MINM Eatal 2006-12

Eall* eif Persen

May: 22 2006 (Califermia)
Crushedl Stene Operation
Mechanic Tirainee

42'years old

15 years mining| Experence



Overview

Fhe victim was, injured wheni he climbed onte an elevated
pallet of screens andifellranout 17 feet to the ground. He
and twe: other mechanics Were: preparng| te ofi lead
SCreens at the Diester screen work platform. A forklift had
peen used tollifit a pallet off screens te the level of the work
platferm. e victimwas: Unable to slide: the top screen ofif
the pallet and climbead! ever the double handrail ento the
pallet. The victim’s Welght caused the pallet te tip and he
and the screens; fellfte the ground. The victim! diedl en

May: 25, 2006, as a result of the fall.



Victim climbed over this handrail.
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Root Cause

Policies andi controlsiwere inadequate and
management falled te ensure: the: Use of
fiall protection When PErSeRS Were
pPOSItioned Where there wasia danger: of
fialling. There was no; discussion hetween
management and the mIners, ter Identimy;
pPOSsIkle hazards, anad; estanlishr safe
precedures 1o Unlead the screens, at the
elevatedwerk lecation.



Best Practices

Step, Lok, Analyze, and Manage, SLLANM each task
to 1dentrfy all petential hazards. Initiate action te
proetect yourselffwhen perferming every: task.

Tirain all miners te recognize hazards firem falling
and ensure that safée access and sahe Wokk
precedures are discussed and established:.

Always utilize the appropriate equipment te hoist
leads  and ensure that apprepriate fall protection

IS Worn wWhere hazards from falling| exist.
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