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SUMMARY
1.

SUMMARY
The ‘MV European Endeavour’ is a combined Passenger and Freight Roll-on Rolloff vessel, operating a service between the ports of Liverpool and Dublin. On
22nd June 2017, the vessel arrived at Dublin. On arrival, the vessel discharged its
cargo of vehicles, both accompanied and unaccompanied. Shortly before the
incident occurred the vessel commenced loading the vehicular cargo for the next
voyage, from Dublin to Liverpool. At approximately 13.25 hrs one of the crew,
working on the upper exposed cargo deck (Deck five), was found at the rear of
the trailer. The trailer was moved forward to give access to the casualty. He was
given first aid treatment and was removed by ambulance to a nearby hospital
where unsuccessful resuscitation attempts were made and stopped at 14.09 hrs,
at which time he was declared dead.
Note all times are local time = UTC + 1
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FACTUAL INFORMATION
2.

FACTUAL INFORMATION

2.1

The vessel
The vessel is described as a Passenger and Freight Roll-on and Roll–off ferry. The
vessel has two cargo decks for the carriage of cars and commercial units. Access
is via a stern ramp which leads directly to Deck three (Main Deck) and by two
side ramps that lead directly to Deck five (Upper Deck). Deck five is open to the
weather (see Appendix 7.1 Photograph No. 1). The passenger accommodation
area is accessed on foot via Deck five or via internal staircases to port and
starboard from Deck three. The predominant type of cargo carried comprises 40
foot articulated tractors and trailers or 40 foot trailers sent unaccompanied
(i.e. no tractor with the trailer).
Note: Tractors and trailers travelling as a unit are considered road freight.
Unaccompanied trailers are considered as cargo.
Principal Particulars
Name:

‘MV European Endeavour’.

Flag:

Bahamas.

Port of Registry:

Nassau.

IMO:

9182206.

Type:

Passenger Roll-on/Roll-off Freight Ferry.

Length Overall:

180.00 metres (m).

Beam:

25.70 m.

Draught:

5.95 m (approximately).

Cargo area:

Decks 3 and 5.

Crew:

Various Nationalities.

Working Language:

English.
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FACTUAL INFORMATION
2.2

Cont.

Voyage Particulars
The vessel operates a fixed route between the ports of Dublin and Liverpool, six days
a week with a layover at the weekend. This is an international voyage. The normal
schedule indicates an arrival time at Dublin of 09.30 hrs. On this occasion, due to
engine problems, the vessel arrived at 11.32 hrs which was two hours behind
schedule and was due to depart at 15.00 hrs.
At the time of the incident the vessel was alongside at Terminal three, Port of
Dublin. It was berthed port side to, on the outer or riverside ramp. Cargo was being
loaded over the stern ramp and moved up to the Deck five via the port side internal
ramp.

2.3

Marine Casualty/Incident information
This was a very serious marine casualty, resulting in the loss of life of a crewmember.
The incident occurred at approximately 13.25 hrs on the 22nd June, 2017. At
approximately 13.30 hrs the Chief Officer received a call from the Bosun requesting
immediate medical assistance on Deck five.
The location of the incident was Lane two, aft end, starboard side, Deck five.
Immediately at the end of Lane two there was a ventilator shaft for cargo ventilation
purposes.
The tractor unit was a Terberg Ro-Ro four wheel drive unit, bearing the fleet number
T105. It was manufactured in 2015.
The trailer was owned by an international haulage company. It was a 40 foot
refrigerated unit, fully laden. The trailer was built in May, 2017 and had been in
service for two weeks. The trailer had three axles and air suspension.

2.4

Shore Response
Once the alarm was raised the shore response took approximately 15 minutes.
This involved ambulance, paramedics, fire and rescue services and An Garda
Síochána.

2.5

The Operation
The crew was engaged in cargo operations, discharging Dublin cargo and then loading
Liverpool cargo. The trailer involved was the fifth unit to be loaded on Deck five.
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FACTUAL INFORMATION

The Chief Officer was in overall charge of the activity. The Second Officer
(Duty Officer) was on deck at the time positioned at the stern ramp. The
supervision of the upper deck was the responsibility of the Bosun. Deck
crewmembers (Able Bodied Seafarers) were tasked with different duties. On
this occasion the casualty was tasked with guiding the trailers into position on
Deck five.
There were no witnesses to the incident.
2.6

Standards of training, certification and watchkeeping for seafarers (IMO
STCW Convention1).
The IMO STCW Convention Chapter VII requires each administration, for the
purposes of preventing drug and alcohol abuse, to ensure that adequate
measures are established in accordance with the provisions of section A-VIII/1
while taking into account the guidance given in Section B-VIII/1 of the STCW
Code.

