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SUMMARY
On 17 June 2016 at about 0900, the Marine Safety Investigation Unit (MSIU) was
notified by Gozo Channel Co. Ltd. that at about 0722, the passenger / car ferry Malita
was involved in an accident while making fast at Quay No. 2, at the Ċirkewwa
Terminal, Malta. It was reported that while Malita was still making fast at the quay,
she went astern without pre-warning and at a time when the discharge of vehicles had
already started.
The MSIU concluded that the astern shift of the vessel was the result of the vessel’s
thrusters and it was not excluded that the thrusters’ combinator on the bridge was
inadvertently operated.
As a result of the accident, the MSIU has issued one recommendation to the
Company, aimed to ensure that there is a thorough and accurate understanding of the
way the crew members operate on board Company ships.
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FACTUAL INFORMATION

1.1

Vessel, Voyage and Marine Casualty Particulars

Name

Malita

Flag

Malta

Classification Society

DNV GL

IMO Number

9176321

Type

Passenger / Car Ferry

Registered Owner

Gozo Ferries Co. Ltd.

Managers

Gozo Channel Co. Ltd.

Construction

Steel (Double bottom)

Length overall

85.40 m

Registered Length

80.60 m

Gross Tonnage

4893

Minimum Safe Manning

11 with 500 passengers or less
15 with excess of 500 passengers

Authorised Cargo

Ro-ro

Port of Departure

Mġarr Harbour, Gozo

Port of Arrival

Ċirkewwa terminal, Malta

Type of Voyage

Coastal

Cargo Information

55 vehicles

Manning

15

Date and Time

30 June 2016 at 07:22

Type of Marine Casualty

Less Serious Marine Casualty

Place on Board

Closed deck cargo space

Injuries/Fatalities

None

Damage/Environmental Impact

The vessel only sustained very minor damage. The
passenger loading area was damaged as well as one
vehicle

Ship Operation

Alongside / moored

Voyage Segment

Arrival

External & Internal Environment

Daylight, good visibility with an easterly fresh breeze

Persons on Board

246 (231 passengers and 15 crew members)
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1.2

Description of Vessel

The Maltese registered Malita (Figure 1) is a passenger / car double-ended ferry, built
in 2001 at the Malta Shipbuilding Co. Ltd., Malta, with a gross and net tonnage of
4893 and 1468, respectively. Malita is owned by Gozo Ferries Co. Ltd. and is
managed by Gozo Channel Co. Ltd. The vessel is classed by DNV GL with a Class
Notation of +1A1 Car Ferry EO. She has a summer DWT of 1100 tonnes, at a
corresponding draught of 4.10 m. Malita is certified to carry 900 passengers and 138
vehicles and is registered to operate on domestic voyages only.

Figure 1: MV Malita

The vessel is propelled by four Normo Ulstein Bergen azimuth thrusters; two are
located forward and two at the aft, with a total power of 5300 kW and a speed of
14 knots. These four thrusters are operated by means of two ‘combinators’, one for
the two forward thrusters and the other for the two aft thrusters. By means of these
‘combinators’, the master is able to control the direction and the pitch of the thrusters.
The ‘combinators’ are located on the console together with all the other
instrumentation, including CCTV monitors, radars, engine controls, visor controls,
and the ‘change-over command switch’, which is used to change over from one bridge
to the other.
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The vessel is fitted with a bow and stern visor and ramps. While the visors are
operated from the bridge (Figure 2), the ramps have a local control station in the
closed deck cargo space in close proximity of the ramps. The vessel also has a
passenger side ramp fitted on the main deck. The mooring stations are located on the
main deck fore and aft.

Figure 2: Visors’ controls on the bridge

1.2.1

Malita’s navigation bridge

Being a double-ended ferry, Malita has two identical navigation bridges, one at each
end. The bridge layout consists mainly of the main console (Figure 3), which is
located at the forward end of the bridge, complete with two adjustable chairs for the
master and the chief mate.

