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Dear Sir/Madam

Coroner's Inquest: Sergey KULlK

The Christchurch Coroner, Mr Richard McElrea, has recently completed and
filed inquest findings pertaining to the death of the above named.

As part of his findings Mr Richard McElrea has made recommendations and
has directed that these be forwarded to you for your consideration.
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The Chief Executive
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FINDING OF CORONER UNDER COR NE~ACre~9B8Jnil
Wellington

Reg 9

I, Richard Gerald McElrea, Coroner at Christchurch, hereby certify that at an inquest heard on 19
December 200?

at the Coroner's Court, District Court, Durham Street, Christchurch

and completed on 9 October 2008 having enquired into the time, place, causes and circumstances 01

how Sergey Kulik, late of 2, Voditelskaya str, 2ft, Gornorechensk, Primorskiy, Reg, Russia, 692900,
Seaman

died, I found:

Sergey Kulik a Russian National, Seaman, died on 21 May 2006 on the container ship Yuriy Ostrovskiy

as it departed Cashin Quay, Lyttelton, Christchurch, New Zealand, the cause of death being torso

transection and upper body compression asphyxia resulting from tension entrapment in a constrained

space when he has accidentally become entangled in a mooring line that has snagged with the wharl

when the vessel was leaving the wharf under its own power, causing him to be pulled through one 01

the ship's mooring bitts, resulting in injuries that were immediately fatal.

and pursuant to section 15(1)(b) of the Coroners Act 1988 I make the following recommendations or

comments (if any):

Pilot communication with non-English-speaking captain

[49J I recommend that Maritime New Zealand:

• take steps to promote the amendment of the Maritime Rules to provide specific standards for pilot

briefings of non-English speaking captains;

• to consider, and if thought appropriate, to promote that such Rules provide for the use of an

interpreter in some circumstances to ensure a captain fully understands pre-sailing

briefings/passage plans and the pilot's communications at all times;

• forward a copy of these Findings to the Russian Ministry of Transport, with a recommendation that

it promulgate a safety bulletin reminding masters and officers of the need to communicate in the

internationally accepted language of English, whilst in pilotage waters.

[50J I recommend that the New Zealand Maritime Pilots' Association forward these Findings to its

members to enhance awareness of safety issues with particular reference to briefing of non-English

speaking captains and under-wharf snagging hazards.



Under-wharf snagging hazards

[54J I recommend that MNZ in conjunction with DoL continue to take steps to promote to New Zealand

port operators the desirability of including wharf/berth specific (snagging) hazards in the respective

hazard management systems for each port and monitor port operators' responses.

DISTRIBUTION OF FINDINGS WITH REGARD TO RECOMMENDATIONS

[55] The Ministry of Justice, Wellington, is to forward a copy of these Findings to:

New Zealand Maritime Pilots' Association

Secretary Treasurer

Captain W J Corbett

19 Moana Road

Plimmerton

Porirua 5026

For consideration and distribution to its members with respect to the recommendation in paragraph 50.

The Chief Executive

Lyttelton Port Company

Private Bag 501

Lyttelton

Christchurch 8841

The Chief Executive

Centre Port Wellington limited

Harbour Quays

PO Box 794

Wellington 6140

The Chief Executive

Northland Port Corporation (NZ) Ltd

PO Box 848

Whangarei 0140

The Chief Executive

Port Marlborough New Zealand limited



PO Box 111

Picton 7250

The Chief Executive

Port Nelson Limited

PO Box 844

Nelson

The Chief Executive

Port of Napier

PO Box 947

Napier

The Chief Executive

Port of Tauranga Limite(

Private Bag 12504

Tauranga Mail Centre

Tauranga 3143

The Chief Executive

Port Taranaki Limited

PO Box 348

New Plymouth 4340

The Chief Executive

Port Otago Limited

PO Box 8

Port Chalmers 9023

The Chief Executive

PrimePort Timaru

Maritime House

1 Marine Parade

Timaru 7940

The Chief Executive



South Port NZ

PO Box 1

Bluff 9842

For noting with respect to the recommendation in paragraph 54.

Maritime New Zealand

PO Box 27006

Wellington

For information and with respect to recommendations in paragraph 49 and 54.

Department of Labour
PO Box 3705

Wellington

For information and with respect to recommendation in paragraph 54.

'stchurch this 9th day of October 2008.

le

Coroner

Refer Findings attached.

