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SUMMARY

On the 24th August 2015 the ‘FV Oileán an Óir’ was lying alongside at the Town
Pier in Killybegs harbour following work on the vessel when it was out of the
water. The refrigerated sea water system (RSW) had been out of service since
March of 2015. Two members of the crew were assigned to run the RSW to check
that it was operational. The work commenced at about 13.00 hrs. Seawater was
pumped through the RSW into the port side and starboard side refrigerated sea
water fish storage tanks. It was noted that the water was dirty and a decision was
made to suction out both tanks using a vacuum pumping system. Following this,
Crewmember 1 went into the port side RSW tank and was overcome by toxic
gases. Crewmember 3 had been attending to other duties on-board, and was
alerted by Crewmember 2 that Crewmember 1 was in difficulty. As Crewmember
3 raised the alarm Crewmember 2 returned to the tank and was also overcome.
There were no witnesses to the incident. Crewmembers 1 and 2 were rescued
from the tank and removed to hospital by the local shore-side emergency
services. Crewmember 1 died later that evening and Crewmember 2 died on
Friday the 28th August. Both deaths have been attributed to the inhalation of
toxic gases that were present in the confines of the port side RSW tank.
Note all times are local time = UTC + 1

FACTUAL INFORMATION
2.

FACTUAL INFORMATION

2.1. The vessel

See Appendix 7.1 Photograph No. 1.
Name:

‘FV Oileán an Óir’.

Flag:

Irish.

Type of Vessel:
Port of Registry:
IMO No:

Fishing Trawler.
Rossaveal.

9297462.

Call Sign:

EI7573.

Beam:

8.00 m.

LOA:

27.00 metres (m).

Depth:

4.1 m.

Year:

2004.

Gross Tonnage:

252 tonnes (t).

Shipyard:

Astilleros, De Pasaia, Spain.

Classification:

Bureau Veritas.

Main Engine:

Deck Machinery:

Caterpillar 1200hp @ 1200rpm.

3 x Split Winches/Auxiliary Winch.

3 x Split Net Drums/Gilsen Anchor Winch.
Power Block Crane/Dog Rope Winch.

Capacities:

Fuel 40,000 Litres (l).
Fresh Water 5,000 l.

Three Refrigerated Sea Water (RSW) Fish Tanks 110 m³.
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Information Specific to the incident: See Appendix 7.2: Drawings of the vessel.

The Port Side Refrigerated Sea Water Tank:
See Appendix 7.1: Photograph Nos. 2, 3 & 4.
Dimensions/measurements/calculations:
Length:

5.4 m.

Depth:

3.1 m.

Breadth:

2.6 m.

Depth from top of access hatch to base of tank at access ladder: 3.225 m.
Depth of scum mark on tank: 0.21 m forward 0.55 m aft.

Calculated volume of water that was pumped into the tank based on scum marks
on tank sides: 4.3 m³.
Refrigerated Sea Water System (RSW):
See Appendix 7.1: Photograph No. 5.

Component Part of the RSW system – details:

Pre-cooler Evaporator Pump: Serial No. 384278.
Year 2011.
18.5 kW.

Characteristics:

Output 185 m³/Hr. at 17 m head.

Condenser Pump:

Serial No. 384279.
Year 2011.
5.5 kW.

Characteristics:

Output 65 m³/Hr. at 16 m head.

Refrigeration Plant:

Serial No. SP1364.
Year 2011.

Refrigerant K134A – 60-KGs.
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FACTUAL INFORMATION

The RSW piping system is stainless steel grade 316. The piping from the
seawater inlet valve chest to the Pre-cooler Evaporator Pump is 200mm nominal
bore. The remainder of the refrigerated system piping is 150mm nominal bore.
On the 6th November 2015 the piping was measured at Rossaveal Harbour and
the following volumes were calculated. All volumes are approximate (See
Appendix 7.1 Photograph No. 5).
Section A: From the sea water inlet valve chest and filter to the Pre-cooler
Evaporator Pump, 190 l.

Section B: From the Pre-cooler Evaporator Pump to the valve before the filter
on the main deck, 271 l.
Section C: From the valve before the filter on the main deck to the pre-cooler
heat exchanger and the distribution manifolds, 574 l.

Section D: The circulating pipe work from the distribution manifolds to the
suction side of the Pre-cooler Evaporator Pump, 447 l.
The total approximate volume 1,482 - litres ≈ 1.5-mtr³ (1.5-tonnes).
2.2.

