prevent pollution.
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Other Emergencies and Advice

It would be impossible to list all types of emergency which could be experienced aboard a
modern trawler whilst at sea; I would only say that if it can happen it most likely will.

The priority is to bring your vessel and crew back to port safe and well but all must be
prepared for the worst, should it happen.

I would at this point remind all skippers that the regulation requiring crew to undertake
safety drills once per month is a minimum and not a target, the more you practice the better
you will work as a teamn. You should revise your drills procedure lists at least annually and
enter in the section “Updated” with date, signature and listing and notation.

MCA fishing vessel surveyors will help and advise you on the conduct of drills and would
be happy to assist where they can and a contact list is attached to this pack.

This pack has been generated on a disc so that you are able to adapt the drills and
emergency procedures sections to suit your particular vessel and safe the information back
to the disc. You should, when you are happy with the content, print out the whole pack and
formulate a Drills and Emergency Procedures Folder. This may be used to assist you in
conducting drills yourself or as an “Aide Memoire” in the event of a serious incident. Now
go ahead and begin your drillsroutine.......................o .

Sound Crew Alarm
Crew to muster stations with warm clothing and life jackets donned correctly.
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Preparing a Muster List.

The whole point of Muster lists are to inform the seaman where to go in the event
of an alarm and one of the first tasks of a new crew member is to find out where he
is expected to muster in the event of an alarm sounding. The lists should contain
just the information required to muster the crew together at any given moment. Use
of bunk or cabin numbers will enable the crew to establish their muster point and
save you time on making new lists when crew leave or join the vessel. Don't forget
to allow for additional crew members and CEFAS members if carried. Keep muster
points to a minimum and in areas easily monitored from the wheel house.

Stage 1 The Muster

Crew members should report to their muster stations dressed in warm clothing
suitable to abandon ship and a litejacket with light donned correctly. Crewmen
turming up with T shirts will not last long in a life raft in the winter and even summer
nights can be cold enough to induce Hypothermia. Crew members should remain
at these stations until the skipper has accounted for all crew onboard.

Staqe 2 Man Overboard, Fire Fighting or Collision.

Tasks will be allocated by the ships mate or engineer and the decision to fight the
fire remains with the Skipper. Crew members will be expected to perform those
tasks for which they have been trained and drilled. At least two crew members
should be allocated to breathing apparatus and the safety line signals should be
known by all. We should all remember that fishermen are not fire fighters and most
only have the basic knowledge from a one day course.

Staqe 3 Abandon Ship

The order is to be given by the skipper or master and relayed to the crew via the
mate or ships officers. Where possible announcements by Tannoy should be
avoided as it is likely to induce panic. Information should be given on the muster
list as to which liferaft or lifeboat that each crew member is assigned. All lifeboats
or Life rafts should be launched if possible and manned, not forgetting the EPIRB,
additional first aid kit, additional distress flares, portable VHF radios and the
SARTs if carried. The rafts should be secured together where possible and remain
in the vicinity of the vessel’s or last known position which was broadcast with the
distress message or DSGC information. Consideration should be give to a grab bag
prepared with “goodies” such as bottled water and tinned high energy chocolate or
sugar sweets. Remember your survival course training regarding safety and
hypothermia.

The next couple of pages are suggested copies of the muster list and could form the basis of
your muster list personalised for your vessel.
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Annex C

LOLER and PUWER Inspections and Block Accounting






DRAFT COPY No2

LOLER AND PUWER INSPECTIONS
and

BLOCK ACCOUNTING

‘."_‘\.‘\

nC
Maritime and Coastguard Agency

Valid From 1% January 20........ until 31% December 20........

PUWLER



Any equipment that is used in the course of the work aboard the vessel, including equipment
provided by crew members, is covered by PUWER regulations

You must ensure that any work equipment meets the requirements of PUWER. This means that you
must ensure that it is suitable for use and for the purpose and conditions in which it will be used. It
should be maintained in a safe condition for use so that crew’s health and Safety is not at risk; and
inspected to ensure that it is and continues to be safe for use.

All inspections should be carried out by a competent person and a record kept onboard.

Example of some of the equipment covered by PUWER Regulations

Hand tools, both manual and power operated, ladders both fixed and portable, conveyors, elevators,
gutting machines, ice plants and fish room equipment, galley and wheel house equipment, winches,
net drums, power blocks and haulers are also included and any such items that are used in any way
for lifting purposes have to comply with the requirements of LOLER. in addition to PUWER
Mobile equipment such as forklifts and self propelled work equipment are also covered.

LOLER
You must ensure that in using any lifting equipment the requirements of LOLER are met

You should make sure that all lifting equipment is sufficiently strong, stable and suitable for the
proposed use. Similarly, the load and anything attached to it (fish boxes, crates, lifting hooks etc)
must be suitable.

The equipment should be positioned or installed to prevent the risk of injury, from the equipment or
the load falling or striking people.

Equipment should be suitably marked with any appropriate information to be taken into account for
it’s safe use, e.g. safe working loads, Accessories, e.g. strops, slings, clamps etc should be similarly
marked.

ALL LIFTING EQUIPMENT USED ON FISHING VESSELS MUST COMPLY WITH THE
REGULATIONS, WHETHER IT BELONGS TO THE VESSEL OR NOT.

You are required to make up and keep complete records of the inspection, repair,
maintenance and replacement of any hauling and lifting equipment.

Instructions to the person delegated to complete inspections on hauling and lifting equipment
on board this vessel. Suitable PPE will be worn whilst inspections are being carried out.



10.

11.

12.

13.

14.

15.

. The Blocks, Cordage, Wires and Lifting Equipment are all accountable and should be

inspected at least monthly along with holdfasts and means of securing (Shackles).
Any shackles used will be “tested” and certificated with the pin suitably secured.
Notation made when cordage and wire is taken out of service, replace new or end for ended.

Dates should also be recorded when blocks are removed for service or replaced including
the storage location.

Notation should be made for all maintenance of equipment, greasing and the checking of
securing shackles and hold fasts.

Equipment will be noted and all service documents will form part of the system. Each block
will have a safety certificate and a separate inspection sheet. All subsequent services will be
accompanied by a new certificate.

All hauling and lifting equipment will be serviced by an approved company which has the
authority to issue a safety certificate on completion for each block or piece of equipment.

Cranes and derricks will be regularly serviced by approved company and clearly marked
with Safe Working Load in kilograms and safety certificate issued.

Wire or rope splices will be inspected regularly and note made of the condition as part of the
inspection notes.

Hand tools will be checked for the suitability for the job and inspected to ensure the
condition is acceptable and safe. All maintenance tasks will be noted.

Landing hooks or strops will be inspected at intervals not exceeding one month and before
use.

Rescue boat launching apparatus and derrick will be inspected monthly and before use at
drills. Quick release hooks and blocks will also be inspected as part of the launching

apparatus.

Fish room, net room, accommodation and boarding ladders should be inspected monthly and
boarding ladders again before use.

Trawl winches and net drums will be maintained as per manufacturer’s guidance.

Fish washers and deck equipment will be inspected monthly along with any machinery
guards.



