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[ŜǎǎƻƴΩǎ [ŜŀǊƴŜŘ - Flash Fire Incident (LTI) 
Al Shaheen Weatherford Street 37 Facility 
Date: Monday 25th April 2011 
Time: 14:30 
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Incident Description:  

 
On Monday 25th April the 2 Downhole Services welders were tasked to cut lids 

off old Hydraulic Oil drums in the welding workshop. Approximately 5-6 drums 

had already been cut and the Injured Welder was getting ready to cut the lid off 

an additional drum. The drum he was about to cut had no labels or markings so it 

was unclear what the contents had been.  

 

As he proceeded to cut the drum the vapors ignited causing a flash fire which 

resulted in 1st degree burns to the right side and 4% 2nd degree burns to the left 

side of the welders face.  

 

The welder was treated at the scene by paramedics and then taken to the burns 

unit at Hamad Hospital. He was treated and kept in at Hamad Hospital to ensure 

that he is free of infection as a result of the burns.  

 

The employee was released from Hospital 7 days after the incident. 
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Incident Description Cont:  
 

The drum contents had an odor consistent with Kerosene. Kerosene may have 

been used to wash tools or tool parts and is extremely flammable ï the flash 

point of Kerosene is between 37 and 65 ÁC (100 and 150 ÁF).  

 

This task is not part of the welders scope of work.  

NOTE: The following slide contains graphic images of 1st & 2nd degree facial burns 
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Above: The drum on the right was the 
one that contained the flammable liquid 
 - odor consistent with Kerosene 

Above: The left side of the welders face  
that sustained 4% 2nd degree burns 

Above: The right side of the welders face  
that sustained 1st degree burns 
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Causal Factors  
Å No Permit to Work System in place to address welding operations outside the  

  normal scope of work; 

Å No Risk Analysis or Job Safety Analysis conducted for the task; 

Å No formal procedure to cover the task as this was outside the welders scope of  

  work; 

Å Lack of supervision; 

Å Failure to identify what the drum had been used for previously.  

 

 

Root Cause:  
Å Failure to Stop Work / Stop the Job ï It should be noted that a number employees    

  who knew about this task could have prevented this incident by taking charge and  

  STOP WORK if the hazard had been identified. 

NOTE: The following slide contains graphic images of 1st & 2nd degree facial burns 