Figure 3: The bridge and the main console

3

The master manoeuvres the ferry from his chair, which is on the starboard side of the
console (Figure 4). From this position, the he has full control of the vessel and can
reach, besides the two main ‘combinators’, the controls/switches for the main engines,
the CCTV panel, the radar controls, the bow visor control panel and all other
instrumentation panels.

Figure 4: Master’s chair on the bridge

1.3

Crew Members

At the time of the accident, Malita, had a crew compliment of 15.
The crew consisted of the master, chief mate, one engineer, an assistant engineer and
eleven GPs, including the bosun. All ratings, except for the bosun, were assigned a
number on the crew list from 1 to 10. According to the assigned GP number, all GPs
had specific duties, while the vessel was in port or at sea. The GPs also included
those in the Catering Department.
On the day of the accident, the crew compliment was in accordance with the
Minimum Safe Manning Document issued by the Maltese authorities on 01 October
2014 and valid till 12 April 2019.
On the day, Malita was operating on a scheduled service between Mġarr Harbour,
Gozo and the Ċirkewwa Terminal in Malta. According to the Company’s SMS
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Manual, the master’s duty station was always on the bridge (at sea and in port),
responsible for the overall command of the vessel, while the chief mate’s duty station
was on the bridge when the vessel was at sea and in the closed deck cargo space when
the vessel was in port. The bosun’s duty, besides being in charge of the GPs, included
the lowering and hoisting of the closed deck cargo space ramp, monitoring the loading
and unloading of vehicles and the embarkation and disembarkation of passengers,
amongst other duties and responsibilities.
The master, who was 61 years old, had been working for Gozo Channel Co. Ltd. as a
master for 37 years. His Certificate of Competency was issued by the Maltese
authorities on 05 August 2003 under the relevant provisions of regulation II/2 of the
STCW Convention.
The chief mate, who was 28 years old, had been working for Gozo Channel Co. Ltd.
for the past six years, always as chief mate. Her OOW Certificate was issued under
the provisions of regulation II/1 of the STCW Convention on 03 December 2008.
The bosun had been working for the Company for the past 30 years while the rest of
the GP crew members also had significant years of experience working with the
Company.

1.4

Gozo Channel Company Limited

Gozo Channel Company Ltd (GCCL), which has been operating since 1979, manages
three passenger / car ferries and employs around 240 office and ship-based personnel.
GCCL provides scheduled trips on a daily basis, all year round, between Malta and
Gozo. The three ferries complete around 20,000 trips annually, ferrying
approximately 4.1 million passengers and 1.2 million vehicles between the Ċirkewwa
Terminal, located at the Northern part of Malta, and Mġarr Harbour in Gozo.
GCCL and its three ferries are regulated in terms of local rules and regulations1,
which incorporate the applicable EU legislation relating to passenger ships operating

1

The Merchant Shipping Act and relevant subsidiary legislation.
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on domestic voyages2. The Company is also required to implement a safety
management system, in terms of the ISM Code.

1.5

Accident Location and Prevailing Weather Conditions

The accident happened alongside Quay No. 2 at the Ċirkewwa Terminal, while the
vessel was on one of its regular, scheduled trips.
The Ċirkewwa Terminal, which is situated at the Northernmost tip of the island of
Malta, was reconstructed in 2010 and now has three quays, namely the South Quay,
North Quay No. 1 and North Quay No. 2, which are well protected from Westerly
weather by means of a breakwater extending to the Northeast, a marshalling area for
the vehicles and a passenger terminal. The Terminal includes a passenger-handling
building with foot-gangway connections to the ships for foot passengers and a vehicle
marshalling area that connects to the three quays, namely, the South Quay and North
Quays Nos. 1 and 2.

Figure 5: Ċirkewwa Terminal3

At the time of the accident, the weather conditions were fine and visibility was good.
The Easterly wind was Force 3.