A “competent person” for the purposes of the carrying out of “Thorough Examinations” under LOLER or
“Inspections” under PUWER could be the skipper or a crew member or a shore-based person with the
appropriate knowledge or experience

(1) Frequency of Thorough Examinations of Lifting Equipment and Inspections of Work Equipment
where both are required

Work equipment Lifting Equipment Work COMMENTS
Thorough Equipment
Examination Inspection
Trawl blocks, gantries and towing |Annual 1 Month All replacement fixed gear blocks
points should be marked with a safe

working load (SWL) or equivalent
(and may also be certified)

Power block/crane 3 Months 3 Months
Cod end Derrick 1 Month 1 Month
Derricks and cranes including 1 Month 1 Month

landing derrick

Derricks and goose necks 1 Month 1 Month
(beam trawler)

Scotch poles 1 Month 1 Month

Hand blocks and pulleys (including|1 Month 1 Month

catch loading pulley)

Miscellaneous lifting gear eg. Chain|Before use Before use Testing in accordance with

blocks appropriate Fishing Vessel Safety
Code

(2) Frequency where Inspection of Work Equipment only is required

\Work Equipment Inspection Frequency |[COMMENTS
[Trawl Winch and seats 3 Months
Fishing blocks and leads 3 Months
Rope reels and net drums 3 Months
Haulers 3 Months
Net stacker 3 Months
Fish handling and processing systems 6 Months Check guards
Gutting Machines 1 Month Check guards
Tipping doors 3 Months
Auto hooks and baiter (long liner) 1 Month Check guards
Conveyors and Elevators 1 Month
Riddler 1 Month Check guards




O R PUWER

e ‘Ti e
Work Equipment betwee betw
checks in cecsn
onths’ onths
awl Winch
PO T

Trawl inch
TBD

Gilso W'nch
PO T

G’ son Winch
TBD

an ing inc
ORT

anding Winch
STBD

Ne Drum/s

Po ine Hauler

Emer ency Stop
aciliti s
dentify Locations
Port
Stbd

Hydraulic Isolation
Valves

Electrics

otec 'veG ds
on achineny
ifting Equ'p ent
) gine 00
Gantry rane
hai B ocksetc

Fish om a es

actory dec  uipmen
Gutting ~ achines etc

is  washers

Pass or
Fail
‘Indicate
with a tick
or cross’

Comments

Signature



O ER R Pass or
‘i e ‘ ime Date Fz_lil
Work Equipment be een between Inspected ‘Indicate Comments Signature
checks * checks in P with a tick
mon s onths’ or cross’

antry

Goal Posts

fting B
ORT

ifting Boom
S

a ding e °
R

n ing rHc
"B

op ing ift

od i ng
antry

agin oc
OR

anging 1
"B

Loos ~ ' g
uipment
S ops
y ops
h ins
00

Delete items which are not applicable. Additions can be made as applicable

LOLER & PUWER CHECKLIST

Note: Table to be used in conjunction with the Lifting Operations & Lifting Equipment Regulations
(LOLER MGN 332 (M+F)) and Provision and Use of Work Equipment Regulations (PUWER
MGN 331 (M+E)).



SKETCH OF GANTRY SHOWING ALL BLOCKS, GILSONS AND LIFTING
APPARATUS INCLUDING BEAM / SCALLOP DERRICKS AND GOOSENECKS.

Number all blocks.



SKETCH OF LANDING / RESCUE BOAT DERRICK
Number all blocks




BLOCK ACCOUNTING SYSTEM

) e Ter: 10 (o) s RPU Block Number ......

Type of Block .......ccoovviiiiiiiin Date New .......... Entered Service Date ............

Certificate Number ........oovveviiviiinninn... Last Service Date. ............

Date Hold Fast | Shackle | Greased | Comments Signature

January 2010

February 2010

March 2010

April 2010

May 2010

June 2010

July 2010

August 2010

September 2010

October 2010

November 2010

December 2010

Serviced Date Date block back into service

All inspections complete  ..........c.ooooiiiiii Skipper Date ........oooooiiii.

The skipper or designated person is to inspect the hold fast and shackle during the routine
maintenance of the block.

The holdfast and immediate area is to be inspected for wear and any damage.

The shackle is to be of a tested type, appropriate for the loads expected on this block.
The shackle is to be checked for wear and that the pin is secure.

The block is to be checked for damage and wear to pin and roller.

The block is to be greased.

Any damage or wear is to be reported to the skipper immediately.

Al
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. N MERCHANT SHIPPING NOTICE

uca MSN 1813 (F)

Maritime and Coastguard Agency

The Fishing Vessels Code of Practice for the Safety
of Small Fishing Vessels

Notice to all Designers, Buillders, Owners, Employers, Skippers and Crew of Fishing
Vessels

This Notice should be read in conjunction with the Fishing Vessels (Code of Practice for the
Safety of Small Fishing Vessels) Regulations 2001 (S.1. 2001/3) as amended by the Fishing
Vessels (Safety of 15-24 Metre Vessels) Regulations 2002 (S.I. 2002/ 2201), and the
Merchant Shipping and Fishing Vessels (Health and Safety at Work) Regulations 1997 (S.1.
1997/2962), as amended.

This Notice suparsedes MSN 1756 and MSN 1756 Amendment No.1
-

PLEASE NOTE:-

Where this document provides guidance on the law it should not be regarded as definitive.
The way the law applies to any particular case can vary according to circumstances - for
example, from vessel to vessel and you should consider seeking independent legal advice if
you are unsure of your own legal position.

Summary

This notice draws attention to the Fishing Vessels (Code of Practice for the Safety of Small
Fishing Vessels) Regulations 2001 and incorporates the revised full text of the Code of
Practice for the Safety of Small Fishing Vessels with a length overall (LOA) of less than 15
metres. This revision of the Code comes into force on 16 July 2007.

1. Introduction/ Background

1.1 This Merchant Shipping Notice is associated with the Fishing Vessels (Code of Practice for
the Safety of Small Fishing Vessels) Regulations 2001. It sets out the full text of the
revised Code of Practice for the Safety of Small Fishing Vessels. This revised Code
amends and replaces the Code of Practice published by the MCA in MSN 1756(F), (as
amended by MSN 1756(F) amendment No.1) and it is considered by the Secretary of
State, after consulting the fishing industry, to be relevant for the purposes of section
85(5)(a) of the Merchant Shipping Act 1995. This revision of the Code comes into force on
16 July 2007.

1.2 The Regulations came into force on 1 April 2001 and gave statutory force to the Code of
Practice for the Safety of Small Fishing Vessels and replaced the requirements of the
Fishing Vessels (Safety Provisions) Rules 1975 and the Fishing Vessels (Life Saving
Appliance) Regulations 1988 as they applied to fishing vessels with a registered length (L)
less than 12 metres.
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1.3 The Fishing Vessels (Safety of 15-24 Metre Vessels) Regulations 2002 brought into force

the Code of Safe Working Practice for the Construction and Use of 15 Metre (LOA) to less
than 24 Metre (L) Fishing Vessels. Those Regulations also amended the Fishing Vessels
(Code of Practice for the Safety of Small Fishing Vessels) Regulations 2001 to include
vessels of less than 15 metres (LOA).

1.4 The Code has been subject to a review by MCA, industry and other interested bodies

following five years in operation, and this Notice and the revised Code have been
developed as a result of that review. The revised Code has been introduced following
consultation with the industry and other interested bodies. This Notice represents part of a
continuing review of the Fishing Vessels (Safety Provisions) Rules 1975 and other
legislation applicable to fishing vessels. The aim of the review is to update existing
requirements in order to increase the safety of fishing vessels in foreseeable operating
conditions, and the survival of the crew in the event of an accident.

