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A member has reported an incident in which a crewman was injured during
high pressure jet-washing operations. 

What happened?

The incident occurred during wash down operations inside a ballast tank. An able
seaman (AB) sustained the injury as his finger was accidently positioned in front of
the water jet nozzle. The subsequent hand injury required helicopter medivac to an
onshore hospital for treatment. This resulted in a LTI.

During the operation, a 10cm (short) lance was in use. The high pressure washer
being used at the time delivered 250 bar of water pressure. This instantly shredded
the AB’s glove, causing a severe cut to a finger on his left hand. After localised
treatment on-board and contact with shore-side medical doctor, it was decided to
send the AB in for treatment at the hospital onshore via helicopter.

Our member’s investigation noted the following:

The AB had been holding the water jet short lance with one hand only
The glove chosen for the job was a simple nitrile glove with no mechanical
barrier towards cut resistance
The manufacturer of the short lance recommended two-handed use in their
own safety precautions.

Direct causes to the incident were:

Incorrect use of high pressure washer with a short lanc
Inadequate personal protective equipment (PPE)
Risk assessment was insufficient and did not capture the direct risks of using
this type of lance
There were no clear written instructions available for using high pressure
washer systems.

Our member drew the following lessons:

The strong spray from a pressure washer can cause serious wounds that
may first appear minor. Wounds that appear minor can cause a person to
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delay treatment, increasing risk for infection or disability
If the stream of water lacerates tissue, there is the risk of cleaning fluids
being injected into the soft tissue
This type of operation is commonly seen as a ‘routine’ task performed on
numerous occasions
An increased awareness is required at the risk assessment stage as well
as in selection of adequate PPE for the task and training/awareness for
operators. Our member held a full review of suitable PPE for the task and
a review of the company risk assessments for high pressure washing
operations.
This incident could have been avoided with simple measures such as
correct use of the tool, adequate PPE and appropriate training – as a
result our member will implement formal training in the use of high
pressure washers.
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