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OVERVIEW  

Troy E. Schimke, a 62 year old supervisor, was fatally injured on July 31, 2018, while 
positioning a 20-foot long steel tube on a screen feed conveyor.  A front end loader bucket struck 
the victim while lowering the tube into place for transportation. 

The accident occurred because management did not have policies, procedures, and controls in 
place to ensure the use of tag lines while moving suspended loads and to ensure persons did not 
work under the raised buckets of loaders. 



 
 

 
     

  
 

    
  

 
 

  
   

 
 

 
  

 
 

 
   

    
 

 
  

   

 

 
    

  
  

 
    

    
     

  
 
 
 
 

 

GENERAL INFORMATION  

Susag Sand & Gravel Inc. owns and operates the C-2 mine, a surface sand and gravel mine for 
construction materials utilizing a portable plant.  At the time of the accident, the mine was 
located at the Mack Pit in Orrin, Pierce County, North Dakota.  Kerry Susag, President, is the 
principal official and Troy Schimke, Supervisor, was in charge of health and safety at the mine. 
The mine operates five days per week with one, ten-hour shift per day.  Total employment was 
three miners. 

The mine uses bulldozers to extricate the sand and gravel material and wheeled loaders to 
transport the mined material to feed the crushing operation.  The operator crushes, screens, and 
separates the material into separate stockpiles. The mine sells the final product to the 
construction industry. 

The Mine Safety and Health Administration (MSHA) completed its last regular inspection of the 
operation on June 28, 2018. 

DESCRIPTION OF THE ACCIDENT  

On July 31, 2018, C-2 was in the middle of moving mining equipment from the Mack Pit to the 
Johnson Pit.  Robert Teets, Loader Operator, began work at 6:45 am.  Teets began rigging a 
20-foot long steel tube to a picking eye on the bucket of the Caterpillar 972H Front-End Loader.  
At 6:50 a.m., Troy Schimke (victim) arrived at work and began assisting Teets in the process. 

Teets raised the bucket of the loader to place the steel tube onto the JCI screen feed conveyor. 
Schimke positioned himself beneath the bucket and attempted to guide the steel tube into place 
along the inclined belt.  Teets lowered the bucket of the loader to place the tube on the conveyor.  
In the process of positioning the tubing, Teets raised the bucket again.  When Teets raised the 
bucket, he saw Schimke fall. 

Teets shut off and exited the loader, and climbed up to the platform to check on Schimke.  Teets 
realized he had struck Schimke with the bucket of the loader and called 911 at 6:54 a.m.  
At 7:05 a.m., Richard Roerick, Dozer Operator, was driving when he noticed the accident. 
Roerick checked Schimke for vital signs, but could find none. 

Teets drove to the highway to direct Emergency Medical Services (EMS) personnel to the 
accident scene. EMS arrived at 7:18 a.m. and began attending to Schimke.  At 7:24 a.m., EMS 
performed an electrocardiogram and found no vital signs.  Schimke was pronounced dead at the 
scene. 
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INVESTIGATION OF  THE ACCIDENT  

Mack Susag, Vice President, called the Department of Labor National Contact Center 
(DOLNCC) at 8:25 a.m. on July 31, 2018, and notified MSHA of the accident.  DOLNCC 
notified Peter Del Duca, Staff Assistant in MSHA’s Rocky Mountain District.  MSHA issued an 
order under the provisions of 103(k) of the Mine Act to ensure the safety of the miners and began 
the investigation.  MSHA issued a non-contributory citation for failure to comply with 30 CFR § 
50.10, which requires the operator to immediately contact MSHA at once without delay and 
within 15 minutes once the operator knows or should know an accident has occurred. 

MSHA’s accident investigation team traveled to the mine, conducted a physical examination of 
the accident, interviewed miners, and reviewed conditions and work procedures relevant to the 
accident. MSHA conducted the investigation with the assistance of mine management, miners, 
and the Pierce County Sheriff’s Office. 

DISCUSSION  

Location of the Accident  

The accident occurred on the JCI screen feed conveyor at the Mack Pit. 

Troy E. Schimke worked at this mine for 40 years.  A representative of MSHA’s Educational 
Field and Small Mine Services (EFSMS) staff conducted a review of the operator’s training plan 
and records.  EFSMS determined Mr. Schimke received all required training, including annual 
refresher training according to 30 CFR Part 46. 

Investigators reviewed company policies and procedures in relation to the work being performed.  
The operator had no policies in place at the time of the accident to address working under raised 
loader buckets or the use of taglines to control suspended loads. 