1.5 By way of summary of the requirements, to comply with the Code of Practice for the Safety

2.

of Small Fishing Vessels, a vessel owner will be required;
s to carry safety equipment on the vessel appropriate to its length and construction;

e to certify annually that the vessel complies with the Code, by declaring that the
safety equipment has been properly maintained and serviced in accordance with
manufacturers’ recommendations;

s to present the vessel for inspection at intervals not exceeding five years from the
date of last inspection in accordance with the provisions of section 3.2;

e to ensure that new vessels are consiructed and ouftfitted in accordance with the
latest release of the construction and outfit standards issued by Seafish;

¢ fo ensure that vessels of 15m (LOA) and over which operate solely in categorized
waters, comply with this code as an alternative to complying with the Code of Safe
Working Practice for the Construction and Use of 15 metres (LOA) to less than 24
metre Registered Length (L) Fishing Vessels, shall report their intentions to the
nearest Coastguard Station before proceeding outside categorized waters.

All vessels of 12metres Reagistered Length (L) to 15metres Length Overall (LOA)
Guldance

2.1 Stability requirements will be legislated for in a Statutory Instrument (Sl), which is currently

3.

being drafted. This requirement is planned for implementation in 2008. In the interim, non
statutory guidance on stability is set out in Annex 4 of the Code and it is recommended that
12m (L) to 156m (LOA) vessels meet these requirements.

Additional Guidance

3.1 The guidance contained in this section of the Code is a reminder of other statutory

requirements, which are relevant to fishing vessels covered by the Code. It does not form
part of the statutory requirements under the Fishing Vessels (Code of Practice for the
Safety of Small Fishing Vessels) Regulations 2001.

3.2 An owner will be required to ensure that an appropriate and up to date health and safety

risk assessment has been completed in accordance with the Merchant Shipping and
Fishing Vessels (Health and Safety at Work) Regulations 1997.



More Information

Fishing and Code Vesse] Safety Branch
Maritime and Coastguard Agency

Bay 2/05

Spring Place

105 Commercial Road

Southampton

SO15 1EG

Tel : +44 (0) 23 8032 9150

Fax: +44 (0) 23 8032 9161

e-mail: fishing@mcga.gov.uk

General Inquiries: 24 Hour Infoline
infoline@mcga.qgov.uk
0870 600 6505

MCA Website Address: www.mcga.gov.uk

Fishing Helpline : 0845 601 4072
File Ref: MS 088/001/05%1
Published: April 2007
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1 Foreword

1.1 The aim of this Code of Practice is to improve the safety of fishing vessels of less than 15
metres Length Overall (LOA) sector of the fishing industry and to raise the safety
awareness of all those involved with the construction, operation and maintenance of such
vessels,

1.2 The content of the Code has been the subject of extensive discussion with representatives
of the small vessel sector of the fishing industry within a steering committee set up by the
Fishing Industry Safety Group to oversee the Code’s development. If the Code needs to
be up-dated at any time to take account of new statutory requirements that apply to
vessels operating under the Code, the organisations involved in the development of the
Code will be consulted.

2 Application

2.1 This Code applies to all fishing vessels, registered in the UK, of less than 15 metres
Length Overall (LOA) in accordance with the Fishing Vessels (Code of Practice for the
Safety of Small Fishing Vessels) Regulations 2001. Vessels of 15m (LOA) to less than
24m Registered Length (L) operating solely in categorized waters may as an alternative to
complying with MSN 1770, comply with the requirements of this code for decked vessels
of 12m (L) to less than 15m (LOA). The Code will enter into force on 16 July 2007.

3 Code Requirements

Safety equipment

3.1 The vessel owner shall ensure that the vessel complies with the checklist of safety
equipment requirements appropriate to the length and construction of the vessel
contained in Annexes 1.1 - 1.6 to the Code.

Inspection of fishing vessels

3.2 The vessel owner shall present the vessel for inspection on first registration and at
intervals not exceeding five years from the date of last inspection.

3.3 On satisfactory completion of the inspection an Inspection Form will be issued. ff
deficiencies are found which necessitate follow-up visits, fees may be charged to the
owner in accordance with the Merchant Shipping Fees regulations applicable at the time
of the follow-up visit.

3.4 A vessel may be inspected by the Maritime and Coastguard Agency (MCA) at any time to
check compliance with Code requirements.

Annual self-certification

3.5 The vessel owner shall ensure that every year, within 1 month of the anniversary of the
vessel’s registration he (or other competent person employed by him) inspects the vessel
to confirm that the:

A safety equipment carried on board the vessel has been suitably maintained and
serviced in accordance with the manufacturers instructions.

2 safety and other specified equipment continues to comply with the checklist
appropriate to the length and construction of the vessel.
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3 health and safety risk assessment has been completed.

On completidn of these annual checks, the owner must sign a self-certification
declaration as contained in Annex 2 confirming that the vessel complies with the Code,
and retain a copy of the declaration onboard for inspection purposes.

All fishing vessels of 12metres (L) to less than 15metres (LOA)

3.6 In addition to the requirements in sections 3.1 to 3.5, it is recommended that owners
arrange a lightship check at intervals not exceeding five-years from the last lightship
check to verify that their stability information remains valid.

New fishing vessels

3.7 In addition to the requirements contained in sections 3.1 to 3.5, new fishing vessels,
with a length of less than 15 metres (LOA), (defined as those for which a keel was [aid
or construction or lay-up was started after 1 April 2001) must comply with the latest
release of the Construction and outfit Standards issued by Seafish. Table 1 below lists
the certification required.

Table 1 Build Certification Required

Vessel Length Hull Construction | Outfit Compliance | Safety Checklist | Stability
Certificate Certificate (Annex 1.1-1.6) | Information

Under 7m LOA Yes Not Required Yes Not Reguired

7m LOA to less Yes Yes Yes See Annex 4

than 15m LOA below'

3.8 On first registration of a new vessel, the owner shall supply the required hull

construction, and outfit certificates from SEAFISH to the Registry of Shipping and
Seamen (RSS).

Vessels of 15m (LOA) and over

3.9 Where vessels of 15m (LOA) and over which operate solely in categorized waters,
comply with this Code as an alternative to compiying with the Code of Safe Working
Practice for the Construction and Use of 15 metres (LOA) to less than 24 metre
Registered Length (L) Fishing Vessels, they shall in addition to sections 3.1-3.8 above,
report their intentions to the nearest Coastguard Rescue Centre before proceeding
outside categorized waters.

Penalties

3.10 A vessel that is found, in the course of inspection, not to have been equipped, the
safety equipment properly maintained and self-certified in accordance with the Code, or
is in an unsafe condition to proceed to sea, may be liable fo detention by officers from
the MCA. In order to be released the vessel must be inspected by the MCA and this will
be charged at the fee rate prescribed in the relevant Merchant Shipping Fees
regulations. An owner whose vessel fails to comply with the Code or who makes a
false declaration may be liable to prosecution. A skipper who fails to operate the
vessel in accordance with the Code may aiso be liable to prosecution.

! It is recommended that vessels of between 12m registered length (L) and less than 15 metres length overall (LOA) continue to
comply with the stability requirements contained in Sectlon 16 and 74 of the Fishing Vessel (Safety Provisions) Rules 1975, and
its subsequent amendments. Vessel owners are also recommended to comply with the requirements contained in Annex 4 of this
Code and MGN 281 (Fishing Vessel Freeboard and Stability Information Bookiet),
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4

41

Additional Guidance

The guidance contained in this section is a reminder of other statutory requirements,
which are relevant to fishing vessels covered by this Code. It does not form part of the
statutory requirements under the Fishing Vessels (Code of Practice for the Safety of Small
Fishing Vessels) Regulations 2001.

Risk Assessments

42

4.3

4.4

4.5

4.6

4.7

The Merchant Shipping and Fishing Vessels (Health and Safety at-Work) Regulations
1997 require employers fo make a suitable and sufficient assessment of the risks to the
health and safety of workers arising in the normal course of their activities or duties.
Guidance on these regulations and on the principles of risk assessment is contained in a
Marine Guidance Note (currently MGN 20 M+F).

