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1. SUMMARY

           In the early hours of Thursday the 4th February 2016, four young men took a boat
from Castleconnell Boat Club and launched it into the River Shannon. The men
had been taking drugs and/or drinking alcohol since the previous afternoon. The
river was very high and was flowing very fast due to the weather conditions of
the previous months.

           After a short period, they realised that the boat was taking on water and they
could no longer control it properly. The men managed to guide the boat into the
trees on to a spit of land with the river flowing over it like a rapid. The boat was
tipped over as it grounded on submerged rocks and was pushed into the trees and
the men were thrown into the shallow water. The strong current forced the
upturned boat against the trees and the leg of one of the men became trapped
under the capsized boat and another man's feet became trapped in undergrowth. 

           In very challenging circumstances and after an extended rescue operation by
several emergency services the men were rescued. One of the men was
unresponsive and was later pronounced dead at Limerick University Hospital. Post
mortem results state that the cause of death was due to drowning. 

           All times quoted are local times (GMT).
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2. FACTUAL INFORMATION

2.1 Vessel Description

 Type of Boat:     Sylvan Sea Breeze 14.

 Construction:     Aluminium.

 Builder:         Sylvan Boats, New Paris, Indiana, USA.

 LOA:          14’ (4.2 metres).

2.2     Conditions at time of Incident

 Weather:    Wind Westerly, Force 2.

    No precipitation. 

    Visibility moderate to poor in darkness.

 Air Temperature:     9°C to 10°C 
    (see Appendix 7.1 Met Éireann Weather Report).

 River:    High river with very strong flow.

2.3     Persons Involved

 4 men aged from 25 to 32. None with any experience of boats.

 All were wearing ordinary outdoor clothes, shirts, trousers and jackets or coats. 

 There were no personal flotation devices (PFDs) or safety equipment of any
type available.

2.4     Marine Casualty Information

 Date & Time:       

 Type of Casualty:  

4th February 2016, approximately 04.00 hrs.     

Serious Marine Casualty.

 Location of Incident:   River Shannon at Castleconnell, Co. Limerick.

 Fatalities:          One, 27 year old male.

 Environmental Impact:  None.
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3.      NARRATIVE

3.1     Four young men, aged between 25 and 32 years met up together at a mutual
friend’s house in Castleconnell, Co. Limerick at approximately 23.00 hrs on the
night of Wednesday the 3rd February and remained there until 03.00 hrs on the
morning of Thursday the 4th February 2016. The four men had been drinking and/or
taking drugs to varying degrees during the day.

3.2     At approximately 03.30 hrs the four men, excluding the friend whose house they
had visited, decided to walk along the river bank to a location known as ‘World’s
End’, a remote area which was well known to the men.

3.3     The Castleconnell Boat Club is also located in this area, and on arrival they spotted
a small aluminium boat ashore, loosely tied to the railings outside the Club.
Although none of the men knew anything about boating or had any experience of
boat handling, they decided to take the boat out onto the river.

3.4     At approximately 03.50 hrs, they dragged the boat across the grass and pushed it
into the water. Due to the recent weather conditions, the level of the river was very
high and the slipway was completely underwater making it easy to launch the boat.
They also took three oars from another boat nearby. 

3.5     The four men were wearing ordinary outdoor clothing and did not have or take PFDs
or any life saving equipment. The night was very dark and there was no street or
house lights in the area. Some moonlight was present. 

3.6     It is normal practice to remove the drain plug from any boat stored ashore. This is
to prevent the boat from filling with water due to rainfall (see Appendix 7.2
Photograph No. 1).

3.7     The river initially appeared to the men to be quite calm, however, the level was so
high that as the river narrowed and flowed over a spit of land lined with trees
further downstream, it became a torrent. This area is known as the ‘Gap of the
Dam’ and is always covered with water as it is the main thoroughfare for the river.
It is situated between two spits of land which are normally above the level of the
water in the gap and therefore dry with growing vegetation. Whilst the weather
was reasonably calm at the time of the incident, the river was in full spate due to
the large amount of rainfall in the previous ten to fourteen days (see Appendix 7.2
Photograph No. 2).

3.8     After approximately 15 minutes on the water, the men noticed that the boat was
taking on water through the drain hole in the transom and they decided to head
back to the bank near the launch site. However, the boat was now very heavy and
unresponsive to their attempts to paddle it back to the shore. The boat was then
caught in the fast flowing current which was tending to drag it into the middle of
the river and through the Gap of the Dam. 