2.7

Consequences.
The Coroner’s autopsy report states that death “was due to injuries sustained
from a significant abdominal thoracic blunt force trauma.” The autopsy report
also shows a significant blood alcohol level. The results of toxicological
analysis provided to the Marine Casualty Investigation Board (MCIB) are
provisional at the time of publication. The determination of the death
causation is a matter for the coroner’s inquest.

1. STCW - International Convention on Standards of Training, Certification and Watchkeeping for Seafarers, 1978
and Manila Amendments 2010 (“IMO STCW Convention”).
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3.

NARRATIVE

3.1

P&O have been operating roll-on/roll–off vessels for approximately 40 years. They
have services from Dublin, Larne, Dover and other UK ports. Over the years the
company, hereinafter referred to as ‘The Company’2 which is responsible for the safe
operation of the ship has developed a system of operations in respect of loading and
unloading both articulated loads and unaccompanied loads.

3.2

The normal routine on Ro-Ro freight ferries is for the crew to rotate on a fortnightly
basis. Most crew serve on board the vessel on a regular basis. The casualty had gone
on leave on the 7th June, 2017 and rejoined the vessel on 21st June, 2017. The
casualty was engaged on board the vessel as an Able Bodied Seafarer (AB).

3.3

The Chief Officer was in overall charge of the activity but was returning to the
accommodation area at the time. The Second Officer (Duty Officer) was on deck at
the time, positioned at the stern ramp. The supervision of the upper deck was done
by the Bosun. Deck crewmembers (ABs) were tasked with different duties such as
guiding the roll-on/roll-off tractor units, placing the trailer in the correct position
within lanes, placing support trestles in way of the trailer fifth wheel3 and
lashing/securing the trailers when in position. The duties were rotated regularly so
that all crew were familiar with each task. On this occasion the casualty was tasked
with guiding the trailers into position.

3.4

In port the practice on board was that the Chief Officer took his lunch break and
then relieved the Duty Officer on deck to facilitate that officer having his lunch. On
this occasion this activity coincided with discharging operations. Once Deck three
had been completely discharged the Chief Officer went ashore to discuss the loading
of the Liverpool cargo with a member of the shore team. The loading plan was
agreed and the Chief Officer returned on board at approximately 13.25 hrs and went
towards his office.

3.5

The trailer involved in the incident was the fifth unit to be loaded on Deck five. The
location of the incident was Lane two, aft end, starboard side, Deck five (see
Appendix 7.1 Photograph No. 2). Immediately at the end of Lane two there was a
ventilator shaft for cargo ventilation purposes (see Appendix 7.1 Photograph No. 3).

3.6

Nobody witnessed the incident. The nearest crewmember to the casualty was
located towards the front end of the trailer, approximately ten metres forward of
the scene, preparing a trestle for under the front end of the trailer. The best

2.IMO SOLAS Chapter IX: Management for the safe operation of ships: Regulation 1 Definitions:
Company means the owner of the ship or any other organization or person such as the manager, or the bareboat
charterer, who has assumed the responsibility for operation of the ship from the owner of the ship and who on
assuming such responsibility has agreed to take over all duties and responsibilities imposed by the International
Safety Management Code.
3. The fifth-wheel is the link between a trailer and the towing vehicle.
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information available indicates that the AB placing the trestle in position looked
aft as the truck stopped. He saw the casualty’s head leaning to one side. He
instructed the Tugmaster driver to move forward and when this was done the
casualty fell to the deck.
3.7

At approximately 13.30 hrs the Chief Officer heard the Bosun calling for
immediate medical assistance over his hand held Very High Frequency (radio)
(VHF). He immediately requested the first aid team to attend the scene. On
arriving at the scene he found the casualty lying on deck in the recovery
position. He then directed the loading master to call an ambulance.

