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1. SUMMARY

(Note: All times are in UTC +1)

1.1 The “MFV Dean Leanne”, a 5.91 metre (m) L.O.A. Irish registered, open fishing
vessel departed Dunmore East at 06.53 hrs on the 12th June 2013 with a crew
of three on-board with the intention of re-positioning pots laid in Tramore Bay. 

1.2 The vessel was reported missing at 17.29 hrs at which time the emergency
services were tasked.

1.3 At 17.58 hrs first casualty was sighted in the water by Waterford based
helicopter R117. 

1.4 The three casualties were recovered by 18.14 hrs, two by the Dunmore East
Lifeboat and one by the Waterford based helicopter R117.

1.5 The vessel was found capsized and partially sunken.

SUMMARY
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2. FACTUAL INFORMATION

2.1 Particulars of the Vessel:

Name of Vessel: “MFV DEAN LEANNE”.

Fishing No: W296.

Year of Build: Approximately 1973.

Overall Length: 5.91 (m).

Crew: Certified to carry a crew of two.

Breadth: 1.78 (m).

Depth: 0.75 (m).

Engine: A Honda outboard engine of 7.4 KW capacity manufactured in
2007.

General Description Traditionally built, open, wooden vessel of carvel construction 
of Craft: (a method of vessel building where hull planks are fastened

edge-to-edge, gaining support from the frame and forming a
smooth surface), with a raked stem and transom stern.

The vessel is believed to have been originally built in circa 1973
and was stated to have been substantially rebuilt in 1992 – 1993.
In 2010 the outside of the hull of the vessel was fibre glassed
over.

The vessel was fitted with a hydraulically operated pot hauler
driven by a petrol engine.

Code of Practice: Code of Practice Declaration of Compliance for the “MFV Dean
Leanne” was carried out on the 28th June 2010 and was valid
until 28th June 2014. However, this is only on the basis that an
intermediate Declaration was to be carried out between 28th of
April 2012 and 28th of September 2012. A copy of the Declaration
is attached to this report without the required intermediate
Declaration. (See Appendix 7.1). On this basis the Declaration
became invalid and consequently the vessel did not have a valid
Declaration for use as a fishing vessel. The operational area of
the vessel was the Waterford Estuary within five miles of a safe-
haven. The vessel was operating outside this area.

Type of Marine 
Casualty or Incident: Very Serious Marine Casualty.

Location of incident: In the vicinity of Brownstown Head, 
Co. Waterford.

FACTUAL INFORMATION
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FACTUAL INFORMATION

Injuries/fatalities: Three fatalities.

Damage/
environmental impact:Nil.

Persons on-board: 3

2.2 Crew Particulars:

Crew Member No. 1 Death caused by drowning induced by hypothermia.
Aged 49 years.

Crew Member No. 2 Death caused by drowning induced by hypothermia.
Aged 47 years.

Crew Member No. 3 Death caused by drowning induced by hypothermia.
Aged 44 years.

All crewmembers were experienced fishermen.

All of the fishermen had the required safety training under SI(2001)587 and the Design,
Construction, Equipment and Operation of Small Fishing Vessels of less than 15 (m) length
overall Code of Practice.

The three persons on-board had valid radio qualifications, ie, SRC1. The vessel had a valid
radio station licence and its EPIRB was registered on the 6th of February 2009 and it was
verified as correctly registered to the vessel “MFV Dean Leanne”.

2.3 Environmental Conditions:

The weather report for the area of the casualty was as follows:

Winds: Moderate to Fresh Force 3-5.

Visibility: Good to Moderate.

Seastate: Moderate, with significant wave heights of 1.5 (m), from a south-westerly
direction, just outside the bay.

Low Water at 14.08 hrs.

(See Appendix 7.2)

However, the vessel was operating outside its operational area and a weather report for
the operational area in the Suir Estuary was as follows:

Winds: Light to Moderate Force 3-4.

Cont.
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Visibility: Good to Moderate. 

Seastate: N/A.

