
REPORT INTO THE INCIDENT 

ON BOARD THE 

‘MV ROSE OF ARAN’ 

AT  

INIS OIRR PIER 

ON 

6th JUNE 2016

REPORT NO. MCIB/260
(No.8 OF 2017)



The Marine Casualty Investigation Board (MCIB) examines and investigates all types of marine
casualties to, or on board, Irish registered vessels worldwide and other vessels in Irish territorial
waters and inland waterways.

The MCIB objective in investigating a marine casualty is to determine its circumstances and its
causes with a view to making recommendations for the avoidance of similar marine casualties in
the future, thereby improving the safety of life at sea. 

The MCIB is a non-prosecutorial body. We do not enforce laws or carry out prosecutions. It is not
the purpose of an investigation carried out by the MCIB to apportion blame or fault.

The legislative framework for the operation of the MCIB, the reporting and investigating of
marine casualties and the powers of MCIB investigators is set out in The Merchant Shipping
(Investigation of Marine Casualties) Act, 2000.

In carrying out its functions the MCIB complies with the provisions of the International Maritime
Organisation’s Casualty Investigation Code and EU Directive 2009/18/EC governing the
investigation of accidents in the maritime transport sector.



REPORT INTO THE INCIDENT 

ON BOARD THE 

‘MV ROSE OF ARAN’ 

AT  

INIS OIRR PIER 

ON 

6th JUNE 2016

Leeson Lane, Dublin 2. 

Telephone: 01-678 3485/86. 

Fax: 01-678 3493. 

email: info@mcib.ie

www.mcib.ie

REPORT NO. MCIB/260
(No.8 OF 2017)

1

The Marine Casualty Investigation
Board was established on the 
25th March, 2003 under the
Merchant Shipping (Investigation
of Marine Casualties) Act, 2000.

The copyright in the enclosed
report remains with the Marine
Casualty Investigation Board by
virtue of section 35(5) of the
Merchant Shipping (Investigation
of Marine Casualties) Act, 2000. No
person may produce, reproduce or
transmit in any form or by any
means this report or any part
thereof without the express
permission of the Marine Casualty
Investigation Board. This report
may be freely used for educational
purposes.



Report MCIB/260 published by The Marine Casualty Investigation Board.
Printed 10th July 2017.

Glossary of Abbreviations and Acronyms

GRT       -   Gross Registered Tonnage

IMO        -   International Maritime Organisation

MSO       -   Marine Survey Office

DTTAS    -   Department of Transport Tourism & Sport

MRSC     -   Marine Rescue Sub Centre

HW        -   High Water

LW         -   Low Water

LOA       -   Length Overall

m          -   metre

ISM        -   International Safety Management

SMS        -   Safety Management System

UTC       -   Universal Co-ordinated Time

DSM       -   Domestic Safety Management, EU Regulation 336 of 2006

2



                                                                               PAGE

1.    SUMMARY                                                                                     4

2.    FACTUAL INFORMATION                                                                5

3.    NARRATIVE                                                                                   7

4.    ANALYSIS                                                                                    10

5.    CONCLUSIONS                                                                            14

6.    SAFETY RECOMMENDATIONS                                                       15

7.    APPENDICES                                                                               16

8.    NATURAL JUSTICE - CORRESPONDENCE RECEIVED                      33

CONTENTS

3



1. SUMMARY

           On Monday the 6th June 2016 the Passenger ship ‘MV Rose of Aran’ was berthed
at the Pier at Inis Oirr Island to transfer passengers. Whilst alongside and when
passengers were disembarking from the vessel over the gangway the vessel
drifted off the berth and the end of the gangway fell off the pier. The gangway
tipped downwards towards the water. There were two passengers on the gangway
at the time and both fell into the water between the vessel and the pier.
Bystanders assisted both passengers on to the pier. The two passengers received
medical treatment on the island and were transferred back to the mainland later
in the day.

           Note all times are local time = UTC + 1

SUMMARY
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2.      FACTUAL INFORMATION

2.1.     The vessel (see Appendix 7.1 Photograph No. 1)

           Name:                            ‘ROSE OF ARAN’.

           Flag:                               Ireland.

           IMO No:                          7527916.

           LOA:                               19.97 metres (m).

