
 

 

February201 WMSC Commissioner Brief: W-0187 – Serious Injury – Cheverly Station – June 3, 2022 

Prepared for Washington Metrorail Safety Commission meeting on November 15, 2022 

Safety event summary: 

At approximately 11:23 p.m., a Construction Foreman contractor at Cheverly Station fell from the Cheverly Station 

platform onto track 2, breaking their leg. This serious injury occurred during a months-long shutdown of this portion of 

the Orange Line for platform, structure, and other repairs. This shutdown area was part of an Authorized Construction 

Site, under the control of a Metrorail contractor.   

The contractor was standing on an unsecured piece of granite edge when it shifted underneath them, causing them to 

lose their balance and fall to the roadway. Their leg was pinned by a falling piece of granite. Metrorail had not ensured 

that safety barriers were installed to protect against such a fall and there was nothing else indicating the hazard of the 

unsecured granite platform edge. There was no Closed-circuit Television (CCTV) footage captured of the event 

because cameras were powered down during construction activities. 

Because this area was part of a long-term shutdown, Metrorail expects its contractors to communicate any need for 

emergency response within the site directly to jurisdictional 911 call centers. The onsite WMATA Construction Inspector 

is required to make internal notifications to the Metro Transit Police Department (MTPD) and the Department of Safety 

(SAFE). The Construction Inspector is only required to notify the Rail Operations Control Center (ROCC) if an 

emergency reaches a specified level, including any events that result in severe injury.  

At approximately 11:49 p.m., the Construction Inspector notified the ROCC and advised that Prince George’s County 

Fire/EMS Department (PGFD) personnel were on the scene. A ROCC Rail Traffic Controller notified the ROCC 

Assistant Operations Manager. At 11:54 p.m., an additional call was made by the Roadway Working In Charge to the 

ROCC to inform the Rail Traffic Controller of the safety event. An MTPD Officer arrived on the scene at approximately 

11:55 p.m. and at approximately 12:02 a.m. reported that fire department personnel had removed the contractor from 

the track bed and transported them to a hospital. At approximately 12:07 a.m. another report of the incident came into 

the ROCC, this time from the Construction Manager to the Mission Assurance Coordinator (MAC).  

A stop work order was issued following the event. 

WMATA did not report the safety event to the WMSC within 2 hours of its occurrence as required. Metrorail notified the 

WMSC of this event at 7:59 a.m. the following day, nearly nine hours after the event.  

Probable Cause: 

The probable cause of this event was Metrorail’s inadequate oversight of its contractors. Specifically, this includes in 

this case Metrorail not ensuring effective mitigation of known risks identified in the Job Hazard Analysis, leading to work 

being conducted without the necessary fall protection and warning indications to effectively reduce the risk of serious 

injury. 

Corrective Actions:  



 

 

February201 Safety barriers and rope were installed along the full length of the platform where granite edge pieces were being 

removed at three stations that were undergoing platform rehabilitation. 

A safety standdown was held by the contractor that included a review of the event and provided instruction to personnel 

to remain behind the barrier at all times.  

Metrorail will implement a more comprehensive OSC/JHA for hazard documentation and avoidance and update process 

to ensure SAFE and Office of Capital Program Delivery (CAPD) perform timely audits of contractor safety plans. 

WMATA will implement more robust guidelines for future projects requiring edge or ledge work based on lessons 

learned. 

WMATA provided training for MAC Operators in reference to reporting incidents to the WMSC. 

WMSC staff observations: 

Three calls in total from the scene of the event to the ROCC to report the injury demonstrate a lack of communication 

and failure to adhere with procedures as outlined in Temporary Order NO. T-22-17; ACS Limits for D Line Shutdown. 

Still, this is better than no calls being made. In addition, review of Temporary Order NO. T-22-17; ACS Limits for D Line 

Shutdown only requires onsite WMATA personnel to notify the ROCC during a level 3 emergency. WMATA should 

ensure future orders include adequate and specific notification processes to the ROCC, such as by the WMATA 

Construction Inspector, for each level of criticality for situational awareness and to ensure a smooth transition in the 

event the level rises during the event requiring ROCC involvement. 
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Washington Metropolitan Area Transit Authority 
Department of Safety (SAFE) 
Office of Safety Investigations  

FINAL REPORT OF INVESTIGATION A&I E22340 
 

Date of Event: 06/03/2022 
Type of Event: Serious Injury  
Incident Time: 23:23 hours  
Location: Cheverly Station, Track 2  
Time and how received by SAFE: 23:53 hours – ROCC  
WMSC Notification Time: 13:45 hours on 06-04-2022  
Responding Safety Officers:  WMATA: SAFE/OSO Construction  

