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BC Forest Safety Council

Mechanical Harvesting
Safety Alert Type:
Mechanical Harvesting

Location: Southern Interior

Date of Incident: 2008-01-01
Company Name: H.A. Friedenberger Contracting Ltd.

Details of Incident:

A cable yarder work site was located along the side of a road (narrow operation due to steep slopes on both
sides of the road), and processed wood (hand bucked) was being decked along both sides of the road (decks
parallel to the road). The Loader Operator began decking logs onto a new bunk-log deck that was situated
beside an existing shortlog deck (both of these decks were located on upper side of road).

The company safety coordinator noticed that some of the logs being placed on the bunk-log deck were
intertwined with logs contained in the short-log deck. The safety coordinator intervened - explaining the
situation to the loader operator and asking the loader operator to ensure the logs contained in each deck were
not intertwined (ensure each deck is separated by a distance of at least one meter). The loader operator
complied by moving the logs in the bunklog deck so that all the logs in the deck were separated from the
short-log deck.

Recommended Preventative Actions:

Adjacent log decks must be separate from each other to ensure that logs from each deck are not intertwined.
When logs are intertwined, there is a potential for logs that are being placed in the one deck (in this case —
the bunk-log deck) to jar the logs contained in the other deck (in this case — the short-log deck). A chain
reaction could cause logs to topple off the deck (short-log deck) uncontrollably and possibly strike any person
who may be walking or working (usually the buckerman) below the deck (in this case — the short-log deck).

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Mechanical Harvesting
Safety Alert Type:
Mechanical Harvesting

Location: Vancouver Island

Date of Incident: 2008-01-01
Company Name: WorkSafeBC

Details of Incident:

A haulback line was sawn into the up-hill side of a stump, creating a bight in the line (a siwash). To clear the
siwash, a hooktender started to buck the stump from the uphill side of the stump, outside the bight. He then
stepped below the stump and started cutting the stump on the downhill side, inside the bight. As he cut
through the stump, the energy in the siwashed haulback line released. This energy created a slingshot-like
motion that carried the stump and the hooktender over a steep bank. The hooktender was fatally crushed
when the flying stump landed on him.

Recommended Preventative Actions:

e Never work in the bight of any yarding line.

e Ensure that, after any road change, all yarding lines are clear, before the rigging crew starts yarding
logs.

e Supervisors, review with all yarding crews the safe method of preventing and removing any siwashed
lines; also provide workers with written jobsafety procedures.

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Mechanical Harvesting
Safety Alert Type:
Mechanical Harvesting

Location: Northern Interior

Date of Incident: 2008-01-01
Company Name: WorkSafeBC

Details of Incident:

A logging cable-yarder engineer was killed when two guylines failed, allowing a yarder tower to topple on him.
The engineer, using a remote control operating console, was standing only 10 ft. (3 m) uphill of the yarder
when the accident happened. The yarder was secured by three cable guylines attached to anchor stumps. As
logs were being yarded in, two of the three anchor stumps failed. The holding wood, above the notching on
one stump, was completely stripped off, allowing the guyline cable to pull free from the stump. Another anchor
stump pulled out of the ground and overturned, allowing the second guyline to fly free. The anchor stumps
were not properly positioned, causing the load to be unequally distributed.

Recommended Preventative Actions:

e Ensure that all workers receive adequate instruction in the safe performance of their duties.

e Select anchor stumps that are about equal distance from the yarder, so that they provide equal load
distribution.

e Use adequate anchor stumps with proper notching and a type of guyline that will ensure a maximum
bight on the stump.

e Ensure that all workers work in an area that is beyond the reach of the yarding tower.
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BC Forest Safety Council

Mechanical Harvesting
Safety Alert Type:
Mechanical Harvesting

Location: Northern Interior

Date of Incident: 2008-01-01
Company Name: WorkSafeBC
Details of Incident:

A rigging crew was working in difficult conditions. As a log was being yarded in, a problem developed and the
stop signal was given. The top of the log pivoted from its base and fell under and across the mainline, striking
and fatally injuring the rigging slinger who was not in the clear.

Recommended Preventative Actions:

All workers, including the person who gives the signal, must be in the clear before the go-ahead signal is
given.

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Worker Bulletins
Safety Alert Type:
Workers

Location: Kootenays

Date of Incident: 2008-01-01
Company Name: WorkSafeBC

Details of Incident:

A skidder operator was killed when his skidder rolled over and crushed him. When the skidder started to roll
down the steep slope, the operator was ejected from the cab into the path of the rolling skidder. The seat
belts in the skidder were not used because part of the belt was missing.

The cab, with its rollover structure in place, survived the rollover with minimal damage. Indications are that the
operator would have had a good chance of surviving the rollover if he had been safely buckled up within the
protective structure of his cab.

Recommended Preventative Actions:

e Seat belts must be maintained in good working order.
e Equipment operators must buckle up whenever the equipment they are operating is in motion, or if
movement of the equipment would cause it to become unstable.