2.3.

Voyage Particulars

Not Applicable.

Marine Incident Information

Type:

Date:

Time:

Position:

Death of two crewmen due to inhalation of toxic
gases.
24th August 2015.
Circa 13.30 hrs.

Killybegs Ireland.

Ship Operation:

Vessel alongside pier.

Human factors:

Not following safe practices/procedures in
accordance with S.I. 325/1999 Safety Health and
Welfare at Work (Fishing Vessel) Regulations, 1999
and the Safety, Health and Welfare at Work Act, 2005.

Location:

Ireland – North West Coast.
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FACTUAL INFORMATION
Physical factors:

Consequences:
Weather:

Cont.

Toxic gases present in the confines of the port side RSW
tank. These toxic gases had been released from the water
which had been in the dormant refrigerated sea water
system.
Death of two crewmembers.

06.00 hrs to 12.00 hrs

Winds fresh to strong force 5 to 6, from south-west
direction.
Weather mostly dry and sunny, just a few isolated
showers in the general area.
The visibility was good.

Tide at Killybegs:

The air temperatures were about 13°C.

24th Aug 2015
HW 00.36

LW 00.700

1.47 m.

LW 19.48

1.53 m

HW 13.30

2.4.

2.94 m.
2.95 m.

Shore Authority Involvement

Crewmembers 1 and 2 were rescued from the tank and removed to hospital by the
local shore-side emergency services. Crewmember 1 died later that evening and
Crewmember 2 died on Friday 28th August.

The vessel was cordoned off and isolated. The vessel was subsequently made safe
and the investigation into the circumstances of the incident by law enforcement,
Regulatory Authorities and the MCIB commenced circa 28th August 2015.
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3.1.

NARRATIVE

History of the vessel

3.1.1. Built in Spain to the owners’ design, the vessel originally had two holds for the
storage of the boxed fish catch. The holds were configured forward of the engine
room, fore and aft. Both holds were refrigerated.
3.1.2. Circa 2006, the owners installed a vacuum pumping fish discharge system on the
vessel so that the catch could be pumped ashore. The machinery and discharge
tank for this system are mounted on the main deck forward port side and the
associated piping was directed to the holds and overboard.

3.1.3. In 2010, the owners decided to convert the aft. hold into three individual
refrigerated seawater tanks; port, middle and starboard. The design work was
undertaken by a firm of naval architects and approved by the classification
society, Bureau Veritas. The work on the construction of the three tanks was
carried out at Killybegs in 2010. The installation was carried out under the
scrutiny of, and approved by, the classification society. Due to time constraints
the 3 tanks were completed in 2010 and the refrigeration system, pipework and
pumps for the RSW were fitted in 2011. This latter installation work was also
carried out at Killybegs under the direction and control of a combination of the
owners, a specialist refrigeration company and a marine fabrication company. The
refrigeration machinery and RSW distribution manifold are mounted on the main
deck forward mid-ship and the associated piping is directed to the three tanks,
the engine room and coupled into the vacuum pumping system. The seawater
inlet valve and the adjacent filter are located in the engine room together with
the two seawater pumps.
3.1.4. In the course of the above works the arrangement of the piping for the vacuum
pumping system was altered so that fish could be discharged from the three newly
formed RSW tanks.

3.1.5. The works were completed before the start of the 2011 pelagic fishing season. A
representative of the specialist refrigeration company sailed with the vessel for a
short period to attend to the hand-over of the system, deal with any operational
difficulties and instruct the crew in the operation and maintenance of the system.
3.1.6. Not shown on the drawing of the RSW system at Appendix 7.2, is an off-take
connection on the seawater supply pipe located after the pipe rises through the
main deck and before the filter box on the main deck. A spigot attached to the
off-take valve provides the facility for the attachment of a hose. The off-take
gives the flexibility to use the pre-cooler evaporator pump for general purposes.
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Events Prior to the Incident

3.2.1. The RSW system performed well and to specification over the fishing seasons from
2011 to 2015 with no issues of note. The regime generally adopted was that on the
voyage to the fishing grounds, the middle tank was filled with seawater using the
pre-cooler evaporator pump. The temperature of this water was then reduced to
about 1°C by changing over the pump suction from the sea suction to circulating the
contents of the tank through the pre-cooler evaporator. This provided a ready
supply of suitably refrigerated seawater on-board to preserve the catch as it was
harvested (See Appendix 7.1 Photograph No. 4 of drawing of the system). The
crewmembers entered the fish tanks routinely, in particular towards the end of
discharging the catch when the remaining fish had to be manually directed into the
suction ports of the vacuum pumping system. There were no gas monitoring
instruments carried on the vessel to check the quality of the atmosphere in the RSW
tanks or other confined spaces on-board.
3.2.2. The pelagic fishing season finished in March of 2015. The RSW system and the
vacuum pumping system were flushed through with a mixture of water and
detergent and then shut down. It is not known whether seawater or fresh water was
used at the time.

