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KISH P & I LOSS PREVENTION CIRCULAR KPI-LP-109-2013 
(Safety Leadership; Incident & Conscience) 

 
►The incident: 
Two men, one aged just 17 and both 
untrained in enclosed space entry, had 
been tasked to carry out cleaning and 
welding work prior to repair work going 
forward in a small vessel’s fuel tank. 
The tank, 4.5m long and 2.25m deep, 
was accessed through a small manhole 
from the vessel’s net store. The two 
men were told to use buckets to empty 
the tank’s residual seawater and diesel 
(approximately 600 litres), and then rags 
to clean the inside in preparation for the 
welding repair. 
On the first day, the two workers wore 
normal work overalls and had no face 
masks. In order to provide some respite 
from fumes and the cramped working 
space they swapped roles regularly in 
the tank. One recalled having a heavy 
feeling in his chest and finding it difficult 
to breathe when he was in the tank. He 
said he felt dizzy and faint. 
The next day, the two men prepared the 
inside of the tank for welding work. One 
man used a grinder, causing sparks to 
fall on his workmate, who was holding a 
lamp to illuminate the work. This 
grinding created significant amounts of 
fumes. At one point the two men, finding 
the working conditions less than 
adequate, abandoned the job and 
contacted staff at the port harbour office 
for advice. The Harbour-master visited 
the vessel and halted further work after 
the company failed to provide 
documentation and permits to show the 
tank was safe to work in. 

►Findings: 
1-A gas monitor was not used before 
and during the work to measure 
available oxygen in the tank and no gas-
free certificate was obtained before 
beginning the task. 
2-An ordinary electric fan was used 
inside the tank to blow the fumes out (on 
the second day) but was ineffective. A 
second fan was also put outside in the 
net store. Neither of these fans had an 
extraction hose fitted, so were 
ineffective and just blew the fumes 
about. 
3-Both men were unsupervised, largely 
untrained and unfamiliar with the tank 
work they were undertaking. 
4-The Company had not considered the 
need to provide any rescue equipment 
such as harnesses, lifelines or lifting 
equipment or other appropriate 
emergency arrangements. 
5-No safety watchman was stationed at 
the entrance of the confined space while 
work was ongoing. 
 
►Lessons Learned: 
 
1-Lack of preparation for the work could 
have led to tragedy. The tank should 
have been thoroughly steam cleaned or 
jet-washed instead of being bucketed 
out and mopped with rags. 
2-Only good luck had prevented an 
accident in this case. Had the diesel fuel 
residues been sufficiently heated they 
would have created fumes which could 
have led to an explosion or fire. 
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3-All employers involved in confined 
space working must consider their 
activities properly, train and equip staff 
sufficiently, and reduce and control risks 
as much as possible. Any confined 
space work should be considered high 
risk. 
4-One of the workers was a young man 
just beginning his working career. 
Young people at work need extra 
training, supervision and guidance and 
sometimes restrictions on what they are 
allowed to do. When in doubt, stop work  

and seek help and advice. If your direct 
supervisor is not of any help, try and 
consult his boss or an outside authority. 
In this case it was the Harbour-master 
but on a vessel at sea, the Master or 
DPA can be consulted. 
 
Perhaps if there were more 
mentoring, implementation of basic 
skills and proper team work; then we 
would have fewer accidents. May we 
remind ourselves of the following 
nice quotes from an anonymous poet 
glancing at safety & conscience: 
 
I could have saved a life that day, 
But I chose to look the other way. 
It wasn’t that I didn’t care, 
I had the time, and I was there. 
But I didn’t want to seem a fool, 

Or argue over a safety rule  
I knew he’d done the job before, 
If I called it wrong, he might get sore. 
The chances didn’t seem that bad, 
I’ve done the same, he knew I had. 
So I shook my head and walked on 
by, 
He knew the risks as well as I. 
He took the chance, I closed an eye  
And with that act, I let him die. 
I could have saved a life that day, 
But I chose to look the other way. 
Now every time I see his wife, 
I’ll know I should have saved his life. 
That guilt is something I must bear. 
But it isn’t something you need to 
share. 
If you see a risk that others take, 
That puts their health or life at stake. 
The question asked, or thing to say  
Could help them live another day. 
If you see a risk and walk away, 
Then hope you never have to say; 
I could have saved a life that day 
 

 

Two conditions, each complementing 
the other, should be in place to prevent 
an event such as that described above: 
1-Workers should be properly trained 
in the risks of confined spaces; 
2-The employer must demonstrate due 
diligence and safety leadership when 
planning and assigning tasks. 