WMSC: N/A  
Other: N/A  

Rail Vehicle: N/A 
Injuries: Dislocated Right Ankle with Four Fractures  
Damage: N/A 
Emergency Responders: Prince George’s County Medical, Metro Transit 

Police Department (MTPD)  
SMS I/A Incident Number: 20220620#101089 
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Abbreviations and Acronyms 

 
ACC  Atlantic Concrete Cutting 

ACS  Authorized Construction Site 

ARS  Audio Recording System 

AOM  Assistant Operations Manager 

CAPD  Office of Capital Program Delivery 

CCTV  Closed-Circuit Television 

JHA  Job Hazard Analysis 

MSRPH  Metrorail Safety Rules and Procedures Handbook 

NOAA  National Oceanic and Atmospheric Administration 

OEP  Office of Emergency Preparedness 

OSC  Operations Start Card 

OSO  Office of Safety Oversight 

ROCC  Rail Operations Control Center 

RTRA  Office of Rail Transportation  

SAFE  Department of Safety and Environmental Management  

SMS  Safety Measurement System  

WMATA   Washington Metropolitan Area Transit Authority  

WMSC   Washington Metrorail Safety Commission  
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Washington Metropolitan Area Transit Authority 
Department of Safety – Office of Safety Investigations 
 
Executive Summary 
 
On Friday, June 3, 2022, at approximately 23:23 hours, a Construction Foreman with AceCo 
Demolition was seriously injured within the platform limits of Cheverly Station, Track 2. At the time 
of the event, the station was closed to customers and part of an Authorized Construction Site 
(ACS).  
  
A call was placed to the Rail Operations Control Center (ROCC) at approximately 23:49 hours by 
the Construction Inspector, reporting that a contractor Foreman sustained a fractured leg from 
falling into the track bed at approximately 23:30 hours. At approximately 23:50 hours, a call was 
placed by the Rail Traffic Controller (RTC) of the Rail Operations Control Center (ROCC) 
informing the Assistant Operations Manager (AOM) of the event.  
  
At approximately 23:56 hours, an MTPD officer arrived on scene to assist. At approximately 00:02 
hours of June 4, 2022, MTPD advised that Prince George’s County Medical Unit retrieved the 
injured Foreman from the track bed and transported him to the Medstar Trauma Center for further 
assessment.  
 
The Construction Manager stated that the Foreman lost their footing and fell from atop a piece of 
granite being removed from the platform, and then landed in the track bed.  The Construction 
Manager advised the granite then slipped away from the platform, landing on the track bed, 
pinning the Foreman’s leg underneath it. The Construction Manager advised the Foreman was 
removed from the scene by ambulance.  
  
Witnesses to the event reported that the Foreman was standing on a cut piece of granite edge 
that was not secured in place, when the piece shifted under their feet. The Foreman landed on 
the track bed and his leg was pinned by the falling concrete. The incident report indicated that the 
granite edge hazard was discussed at the pre-job safety briefing, however no barricades were 
installed around the granite edge.   
  
After the event, a stop work order was issued. WMATA and the contractor worked to identify 
additional mitigations, which included installation of a red rope and safety barriers along the entire 
length of the platform where the granite edge pieces were in various states of being cut for 
removal. This was conducted at the three stations where the platform rehabilitation was taking 
place. In addition, the contractor held a safety standdown with all personnel that reviewed the 
event and instructed all personnel to remain on the platform side of the barriers at all times. 
 
The incident was not reported to the Washington Metrorail Safety Commission (WMSC) inside of 
two hours as required by policy. 
   
 
The probable cause of this event were inadequate safeguards related to the granite edge. While 
the pre-shift briefing included verbal instruction to not stand on the granite edge, there were no 
visual indicators or barriers to prevent unintentional actions.  
 
Incident Site 
 
Cheverly Station, Track 2  
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Field Sketch/Schematics 
 

  
Figure 1: Approximate location of the fall notated by red star, on Track 2, from Platform 2, Cheverly Station  
*Not to scale, oriented North  
 
Purpose and Scope 
 
The purpose of this accident investigation and candid self-evaluation is to collect and analyze 
available facts, determine the probable cause(s) of the incident, identify contributing factors, and 
make recommendations to prevent a recurrence. 
 