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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ECTsers | HAZARD ALERT

worksafebc.com

Spotter hit by grapple when
working in blind conditions

A grapple yarder operator was removing logs from a hillside. A new worker was the spotter, directing the
placement of the grapple by radio. Two logs were yarded after the spotter attached a choker cable. The
spotter then attempted to remove a log from within a retention patch of brush and saplings. The operator
could not see the log or the spotter. The spotter had no training or experience working with grapples in
blind conditions.

When the spotter asked the operator to swing the grapple, the operator made one blind throw without
confirming the spotter’s position. When the spotter asked for the grapple to be moved a bit more, the
operator immediately did so. However, the spotter was not in the clear. He was hit by the grapple or
choker cable and died of his injuries.

Safe work practices:

® Never move the grapple in blind
conditions without confirming that
the spotter is in a safe position.

® Make sure you are in the clear before
giving the go-ahead signal.
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® Develop safe work procedures for
moving the grapple in blind conditions.
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® Train all workers in the required
communication procedures.

® Provide new workers with adequate
instruction on how to keep themselves
in safe positions when they are working
around yarding equipment.

® Demonstrate the work task or process
for new workers so that they are aware
of hazards and can perform the work safely.

Industry: Forestry WorkSafeBC has a wide range of health and safety information. For assistance FATALITY
and information on workplace health and safety, call toll-free within B.C.
1888 621-SAFE (7233) or visit our web site at WorkSafeBC.com. 2008-20
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BC Forest Safety Council

Manual harvesting/bucking
Safety Alert Type:
Manual Harvesting/Bucking

Location: Avalon Dryland Sort

Date of Incident: 2008-01-17
Company Name: C.N. Danroth Contracting Ltd.

Details of Incident:

e Bucker had been using a spare saw because his regular saw was broken down.

e The spare saw he was using was not in proper working order but the bucker did not want to switch it
out for another spare because it was more powerful than the other saws he would have to choose
from.

e The bucker was standing by the bucking cart and attempting to shut his saw off; the kill switch wouldn’t
go up properly and the only way he could shut it off was pushing the choke down.

e Another bucker came around his back side to put his saw on the side of the cart; he bumped the first
bucker causing him to drop his saw.

e The saw was in full throttle position as it dropped to the ground it landed upside down on the second
bucker’s foot and the chain brake went on.

e No injury occurred.

e The first bucker picked up the saw and shut it off and then took it to the saw shop and tagged it out.

Recommended Preventative Actions:

e Buckers must ensure they only operate saws that are in proper working order.

e Buckers must ensure that their chains are not running when they are in a close proximity to other
workers.

o Tailgate the appropriate crews to alert them of the dangerous situation they could be putting
themselves and others in by operating equipment that is not in proper working order.

More Information Contact Details:
cathy.hunter@allsportsgroup.ca
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BC Forest Safety Council

Other Alerts

Safety Alert Type:
Other

Location: Strousse Lake Road, Riske Creek Area, West of Williams Lake

Date of Incident: 2008-01-17
Company Name: Kennedy Forest & Safety Consultant

Details of Incident:

In the early morning hours of January 17, 2008, two equipment operators were fueling up a decking machine
on a roadside ground based harvesting show. The pickup carrying the fuel pulled in close to the decking
machine to transfer fuel. When the fuel transfer was completed, the decking machine was started up to begin
working. While the pickup driver was standing beside his truck, the decking machine operator began to move
the boom. A large chunk of frozen ice was on the top of the boom and when the equipment operator swung
the boom, a large ice chunk fell off the boom and narrowly missed the worker standing beside the pick up
truck.

It was dark when the incident occurred and it had snowed on and off the week prior to this and warmer
weather had caused the ice to form on the boom the day before.

Recommended Preventative Actions:

When harvesting operations occur during winter months, equipment operators should be aware and observe
logging equipment for snow and ice build up on the higher points of the equipment. Care should be taken
when working near equipment and make sure fuel trucks or service trucks are a safe distance from equipment
before the equipment is moved.

More Information Contact Details:

Kennedy Forest & Safety Consultant @ 250-305-6633
Sapp Logging Ltd. @ 250-297-6223
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BC Forest Safety Council

Worksite Bulletins
Safety Alert Type:
Worksites

Location: Blackwater Spruce Road

Date of Incident: 2008-02-05
Company Name: Westroad Resource Consultants Ltd.

Details of Incident:

Crew was timber cruising in a dead IBM attacked stand during moderate to high winds. While collecting data
at a plot, a gust of wind knock over a tree. The falling tree got hung up in another tree before reaching the
ground but it was directly above the workers heads. The wind remained strong and the crew felt it was unsafe
to continue working in the area so they returned home.

Recommended Preventative Actions:

Do not work in a dead IBM attacked stands if there are strong winds in the area. The level of risk from the
wind should be determined in the office before heading out to the field or during the worksite hazard
assessment. Wear hard-hats on winder days.

