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Case 1: Working Near Moving Plants




Description of the Incident

The incident was happened in the morning at a Foundations work
site. A 54 yrs old rigger/banksman was crushed between the
counterweight of a crawler crane and the steel railings.
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Lesson Learnt (Fatal Zone Management)
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FATAL ZONE MANAGEMENT :
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Case 2: ELS Dismantling




Description of Incident

The incident happened in the morning at a Building job site. A gang of workers
were engaged in removing heavy steel waler boards and lowering them to the
ground. The accident occurred when the steel waler, 4.5 metres in length and
weighing approximately 1 tonne, shifted after the final support strut was
cut. The waler shifted to the right, rotated and dropped approximately 500mm
striking the operative, a 55 year old supervisor on the head with a fatal blow.
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Lesson Learnt — Pictorial Method Statement

Installation of external metal scaffold
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Place Adjustable Base Plate at distances apart according to the
longitudinal and transverse Horizontal Members. Install the legs or
Standard on Adjustable Base Plates, then check levels and verticals.

lll

Step 2
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Wedge Horizontal Members with Stirrup.
Tightly knock Wedge at Stirrup and
Horizontal Members. Check levels and
verticals.
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' Install next level by putting other sets of
Standard on the existing level. Check levels
and verticals.




Lesson Learnt — Dynamic Risk Assessm

» A continual process of identifying what might go wrong, taking action

to remove or control risks by continually monitoring the changing
circumstances at the workplace

* Must be completed for all activities at least twice a day




Lesson Learnt — Real Risk Review meeting

A platform for a team discussion to identify,
discuss and mitigate ‘real’ risks and issues
arising from our activities on site

Focused on identifying risks arising from
upcoming activities and enable us to be
sufficiently informed to know that appropriate
mitigation measures are in place.

On Dbiweekly basis. No subcontractors
Involved




Case 3: Fall of Person from Lift Shaft
Opening




Description of Incident

The tragic incident happened on a Sunday afternoon at a commercial
building project. A work gang with three workers were assigned to lift
a so called “Crash Deck” from 14th to 20" Fl inside the lift shaft.

The Crash Deck was lifted up by means of a lifting system which
involved an electric winch, pulley blocks & lifting beams configuration.

At the time of the incident, the deceased was standing in front of the
lift shaft opening and act as the banksman for the lifting operation. It
was believed that the wall mounted pulley block was being pulled off
due to the anchor bolt seriously deformed; and that caused the Crash
Deck started to free fall under a unrestrained weight, at which point
there was a sudden snapping action, which ripped the winch from its
floor mountings and pulled it into the lift shaft together with the guy.
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| esson Learnt

The possibly causes of the incident were:

« deficiency in the design of the lifting system

« deficiency on the quality of installation of the
lifting system
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« Enhancement had been made to Temporary
Works procedure

« Stringent control on Restricted Hours Work
(required the approval by respective Divisional
Director)

 Technical Directives and Best Practices
Guidelines on anchorage system

« Management of subcontractors designs




Case 4: A worker sustained burn injury




Description of Incident

The case happened in the afternoon after lunch break within a
shopping mall which was under renovation. At the time of incident, the
a welder (41yrs old) was igniting the oxy-acetylene flame cutting
equipment, a flash over occurred and burned the guy’s right forearm,
knees and abdomen.




Details of Incident (Findings)

Before the commencement of the flame cutting operation, the welder
(the I/P) intended to wet the area with water in order to prevent the
splashing of welding spark. However, the co-worker mistakenly
passed him a bottle of “water” (thinner), and the I/P poured on top of
the fire blanket. When he started the welding, the spark ignited the
flammable substance and caused a flash over.

The guy had put on a mask throughout the operation and that’s why
he might not smell the thinner

That bottle of thinner with no label and was left by another
subcontractor. The co-worker thought it was a bottle of drinking
water and passed to the |/P
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 The effectiveness on implementation of
Hot Work Permit

 Control of chemical substances




Video: Moment of Truth

we would everyone to rethink:

Am [ taking the responsibility?!
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