A risk assessment is intended to be a careful examination of what, in the nature of
operations, could cause harm, so that decisions can be made as to whether enough
precautions have been taken or whether more should be done.

The assessment should first identify the hazards that are present and then establish
whether a hazard is significant and whether it is already covered by satisfactory
precautions to control the risk, including consideration of the likelihood of the failure of
those precautions that are in place.

It is not a requirement that risk assessments be written, nevertheless, the MCA strongly
recommends that such assessments be written. An example of a suitable standard of
writlen risk assessment is included in the Fishing Vessel Safety Folder developed by and
available from SEAFISH (Website: www.seafish.org.uk or Telephone: 01482 327837),
which also provides pro-forma guidance on fishing vessel risk assessment, both generally
and in relation to particular modes of fishing.

The health and safety risk assessment must also be checked to ensure that it remains
appropriate to the vessel's fishing method and operation. If there has been a change of
fishing method or of operational practice, the assessment must be revised accordingly.

Risk assessments of the vessel are particular to each employer. When a vessel is sold,
the new owner must complete, or aitange the completion of, a new risk assessment and
self-assessment,

Safety Tralning

48

All crew working on a UK registered fishing vessel will also be required to ensure that they
have undertaken the following training courses:

Course Experienced | New Entrant
Fisherman
1 Day Sea Survival Technigues X X
1 Day Fire Prevention and Fire Fighting X X
1 Day Elementary First Aid X X
1 Day Safety Awareness and Risk X
Assessment
1 Day Health and Safety (safe working X
practices)




A Experienced Fishermen means a fisherman who has not less than two years

service working on board fishing vessels.

2 There is a requirement that all new entrants will attend the one-day Sea

Survival Techniques course prior ta going to sea for the first time. The
remaining courses are to be completed within 3 months of the entrants start
date.

3 All these courses are held locally and details can be found by contacting the

local Group Training Associations or by visiting the SEAFISH website
www,seafish.org.uk.

4 A “Safety Course Completion Certificate” - a credit card size photo Identification

card showing all the required training has been completed is also available
through SEAFISH.

.5 The requirements for Safety Training are currently contained in the Fishing

Vessel (Safety Training) Regulations 1989 No, 126 as amended by S| 2004
No.2168 or subsequent amendments.

Radlo Licences

49

4.10

411

5.1

52

5.3

54

All vessels must have a radio licence, which can be obtained from;

www .radiolicencecentre.co.uk
0870 243 4433

Failure to obtain a radio licence (which also records the radia's unique Maritime Mobile
Service Identity (MMSI) (DSC Identifying Code)) may result in the DSC function
operating incorrectly in an emergency, as unregistered identifying codes are re-
allocated.

All vessels are also required to have at least one person onboard who holds a Short
Range Radio Certificate if operating in sea area A1. These can be obtained by
undertaking a one-day course at an RYA accredited training centre. For vessels
operating in sea Area A2 at least, one crew member should have a Restricted GMDSS
Operators Certificate; these can be undertaken af the nearest Nautical College.

Appeal Procedures

If an owner is dissatisfied with an inspection then this should in the first instance be
discussed with the person who carried out the inspection.

If agreement cannot be reached with the person who carried out the inspection the
owner may refer the matter to the Principal Marine Surveyor (Fishing Vessels) in the
Region where the vessel was inspected.

Should the above procedure fail to resolve the dispute, the owner may refer the matter
to the Head of Maritime Operations at MCA headquarters, and, if necessary, to the
MCA Chief Executive.

If an owner is still not content with the way in which the dispute has been handled, the
owner may serve notice, within twenty-one days of the compietion of the procedure
given in sections 5.1 to 5.3, on the MCA that their dispute be referred a single arbitrator
appointed by agreement between MCA and the owner.



5.5

5.6

5.7

58

A person should not be qualified for appointment as an arbitrator unless that person is:

i) a person holding a certificate of competency as a deck officer, marine engineer
or equivalent;

~ii) a naval architect;

iii) a person with special experience of the fishing industry;
iv) a member of the Chartered [nstitute of Arbitrators; or
) a person holding a Certificate of Competency (Fishing Vessels) Class 1.

The final allocation of costs will depend on the arbitrator’s decision. If the decision is in
the favour of the owner, the arbitrator may award the owner such compensation as the
arbitrator thinks fit in addition to allocating costs.

The Ombudsman (also called the Parliamentary Commissioner for Administration)
plays an important role as the final step on the complaints ladder, and provides a fully
independent channe] for reviewing complaints. If an owner wishes to complain to the
Ombudsman, they should write to their MP, and ask him or her to refer it to the
ombudsman.

Usually, before an owner can complain to the Ombudsman’s Office, they will expect the
owner to have put their complaint to the Agency first, using MCA'’s internal complaints
procedure.
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CODE OF PRACTICE FOR THE SAFETY OF

CHECK LIST OF REQUIREMENTS
Equipment need not be MCA approved provided it is fit for

SMALL FISHING VESSELS:

its intended purpose.

OPEN Vessels less than 7m Registered Length

ANNEX 1.1

tem

Remarks/compllance

Explry/Sarvice Date

Lifejackets — 1 per person

1 Lifebuoy (with 18m buoyant line atlached)

2 Parachute Rlares

2 Hang-held Flares

.1 Smoke Signal, buoyant or hand held

1 Fire Bucket + Lanyard

1 Multl-purpose Fire Extinguisher (fire rating SA/34B) - if vesse)
has in-board engine

4 Fire Slank_e! (light duty) if vessel has galley or cooking area

VHF Radio - fixed (DSC) of hangd hels.

For distress and vrgency communications, it is recommended that VHF OSC is fitted. Coastguard Maritime Rescue Co-ordination

Centres maintain a listening watch only on VHF Channel 18 via louds
should de via VHF DSC.

peaker. The primary means of distress and vigency aterting

Bailer

Navigation Lights & Sound Signals

Anchor and cableiwarp

Compass

Waterproof Torch

Medical Klt

Note: The checklist represents the minimum safety equipment requirements. Owners should in

addifion to the above consider carrying additional safety equipment.

A radar reflector is

recommended for vessels constructed of wood or glass reinforced plastic (GRP) and vessels

with no significant steel upper works or masts.

recommended.

19 -

Carriage of a liferaft and EPIRB are also




ANNEX 1.2

CODE OF PRACTICE FOR THE SAFETY OF SMALL FISHING VESSELS:

CHECK LIST OF REQUIREMENTS

Equipment need not be MCA approved provided it is fit for its intended purpose.

OPEN Vessels 7m and above to less than 12m Registered Length

Item

Remarks/icompliance

Expiry/Servica Date

Lifejackets - 1 per person

2 Lifebuoys (1 with 18m buoyant line attached) or
1 Lifebuoy (with 18m buoyant line) +1 Buoyant Rescue Quoit

3 Parachute Flares

2 Hangd-held Flares

1 Smoke Signal (buoyant or hand held)

1 Muiti-purpose Fire Extinguisher (fire rating 5A/34B)

1 Fire Blanket (light duty) in galley or cooking area (if applicable)

1 Fire Pump + Hose gr
1 Flre Bucket and lanyard

1 Multi-purpose Fire Extinguisher for oll fires (fire rating
13A/113B)

VHF Radio — fixed (OSC) or hand held

For distress and urgency communications, it is recommended that VHF DSC is fited. Coasiguard Maritime Rescue Co-ordination Centres
maimtain a kistening watch only on VHF Channel 18 via loudspeaker. The primary means of distress and urgency aleiting should be via

VHFDSC

Bilge Pump

Navigation Lights & Sound Signals

Radar Refiector

Anchor ang cable/warp

Comipass

Waterproof Torch

Medical Kit

Note: The checklist represents the minimum safety equipment requirements. Owners should in
addition to the above consider carrying additional safety equipment. Carriage of a liferaft and

EPIRB are recommended.
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ANNEX 1.3

CODE OF PRACfICE FOR THE SAFETY OF SMALL FISHING VESSELS:

CHECK LIST OF REQUIREMENTS

Equipment need not be MCA approved provided it is fit for its intended purpose.