Low Water: Cheek Point 15.07 IST.

2.4 EPIRB:

The vessel’s EPIRB (Emergency Position Indicating Radio Beacon) was stated to be
normally stowed in a bracket in the forward locker of the vessel. The type of EPIRB
fitted to the “MFV Dean Leanne” could either be manually operated or would
automatically operate if it came into contact with seawater, assuming the satellite could
track the signal emitted.

Manufacturer: GME (Standard Communications PTY Ltd) Australia.

Model: EPIRB MT401-e999B.

Type: C/S Class 2 Water Activation.

Serial Number: 70117320.

Battery Replacement Date: July 2013.

The vessel’s EPIRB was found on Saturday the 15th June 2013 on a beach in the vicinity
of Tramore. The EPIRB was handed into the Tramore Garda Station on the 16th June
2013.

The EPIRB button cover was found to be lifted in an open position; the test and manual
activation buttons were visually exposed. The manual activation security seal was
unbroken.

No transmissions were recorded as ever having been received from the EPIRB registered
to the “MFV Dean Leanne”. 

2.5 Personal Floatation Devices (PFDs):

When the bodies of crew members Nos. 2 & 3 were recovered they were found to be
wearing PFDs. No PFD was found on the body of Crew Member No. 1.

The PFD on crew member No. 3 was fitted with an automatic hydrostatic release
mechanism and was found to have inflated. However, the bladder on the PFD was found
to be partially filled with water.

The PFD on crew member No. 2 was found to be still folded inside its protective cover
and had not been inflated. This PFD would be operated by pulling the operating cord
manually to release inflation gas into the bladder.

(See CH Marine test report in Appendix 7.3).

FACTUAL INFORMATIONCont.
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3. NARRATIVE

3.1 The vessel departed Dunmore East with three crew members on-board at 06.53
hrs on the 12th June 2013 to tend to lobster pots which were shot between
Falskirt Rock and Brownstown Head. A total of about 170 pots, shot in strings of
12-14 pots. Each string had a marker and weight at each end. 

The last known sighting of the vessel was about 14.00 hrs on the 12th June 2013
in the vicinity of Brownstown Head. (See Appendix 7.4).

At 17.29 hrs MRCC Dublin received a call from a member of Dunmore East
Lifeboat advising of an overdue fishing vessel that had left Dunmore East that
morning.

At 17.31 hrs Dunmore East Lifeboat were tasked to search for the missing vessel.

At 17.32 hrs Waterford based helicopter R117 was tasked.

At 17.48 hrs MRCC Dublin tasked Tramore Lifeboat.

At 17.53 hrs Tramore Lifeboat advised they were launched. 

At 17.54 hrs Helicopter R117 advised they were on scene. 

At 17.58 hrs Helicopter R117 reported sighting a casualty in the water and was
recovered to the aircraft. Position 52°08.3N 007°06.61W.

At 18.02 hrs Helicopter R117 reported sighting a second casualty.

At 18.06 hrs Helicopter R117 reported sighting the casualty vessel in position 
52°08.57N 07°07.29W.

At 18.12 hrs Dunmore East Lifeboat had the second and third casualties on-
board.

On the evening of 12th June 2013 the Tramore Inshore Lifeboat placed an anchor
and buoy on the semi-submerged capsized “MFV Dean Leanne” for recovery when
weather conditions permitted. It is understood that when the vessel was
recovered it was found with the bow protruding out of the water. 

On the 13th June 2013 an unsuccessful attempt was made to salvage the “MFV
Dean Leanne”.

On the 16th June 2013 the “MFV Dean Leanne” was successfully salvaged and
taken to a Garda compound.

8
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3.1.1 No distress messages were received from the “MFV Dean Leanne”, by EPIRB,
VHF or mobile telephone. The partner of the No. 3 crew member tried to
contact him without success at approximately 11.45 hrs on the 12th June
2013.

