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072 – RIDDOR Specified Injury - Fall from height 
An accident occurred recently where a rig attendant fell from height landing on the ground fracturing 
three ribs. Prior to the accident, it had been noted that the auxiliary line on the driven piling rig was 
damaged, ‘bird caged’ in the cathead. Due the to nature of the damage, the rope could not be moved 
and therefore could not be changed in the normal manner. The crew present with the Supervisor and 
fitter discussed how best to proceed with the task. Removing the hammer with an attendant crane and 
having inspected the partly derigged cathead from a MEWP they were in the process of winching the 
now cut rope onto the drum, when it snagged on top of the machine. IP reportedly stepped up onto the 
rig tracks, reached up and freed the rope. At this point he lost his footing and fell to the ground landing 
on the right side of his back sustaining three fractured ribs in the process.   
Investigation Findings • While discussions around the task took place, there was no revised or written SSOW or risk 

assessment produced to cover the change from the normal procedure and thereby identify the 
hazards / control the risk. 

• Working height was obviously considered by the team with respect to use of a mewp to access 
the cathead. However, the low-level work at height, when IP stood on the tracks was not. 

• The project specific risk assessment did provide guidance on controls for working at height but 
did not specifically mention ‘do not stand on the tracks’. 

• It was identified that standing on the tracks appears to be accepted custom and practice, 
whether that be to refuel, carry out maintenance, or just to speak to the rig operator etc. 

• Two working at height related safety alerts had been communicated throughout the business 
within the preceding six months, but it was discovered the communication process was flawed 
and these and other key communications may not have been received / understood / 
implemented by the intended recipients.  

• The accident was not reported to management on the day which subsequently lead to delayed 
investigation and grief from the client. 

• The reported accident details and investigation appear to indicate that IP may have climbed 
higher than the reported ‘stood on the track’ position to reach the snagged rope. 

Learning Points / recommendations  
• Management of change to our normal activities must be covered by a suitable and sufficient 

SSOW & risk assessment. 
• Dynamic situation must at the very least be covered using the ‘Point Of Work Risk 

Assessment’ (MSM-10 App 6.7 Non Routine POWRA) attached. These should be discussed 
with Line Management before proceeding.  

• Further review of regular / known working at height tasks is being carried out to ensure that the 
correct controls, equipment, personnel etc are in place to carry out the works safely. 

• Communication of safety alerts etc will now be emailed to managers and cascaded down 
through line management to site teams. Discipline Managers will be accountable for ensure 
their direct reports receive these comms. 
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REMEMBER IF IN DOUBT STOP 
WORK AND SEEK ADVICE 

 

 


