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The investigation of the serious incident of running aground of the vessel 

"Norman" was conducted on the basis of the Act of 31 August 2012 on the State 

Commission for the Investigation of Marine Accidents (i.e. Journal of Laws of 2019, 

item 1374) as well as norms, standards and recommended procedures agreed within 

the International Maritime Organisation (IMO) and binding the Republic of Poland. 

 

The objective of the investigation of a marine casualty or incident under the 

above-mentioned Act is to ascertain its causes and circumstances to prevent future 

casualties and incidents and improve the state of marine safety. 

 

The State Marine Accident Investigation Commission does not determine 

liability nor apportion blame to persons involved in the marine casualty or incident. 

 

This report shall be inadmissible in any judicial or other proceedings whose 

purpose is to attribute blame or liability for the accident referred to in the report (Art. 

40.2 of the State Marine Accident Investigation Commission Act). 
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The report may be used in any format or medium, free of charge (excluding the SMAIC logo), 

for research, educational or public information purposes. The report should be used accurately 

and in a non-misleading context. In the event of use, the title of the source publication and 

information on copyright should be provided. If a report indicates a different source or author 

of copyrighted material, permission must be obtained from the copyright holders before using 

the report. 
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1. Facts 

      On 29 June 2020, at 21:20 LT1, the vessel Norman received the pilot in the anchorage of 

Świnoujście and continued along the waterway to Szczecin, to the quay “Nabrzeże 

Węgierskie”. At first the captain steered, and from Świnoujście through the Szczecin Lagoon 

the pilot steered, first in manual mode, and from Karsibór ferry crossing on the straight section 

of the fairway in automatic mode with minor course corrections. At Mańków Bend, before the 

pair of buoys No. 21/22, at about 00:05, the pilot started to change the vessel's course from 142° 

to 168° at the vessel's speed of 10.5 knots. During the right turn, the pilot mistakenly activated 

the emergency steering "override" instead of activating the second rudder pump, which was his 

intention. By doing so he locked the rudder in the 20° to port position and at the same time 

prevented switching to manual steering mode. The vessel began to turn to port with a fixed 

rudder deflection of 20° to port. Before the captain realised what had happened and reacted by 

reducing the vessel's speed and properly activating the second rudder pump and manual 

steering, the vessel, making a half-circulation to the left, ran aground between pairs of buoys 

No. 21/22 and No. 23/24. After more than 6 hours the vessel was pulled out of the shoal and, 

assisted by tugboats, reached quay “Nabrzeże Wegierskie” in Szczecin. 

                                                 
1 Times throughout the report are given as local time, LT-local time 
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Figure 1.  The Świnoujście-Szczecin fairway with the position of the running aground of the 

vessel "Norman". (excerpt from chart BA 2678) 
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2. General information 

 
Photo 1. Vessel Norman 

2.1. Vessel particulars 

Vessel name:  Norman 

Flag:  Portuguese 

Owner: NMR Maritime, Unipessoal Lda 

Shipowner: Alpha Shipping Company SIA 

Operator: Alpha Shipping Company SIA 

Classification society: RINA S.p.A. 

Type of vessel:  general cargo vessel 

Call sign: CQAU5 

IMO identification number: 9361342 

Gross tonnage (GT): 2999 

Year of construction: 2007 

Machine power: 2640 kW 

Overall length: 89.78 m 

Width: 14.00 m 
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Draught:  bow / 5.10 m, stern / 5.80 m 

Hull material:  steel 

Minimum manning: 7 

Type of VDR recorder (S-VDR):  none 

2.2. Voyage information of the vessel  

Ports of call during the voyage: Saint Petersburg, Russia 

Port of destination: Szczecin, Poland 

Type of sailing:  international 

Information about cargo (quantity, type): 3359,8 t aluminium elements 

Crew information (number, nationality): 8 (1 Latvian, 5 Ukrainians, 2 Russians) 

Passenger information (number, nationality):  none 

2.3. Marine casualty information 

Type of accident:  Serious marine casualty 

Date and time of incident: 30.06.2020 00:11  

Geographical position at time of casualty:  φ=53°37,5'N λ=014°35,0'E 

Geographical region of the incident: Świnoujście-Szczecin fairway 

Water body character:  Internal waters 

Weather during the event:  wind SW 3-4° B, sea state 0, visibility good 

Operational condition of the vessel during the incident: loaded vessel 

Consequences of the accident:  no damage 

2.4. Information on shore-based entities involved and rescue operations 

Involved entities:  Szczecin Harbour Master's Office, Fairplay Towage,   

  Shipping Services Company   

Means used:  Two tugboats, Fairplay VI and Hermes 

Speed of response, emergency services actions: after approx. 5 hours two tugboats arrived 