2

EC Directive 98/18/EC.

3

Source: investinginyourfuture.gov.mt
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1.6

Ferry Schedules

Throughout the year, GCCL operates three schedules, namely:


the Winter Schedule (November to May);



the Summer Schedule (May to September); and



the Mid-Term Schedule (September to November).

In all three schedules, trips are carried out round the clock, weather permitting. At the
time of the accident, all three ferries were operating on the Summer (Monday to
Friday) Schedule (Table 1).
Table 1: Summer timetable – 2016 Mġarr - Ċirkewwa service4
Departure - Mġarr, Gozo

4

Departure - Ċirkewwa, Malta

00:45

01:20

02:00

02:30

03:30

04:00

05:00

05:45

06:00

06:30

06:30

07:00

07:00

07:30

07:30

08:15

08:15

09:00

09:00

09:45

09:45

10:30

10:30

11:15

11:15

12:00

12:00

12:45

12:45

13:30

13:30

14:15

14:15

15:00

15:00

15:45

15:45

16:30

16:30

17:15

17:15

18:00

18:00

18:45

18:45

19:30

19:30

20:15

20:15

21:00

21:00

21:45

21:45

22:30

22:30

23:15

23:15

00:00

Operates daily from 13 June 2016 to 06 November 2016.
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Until recently, GCCL was also performing weekly ‘cargo trips’ from Marsamxett
Harbour, which is located close to the Grand Harbour in Malta and Mġarr Harbour.
Once these ‘cargo trips’ were discontinued, all the heavy lorries, loaded with cargo for
Gozo, had no option but to use the normal service from Ċirkewwa Terminal.

1.6

Narrative5

Malita started the day with her first trip at 0500 from Mġarr.
It was reported that the trips that followed were uneventful until Malita left Mġarr
Harbour on schedule at 0700 with 231 passengers and 55 vehicles on board. The
voyage, which normally takes around 25 minutes, was smooth.
At around 0720, Malita started its approach towards Ċirkewwa Terminal, Quay No. 2.
On the bridge, the master was sitting in his chair, located on starboard side of the
console, in charge of the controls and the manoeuvring of the vessel. Sitting next to
him on the port side was the chief mate. The chief mate was assisting the master with
the communications namely, relaying orders and commands to the crew members at
the mooring stations and standing-by at the closed deck cargo space ramp and the
passenger side ramp.
As Malita approached Quay No. 2 at 0722, the chief mate activated the opening of the
visor from the panel on the console. Once the visor was fully opened, she instructed
the bosun to partially open the closed deck cargo space ramp, as per normal
procedure. As the ferry got closer to the quay, the crew, who were stationed at their
mooring stations fore and aft, started their mooring operations. As per normal
procedures, the first heaving line to go ashore was that of the forward spring by the
crew forward. Once the heaving line was passed ashore, the forward spring followed
and was made fast. The same procedure took place aft. When the vessel was close
enough to the quay, the crew members positioned aft commenced their mooring
operation. They threw the heaving line ashore, passed over the aft spring and made it
fast. Also at this time, the side passenger ramp was slightly opened, ready for
lowering when the vessel was in position.
5

