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Crushed by
Fatality

¢ Masonry

Equipment: Self-Supported Scaffolding

DESCRIPTION OF THE ACCIDENT:

During a sell supported scafiold dismanting operation a stack of approximately 20 scaffold 2° X 10° X 16 feet
scafold planks were temporarly Ioaded on an oulrigger bracket scaffold accessory located on the outboard side of
the system. The stack of planks overloaded the syslem causing the scafold 1o tip over. The planks, which were
localed on the third level of the scafold system landed on top of a mason who was working at the facilty firished
floor level, approximately 20 feet avay.

DIRECT CAUSE:
‘The scaffold outniger brackel platfomm was overloaded. No provisions had been made for addiional support
necessary lo offset the overiuming moment caused by the scaffold plank loacing.

INDIRECT CAUSE:

1) The employees involved in the dismanting operation had not been adequately trained 1o recognize the over
loading hazard.

2) The use of a forklt o lower the planks mads it necessary for the employees to find a method for loading the
forkift outside the scaffold platiorm due to the lengih of the planks.

LESSONS LEARNED:

“The ouligger bracket accsssory was not used in accordance with manufacturers printed insiructions and USACE
EM 385-1-1 14.8.05, 22.8.00, and 22.B.11. The accessory is designed for workers and light tools and not for
material loading. Because the outigger platiorm accessory has the potential to be misused to support material,
and the fact that the extended platiorm makes instalation of required fall protection guard rail system more difficult
on the outboard side of the scaffold system their use shouild be terminatexd

Individuals designated as competent persons and involved n erection or dismaniing of scaffold systems shall have
dosumented training in accordance wih USACE EM 335-1-1 and 20 CFR 1926.454.
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