OPEN Vessels 12m registered length and above to less than 15m Overall Length

Item

Remarks/compliance:

Expiry/Sarvica Date

Lifejackets - 1 per person

2 Lifebuoys (1 with 18m buoyant line attached) of
1 Lifebuoy (with 18m duoyant line) +1 Buoyant Rescue Quoit

3 Parachute Flares

2 Hand-held Flares

1 Smoke Signal (buoyani or hand held)

1 Mutti-purpose Fire Extinguisher (fire reting 5A/34B)

1 Fire Blanket (light duty) in galley or cooking area (if
applicable)

1 Fire Pump + Hose or
1 Fire Bucket and lanyard

1 Muli-purpose Fire Extinguisher for oll fires (fire rating
13A/113B)

VHF Radio — fixed (DSC) or hand hed

For distress ang urgency communications, It is recommended thal VHF DSC is fitted. Coastguard Maritime Rescue Co-ordination
Centres maintain a lisiening watch only on VHF Channel 16 via loudspeakes. The primary means of distress and urgency alerting

should be via VHF DSC.

Bilge Pump

Navigation Lights & Sound Signals

Anchor and cableiwarp

Compass

Waterproof Torch

Medical Kit

Note: The checklist represents the minimum safety equipment requirements. Owners should in

addition to the above consider cartying additional safety equipment.

A radar reflector is

recommended for vessels constructed of wood or glass reinforced plastic (GRP) and vessels
with no significant steel upper works or masts. Carriage of a liferaft with release mechanism is
also recommended and a EPIRB are also recommended. An approved Stability book in

accordance with MGN 281 is recommended.
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ANNEX 1.4

CODE OF PRACTICE FOR THE SAFETY OF SMALL FISHING VESSELS:

CHECK LIST OF REQUIREMENTS
Equipment need not be MCA approved provided it is fit for its intended purpose.

DECKED Vessels of less than 10m Reglstered Length
“Deckad vessels” means a vessel with a continuous watertight weather deck that extends from stem to stem and has
positive freeboard throughout, in any condition of loading the vessel,

Itemn Remarks/compliance Expliry/Service Date

Lifejackets - 1 per person

2 Lifebuoys (1 with 18m buoyant fine attached) or

1 Lifebuoy (fitted with 18m buoyancy line) +1 Buoyant Rescue
Quoit

3 Parachute Flares

2 Hand-held Flares

1 Smoke Signal (buoyant or hand held)

1 Mufti-purpose Fire Extinguisher (fire ratlng 5A/348)

Gas Detector

1 Fire Blanket (light duty) in galley or cooking area (it
applicable)

Smoke Alarms

1 Fire Pump + Hose of
1 Fire Bucket and lanyard

1 Multi-purpose Fire Extinguisher for oil fires (fire rating
13A/113B)

VHF Radio — fixed (DSC) or hand held

For distress and urgency communications, it is recommended that VHF DSC is fitted. Coastguard Maritime Rescue Co-ordination
Centres maintain a Estening watch only on VHF Channel 18 via loudspeaker. The primary means of distress and urgency aterting
should be via VHF DSC.

Elige Pump

Bilge Level Alarm

Navigation Lights & Sound Signals

Anchor and cable/warp

Compass

Waterproof Torch

Megical Kit

Note: The checklist represents the minimum safety equipment requirements. Owners should in
addition to the above consider carrying additional safety equipment. A radar reflector is
recommended for vessels constructed of wood or glass reinforced plastic (GRP) and vessels
with no significant steel upper works or masts. Carriage of a liferaft with release mechanism
and EPIRB are also recommended.
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ANNEX 1.5

CODE OF PRACTICE FOR THE SAFETY OF SMALL FISHING VESSELS:

CHECK LIST OF REQUIREMENTS
Equipment need not be MCA approved provided it is fit for its intended purpose.

DECKED Vessels 10m and above Registered Length to less than 12m Reglstered Length
“Decked vessel” means a vessel with a continuous watertight weather deck that extends from stem to stern and has
positive freeboard throughout, in any condition of toading the vessal.

|

ITEM Remarks/compliance Explry/Service Date

Lifejackets - 1 per person

Liferaft

2 Lifebvoys (1 with 18m buoyant line attached) or

1 Lifebuoy (fitted with 18m buoyani line) +1 Buoyant Rescue
Quoit

3 Parachute flares

2 Hand-held flares

1 Smoke Signal (buoyant or handheld)

Gas Detector

1 Fire Blanket (light duty) in galley or cooking area (if
applicable)

Smoke Alarms

1 Fire Pump + Hose gr

1 Flre Bucket and fanyard + 1 Multi-purpose Fire Extinguisher
(fire rating 5A/34B) + 1 fixed Fire Extinguishing system for the
machinery space

1 Multi-purpose Fire Extinguisher for oil fires (fice rating
13A/113B8)

VHF Radio - fixed (DSC) or hand held

For distress and urgency communications, It is recommended that VHF DSC is fitted. Coastguard Maritime Rescue Co-ordinatian
Centres maintain a llstening watch only on VHF Channet 16 via loudspeaker. The primary means of distress and urgency alerting
should be via VHF DSC.

8ilge Pump

Bilge Level Alarm

Navigation Lights & Sound Signals

Anchor and cablefwarp

Compass

Woaterproof Torch

Medical Kit

Note: The checklist represents the minimum safety equipment requirements, Owners should in
addition to the above consider carrying additional safety equipment. A radar reflector is
recommended for vessels constructed of wood or glass reinforced plastic (GRP) and vessels
with no significant steel upper works or masts, an EPIRB is also recommended. Carriage of
liferaft with release mechanism is also recommended.
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ANNEX 1.6

CODE OF PRACTICE FOR THE SAFETY OF SMALL FISHING VESSELS:

CHECK LIST OF REQUIREMENTS
. Equipment need not be MCA approved provided it is fit for its intended purpose.

DECKED Vessels 12m and above Registered Length to less than 16m Ovarall

Length
“Decked vessel” means a vessel with a continuous watertight weather deck that extends from stem to stern
and has poesitive freeboard throughout, in any condition of loading the vesssl.

ITEM Remarks/compliance Expiry/Servica Date

Lifejackets — 1 per person

Liferaft

2 Lifebuoys (1 with 18m buoyant line attached) or

1 Lifebuoy (fitted with 18m buoyant ins) +1 Buoyant
Rescue Quoil

3 Parachute fiares

2 Hand-held flares

1 Smoke Signat (buoyant or handheld)

Gas Detector

1 Fire Blanket (light duty) in galtey or cooking area
(f applicable}

Smoke Alarms

1 Fire Pump + Hose or

1 Fire Bucket and lanyard + 1 Multi-purpose Fire
Extinguisher (fire rating 5A/348) + 1 fixed Fire
Extinguishing system for the machinery space

1 Multi-purpose Fire Extinguisher for oil fires (fire
rating 13A/1138)

VHF Radio - fixed (DSC) or hand held

For distress and urgency communications, it is recommended that VHF DSC is fitted. Coastguard Maritime Rescue Co-
ordination Centres maintain a listening watch only on VHF Channel 18 via loudspeaker. The primary means of gistress
ang urgency 3lerting should be via VHF DSC.