                                                                            to retrieve the vessel from the shoal 

Action taken:  operation to pull the vessel from the shoal 

Results achieved:  the vessel gained buoyancy and continued 

  journey (entry into port) 
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3. Description of the accident circumstances  

      On 29 June 2020 at 21:20 the vessel Norman was manned by the pilot on approach to the 

Port of Świnoujście and proceeded to the Port of Szczecin to the quay “Nabrzeże Węgierskie” 

. On the bridge, the pilot was instructed by the captain on the layout of the navigation 

equipment, propulsion control and how to use the rudder in manual and automatic mode, as 

well as how to switch from one mode of control to another. In addition, the pilot read and signed 

the "Pilot arrangement / cooperation -SM 004" checklist. Initially, the captain steered by 

operating the rudder control handle in automatic mode, and after a few minutes the pilot started 

to operate the rudder in the same mode. The captain sat in the chair having a view in front of 

the bow of the vessel and at the same time on the integrated control panel of the vessel. Only 

the captain and the pilot were on the bridge at this time.  

 

Photo 2. Bridge of the Norman 

 

Just before the breakwater heads in Świnoujście, the pilot switched the mode to manual steering  

and then steered the vessel along the fairway through Świnoujście harbour  

at a speed of 8 knots and with two rudder pumps on. After passing the Karsibór ferry crossing 

on the straight section of the canal “Kanał Piastowski”, the captain switched to automatic 

steering and one rudder pump. Since leaving the Kanał Piastowski the steering was done in the 
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automatic mode (on autopilot), where the pilot only corrected the vessel's course on the straight 

section of the fairway in the Szczecin Lagoon, with the vessel's manoeuvring speed “full ahead" 

of about 10.9 knots, sailing on the course of 142°. Before 23:00 (00:00 vessel's time) the 3rd 

officer came on the bridge to take over the watch, and the captain remained on the bridge. The 

3rd officer's role was limited to observation and working on the bridge computer. The vessel at 

11:00 pm was at position φ = 53°46.9'N  λ = 014°22.5'E. At about 12:05 am on the approach to 

the pair of buoys No. 21/22 (Mańków bend), at the vessel's speed of 10.5 knots, the pilot began 

a gradual change of course to the right, from 142° to the target 168° using the rudder stick in 

the automatic mode2.  

 

Figure 2.  The vessel's track before running aground and the phases of the vessel's turning 

                           after the bow contact with the shoal. (excerpt from chart BA 2678) 

 

 

 

                                                 
2 The consecutive phases of the Norman's movement from about 5 minutes before running aground to running 

aground are presented in the following photos no. 3.1 - 3.10 from the ECDIS chart recording together with the 

description of the actions on the bridge and the vessel's behaviour on the fairway. 
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Fig.3.1 - a slight turn of the vessel to the right can be seen before the bend in the fairway. 

Here the set course changes on autopilot were minor. 

 

 

Figure 3.1. 00:04:53 (22:04:53 UTC)3   

                                                 
3 Explanation of the vessel's motion parameters shown in the upper frame of the ECDIS chart (taken from SAM 

Electronics' ECDIS manual for the Chartpilot 1100S model). 

HDG – Heading – current compass heading. The HDG value is received by ECDIS from a connected heading 

sensor, here a gyrocompass.  

ROT - Rate of Turn - angular rate of turn in degrees/min. Some vessels have a rate of turn indicator installed, and 

it can also be calculated by the system (based on the course changes - HDG). When making a very fast turn, there 

is a large discrepancy between the HDG and Course 

Speed - speed over the bottom counted on the way over the bottom with the information that it is counted by 

DGPS.  
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Figure 3.2. 00:05:21 LT 

 

Figure 3.2 - shows a greater change of course to the right and the vessel's position closer to the 

left edge of the fairway. There is an increase in the right hand turn angular velocity to 25.1°/min  