3.1.2 No flares, marine equipment approved lifejackets, VHF radio or lifebuoys were
recovered from the vessel or washed up ashore. The foregoing items were all
items of safety equipment shown to be on-board the vessel at the time of
survey in June 2010. 

3.2 Survey & Inspection:

3.2.1 The vessel had undergone a Code of Compliance Inspection on the 28th June
2010 and was valid until 28th June 2014. The Declaration would continue to be
deemed valid if an intermediate Declaration had been carried out between
28th April 2012 and 28th September 2012, but because this was not carried out
the Declaration became invalid. The operational area of the vessel was the
Waterford Estuary within five miles of a safe-haven. At the time of the
incident the vessel was operating outside the parameters of its Declaration of
Compliance.

3.2.2 On inspection of the craft on the 16th June 2013 (the day of salvage) it was
noted that there was extensive damage to the stem of the vessel and to the
transom of the vessel, with delamination of fibreglass sheathing starboard side
amidships. The outboard engine was broken off from the transom bracket. The
pot hauler was lying in the vessel, with the pot hauler driving engine missing.
Four pots and an assortment of pot ropes and anchors were lying in the vessel.

3.2.3 It was not possible to determine hull integrity prior to the incident, what
damage may have occurred during the incident or what damage was
subsequent to the incident during the salvage of the vessel.

3.2.4 The MCIB Inspection of the vessel noted that the vessel had been fibre glassed
externally. The external structure of the vessel was in a poor condition with
evidence of extensive rot and decay, effectively giving a fibreglass shell with
reduced structural integrity.

3.3 Personal Floatation Devices:

3.3.1 The PFD on crew member No. 3, a Mullion Neptune 150 newton PFD was fitted
with an automatic hydrostatic release mechanism and was found to have
inflated. The rupture disc on the CO2 bottle was found to have ruptured.
However, the bladder on the PFD was found to be partially filled with water.
The hydrostatic release on the PFD was found to be out of date, the expiry
date being December 2010.

9
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3.3.2 A subsequent test of the PFD was carried out at an approved facility by fitting a
replacement CO2 bottle and hydrostatic release. When the PFD was placed in a
tub of water it was found to inflate but leak at the left hand side of the
bladder.

3.3.3 When initially activated the PFD would have some floatation benefits, which
would gradually decrease and then become negative as the bladder filled with
water.

3.3.4 The PFD on crew member No. 2, a Baltic 150 newton PFD was found to be still
folded inside its protective cover and had not been inflated. This PFD would be
operated by pulling the operating cord manually to release inflation gas into the
bladder. The CO2 bottle was found to be in a heavily corroded condition, with
the rupture disc intact. No crotch strap was fitted or designed to be fitted by
the manufacturer with this PFD. In an attempt to give the safety advantages of
a crotch strap a make shift rope crotch strap had been fitted at sometime.

3.3.5 A test was carried out on the PFD with the corroded CO2 bottle in place. When
the operating chord was pulled the PFD inflated in the normal manner, but was
found to leak at the left hand side of the bladder.

3.3.6 If the PFD had been activated it would have had floatation benefits which would
gradually decrease and then become negative as the bladder filled with water.

Neither PFD had any traceable service record.

3.4 EPIRB:

3.4.1 The type GME MT-401 EPIRB fitted to the “MFV Dean Leanne” could either be
manually operated or would automatically operate if it came into contact with
seawater provided the aerial could give a clear transmission.

3.4.2 The vessel’s EPIRB was found on Saturday the 15th June 2013 on a beach in the
vicinity of Tramore. 

3.4.3 The stated normal stowage position of the EPIRB was in a bracket in a locker at
the forward starboard side of the craft. (See Photograph No. 5 Appendix 7.5).

3.4.4 It is understood that the vessel did not fully sink and that the bow remained out
of the water. If the EPIRB had remained in its bracket it would not have
activated, as it needs to be semi-immersed to activate. The EPIRB was found
after the incident on a beach. The EPIRB may have been removed from its
bracket by hand or it may have remained in its location only subsequently
becoming dislodged. It is considered most likely that the EPIRB was removed by
hand from the bracket. In any event it did end up in the water but no signal was
received by the Coast Guard.