Bitlge Pump

Bitge Level Alarm

Navigation Lights & Sound Signals

Anchor and cableMarp

Compass

Waterproof Torch
Medical Kt

Note: The checklist represents the minimum safety equipment requirements. Owners should in
addition to the above consider carrying additional safety equipment. A radar reflector is
recommended for vessels constructed of wood or glass reinforced plastic (GRP) and vessels
with no significant steel upper works or masts, an EPIRB is also recommended. Carriage of a
liferaft, with release mechanism is also recommended. An approved stability book in accordance
with MGN 281 is also recommended.
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ANNEX 2

THE FISHING VESSELS (CODE OF PRACTICE FOR THE SAFETY OF SMALL FISHING
VESSELS) REGULATIONS 2001

ANNUAL SELF CERTIFICATION (Owner to verify and sign in spaces below that vessel
continues to comply with the requirements of the Code and retains a copy on board for

inspection)
Name of Owner

AdAress Of OWNBI i itittarest it e e rasmn s en e tsn i1t simetecrnpirarnsnesnen

....................................................................

Name of VBSSBL...........ioviiiuiiiiinimi i i e e s

RSS8 NO..ccivveimsimerinteictamsenrmntannnas Length Overall ..........ccceeoreeiinnins
Reglstered Length ........cccocrriinnnenne Date of Registration ...........ccccuvrersnvanns
Hull Identification No.........cceccuu.... Mode(s) of Fishing ..........ccoccevmirarnnnnn
Port letters and number...........ccveeiiiiiiinn

| HEREBY CERTIFY, in respect of the above named vessel, that:

i. The safety equipment has been checked in accordance with the attached checklist;
ii. Such safety equipment carried is in accordance with the requirements of the Code;
. Such safety equipment has been properly maintained and serviced in accordance with

manufacturers’ recommendations;

iv. Where applicable a risk assessment* of work activities and duties has been completed in
accordance with the Merchant Shipping and Fishing Vessels (Health and Safety at Work)
Regulations 1997,

*The health and safety risk assessment is written - Yes/No (delete as appropriate)

1* Signature of OWNEr .....coveeiiimmemmsmneeineeeeseses DB o e ceueiasraserrens
2™ Signature of OWNBE ......ccveimmeimmmeniiensinsesaries D@81 eesseesrereaans
3™ Signature of OWNET ......cc.oovvcsemmmmmssserissiesnrecnss DA8L ot eirciiiinions
4" Signature of OWNEr .........oeommceissemsnsesesnscoieee DB evvrinnee

5" Signature of OWNET .....ccceoceimmmiimeniccinnesssnneeres DAtRL o
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ANNEX 3

GUIDANCE ON REQUIREMENTS CONTAINED IN THE CODE FOR SURVEYORS,
INSPECTORS AND FISHERMEN

Anchors & Cables

For new vessels these should be in accordance with SEAFISH construction standards release
2. An existing vessel should carry a suitable means of anchoring and cham cable or warp of a
length suitable for the intended area of operation.

Bilge level alarm

This should provide warning when working inside or outside the wheel house. When a
watertight bulkhead is fitted sensors should be fitted in the fish hold and engine room.

Flares and smoke signals

Should be of an acceptable type and within their expiry date.
Fire buckets
Should be heavy duty with a Lanyard.

Fire Extinguishers {(Portable)

Fire onboard a vessel can, if it is not controlled, lead to the loss of the vessel and/or serious
injuries. The checklists in this Code of Practice give a minimum requirement for the
extinguishers to be carried on Fishing Vessels. When extinguishers are replaced, new
extinguishers should comply with BS EN 3, 1988, or the Marine Egquipment Directive
(96/98/EC as amended by 2002/75/EC).

There are two sizes quoted in the checklists;

Designation Equivalent Dry Powder Equivalent Foam
5A/34B 1 Kg ABC Dry powder 1.75 Litre. AFFF
13A/113B 4 Kg ABC Dry powder 2 Gallon or 6 Litres. AFFF

The designation gives a measure of the ability of the extinguisher.

‘A’ indicates a wood based fire; the number indicates fire size which has been used to test the
extinguisher. 'B' indicates a liquid based fire; the number indicates the size of fire, which has
been used to test the extinguisher.

Where it is not practicable to carry or store a large fire extinguisher, an alternative is to carry a
combination of others to make up the required capacity. Add the numbers before the ‘A’ and
the ‘B’ together, and if these exceed the fotal required the extinguishers will provide an
equivalent capacity, e.g. two 8A/70B extinguishers would give a capacity of 16A/140B, which
is greater than the required 13A/113B.

In any case the minimum acceptable size of extinguisher acceptable would be 5A/34B. A fire
may require more than one smaller extinguisher to put it out.

Fire extinguishers should be serviced and maintained at the manufacturer's recommended

service intervals by a service station approved by the manufacturer. In the case of sealed
units, these should be replaced when they reach their expiry date.
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Since 31 December 2003, Halon, in any form, is not authorised for use.

Fire extinguishers (Fixed)

For fixed systems in machinery spaces where the space is never occupied an automatic
discharge system is acceptable, providing that an indication of discharge is given.

For machinery spaces that can be accupied, the system should be designed and installed in
accordance with its manufacturers’ instructions. These spaces should incorporate an advance
warning alarm system, within the space, (audible and visual).- The space should be able to be
made gastight to contain the extinguishing agent, and to starve the oxygen supply. Systems
fitted should be based on the class of fire risk.

Fire blankets

For the galley or cooking appliance should be of light duty to BS EN 7944 (this standard has
superseded B575) or a recognised equivalent BS EN 1869.

Fire pumps

Can be a hand pump or any other pump that supplies water from the sea onto the deck with a
hose suitable for fire fighting purposes.

Gas Detector

Suitable means for detecting the leakage of gas (i.e. Liquefied Petroleum Gas, Butane,
Propane or other flammable gases) should be provided in a compartment containing a gas-
consuming appliance or in any adjoining space or compartment into which the gas, of greater
density than air, may seep.

Gas detectors heads should be securely fixed in the lower part of the compartment in the
vicinity of the gas-consuming appliance and other space(s) into which gas may seep. In areas
where the detector head is susceptible to damage in the lowest part of the compartment (e.g.
engine space bilge) the detector head should at least be fitted below the lowest point of
ignition.

The detection system should incorporate a visible and audible alarm, which can be heard in
the space concemed and the control position with the vessel in operation.

The detection system should be capable of being tested and be tested on a regular basis
whilst the vessel is in service and should include a test of the detector head operation as well
as the alarm circuit, in accordance with the manufacturer's instructions.

The detection equipment should be maintained in accordance with the manufacturer's
requirements.

A suitable notice, detailing the action to be taken when an alarm is given by the gas detection
system, should be displayed prominently in the vessel.

Lifejackets

Should be of the solid-filled type, or should comply with BS EN 396 or BS EN 399, with
automatic gas inflation and at least 150 Newtons buoyancy. One lifejacket per person should
be carried, fitted with light, whistle and reflective tape. Lifejackets should be serviced and
maintained at the manufacturers recommended service intervals by a service station approved
by the manufacturer.,
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Liferafts

Should be float free, or fitted with a hydrostatic release unit (HRU) and suitable weak link
either green or yellow in accordance with manufacturers’ instructions. This should be stowed
in a position unobstructed by rigging or fishing gear and preferably in a position which will
allow it to float free in the event of the vessel sinking stern first, or stowed in a position where it
is accessible for manual deployment in an emergency. It/they should have a capacity sufficient
for the total number of persons on board the vessel. Liferafts must be serviced and maintained
at the manufacturers recommended service intervals by a service station approved by the
manufacturer. '

Lifebuoys

Should be marked with the vessel name and port of registry or fishing vessel number and fitted
with reflective tape and may be circular or horseshoe in shape.

