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REPLY TO                      
ATTENTION OF                         
CEGRD-SO (385)







      15 October 2006

MEMORANDUM FOR DISTRIBUTION

SUBJECT:  Lessons Learned – Run Over Fatality

1.  BRIEF DESCRIPTION OF ACCIDENT:  Three laborers were riding as passengers on a front end loader.  One laborer was riding in the front bucket and two laborers were riding on the sides of the cab.  The front end loader was traveling on an unpaved service road and ran over a bump.  Subsequently, the laborer in front bucket was thrown from the bucket and run over by the left front tire of the loader.  The laborer sustained severe internal injuries and later died during transport to the hospital.

2.  PHOTOS:
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3.  DIRECT CAUSE OF ACCIDENT:  Laborer was crushed when he was run over by a front end loader.  

4.  INDIRECT CAUSES OF ACCIDENT:  

a. Speed of the loader was excessive for the condition of the road.

b. Uneven road conditions caused jarring effect to cause the deceased to thrown out from the bucket. 

c. Pickup trucks on site were not used to transport personnel.

d. Driver and three laborers riding on the front end loader failed to recognize an unsafe act or condition.
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e. Failure to instill adequate safety awareness and to enforce proper safety practices on the project site. 

5.  CONTRIBUTING FACTORS:

a. Site safety supervision failed to determine an appropriate enforcement mechanism to ensure compliance to safety standards. 

b. General cultural bias against expending any effort or restricting means of accomplishing work just to comply with safety considerations.  The workforce tends to have an “En Shallah” (God willing) attitude towards events.  

c. Quality Assurance (QA) reports did not detail safety findings or observations.  QA reports annotated the same findings with no corrective actions or measures.  

d. Boredom and complacency with safety standards.

6.  RECOMMENDATIONS:

a. District Safety Offices develop safety training aids, quick sheets, messages, safety alerts, etc. that target the experience level of the contractors, including the literacy level of the workforce.  

b. District, Area, and Resident Offices utilize the Resident Management System (RMS) to record and track safety discrepancies, issues, findings, observations, corrective actions taken, etc.

c. Area/Resident Office Engineers elevate serious or repetitive safety discrepancies to the chain of command, including the Contracting Officer and Division/District Safety Offices for assistance and guidance.  Proposed corrective actions or measures need to consider security threats, level of oversight, compliance to safety standards, culture, probability of a serious accident, etc. as part of the risk management process. 

d. District Safety Officers coordinate with Area/Resident Office Engineers to conduct safety training on excavation, electrical, work platform, equipment, and fall hazards to maintain or elevate situational safety awareness during field visits.

e. Iraqi Associate Safety Engineers annotate follow-up corrective actions or measures taken by the contractor, Area/Resident Office, District Safety Office on site safety visit reports.  District Safety Managers monitor site safety reports for serious or repetitive safety discrepancies and formulate corrective actions or measures to mitigate the hazard/risk to an acceptable level.  
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f. Division and District Safety Offices continue to look for innovative ways or processes to capacity develop Iraqi contractors and associates on safety and occupational health principles and practices.  

g. KOs, CORs or ACORs maintain better recordkeeping of required contract submittals and documentation such as cure notices, signed correspondences, interim evaluations, accepted safety plans, QC reports, District site safety reports, etc. throughout the life of the contract.  Accurate documentation of events or information is necessary to validate and substantiate the event or business process did occur.  







/signed/






DANIEL T. FUJIMOTO






Chief, Safety and Occupation Health






Gulf Region Division, Baghdad, Iraq
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