Edison Electric Institute

Personnel Incident - Lesson’s Learned
Directions 
1. Complete the Form
Using the template provided below, submit a brief description that includes the sequence of events leading up to and including the accident.  Please include details about the injury. 

2. Submit the Form
Fax the completed form to 800-949-1930 or submit by email to kwilliams@intecwebcom


3. View the Posted Document
Allow two weeks for the submission to be reviewed and posted. The documents will initially appear in the What’s New Section of the eSafetyLine website.  The document will then be permanently stored in the Industry Practices Database. 


* A sample document can be viewed on the next page

	Section 1: Description of the Personnel Incident

	

	Section 2: Root Cause of the Incident

	

	Section 3: Corrective Action

	

	Section 4: Lessons Learned

	

	Section 5: Utility Contact

	

	Section 6: Submission Date

	


SAMPLE DOCUMENT

	Section 1: Description of the Personnel Incident

	
March 20, 2008 around 0818 hours at a Coal Fired Generating Station a Mechanical Maintenance employee fell through an opening in the grating from the 275 foot level to the 257 foot level causing significant injuries. The assigned job task consisted of two mechanics that were in the process of rigging a one half ton chain fall to a I-beam above the 275 foot level to attach to a Dust Collection Auger that was positioned on the grating. To accomplish this move to the lower level the mechanics removed a section of 3 foot x 12 foot grating approximately six feet horizontally to create a 3 foot X 6 foot opening. The positioned grating was now resting on the adjacent grating and assumed to be resting on the middle I-Beam. With the grating positioned the mechanics moved towards the chain fall to begin rigging it to the auger. Both mechanics were walking parallel to each other with one mechanic walking on the section of grating that had been removed and replaced. They assumed the grating closest to the opening was resting on the middle I-beam but was not. When the mechanic had reached the section of grating that they thought was resting on the I-Beam, the end of the grating section closest to the opening started to tilt vertically and the employee fell through the opening 18 feet hitting the steel decking with the section of grating following him down to the next level.  The Mechanic sustained significant injuries with lacerations to the head/face, three broken ribs on both sides, fractured left wrist and a fractured right humerus (arm).     



	Section 2: Root Cause of the Incident

	
The employees failed to recognize the need for fall protection and fall protection was not used.  A contributing factor was the Job Briefing conducted by the employees did not discuss potential safety hazards or identify additional PPE prior to the start of the job.


	Section 3: Corrective Action

	
Develop and implement a grating removal control procedure.


	Section 4: Lessons Learned

	Generating Facilities had no policy or procedure in place for the removal of floor grating.  



	Section 5: Utility Contact

	Robert A. McCracken – 319-786-4155


	Section 6: Submission Date

	September 4, 2008