NOTE: This form, together with the depositions, the prohibitions on publication and, where applicable,

a certificate of registration of death, must be forwarded to the Chief Executive of the Ministry of Justice

by the Coroner completing the inquest.



IN THE CORONER'S COURT

HELD AT CHRISTCHURCH

Before:

Date of Findings:

IN THE MATTER of the Coroners Act 1988

AND

IN THE MATTER of an Inquest into the

death of Sergey Kulik

Coroner Richard McElrea.

9 October 2008

FINDINGS OF CORONER
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Introduction

[1] Sergey Kulik a 47 year old Russian-born seaman, died on board the container ship Yuriy

Ostrovskiy on 21 May 2006 as the ship was departing Cashin Quay wharf at the Port of

Lyttelton in the South Island of New Zealand. He suffered injuries that were immediately fatal

when he became entrapped in a mooring line and was pulled through one of the ship's

mooring bitts around which the mooring line had been made fast.

[2] A post-mortem mortem examination carried out by Dr Martin Sage, Forensic Pathologist,

confirmed that death was due to torso transection and upper body compression asphyxia

resulting from tension entrapment in a constrained space by a moving hawser. A toxicology

analysis showed the absence of alcohol in blood and urine.

[3] Before the inquest hearing, Mr Kulik's family wrote asking why he was inside the rope, who

was responsible for hitching the rope to the berth, and as the captain has the responsibility

for the sailors and actions on board, why had the boat not been arrested.

[4] The inquest hearing held on 19 December 2007 heard evidence from Detective Michael Ford,

Mr David Billington Maritime, New Zealand (MNZ), Mr John Rendle, Harbour pilot, Lyttelton

Port Company (LPC), andMr Jim Nieman, Department of Labour (DoL). At the hearing, LPC

through counsel, Mr Gallaway, undertook to send a report as recommended by DoL

concerning identification of berth specific hazards related to the snagging of mooring lines

and remedial work to the fender system at the wharf. I have since received this report.

[5] The ship had a port of registry of Vladivostok, and a flag state of Cyprus. It was a stee

constructed vessel built in 1994, with a length of 150 metres, gross tonnage of 9,530 and ne

tonnage of 5,088. The registered owner was Fentil Shipping Co Limited and the shir

operator/manager was Far East Shipping Co Limited. It had a bow thruster tunnel extendin~

to both sides of the hull, with a single propeller in the tunnel.

[6] This was the captain's first assignment to the Yurij Ostrovskiy although he had captainec

other ships for this company. He had been on the ship since 28 March 2006.



Investigations

[7] The Police and MNZ investigated the fatality. Police interviewed the ship's captain, Gennady

Ivashchenko on 22 May 2006, commencing at 0800 hours and obtained a brief statement

through an interpreter. They also interviewed other witnesses. The Police concluded that

there was no criminal liability in relation to the death.

[8] A MNZ safety inspector spoke with the captain at mid-morning on 22 May. The inspector

recalled that the captain appeared upset and shaken. The captain acknowledged the pilot

had told him that there were lines in the water. The captain used the thrusters knowing that

the lines were dragging in the water because the bow of the ship was being pushed by the

wind towards the quay. He was using the thrusters to clear the bow from the quay, therefore

avoiding damage to the quay or the ship.

[9] The inspector said as far as he was aware, there was nothing written saying that the ropes

must be clear of the water before applying thrusters. The inspector continues: "but it is good

[prudent] seamanship to do so however if the ship is being blown or pushed towards the

wharf you have to do it because it can take a long time to get lines aboard".1 I interpret the

inspector's statement as a justification in some circumstances for using the bow thruster

before all lines are on board.

[10] MNZ concluded the ship's captain "showed a complete disregard to the basic tenets of good

seamanship with respect to the unmooring of his vessel on this occasion". He did not emplo}

effective bridge resource management and he did not act accordingly after being challengec

by the pilot. He operated the main engine or bow thruster before all mooring ropes had beer

sighted and reported clear of the water and all obstructions. MNZ also concluded tha'

communications on the bridge were in a language the pilot was unable to understand

Because of this, the pilot made assumptions that the departure was in accordance with the

ordinary practice of [seamen]. Mr Billington explained why he thought the pilot's assumptiom

were reasonable.

[11] MNZ also pointed to a momentary lapse in concentration, by the deceased, resulting in hi~

standing in a bight of rope.

1 Statement ofThejs Pedersen, 18 August 2006, exhibit 15