All times quoted and all entries in the vessel’s logbook and other documents are in local time, i.e.
GMT +1.
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Very quickly Malita was ‘in position’ and once this was confirmed by the master, the
chief mate instructed the bosun to continue with the lowering of the closed deck cargo
space ramp. Once the ramp was fully lowered, the bosun went on to remove the chain
which was hooked across the closed deck cargo space door, and the vehicles started
driving away. At this point in time, the chief mate requested and was granted
authorisation to leave the bridge and to go down to the closed deck cargo space.
In the meantime, the master had set the thrusters’ combinator with a slight pitch ahead
and pushing towards the quay in order to keep the vessel in position until such time
the crew report back to the bridge that the vessel was ‘all fast’; normally two springs
(forward & aft), one headline and one stern line. The setting of the combinators was
confirmed as being the normal practice until all the mooring lines are fast shore.
As soon as the chief mate left the bridge, the master had to take over the
communications with the crew. During this time, the master noticed problems with
his VHF radio hand set and that he had momentarily lost communications with the
crew. He hurried to replace the radio’s battery and it was at this time that he realised
that the vessel was going astern. In the meantime, the battery had been replaced and
the master could also receive warnings from the crew on his radio that the ship was
going astern.
The master immediately took action to bring the vessel back alongside and in position
by operating the thrusters, which were still on. At that time, just before the vessel
started moving astern, the crew forward had only managed to make fast the forward
spring and were in the process of putting the headline ashore, which was only made
tight after the vessel was manoeuvred back in position.
It was noticed that the vessel started going astern within moments from the time it was
declared that it was ‘in position’ because only three vehicles had managed to drive off
clear before the flaps on the closed deck cargo space ramp lifted up, making contact
with one light vehicle, which only had the driver inside6. When the drivers of the
other vehicles noticed the flaps going up and the ramp sliding back, they immediately

6

Once the vessel was back in position at around 0727, the slightly damaged light vehicle, was driven
off the ramp and the discharge of the vehicles and disembarkation of the passengers was resumed.
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stopped their vehicles and even tried to reverse back inside the closed deck cargo
space to clear the ramp and stay out of danger.
The bosun, who was stationed by the closed deck cargo space ramp, immediately
noticed what was going on and reported to the bridge. He also took immediate action
by operating the ramp and lift it up clear of the quay, until the vessel was manoeuvred
back into position.
In the meantime, once the vessel was declared ‘in position’, the chief mate also
instructed the crew member in charge of the passenger link-span / side ramp to
proceed with the lowering of the ramp. However, since the vessel started going astern
practically immediately after it was ‘in position’, the passenger ramp had not yet been
fully opened for the passengers to use it. Consequently, the passenger link-span was
damaged as the vessel went astern and also damaged slightly the Terminal equipment
(Figure 6).

Figure 6: Structural damages to the Terminal passenger link-span

No injuries were reported and there were only minor damages to the vehicle which
made contact with the ramp’s flaps.
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1.6.1

CCTV footage data

During the course of the safety investigation, GCCL provided access to the CCTV
footage, which captured the accident. The main events have been tabulated below
(Table 2).
Table 2: Events captured by the CCTV footage
Time7

7

Event

07.22.00

Malita approaching Ċirkewwa Quay No. 2, portside alongside

07.22.33

Fwd spring’s heaving line ashore

07.23.15

Fwd spring tight. Malita alongside

07.23.25

First attempt to send the heaving line ashore for the headline

07.24.00

Wake from the thruster visible – pushing the vessel alongside

07.24.05

Second attempt to send the heaving line ashore for the headline

07.24.20

Closed deck cargo space ramp and flaps down

07.24.25

The wake from the thrusters stopped and not visible anymore. Fwd spring
slacking. Malita coming off the quay

07.24.30

Passenger side-ramp lowered

07.24.30

Closed deck cargo space-ramp sliding astern

07.24.32

Closed deck cargo space chain removed and vehicles start disembarking

07.24.45

First signs of the flaps lifting clear off the quay

07.24.48

Flaps make contact with a light vehicle. Only three vehicles (one lorry and
two light cars drove off before the accident)

07.24.50

Third attempt successful heaving line for the headline ashore

07.24.55

Closed deck cargo space ramp drops off the quay

07.25.00

Wake from the thrusters visible again

07.25.15

Headline on the bollard ashore

07.26.30

Closed deck cargo space ramp lifted back up on the quay

07.26.50

Malita and closed deck cargo space ramp back in position

07.27.15

Car driven off the ramp

07.27.50

Resume disembarking vehicles from the closed deck cargo space

07.28.00

Stopped the disembarkation of the vehicles from the closed deck cargo
space to allow the passengers to disembark first from the closed deck cargo
space