10
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3.4.5 The EPIRB button cover was found to be lifted in an open position; the test and
manual activation buttons were visually exposed. The manual activation security
seal was unbroken. However, the button was found to have been depressed and
this would indicate that it is likely that the EPIRB operating button was
operated manually. Additionally, if it had become immersed in seawater with
the aerial near or above the surface and with a charge in the battery it should
also operate. The battery in the EPIRB was in date at the time of the incident.

3.4.6 The owner advised that he carried out the manufacturer’s test recommendations
on the EPIRB, the last one he carried out being in or about March 2013. It is
understood that a subsequent test was carried out in May 2013, but there is no
evidence provided to show any test after May 2013. The manufacturers
recommend that monthly tests be carried out. Additionally, the requirement
under the Code of Practice is that the EPIRB is to be tested on a monthly basis.

3.4.7 No alarm transmissions were recorded as ever having been received from the
EPIRB registered to the “MFV Dean Leanne”. 

3.4.8 Subsequent to the incident a new battery was put into the EPIRB and
operational tests carried out. The EPIRB was found to be defective in operation.
The test report for this test carried out in Tramore Garda Station is included in
this report. (See Appendix 7.6).

3.4.9 The MCIB sent the EPIRB to the Australian Transport Safety Board, ATSB, in
Australia – to carry out detailed testing on the EPIRB and to witness these on
behalf of the MCIB. The test report is attached. (See Appendix 7.7). The test
report indicates that the EPIRB operated when the microprocessor was replaced. 

3.4.10 The microprocessor was sent to the Philippines Board of Marine Inquiry (BMI) –
(See Appendix 7.8) to allow them to witness further testing at the facility of the
manufacturer on behalf of the MCIB. The test report notes that the
microprocessor had failed.

3.4.11 For the purposes of this report the EPIRB and the microprocessor were found not
to be functioning at the time of the testing.

3.4.12 Subsequent to the casualty with the “MFV Dean Leanne” the EPIRB
manufacturer GME issued a safety bulletin as several of their EPIRBs had been
found to have an inherent fault. A copy of the GME EPIRB Safety Alert is
attached (See Appendix 7.9) in this report. The EPIRB carried by the “MFV Dean
Leanne” is covered by this “Safety Alert”. Following on from this safety alert
GME have now instigated a global recall of affected EPIRBs. A copy of this recall
plan is included in this report (See Appendix 7.10).

11
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4. ANALYSIS

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

4.1 The vessel was operating outside its designated area as detailed in its Code of
Compliance. The comparison of weather reports indicate that the weather
conditions in the incident area were more adverse than those in the area that
the vessel was certified to operate in.

4.2 The vessel was a small open vessel of weakened structural integrity that was
fishing inshore on a falling tide. 

4.3 The vessel was fitted with a hydraulic pot hauler driven by a petrol engine. The
MCIB Investigator was informed that there was no safety device fitted to the
hauler.

4.4 It is not known how many pots were on-board at the time of the incident. Three
men and pots in a small open vessel would have a significant adverse effect on
the vessel’s freeboard and stability.

4.5 During the course of the day the swell had built up in the area of the incident.

4.6 No MAYDAY messages were received from the crew of the “MFV Dean Leanne”.

4.7 The evidence would suggest that the incident happened very quickly and it is
understood that no MAYDAY was sent by radio or mobile phone, no flares
activated nor was an EPIRB signal received. 

4.8 The EPIRB fitted to the vessel was of the manual and automatic activated non-
float free type and was stored as permitted by the Code of Practice. 

4.9 A vessel of the type and build as the “MFV Dean Leanne”, working in the weather
conditions at the time of the incident, could become swamped or capsize,
resulting in the persons on-board falling into the water.