More Information Contact Details:

Jim Kurta

Westroad Resource Consultants Ltd.
Quesnel, B.C.

250-992-2987

Copyright © 2008 BC Forest Safety Council. All rights reserved.

http://www .bcforestsafe.org/node/226 2/24/2009






BC Forest Safety Council
Unsafe is Unacceptable

FOREST INDUSTRY SAFETY ALERT

Close Call/Serious Incident

Location: 25 Km on Lavington Road West of Quesnel
Date of Incident: Sept. 12, 2008

Details of Incident: Skidder operator was pulling a chain drag scarifier with a grapple.
Turned down a hill, running over a blow down stump with high side front tire. The
operator had the grapple to high causing the skidder to roll. Operator hurt his neck,
landing on his head when he undid his seat belt.

Recommended Preventative Actions: Be aware of surroundings and debris on ground
that may cause problems if run over by machine. Carry grapple as low as conditions
permit. Operator must attempt to brace themselves better when undoing seat belt while
upside down.

For more information, please call: A&J Industries, Quesnel, B.C.
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BC Forest Safety Council

Mechanical Harvesting
Safety Alert Type:
Mechanical Harvesting

Location: Echo Lake, Campbell River

Date of Incident: 2008-04-07
Company Name: Thibault Logging Ltd. /Critical Site Logging Inc.

Details of Incident:

Hand faller was working with the operator of a Volvo 210 Excavator falling tree along power lines. When they
were in the process of falling a cedar the Volvo operator had to reach out further because of the swampy
area. The tree was limb heavy, it twisted in the hold of the Volvo on the way down causing the Volvo track to
sink slightly. The top of the tree struck the power line bending over the insulator.

Conditions: Ground condition was swampy.

Recommended Preventative Actions:

Soft swampy ground was found to be a contributing factor. In communication with BC Hydro and Worksafe it
was recommended that the use of an arborist in future swampy areas where there is a risk of the machine
track sinking or losing control be implemented in procedures. Workers to discuss any concerns regarding
leaning trees with supervisor and call onsite arborist if necessary.

More Information Contact Details:

Thibault Logging Ltd. /Critical Site Logging Inc.
Phone: (250) 542-8922

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Manual harvesting/bucking
Safety Alert Type:
Manual Harvesting/Bucking

Location: Campbell River

Date of Incident: 2008-04-14
Company Name: Alternative Forest Operations

Details of Incident:

Weather was clear and mild and the 4 man crew was working well together for 6 hours. The crew was climbing
trees located on the outer fringes of a harvest block using standard gear. The crew was topping and spiral pruning
trees, known as ‘wind-firming’. The terrain was gentle sloping (<10%), the stand consisted of 70 year old second
growth fir, hemlock and cedar.

One of the climbers fell 51 feet to the forest floor. He had just completed topping a hemlock, hooked the grapple
solidly and rappelled over to this new tree. He set his spurs in the bole of the tree, threw his climbing strap around
the stem of the new tree.

The climbing strap is attached to the left side of the climber’s belt on a “D” ring and the free end of the climbing
strap has a certified carabineer on the end. Once the strap is thrown around the tree the carabineer on the free
end of the climbing strap is to be clipped into the “D” ring on the right side of the climber’s belt. Once the
carabineer is clipped in the climber is to visual check to ensure the carabineer is, in fact, clipped into the “D” ring
correctly. During this time the climber is still attached to the rappelling line. In this instance the climber had a hook
attached to his climbing belt just behind the location of the “D” ring on his right side. (Photo 1) He inadvertently
hooked into the power saw hook NOT the “D” ring. (Photo 2) The climber looked down for his visual check (photo
3&4) and thought that he saw the carabeener locked into the “D” ring. It is important to note the climber would
have done this process as many as several hundred times that day. He checked his spur placement and put his
full weight onto his strap and spurs, and released his claw line and rappelling line. As he pulled the rappelling line
to recover it he rotated his hips and body to the left. This action changed the angle of the power saw hook, the
climbing strap slipped off the end of the saw hook.

He fell 51 feet to the ground and landed on his right side. Miraculously, he walked out of the hospital 3 hours later
with only bruising.

Recommended Preventative Actions:

Review safe work procedures and rewrite for clarity. Retrain crew in the fulfillment of the intention of the safe work
procedures. Review the incident report with the climbing crew and check gear conflicts. Remove or modify gear
with any similar conflict. Review visual check procedure, rewrite and implement so it never happens again. Rewrite
weekly and monthly safety audits to observed work practices capture this and similar critical actions. Write a clear
policy statement regarding gear modification.

More Information Contact Details:
Jason Kemmler, Operations Manager, 250-701-1911

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Manual harvesting/bucking
Safety Alert Type:
Manual Harvesting/Bucking

Date of Incident: 2008-04-15
Company Name: Interfor

Details of Incident:

Earlier this year, as has happened before, a Faller was fatally injured by ‘blowdown’ timber attached to a root
wad. In the bucking process, the root wad was jarred loose from the adjacent sloping rock face on which it
was poorly secured.