3.8

All cargo operations were suspended to allow for the care of the casualty. An
oxygen mask was placed on the casualty and Cardiopulmonary resuscitation
(CPR) procedures were administered until the paramedics arrived on board.

3.9

The emergency services, ambulance, paramedics, fire and rescue services and
An Garda Síochána arrived on board the vessel approximately 15 minutes after
the time of the initial call. The casualty was removed to hospital where he was
declared dead.

3.10 The location of the incident has been identified as position ‘9Y’. The area was
examined and it was noted that the yellow lane markings were missing. It was
reported that the crew had asked the tractor driver to pull the trailer forward,
approximately 1.5 m to 2 m distance, to allow access to the casualty. The rear
of the trailer was approximately 1,120 mm forward of the ventilator shaft. The
normal parked position for transport is approximately 550 mm forward of the
shaft.
3.11 The lower louvre at the front of the ventilator shaft was noted to be set in. This
was examined and it was determined that the damage was old. The space
between paint cracks was filled with dirt which was indicative of long term
presence rather than fresh or recent damage.
3.12 The tractor and trailer were assessed and were declared safe for use with no
defects noted. They were released back to the shipping line’s shore operation.
3.13 The coroner’s autopsy report provided to the MCIB states the cause of death was
“due to injuries sustained from a significant abdominal thoracic blunt force
trauma”. The autopsy report shows that the casualty had a significant blood
alcohol level. The results of toxicological analysis provided to the MCIB are
provisional at the time of publication. The determination of the cause of death
is a matter for the coroner’s inquest.
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4.

ANALYSIS

Loading System and Operation
4.1

The activity being carried out at the time of the incident was loading unaccompanied
trailers onto the vessel. This involved using a Terberg tractor unit (four wheel drive
truck type) to pull 40 foot trailers onto the vessel and to place them in position for
the voyage. They are then secured for transit. The Terberg tractor, often referred to
as a Tugmaster, is a specialised piece of equipment where the driver can rotate his
seat through 180° and move forwards or backwards facing the direction of travel.

4.2

The system on board was simple. Every crew on duty was assigned a task:
Chief Officer: In overall charge of loading operations but moving about the vessel.
Duty Officer: At the stern ramp in charge of actual operations.
Bosun:

Is the senior deck rating (foreman) on duty on the upper deck level,
overseeing crew on duty at that location.

AB 1:

Assigned to guide trailers into the correct position in the lane.

AB 2:

Assigned to place a trestle at the fifth wheel pin to support the front
of the trailer.

AB 3 and 4:

Assigned to place lashing chains in place on the trailers.

All work systems on board the vessel were covered under the vessel’s Safety
Management System (SMS) Code.
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4.3

The units were loaded on board using a one way system to access Deck five. The rollon/roll-off tractor (Tugmaster) used the port side ramp from Deck three to Deck five.
On Deck five, with a crew member guiding the driver, the load was reversed into
position.

4.4

The casualty was assigned the task of guiding the trailer into position. The driver,
when reversing the trailer into position, had restricted vision due to the size of the
trailer. The guide used a whistle to signal to the tractor driver that the load was in
position. The safety procedures called for the guide to position himself on the right
hand side of the load, placing himself in the safety zone provided by the adjacent
ventilator shaft.

4.5

The Tugmaster driver had to place his head out of the side window of the tractor to
maximise his range of vision. His seat was rotated to face aft and he reported that
he did not hear the whistle telling him to stop. There were no other factors identified
that could have distracted the driver from his task of placing the trailer in position.

4.6

The vessel’s ventilation system was examined. The vessel has multiple ventilation
shafts. Groups two and three affect Deck five. Groups four to nine are on the Main

Cont.

ANALYSIS

Deck. The instructions indicate that the ‘in port fan mode’ is for groups two and
three to be on supply and groups four and five on exhaust. The fans at group
eight are never used in port. This is the group of fans adjacent to the scene of
the incident. Therefore, noise from the fan motors was not considered to be a
contributory factor.
4.7

The areas used for placing trailers or cargo in position are referred to as ‘lanes’.
Normally they are well marked by yellow painted lines on the deck surface. In
addition, there are ‘elephant’s feet’, to which the lashing chains are attached
at equal spacing along the limits of each lane. The absence of the yellow painted
lines did not contribute to the incident.