NARRATIVE
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3.9     The men managed to guide the boat into the trees on the spit of land with the
river roaring over it like a rapid. The boat was tipped over as it grounded on
submerged rocks and the spit, and was pushed into the trees. The four men were
thrown into the shallow water (see Appendix 7.2 Photograph No. 3).

3.10   The strong current forced the upturned boat against the trees and the leg of one
of the men became trapped under the capsized boat. The other three tried to
lift the boat off, but to no avail. One of them was washed away from the boat
and managed to grab a branch to stop himself being washed through the gap and
away downstream. Of the remaining two, one found himself sinking into the
bottom and his feet became trapped in the branches and undergrowth under the
water.

3.11   The fourth man, standing adjacent to the upturned boat managed to get his
mobile phone out and at 04.17 hrs called 999. After several attempts he was
connected to Marine Rescue Sub Centre (MRSC) Valentia. The Limerick
Community Rescue Boats Ireland (CRBI), Killaloe Coast Guard Unit (CGU) and the
Shannon based Coast Guard helicopter R115 were all tasked to respond to the
incident. MRSC Valentia also advised Limerick Fire Service, the Gardaí and the
National Aeromedical Co-ordination Centre (NACC).

3.12   At approximately 04.35 hrs two Gardaí arrived on the scene, however due to the
prevailing water conditions it was deemed too dangerous to attempt a rescue.
They were followed shortly afterward by the Limerick Fire Service and at 04.45
hrs the Killaloe CGU D Class Rigid Inflatable Boat (RIB) arrived on the scene. Also
at 04.45 hrs, the Limerick CRBI RIB arrived on the scene.

3.13   At approximately 04.57 hrs, two firemen entered the water to try to get to the
men and help them ashore but the fast flowing water prevented them from
effecting a rescue. The firemen remained in the water for approximately two
and a half hours helping to keep the head of the trapped man above the surface.

3.14   The rapid flow of water made any attempt by the RIBs to approach the men in
the water very dangerous and had the effect of washing water over the head and
face of the man whose legs were trapped in the undergrowth. One casualty was
pulled from the water by the Killaloe CGU at 05.52 hrs and transferred to the
Limerick CRBI RIB from where he was brought ashore and transferred to an
ambulance. After a few attempts to reach the remaining men, the Killaloe CGU
RIB approached from down river. At all times during the operation the Limerick
CRBI RIB remained upstream of the incident.

3.15   At 06.20 hrs, a second man who had been trapped under the capsized boat was
recovered from the water. 

NARRATIVECont.
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3.16   At 06.20 hrs, the Shannon based helicopter R115 arrived at the scene. When they
arrived in the overhead position, they realised that they could not provide any
assistance as the overhanging trees prevented the winchman from accessing the
men in the water. At 06.30 hrs, the helicopter was released and returned to base.

3.17   By 06.54 hrs, the man who called the emergency services and the man whose feet
were trapped in the tree roots were recovered from the water and all of the men
were transferred to ambulances. It was noted that one of the casualties, the man
who had difficulty keeping his head above water due to entanglement in
undergrowth was not responsive.

3.18   At 06.59 hrs, the two firemen were also recovered from the water and brought
ashore.

3.19   The boat was recovered from the water the following day.

NARRATIVE Cont.
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4.       ANALYSIS

4.1       The men had been using drugs and/or drinking alcohol during the preceding 24
hours. The use of drugs and alcohol is known to have an adverse impact on a
person’s judgement and can impair a person’s ability to operate vessels safely.

4.2       The boat was initially out of the water, tied to the fencing of the Castleconnell
Boat Club. The drain plug in the transom had been removed as is normal
practice to drain the vessel when it is out of the water and should be replaced
prior to the vessel being put back in the water. 

4.3       None of the men had any experience of boat handling nor were there any PFDs
or other lifesaving equipment available or used by them. The men didn’t know
about the need to replace the drain plug prior to launching the vessel.

4.4       The night was very dark with only moonlight to provide visibility. Limited light
conditions can make it very difficult to assess the speed and level of a river.
Although the river appeared calm where the men intended to go, the level was
very high and the river was running very fast where it narrowed through the
Gap of the Dam. 

4.5       In addition, the low level of light together with the consumption of alcohol and
drugs would restrict the men’s ability to assess whether the boat was suitable
for use in the river and whether they were fit to use it.