           Beam:                             6.43 m.

           Gross Tonnage:                113 tonnes (t).

           Deadweight:                   12 t.

           Year Built:                      1976.

           Type of Vessel:                Passenger Ship.

           Number of Passengers:    96.

           Number of Crew:            4.

           Registered Owner:          Liscannor Ferry Company Ltd.

2.2.     Voyage Particulars

           6th June 2016:                11.00 hrs Vessel departed Doolin Pier Co. Clare.

           6th June 2016:                11.45 hrs Vessel arrived Inis Oirr Pier Co. Galway.

2.3.     Marine Incident Information

           Type:                              Persons in water from vessel.

           Date:                              6th June 2016.

           Time:                             11.50 hrs (approximately).

           Position:                         Inis Oirr Pier, Co Galway 
(Lat. 53°04.11N Long 009°31.36W).

           Ship Operation:               Vessel alongside quay. 

           Location:                        Ireland, West Coast.



6

           Human factors:               Not following safe practices/procedures.

           Physical factors:             Configuration of mooring arrangements.

           Consequences:                End of gangway disconnects from quay, two persons
tipped into water. 

           Weather:                        Wind SW 4 (13 – 15 kts).

                                                  Cloudy & Clear.

                                                  Sea state slight – Low swell 
(see Appendix 7.2 Met Éireann Weather Report).

           Tide at Galway:              6th June  HW 06.38 hrs 5.2 m.
           (Source Admiralty TT)                     LW 12.35 hrs 0.5 m.
                                                                  HW 18.58 hrs 5.4 m.

2.4.     Shore Authority Involvement 

           Shore authority involvement was provided by MRSC Valentia who tasked a lifeboat
and helicopter. In the event neither were required and were stood down (see
Appendix 7.3 Situation Report from MRSC Valentia).

Cont.FACTUAL INFORMATION
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3.    NARRATIVE

3.1.  Events before the incident

3.1.1.There are two ferry companies, each operating four vessels, providing services
from Doolin Pier, Co. Clare to the Aran Islands and sightseeing cruises along the
Cliffs of Moher.

3.1.2.The ‘MV Rose of Aran’ provides ferry services between Doolin Pier, County Clare
and the Aran Islands. The vessel had a current passenger ship licence for 96
passengers and four crewmembers issued by the Marine Survey Office (MSO) to
operate the service. 

3.1.3.On 6th June 2016, the ‘MV Rose of Aran’ departed Doolin Pier for Inis Oirr at
approximately 11.00 hrs with a full complement of passengers and four
crewmembers (see Appendix 7.4 Schedule of sailings). It arrived at Inis Oirr Pier
at approximately 11.45 hrs. Two other ferries of similar passenger carrying
capacity were also approaching the pier at this time. The tide was almost one
hour before low water springs.

3.1.4.The vessel berthed on the outer wall of the pier on Inis Oirr (see Appendix 7.5
Plan of Inis Oirr Harbour). Due to the height of the pier above the deck of the
ferry, the vessel was berthed with two head lines and a stern line. The normal
back spring from the shoulder could not be positioned because it obstructed the
deployment of the gangway at low tides. 

3.1.5.The lines were put ashore and secured to the bollards on the quay. The forward
lines were secured by a crewmember who had climbed up a ladder on to the
quay, the stern line was secured by a bystander on the quay and not checked by
the crew. The engines were put astern to keep tension on the forward lines and
maintain position on the berth. 

3.1.6.The gangway was put ashore on to the pier, it was secured on board with ropes
on the vessel but just rested on the quay wall (see Appendix 7.1 Photograph No.
2 for arrangements at low tide). Passengers proceeded to disembark at about
11.55 hrs. 

3.1.7.A second ferry came alongside the pier astern of the ‘MV Rose of Aran’ and
berthed in a similar manner, with the engines going astern to maintain position
on the quay. The bow line of the second ferry was placed on the same bollard as
the stern line for the ‘MV Rose of Aran’. The staghorn type bollards are used at
Inis Oirr, such bollards are suited to locations where there is a large range of
tide. Staghorn bollards allow two ropes to be placed on the bollard without
interfering with each other (see Appendix 7.1 Photograph No. 3). There is a
knuckle to prevent the rope sliding off when the vessel is higher than the jetty.

