MINM Eatal 2006-1.6

Eall* eif Persen

June 28, 2006 (IVichigan)
Iren Ore Operation

Pellet Plant Utilityman

49/ years ole
201 years experience




Overview

Fhevictimrwas fiatally injured When he fell through
a [oef hatech cover to the preheat grate level

55 feet below. He was using a hese te clean ofiffa

puIlld-up eff materalifireom: the pellet plant tnit

71 stack-cap when he: stepped on the hatch cever.
fhe hatch) cever had correded over time;, causing i
10 cellapsewnen the Victimi steppea on; It



1




Root Cause

PolicIES and procedures Were Inadeguate. Pror te
assigning the task, management falled tercomplete
a ISk assessment te) identiify, possible hazalas
asseciated withreleaning materailt build-up; en; the
stack-cap rooef area.  he location oii the reof
ACCESS| CoVer Wash not identified and ne warning
signs Were pested onl the: roef:.



Best Practices

Ensure that coversiinstallediover openings are substantially
constructed,, Inspected freguenitly and properly maintained.

Inspect metal structures located In Wet or corroesive
envirenments freguenitly te Ideniifiy/ deterieration that may.
present a safiety hazard.

Evaluate the integrity and suppoert strength of any cover
that was noet designed as a walkway: prier te Wwalking en I't.

Restrict access to Covers over epenings that were not:
specifically designed te serve as travelways.

If the travel surface integrity Is unknewn or can‘t be readily
confirmed, ALWAYS wear fall protection te be en the safe
Side.
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