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1. SYNOPSIS

1.1 On 9th July 2005 at approximately 17.00 hours, the Class V Passenger Vessel,
“Ku-Ee-Tu” departed from Dromineer, Co. Tipperary carrying 36 passengers and
3 crew and proceeded out onto Lough Derg. At some time between 18.30 hours
and 18.45 hours whilst in the vicinity of Ryneduff Point Co. Tipperary, 
Mr. Thomas Dalton fell overboard from the vessel. Despite efforts by those
onboard the vessel to assist Mr. Dalton, he was seen to sink from view shortly
after. The body of Mr. Dalton was recovered from the Lough in the same vicinity
on 15th July 2005.
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2. FACTUAL INFORMATION

2.1 History.
The “Ku-Ee-Tu” was built in 1968 and was originally carried onboard the United
Kingdom passenger ship “Queen Elizabeth 2” as a tender for ferrying passengers
from the ship to shore. She was subsequently sold and put to use as a passenger
ship Class V and Class VI in Scotland. In 1990 the vessel was purchased by
Shannon Sailing Limited and brought to Ireland where, following satisfactory
completion of survey procedures, a Class V passenger certificate was issued for
the vessel to operate on the Shannon navigation including all lakes above
Killaloe Bridge. The vessel was surveyed by the Department of Marine’s
surveyors on an annual basis since for the purpose of renewing its Passenger
Certificate.

Owner 
at the time of the incident Shannon Sailing Limited. 

Callista,
Dromineer
Nenagh 
Co. Tipperary.

Number of Passengers allowed – Maximum 53
Number of Crew – Two (minimum)
Construction - Glass Reinforced Plastic (GRP)
General Arrangement – See Appendix   (Original arrangement)
Length - 12.19 metres
Propulsion - Single screw – inboard diesel engine- Ford Lehman

2.2 Lifesaving Equipment- Applicable Legislation – Merchant Shipping 
(Life-Saving Appliances) Rules, 1983. S.I. 302 of 1983 as amended.
3 Buoyant Apparatus capable of supporting 48 persons.
8 Lifebuoys
61 Adult Lifejackets
6 Child Lifejackets
2 Smoke Flares

2.3 Firefighting Equipment
1 Fire Pump
1 Fire hose & nozzle
3 Fire Extinguishers
1 Fire Bucket
Sand box & scoop

2.4 Other Equipment
1 Sound Signal 1 Heaving Line
1 Compass Navigation Lights
1 Anchor & Cable 2 Bilge Pumps
1 Public Address System 1 Bailer
1 VHF Radio. 1 Boat hook
1 Painter 1 Bucket
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3. EVENTS PRIOR TO THE INCIDENT

3.1 The operators of the “Ku-Ee-Tu” accepted a booking for the 9th July 2005 for
the carriage of a group of between 25 and 30 passengers on an evening lake
cruise. The cruise was planned to commence from Dromineer at approximately
17.00 hours and to conclude in Garrykennedy at 19.30 hours, where the group
were to disembark the vessel to enjoy an evening meal ashore.

3.2 Passengers arrived at the vessel at approximately 16.45 hours on 9th July 2005.
A total of 36 passengers and 3 crewmembers were onboard when she departed
from Dromineer. Weather at the time was fine with very light wind, near clear
skies and virtually calm lake conditions. The passengers were in good spirits,
enjoying their excursion. A bar and entertainment were provided onboard.
Passengers were both seated and standing throughout the vessel and were able
to walk around as they wished. Some passengers stayed in the midship area
close to the manoeuvring position, occupied by the Master, Mr. Knight. The
sides of the vessel in this area were open, being the embarkation /
disembarkation points. These openings were fitted with chain guards, which
were attached to brackets secured to the cabin structure. During the cruise
some passengers were sitting next to the chain guard on the starboard side. At
some time during the cruise Mr. Dalton decided to sit on the chain guard on the
edge of the vessel. Mr. Knight did not see Mr. Dalton sitting on the chain.
Passengers gathered in the area may have obstructed his view.