NARRATIVE
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3.1.8.It was a bank holiday Monday and the pier was crowded with over 500 people waiting
to get on to the incoming ferries. The crowd was close to the edge of the pier and
obscured the view of the bollards from the wheel house of the ‘MV Rose of Aran’.

3.2.  The Incident

3.2.1.About 25 passengers had disembarked from the ‘MV Rose of Aran’ when the stern of
the vessel moved away from the pier and a gap opened up between the pier and the
vessel. The Master observed that the stern line had become detached from the
bollard and was floating in the water. A crewmember was dispatched to bring it
aboard while the Master attempted to bring the vessel alongside with the engines.
He was unable to do this, because the wash from the engines from the vessel astern
pushed the stern of the ‘MV Rose of Aran’ further off the pier.

3.2.2.The crewmember at the gangway stopped passengers disembarking, and called to
the passengers on the gangway to get ashore quickly. Two people close to the quay
jumped ashore, but a man in the middle of the gangway stopped and froze. There
was also a woman on the gangway behind him. The end of the gangway on the pier
slipped off the pier and fell downwards towards the water, turning sideways. The
woman fell into the water and started to swim towards a ladder on the quay wall.
The man slipped down the gangway and held on to the ropes at the end. One
crewmember and some passengers held on to the gangway to prevent it falling into
the water on top of the two people (see Appendix 7.1 Photograph No.4). 

3.2.3.A 999 call from an unknown number was made to the Coast Guard timed at 12.04 hrs
informing them of two persons in the water at Inis Oirr Pier (see Appendix 7.3
Situation Report). 

3.2.4.The woman swam to a vertical ladder on the quay and tried to climb up, but the
bottom of the ladder was encrusted with marine growth and she could not get a firm
step on the ladder. A man on the quay climbed down the ladder and assisted her to
the top. 

3.2.5.The man hanging on to the gangway could not swim. The Master managed to release
the shore lines and manoeuvred the vessel into the harbour. A passenger on the
vessel threw a life-ring and the man let go of the gangway. Another man on the quay
entered the water and assisted him to the rocky shore as the access to the steps was
not possible due to the low tide (see Appendix 7.5 Plan of Inis Oirr Harbour). 

3.2.6.When the two casualties were brought ashore they were initially attended to by by-
standers on the pier. 

NARRATIVE Cont.
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3.3.  Events after the incident

3.3.1.The ‘MV Rose of Aran’ was manoeuvred back alongside the berth and
disembarked the remaining passengers. The Master dispatched a crewmember to
attend to the two casualties and then let go and waited offshore. Contact was
made with the Coast Guard to inform them that the casualties were safely
ashore. 

3.3.2.The two casualties were brought to the doctor’s surgery, and were examined.
Both were in shock and the female passenger had hurt her back. They were
transferred back to the mainland by the ferry company later that same day.

3.3.3.The ferry company initiated an investigation and produced an incident report
under their DSM code. This investigation found that the stern line of the vessel
had come off the bollard which allowed the vessel to drift off the quay. It cited
the crowd of people on the quay as a contributory factor which prevented the
crew from observing how the stern line was attached to the bollard.

NARRATIVECont.



4.    ANALYSIS

4.1    Berthing at Inis Oirr Pier
         
4.1.1.The ferries are usually alongside the pier for a short period of time, about 15 to 20

minutes to disembark and embark passengers. They use three mooring lines to secure
to the quay during this time. These lines can be deployed by two different methods
as shown below.

4.1.2.Method A: A spring line is secured from the forward shoulder and the engines are put
ahead to keep the vessel alongside. A bow line and a stern line are secured. The
vessel can be pinned alongside with engines and spring line alone as the rudder is
active. 

4.1.3.Method B: A bow line is secured from the shoulder and the engines put astern to pull
the vessel alongside. A second bow line and stern line are secured. The stern line is
essential as there is little control from the rudder with the engines going astern. 

4.1.4.On the ‘MV Rose of Aran’ the gangway is forward of the wheelhouse and at low tide
it prevents the deployment of the spring line in Method A. As the tide was low water
springs, Method B was used on the 6th June. The ferry moored immediately astern
had its engines running astern,its wash pushed the 'MV Rose of Aran' out from the pier.