4.10 The post mortem reports established that all the deceased crewmembers died
due to drowning induced by hypothermia. In seawater in the 10°C to 16°C range
exhaustion or unconsciousness is expected to occur within 1-2 hours, with death
within 1 – 6 hours. This would be indicative that the casualties had been in the
water in excess of 1 hour prior to the emergency services reaching them.

4.11 If all casualties had been wearing well maintained PFDs with working hydrostatic
releases it could have increased their chances of survival. 

12
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4.12 In addition to the PFDs, the vessel was also required under the Code of Practice
to carry lifejackets for all persons on-board. These lifejackets are certified to a
higher standard than the PFDs, which were worn by two of the crew members.

4.13 No formal system was in place for giving an estimated time of arrival or for
alerting rescue services, if overdue. 

4.14 Once the emergency services were alerted they were on the scene within 30
minutes of the first alert. If an early alarm had been raised the casualties’
chances of survival would have been greatly enhanced. 

4.15 The GME MT-401 EPIRB carried by the “MFV Dean Leanne” was certified by the
international certification company Bureau Veritas, in accordance with the
European Union Directive on Marine Equipment (MED). Bureau Veritas was
appointed as a Notified Body (NB), under the Council Directive, 96/98/EC on
Marine Equipment, as amended, to certify such equipment under the
Authorisation of France as the Authorising State. In accordance with the internal
market and EU Directives other Member States may not prohibit the fitting of a
certified piece of equipment to their vessels. A copy of the certification for the
EPIRB issued by Bureau Veritas is included in the Appendices to this report. (See
Appendix 7.11). In accordance with the certification issued by Bureau Veritas
under the MED, they carried out an initial assessment of the EPIRB manufacturer
GME in Australia and continued to certify the production of the EPIRBs. The roles
of both Bureau Veritas as the NB and GME as the manufacturer are set out in the
MED. Subsequent to the sinking of the “MFV Dean Leanne” a number of similar
GME EPIRBs were detected as apparently defective. These EPIRBs were tested by
the manufacturer GME in Australia. The results of this testing resulted in the
manufacturer GME issuing a Safety Alert for the EPIRBs, a copy is attached to the
Appendices. In addition they have now instigated a global recall. 

4.16 As advised by family members the last known test carried out on the EPIRB was
in May 2013. It is not known if crew members had carried out any subsequent
tests. The requirement in accordance with both, the Design, Construction,
Equipment and Operation of Small Fishing Vessels of less than 15 (m) length
overall Code of Practice is for monthly testing.

4.17 The manufacturer’s requirement is to carry out monthly tests to determine the
EPIRB’s capability to operate properly.

13
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5. CONCLUSIONS

5.1 The vessel did not possess a valid Declaration of Compliance in accordance with the
Fishing Vessel Safety Code of Practice. This is a requirement for a fishing vessel to
operate.

5.2 The vessel was not operated in accordance with the conditions as had been set out
in its invalid Declaration of Compliance as it was operating outside its defined
operational area.

5.3 The vessel was carrying more crew than indicated in the Declaration of Compliance
which listed safety equipment for two-people, but there were three people on-
board. 

5.4 The vessel possibly encountered wind or wave action or a combination of both. This
may have caused the vessel to be swamped and lose reserve of buoyancy beyond
which it was unable to recover for its loaded condition, resulting in its sinking.

5.5 Only two of the crew were found wearing PFDs. However, following testing it was
found that the PFDs had not been maintained and were not in a serviceable
condition or capable of sustaining buoyancy. The chances of survival would have
been enhanced if the PFDs were in a good condition.

5.6 MED approved lifejackets, as required by Chapter 7 of the Design, Construction,
Equipment and Operation of Small Fishing Vessels of less than 15 (m) length overall
Code of Practice, were not found on-board. Had they been on-board and
circumstances permitted the donning of the MED lifejackets they would have
provided an enhanced chance of survival than the two defective PFDs that were
recovered.

5.7 It would appear that whatever caused the “MFV Dean Leanne” to founder occurred
very quickly as no MAYDAY was transmitted by VHF radio or flares.

