MINM Eatal 2010-16

Powered Haulage Acecident
Octehker 16, 2010 (Kansas)
Crushedl Stene Operation
IHaul Truck Drver

52 years; eld

5 years ofi ExXperience



Overview.

The victim died when' died while: he was) cleaning out
nardened materialion a belt conveyer: tail pulley.  He was
positioneadl on tep ofi the return side of the Belt conveyor
When' the elt cenveyer Was energized, entangling himin: the
tall pulliey:

The accident eceurred hecalse management fained te ensure
that safe Work: procedures, were followed Whlle: Persons
performed woerk on the belt conveyor taill pulley. The belt
conveyoer Was net deenergized and bleckeadragainst motion
pelore persons lemoeved spillage. Additienally, the
Precedures for starting| the helt conveyor did not ensure: thait
PErsens Were protected.






Root Causes

Root Cause. Management did not ensure that safe operating procedures were
followed while persons removed spillage from the belt conveyor. The victim
entered the belt conveyor without ensuring that it had been deenergized
and blocked against motion.

Corrective Action: The procedures to deenergize and block equipment from
hazardous motion have been revised. All miners have been trained
regarding the new procedures.

Root Cause: Management did not ensure that safe operating procedures were
followed prior to starting a belt conveyor.

Corrective Action. Safe operating procedures for starting belt conveyors
have been established and all miners have been trained regarding the new
procedures.




Best Practices

Deenergize andl bleck Belt conveyoers against motien: before werking near a
diave; head, tail; and take-uprpulleys.

Lock-eut/tag-out all’ energy: Sources to el cenveyors hefore Working on
them.

Establish poelicies and precedures for conducting specific tasks: on; belt
CONVEYOrS.

Ensure that persons are task trained and understandl the hazards asseclated
WIth the work belng perfermed.
Maitain communications With all' persens, perierming| the: task. Belore re-

starting belt conveyors, ensure that alll persens are: clear.
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