Training, Certification and Safety Equipment
4.8

The vessel operated a training regime. All crew, in addition to their normal
certificates of competency, underwent training provided by the company. In
addition there were regular ‘Toolbox Meetings’4 held at which safety issues were
discussed. The following documentation was made available to the
investigation:
Familiarisation record for the casualty which was dated between 24th and 26th
October 2012.
Vehicle Deck Safety Precautions during Cargo Operations (04-08/02/2013,
completed on 11th February, 2012 and 30th April, 2017).
Cargo Securing Training Certificate for the casualty, completed February, 2013.
Certificate of Proficiency in Passenger Safety, Cargo Safety and Hull Integrity on
Ro-Ro Passenger Ships for the casualty, completed 9th May 2017.
Record of Deck Rating Training for the casualty shows the level of training
undertaken in compliance with Standards of Training, Certification and
Watchkeeping for sailors (STCW1) between 2012 and 2017.
Copy of the Efficient Deck Hand Certificate for the casualty, issued on 6th June,
1975.
Copy of STCW Able Seafarer Deck Certificate for the casualty, issued at Killybegs
on 17th November, 2016.
Copy of the Seafarer Medical Certificate (ENG 11) for the casualty, dated 30th
June, 2016 and valid until 30th June, 2018.

4. A Toolbox Talk is an informal safety meeting that focuses on safety topics related to the specific job, such as
workplace hazards and safe work practices.
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Copy of the pocket Safety Guide, published by the ship owner in 2014. The
document was provided to all crew when they joined the ship.
4.9

The crew were all issued with Personal Protective Equipment by the 'The Company'.
The equipment included high visibility boiler suits, safety helmets with ear
muffs, steel toe capped boots and work gloves. An additional piece of equipment
was a whistle (see Appendix 7.1 Photograph No. 4) to be used by the AB acting as
guide to the tractor driver. There was no direct radio communication system in
place between the crew and tractor drivers.

4.10 The Coroner’s toxicology report provided to the MCIB states a finding of
“Significant blood alcohol level. This may have contributed to loss of concentration
or impaired judgement.” The Coroner’s autopsy report conclusions and the
accompanying toxicology report are provisional at the time of publication of this
report. It is the role of the Coroner’s Office to determine the cause of death.
4.11 It is not possible to determine the effect of alcohol on the casualty. The IMO STCW
Convention states “Drug and alcohol abuse directly affect the fitness and ability of
a seafarer to perform watch keeping duties. Seafarers found to be under the
influence of drugs or alcohol should not be permitted to perform watch keeping
duties until they are no longer impaired in their ability to perform those duties”.
The standards set out in the IMO STCW Convention is a limit of not greater than
0.05% blood alcohol level (BAC) or 0.25 mg/l in the breath.
4.12 The inventory of the casualty’s personal effects, prepared post incident, showed
there were no alcoholic products in his cabin.
Other Considerations
4.13 Nobody witnessed the incident. The nearest crewmember to the casualty was
located towards the front end of the trailer, approximately 10 meters forward of
the scene, preparing a trestle for under the front end of the trailer. The best
information available indicates that the AB placing the trestle in position looked aft
as the truck stopped. He saw the casualty’s head leaning to one side. He instructed
the truck driver to move forward and when this was done the casualty fell to the
deck. In order to assist the casualty the scene of the incident could not be kept
exactly the same as at the time of the incident.
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5.

CONCLUSIONS

5.1

There were no witnesses to the event that caused the death of the casualty.
Something caused the casualty, an experienced seafarer, to move behind the
load he was directing into place. As a consequence the casualty was crushed and
died from his injuries.

5.2

The Coroner’s autopsy report stated that there was a significant level of ethanol
(alcohol) in the casualty’s blood. The level present in the toxicology report was
in excess of the standard set out in the IMO STCW Convention as above. The
Coroner’s Post Mortem Report conclusions and the accompanying toxicology
report are provisional at the time of publication of this report. It is the role of
the Coroner’s Office to determine the cause of death.

5.3

Under the system of loading unaccompanied trailer units, the driver of the tug
cannot see the AB guiding him into position and the crew rely on whistles by the
guide to alert drivers to any issue. During this incident the driver did not have
sight of the guide and the whistle system was not effective, either because no
whistle was heard or the guide was not in a position to blow the whistle.
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6.