3.2.3. The purpose of the flushing process is to remove residues of fish offal and fish scale
deposits. The process involves circulating the water and/or detergent mix through
the system for a number of hours and then discharging it overboard. After the
cleaning process the RSW system was not drained and sections A, B, C and D as
described in Section 2, Factual Information, remained full of water and any
remaining fish offal and detergent. Between March 2015 and August 2015 the RSW
system was not used.
3.2.4. In August 2015, the vessel was lifted out of the water using the synchro-lift at
Killybegs. The principal work carried out was the overhaul of the main engine, but
hull cleaning and painting were also undertaken. The vessel was placed in the water
shortly after the high tide (09.42 hrs) on Thursday the 20th August 2015 and motored
under its own power to the old town pier and tied-up (See Appendix 7.3: Harbour
layout and access point drawing). The vessel was moored towards the end of the
pier on the eastern side. The minimum depth where the vessel lay alongside is given
as five metres on the drawing.

3.2.5. The only works carried out on the RSW system during this time was on the morning
of the 20th August 2015 when some water (estimated 30 gallons ≈ 140 litres) was
drained at the filter in the engine room in order to remove the pressure gauge which
was positioned after the evaporator pump and to fit a plug in its place.

3.2.6. During the remainder of that Thursday, Friday and Saturday morning the Skipper and
the three crewmembers attended to general works on the vessel. The RSW system
was run on the following Monday the 24th August 2015.
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The Incident

3.3.1. On that day the Skipper was not present on-board. Crewmembers 1 and 2 who
were the more experienced members of the crew, took on the tasks in respect
of the RSW system. Crewmember 3 attended to other duties and was not
involved in the work.

3.3.2. There were no witnesses to the incident, however, it is understood that in the
normal course the middle RSW tank would be filled first but this tank was open
at its forward door and could not be used. Thus the port and starboard tanks
were used instead (See Appendix 7.1 Photograph 5). It was decided that it was
more practical to use seawater rather than fresh water to run the RSW system
The following steps would be required to fill the port and starboard tanks:
• The seawater inlet valve in the engine room would be set to open.

• The valve on the suction side of the evaporator pump would be set to open.
• The valves on the inlet and outlet sides of the filter on the main deck would
be set to open.
• Then the crewmembers had a choice as to whether they wanted to fill into
the top of the tanks or the bottom of the tanks and would have selected the
appropriate two valves at the manifold and set them to open.

• The valves on the circulation line adjacent to the suction of the evaporator
pump and the suction valves on the manifold would have been set to closed.

3.3.3. Once this work had been completed the evaporator pump would have been
started either at the local electrical board at the refrigeration plant on the
main deck or in the engine room. With the evaporated pump running, water
from the harbour was pumped through the RSW system displacing the contents
of the system into the RSW tanks. This meant the RSW tanks contained a
mixture of harbour water and the dormant water from the RSW system (see
Section 2, factual information RSW system piping sections A, B and C).

3.3.4. From the information available in respect of the draught of the vessel, the
tidal conditions and the harbour depth as set out in harbour layout, it is
calculated that the sea suction for the RSW system on the vessel was
approximately five metres above the bottom of the harbour in the period
leading up to the incident.
3.3.5. Calculations, from scum marks on the tank sides described earlier, indicate
that Crewmembers 1 and 2 stopped pumping water into the port side RSW tank
at about 4.3 m³ volume, when it was noted that the water in the port tank was
dirty.
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3.3.6. Crewmembers 1 and 2 then used the vacuum pumping system to suck out the
“dirty” water from both the port and starboard tanks.

3.3.7. Crewmember 1 then went into the port side tank, possibly to remove a
submersible pump that had been stored there. He was overcome by toxic gases.
Crewmember 2 alerted Crewmember 3 who raised the alarm. Crewmember 2 then
went to Crewmember 1 to assist him and was also overcome by the gases.
3.4.

