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Alberta Veneer Plant Fatality 
A worker was fatally injured while performing maintenance work on a veneer stacker scissor lift. This work required the equipment to be locked out and the use of gravity control restraint devices. At the time of the accident it appears that the equipment was not locked out. This equipment includes limit switches which control the position of the bin. The accident was caused when the scissor lift was activated and was lowered on to the worker, possibly as a result of contact with a limit switch.
Interim Corrective Measures

Every employee throughout the organization must understand the critical

importance of strictly complying with all lockout requirements and we need to take steps to ensure that all employees recognize the serious consequences of failure to do so.

Lockout procedures must be clear, complete and easily understood and should include relevant steps such as the use of gravity control devices and
the required state of the equipment when such devices are used (eg. Removal

of partially-full bins).

To better ensure full understanding of the operation of equipment and the identification of potential hazards, ensure that workers understand the function

of limit switches and other similar photocell devices which may affect the

operation of the equipment.

Ensure that safe work practices for standard and routine tasks are consistent

with written safe work procedures.