3.3 At approximately 18.30 hours the “Ku-Ee-Tu” passed another vessel, the
“Marianne” on a reciprocal course on the starboard side. The owner of the
“Marianne” could see a person sitting on a chain towards the middle of the
“Ku-Ee-Tu” with his back to the “Marianne” and he observed this person
adopting a swinging motion like he was sitting on a swinging chair. The owner
of the “Marianne” could also see that the person sitting on the chain was
surrounded by other people on the inboard side.
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4. THE INCIDENT

4.1 At some time between 18.30 hours and 18.45 hours, whilst cruising at
approximately 6 knots in the vicinity of Ryneduff Point, Mr. Dalton fell from the
vessel. People in the vicinity recall seeing him falling backwards into the water.
Mr. Knight, on glancing to his right, saw the feet, hands and top of the head of
a male passenger disappearing over the starboard side.

4.2 Mr. Knight kept visual contact of the man until he was just clear of the stern
and then put the engine into full astern with the rudder amidships. The boat
stopped very quickly and the stern went to starboard. Mr. Dalton was then on
the port side on the stern quarter approximately 20 feet away. People in the
boat were shouting. Mr. Knight stepped out onto the cabin top and threw a
lifebuoy to Mr. Dalton, which, landed approximately 1.5 – 2 metres away from
him but Mr. Dalton did not react. At this stage he had been in the water for less
than a minute. Mr. James McCarthy, the barman, went to the stern and threw a
lifejacket towards Mr. Dalton, which landed within his grasp but he made no
attempt to reach it.  Mr. Dalton was then seen to slowly sink below the surface
of the water. Some of the people on the boat wanted to jump in to the water
but the crew and some of the passengers restrained everyone from doing so.
Another vessel in the vicinity became aware of the situation and raised an
alarm. Mr. Knight meanwhile donned a lifejacket and entered the water to
search for Mr. Dalton but couldn’t find him. On returning to the vessel Mr.
Knight had to be assisted back onboard. The anchor was let go and another
lifebuoy was tied to the anchor rope to mark the position.

4.3 The “Ku-Ee-Tu” then waited for assistance to arrive. Upon the arrival of a
rescue helicopter from Shannon, the “Ku-Ee-Tu” proceeded to Killaloe. On
arrival there the Gardai and a local priest met the vessel. Passengers then
disembarked.



5. EVENTS FOLLOWING THE INCIDENT

5.1 A search operation was launched by the Irish Coast Guard, the local Lifeboat
and other vessels in the vicinity to locate Mr. Dalton. The Garda Underwater
Unit and a number of volunteer diving units conducted searches of the bottom
of the lake.

5.2 An MCIB investigation was duly initiated.

5.3 On the 15th July 2005, a body, subsequently identified as being that of 
Mr. Dalton, was located in the vicinity and recovered from the water.

5.4 An autopsy report recorded the death of Mr. Dalton as death due to drowning.
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6. FINDINGS

6.1 The “Ku-Ee-Tu” was inspected at Killaloe on the 10th July 2005. The results of
this inspection are: -

(1) The guard chain arrangement at the embarkation position amidships on the
starboard side had broken. One of the brackets, with the chain clipped to
it, was detached from the cabin side and hanging off, being held on by the
forward fixing bracket only. (See Photos in Appendices 9.2,9.3 & 9.4)

(2) The bracket had been secured with four screws. These screws passed
through the g.r.p. cabin structure and then through a backing plate on the
inboard side and were secured with nuts on the inner face of this backing
plate.   (See photo in Appendix 9.5). These screws had all broken just below
the “head” under the load of Mr. Dalton as he sat on the chain. The screws
were not recovered by the MCIB.

(3) The chain was fitted with a plastic protective hose over much of its length.

(4) There was a step underneath the chain at the side of the vessel to assist
passengers embarking and disembarking. Mr. Knight stated that passengers
were not supposed to sit on the chain or on this step and he would tell
anybody he saw doing this to move to the proper seats. The general
arrangement of the vessel (see Appendix 9.11) appears to show that the
steps below the embarkation area were originally utilised as seats in the
vessels previous role as a tender.

(5) Mr. Knight maintains that he had, on occasions, stopped the vessel during
previous cruises of this type to insist that passengers did not hang out of the
sides of the vessel or if he considered that activities onboard had become
too boisterous.

