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RCAR No:
AI-93-0016-01
Status:
Open
Up-referenced RCAR No:







Start Date:
1993-03-14
Due Date:
1993-04-14
Location:
Dept 89






Date Submitted for Closure:
1993-04-02
Date Closed:







Accident:
Fire
Event Severity:
Moderate






Requestor:
       Peter Sellers, Accident investigator

Team Owner:
       Makum Korrect, Manufact. Foreman
Approved:







Members:
Pete T. Wrighter, Process Eng.

Max Proseedur, Safety Eng.


Mary Burns, PFMA

Al Douse, PFMA






Global Issue Required?

GI RCAR’S:

Open GI RCAR’s:




EVENT DESCRIPTION

On Tuesday at 8:00 AM, two Plastic Fabricator Mechanical Assemblers (PFMA’s) were instructed to mix a batch of silicone rubber.  The mixing operation is accomplished with a  roll mill.  Just as the PFMA reached for the rubber, the catch pan flashed over and caught on fire.  The employee pulled her hands back away from the silicone rubber as the fire began spreading along the entire catch pan.  It was just after the flash that the employee realized that her gloves were burning.  The employee removed her gloves and threw them on the floor where they continued to burn until the second PFMA dowsed them with a cup of water.  The alcohol in the pan burned out before anyone could respond to it.  The employee went to medical to receive treatment for the burns on her hands.



EVENT QUESTION

Why did the fire start?



DIRECT CAUSE

Static discharge ignited the alcohol vapors.



CONTRIBUTING CAUSE(S)

Alcohol vapors built up in catch pan.

Alcohol was required by the process.

The silicone rubber generated a large static charge during processing.

There was no time delay in the traveler between cleaning and starting the process.



ROOT CAUSE

The ventilation system was incapable of removing alcohol vapors from the mill before the operation started.
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SPECIFIC CORRECTIVE ACTION (What, Who, When)

Operations were discontinued by Makum Korrect until root cause analysis was completed.

Operations resumed on 3-28-93 after interim actions were completed.

Material in production during the accident was disposed of.



PREVENTIVE CORRECTIVE ACTION (What, Who, When)

Engineering and Sandia reviewed the use of alcohol in the process.  No replacement for the alcohol can be found that would not require extensive process prove-in and material evaluation studies.  Therefore, the following actions were taken:

Interim action:  A wait of 2 minutes between cleaning and the start of processing has been included in the production traveler and operator training.  This will be used until the upgraded system has been installed.  Pete T. Wrighter revised the traveler on 3-25-93.  Makum Korrect instructed the operators of the changes on 3-26-93.

An upgrade to the ventilation system has been requested by Max Proseedur and Pete T. Wrighter.  The upgrade will use a timed lockout and new ducting to allow the vented hood to draw the vapors out of the catch pan for two minutes before the equipment can be started.  Expected completion date is 6-19-93.
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