Medical Kit

A first aid kit should be of Category ‘C' standard for vessels staying up to 60 nautical miles
from shore and Category 'B’ for vessels operating between 60 and 175 Nautical miles from the
nearest port. MSN 1768 (M+F) provides guidance on the contents which should be included.

Navigation lights and sound signals:

The following is extracted from Merchant Shipping Notice 1781 for guidance purposes.

1. Any vessel that operates between sunset and sunrise or in times of restricted visibility
must exhibit the navigation and fishing lights, shapes and use sound signals as
prescribed in the Collision Regulations.

2. A masthead light or all round white light of 2-miles range (3 miles if over 12 metres
length overall (LOA)) positioned at least 1 metre higher than sidelights.

3. Sidelights of 1 mile (2 miles if over 12 metres (LOA)) range at a height above the
uppermost continuous deck not greater than three-quarters the height of the masthead
light. They should not be sited so as to be interfered with by deck lights.

4. A Stern light of 2-mile range if the masthead light (number 2) is carried.

5. An all-round white light of 2 mile range when frawling or fishing used together with that
in number 7 below (it may also on its own be used as an anchor light). An all-round
white anchor light is required if anchored in or near a narow channel, fairway or
anchorage, or where other vessels normally navigate.

B. The all-round white light (number 5) to be more than 2.5 metres above the gunwales
and above the sidelights (number 3) at more than twice the distance between the
vertical lights (numbers 5 and 7).

7 An all-round light (green if trawling, red if fishing other than trawling) at least 1 metre
above the all-round white light (number 5) and of 2 mile range.

8. Alternatively, a vessel under 7 metres, with speed less than 7 knots may instead of the
above lights exhibit one all-round white light of 2 mile range and if practical, sidelights
or a combination (antern.

9. All vessels must have a means of making sound signals (Vessels over 12 metres
(LOA) must have a whistle).
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10. Shapes commensurate with the size of the véssel, (Fishing — two cones apexes
together one above the other, Anchor — Ball)

Radio

When operating offshore up to 30 nm from the coast, a VHF radio should be adequate to
contact a coastal radio station in good conditions. For vessels’ operating more than 30nm
from the coast it is strongly recommended that additional means of communication with
greater range such as a Medium Frequency radio are carried.

Coastguard Maritime Rescue Co-ordination Centres maintain a listening watch on VHF
Channel 16 via loudspeaker. The primary means of distress and urgency alerting should be
via VHF DSC. On medium frequency (MF), the only means of distress and urgency alerting
available is via MF DSC.

The Coastguard Maritime Rescue Co-ordination Centres provide the UK’'s Radio Medical
Advice Service for vessels at sea. To seek medical advice or medical evacuation, call the
Coastguard on VHF Radio whereupon you will be placed in direct contact with the appropriate
medical expertise. This service is free.

Smoke Alarm

A smoke alarm should be fitted in machinery and accommodation spaces. Either battery
powered domestic types or vessel powered types are suitable.

Stability Information

It is recommended that vessels of between 12m registered length (L) and less than 15 metres
length overall (LOA) continue to comply with the stability requirements contained in Section 16
and 74 of the Fishing Vessel (Safety Provisions) Rules 1975, and its subsequent amendments.
Vessel owners are also advised to comply with the requirements contained in Annex 4 of this
Code and MGN 281 (Fishing Vessel Freeboard and Stability Information Booklet).

It is recommended that stability information should be checked and the continuing validity
certified at intervals not exceeding five years by a MCA or MCA approved surveyor. When
changing, repositioning or adding equipment, e.g. fishing gear, winches, or shelters advice
should be sought from MCA on the effect this could have on the stability of the vessel.

When a vessel changes its mode of fishing, in addition to having a stability check, the MCA will
review any exemptions that may have previously been applied associated with the original
fishing method(s). The MCA, through the Fishing Industry Safety Group and its Small Fishing
Vessel Code Sub-Group is currently developing legislation that will reintroduce these stability
requirements.
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Annex 4

INFORMATION AS TO STABILITY OF FISHING VESSELS

The bogk to be kept on board the vessel pursuant to the recommendations of this Code,
should contain the following information:

1.

A statement of the vessel's name, port of registry, official number, registration letters,
principal dimensions, date and place of build, gross and net tonnage displacement and
minimum freeboard in the deepest foreseeable operating condition.

A profile plan of the vessel drawn to scale showing the names of all compartments, tanks,
storerooms, crew accommodation spaces and the position of the mid-point of the length
between perpendiculars (LBP).

A tabular statement of the capacities and position of the centres of gravity, longitudinally
and vertically for every compartment available for the carriage of cargo, fuel, stores, feed
water, domestic water, water ballast, crew and effects. The free surface function defined in
paragraph 9 below should also be included for each tank designed to carry liquid. Details
of the centroid of the total internal volume of the fish-hold(s) should be included in such
information. The calculation may take into account the effect of assuming a void space
between the top of the catch and the underside of the deckhead provided that under
normal operating conditions, control of loading in the hold is such that the actual void
space above the catch will always be equal to or greater than that assumed in such a
calculation.

Where deck cargo is carried by a vessel the estimated maximum weight and disposition of
such deck cargo should be included in the information in the appropriate operating
conditions, and show compliance with the stability criteria set out in the Code.

A diagram or tabular statement should be provided showing for a suitable range of mean
draughts and at the trim stated, the following hydrostatic particulars of the vessel:

(i) the heights of the transverse metacentres;

(iiy moments to change trim one centimetre;

(iii) tonnes per centimetre immersion;

(iv) longitudinal position of the centre of flotation;

(v) vertical and longitudinal positions of the centre of buoyancyj;
(vi) displacement in tonnes.

Where a vessel has a raked keel, the same datum (a horizontal {ine through the
intersection of the hull moulded line with the vessel centreline, amidships) should be used
for the hydrostatics as employed in determining the information required in paragraph 3
above. In such cases full information should be included in respect of the rake and
dimensions of the keel and may be given in the form of a diagram. The positioning of the
draft marks relative to this datum should be included on such a diagram.

A diagram or table should be provided showing cross curves of stability indicating the
assumed position of the axis from which the righting levers are measured and the trim
which has been assumed. Where a vessel has a raked keel a horizontal datum through the
intersection of the hull moulded line with the vessel centreline, amidships, should be used.
On existing vessels, any datum other than a horizontal line through the intersection
of the hull moulded line with the vessel centreline, amidships, should be clearly
defined.
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10.

The infarmation provided under paragraphs 5 and 6 above should be at such a nominal
trim that represents accurately the vessel in all normal operating trims. Where calculations
show that there are significant numerical variations in these operating tims the information
provided under paragraphs 5 and 6 above should be repeated over such a range of tims
to allow an accurate interpolation of such information at any normal operating trim.

Superstructure deckhouses, companionways located on the freeboard deck, including
hatchway structures may be taken into account in deriving such cross-curves of stability
provided that their location, integrity and means of closure will effectively contribute to the

-buoyancy.