5.8 Whilst there was no distress call made or alarm raised, if the EPIRB had activated
this could have assisted in a timely and directed response from the emergency
services.

5.9 The EPIRB had last been tested by the owner in March 2013 and then again in May
2013. The requirement in the Design, Construction, Equipment and Operation of
Small Fishing Vessels of less than 15 (m) length overall Code of Practice is to carry
out a monthly test.

5.10 Had the details of the intended trip been left with a responsible person or persons
ashore, together with a latest time of return, then persons ashore could contact
the emergency services to raise the alarm shortly after the expected time of return
had passed.
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6. SAFETY RECOMMENDATIONS

The Minister for Transport, Tourism & Sport is recommended to:

6.1 Require that fishing vessels less than 12 (m) be fitted with automatic float-free
EPIRBs. – Note this has been introduced as a requirement under the revised
Design, Construction, Equipment and Operation of Small Fishing Vessels of less
than 15 (m) length overall Code of Practice from the 3rd of March 2014. (Please
refer to Marine Notice 39 of 2012).

6.2 In addition to EPIRBs for the vessel it is recommended that fishers on fishing
vessels less than 15 (m) be required to carry Personal Locator Beacons, PLBs.
Note this has been introduced as a requirement from the 3rd of March 2014
under the Design, Construction, Equipment and Operation of Small Fishing Vessels
of less than 15 (m) length overall Code of Practice. (Please refer to Marine
Notice 18 of 2014).

Owners and Skippers are recommended to:

6.3 Comply with all the requirements of the Design, Construction, Equipment and
Operation of Small Fishing Vessels of less than 15 (m) length overall Code of
Practice including the requirement for intermediate declarations and to operate
their vessels as per the requirements of their designated operational area.
Compliance is a continuing process and Owners and Skippers must ensure that
their vessels are in a sound, structural, seaworthy condition, prior to the vessel
going to sea.
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Appendix 7.2  Met Éireann Weather Reports.
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Appendix 7.3  CH Marine- PFD Survey Report.
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PFD Survey Report – 17th December 2013 
___________________________________________ 
 
Summary   
At the request of the MCIB, CH Marine Ltd has been engaged to report on the 
condition and working state of 2 x Gas Inflation PFDs summited for inspection by 
Detective Garda Paul O’ Flynn, Tramore Garda Station, Co Waterford 
 
Inspecting Technician  

John Kelleher, Service Station Manager, CH Marine Ltd 
· Approved Mullion Service Technician 
· Approved Baltic Service Technician 

 
Inspection Date  

17th December 2013 
 
Observers present  

 MCIB 
Mr Michael J Dixon, K P O’Mahony & Co Ltd 
Mr Tom Murphy, HSA 
Mr Edward Wall, HSA 
Detective Garda Paul O Flynn, Detective Garda 
Mr Martin Crowley, Service Technician C H Marine Ltd 
 

Venue 
DTTAS Approved Service Station. 
C H Marine Ltd, Nautic House, Marsh Rd, Skibbereen, Co Cork 
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Appendix 7.4 Approximate Position of Casualty.



Appendix 7.5 Photographs.

Photograph No. 1 - General View of Vessel

Photograph No. 2 - Damages to Transom

APPENDIX 7.5
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Appendix 7.5 Photographs.

Photograph No. 3 - Damages Starboard Side

Photograph No. 4 - Damages to Stem



Appendix 7.5 Photographs.

APPENDIX 7.5
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Photograph No. 5 -  EPIRB Fitted in Holding Bracket
Unlikely to come out of bracket without manual assistance from a person

Photograph No. 6 -  Typical Internal Timbers of Vessel
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Appendix 7.5 Photographs.

Photograph No. 7 - Vessel Internally

Photograph No. 8 - EPIRB as Given to Gardaí 16th June 2013



Appendix 7.5 Photographs.

APPENDIX 7.5
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Photograph No. 9 - EPIRB as Given to Gardaí 16th June 2013

Photograph No. 10 - PFD Worn by Casualty No. 2
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Appendix 7.5 Photographs.

