MIFACE INVESTIGATION: #03MI1179

SUBJECT: Welder Dies from Fall off Rigging

Summary

On Saturday, November 22, 2003, a 44-year-old male welder fell 24 feet to a concrete floor at a
metal stamping plant. He was a general welder in the plant's facility engineering department.
The welder who fell, a co-worker who was an apprentice welder, and another worker were
preparing the site for the installation of the top of a press, the crown, onto a large press. The
crown was to be raised by a crane to a position in front of the press where it would be positioned
onto a hydraulic lifting apparatus that traveled on rails located on either side of the press (Figure
1). The crown would then be raised by the lifting apparatus, rolled along the rails across the top
of the press and set into place. Two I-beams in front of the press formed a bridge between the
rails the lifting apparatus traveled along. The decedent and his co-workers were welding a steel
plate to the top of the two I-beams to stabilize them to prevent them from twisting so they could
support the weight of the crown as it was placed on the lifting apparatus. The decedent had tack-
welded the steel plate onto the I-beam next to the platform he was standing on (Figure 2). He
was preparing to tack-weld the far side of the plate onto the second I-beam that was closest to the
press. The apprentice welder with whom he was working saw him start to climb over a guardrail
onto the top of the plate to reach the far side of the steel plate, but then turned away to put some
equipment away. When he next looked back in that direction, he did not see the decedent
(Diagram 1). The decedent was not wearing any type of fall protection. He had fallen from the
steel plate next to the left side of the press. When the apprentice welder realized that the
decedent had fallen to the press floor below, he activated the 911 Emergency Call Box to notify
the company's central emergency team, the plant nurse, and the plant emergency response team.
The company's central emergency ambulance and team arrived within 4 minutes of receiving the
call. The city's emergency medical team transported him to the hospital where he was placed in
the trauma center. He was in a coma until he died approximately one month later on December
22, 2003.

e Management and employees must work together to develop a plant culture that will
not allow actions that might result in injury or death to be tolerated.

e Appropriate safety procedures must be followed to prevent injuries and fatalities.

e Employers must conduct a thorough pre-work analysis of facility construction work
to ensure that it is correctly identified regarding type of construction and types of
hazards and that workers with appropriate training are assigned to the work.

e Employers must ensure that those in a supervisory position are knowledgeable
regarding appropriate safe work practices, so that they will be able to recognize if
employees are effectively protected or exhibiting behavior that would indicate that
further training or retraining was necessary.

Keywords: Fall, Other




INTRODUCTION

On Saturday, November 22, 2003, a 44-year-old male welder fell 24 feet to a concrete floor. On
November 22, 2003, MIFACE investigators were informed by the Michigan Occupational Safety
and Health Act (MIOSHA) personnel who had received a report on their 24 hour-a-day hotline
that a work-related serious injury had occurred. The decedent died in the hospital on Monday,
December 22, 2003. On May 19, 2004, the MIFACE researcher interviewed a safety person
within the company who had knowledge of the incident. He described the events on the day of
the fatality as they had been told to him. She was shown pictures of the site taken after the
incident occurred and obtained two for use in this report. During the writing of the report, the
medical examiner's report, the company’s responding EMS run report, photographs, and the
MIOSHA file and citations were reviewed.

The plant in which the decedent worked stamps parts for the manufacture of automobiles. It
employed approximately 1300 employees, 25 of whom had the same job title as the decedent,
general welder. The decedent had been employed by the company and worked in this plant for
15 years. He was working overtime on a Saturday. The incident occurred at 8:40 a.m. Several
people were working in the area at the time. At least one person saw him climb onto the steel
plate beyond the guardrails, but this person did not see what he was doing before he fell. The
company has a 3-day joint union/company training program specifically developed for working
at heights in which the decedent had participated. The Wednesday before the incident, the
decedent had been issued a harness and lanyard. However, the work being conducted required
that the steel erection standard be followed. He had not received training under the steel erection
standard. Maintenance employees and employees involved with "new construction™ were those
trained in steel erection. The decedent was not included in those categories. No one in the plant
in a supervisory capacity on the day of the incident had been trained in fall protection
requirements for either construction or steel erection.

