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This summary outlines

an incident in which a
demolition operative
sustained a wrist injury
after slipping and falling

on uneven rubble while
carrying a window frame.

It reviews the circumstances
leading to the accident,
including a snagging hazard
and site conditions, and
highlights the investigation
findings, reinforcing the
importance of maintaining
awareness of slip and trip

risks during demolition
activities.
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1. Incident

After demolition works had been stopped, an operative was segregating
materials. He entered the picking zone, picked up a window frame, then
as he was walking out of the zone he stumbled, slipped and fell. The
result of this was that the operative put his hand down and all his body
weight went onto the wrist, resulting in a stress fracture of the wrist.

2. Occurrence

An area had been set aside for demolition arisings. This area was outside
and weather was damp. The ground conditions in the area were uneven.
Operatives were then entering this picking zone to segregate different
materials. These materials would then be carried out of the zone and
placed in the correct bin. A worker entered the zone and picked up a
window frame. As he was leaving the zone, his waterproof hi viz trousers
became entangled on a piece of rebar. This caused him to slip on some
damp rubble. The operative fell onto his left wrist, which took his body
weight. The operative was unable to free himself at the time as he had
the window frame on top of him and was still entangled. A colleague
came to his aid to help him out of the area and took him to a safe area
so he could take some time to compose himself. The operative felt
immediate pain and took some paracetamol at his first opportunity.

The pain, however, became worse so the operative went to hospital.

He underwent an x-ray which identified a hairline stress fracture.

After the event, both the site supervisor and a company director
reviewed the work area and the RAMS, however no major improvements
were identified. The lighting was good are there were no known
contributory factors from the work environment.

3. Summary

The activity being carried out and the associated hazards have been
clearly identified within the RAMS, with all operatives having understood
them and signed for them.

A specific toolbox talk has been created by the company and will be
delivered on all sites that may have a similar activity. The RAMS and
future RAMS will emphasise the importance of being vigilant during these
activities, and being continually aware of the potential for slips and trips.



