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Introduction:

This report outlines

an incident involving

the manual handling

of steel plates, where

a senior manager
sustained a serious

bicep injury during lifting
operations. It examines
the circumstances leading
to the accident, including
planning limitations and
risk assessment gaps, and
highlights key findings
from the investigation,
emphasising the importance
of thorough preparation,

adherence to safe methods,
and awareness of manual
handling hazards.
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1. Incident — Steel plates were being lowered from height to the ground.
A senior manager was assisting the team to lift a corner of a plate onto
bearers so the plate could then be cut into smaller sections. During

the lift the manager suffered an injury that resulted in his bicep muscle
detaching from the bone.

2. Occurrence — An area of the site had 17 steel plates that were required
to be lowered from height to the ground. They were then manually

lifted onto bearers to enable them to be gas cut them into smaller, more
manageable sections. It was during the lifting of the last of the steel
sheets that the accident happened.

It was the injured manager that had developed the method for carrying
out the task. He was considered physically fit and was capable of
undertaking the task.

After the incident, the injured person attended hospital on the same
day. He underwent scans and was scheduled for corrective surgery the
following week. He had to wait due to swelling. There were no work
environment factors that had a bearing on this accident.

An internal investigation has been carried out and some changes made
to this type of activity for the future. The investigation showed that the
visibility of the steel plates was initially limited and when combined with
other site operations, the manual handling activity chosen was not fully
aligned with the approved method. The method statement did not fully
identify the risks associated with handling the steel plates. The plates
could not be fully assessed until other works had been completed,
consequently, the initial planning lacked the information to create a safe
and efficient manual handling procedure.

3. Summary — Although all the operatives involved were trained,

the company felt from the investigation that this accident was down

to behavioural actions rather than errors. The injured manager
underestimated the risks involved with the task. The methodology of this
type of work has been reviewed, and it was agreed that more in depth
risk assessments should have been carried out. All company operatives
have been reminded of the dangers involved with manual handling, and
that it is a hazard that should not be taken for granted. Additional toolbox
talks have been delivered.



