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The purpose of this monthly summary is to inform managers and supervisors of recent BNL environmental, safety, and health issues. It is important to share this information with your staff and reinforce the Laboratory’s commitment to safety. 
	ENVIRONMENTAL COMPLIANCE


On October 10, 2003, Environmental and Emergency Services personnel were summoned to Building 490 to mitigate a spill of oil leaking from a dumpster.  Investigation showed that someone-- possibly a BNL employee or contractor--disposed of several uncapped antifreeze containers containing waste oil and a bag containing oil-soaked debris.  The oil spilled from the containers into the dumpster and some onto the ground.  BNL staff spent several hours cleaning up the mess and BNL funds will be spent to dispose of the materials. This release cost BNL several thousand dollars in staff time and disposal costs--money that could otherwise be spent conducting research.  

Please note that waste oils can be disposed for free at local service stations or retailers or the local municipality.  

	 SAFETY


Occupational Safety

Misunderstood Stop Work Order 

On October 21, 2003, a BNL Facility Support Technician (FST) checked on a job to disconnect water service to Building 707A. The workers had excavated in order to gain access to the water service pipes. The FST observed inadequate cave-in protection in a trench that was approximately 10-feet-wide, 18-feet-long, and 5 feet 6 inches at the deepest point. The FST stated that she issued a Stop Work notice.

The workers did not recall the FST using the words "Stop Work."  Neither the supervisor nor the ES&H Coordinator recalls the technician informing them that she stopped work.  The FST believed that she had issued a Stop Work notice on the job.  

It is recommended that personnel re-read the Stop Work - Imminent Danger Procedures 
to review the policy and process to stop work at BNL, which is intended to mitigate imminent danger to personnel, equipment, or the environment.

For further information, contact P. Williams, ext. 8211.

Mechanic Cuts Index Finger

On November 11, 2003, in the basement of Building 463, a mechanic attempted to remove the protective seal on the bung of a 55-gallon drum of propylene glycol.  Wearing cotton, leather-palmed gloves, the mechanic used channel-lock narrow-tip pliers to grab the metal tab (similar to the pull-tab on a can of soda).  The mechanic stood at the edge of the drum away from the bung, which caused him to reach over the drum with the left hand resting on the drum next to the bung.  As the tab was pulled, it did not tear along the designated serrated line and the tab cut across the top of the left index finger at the second knuckle, resulting in tendon damage.  

In approaching a work activity, position oneself in the best position relative to that activity, and use the most suitable tool for the job.  When later interviewed about the event, the employee indicated that the channel-lock pliers, commonly known as water pump pliers, were the tool of his choice because the head of the pliers made it easy to roll the tab back.  However, the combination of an off-center grab and the narrow gripping surface of the pliers may have been a contributing cause that the tab was not removed along the serrated line.  Using a pair of pliers with a wide mouth would have provided more of a mechanical advantage for the removal of the protective tab.

For additional information, contact J. Ellerkamp, ext. 7493.  

Firefighter Injured

A BNL firefighter (A) was injured while taking part in preparation for a confined space training exercise.  While trainers from the county training facility, the Fire Captain, and two other firefighters were erecting the tripod over the 18-foot-deep pit, Firefighter A was preparing equipment in an adjacent area.  One of the gratings had been removed and was lying diagonally across the opening.  For an unknown reason, Firefighter A walked toward and stepped over the floor opening, missed and fell, catching the edges with his upper body and arms, and was pulled clear by the two other firefighters and the Captain.  Firefighter A received minor abrasions.   

As of this writing, comments from the critique are still being weighed.  The official in charge, instructor, and/or Fire Captain, should review the work plan with all participants before beginning an exercise so that all understand the potential hazards.

For additional information, contact J. Ellerkamp, ext. 7493.  

Traffic Safety

Employee Struck by Motor Vehicle while Walking in Pedestrian Cross Walk  
On November 20, 2003, around 1710 hours, a BNL employee was struck by the left side-view mirror of a passing car while walking across the Railroad Avenue crosswalk between Buildings 729 and 725. The employee was thrown to the ground.  The driver and an eyewitness went to the aid of the employee.  The driver transported the pedestrian employee to the BNL Occupational Medicine Clinic where a BNL physician examined him.  No serious injuries were found; however, the employee was advised to take the BNL ambulance to a local hospital emergency room for further evaluation. The employee declined, stating that he was OK and preferred to go home.  On November 21, the employee did not report to work, but went to a hospital emergency room for a neck X-ray; the results were negative.

It was dark and raining lightly at the time of the accident. The employee was in the middle of the cross walk when he noticed that the car was about 55 feet away and did not appear to be stopping.  The driver stated that he did not see the employee in the cross walk until the employee was almost in front of the car.

Pedestrians should be aware of traffic in all directions related to the crosswalk.  Drivers are asked to be careful and drive slowly at all times, especially in conditions of poor visibility and bad weather.  New York State law requires drivers to stop until a pedestrian has reached the far side of the road.  

In addition, all drivers are reminded that BNL has a large deer and turkey population.  In particular, young deer will dart suddenly into the roadway.  In recent weeks, the Traffic Safety Committee has been informed of five incidents this year where deer strikes have resulted in vehicle damage. 

For additional information, contact J. Ellerkamp, ext. 7493.  

Radiological Safety

Radiological Awareness Report (RAR 0309-29)

A worker entered a radiological area to retrieve equipment for use in another radiologically posted area.  Both areas were posted as "Radiological Work Permit (RWP) Required" for access.  The individual, a trained radiation worker, did not know of the requirement to log onto the RWP.  The worker was under the impression that although she was entering a posted radiological area, the RWP requirements did not apply because radiological work was not being performed.  The worker also thought that the supervisor had already signed her onto the RWP.

It is very important to follow posting requirements.  In particular, signing onto the appropriate RWP is required for any access into any posted radiological area.  It is not permissible for someone to sign another individual onto the RWP.

For additional information, contact C. Schaefer, ext. 4728.


*   *   *

Lab-wide Completion of Required Training Percentages for December





Employees 96% (same as November)


Guests/Contractors 86% (up 2% from November)
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