07.28.40

Second headline on the bollard ashore

07.29.00

Second headline tight (presumably all fast)

The time in Table 2 was taken from the CCTV footage provided by GCCL. This time is not
necessarily reflecting the actual time of the accident.
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2

ANALYSIS

2.1

Purpose

The purpose of a marine safety investigation is to determine the circumstances and
safety factors of the accident as a basis for making recommendations, to prevent
further marine casualties or incidents from occurring in the future.

2.2

Schedule Adopted by GCCL

For a number of years, GCCL has adopted a schedule whereby in the morning, i.e.
between 0600 and 0730, trips are carried out at 30-minute intervals. In order to meet
this schedule, three trips are completed from Mġarr Harbour at 0600, 0630 and 0700,
and three trips from Ċirkewwa Terminal at 0630, 0700 and 0730. Passengers are
informed that the average trip takes around 25 minutes.
In actual fact, there are a number of factors which determine the length of the trip,
ranging from the prevailing weather conditions to the type and amount of vehicles
loaded (whether there are heavy vehicles and whether the hoistable-decks are used).
Since the cargo trips have stopped operating from Sa Maison, all the heavy vehicles
carrying cargo to Gozo now have to use the Ċirkewwa Terminal. This means that in
practice, maintaining the (tight) schedule is very challenging.
According to the master and crew members, these 30-minute interval trips are
challenging to achieve. During the course of the safety investigation, they explained
that they are always under extreme pressure to keep the scheduled times, in particular
when performing these morning trips.
There is no evidence that GCCL has ever carried out an internal audit (especially
since the cargo trips from Sa Maison had been discontinued) to objectively determine
the circumstances in which these 30-minute interval trips are carried out, taking into
consideration the weather conditions and the different types and numbers of vehicles
loaded.
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2.3

Procedural Adaptations

The crew members who started their shift on board Malita at 0430 on 17 June 2016,
were experienced, with many years of service. They had served on this particular
ferry and manned these trips many times over through all conditions of weather. Over
the years they have loaded, carried and unloaded thousands of passengers and
vehicles. The master, in particular, had come alongside Quay No. 2 at the Ċirkewwa
Terminal and made fast many times over without any incident.
Notwithstanding the above, it was evident for the safety investigation that over the
years, the crew members had to make adaptations to operational procedures. These
adopted procedures, which may be considered as trade-offs, were a necessity; but the
matter is addressed in more detail in sub-section 2.5.
2.3.1

Performance variability by the crew members in operational procedures

The operational procedures adapted by the crew of Malita were, mainly, the
following:
 As the ferry approaches the quay, the master requests the chief mate to open the
bow visor by operating the buttons on the bridge;
 Once the bow visor is fully opened and the ferry is manoeuvring alongside, the
master, through the chief mate, requests the bosun, who is stationed in the
closed deck cargo space next to the ramp controls, to partially open the closed
deck cargo space ramp;
 When the ferry is very close to the quay, the designated crew members
commence the mooring operations by throwing the heaving lines ashore and
make fast the springs - normally the first one is the forward spring;
 When the master has the ferry ‘in position’ and the crew members are making
fast the vessel fore and aft, he will again instruct the bosun through the chief
mate to proceed with the lowering of the ramp. A similar order is given to the
GP in charge of the passenger link-span to lower it;
 In the meantime, the master holds the vessel ‘in position’ by directing the two
thrusters towards the quay with minimal power on them;
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 It is understandable for the bosun, that the order to continue with the lowering
of the closed deck cargo space ramp means that the unloading of the vehicles
can immediately follow once the ramp is fully opened. The same understanding
is with the GP in charge of the passenger side link-span;
 On giving the last order to the bosun to continue with the lowering of the ramp,
the chief mate will then request the master’s authorisation to leave the bridge
and proceed to the closed deck cargo space; and
 The master, who by now is the only remaining crew member on the bridge, will
wait for the ‘all fast’ confirmation from the crew members before he switches
off the power to the two thrusters and prepares to change over the bridge control
to the other end.
A comparative analysis of the above procedures indicated that these did not reflect the
Company’s SMS procedures.
2.3.2