In this situation, a thorough risk assessment was not done on the potential for the root wad to detach from the
ground or a rock face, nor was there an adequate ‘escape route’ for the faller in the event that the root wad
end did indeed break loose and pivot.

Recommended Preventative Actions:

The first step is to Recognize the Risk of instability of any timber attached to rock or other structures by Root
Wads that can be easily disturbed by activity in the area.

Secondly, if an effective ‘Escape Route’ is not available, options other than falling or bucking the timber must
be utilized. Other options include removing the ‘blowdown’ by 1) blasting or 2) use of a heli-grapple, or simply
avoiding the hazard by 3) leaving the standing timber or ‘blowdown’.

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Equipment Bulletins
Safety Alert Type:
Equipment

Location: Princeton

Date of Incident: 2008-04-17
Company Name: Weyerhaeuser

Details of Incident:

A logging contractor has recently brought forth the following safety alert for log haulers and loader operators
when unloading and hooking up log truck trailers.

When the loader is operating from the “blind position” (with the boom blocking the view of the truck and trailer)
the truck driver is at risk of being struck by the trailer as the loader is positioning it for hook up. This position
also forces the loader operator to be operating their equipment from an awkward position increasing the risk
of an unplanned movement of the machine.

The cause of this situation is due to the lifting strap being positioned close to the rear axles where the strap is
needed for lifting the trailer off of the truck. One solution is to install a second strap closer to the end of the
reach (near the compensator) as shown in the pictures that follow.

If the loading area (being relatively flat) and/or the trailer brake system allows (trailer brakes can be set on)
the loader may release the trailer, after unloading it from the truck, and grab a lifting strap positioned closer to
the slide along the reach. This will allow the loader to have a better view of the truck driver while hooking up
the trailer.

If the trailer brakes cannot be set and the loading area is too sloped to release the trailer, the loader can
position itself (if possible) closer to the rear of the trailer to give itself a better view of the truck driver’s
position.

Recommended Preventative Actions:

The loader operator and the truck driver both have a responsibility to ensure the safety of the truck driver
while hooking up the trailer for loading.

1. Have a secondary lifting strap installed on the reach closer to the slide to allow the loader operator a
better view of the truck driver while operating with the boom restricting the view of the truck and trailer.

2. If the landing and/or trailer do not permit (too steep/no trailer brakes), or a secondary strap is not
installed, position the loader towards the rear of the trailer to give the loader operator a better view of
the truck driver while hooking up the trailer.

3. If possible, always have the loader operator unload and position the trailer for hook up from the truck
driver’s side of the truck. This will give the loader operator the best view of the truck driver.

http://www .bcforestsafe.org/node/229 2/24/2009





Equipment Bulletins | BC Forest Safety Council Page 2 of 2

More Information Contact Details:

Peter Forbes, RPF
Logging Supervisor
Weyerhaeuser
(250) 295-4294
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BC Forest Safety Council

Silviculture/Stand Tending/Fire Fighting
Safety Alert Type:
Silviculture/Stand Tending/Fire Fighting

Location: Prince George Woodlands

Date of Incident: 2008-05-14
Company Name: Canfor

Details of Incident:

On May 14, 2008, a large tick was discovered and removed from the scalp of a Silviculture staff member’s
head by the First Aid attendant on shift at the Northwood Pulpmill.

The staff member had noted a small sore lump on her scalp after returning home from working Saturday
supervising planting contractors throughout the Pelican Operating Area. She believed that the lump was
probably the result of a small bug bite, such as a spider; as the incident seemed fairly routine, she decided to
monitor the bite over the next few days and take action if the situation changed.

Since Saturday, the immediate area surrounding the lump had become inflamed and red, while the back side
of her head where the bite was located had become very sensitive and painful to touch in addition to
increasing soreness of the neck muscles on the side affected by the bite. She had been checking out the area
with mirrors at night but could not see more than a discolored lump between all the hair follicles.

Recognizing that the situation had changed, she brought her concerns to a few fellow co-workers within
Prince George Woodlands. After a few second opinions, she decided to visit the Level Three First Aid
Attendant on-site located adjacent to the Canfor Administration Centre at Northwood Pulpmill. The first aid
attendant inspected the area of concern under a high-powered magnifying glass; he subsequently agreed that
the lump appeared to be a tick.

The tick was removed by heating up a metal rod on a stovetop element and consecutively burning the tick in
the backside, as this was agreed on by the individuals occupying the Pulpmill’s security office, as well as the
patient, as the known ‘best practice’ for safe tick removal. The tick proceeded to back itself out partially from
the burning treatments, but was finally removed with force from tweezers. The affected area was cleansed
with an antiseptic wipe and sent back to work.