An example should be included in such information to show the corrections applied to the
transverse metacentric height and righting levers (GZ) for the effects of the free surfaces of
liquids in tanks and should be calculated and taken into account as follows:

M the metacentric height in metres should be reduced by an amount equal to the
fotal of the free surface functions for each tank divided by the vessels
displacement in tonnes. For each tank the free surface function is given by:

1.025 x pi where p = specific gravity of the liquid;
i = fransverse moment of inertia of the surface
(i= ggéwhere L=length and B=breadth of the free surface in metres)
12

i.e. correction = Sum of pi
Displacement

(i) the righting lever (GZ) curves should be corrected by either:

(a) adding the free surface correction calculated under (i) above to the value in
metres of the calculated height of centre of gravity of the vessel above
datum; or

(b) making direct calculations of the heeling moment due to the liquid surface
being inclined at the selected angle of heel where such calculations take
proper account of the position of liquid surface in relation to the geometric
configuration of the tank. The correction to the righting lever (GZ) at any
selected angle of heel should then be the summation of the individual
heeling moments of the tanks considered, divided by the vessels
displacement.

A stability statement and diagram should be provided for the usual condition of the
vessel:

(a) in the lightship condition:
the vessel should be assumed to be empty except for liquids in machinery and
in piping systems including header tanks. The weight and position of the centre
of gravity of any permanent ballast or fishing gear should be indicated;

(b) in each of the following circumstances so far as they may be applicable to
the vessel in its foreseeable operating conditions:

(i) on departure from port:
the vessel should be assumed fo be loaded with the necessary
equipment, materials and supplies including ice, fuel, stores and water;
(i) on arrival at fishing grounds:
as sub-paragraph (i) above but account taken of the consumption of fuel
and stores;
(i) on arrival at fishing grounds:

-23-



11.

12

as sub-paragraph (ii) above but the appropriate icing-up allowance as set out in paragraph
14 below should be taken into account;

(iv)  on departure from fishing grounds:
the vessel should be assumed to be loaded with its maximum catch but
account taken of the consumption of fuel and stores;

) on departure from fishing grounds:
as sub-paragraph (iv) above but the appropriate icing-up allowance as
set out in paragraph 14 below should be taken into account; |

(viy  on departure from fishing grounds: )
the vessel should be assumed to be loaded with 20% of its maximum
catch but account taken of the consumption of fuel and stores;

(vii)  on departure from fishing grounds;

as sub-paragraph (vi) above but the appropriate icing-up allowance as set out in paragraph
14 below should be taken into account;

(viii)  on arrival at port with maximum catch:
account should be taken of the consumption of fuel and stores;

(ix) on arrival at port with 20% maximum catch:
account should be taken of the consumption of fuel and stores;

(x) if any part of the catch normally remains on deck, further statements and
diagrams appertaining to that condition in all the appropriate
circumstances set out in sub-paragraphs (iv) to (ix) inclusive should be
provided;

The total free surface correction for the effect of liquid in tanks should be
applied to each loading condition set out in the foregoing provisions of this
paragraph. The free surface correction should take into account the amounts of
fuel, lubricating oil, feed and fresh water in the vessel in each such loading
condition.

Working instructions, specifying in detail the manner in which the vessel is {o be
loaded and ballasted, should be included within the Trim and Stability Manual.
The instructions should generally be based upon the conditions that are
specified in paragraph (b) above. For vessels in which no provision has been
made for the carriage of deck cargo, the working instructions should also
contain the following statement;

“Provision has not been made within the vessel's stability for deck
stowage of catch. Catch landed on deck should be stowed below as
soon as is possible and prior to landing further catch”

Where provision is made in a particular area of the vessel for the washing and cleaning
of the catch which could lead to an accumulation of loose water a further statement and
diagram should be provided appropriate to that condition which takes into account the
adverse effects of such loose water, it being assumed that:

i) the amount of loose water on deck is determined by the size and
disposition of the retaining devices; and
i) in all other respects the vessel is loaded in accordance with (iv) or (vi) of

paragraph 10 above, whichever is the less favourable with regard to the
vessels stability.

Each stability statement should consist of:

) a profile drawn to a suitable scale showing the disposition of the
deadweight components;
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13.

14,

(ii) a tabular statement of all the components of the displacement including

, weights, positions of centres of gravity, transverse metacentric height
corrected for free surface effects, frim and draughts;

(iii) a diagram showing a curve of righting levers (GZ), corrected for free
surface effects and derived from the cross-curves of stability, showing, if
appropriate, the angle at which the lower edges of any opening which
cannot be closed watertight will be immersed. The diagram should also
show the corresponding numerical values of the stability parameters
defined in section 3.1.2 of this Code.

The information provided under sub-paragraph (iii) of paragraph 12 above should be
supplemented by a graph or tabular statement showing the maximum permissible
deadweight moment over a range of draughts which should cover foreseeable
operating conditions. At any given draught this maximum permissible deadweight
moment value is the total vertical moment about a convenient base line, of all the
component weights of the total deadweight which, at that draught, will ensure
compliance with the minimum stability criteria requirements of the Code. If an
allowance for the weight due to icing-up is required, this should be taken into account
by a suitable reduction in the permissible moment. Where the stability information is
supplied in accordance with the requirements of this paragraph the tabular statement
required in accordance with sub-paragraph 12(ii) above should include the deadweight
moment appropriate to each condition and an example should be added to the stability
information to demonstrate the assessment of the stability.

The icing-up allowance which represents the added weight due to ice accretion on the
exposed surfaces of the hull, superstructure, deck, deckhouses and companionways
should be calculated as follows:

0] full icing allowance:

all exposed horizontal surfaces (decks, house tops, etc.) should be
assumed to carry an ice weight of 30 kilogrammes per square metre.
The projected lateral area of the vessel above the waterline (a
silhouette) should be assumed to carry an ice weight of 15 kilogrammes
per square mefre. The height of the centre of gravity should be
calculated according to the heights of the respective areas and in the
case of the projected lateral area the effect of sundry booms, rails,
wires, etc., which will not have been included in the area calculated
should be taken into account by increasing by 5% the weight due to the
lateral area and the moment of this weight by 10%.

This allowance should apply in winter (1S! November to 3oth April
inclusive in the northern hemisphere) to vessels which operate in the
following areas:

(a) the area north of latitude 66°30'N. between longitude
10°W. and the Norwegian Coast;

(b) the area north of latitude 63°N. between longitude 28°W.
and 10°W.;

(¢) the area north of latitude 45°N. between the North
American continent and longitude 28°W.;

(d) all sea areas north of the European, Asian and North
American continents east and west of the areas defined
in (a), (b} and (¢) above;

(e) Bering and Okhotsk seas and Tatar Strait;

N South of latitude 60°S.
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15.

16.

17.

Half of the full icing allowance:

this should be taken as one half of that calculated under sub-paragraph
(i) of this paragraph and should apply in winter to vessels which operate
in all areas north of latitude 61°N. between longitude 28°W. and the
Norwegian Coast and south of the areas defined as the lower limit for
the full icing allowance between longitude 28°W. and the Norwegian
Coast.

Information should be provided in respect of the assumptions made in calculating the
condition of the vessel in each of the circumstances set out in paragraph 10 above for

the following:

(i)
(ii)
(iii)

(iv)
(v)

duration of the voyage in terms of days spent in reaching the fishing
grounds, on the grounds and returning to port;

the weight and dispasition of the ice in the hold at departure from port
including the heights of stowage;

consumption rates during the voyage for fuel, water, stores and other
consumables;

ratio by weight of the ice packed with the catch in the fish hold;

melting rates for each part of the voyage of the ice packed with the catch
and the ice remaining unused in the hold.

A copy of a report of an inclining test of the vessel and the derivation there from of the
lightship particulars should be provided.

A statement should be given by or on behalf of the owner of the vessel that the
statements and diagrams supplied with respect to the operating conditions set out in
paragraph 10 above are based on the worst foreseeable service conditions in respect
of the weights and disposition of fish carried in the hold or on deck, ice in the hold, fuel,
water and other consumables.
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