Investigative Methods 
 
The investigative methodologies included the following: 

 Physical Site Assessment 
 

 Formal Interviews – SAFE interviewed two individuals as part of this investigation. The 
interview included persons present at, during, and after the incident, those directly 
involved in the response process, and representatives from the Washington Metrorail 
Safety Commission (WMSC). SAFE interviewed the following individuals:  

 Injured Party (Foreman) 
 Contractor (Witness)  

 
 Informal Interviews – Collected through conversations with, and written statements 

provided by individuals during the investigation to provide background and supporting 
information:   

 Engineer (Kim Engineering) – statement  
 Laborer Foreman (AceCo Demolition) – statement  
 Contractor Witness (AceCo Demolition) – statement  
 Construction Safety Manager (OSO) – conversation  
 Construction Manager (CAPD) – conversation 
 Construction Inspector (CAPD) – statement 
 Project Manager (Atlantic Concrete Cutting) – conversation 
 Senior Project Manager (CAPD) – conversation 
 Carpenter Foreman (Kiewit) - statement 
  

 Documentation Review – Collection of relevant work history information and process 
documentation contained in WMATA systems of record. These records include: 
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 Metro Safety Rules and Procedures handbook (MSRPH) 
 National Oceanic and Atmospheric Administration (NOAA) data  
 MTPD Incident Report 
 Atlantic Concrete Cutting Sawcut Plan 
 Kiewit Operations Start Card (OSC)/Job Hazard Analysis (JHA)  

 
 System Data Recording Review – Collection of information contained in Metro Data 

Recording Systems. This data includes: 
 ARS (Audio Recording System) playback [Radio and Landline Communications] 

 
Investigation 
 
On Friday, June 3, 2022, at approximately 23:23 hours, a Construction Foreman with AceCo 
Demolition was seriously injured within the platform limits of Cheverly Station, Track 2. At the time 
of the event, the station was closed to customers and part of an ACS.  
  
A review of written statements from reports conducted by Construction Inspectors of the Platform 
Rehabilitation Project determined the approximate timing of the incident. Closed Circuit Television 
(CCTV) cameras were not active due to power being de-energized to the entire station as a result 
of the construction activities being conducted. This limited the ability to observe potential similar 
trends of behavior demonstrated by personnel on scene.   
  
Further consultation of these reports and written statements determined that at approximately 
23:35 hours, emergency medical assistance arrived on scene, being summoned by a 911 call 
placed by a Kiewit Engineer, prior to their arrival. 
 
Medical personnel were guided on to the ACS to assist the injured Foreman and were guided 
through the south parking lot, to the west end of the station. After retrieval from the track bed, the 
Foreman was transported from the incident site by rail cart to meet the responding medical 
personnel.      
  
Review of the Audio Recording System (ARS) determined that a call was placed to the RTC at 
approximately 23:49 hours, by the Construction Inspector, reporting that a Foreman sustained a 
fractured leg from falling into the track bed, at approximately 23:30 hours. At approximately 23:50 
hours, a call was placed by the RTC informing the AOM of the incident. At approximately 23:44 
hours, MTPD, upon routine patrol, arrived on scene and observed medics rendering aid. MTPD 
remained on scene to assist. At approximately 23:54 hours, a call was placed to the RTC by a 
CAPD contractor on scene to report the same information. At approximately 23:55 hours, the 
AOM placed a call to the RTC instructing them to send out identifying information of the Foreman 
once able to do so.  
    
On Saturday, June 4, 2022, at approximately 00:02 hours, MTPD advised a Prince George’s 
County Medical Unit retrieved the injured Foreman and transported him to the Medstar Trauma 
Center for further assessment. Further consultation with various written statements from reports 
conducted by Construction Inspectors of the Platform Rehab Project and the MTPD final incident 
report suggest the Contractor was actually transported to Howard University Hospital due to the 
type and nature of his injuries.    
  
At approximately 00:07 hours, the Construction Manager with the Office of Capital Program 
Delivery (CAPD) called the MAC directly to inform them of the incident. The Construction Manager 
informed the MAC that a Foreman was injured during an authorized demolition project as part of 
a restoration of the platform.    



 

Incident Date: 06/03/2022              Time:  23:23 hours Page 7 
Final Report – Serious Injury  
E22340 

Drafted By:      SAFE 705 – 08/01/2022 
Reviewed By:  SAFE 70 – 08/03/2022 
Approved By:  SAFE 70 – 08/03/2022 

  
The Construction Manager stated the Foreman lost footing and fell from atop a piece of granite 
being removed from the platform, and the Contractor then landed in the track bed.  The 
Construction Manager advised the granite then slipped away from the platform, landing on the 
track bed, pinning, and crushing the Foreman’s leg underneath it.  
  