The Investigation

3.4.1. It was confirmed that the original refrigeration plant for the aft. hold, the piping
for which passes through the port side RSW tank, was in good order and was not
the source of the toxic gases.
3.4.2. Water samples from the RSW system and the harbour were taken for analysis.
Among the samples, three were taken as set out below (See Appendix 7.1:
Photograph No. 5):

• The sea suction valve in the engine room was checked to ensure it was closed.

• The cover of the filter box after the sea suction valve was removed and a
sample of the water in the filter was taken.
• The water in the filter box housing was lifted out and dumped overboard. The
water that remained in the pipework up to the main deck drained back into the
filter box and it too was lifted out and dumped overboard.

3.4.3. When all of the water in the filter box and from the pipework to the main deck
had been removed the valve on the circulation line adjacent to the suction of the
evaporator pump was examined. The water from the circulation line flowed down
into the filter box. A gas monitor indicated high levels of hydrogen sulphide (H2S)
were present in and emanating from the water that had being lying dormant in
the circulation line. The exercise was repeated once more with similar results.
Two samples of this water were taken for analysis (See Appendix 7.4: Calibration
Certificate for Gas Monitor).

3.4.4. In the course of the investigation there were anecdotal reports of pollution from
the dumping of fish in the harbour at Killybegs. It was also noted that concerns
had been raised with the Harbour Master about possible pollution and the
condition of the bed of the harbour at the old Town Pier. The concerns included
the fact that toxic gases may have been from the remains of rotting fish on the
seabed. There are anecdotal reports of some users of the Town Pier becoming ill
when walking on it. It was locally believed that the cause of this was from rotting
fish from the seabed close to the Town Pier. The HSA carried out further sampling
at the Town Pier a number of months after the incident. The samples included the
silt of the harbour bottom. The results were that only very low/background levels
of hydrogen sulphide (H2S) were present.
12
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3.4.5. There had been two reported accidental fish spills at the new pier in the outer
harbour where the very large trawlers berth. There were no reports of fish
spills at the old Town Pier, which is mostly used for lay over and maintenance
of boats.
3.4.6. Donegal County Council carries out monthly monitoring on the water quality at
Killybegs harbour (See Appendix 7.5: Ambient monitoring records for the period
of the 13th January 2015 to the 30th September 2015). These reports do not
record any changes in the water quality between monitoring periods.

3.4.7. The Environmental Protection Agency (EPA) Ecological Monitoring & Assessment
Unit carries out quarterly monitoring on the water quality at a number of
locations in Killybegs harbour including the Port Inner/Market Pier. The
monitoring is carried out under the EPA’S Water Framework Directive
Monitoring Programme. The water samples are taken from the surface and
from the bottom. It is understood that a routine quarterly monitoring was
carried out in the harbour on the 26th August 2015, two days after the incident
and that no adverse results were recorded (See Appendix 7.6: EPA Monitoring
records 26th August 2015, close to Town Pier).
3.4.8. The monitoring carried out by both agencies does not include specific tests for
levels of hydrogen sulphide (H2S). The Health and Safety Authority (HSA)
analysed the water samples that were taken subsequent to the incident for the
presence of hydrogen sulphide (H2S).
3.4.9. The results are as follows:
• Samples generally less than 10-µg/ltr.
• Filter on main deck 870-µg/ltr.
• Circulating line (sample taken by MCIB) 2,200-µg/ltr.

3.4.10. The Autopsy reports for both crewmen give the cause of death respectively as
due to asphyxiation secondary to inhalation of hydrogen sulphide gas and
multi-organ failure (mainly in myocardial and in the central nerve system)
after intoxication of hydrogen sulphide gas transport and changing in cellular
level.
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ANALYSIS

4.1. Toxic gases are formed by the breaking down of organic materials such as fish. In
this instance the gases hydrogen sulphide (H2S) and Ammonia (NH3) formed and
were held in solution in water. The source of lethal levels of hydrogen sulphide
(H2S) and elevated levels of ammonia (NH3) could be generated either by the
seawater from the harbour or dormant water that existed in the RSW system. The
results of monitoring and sampling by the various bodies and interested parties
indicate that the source was not from the harbour water. When the emergency
services measured the level of hydrogen sulphide levels of 178 parts per million and
ammonia levels of 18-parts per million it was a short while after the incident and
the hatch on port side RSW tank was open to atmosphere. Thus it can be assumed
that the levels of toxic gases in the tank at the time of the incident were above
this level.
The effect on humans of hydrogen sulphide is as follows-at:
• 100–150 ppm the olfactory nerve is paralyzed after a few inhalations, and the
sense of smell disappears, often together with awareness of danger.
• 320–530 ppm leads to pulmonary oedema with the possibility of death.

