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Emergency escape hatch found blocked
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Emergency escape hatch to the deck could not be opened.
IOGP Life Saving Rules:

@ Bypassing safety controls

What happened?

During a management visit walk-around, an attempt was made to exit the steering
room through the emergency escape hatch to the deck. However, the hatch could
not be opened. After checking the hatch from the deck side, it was found that a fuel
hose had been left on top of the emergency exit hatch and obstructed the hatch
cover and prevented it from being opened. This created a serious unsafe condition,
as personnel inside the steering room may have been unable to escape quickly in
the event of an emergency.

Why did it happen?

e Post-operation housekeeping and checks were not effective or sufficient.

o Routine activity was carried out without sufficient thought to the follow-up
safety requirements. After offshore transfer, the fuel hose was left on top
of the emergency hatch instead of being returned to its designated storage
location.

e Temporary placement of equipment on the hatch was accepted without
considering emergency escape access.

e Previous regular walk-arounds had not identified this unsafe condition,
indicating they were not effective.


https://www.imca-int.com/
https://www.imca-int.com/resources/safety/safety-flashes/0223-blocked-emergency-exit-hatch/
https://www.imca-int.com/resources/safety/safety-flashes/1221-only-a-centimetre-an-emergency-exit-hatch-blocked-by-mooring-ropes/
https://www.imca-int.com/resources/safety/safety-flashes/2025-bunker-hose-obstructing-emergency-exit/

What do we learn?

e Aroutine job is not complete until all equipment is removed, secured, and
the area is restored to a safe condition.

e Temporary placement of hoses or equipment can become a serious
emergency-access hazard if not challenged.

e \Walk-arounds and audits must be purposeful and thorough: check critical
safety barriers such as escape routes, hatches, firefighting equipment,
and access ways.

o Emergency escape arrangements should be verified practically on
regular basis, not only visually. Open the hatch!

e Clear ownership is required after transfer operations: it should be clear
who is responsible for confirming hose recovery, stowage, and area
clearance. Small housekeeping failures can create high-consequence
risks during an emergency.
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