4.1.5.The practice is to ask a member of the public to make fast the stern line. It would
appear that this is not being checked by the crewmember on the quay attending to
the bow lines. This runs the risk that the person tying up the stern line is not
competent to do so.

10
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4.1.6.With the gangway forward of the wheel house the Master of the ‘MV Rose of
Aran’ was looking forward and did not notice the stern line had become loose
and was in the water until a gap opened up between the vessel and pier. With
no stern line and with the wash of the ferry astern it was impossible to
manoeuvre the vessel alongside again in time to stop the gangway coming off
the quay. As in paragraph 3.2.2 above the gangway fell towards the water. It was
prevented from falling into the water by passengers and crew holding onto the
gangway and heaving it back on board as shown in Appendix 7.1 Photograph
No.4. As soon as the passengers entered the water and there were people
between vessel and quay, the only option was to let go all lines.

4.1.7.At this point of the incident there was one crewmember on the quay, one
crewmember attending to the mooring lines and one crewmember (with
assistance of passengers) holding on to the gangway, so the crew were not in a
position to render assistance to the people in the water. No instruction was given
to throw a life-ring, but one was thrown from the vessel by one of the
passengers.

4.1.8.The reason the stern line became loose is not clear. It was secured to the bollard
by a bystander and this may not have been done correctly. If it was not placed
under the knuckle of the bollard it could easily have come free. It is noted by
the investigation that there are no designated mooring persons on the quay
during embarking and disembarking and that passengers were asked to secure
the line onto the bollard. In addition, the ferry which came in astern of the ‘MV
Rose of Aran’ used the same bollard to secure its head line. The ‘MV Rose of
Aran’s’ stern line could have been released inadvertently at this point. The
waiting passengers on the quay crowd around the edge of the quay as the ferries
are berthing, obscuring the view of the bollards and impeding the mooring
procedures of the crew. On the 6th June it was estimated that there was in
excess of 500 people waiting on the quay, most returning from a weekend stay
on the island (see Appendix 7.1 Photograph No. 5).

4.1.9.Inis Oirr Pier is owned by Galway County Council. There is room for at least three
ferry vessels to berth on the pier at Inis Oirr, which means potentially 288
disembarking passengers at the same time, with perhaps the same number
waiting to embark. Despite the transit of hundreds of passengers per day in the
summer months there are:

         
         • No By-Laws for the pier or harbour, excepting for the landing of explosives.

         • No persons employed by Galway County Council to administer operations on
the pier.

         • No Safety Management plans for the harbour.

11
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4.1.10. Observations of activities on the pier show lack of management in a number of
areas:

            • Passengers crowd around trying to find the correct ferry, 

            • Local transport services drive vehicles through the crowds of people and 

            • Cargo is left on the pier causing congestion. 

            On one visit to the pier the life-ring nearest to the point where this incident took
place was obscured by bags of stones (see Appendix 7.1 Photograph No. 5).

4.1.11. The response from Galway County Council is that the increase in passenger
numbers is as a result of the completion of a second pier at Doolin in June 2015,
however there were at least six ferries operating in 2013 and 2014. An extension
to the pier at Inis Oirr is in the planning stage and when it is completed there
will be By-Laws and perhaps a harbour master. As an interim measure Galway
County Council propose restricting vehicular access to the pier.

4.1.12. Whilst the ultimate responsibility for operations within the harbour at Inis Oirr
lies with Galway County Council, the ferry companies have responsibility in
organising their passengers and ensuring their vessels are berthed safely. 

4.1.13. The ferry companies do not employ anyone on the island to liaise with
passengers, although at very busy times they may send someone from Doolin. A
linesman is employed to handle lines and manage passengers in Doolin for the
ferries but there is no similar person in Inis Oirr.

4.2.  The ‘MV Rose of Aran’ and Safety Management 

4.2.1.The vessel was surveyed and found to comply with the Merchant Shipping Acts and
issued with a certificate to carry 96 passengers and four crew. The certificate was
valid until the 23rd August 2016.