4.2. The most salient finding in regard to the source of the contamination was the high
level of toxicity found when the water contained in the circulating line that was
released to the atmosphere on the 4th September 2015 as described above. The
reason being that when Crewmembers 1 and 2 set up the RSW system to pump
water into the port and starboard side RSW tanks there would have been no
necessity for them to open the valve on the circulation line adjacent to the suction
of the evaporator pump or the suction valves on the manifold. The circulating line
is only brought into service at a later stage in the process as described in Section
3.2 above. Thus there would have been no movement of fluid in the circulating line
pipework (See Factual Information, pipework Section D) in the period leading up to
the incident and it would have contained the same residual water (447 l) after the
incident as it had contained before the incident. This water would have been of
the same age as the dormant water that existed in the RSW system (See Factual
Information, pipework Section C) which was pushed ahead of and displaced by the
sea water that was pumped through the RSW system and into the tanks. Thus it
follows that there is a direct correlation in the levels of contamination between
the quality of the water in pipe Section C and pipe Section D.

4.3. The volume of water that was pumped into the tank, calculated to be
approximately 4.3 tonnes (4,300 l), was a mixture of seawater from the harbour
and the dormant water that existed in the RSW system, calculated to be
approximately 574 l, (See Factual Information, Section C). The toxic gases were
contained in the water that was pumped into the port side RSW tank by
Crewmembers 1 and 2. Once the water was agitated by the pumping in of seawater,
the toxic gases were released from the dormant water into the atmosphere in the
tank. The water was then pumped out of the tank using the vacuum pumping
system but the toxic gases remained in the atmosphere in the tank.
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4.4. The death of both crewmembers was caused by the inhalation of lethal levels of
hydrogen sulphide (H2S) accompanied by elevated levels of ammonia (NH3) that
were present in the atmosphere in the port side RSW tank, as measured by the
emergency services.

4.5. It was routine on-board the vessel for the crew to enter all three RSW tanks
when they were both in-service for their intended purpose and out-of-service for
possible storage purposes. Therefore it is possible that Crewmember 1 had no
hesitation in entering the port side RSW tank and would not have perceived the
danger that this action posed to him or the repercussions to the safety of
Crewmember 2.
4.6. It is noted that in the merchant shipping sector that fatalities due to enclosed
space entry is an issue of considerable concern. In this regard the International
Maritime Organisation issued an amendment to the SOLAS convention addressing
the issue, which became effective from the 1st of January 2015. Following on
from this the main port state control regimes carried out a concentrated
inspection campaign on enclosed space entry in the autumn of 2015. Ireland as
a member state of the Paris Memorandum of Understanding (Paris MoU) took
part in this concentrated inspection campaign (CIC). The preliminary results of
this CIC have been published by the Paris MoU in February 2016 (See Appendix
7.7: Preliminary results of CIC) and as can be seen the issue continues to be of
concern.

4.7. Familiarity with enclosed space entry continues to be an issue in the merchant
shipping sector which would be considered to have more awareness and
development in this area than in the fishing vessel sector. Specifically, as the
SOLAS convention does not apply to fishing vessels, the new regulations do not
apply to fishing vessels.

4.8. The Department of Transport, Tourism and Sport has previously published
guidance in this area for all vessels including fishing vessels in Marine Notice No.
24 of 2009 – Off gassing of Carbon Monoxide, Carbon Dioxide and hydrogen
sulphide from certain cargoes (See Appendix 7.8: Marine Notice).