(6) The vessel did not have a Passenger Ship Certificate on display as required
by Section 10 (1) of the Merchant Shipping Act, 1992. The vessel had
undergone a survey for renewal of its Passenger Ship Certificate, which was
completed on 20th August 2004. At this time the Marine Surveyor's Office
issued a “Notice of Clearance to Operate” to the owner, which was valid for
30 days (See Appendix 9.9). A “Declaration of Survey” was prepared and
sent to the owner on the 24th August 2004 in compliance with Section 7 of
the above Act (See Appendix 9.10). The owner mistook the declaration that
he received for a Passenger Certificate and subsequently displayed it on the
vessel. The same occured after the previous survey in 2003. As the owner
did not sign and return the Declaration to the Marine Surveyor's Office on
these two occasions, a Passenger Ship Certificate was not issued to the
vessel.

(7) Equipment onboard was in compliance with the details stated on the
declaration of survey although one of the smoke flares had passed its expiry
date in May 2005.
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(8) The vessel had a valid Passenger Liability Insurance Certificate displayed
onboard.

(9) The owner had provided lifejackets (61 Adult & 6 Child) onboard at the
survey in August 2004. The carriage of lifejackets on this type of vessel is
not a statutory requirement of the Merchant Shipping (Life-Saving
Appliances) Rules, 1983, but the owner had agreed to provide them
following a request by the Marine Surveyor's Office in line with a policy of
improving safety on “non subdivided” domestic vessels, which was adopted
at that time.

(10) None of the passengers who were interviewed could recall hearing any
safety instructions on boarding the vessel. Some of the passengers recalled
seeing the lifejackets onboard. One of the crewmembers recalled hearing
the Master give a safety announcement at the start of the cruise.

(11) Entertainment onboard consisted of a musician and a bar selling alcoholic
and non-alcoholic drinks. The atmosphere onboard prior to the incident
was good. Mr. Dalton consumed some alcoholic drinks but a number of the
passengers were of the view that he had not drunk too much. The autopsy
report stated that Mr Dalton’s blood contained 185mg% of alcohol. 
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7. CONCLUSIONS

7.1 Mr. Dalton fell overboard after the screws securing the chain guard on which he
was sitting broke. The purpose of the chain was to act as a guard protecting
people from falling out through the opening in the vessel’s side at the
embarkation position. It was not designed to take the full weight of a person
sitting on it, although the presence of the plastic hose covering the chain and
the presence of the step underneath did unfortunately make it more
“comfortable” to sit on.
A number of passengers were gathered in the area and obscured Mr. Knight’s
view of where Mr. Dalton was sitting. Mr Knight, would have asked Mr. Dalton
to move if he had spotted him sitting on this chain. 

7.2 In spite of the efforts of the Master and crew to assist him, Mr. Dalton sank
from view very quickly, probably in less than 90 seconds. The fact that Mr.
Dalton was a non-swimmer and fell backwards, headfirst, fully clothed into
cold water after consuming a quantity of alcohol probably contributed to this 

7.3 Although the vessel did not have the required Passenger Ship Certificate on
display it had undergone the required Marine survey and had been found to
satisfy the conditions for the issuance of the certificate. 

7.4 The Merchant Shipping (Emergency Information for Passengers) Rules 1992
require that an announcement be made at the commencement of voyages
onboard vessels of Class IV, V & VI containing information regarding actions in
case of an emergency, which could lead to the vessel being abandoned. There
is no specific requirement for passengers to be informed of issues in relation to
their safety onboard during a routine voyage.
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8. RECOMMENDATIONS

8.1 Two of the passengers stated to the MCIB investigator that in their view all
passengers on this type of vessel should be compelled to wear a lifejacket, so
that if they fell overboard, they would stay afloat until rescued. Although a
person wearing a properly donned lifejacket will stay afloat with their mouth
clear of the surface of the water, the wearing of bulky lifejackets by
passengers within a confined vessel is impractical and more importantly
potentially dangerous as they may impede the escape of passengers in the
event of a fire or other emergency onboard. The purpose of lifejackets
onboard passenger vessels is to provide buoyancy to persons in the water in the
event of the vessel being abandoned. 
Notwithstanding the above, the Department of the Marine Surveyor's Office has
introduced a policy that passengers carried aboard open passenger vessels of
Classes V and VI that are not in any way enclosed should wear lifejackets
whilst the vessel is underway.
The “Ku-Ee-Tu” is classified as an “Open” vessel but has closed-in saloon areas
onboard. Therefore, for the reasons stated above passengers should not be
required to wear lifejackets onboard and no further action is recommended in
this regard.