4.6       Once the boat had run aground, the fast flowing water pinned it against the
trees on the spit of land, trapping the leg of one of the men.

4.7       Another one of the men lost his footing on the bottom and his foot became
entangled in undergrowth.

4.8       The men had no safety equipment or any PFDs. Fortunately, the mobile phone
of one of the men was working and they were able to contact the emergency
services.

4.9       The casualties were in the water for approximately two and a half hours
struggling with the assistance of the rescue services to keep their heads above
the surface of the water in a very fast flowing river. 

4.10     In taking an unknown vessel whilst they were in an impaired state, these men
put themselves at considerable risk of harm which resulted in the loss of one
life. In addition their actions and the requirement for a rescue in very difficult
conditions endangered the responding rescue services.

ANALYSIS



5.     CONCLUSIONS

5.1     The consumption of drugs and/or alcohol over a protracted period of time affected
the judgement of the four men leading them to take risks that, otherwise, they would
not have considered. It is possible that they may not have been aware of their
limitations in ability to handle a boat and the assessment of the dangerous water
conditions.

5.2     As the men lacked any experience of boats and boat handling and given the poor
visibility and the amount of drugs and alcohol consumed they did not notice that the
drain plug was missing in the transom which resulted in the ingress of water. 

5.3     Once the boat capsized, the men had no safety equipment, for example PFDs, to
assist them for the two and half hours that they were in the water. In addition they
were only wearing ordinary outdoor clothing. 

5.4     Once the boat had capsized two of the group were trapped, one by the boat and one
by branches underwater after his footing slipped. The man trapped by the branches
needed assistance to keep his head above the water level. One of the men was
washed away and the remaining man focussed on assisting his friends. Although his
mobile phone was not protected in any way from the water, this man managed to
raise the alarm by phoning 999.

5.5     Due to the nature of the location, the level and speed of the river, the fact that one
of the casualties was trapped with his head at water level and with very low light
conditions, the rescue of the men from the river took considerable time.

5.6     Given the conditions and the cold, the actions of the rescue services and the two
firemen who remained in the water for over two and a half hours, was highly
courageous. 

5.7     Despite the best efforts of all concerned, the man whose foot had become entangled
in the undergrowth was later pronounced dead. Death was due to drowning.
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6.     SAFETY RECOMMENDATIONS
  
6.1     It is recommended that the Minister for Transport, Tourism and Sport issues a

Marine Notice reminding the public of the need to comply with the Recreational
Craft Code of Practice for the Safe Operation of Recreational Craft - Section
1.2.6 on Controls on Alcohol and Drugs in particular and Marine Notice No. 56 of
2012.
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APPENDIX 7.1

Appendix 7.1  Met Éireann weather report.
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APPENDIX 7.1

Appendix 7.1  Met Éireann weather report.
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Appendix 7.1  Met Éireann weather report.
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Appendix 7.2  Photographs.

Photograph No. 1 - Transom of boat showing open drain hole.

Photograph No. 2 - The river flowing over the spit of land following removal of the boat the
day following the incident.
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APPENDIX 7.2

Appendix 7.2  Photographs.

Photograph No. 3 - The boat pinned to the trees later that day.

Cont.
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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  Limerick Fire and Rescue Service.

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

MCIB RESPONSE:
The MCIB notes the
contents of this
observation. 
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CORRESPONDENCE 8.1

Correspondence 8.1  Limerick Fire and Rescue Service.

MCIB RESPONSE:
The MCIB notes the
contents of this
observation

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

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

MCIB RESPONSE:
The MCIB notes the
contents of this
observation.
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CORRESPONDENCE 8.1

Correspondence 8.1  Limerick Fire and Rescue Service.

Cont.
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CORRESPONDENCE 8.2

Correspondence 8.2  Limerick Marine Search and Rescue Service and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
observation and has
amended the report.
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CORRESPONDENCE 8.3

Correspondence 8.3  Survivor and MCIB response.

MCIB RESPONSE:
The MCIB notes the
contents of this
observation.
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CORRESPONDENCE 8.4

Correspondence 8.4  An Garda Síochána and MCIB response.

MCIB RESPONSE: The
MCIB notes the
contents of this
observation.
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CORRESPONDENCE 8.5

Correspondence 8.5  National Ambulance Service and MCIB response

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