The accident investigation team conducted a root cause analysis to identify the underlying cause 
of the accident.  The team identified the following root causes and the corresponding corrective 
actions implemented by the mine operator to prevent a recurrence of the accident. 

Root Cause: Management did not have policies, procedures and controls to prevent miners from 
working under suspended loads. 

Corrective Action: The company developed policies, procedures and new training materials to 
prevent miners from working under raised equipment buckets.  The workforce at the mine was 
retrained using the new policies, procedures and training materials, with additional emphasis on 
not working under suspended loads. 
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Root Cause:  Management did not have policies, procedures and controls to require miners use 
taglines to control suspended loads. 

Corrective Action: The company developed policies, procedures and new training materials to 
use taglines to control suspended loads.  The workforce at the mine was retrained using the new 
policies, procedures and training materials, with additional emphasis on not working under 
suspended loads. 

Best Practice: Proximity detection technology exist today which can prevent this type of injury. 
Consideration should be given to the use of this technology whereby an incident between the 
operator and other employees does not result in a fatality. 

CONCLUSION  

Troy E. Schimke died when he was struck by a front end loader bucket while helping to position 
a steel tube on a screen feed conveyor.  The accident occurred because management did not have 
policies, procedures, and controls to: prevent miners from working under raised loader buckets 
and to require miners to use taglines to control suspended loads. 

ENFORCEMENT ACTIONS  

Order No. 9305278 – Issued July 31, 2018, under the provisions of Section 103(k) of the Mine 
Act: 

A fatal accident occurred at this operation on July 31, 2018 when one miner was struck 
by the bucket of a Caterpillar 972H FEL, Unit #4-26, PIN #CAT0972HAA7D00835 
during plant movement operations. A verbal 103K order was issued at 0857 and is being 
reduced to writing at this time and reflects that MSHA is proceeding under the authority 
of Section 103(k) of the Federal Mine Safety and Health Act of 1977. This Section 103(k) 
Order is intended to protect the safety of all persons on-site, including those involved in 
rescue and recovery operations or investigation of the accident. The mine operator shall 
obtain prior approval from an Authorized Representative of the Secretary for all actions 
to recover and/or restore operations in the affected area. Additionally, the mine operator 
is reminded of its existing obligations to prevent the destruction of evidence that would 
aid in investigating the cause or causes of the accident. 
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Citation No. 9346855 – Issued September 20, 2018, under the provisions of Section 104(a) of 
the Mine Act for a violation of 56.9317: 

A fatal accident occurred at this operation on July 31, 2018 when the supervisor was 
crushed by the bucket of a Caterpillar 972H loader.  The victim was positioned under the 
loader bucket while holding on to a 20 foot long steel tube. He was steadying the tube as 
it was lowered onto the conveyor.  

Citation No. 9346856 – Issued September 20, 2018, under the provisions of Section 104(a) of 
the Mine Act for a violation of 56.16007: 

A fatal accident occurred at this operation on July 31, 2018 when the supervisor was 
crushed by the bucket of a Caterpillar 972H loader.  The victim was using his hand to 
steady a 20 foot long steel tube which was suspended from the loader bucket instead of 
utilizing a tag line.  As a result, he was positioned under the loader bucket. 

Approved By: __________________________________  Date: ___________ 

David Weaver,  
District Manager   
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APPENDIX A – Persons Participating in the Investigation 
(Persons interviewed are indicated by a * next to their name) 

Susag Sand & Gravel Inc  

Kerry Susag*      President  
Mack Susag*      Vice President  

Mine Safety and Health Administration  

Lee A. Hughes     Mine Safety and Health Inspector  
Brett Stenson      Mine Safety  and Health Inspector  
Peter A. Del Duca     District Staff Assistant  
Alan Roberts      Mine Safety and Health  Specialist (Training)  
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Appendix B  
Victim Information 
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 Victim’s truck 

Figure 2:  Accident Scene 

Appendix C  
Photographs 

Figure 1:  Accident Scene Taken from the South 
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Approximate 
location of victim’s 
head and right arm 

Approximate location where 
victim was standing 

Figure 3:  Location of Victim at the Time of the Accident 
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Approximate 
location where 
victim was 
standing 

Figure 4: Close up of the Location of Victim at the Time of the Accident 
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Approximate 
location of victim 

Figure 5:  Photo from Operator’s Cab of Caterpillar 972H Front End Loader 
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  Figure 6:  Additional Angle of Accident Scene 
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