After researching information regarding tick prevalence, associated diseases and action plans in the case of
an incident over the internet, the tick was packaged alive and will be couriered to the BC Center for Disease
Control in Vancouver for correct species identification and preserved for future reference. Though it is
possible for the tick to be tested for the known bacteria and/or diseases that they may host, the Center will
only conduct testing if the affected individual reports symptoms associated with the diseases.

As a result of this First Aid Incident, the following key messages are provided:

Recommended Preventative Actions:

1. Wear light colored clothing whenever possible; tuck in your shirt to your pants and your pants into your
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work boots if possible to reduce any skin exposure;

2. Walk on cleared trails wherever possible, as ticks usually attach themselves to you as you pass
through brush or tall grass (ticks do not fly and they also do not drop from tree crowns);

3. Use insect repellent at your discretion as it could deter tick bites.

4. Complete a ‘tick check’ for yourselves and your canine companions at the end of every field day,
whether your skin was covered or not. Focus on areas of greater perspiration such as your scalp,
underarms and groin area.

5. Do not stop if you have found one tick — continue to search your whole body (or that of your dog) to
ensure there are no additional risks to infection.

More Information Contact Details:
See more details here.
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Manual harvesting/bucking
Safety Alert Type:
Manual Harvesting/Bucking

Date of Incident: 2008-05-15
Company Name: Western Forest Products

Details of Incident:

A Faller was working in a heli block on an average side hill of 30% to 40% slope. There were lots of pre-
identified hazards such as large slabbed cedar snags throughout the block. The

faller was attempting to fall a 22 inch diameter, 55 foot tall sound hemlock tree that was adjacent and within
eight inches of a 3 foot diameter 71 foot tall cedar snag. The cedar snag

had a solid butt and ragged and broken spiked top.

The faller walked around the cedar & hemlock tree twice and had assessed the hemlock to be limb tied into
the cedar snag. (It was later confirmed during the investigation that a large limb of the hemlock was growing
around a crook in the cedar snag at approximately 37 feet from the ground). The faller made a decision to fall
the hemlock first. He was positioned directly below the point where the trees were limb tied to fall the
hemlock. As he finished his back-cut and was preparing to get into the clear, a chunk from the cedar snag
about 34 inches long and weighing between 10 to 12 pounds fell, striking the faller on the head. The faller
was looking up at the time, and was struck with a glancing blow off the top part of his

forehead.

Upset Conditions:

1. Stand had a high concentration of large slabbed snag top cedars.
2. Limb tied green tree in close proximity and coupled with a snag.
3. Working directly below the point where the trees were limb tied.

Recommended Preventative Actions:

1. Ensure that areas with high potential falling hazards such as highly decadent stands, heavy
concentration of snags, and large boulders are identified at the engineering phase and at the pre-work.
(This was done for this area)

2. Ensure that the bull bucker assesses the work area for hazards prior to commencement of falling. (This
was done for this area)

3. Assess limb tied trees for hazards such as broken tops, limbs, and loose debris in canopy, and fall both
trees together if possible. If either tree can not be safely felled, seek qualified assistance.

4. Get a second opinion / second set of eyes when you encounter a falling difficulty.

5. When dealing with green trees that are limb tied and closely coupled with a snag, do not put yourself in
the bite directly below limbs where you do not have a clear view and the potential exists for debris to
fall directly where you are working at the base of the tree.

6. If a safe option exists to fall both the green limb bound tree & the snag directly down hill, rather than
into lay; choose the option of falling the timber downhill if that will overcome the hazard.
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If it is safe to do so, cut up the green limb bound tree and use an alternate tree a safe distance away to

push the limb bound tree out of the snag.
If no safe option exists for removing both the green limb bound tree & the snag, consider blasting the

trees.

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Other Alerts

Safety Alert Type:
Other

Location: Bonanza Lake (Beaver Cove Camp Facility)

Date of Incident: 2008-06-10
Company Name: Ted Leroy Trucking Ltd
Details of Incident:

At approximately 8:30pm on Tuesday, June 10, 2008 a worker who suffers from allergic reactions initiated by
certain foods, specifically nuts, contacted the First Aid Attendant for medical aid. He was experiencing a
severe reaction from a cookie he had eaten earlier in the evening containing nuts.

The worker, who had experienced this type of reaction in the past as told to the First Aid Attendant, did not
have any medication with him in camp for immediate consumption in the event of a reaction.

The outcome of this incident was catastrophic.

Recommended Preventative Actions:

All workers should effectively communicate to there Supervisor and or First Aid Attendant any impairment
they may have or acquire. This information is to be kept in strict confidence between the First Aid Attendant
and their Supervisor.

All workers must ensure they take all reasonable care to protect themselves in the event of an allergic
reaction, making certain they carry the appropriate medication applicable to their conditions.