                                                 
Course - In this ECDIS model (SAM Electronics - Chartpilot 1100) the "Course" information in the automatic 

control mode "Trackpilot" is the target direction when changing the course, shown on the ECDIS chart at any time, 

defined by the electronic HDG course, ROT turn angle speed and the vessel's turning radius, also shown 

graphically on the chart.  The vessel's predicted track (with preset ranges up to 1.5 NM) shows where and in what 

position the own vessel will be after a preset time, assuming the current speed and rate of turn (ROT) remain 

constant. 
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Figure 3.3. 00:05:33 LT 

 

Fig.3.3 - the right turn acceleration was countered with the rudder in automatic mode to 

1.3°/min after reaching the set course of 150°. 
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Figure 3.4. 00:05:44 LT 

 

Fig.3.4 - a course reduction to approximately 147° can be seen here as a “yawing" effect after 

the rudder was countersteered past the set course of 150° on the autopilot and further course fix 

to the set value. 
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Figure 3.5. 00:05:54 LT 

 

Fig.3.5 - the vessel is on a stabilised course of approximately 150° at the beginning of the 

Mańków bend. 
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Figure 3.6. 00:06:14 LT 

Fig.3.6 - after the next, bigger change of course setting on autopilot to the right to the target 

course 168° there is a rapid course change with angular acceleration of 57.2°/min and shortly 

after that the pilot decided to switch on the second rudder pump for faster rudder response and 

additionally to change the rudder mode to manual (FU - follow-up). In an attempt to engage the 

second rudder pump, the pilot mistakenly used the "OVERRIDE"4 emergency steering switch 

and then switched to FU manual steering mode, which was ineffective in this situation. With 

                                                 
4 Above the switch to OVERRIDE mode is the "OVER-RIDE PUMP 2" indicator light on the starboard side which 

may have been the cause of the pilot's mistake that it was the pump 2 switch. (photo 5) 
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the "OVERRIDE" switch on by mistake, the rudder remained locked in a fixed position of 20° 

to port, resulting in an uncontrolled left turn of the vessel5. 

 

Figure 3.7. 00:06:22 LT 

 

Fig.3.7 - here, as a result of counteracting a fast turn to the right initially by swinging the rudder 

to the left in automatic mode and then by locking the rudder at 20° to the left by mistakenly 

activating the "override" mode, the turn to the right was stopped and an uncontrolled turn to the 

left started (as seen in the next figure). 

                                                 
5 The immobilization of the rudder at an inclination of about 20° to the port side could have been the result of 

momentary countersteering in the automatic mode of the vessel's rotation to the right and locking the rudder in 

such a position by the pilot mistakenly activating the "override" function - emergency mode, instead of activating 

the second rudder pump. 
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Figure 3.8. 00:06:34 LT 

 

Fig.3.8 - vessel accelerates its left turn to an angular rate of 46.3°/min  

Here, the pilot noticed that by swinging the rudder control to the right in manual mode, the 

rudder did not change its position and still remained in the 20° to port position and the vessel 

was still turning left.  The captain, concerned about the vessel's lack of response to the rudder, 

went closer to the control panel, and after the pilot shouted "the rudder is not responding!" he 

started to check what could be the cause of the rudder failure and pressed many buttons, which 

was difficult to recognise and assess at night, even more so in an emergency and stressful 

situation. It took several seconds before the captain realised what had happened, during which 

the vessel started to turn faster, circling to the left.  
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Figure 3.9. 00:07:02 LT 

 

Fig.3.9 - The vessel is already turning very fast to the left with an angular velocity of 

126.8°/min. The vessel's speed over the bottom is decreasing as a result of the hull resistance 

while making uncontrolled circulation. 

It was around this time that the captain noticed that there had been a mistake by the pilot in 

switching the rudder: instead of switching on the second rudder pump, the pilot switched on the 

emergency steering mode - "override" still with the rudder running on one pump. The captain 

immediately reduced the speed of the propeller to "very slowly ahead" and then to "stop", as 

well as switched off the emergency steering and switched on the second rudder pump to prevent 
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turning to the left and return to the correct course in manual mode. This action was too late, 

however, and the vessel was already off the fairway and was about to run aground. 

 

 

Figure 3.10. 00:10:22 LT 

 

At 00:09, on a course of approximately 010°, the vessel ran aground on the eastern side of the 

fairway between pairs of buoys No. 21/22 and No. 23/24 and finally at 00:11 hrs, having turned 

to a course of 343°, remained aground at a position φ = 53°37.5'N λ = 014°35.1'E. 

