MINMFEatal 2009-01.

Ealling Material Acciaent

Januay 6, 2009 (Califermia)

Sandl & Gravel ©peration

Jouimeyman IHeavy Equipment Operatol;
47 years old

3 years, 8 moentns, eff eExperience



Overview

The victim was injured on; Januany 6, 2009, while
OPErating a skid steer leader undermeath; a pelt
ConVeye) that Was heing dismantied. Wwe
cowerkers were in an elevated man lift cuitting
Praces from the leg stpports ofi the belt conveyor
sUpport structure:. A 12:foet by 4-Inch PIECE: 6f
steel box tuking fell nto the calsr of the skid steer
loader as It appreached the Work area, striking the

Victim,.  IHe wasr hespitalized andl diedl eni Januan/ 9,
20009.



The red line shows the original location of the tubing.



Root Cause

Management failed to establish policies and
procedures to ensure that persons could
safely dismantle the belt conveyor support
system. A risk assessment to determine
potential hazards and to establish safe work
orocedures was not conducted prior to
nerforming the task.




Best Practices

Establishiand review procedures to ensure all
poessible hazards have been identified and
apprepriate’contrels are In place te protect
pPersens hefore heginning Work. DIScuss
procedures with all persens present in the work
area.

Establishipolicies torensure that barricades or
Warkning signs are installed toe prenibit access and
protect persens firom falling clhject hazards.

Remoeve alllpersons fifem heneath the area Where
overhead woerk IS belng perfiermed.
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