More Information Contact Details:

Jim Vaux or Leanne Plester
Safety & Compliance Department
Ted Leroy Trucking Ltd

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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BC Forest Safety Council

Other Alerts

Safety Alert Type:
Other

Location: Avalon Dryland Sort

Date of Incident: 2008-06-14
Company Name: C.N. Danroth Contracting Ltd.

Details of Incident:

Pieces of bundle wire shot into the thigh of a Strapper when he was re-cutting wire.

Strapper had thrown 3/8 inch bundling wire over a bundle of logs.

The hydraulic crimper had not been cutting properly or making clean cuts.

The Strapper wanted to cut the frayed ends off and attempted to cut about 2 inches off the fanned out
end of the wire.

e The frayed ends exploded into the workers thigh.

Recommended Preventative Actions:

e When cutting short pieces of wire or frayed ends make sure it is at least 5 inches up the strand of wire
from the original cut end.

Ensure the wire is held secure.

Ensure crimper bits are in good working order.

Ensure the crimper is held in the proper position.

More Information Contact Details:
cathy.hunter@allsportsgroup.ca

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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Other Alerts

Safety Alert Type:
Other

Location: Avalon Dryland Sort

Date of Incident: 2008-07-11
Company Name: C.N. Danroth Contracting Ltd.

Details of Incident:

It had been a very hot day.

A young Scaler had been feeling dizzy with an upset stomach.

He had informed two of the other Scalers that he was feeling sick.

He told them that he would try and tape one more row.

Half way through the row of logs a near by bucker who was the sort FAA noticed he did not look good.

The FAA immediately realized that the worker was suffering from heat iliness and got him off the sort

and attempted to cool him down.

e The FAA and Sort Supervisor took the Scaler to a Medical Clinic that was 15 minutes away; the worker
was delirious.

e The patient was then transported by ambulance to the nearest hospital where he was treated for heat

stroke and released later that day.

Recommended Preventative Actions:

e Ensure all workers know how to recognize symptoms of heat illness in themselves and others and
know what to do if it occurs.

Ensure all workers know how to protect themselves from heat iliness.

Tailgate workers about the topic when the weather begins to get hot.

Create bulletins to have available to workers to caution them about heat illness.

Supervisors to ensure workers have adequate breaks, time out of the sun if needed and plenty of
water.

More Information Contact Details:
cathy.hunter@allsportsgroup.ca

Copyright © 2008 BC Forest Safety Council. All rights reserved.
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LONG SHOT HOLDINGS LTD SAFETY ALERT

Copy To: Employees & Contractors Date: October 31, 2008

Subject: Faller Injury File #013
CC: Worksafe BC, BC Forest Safety Council, Coast Tsimshian Resources

DETAILS OF INCIDENT: On September 30, 2008 a faller was falling a 10 inch
diameter snag approximately 15-20 ft tall. The faller made his cut and the base

of the tree slipped off the stump. The base of the tree went downhill while the tree
top came back towards him. The faller tried to move out of the way from the tree
but his feet got stuck in a hole and the tree came down on top of him. The faller
radioed his partner who then came down and administered first aid. The

faller was taken to the hospital where his injuries were treated. Injuries included:
severely bruised left kidney, one fractured rib and two chipped vertebrae. The
worker is off work indefinitely.

INVESTIGATION: It was found that the faller was using an old style of cutting
called “back barring.” While practicing this style it was found that he could not
feel that he cut through the hold wood. It was also found that the faller was aware
of the style of cut was illegal and that he decided to do this because “it was
quicker.”

RECOMMENDED PREVENTATIVE ACTIONS:

1. Clear escape routes should be done before falling commences.

2. All fallers must not back barr for any reason.

3. A good area assessment must be taken to ensure stable ground around the work
zone.

4. Revise and review safe work procedures for fallers.

Please review this close call/hazard alert with all workers so they understand
the precautions they must take while working for Long Shot Holdings Ltd.

Reported by: Laura Olynyk Safety Coordinator
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FOREST INDUSTRY SAFETY ALERT

Close Call/Serious Incident

Location:  Poison Creek — Loughborogh Inlet
Date of Incident: Oct 2 2008

Details of Incident: Worker had finished doing a splice on a cable behind the
yarder. He turned to walk passed the cable, when his right hand rubbed against the
splice area of the cable. When his right index finger rubbed the cable some jaggers
punctured the second joint.

The worker had experienced jaggers in his hand before so he thought it was minor
and carried on working. By the time he finished the day and was getting off the
crew boat he felt that his hand was starting to swell up. He mentioned this to a
fellow worker. The next morning he went to the doctor and had to be put on an
antibiotic drip for infection.

