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Overview

fhewictimr was fatally injured Wien a teol rack fellfen him;.
IHe anal anether miner Were: disassemnling a teel rack in
preparatien tormoeve It to' a new: truck shep. Taree

steel plates had been removed fireom: the frent Section| of
the ' teol rack, placedren the shop: floer and leaned against
the teel rack. e weight off the detached plates' caused
the teol rack te rotate; slide, and topple onto: the: Victim
andithe ether miner, Whe was hespitalizedland later
released.
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Root Cause

Management failed to establish policies and
procedures to ensure that persons could
safely disassemble the tool rack. A risk
assessment to determine potential hazards
and to establish safe work procedures was
not conducted prior to performing the task.



Best Practices

Establishiand discuss safie Work procedures.
Identiiy andl control all hazards te finish the jol

safely.

Train all'persons to recognize and understand
safe Job procedures hefore heginning Work.

Evaluate procedures to ensure allipossible
Nazards have been ldentified and approprate
controls are in place to protect persens.

Continually check for unstable conditions
throughout the dismantling process.

SECUre or remove heavy objects that have the
potential te suddenly or unexpectedly shift.
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