The MIOSHA investigation resulted in three Serious violations being issued to the company:
Handling and Storage of Materials, Part 8, Rule R408.40836(5) addressed the use of structural
steel nuts that were not rated for the lifting/setting type of installation/application being
conducted; Steel Erection, Part 26, Rule 2645(1) addressed failure to protect an employee from
fall hazards, and also, the use of a horizontal lifeline system in a manner for which it was not
designed; Steel Erection, Part 26, Rule 2653(2) addressed the failure to follow the company's
training program, the failure to identify unsafe actions of others and take immediate corrective
action, and the failure to correctly erect/use the designed horizontal lifeline systems.

INVESTIGATION

On Saturday, November 22, 2003, a 44-year-old male welder fell 24 feet to a concrete floor at a
metal stamping plant. He was a general welder in the plant's facility engineering department. At
the time of the incident there were five to six salaried and approximately 25 hourly employees in
the plant doing assorted tasks. The decedent, a co-worker who was an apprentice welder, and
another worker were preparing the site for the installation of the top of a press, the crown, onto a
large press. The crown was to be raised by a crane to a position in front of the press where it
would be positioned onto a hydraulic lifting apparatus that traveled on rails located on either side



of the press (Figure 1). The crown would then be raised by the lifting apparatus, rolled along the
rails across the top of the press and set into place.

Two I-beams in front of the press formed a bridge between the rails the lifting apparatus traveled
along. The decedent and his co-workers were welding a steel plate, 3/4 inch thick and
approximately 3 feet by 8 1/2 feet, to the top of the two I-beams to stabilize them to prevent them
from twisting so they could support the weight of the crown as it was placed on the lifting
apparatus. The decedent had tack-welded the steel plate onto the I-beam next to the platform he
was standing on (Figure 2). He was preparing to tack-weld the far side of the plate onto the
second I-beam that was closest to the press. An opening of approximately one foot existed
between the I-beam and the front of the press. The apprentice welder with whom he was
working saw him start to climb over a guardrail onto the top of the plate to reach the far side of
the steel plate, but then turned away to put some equipment away. When he next looked back in
that direction, he did not see the decedent (Diagram 1). The decedent was not wearing any type
of fall protection. No one actually saw him fall from the steel plate to the press floor 24 feet
below. He had fallen from the steel plate between the hydraulic lift (2011B) and the left side of
the press. The electric welding unit was examined and found to be in good condition. The
welding rod had not been connected to the welding lead. No burn marks were noted when he
was being tended to by the emergency responders. No reason for his fall was apparent.

When the apprentice welder realized that the decedent had fallen to the press floor below, he
activated the 911 Emergency Call Box to notify the company's central emergency team, the plant
nurse, and the plant emergency response team. The company's central emergency ambulance
and team arrived within 4 minutes of receiving the call. The city's emergency medical team
transported him to the hospital where he was placed in the trauma center. He was in a coma until
he died approximately one month later on December 22, 2003.

There were employees in the plant who had had the appropriate steel erection training to conduct
the work, but the work coordinator with responsibility for overseeing the decedent's task was not
informed of their presence. They were from another area of the company that conducted work in
all the plants at the site. When the coordinator learned of their presence in the plant, he planned
to replace the decedent and his co-workers with these other employees. He was on his way to do
so when he learned of the decedent's fall.

CAUSE OF DEATH

The cause of death as stated on the death certificate was acute myocardial infarction as a
consequence of a closed head injury. No autopsy was performed.

RECOMMENDATIONS/DISCUSSION

e Management and employees must work together to develop a plant culture that will
not allow actions that might result in injury or death to be tolerated.

The apprentice welder saw the decedent climb onto the plate without fall protection but said
nothing to him. The culture of a plant allows this to happen. Even after safety training, there is
no guarantee that safe practices will be followed. Job demands and previous use of shortcuts may



be an encouragement for employees to go back to the “shortcut” way of performing the work.
The employee may use his/her past experience is a guide — he/she may have done the work
successfully and injury free using the shortcut. Companies that permit, encourage, allow, fail to
identify and correct these inappropriate behaviors reinforce that behavior and give tacit approval
to the unsafe action. The company’s safety culture, i.e., the safety attitudes, beliefs and behaviors
that are generally shared within the organization, must have attention to safety in all activities.
Management must demonstrate a commitment to safety and make it a high priority. Management
must supervise the work of individuals and provide positive reinforcement for safe behaviors and
negative consequences for unsafe behaviors. Employees must be aware of the importance of
safety in their actions and be knowledgeable and competent to perform their jobs.

e Appropriate safety procedures must be followed to prevent injuries and fatalities.