8.2 In ensuring the safety of passengers in relation to “person overboard”
incidents, the critical factor is that there should be adequate and effective
measures in place, to ensure, as far as practically possible, that passengers
cannot accidentally fall overboard. Owners of passenger vessels should be
urged to carry out a risk assessment onboard their vessels, taking into account
its particular layout and the nature of voyages being undertaken. A voyage
where passengers onboard can consume alcohol may present an increased risk
of a person falling overboard. Guards and railings onboard should be assessed
for strength and design to ensure that persons would find it difficult and
uncomfortable to either climb or sit on them. This is especially important for
areas not in immediate view of the crew.
Securing brackets and fixing devices, screws, bolts nuts etc should be made of
suitable material for use in the marine environment and be of adequate size.
Fixing arrangements should be subject to periodic inspections. Protection
arrangements for embarkation positions should be given special consideration.
The number of these openings should be restricted to the minimum number
required to provide for the safe evacuation of the vessel in an emergency.
Owners should be advised of the above and should carry out any necessary
improvements in consultation with the Department of the Marine Surveyor’s
Office.
Since this incident the owners of “Ku-Ee-Tu” have carried out improvements to
the vessel in respect of the guards across the embarkation openings. 
(See photos in Appendices 9.6, 9.7 & 9.8).
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8.3 Owners of domestic passenger vessels should be reminded of the importance of
understanding and completing the “Declaration of Survey” at the conclusion of
the annual survey, so that the necessary “Passenger Certificate” can be
promptly issued and displayed.

8.4 Owners, masters and crews of domestic passenger vessels should be reminded
of the importance of providing an effective safety announcement at the start
of a voyage, which can be heard by all passengers. This announcement as well
as satisfying the requirements of the Merchant Shipping (Emergency
Information for Passengers) Regulations 1992 should also contain information
and instructions relevant to the safety of the passengers onboard during a
routine voyage. 
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9. LIST OF APPENDICES

9.1 View of embarkation area – starboard side.

9.2 View of vessel from quay on starboard side showing broken guard chain.

9.3 Close-up view of chain bracket location.

9.4 Close up of chain end and bracket.

9.5 View of inside of cabin structure showing backing plates for fixing to glass
fibre.

9.6 New gate arrangement installed following incident.

9.7 Close up of the new gate bracket fixings with substantial through bolts fitted
after the incident.

9.8 New warning sign placed on steps since incident.

9.9 Notice of Clearance to Operate 20th August 2004

9.10 Declaration of Survey from August 2004.

9.11 General Arrangement of  “Ku-Ee-Tu” from 1968.
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Appendix 9.1 View of embarkation area – starboard side.
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APPENDIX 9.2

Appendix 9.2 View looking into vessel from quay on starboard side showing broken
guard chain.
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Appendix 9.3 Close-up view of chain bracket location.



18

APPENDIX 9.4

Appendix 9.4 Close up of the chain end and bracket.



Appendix 9.5 View of inside of cabin structure showing backing plates for fixing to
glass fibre.
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Appendix 9.6 New gate arrangement installed following incident.
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Appendix 9.7 Close up of the new gate bracket fixings with substantial through bolts
fitted after the incident.

.
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Appendix 9.8 New warning sign placed on steps since incident.
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Appendix 9.9 Notice of Clearance to Operate 20th August 2004.
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Appendix 9.10 Declaration of Survey from August 2004.
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Appendix 9.10(Cont) Declaration of Survey from August 2004.
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Appendix 9.10(Cont) Declaration of Survey from August 2004.
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Appendix 9.10(Cont) Declaration of Survey from August 2004.
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Appendix 9.11 General Arrangement of  “Ku-Ee-Tu” from 1968.
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MCIB RESPONSE TO LETTER FROM AN GARDA SIOCHANA RECEIVED ON
21st NOVEMBER 2006 
The MCIB notes the contents of this letter and would like to further add
that all Risk assessments be made by the owner/ operator of vessel.
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MCIB RESPONSE  
The MCIB notes the contents of this letter.
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MCIB RESPONSE TO LETTER FROM PATRICK F. TREACY & CO. SOLICITORS ON
BEHALF OF THE DALTON FAMILY RECEIVED 28th NOVEMBER 2006

Please note that it is against MCIB policy to include Coroner’s Reports in the publishing of an
incident.

The MCIB notes the contents of this letter and has the following comments to make:

1. Format of the Investigation and gathering of Evidence.

The investigation was carried out in accordance with the Section 26 of the Merchant Shipping
(Investigation of Marine Casualties) Act 2000.