Recommended Preventative Actions:
1) Always wear hand protection when working around cables
2) Always report to first aid for medical treatment when a puncture occurs

For more information, please call: Southview Forest Services Ltd
Reg Evans — Safety Coordinator
604 485 2078 ext 223
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SAFETY ALERT
STOP —STOP — STOP

There have been several incidents in Helicopteglmmpoperations this yea
where the hill personnel have been involved inocsericlose calls as a result of n
informing the pilots that they were in an unsafsipon. Initially the workers were
in the clear but due to extenuating circumstantes,original flight paths were
altered which placed the worker in a precariougasion. Although the worker
had the capability of communicating their hazardpasition to the pilots and
window of opportunity to do so, they chose not to. '

During questioning later, it was discovered thaé tround worker’s
perceptions were that they didn’t want to use tlaeithority to suspend or sto
flight operations after giving the initial go-ahea@nal, as they felt it would
hinder production. All ground workers must realizat they have the authority t
suspend the motion of the machine and should feploeered to do so, shoul
they find themselves placed in imminent danger. Tiee&v procedure to hal
operations temporarily is to clearly call the plerdSTOP! STOP! STOP!” This
will result in the pilot suspending motion and holglthat position until you hav
reached a clear position and inform him to resumghtfoperations.

All Heli Ground Workers should be willing, ready and able to quickly
enact this procedure during the critical time frame when the pilot is working
theturn free of the ground. '

employees, and posted. [Helicopter Air Crew, Ground Personnel & Visitors

Please make sure this ALERT is reviewed, signed-off with all target
e.g. Quality Control and Engineers] '

T
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FOREST INDUSTRY SAFETY ALERT

Serious Incident

Location: Clearwater BC
Date of Incident: Nov 26, 2008

Details of Incident:

Two employees were tightening a “twister” which they were unable to secure. One
employee left the other holding the twister stick while he went to get an object to
help secure the twister. In the meantime, the first employee lost his grip on the
twister stick and was struck by it several times in the back and arm as it unwound.

Recommended Preventative Actions:
Contractor to update SOP around installation of twisters to ensure a long enough
stick is chosen and that it is not wound too tightly so as to pose a major hazard.

For more information, please call: Canfor Vavenby 250-676-1138
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2008 in Review — Faller Supervisor Alert

In 2006 and 2007, Certified Fallers in BC went a record 28 months with no fatalities.
This was the result of the hard work, attention to detail, and good falling practices put in
place by fallers and supervisors every day around the province.

But in 2008, EIGHT men died on the job (as indicated on the WorkSafeBC Notice of
Incidents). Seven of them were experienced certified fallers, with the skills, knowledge
and ability to fall safely.

Each of these fallers also had a supervisor. Someone who will never forget the day one
of their fallers died, and will always wonder if they could have done anything to avoid this
worst-case outcome.

We don’t know all of the factors that led to each of these fatalities. But now is the time to
consider what you can do to make yourself and your crew more committed to getting
and staying on the right side of the many hazards that you face each day.

What happened?

Four of these fatalities were caused by danger trees left standing. Three were caused
by trees that had been, or were being, bucked. In some cases the basic rules of falling
were ignored — being within two tree lengths of another faller; working below a bucked
tree, or lack of an escape route.

And these weren't rookies. These certified fallers all had between 6 and 30 years of
falling experience. But the result was the same for all these men - some incredibly
experienced fallers wound up dead.

In addition to the Notice of Incidents received from WorkSafeBC, there were 2 additional
falling fatalities reported in 2008. At the beginning of 2008, a landowner with no falling
experience died while attempting to fall a tree on his own property. At the end of 2008, a
certified faller suffered an apparent heart attack while falling.

Supervisor Alert!

Don't let these deaths go by without taking action. We won't have a good idea of all the
factors that contributed to these fatalities until WorkSafeBC and other investigations are
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complete. That can take months or years. You and your fallers can’t wait that long —
maybe making some of the same errors along the way.

What Should You Do?

First — Talk to your crew now. Fallers don’t always know how many fatalities have
happened or hear any details about what went wrong. Get everything out in the open.

Emphasize that fatalities and serious injuries CAN be prevented. 2006 and 2007 were
proof that fallers can dramatically change their own safety outcomes.

Don't assume that you know all the details about what happened. Focus on what you do
know and what you can do about it. We've included a “Supervisor Step-by-Step” safety
meeting outline to this bulletin. You can use all or part of it at your next safety meeting.

Second — Take a close look at yourself. Supervisors have many responsibilities on a job
site: planning, production, quality, reporting and more. It's easy to lose sight of the fact
that NOTHING is more important than getting your men home safe at the end of the day.

e Do you do good site assessments before you send fallers in? Do you walk the block?
Would you delay the start of work to deal with a hazard or would you just let it go?
Think about it.

e Do you evaluate the faller, or evaluate the stump? Stumps can tell you something
about how the faller made their cuts. But watching the faller can tell you how safely
he is working or whether he is ignoring hazards in order to lay the wood down faster.
Look to see if a pattern of poor habits is developing.

e Do you step in and coach your fallers when you see sloppy workmanship? Everyone
can drift into bad habits at work. For most people their bad habits won't kill or disable
them. Falling is different. Watching the faller work, looking at his work practises,
encouraging good habits and pointing out better techniques is critical. You have the
skills, authority and responsibility to do that.

o Are you being tough when you need to be? When fallers commit one of the deadly
sins of falling, it doesn't just put them at risk. It risks their co-workers on site, it risks a
fine or worse from WorkSafeBC, and it risks your reputation as a supervisor running
a safe operation. This is the time to drive home the message that some actions are
never OK and will never be allowed on your site. It's ultimately your main
responsibility as a faller supervisor. You will sleep better at night for it, your crew will
respect your clarity, and overall safety will improve.