4.2.2.The company operates four passenger ships with a designated permanent master
on each. In addition there are two relief masters. On the 6th June the ‘MV Rose of
Aran’ was skippered by one of the relief masters. This Master held a Second Hand
Fishing Certificate with endorsement to be the master of a passenger ship. He had
worked on the ferries from his teens and had been a full time master on the ferries
for a number of years.

4.2.3.The Owners/Operators of the vessel had a Domestic Ship Management (DSM) safety
management system (SMS) in place under the EU Regulation 336/2006. Initially this
DSM documentation followed “The Domestic Ship Management Template” issued by
the Department of Transport, Tourism and Sport (DTTAS). During the last year the
DSM system had been revised to take account of the particular operations of the 

12
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vessels in the company and this had been approved by the MSO and was being
introduced to the vessels.

4.2.4.Examination of the DSM documentation showed that it was comprehensive but
lacked specific risk assessments and standard operating procedures for berthing
at the various piers and harbours used by the vessels. The guidance notes for the
“The Domestic Ship Management Template” under Safety of Navigation in Areas
of Operation and states that risk assessments should be carried out in respect
of:

         
         “landing areas and piers, considering approaches, tidal conditions, weather,

safe access for passenger and crew, satisfactory means of berthing vessel
alongside, and adequate space for vessel to lay alongside safely and to
identify those ports considered suitable for use by company vessels.”

4.2.5.The DSM regulation emphasises the responsibilities and authority of the Master
of a vessel. Given the background, training and experience of the masters in
domestic shipping it is essential they be given training in the operation of the
code. In particular they should understand how to conduct detailed risk
assessments (see Appendix 7.6 Detailed Risk Assessment).

4.2.6.The company’s SMS outlined various emergency drills, however Man Overboard
within confines of a harbour was not one of them. During this incident the crew
of the vessel were fully engaged in operating the vessel to prevent trapping the
casualties between quay wall and the vessel, and were not in a position to
render assistance to casualties holding on to the end of the gangway or in the
water. The Skipper or one of the crew should have immediately given
instructions for the deployment of life-rings to the people in the water. 

4.2.7.SMS is not a document that can be referred to, it is an ongoing daily application
of safe working principles, subject to constant review. It requires input from the
crew of the vessels and the shore management. The masters of the vessels have
an important role in the effective operation of the SMS and require training in
safety management on board.

4.2.8.The Merchant Shipping (Means of Access) Regulations of 1988 apply to this
vessel. The Regulations require that a safe means of access is properly rigged
between the ship and any quay at all times. 

4.2.9.There is an accompanying Marine Notice No. 38 of 2000 advising operators of the
requirements of the regulations (see Appendix 7.7).

ANALYSISCont.



5.    CONCLUSIONS

5.1.   The SMS implemented in the DSM which included the poor mooring of the vessel
was the underlying root cause for the incident.

5.2.   The release of the stern line into the water was the direct cause of the incident.
The fact that this occurred is due to the following factors:

         • Lack of detailed risk assessments for the mooring operations at Inis Oirr at
various states of tide resulting in weak procedures for mooring the vessel.

         • Lack of management structures, safety organisation and lack of policing of
operations at Inis Oirr harbour, which is not conducive to the safe berthing of
vessels and transit of passengers to and from the pier.

         • It is bad practice to continue to operate engines ahead or astern in order to keep
the vessel alongside. The vessel should be moored in a secure manner.

5.3.   The crew of the vessel were not trained or prepared for recovery procedures within
the confines of the harbour, and the recovery of the casualties would not have
occurred without people on the shore entering the water and assisting them to
shore.                                                                                                              

5.4.   Under the EU Regulation 336 it is clear that the legal obligation to carry out risk
assessment is the responsibility of the ferry operating company and the onus is on
the company to do this. This risk assessment was not carried out. 

5.5.   The lack of any By-Laws or any harbour master on Inis Oirr Pier results in
overcrowding and congestion on the pier which hinders the safe berthing of ferries
using the pier.

14
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6.    SAFETY RECOMMENDATIONS
  
6.1.   The ferry company should carry out a risk assessment to address the issues

raised in this report and corrective measures should be implemented in the DSM.
These corrective measures should as a minimum ensure that vessels are safely
and securely moored before the gangways are deployed and that procedures are
put in place to monitor the safe embarkation and disembarkation of passengers.