A member of the family made contact during the investigation and spoke with the MCIB
investigator who appraised her of progress and took a contact address for forwarding of the draft
report. The investigator did not get the impression that the family were unhappy with how the
investigation was being undertaken at this time and would certainly have been concerned if such
an opinion had been expressed and would have been keen to address any such concerns as best
he could given the constraints of the Act.

Whether all the “surviving” passengers were interviewed. 

In the Board’s view, it is not appropriate to call the other passengers “survivors” after an
incident where a single person has fallen overboard.

The MCIB investigator received a list of names and addresses of persons onboard from An Garda
Siochana. Our investigator wrote to all passengers on this list requesting them to get in contact
and to provide any relevant information concerning the incident. Some information was gathered
from these replies although some passengers had not witnessed Mr. Dalton falling into the water.
One person claimed not to have been onboard as he was in the USA at the time. The Master and
two crew were interviewed on the 13th July 2005. One of the passengers, Ms. Eimear Gaynor,
contacted the MCIB around this time and spoke to the investigator. Ms. Gaynor had organised the
“pub” day trip that took the passengers onboard the vessel and kindly offered a room for MCIB
use on an evening at her premises at which she would ask all passengers to attend and give
statements to our investigator. This was seen as the most practical method of facilitating the
gathering of information from the passengers.

The investigator duly attended on the evening of the 9th September 2005 and 18 persons were
interviewed. The investigator is very appreciative of the time given up by people in attending
that evening.

In total, 20 passengers were either interviewed by or made statements to our investigator. Our
investigator got a clear picture of the incident from his investigation.
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Reference to the Coroner’s Report

The MCIB investigation is independent of and separate from a coroners inquest and it is correct
that this separation exists. A coroners inquest is to ascertain the cause of death wheras our
function is to establish the probable cause of a marine casualty. Procedures for an MCIB
investigation are set out in the Merchant Shipping (Investigation of Marine Casualties) Act 2000.
Depositions in a coroners inquest are not included in an MCIB report.

2. Facts Recorded

Paragraph 3.1 does not state the number of people onboard. It states the nature of the booking
that was made with the vessel operator and is correct.

Times. The exact time that Mr. Dalton fell into the water has not been established save that it
was between 18.30 hrs and 18.45 hrs.
It is clear that Mr. Dalton was sitting on the chain. Passengers interviewed by the investigator did
not recall any other person sitting on the chain prior to the incident.

The owner of the “Marianne” gave a statement to the MCIB confirming that a person was sitting
on the chain when he passed by and it would be incorrect, given the information provided by
the other passengers, to state in the report that this could have been any person onboard. The
Board do not believe it is appropriate to state the name of the owner of the Marianne. 

Paragraph 4.2 

The details recorded are based on signed statements taken by the MCIB investigator. These
amendments are made given Mr. Dalton’s families concern that Mr. Dalton’s observed actions
may be misinterpreted as meaning that  Mr. Dalton did not wish to be rescued. It was not the
investigators intention that such an inference be drawn from this paragraph in our draft report.

Comments

a. The statements taken are entirely sufficient. The investigation did not seek to micro –analyse
the struggle of Mr. Dalton in the water, as this would be of no added value in making
recommendations for avoidance of similar actions in the future and may well be distressing to
relatives and passengers. The conclusion of the report is, that even though Mr. Dalton was in
the water for a very short time and life-saving appliances were deployed near him it was
unfortunately too late.

b. “Lifejacket not adequate lifesaving appliance”. Mr. McCarthy was inside the vessel when the
incident occurred. There were no lifebuoys located within the vessel as they were correctly
located on the outside deck. It was quick thinking on his part to throw a lifejacket to Mr.
Dalton. It is accepted that Mr. Dalton would not have been able to properly don a lifejacket in
the water but it would have provided buoyancy to Mr. Dalton had he been able to grab hold of
it. 

c. Speculation regarding the reason that Mr. Dalton did not reach the life saving equipment is
not appropriate.

d. The MCIB has not concluded that Mr. Dalton did not wish to be rescued nor is there any
evidence to suggest this.

.
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The lifebuoy thrown by Mr. Knight was the most appropriate item of equipment for use in a
man over board situation and was entirely adequate. The Lifejacket was thrown as it was to
hand and this was a prudent and potentially lifesaving act and is to be commended.