In Fig. 3.10 - the situation after the vessel ran aground. Further changes of the vessel's speed 

up to the stop and reduction of the left turn angular speed were the result of the bow part of the 

vessel resting on the bottom. 

Immediately after running aground, the captain began to make attempts to get off the shoal by 

working the propeller backwards and also by alternately shifting the rudder from port to 
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starboard and vice versa with the propeller working forward and then working the propeller 

backwards. The rudder and propeller remained free to move after the vessel ran aground. The 

pilot reported the accident of the vessel running aground to VTS on the VHF and the captain 

called the shipowner. The able seaman, awakened, ordered a sounding of the tanks. No surge 

of water was found in the tanks.  

Tugs were engaged to pull the Norman vessel off the shoal: Fairplay VI  

and Hermes, which arrived approximately 5 hours after the vessel ran aground. The Fairplay 

VI, being the stronger tug, directly pulled the vessel off the shoal and the Hermes assisted. The 

vessel regained buoyancy at approximately 06:58. The m/v Norman arrived at the Hungarian 

Quay in Szczecin using her own propulsion, assisted by both tugs, and without a tow.  The able 

seaman steered all the way. The underwater part of the hull was inspected at the quay by a 

diving company hired by the classification society RINA, which confirmed that the hull, 

propeller and rudder were not damaged. 

 

Photo 3. Norman being pulled off the shoal by the tug Fairplay VI 
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4. Analysis and observations of factors contributing to the marine casualty, taking into 

account the results of examinations and expert opinions. 

     The Commission considered that the decisive influence on the occurrence of the shoaling 

accident of the vessel Norman were human factors: the operation of the rudder by the pilot and 

errors in the organization of the management of the navigational watch by the captain.  

4.1. Mechanical factors 

     The vessel's propulsion and steering systems and navigational and communication 

equipment were functional and did not contribute to the accident. 

4.2. Human factors (errors and omissions) 

 Captain's transfer of full initiative to the pilot as regards steering the vessel and operating the 

switches on the console with minimum control of the pilot's actions is a decisive factor in the 

occurrence of the accident. The Commission's view on this issue is presented in point 5, 

description of the results of the investigation (in the conclusions). 

Night conditions, problems with turning, high speed of the vessel and short time for reaction 

had a significant influence on the fact that the pilot mistook the switches of important functions. 

Instead of activating the auxiliary rudder pump, the pilot activated the emergency control mode 

"OVERRIDE" without realising it. This caused the rudder position to be locked in one position 

(about 20° to port) and the vessel to turn to the left, resulting in running aground. Photos 4-7 

show the buttons that were in use by the pilot while navigating the fairway, including before 

the shoaling incident itself. 
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Photo 4. The entire rudder control panel 
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Photo 5. The switch module for the emergency steering "OVERRIDE" 

 

Mistakenly switching the black knob to the emergency mode "OVERRIDE" (Fig. 5) instead 

of switching on the second rudder pump (Fig. 6) could be due to the poor visibility of the 

"OVERRIDE" inscription at night and only the illuminated "PORT" and "STB" buttons which 

could have been mistakenly taken for indicators for rudder pumps 1 and 2. 

emergency steering switch 
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Manual override switch "In command FU" (follow up) (Fig.7) was used after the earlier, 

mistakenly switched to the emergency steering mode and thus the manual control did not 

translate into adequate deflection of the rudder locked in one position, 20° to the left. 

 

 

Photo 6. The module for switching on and controlling the operation of the rudder pumps 

 

 2nd rudder pump switch 
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Photo 7. Switch module for automatic and manual steering (FU_follow-up) 

4.3. Organisational factors 

The organisational factor that contributed to the accident was the captain's failure to manage 

the navigational watch while sailing with the pilot. The captain accepted the fact that the pilot 

was operating the steering gear and steering the vessel for almost the entire part of the route 

manual steering switch 

FU – follow-up 
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until the vessel ran aground. The provisions of the Maritime Code Act6 specify that the pilotage 

service consists of providing the captain with information and advice in guiding the vessel due 

to the navigational conditions of the waters in which the service is provided. The steering of the 

vessel is the responsibility of the crew and the role of the pilot is to advise the captain and give 

commands on the rudder and machine telegraph based on knowledge of the body of water and 

information read from the radar, electronic chart, echo sounder and other equipment on the 

bridge.  

4.4. The influence of external factors, including those relating to the marine 

environment, on the occurrence of the marine casualty. 

