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1. SYNOPSIS

1.1 At 12.55 hrs. on the afternoon of the 2nd July 2007, the Fishing vessel "Atlantic
West" was engaged in shooting crab pots 36 miles north off the North Mayo
Stags. Mr. Pavol Juhas, a native of Slovakia, became entangled in fishing gear
and was pulled over the stern of the vessel.

1.2 The vessel’s crew retrieved Mr. Juhas from the sea, who was still attached to
the rope, within a very short time. Efforts to revive Mr. Juhas were
unsuccessful and the body was air lifted to Sligo General Hospital where he was
pronounced dead on arrival.
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2. FACTUAL INFORMATION

2.1 Description of vessel

2.2 Technical details

Name of Vessel FV Atlantic West
Port of Registry Sligo
Port Letter(s) & Numbers SO994 
Overall Length 11.35 metres 
Registered Length 10.45 metres
Beam 4.15 metres
Depth 1.59 metres
Propelling Engines Ford six cylinder diesel internal combustion engine
Estimated Brake Power 89 KW
Date of Construction 1999 
Gross Tonnage 12 Tonnes
Vessel Description Steel Decked Fishing Vessel

2.3 Vessel Complement

Skipper/ Owners Name: Mr. John Stephen O’Donnell
Address: Ballina, Co. Mayo.

Crew Member: Mr. Darren Doherty
Address: Ballina, Co. Mayo.

Crew Member: Mr. Pavol Juhas 
Address: Ballina, Co. Mayo.
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2.4 Navigation equipment on board  

1 x G.P.S. receiver.
1 x Radar.
1 x Magnetic compass.
Set of charts for the intended voyage.
1 x V.H.F. set.
1 x EPIRB.

2.5 Life saving equipment carried

1 x Life raft: one six man.
6 x Red Star flares.
6 x Lifejackets.
3 x Lifebuoys, 1 with 18m line.
6 x PFD’s
Means of recovering persons from the water

2.6 Potting Operation

Six strings of pots were usually hauled and shot each day. There were 60 pots to
each string (See illustration below). A maximum of one string was on board at
any time during fishing, although sometimes two strings were carried when pots
needed to be shifted to another area, but this was only carried out in fine
weather. The pots were laid either east to west or west to east. The sea area
being used was very popular with potters; there were about 6,000 pots there. To
prevent the ropes from getting tangled, they were laid in the same direction.
During hauling and shooting, the FV "Atlantic West" was steered by the auto-pilot.

A string of pots took about 6 minutes to deploy. There was 22 fathoms (40m) of
back rope between each pot. The vessel was motored at about 6 knots, so a pot
was deployed about every 7 seconds.

FACTUAL INFORMATION



7

EVENTS PRIOR TO THE INCIDENT

3. EVENTS PRIOR TO THE INCIDENT

3.1 On Sunday evening the 1st July 2007, Mr. John O’Donnell received news that one
of his regular crew would not be attending work that morning, and had organised
a replacement, a young man called Mr. Pavol Juhas. 

3.2 At 00.30 hrs. Mr. O’Donnell went to Rossport where he collected Mr. Juhas and Mr.
Darren Doherty and then drove to the pier at Porturlin. They loaded some bait
into a currach and then went out to the FV "Atlantic West", which was at anchor
in the bay and proceeded to load the bait on board. 

3.3 The complement for the FV "Atlantic West" was three persons including the
Skipper. On this occasion the crew consisted of Mr. Doherty, Mr. Juhas and the
Skipper, Mr. O’Donnell.

3.4 At approximately 01.00 hrs. on the 2nd July 2007, having established that his
vessel, the FV "Atlantic West" was ready for sea, and his crew were rested and
ready, the vessel departed the bay at Porturlin bound for the Ices Area VIa and
Statistical Rectangle 38 EO (54.5 Degrees North and 9.5 Degrees West).

3.5 The vessel was to haul and re-shoot crab pots that were set previously in that
area. The steaming time to the ground was approximately 6 hours and the crew
slept during this period. Fishing operations commenced at approximately 07.30
hrs.

3.6 The procedure followed a pattern of hauling the pots, clearing the catch, baiting
and stacking the pots as they were hauled. The vessel then steamed to a new
position and the pots were discharged into the sea.



4. THE INCIDENT

4.1 During the shooting operation the autopilot was set by the Skipper, Mr. O’Donnell.
He was manning the controls and had a clear view of the after deck and was
observing the shooting pots, while maintaining a lookout forward.

4.2 The sea condition was moderate with winds West to Southwest Force 5 and gusty
with visibility moderate, reducing to poor in showers.