3. Safety Equipment, Safety Procedure and Crew Training.

Paragraph 3.2 states that some passengers were sitting on the steps on the starboard side next
to the chain. Para 6.1(4) states that Mr. Knight said that passengers were not supposed to sit on
the steps or the chain. There is no contradiction as Paragraph 3.2 reports what actually
happened. Paragraph 6.1(4) reports the policy, which in this case was not adhered to. The last
two sentences in paragraph 3.2 and paragraph 3.3 clarify why this situation occurred. 

Duties of Crew 

It is accepted practice on passenger vessels that crewmembers have both operational and
emergency duties. In this incident the barman upon hearing that a person had gone into the
water threw a lifejacket towards Mr. Dalton. The Master is responsible for the safety of the
vessel and those onboard and reacted appropriately in all the circumstances. It is not advisable
that, during a formal training course, he should enter the water to effect a rescue attempt in
any such circumstance. 

Minimum Number of Crew 

This is two for the vessel in question and is appropriate to her size.

Qualifications of Crew 

At the time of the incident there were no statutory requirements regarding the training of crew.
The Merchant Shipping (Passenger Shipping) Manning Regulations are expected to come into
force and will require the Master of Class V passenger vessels to hold a “Certificate of
Competency”.

Safety Announcement

“No mention in report”. See Paragraph 6.1(10). Although the passengers did not recall the
announcement, one of the crewmembers did recall the announcement and included same in his
signed statement. It is not appropriate for the report to identify which crewmember. The report
is therefore balanced. The passengers did not recall hearing the announcement but this does not
necessarily mean it was not made and the statement of the crewmember supports this
conclusion.

Alcohol onboard

See duties of crew above.

Safety Equipment

1. See Paragraph 6.7 of draft report

2. Lifebuoys stowed on top of cabin in outside location as required. (They form part of the
lifesaving equipment should the vessel sink and therefore cannot be stowed inside.)

3. See Paragraph 6.7 of draft report. As regards the MCIB report there was no contradiction in
terms of the Lifejackets available.

4. At the time of the incident there were no Statutory Requirements regarding the training of
crew. The crew held no relevant qualifications.
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5. See paragraph 4.2. Some of the passengers wanted to enter the water to assist Mr. Dalton but
were restrained from doing this. None of the passengers who were interviewed stated that
they deployed any life saving equipment. One of the passengers stated in a letter that he saw
a passenger – Mr. Dominic Mc Monagle throw a lifebuoy in to the water but it did not reach
Mr. Dalton. Mr. Mc Monagle did not provide our investigator with such information nor did he
attend the organised meeting to give a statement.

6. The Lifebuoy located on the lake was taken into account.

7. See paragraph 6.1(2) four screws. Photograph 9.5 shows the location where the inside fixings
were located - above the new 4 bolt fixing plate.

8. The wording of the new notice is clear and precise. The Marine Survey Office should consider
making recommendations to the owner regarding extra signs although there is no Statutory
Requirement to carry signs warning people not to sit on bulwarks or guardrails on the sides of
vessel.

9. This suggestion is noted but the wearing of lifejackets in some parts of the vessel but not
others would be impractical and could hamper escape in the event of a fire or other
emergency.

4. Recommendations

1. The manning regulations will require appropriate training for crews.

2. See Duties of Crew above. The MCIB does not support this recommendation as members of the
crew going about their normal shipboard duties are already responsible for the safety of the
passengers and this is accepted practice in shipping and other forms of transport. 

3. See paragraph 8.4. All the vessels safety equipment including the public address system, if
fitted, is checked at the annual survey for the passenger certificate.

4. Agreed recommendation for the safety-briefing announcement.

5. We do not agree that the names of all persons who gave statements should be published. Nor do
we agree that our investigator should be named in the report. The report is that of the MCIB.

6. This was done although the family member may not recall that she was talking to the
investigator.

7. Both our draft report and this, our final report,have allowed Mr. Dalton’s family to have their
input before publication.

8. We do not agree. All MCIB reports are independent of Coroner’s Inquests.

9. Approximations of times are sometimes unavoidable, especially where there is no electronic
warning device triggered (e.g. DSC) and a number of people are interviewed who have different
recollections of the exact time. The statements in the report regarding events are based on
these statements and are as accurate and consistent as the information provided to the
investigator allows.

10. Noted. 
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