Safety Communication

DAFW Investigation Report



Incident:  

DAFWC
Date of Incident:  
May 2003
Brief Account of Incident:

During the transfer by mobile pump of fire fighting foam concentrate from a container into a fire fighting truck, a cam lock coupling on the pressure side of the pump released itself from the pump.

Fire fighting foam concentrate sprayed the face and eyes of a fire brigade employee who was standing nearby although he was wearing protective glasses.

Immediate first aid was given on site to wash the concentrate from the employees eyes.  However, although the foam concentrate itself is not classified as hazardous, due to its sticky nature the concentrate could not be easily washed from his eyes.  Because of this the appropriate treatment necessitated hospitalization.  

The employee has since returned to work fortunately with no lasting ill effects.

	Outcome:

· Foam concentrate in eyes 


Causes

Immediate:

Inadequate (missing) safety device 

Basic:

Inadequate training

Lessons Learned:

The investigation team concluded that the immediate technical reason for the coupling releasing itself was that a rubber securing clip had not been used which prevents locking arms on the coupling from moving.  

A test was reenacted with water which confirmed that when the pump was operated without the rubber securing clip in place on the coupling, the locking arms on the coupling would move and then release the coupling completely. 

[image: image1.jpg]Locking @rms N
and rubbgriring 9=




The hose on the pressure side was a flexible type which didn’t allow a free discharge of the foam concentrate.  This coupled with the pump type (positive displacement) caused vibrations which were responsible for causing the locking arms to release themselves.

The investigation found that the coupling had been received with the rubber ring but this was removed as it was already porous.  No operating instructions were delivered with the coupling. 

The instructions and training for the pump did not cover the importance and use of the rubber band (other similar couplings use metal locking pins) to lock the arms in place during use. 

The safety data sheet of the foam concentrate advised that product should be washed from the eyes but did not give any indication of the difficulty. 

Lessons learned;
· Review training programmes to ensure that all equipment including ancillary devices are covered

· The physical characteristics of chemicals should also be used to determine the appropriate personal protecting equipment.  Goggles are now required for such operations.

· When equipment is made unsafe (the rubber ring was removed to order a replacement) the equipment should be clearly marked as such and where possible actually rendered inoperable.