Photograph No. 11 - CO2 Bottle in PFD Worn By Casualty No. 2
Note Tell-tale Indicates bottle Not Triggered.CO2 bottle heavily corroded

Photograph No. 12 - Seal on CO2 Bottle Still Intact



Appendix 7.5 Photographs.
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42

Cont.

Photograph No. 13 - Leaking Bladder on PFD from Casualty No. 2

Photograph No. 14 - Leaking Bladder on PFD from Casualty No. 3
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Appendix 7.5 Photographs.

Photograph No. 15 - Hydrostatic Release on PFD From Casualty No. 3
Date indicates that it should have been replaced



Appendix 7.6  Sartech- EPIRB Test Notes.
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Appendix 7.7 ATSB- GME EPIRB Examination Report.
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Appendix 7.7 ATSB- GME EPIRB Examination Report.
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Appendix 7.8  Cypress Report.

 
 

 
 
 
 
 
 
 
 



Appendix 7.8  Cypress Report.

 
 

 
 
 
 
 
 
 
 
 

     

APPENDIX 7.8

58

Cont.



APPENDIX 7.9

Appendix 7.9  Marine Notice No. 63 of 2013 (GME Precautionary EPIRB Safety Alert).
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Appendix 7.10  Marine Notice No. 41 of 2014 (Global EPIRB recall).

 
 

       
 

  

MMaarriinnee NNoottiiccee NNoo.. 4411 ooff 22001144 
 

Notice to all Vessel Owners, Operators, Masters, Fishing Vessel Owners, Skippers, Fishers and 
Recreational Craft Users 

 
 
 

 
 
 
The Department of Transport, Tourism and Sport wishes to advise it has been informed that 
Standard Communications Pty Ltd, the manufacturer of GME EPIRBs, have issued a 
Product Safety Recall of the following affected EPIRB units:  
 
GME MT400/MT401/MT403 EPIRBs with serial numbers between 50101000 and 
80250722.  
 
For further information please see the attached annex, which reproduces the Product Safety 
Recall on this matter, issued by GME. 
 
 
 
Irish Maritime Administration, 
Department of Transport, Tourism and Sport, 
Leeson Lane, Dublin 2, Ireland. 
 
10/07/2014 
Encl: Annex 
 

 

For any technical assistance in relation to this Marine Notice, please contact: 
The Marine Survey Office, Leeson Lane, Dublin 2, tel: +353-(0)1-678 3400.   

For general enquiries, please contact the Maritime Safety Policy Division, tel: +353-(0)1-678 
3418. 

Written enquiries concerning Marine Notices should be addressed to:  
Maritime Safety Policy Division, Dept. of Transport, Tourism and Sport, Leeson Lane, Dublin 2, 

  

GME EPIRB Recall 
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Appendix 7.11  Bureau Veritas.
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Appendix 7.11  Bureau Veritas.
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Correspondence 8.1  M.M. Halley & Son Solicitors and MCIB response.

MCIB RESPONSE:
The MCIB notes this
observation and
advises that the
Code of Practice for
the Design,
Construction and
Equipment of Small
Fishing Vessels of
less than 15m
Length Overall
requires in Section
1.4.5.1 that the
owner carries out an
intermediate
declaration.

MCIB RESPONSE:
The MCIB notes this
observation and
advises that the
referenced section
refers to the post
mortem results
rather than an
inquest.

MCIB RESPONSE:
The MCIB notes this
observation and has
amended the report
accordingly.

MCIB RESPONSE:
The MCIB notes this
observation and has
amended the report
accordingly.

MCIB RESPONSE:
The MCIB notes this
observation.
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Correspondence 8.2  Correspondence from GME Kingray and MCIB response.
.

MCIB RESPONSE:
The MCIB notes the
contents of this
observation.
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Correspondence 8.3  Sartech Engineering Ltd. and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
observation.
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Correspondence 8.4  Bureau Veritas and MCIB response.

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