4.3 The vessel was in Ices Area VIa., Statistical Rectangle 38 EO approximately 54.7
Degrees North and 9.5 Degrees West .

4.4 The operation proceeded without event having hauled and shot a number of
spirits (lines of pots) without incident.

4.5 At approximately 12.55 hrs. they had a spirit of pots ready, and shooting
commenced. Mr. Juhas was standing by the pot hauler on the starboard side of
vessel amidships. (See Appendix 8.1, Figure 1).

4.6 Mr. Juhas was visible to the Skipper from his position in the wheelhouse (See
Appendix 8.1, Figure 2). Approximately 25 pots of the total were gone to sea at
that point.

4.7 The Skipper observed Mr. Juhas being dragged along the deck by the departing
rope toward the stern of the vessel and eventually overboard. The next pot in
sequence had departed into the sea when the throttle was reduced and vessel
was put astern in order to reduce pressure on the back rope to assist in the
recovery of Mr. Juhas.

4.8 The vessel was taken out of gear and the crew went to the stern of the vessel.
Mr. Juhas was recovered from the water, and taken on board and placed in the
recovery position. His airways were checked and CPR was initiated. 

4.9 The gear attached to Mr. Juhas was cut away, the rope was circled twice around
the lower part of his right leg.
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5. EVENTS FOLLOWING THE INCIDENT

5.1 Mr. O’Donnell administrated CPR and was relieved by Mr. Doherty. Mr. O’Donnell
immediately made contact with Malin Head Costal Radio Station, which
instructed the crew to continue CPR and commence steaming for homeport. The
vessel was placed on autopilot and Mr. Doherty and Mr. O’Donnell attended to Mr.
Juhas.

5.2 Mr. Juhas was dressed in oilskin trousers, rubber boots and wearing a Personal
Flotation Device

5.3 The fishing vessel "James Collins", a vessel from Porturlin, arrived along side and
crew member Mr. Gary O’Malley who was trained in first aid assisted with CPR
until Mr. Juhas was removed from the vessel.

5.4 Approximately 45 minutes later, the air sea rescue helicopter arrived. A linesman
was winched to deck and removed Mr. Juhas to Sligo General Hospital. 
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6. CONCLUSIONS

6.1 Mr. Juhas had no qualifications as a deckhand and may not have been fully aware
of the inherit dangers of the back rope coiling around his leg as it was let out.
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7. RECOMMENDATIONS

7.1 Skippers should not permit unqualified crew to work onboard during fishing
operations and should ensure that all crewmembers have relevant qualifications
for the work they are involved in.

7.2 The Department should ensure the enforcement of the Basic Safety Training
requirements for all crewmembers engaged in fishing.

7.3 The Department should enforce penalties set out in the Merchant Shipping Act,
1992 as amended by Merchant Shipping (Investigation of Marine Casualties) Act,
2000 when unqualified crew are employed aboard fishing Vessels.

7.4 Consideration should be given to the development of a Safety Management
System for all vessels engaged in fishing operations. 
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Appendix 8.1 Illustrations.
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Figure 1. Hauling Area - Starboard amidships

Figure 2. Skipper’s view of after deck from wheelhouse



Appendix 8.1 Illustrations.

14

APPENDIX 8.1

Figure 3. Pot discharge during shooting operations 

Figure 4. Stern door arrangement



Appendix 8.2 Met Éireann Weather Report.
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Appendix 8.2 Met Éireann Weather Report.
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Appendix 8.3 Chartlet.
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Appendix 8.4 Situation Report
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Appendix 8.5 Toggle System
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Appendix 8.5 Toggle System
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MCIB RESPONSE TO LETTER FROM BURSEC INTERNATIONAL LTD. RECEIVED ON THE
18TH MAY 2009

The MCIB notes with concern the contents of the above letter especially in point 3
were it is confirmed that the deceased had no opportunity to study the safety
statement.

The skipper should ensure that all crew members, especially those for whom English is
not their first language, are fully briefed on the safety statement.

It is the opinion of the MCIB that this response confirms the necessity for Skippers,
Owners and Operators to ensure that all crew study the Safety Statement. The MCIB
feels that it is no excuse that the day of the incident was the deceased’s first day on
the vessel.

In relation to point 4, both paragraph 4.5 and 4.7 of our report make it clear that the
fact that Mr. Juhas was caught by a rope coil clearly demonstrates that he could not
have been standing in a safe position. 

The Board confirms the conclusion of recommendations 7.1 and 7.2 of its report. The
Board further points out that under Irish Legislation all crew members are required to
be conversant with and understand the Safety Statement.
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MCIB RESPONSE 
The MCIB notes the contents of this letter.



MCIB RESPONSE 
The MCIB notes the contents of this letter.
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