SAFETY RECOMMENDATIONS

6.1

The Company should;
- review the system of work in relation to cargo operations for unaccompanied
trailers.
- review the application and enforcement of its drug and alcohol policy to ensure
that it is fit for purpose.
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Photographs.
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APPENDIX 7.1
Appendix 7.1 Photographs.

Photograph No. 1: View of scene from above.

Photograph No. 2: Rear end of trailer.
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Appendix 7.1 Photographs.

Photograph No. 3: Ventilator shaft.

Photograph No. 4: Whistle issued to crew.
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NATURAL JUSTICE - CORRESPONDENCE RECEIVED

Section 36 of the Merchant Shipping (Investigation of Marine Casualties) Act, 2000
requires that:
“36

(1) Before publishing a report, the Board shall send a draft of the report or
sections of the draft report to any person who, in its opinion, is likely to
be adversely affected by the publishing of the report or sections or, if that
person be deceased, then such person as appears to the Board best to
represent that person’s interest.
(2) A person to whom the Board sends a draft in accordance with subsection
(1) may, within a period of 28 days commencing on the date on which the
draft is sent to the person, or such further period not exceeding 28 days,
as the Board in its absolute discretion thinks fit, submit to the Board in
writing his or her observations on the draft.
(3) A person to whom a draft has been sent in accordance with subsection (1)
may apply to the Board for an extension, in accordance with subsection
(2), of the period in which to submit his or her observations on the draft.
(4) Observations submitted to the Board in accordance with subsection (2)
shall be included in an appendix to the published report, unless the
person submitting the observations requests in writing that the
observations be not published.
(5) Where observations are submitted to the Board in accordance with
subsection (2), the Board may, at its discretion (a) alter the draft before publication or decide not to do so, or
(b) include in the published report such comments on the observations as
it thinks fit.”

The Board reviews and considers all observations received whether published or not
published in the final report. When the Board considers an observation requires
amendments to the report that is stated beside the relevant observation. When the
Board is satisfied that the report has adequately addressed the issue in the
observation, then the observation is ‘Noted’ without comment or amendment. The
Board may make further amendments or observations in light of the responses from
the Natural Justice process.
‘Noted’ does not mean that the Board either agrees or disagrees with the
observation.
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Correspondence from Solicitor
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Correspondence from An Garda Siochana
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Note: The names and contact details of the individual respondents have been obscured
for privacy reasons.
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8.1
Correspondence 8.1 Solicitor and MCIB response.

MCIB RESPONSE:
The MCIB notes
these points and
wish to advise that
an extension for
return of comments
was granted to all
NJ receipents up
until the 18th July,
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8.1

Correspondence 8.1 Solicitor and MCIB response.

MCIB RESPONSE:
The MCIB notes
these points and
considers thay are
covered in point 4.2
of the report.

MCIB RESPONSE:
The MCIB notes
these points and
considers thay are
covered in points
3.13, 4.10, 4.11 and
5.2 of the report.
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CORRESPONDENCE
CORRESPONDENCE
8.2
Correspondence 8.2 'The Company' (Fleet Operations Manager) and MCIB response.

MCIB RESPONSE:
The MCIB notes this
point and has made
the necessary
amendment.

MCIB RESPONSE:
The MCIB notes
these points.

MCIB RESPONSE:
The MCIB notes this
point. Please see
Points 2.7, 3.13,
4.10, 4.11 and 5.2
of report.
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8.2

Correspondence 8.2 'The Company' (Fleet Operations Manager) and MCIB response.

MCIB RESPONSE:
The MCIB notes this
point.

MCIB RESPONSE:
The MCIB notes
these points.
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Correspondence 8.3 'The Company' (Safety Management) and MCIB response.

MCIB RESPONSE:
The MCIB notes this
point and has made
the necessary
amendment.

MCIB RESPONSE:
The MCIB notes
these points.

MCIB RESPONSE:
The MCIB notes this
point. Please see
points 2.7, 3.13,
4.10, 4.11 and 5.2
of report.
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8.3

Correspondence 8.3 'The Company' (Safety Management) and MCIB response.

MCIB RESPONSE:
The MCIB notes this
point.

MCIB RESPONSE:
The MCIB notes
these points.
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8.4
Correspondence 8.4 An Garda Siochana and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence.
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