Both experienced and novice workers must never become complacent regarding safe practices.
Aside from the fact that the decedent had not received steel erection training, he had received
union/company training regarding working at heights, which does include the relevant elements
of fall protection. Familiarity with a task often leads to a lax attitude regarding the steps to be
followed to perform a job safely. Appropriate consideration given to the type and value of the
training can also indicate to the workers that working safely is viewed as an important element of
the job.

e Employers must conduct a thorough pre-work analysis of facility construction work
to ensure that it is correctly identified regarding type of construction and types of
hazards and that workers with appropriate training are assigned to the work.

The work at this facility was identified by management as construction work, but because the
rigging for the press was being attached to the steel structure of the plant, it should have been
identified a steel erection activity. Michigan Department of Labor and Economic Growth
(DLEG) MIOSHA Steel Erection, Part 26, Rule 2606 (12) defines steel erection as the
construction, alteration, or repair of steel buildings, bridges, and other structures, including the
installation of metal decking and all planking used during the process of erection. Had a pre-
work analysis with all involved in the work been conducted, the importance of following fall
protection measures would have been reinforced, and the fact that this employee should not have
been working on the task would have been recognized.

Pre-work planning would have clarified the types of hazards associated with the work
assignments. Then the job coordinator who was directly responsible for overseeing the task the
decedent was working on would have known what competent personnel were available to work
that day and what kind of training and equipment, including personal protective equipment, was
needed on-site. The rigging work was being done on overtime on a Saturday. Communication
between the management personnel responsible for overseeing the work was inadequate.

e Employers must ensure that those in a supervisory position are knowledgeable
regarding appropriate safe work practices, so that they will be able to recognize if
employees are effectively protected or exhibiting behavior that would indicate that
further training or retraining was necessary.

Supervisory personnel were not enforcing existing fall protection procedures on which the
workers had been trained regardless of whether the work was classified as steel erection or
construction. If the supervisory personnel had been trained in fall protection measures when



working at heights in addition to the workers who were trained for construction working at
heights, they would have been more aware of the danger associated with the situation.

In addition to the fact that this worker was doing work for which he was not specifically trained,
workers in the plant who had had steel erection training were incorrectly using a horizontal
lifeline and using an inappropriate lifting device. Apparently they and their supervisors were
unaware that the lifeline system they had set up was not appropriate and the lifting device they
were using was not appropriate for the task it was being used for. Those responsible for
overseeing the work of others must be aware themselves of the correct procedures to be
followed. They cannot assume that because something looks like it will work or has worked in
the past, that it is appropriate for the job. Knowledgeable supervisory personnel and trained
safety professionals should conduct scheduled and unscheduled safety inspections to ensure that
workers are safe.
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Figure 1.
Press Front, Hydraulic Lifts and Rails



/cj Buipjapn

]

8|qed

SPIRM
pals|dwon

wuogeld

Figure 2.
Steel Plate on I-beams
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MIFACE
Investigation Report # 03 MI 179

Evaluation
To improve the quality of the MIFACE program and our investigation reports, we would like to
ask you a few questions regarding this report.
Please rate the following on a scale of:
Excellent Good Fair Poor
1 2 3 4

What was your general impression of this MIFACE investigation report?

1 2 3 4

Was the report...

Objective? 1 2 3 4
Clearly written? 1 2 3 4
Useful? 1 2 3 4
Were the recommendations ...

Clearly written? 1 2 3 4
Practical? 1 2 3 4
Useful? 1 2 3 4

How will you use this report? (Check all that apply)

Distribute to employees/family members
Post on bulletin board

Use in employee training

File for future reference

Will not use it
Other (specify)

O O0OO0OO0OO0OOo

Thank You!

If you would like to receive e-mail notifications of future
MIFACE work-related fatality investigation report
summaries, please complete the information below:

Please Return To:

MIFACE Nam‘?I: e
Michigan State University e-mail address.

117 West Fee Hall | Id like t . ies f s involvina:
East Lansing, M| 48824 would like to receive summaries for reports involving:

FAX: 517-432-3606 - Constructio_n ____Agriculture
____Manufacturing Al

Comments:
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