6.2.   Galway County Council should design and implement a safety management
system for all operations on Inis Oirr Pier including the formulation of By-Laws
which can be enforced.

SAFETY RECOMMENDATIONS
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APPENDIX 7.1

Appendix 7.1  Photographs.

Photograph No. 1: ‘MV Rose of Aran’.

Photograph No. 2: Gangway from a ferry at Inis Oirr at low tide. Note steps from the
pier on right hand side do not reach all the way to the water at this state of tide,

also note marine growth at this level.
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APPENDIX 7.1

Appendix 7.1  Photographs.

Photograph No. 3: Staghorn Bollards.

Photograph No. 4: The incident with gangway detached, one person swimming
towards ladder and one person hanging on to gangway. Note no life-ring deployed at

this stage, bow line and stern line have been taken back on board.

Cont.
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APPENDIX 7.1

Appendix 7.1  Photographs.

Photograph No. 5: View of Inis Oirr Pier. Four ferries alongside and approximately
100 people on pier. Note vehicular traffic on pier and access to life-ring obstructed

by cargo on pier.

Cont.
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Appendix 7.2  Met Éireann Weather Report.
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Appendix 7.2  Met Éireann Weather Report.
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Appendix 7.2  Met Éireann Weather Report.
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Appendix 7.3  Situation Report from MRSC Valentia.
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26th June 2016 MRSC Valentia

1204 999 CALL INIS OIRR CGU REPORT TWO PERSONS IN
DIFFICULTIES IN WATER OFF INISHEER PIER -
TASKED R115,DOOLIN CGU, ARAN ISL LFB- BCST TO
SHIPPING

1210 MV ROSE OF ARAN CONFIRMS TWO PERSONS NOW
OUT OF THE WATER AWAITING MEDICAL
ATTENTION-ARAN ISL LFB AND DOOLIN CGU STOOD
DOWN

1234 R115 LANDED INIS OIRR - BOTH CASUALTIES IN
DOCTORS SURGERY

1244 DOCTOR CONFIRMS TWO CASUALTIES OK - R115
RETURNING TO BASE 

1246 INIS OIRR CGU REPORT BOTH CASUALTIES WERE
COMING OFF THE GANGWAY FROM MV ROSE OF
ARAN, THEY FELL FROM THE GANGWAY AS THEY
WERE DISEMBARKING -

FEMALE: 26YEAR OLD/LOWER BACK HURT

MALE: IN FIFTIES //SHOCK

1304 R115 BACK AT BASE AND CLOSING
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APPENDIX 7.4

Appendix 7.4  Schedule of Sailings.

Sailing Times
Ferry Operates from mid-March to late-October only. 

For Inis Mór:
Depart Doolin              Depart Island
10:00 a.m.                    11:15 a.m.*
1:00 p.m.*                     4:00 p.m.

For Inis Oírr:
Depart Doolin              Depart Island
10:00 a.m.                    8:30 a.m.*
11:00 a.m.                    11:15 a.m.
1:00 p.m.                      1:45 p.m.
5:15 p.m.*                     4:45 p.m.

For Inis Meáin:
Depart Doolin              Depart Island
10:00 a.m.                    11:30 a.m.*
1:00 p.m.*                     4:15 p.m.
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Appendix 7.5  Plan of Inis Oirr Harbour.
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Appendix 7.6  Detailed Risk Assessment Procedure.
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APPENDIX 7.7

Appendix 7.7  Marine Notice No. 38 of 2000.
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Appendix 7.7  Marine Notice No. 38 of 2000.
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APPENDIX 7.7

Appendix 7.7  Marine Notice No. 38 of 2000.



APPENDIX 7.7

Appendix 7.7  Marine Notice No. 38 of 2000.
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APPENDIX 7.7

Appendix 7.7  Marine Notice No. 38 of 2000.
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APPENDIX 7.7

Appendix 7.7  Marine Notice No. 38 of 2000.
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NATURAL JUSTICE
  

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 8.1

Correspondence 8.1  Coast Guard and MCIB response.

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



CORRESPONDENCE

Correspondence 8.2  Passenger and MCIB response.

CORRESPONDENCE 8.2

36

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



Correspondence 8.3  Galway County Council and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.3
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MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence and
re-iterates Safety
Recommendation 6.2



CORRESPONDENCE

Correspondence 8.3  Galway County Council and MCIB response.