Actions by the master just before the accident

For the master, who was one of the seniors in the fleet, this trip was just like any
other. However, as already stated elsewhere, he confirmed that these 30-minute
interval trips have always been challenging to perform and to keep with the scheduled
times. Notwithstanding the (commercial) pressure imposed on the crew members
when performing these 30-minute interval trips, it seemed that the procedures
followed at this time, when coming alongside, mooring the vessel and disembark the
vehicles and passengers, were no different to the procedures that had been normally
followed on other trips.
As indicated above, the operational procedure implemented at this time meant that
while the vessel was kept ‘in position’ by directing the two thrusters towards the quay
with minimal power on them, the lowering and opening of the closed deck cargo
space ramp and side passenger link-span meant that passengers would disembark and
vehicles drive off the vessel at a time when the vessel was not yet moored. These
actions were not in compliance with the Company’s SMS and, in particular, with a
Fleet Letter, which had been issued in September 2012 by the Company’s DPA
[Annex A] following a similar accident.

14

Furthermore, according to the information provided, once the chief mate had left the
bridge, the master was on his own and was solely relying on his hand-held VHF for
communications with the crew members. However, it seemed that at the time, the
hand-held VHF was not operating satisfactorily because the radio batteries were not
keeping the charge and therefore were not reliable.
The spare battery was located on the right side of his chair and it was not excluded
that the master inadvertently touched the thrusters combinators (Figure 8) when he
turned round to reach for the spare battery.

Figure 8: Master operating the thrusters’ combinators

The above was collaborated with a thrusters’ power histogram, obtained from the
vessel during the course of the safety investigation. The histogram indicated a surge
of power on the thrusters at the time of the accident8 (Figure 9).

8

It is to be noted that this histogram only indicated the ‘power’ to the thrusters but not the ‘pitch’ and
the ‘direction’ of the thrusters.
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Figure 9: Thrusters’ histogram

2.3.3

Actions by the other crew members just before the accident

It was noted that one of the crew members stationed forward, made three attempts to
throw the heaving line ashore in order to pass the head rope. The fact that it took so
long to secure the head rope, meant that when the closed deck cargo space ramp was
completely lowered and the vehicles driven off the vessel, Malita still had no head
rope ashore. Hence, when the accident took place, which was within a few seconds
from when the discharge of the first vehicles had commenced, there was no head rope
to either prevent, or restricted the astern movement of the vessel.
In the meantime, the bosun just followed the master’s and chief mate’s instructions
and proceeded with the discharge of the vehicles as soon as the ramp was fully
lowered. In actual fact, this was the result of what is termed as mutual
misunderstanding, where although the bosun never received the authorisation to
commence the discharge of the vehicles, it was implicit within the applied operating
procedures that the lowering of the closed deck cargo space ramp meant that the
unloading of the vehicles (and disembarkation of passengers) could proceed.
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The evidence gathered by the MSIU suggested also that the bosun was very familiar
with the ramp controls (Figure 10) and had made the right decisions to control the
ramp after it fell off the quay and to restore it in position without further endangering
the vehicle which had made contact with the flaps.

