MINMFEatal 2009-13

Machineny Accident

July: 2, 2009 (Pennsylvania)
Dimensien Stone Operation
Mine: ©Owner

52 years; eld

34 yeals ol EXPErience



Overview

hevictim was Working alone and Was; cutting stene en tep
Off a henchi using a walk-henind cencrete saw. Apparenily,
e Was operating the saw near the edge ofi the Bench When
ne tripped and fell>” Tfhe victim andl the saw: Went over the
O-foet ledge and the saw: fiell en him.

ihe accident eceurredl becalse management faled to
ensure that a perm or vamier Was installed aleng the
nighwall edge to prevent a fall off persen or machinery: from
the bench.






Root Cause

Root cCause. No procedures were in place for
persons to safely operate a walk behind concrete
saw on an elevated bench where there was a hazard
of falling. No berms or guardrails were provided
and maintained along the edge of the bench where
a nine foot drop off existed.

Corrective Action.: The victim was a sole proprietor
and, therefore, the business terminated at the time
of his death. Consequently, no corrective action was
taken.




Best Practices

ldentify all hazards and use appropriate contrels te protect
PErsSonS.

Ensure that operators are in a safe position and have
contrel of thelr equipment at all times.

Keep woerkplaces free of tripping hazards:

Use barricades or railings at edges ol drop-oififs wWhere
PErsens are In danger of falling.

Equip walk-benind masenry sawswith devices to stop the
engine Ifi the operator can not maintain control of the
equipment.

[Design bench top stone cutting patterns so the saw
Operator IS not poesitioned between the saw and the direp off

edge.
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