CORRESPONDENCE 8.3
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Cont.



Correspondence 8.4  Comhar Caomhán Teo and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.4

39

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



CORRESPONDENCE

Correspondence 8.5  Passenger’s Solicitor and MCIB response.

CORRESPONDENCE 8.5
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MCIB RESPONSE:
The MCIB notes this
and has amended
the report.

MCIB RESPONSE:
The facts at
paragraph 3.2.2 are
from combined
witness evidence.
No change will be
made to the report.

MCIB RESPONSE: No
evidence was
provided at the time
of the investigation
in this respect and
no change will be
made to the report.

MCIB RESPONSE:
The MCIB notes this
and refers to
paragraph 3.2.1 of
the report.

MCIB RESPONSE:
The Board notes the
contents of this
observation. All
relevant causes are
dealt with within
the report. No
change has been
made.



Correspondence 8.5  Passenger’s Solicitor and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.5
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Cont.



CORRESPONDENCE

Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCE 8.6

42

MCIB RESPONSE:
The MCIB notes this,
Doolin is in County
Clare.

MCIB RESPONSE:
The MCIB notes this
observation.

MCIB RESPONSE:
The MCIB notes this
observation.

MCIB RESPONSE:
The MCIB notes this
and has amended
the wind speed.

MCIB RESPONSE:
The MCIB notes this
observation.

MCIB RESPONSE:
Noted, refer to
Photograph No. 3
which shows how
lines are secured to
bollards. There is a
correct method for
securing the lines.
No one could state
how the stern line
was secured as it
was not checked.
See paragraph 4.1.8.

MCIB RESPONSE:
Tides quoted in this
report are sourced
from Galway ATT.

MCIB RESPONSE: It
should be noted that
there were two head
lines and a stern
line and no breast
line. See diagram at
4.1.3.



Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.6
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Cont.



CORRESPONDENCE

Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCE 8.6

44

MCIB RESPONSE: All
evidence and
available facts have
been reviewed and
considered by the
MCIB. See paragraph
4.1.8.

MCIB RESPONSE:
Please see 4.1.6 for
analysis in relation
to this.

MCIB RESPONSE:
The MCIB notes this
observation and has
amended paragraph
4.1.6.

MCIB RESPONSE:
Refer to Paragraph
4.1.4 and 4.2.4.

Cont.



Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.6
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MCIB RESPONSE:
Refer to Paragraph
4.1.10.

MCIB RESPONSE:
Refer to Paragraphs
4.1.12, 4.2.4, 4.2.6
and 4.2.8.

MCIB RESPONSE:
The Master of this
vessel held
certification as
specified in 4.2.2.

Cont.



CORRESPONDENCE

Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCE 8.6
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MCIB RESPONSE: The
purpose of the MCIB
report is not to
attribute blame or
fault, Section 35 of
the Merchant Shipping
Act, 2000 states:
(2) having regard to
Section 25, if the
investigator succeeds
in establishing the
cause or causes or
probable cause or
causes of the marine
casualty, the report
shall indicate it or
them.
(3) Having regard to
section 25, the report
shall outline any
recommendations the
Board considers to be
warranted and
feasible for the
avoidance of similar
marine casualties.
(4) Although it shall
not be the purpose of
the report to
attribute blame or
fault, section 25 shall
not prevent the
reporting of relevant
findings of an
investigator in
accordance with
subsection (1), the
indicating of the
cause or causes or
probable cause or
causes of the casualty
in accordance with
subsection (2) or the
making of
recommendations in
accordance with
subsection (3), of this
section.

MCIB RESPONSE: The
MCIB notes this
observation and has
amended 5.5.

Cont.



Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCECORRESPONDENCE 8.6
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MCIB RESPONSE:
The MCIB notes this
and refers to
paragraph 5.2 of the
report. 

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

Cont.



CORRESPONDENCE

Correspondence 8.6  Owner of vessel and MCIB response.

CORRESPONDENCE 8.6

48

Cont.





Leeson Lane, Dublin 2. 
Telephone: 01-678 3485/86. 

Fax: 01-678 3493. 
email: info@mcib.ie

www.mcib.ie