Figure 10: Ramp control panel

2.4

Similar previous accident

On 24 August 2012, at 2238, Malita was berthing at Quay No. 2, at the port of Mġarr
Gozo, when a similar accident occurred. Malita, which at the time was carrying 126
passengers and 30 vehicles, started to unload the vehicles immediately after the bow
ramp was lowered. Suddenly, the vessel started going astern with the consequence
that the head rope parted and the bow ramp dropped off the shore link-span, damaging
three vehicles that happened to be on the ramp at the time.
The MSIU’s safety investigation9 explained how after the manoeuvre alongside, the
two thrusters in use were positioned in the direction of the quay to keep the vessel
alongside until she was completely fast alongside. However, within seconds, Malita
9

Vide MSIU Safety Investigation Report No. 14/2013.
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went astern under the thrusters’ power. The head rope parted and the bow ramp,
which had already been lowered, came off the shore link-span, and three vehicles
were damaged. The safety investigation had revealed that in all probability, the
thrusters were operated inadvertently and the off-loading of the vehicles from the
closed deck cargo space had started before the vessel was securely moored alongside.
As a result of the accident, the Company had carried out an internal audit and issued a
Fleet Letter in September 2012 [Annex A], highlighting, amongst other points, that
the master shall confirm that the vessel was in position and completely moored before
the order is given to lower the ramp on the quay.
It was immediately clear to the MSIU that there were similarities between these two
accidents. The MSIU had recommended that GCCL should carry out regular
inspections of key shipboard operations to get a clear understanding of the constraints
and (necessary) adaptations made by the crew members and address the matter
accordingly (14/2013_R1). Although the recommendation was accepted by GCCL,
the MSIU did not come across evidence which would have indicated that these
internal audits were actually being carried out.
It is therefore the opinion of the MSIU that the gap in the procedural requirements of
the Company and the actual work carried out by the crew members on board remains
without a clear understanding of the context complexity in which this happens.

2.5

Efficiency-to-Thoroughness Trade Offs

As for a number of safety investigations conducted by the MSIU, one could detect a
situation where crew members have found themselves in situations, which would have
necessitated them to choose between being efficient and thorough. This occurrence
was no different and past safety investigations have also revealed the extent of time
pressure (efficiency) which crew members have had to manage in order to ensure, as
much as possible, that the vessel’s arrival and departure schedules are adhered to.
Rather than contravening Company procedures (because discharge of the vehicles had
been initiated before the vessel was safely moored alongside), the MSIU’s analysis
focussed more on why was it that there were gaps between the procedural
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requirements as prescribed in the Company’s SMS and the work which was actually
carried out.
Careful reading of the evidence with this mind frame indicated adaptations which
crew members had to carry out in order to balance out a safe mooring operation and
the demands of the passengers. Crew members had to attend to conflicting goals.
This was also identified in the previous accident mentioned in sub-section 2.4 of this
safety investigation report. At that time, the recommendation was strongly suggesting
against an attempt to control crew members’ behaviour and actions by imposing more
procedures. Rather, what was being recommended was that the Company understands
why its procedures within the SMS were not being followed to the word.
This was so because as much as procedures were perfectly correct, it could very well
be that they were ill-matched with the context and the complexity which was being
experienced on board. Unless, this potential issue is researched by the Company,
there is little chance to quantify the extent of the effect.
The MSIU believes that the Company is best placed to analyse this gap – it can
understand the context, the culture and can carry out non-participant observations of
the crew members and how they work in order to qualify these adaptations which, the
MSIU believes, are necessary to be carried out. This is being suggested because it is
the belief of the MSIU that as much as the choices made by the crew members are
explicit, they are influenced by the circumstances as imposed by a dynamic context.
The MSIU believes that the context in which the crew members on the ferry work,
creates ‘double-binds’. Double-binds manifest themselves in companies which have a
‘safety first’ policy but then commercial pressure will (implicitly and explicitly) take
precedence. More often than not, double-binds lead to prioritising dilemmas, where
crew members know that as long as they meet the (tight) exigencies of the schedules,
then there will be no repercussions; especially this Company which has been in the
local news on a number of occasions even for trivial matters, including occasions
when the schedule had not been met even for purely technical reasons.
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2.6