Weather conditions and visibility did not influence the occurrence of the accident. 

The prevailing darkness on the bridge at night affected the pilot's recognition of the position of 

the instruments on the bridge and thus the use of the wrong switch when switching on the 

second rudder pump, although all the switches were illuminated. 

5. Description of the results of the survey, including safety issues and conclusions  

     The Commission concluded that the factors that were the direct cause of the Norman vessel 

running aground were: 

 -The late attempt to switch the steering mode from automatic to manual, only when changing 

course to the right and creating a hazard in the execution of the planned manoeuvre. 

- The pilot's switching of the rudder modes and activation of the rudder pumps, which during a 

sudden action on a turn, night time, lack of intuitive understanding of the layout of the buttons 

on the console and nervousness in a threatening situation, resulted in an error of activation of 

the emergency steering. 

The Commission has repeatedly encountered opinions that steering the vessel by the pilot rather 

than by a member of the vessel's crew is a better solution because it omits an additional link in 

the process of transmitting orders, and the pilot himself, having many years of experience as an 

officer and pilot, is well acquainted with most types of steering gear and knows how to operate 

them.  The Commission does not agree with this argument. 

 Having analysed the accident under investigation and the accidents mentioned below, the 

Commission sees a repetition of the causes of accidents in these incidents. In each of the 

                                                 
6 "Act of 18 September 2001. Maritime Code (Journal of Laws of 2001 No. 138 item 1545 as amended)" 
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accidents investigated, there was an instance of the pilot operating additional devices and 

switches while steering the vessels, either inconsistently with their purpose or by mistake. This 

occurs when the pilot operates such switches without the cooperation of the crew, often at night, 

without being fully familiar with their characteristics and limitations and not being able to 

familiarise themselves with the characteristics of such devices shortly after boarding the vessel.  

Despite "Warnings of Possible Danger (Early Alert)"7 previously sent to the Director of 

Maritime Authority, the contents of which were also familiar to the pilot station in Szczecin 

and Świnoujście, the practice of personal steering of the vessel by the pilot and operation of 

equipment other than the rudder itself still occurs. The Commission mentions in this document 

accidents that occurred during personal steering of the vessel by the pilot and operation of 

switches on the steering panel: 

1. M/v Kamelia - Hitting a scarp at the height of Font Quay and subsequent impact with 

Cement Quay (23.08.2017). 

2. M/v BBC Bangkok - Running aground after passing buoy 15-16, area IVBT 

(26.12.2017). 

3. M/v Astrosprinter - Running aground off Mielino Island (02.03.2018). 

and subsequent accident: Charlock dredger - Collision with the research vessel Mira A standing 

at anchor (01.08.2019), where also the pilot personally steered the Charlock dredger. 

The main conclusion of the accident investigation is that the accident situation was created not 

so much by the practice of the pilot personally steering the vessel, but by the pilot switching 

equipment and operating modes on the console. 

6. Safety recommendations 

The State Marine Accident Investigation Board considered it reasonable to address safety 

recommendations, which are suggestions for actions that may help to prevent a similar accident 

in the future, to the following parties. 

6.1.  Shipowner  

The Commission recommends that the owner of the Norman send the contents of this report to 

his fleet as an example of poor navigational watch management when sailing with a pilot. 

                                                 
7 https://pkbwm.gov.pl/alert/  - Accidents caused by pilot steering of vessels on the Szczecin - Świnoujście 

fairway. 

https://pkbwm.gov.pl/alert/
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Above all, the presented report can be one of the topics to be discussed at the Safety Meeting. 

An issue that should be particularly thoroughly discussed at the Safety Meeting is the 

unauthorized transfer of control of the vessel to the pilot and the switching of equipment by the 

pilot instead of a crew member who should be controlling the vessel's behaviour and the 

operation of the equipment. The number of crew on watch should be such that they are capable 

of controlling and controlling the operation of the equipment.  

6.2. Szczecin-Świnoujście Harbour Pilot Station 

The Commission recommends that the pilot station holds a meeting with all pilots to discuss 

the issue of safety while piloting vessels, threatened by the risk of accidents by not continuing 

attempts to use equipment on the bridge that is not related to the pilotage service in accordance 

with the regulations. 

Such practices in the work of pilots have been demonstrated by the Commission when 

investigating this accident and the cited previous accidents in section 5 of the report. 
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