Conclusion

One fatality is too many. Eight is a disaster. The falling community proved through 2006
and 2007 that when everyone paid attention, fatalities could be prevented. There were
no fewer hazards in those years. The production pressure was always there. But
attention was paid and it paid off, big time.

Let's get back on track in 2009. You can make the difference.
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Supervisor Step-by-Step Safety Meeting

Supervisors can make the difference between fallers hearing about a fatality and
thinking “It'll never happen to me” instead of thinking “What can | do to avoid that ever
happening to me?”

Use the fatalities in 2008 to take some positive steps for yourself and your falling crew.

Step One

Look at the fatalities from 2008. We've attached a list of the initial information from each
incident. These aren’t complete or final investigation results, but most fallers will be able
to identify with at least one of the scenarios. Pick one that seems similar to your
operation, or where you've seen your fallers do a similar thing. Or discuss them all.

Go over the incident(s) with your crew. Use the basic descriptions we've given you, and
then talk with your crew about how you've seen similar things happen on your site. Or
ask them what they’'ve seen. For example, ask them “When is it OK to be below a
bucked off rootwad?” See what your crew says. The right answer here is “never.”
Several fallers have died being crushed in exactly this situation.

Ask more questions: What was the right thing to do here? How could this incident have
been prevented? What do we need to be doing differently?

Step Two

Pick a day and tell your crew that you're not going to be checking stumps, you're going
to focus on how they recognize and deal with hazards. Then do it. Watch them work.

This is a chance for coaching on a factor that can mean the difference between life and
death for fallers every day. Don’t yell and scream if you find a hazard they've missed:
e See if they can identify the hazard given a second chance;
e Once they recognise it, make sure they know how to deal with it (and that they do);
o Let them know they’ve got your support in refusing to put themselves at risk;
o Most importantly, lead by example. If you let hazards go without corrective actions,
what message are you sending to your fallers?

Step Three

Give credit to your fallers who are working safely, identifying hazards and practicing
good work habits. It's not always easy, but in the long run people respond better to
praise than punishment, even though correction is sometimes necessary.
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Faller Fatalities — Information distilled from WorkSafeBC Initial Notices of Incident

Date of Worker
) Time Region Experie Description of Incident
Incident
nce
Januar campbell A cedar windfall that was being bucked by a
Y | 10:00 P 15 years | certified faller pivoted, pinning the faller up
22, 2008 River :
against a rock bluff.
Februar A certified faller was struck by the top of a
Y | 11:00 | Gold River | 14 years | danger tree (138’ tall) that was felled by the
12, 2008 , )
worker’s falling partner.
A certified faller was clearing around the
April 17 Lake base of a small hemlock to fall the tree.
b ' 13:00 . 30 years | Previously bucked cedar/hemlock trees with
2008 Cowichan :
an attached rootwad system slid down the
steep hillside and pinned the faller.
A certified faller was bucking a slightly
May 9, ) Cultus elevated windfall tree that was lying straight
2008 16:00 Lake 10years downhill on a 70% side hill. It let go striking
the worker as it slid past.
A worker was clearing an area in front of a
viewing platform. The worker attempted to
July 14, 16:00 Campbell 2 vears fall an 85' tall, 16" alder tree, which was
2008 ' River y leaning approximately 20 degrees down hill.
The tree "barber chaired" to a height of 18’
and the butt of the tree struck the worker.
Julv 21 A certified faller on a lunch break was struck
y <L 13:30 | Sparwood | 32 years | by a runaway log (danger tree) that came out
2008
of the forest above the faller.
Audqust A certified faller felled two green trees by
21 %OOS 07:30 | Bella Bella | 6 years | pushing to overcome a falling difficulty. From
' uphill a 40’ tall danger tree struck the faller.
A certified faller was struck by the top part of
Oct. 7, . a 91’ tall danger tree. The top 38’ broke off
2008 15:50 | Bella Bella | 35 years its stem. The danger tree was located above
the faller, 45’ inside the standing timber.

@ BC Forest Safety Council PLEASE PASS THIS BULLETIN ON TO COLLEAGUES AND ;Hmsmmj“

This bulletin sent by: BC Forest Safety Council, #103 - 65 Front Street, Nanaimo, BC VIR 5H9
You are receiving this message because you have subscribed to receive it
or you have an existing business relationship with the sender.

To be immediately removed from this distribution list, please click here
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