Fatigue

At the time of the accident, Malita was manned by a qualified and certified crew
compliment, in accordance with the Minimum Safe Manning Certificate issued to the
vessel.
It was evident to the MSIU that the summer schedule is a very demanding one
because of the expected (and actual) increase in the number of passengers and
vehicles crossing during the summer months; even more, it was normal that extra trips
(i.e. in addition to the scheduled voyages) had to be carried out during the day. This,
inevitably, puts significant pressure on GCCL’s management to man the three vessels.
Determining whether fatigue played a role in the way the accident events developed is
not straight forward and the MSIU did not have clear evidence that suggested fatigue
was indeed a contributing factor. However, the hours of work were demanding and
worth referring to in this safety investigation report.
On the day of the accident, the crew members, including the master, reported on board
Malita at 0430. Almost all of them were on duty during the previous day. The MSIU
did not come across records of hours of rest and sleep since all crew members would
disembark and return to their respective homes after their duty / shift is terminated.
Therefore, it could very well be that crew members did have enough time to get
quality rest and sleep. However, one of the crew members had finished work at 2100.
This meant that by the time this crew member returned home and got up again the
next day to report on Malita at 0430, he did not get more than 7.5 hours of rest. It
remained unclear to the safety investigation as to what percentage of these 7.5 hours
was actually quality sleep.
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THE FOLLOWING CONCLUSIONS AND
RECOMMENDATIONS SHALL IN NO CASE CREATE
A PRESUMPTION OF BLAME OR LIABILITY.
NEITHER ARE THEY BINDING NOR LISTED IN ANY
ORDER OF PRIORITY.
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3

CONCLUSIONS

Findings and safety factors are not listed in any order of priority.
3.1
.1

Immediate Safety Factor
The MSIU did not exclude the possibility that the thrusters combinator was
inadvertently operated, generating thrust and causing the vessel to shift at its
berth.

3.2
.1

Latent Conditions and other Safety Factors
Crew members are always under extreme pressure to keep the scheduled times
when performing the 30-minute interval trips;

.2

There is no evidence that GCCL has ever carried out an internal audit
(especially since the cargo trips from Sa Maison had been discontinued) to
objectively determine the circumstances in which the 30-minute interval trips
are affected;

.3

Over the years, the crew members had to make adaptations to operational
procedures;

.4

Actions were not in compliance with the Company’s SMS and, in particular,
with a Fleet Letter which had been issued in September 2012 by the
Company’s DPA following a similar accident;

.5

The closed deck cargo space ramp was completely lowered and the vehicles
driven off the vessel at a time when Malita still had no head rope ashore either
to prevent, or restricted the astern movement of the vessel;

.6

The situation was of a mutual misunderstanding, where although the bosun
never received the authorisation to commence the discharge of the vehicles, it
was implicit within the applied operating procedures that the lowering of the
closed deck cargo space ramp meant that the unloading of the vehicles (and
disembarkation of passengers) could proceed;

.7

The crew members have found themselves in situations, which would have
necessitated them to choose between being efficient and thorough;
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.8

Evidence indicated adaptations which crew members had to carry out in order
to balance out a safe mooring operation and the demands of the passengers;

.9

The context in which the crew members on the ferry work in, creates ‘doublebinds’.

3.3

Other Findings

.1

The bosun had made the right decisions to control the ramp after it fell off the
quay and to restore it in position without further endangering the vehicle
which had made contact with the flaps;

.2

The MSIU did not have clear evidence which suggested that fatigue was
indeed a contributing factor, although this was not excluded.
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4

RECOMMENDATIONS

In view of the conclusions reached and taking into consideration the safety actions
taken during the course of the safety investigation,

Gozo Channel Co. Ltd. is recommended to:
13/2017_R1

Carry out regular inspections of key shipboard operations to get a clear

understanding of the constraints and (necessary) adaptations made by the crew
members and address the matter accordingly.
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ANNEXES
Annex A

Fleet Letter
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