4.9. Whilst the SOLAS convention in relation to enclosed space entry does not apply
to fishing vessels, the Safety, Health and Welfare at Work Act, 2005 requires all
employers including self-employed persons, to have a Safety Statement which
identifies all hazards and assesses the risks on the fishing vessel, which is a place
of work. The Act also sets out the duties of employers and employees in respect
of practices and procedures in a place of work. In addition S.I. 325/1999 the
Safety, Health and Welfare at Work (Fishing Vessels) Regulations 1999 also apply
and cover safety on-board, including duties and responsibilities in respect of
vessel construction, and training and instruction to ensure safe practices and
procedures.
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CONCLUSIONS

5.1. The death of both crewmembers was caused by the inhalation of lethal levels of
hydrogen sulphide (H2S) accompanied by elevated levels of ammonia (NH3) that
were present in the atmosphere in the port side RSW tank. Crewmember 1 entered
the port side RSW tank and was immediately overcome by toxic gas. Crewmember
2 attempted to assist Crewmember 1 and also became overcome by toxic gas

5.2. Neither the vessel, nor the crewmen had equipment to monitor the atmospheres
within the tanks. The duties of employers and employees found in the Safety,
Health and Welfare at Work Act, 2005 and S.I. 325/1999 the Safety, Health and
Welfare at Work (Fishing Vessels) Regulations 1999 apply to fishing vessels as a
place of work.

5.3. The source of lethal levels of hydrogen sulphide (H2S) and elevated levels of
ammonia (NH3) was the dormant water that existed in the RSW system Section C.
5.4. The hazards associated with the generation of toxic gases from the decaying of
organic matter and the consequent hazard that these toxic gases and or the
depletion of oxygen in the atmospheres in confined spaces is well known in the
broader marine industry. The understanding and recognition of the dangers
associated with these toxic gases does not appear to be as well known within the
fishing industry. International developments and increasing awareness of issues
with the dangers of enclosed space entry in vessels indicate that there is need for
greater awareness and guidance in this regard specifically for fishing vessels.
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6.

SAFETY RECOMMENDATIONS

6.1. It is recommended that the Minister for Transport, Tourism and Sport issue a Marine
Notice warning crews on fishing vessels of the hazards associated with toxic gas
generation and retention in RSW systems and that a notice highlighting these
dangers be displayed on vessels fitted with RSW systems. It is recommended that
the Marine Notice may include details on enclosed space entry techniques, raising
awareness of calibrated atmospheric monitoring systems, either permanent or
hand held and rescue techniques.
6.2. It is recommended that the Minister for Transport, Tourism and Sport considers
mechanisms to address the safety in respect of design, construction and operation
of RSW systems and the generation of toxic gases as in this case.
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Appendix 7.1 Photographs.

Photograph No. 2: Port Side Refrigerated Sea Water Tank.

Photograph No. 3: Port Side Refrigerated Sea Water Tank.
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Appendix 7.1 Photographs.

Photograph No. 4: Port Side Refrigerated Sea Water Tank.

Photograph No. 5: Refrigerated Sea Water System.
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Correspondence 8.1 Harbour Master and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence.
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Correspondence 8.2 Donegal County Council and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence.
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CORRESPONDENCE 8.3
Correspondence 8.3 Bureau Veritas and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence.
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Correspondence 8.4 Crewmember and MCIB response

MCIB RESPONSE:
The MCIB notes the
contents of this
correspondence and
has made the
necessary
amendments.
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CORRESPONDENCE 8.5
Correspondence 8.5 Director of Oileán An Óir Limited and MCIB response.

MCIB RESPONSE:
The MCIB notes
points 1-5 and has
amended the report
accordingly.
MCIB RESPONSE:
The MCIB notes this
comment and has
amended the report
at 3.1.6.
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CORRESPONDENCE 8.5

Cont.

Correspondence 8.5 Director of Oileán An Óir Limited and MCIB response.

MCIB RESPONSE:
This was the
information
provided at the time
of the investigation.
MCIB RESPONSE:
The MCIB notes this
comment and has
removed paragraph
4.3.
MCIB RESPONSE:
The MCIB notes
these comments and
has included the
Safety Health and
Welfare at Work
(Fishing Vessel)
Regulations 1999 in
Section 4.9 of the
report.
These regulations
impose a duty on
owners of fishing
vessels to ensure
safety at work on
their fishing vessels.
MCIB RESPONSE:
Please see comment
above.
MCIB RESPONSE:
The MCIB notes this
comment.
MCIB RESPONSE:
The investigation
confirmed that the
major contamination
was located within
the circulation line.
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Cont.

CORRESPONDENCE 8.5

Correspondence 8.5 Director of Oileán An Óir Limited and MCIB response.

MCIB RESPONSE:
The MCIB notes this
comment and has
amended the report
accordingly, now
paragraph 4.6.

MCIB RESPONSE:
Please see comment
at 2.3 above.
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NOTES
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