  
Figure 2: Intact piece of granite, approximately 300-500 lbs.  
  
The Construction Manager advised the Foreman was removed from the scene by 
ambulance. The Construction Manager also advised power was completely de-energized to the 
site for the duration of the construction. 
 
The MAC took no further action at this time due to believing no further reporting or action was 
necessary. 
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Chronological Event Timeline 

Time  Description  
06-03-2022  

23:49:52 hours  Construction Inspector: Advised RTC AceCo Demolition employee had fallen 
onto the roadway and sustained a broken leg, paramedics were on scene.  
RTC: Acknowledged, requested identifying information of injured personnel.  
Construction Inspector: Would provide when available.  
RTC: Acknowledged.  
[Phone]  

23:50:09 hours  RTC to AOM: Notified AOM of the incident.  
[Mic]  

23:54:09 hours  CAPD Contractor: Placed a call to the ROCC advising of the incident. 
RTC: Requested further information.  
CAPD Contractor: Would provide when available.  
[Phone]  

23:55:26 hours  RTC to AOM: Advised CAPD Contractor confirmed the incident and RTC
instructed CAPD Contractor to send out identifying information of the Foreman
once able to do so.  
[Phone]  

23:56:00 hours  MTPD Officer: Arrived on scene of the incident.  
[Radio]  

06-04-2022  
00:02:55 hours  MTPD Officer: Advised Prince George’s County Medical Unit 862 transported

the Foreman to the Medstar Trauma Center with the injured Foreman, advised
non-life threatening, but major injuries. 
[Radio]  

00:07:59 hours  Construction Manager to the MAC: Informed them of the incident so information
can be passed to WMSC.  

 Foreman injured during platform restoration project.  
 Foreman injured when he was on top of a piece of granite that was cut. 
 Foreman and the granite fell on to the track bed.  
 Established cameras offline due to the power being down.  
 The approximate time of the incident was 23:30 hours.  

 [Phone]  
 
Interview Findings 

Witness Laborer  
  

 The Laborer had been with AceCo Demolition for approximately two years, assigned as 
a Laborer and, when required, an on-site safety representative at multiple different 
demolition and construction sites.  

 The Laborer stated he was not performing in a safety capacity on the incident site.  
 The Laborer stated he was on site to assist in trash removal and at the time of the 

incident, he was on Platform 1 fulfilling that role.  
 The Laborer stated he observed the Foreman fall into the track bed off Platform 2 and 

observed the large piece of granite fall and pin the Foreman’s ankle to the rail.  
 The Laborer stated he went to the Foreman’s aid and lifted the 300-400lb piece of 

granite enough for the Foreman to retrieve his ankle from underneath.  
 The Laborer stated he then assisted in transporting the Foreman to the awaiting medical 

personnel, off track, via a track cart.  
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 The Laborer stated he did not observe safety barricades or barriers in place around the 
pre-cut granite platform.  

 The Laborer stated he took photographs, during the incident, to include the un-
barricaded platform.  

  
Injured Foreman  

  
 The Foreman had been with AceCo Demolition for approximately 15 years, assigned as 

a Foreman at multiple different demolition and construction sites.  
 The Foreman stated he was on Platform 2, concluding coordinating equipment removal, 

just prior to the incident.  
 The Foreman stated he attempted to get a worker’s attention on Platform 1, when he 

took a step closer to the edge of the platform, falling on to the track bed of Track 2.  
 The Foreman stated the loose piece of granite then pinned his ankle to the rail of Track 

2.  
 The Foreman stated one of his workers lifted the piece of granite enough so he could 

free his ankle and attempt to stand, only to discover the ankle was no longer load-
bearing.  

 The Foreman stated he was then transported by rail cart to awaiting medical personnel.  
 The Foreman stated he did not observe any barriers or barricades (typically orange 

cones with red rope) around the pre-cut granite, prior to stepping on the edge of the 
platform.  

 The Foreman stated AceCo Demolition was not responsible for pre-cutting the granite, 
and it was a separate company that had conducted the work during the day.  

 
Office of Safety Oversight (OSO)  

Conversations with OSO determined personnel responded to the scene both during and after the 
incident. OSO stated a cease work order was placed immediately following the incident and a 
subsequent safety standdown was also ordered.  
  
The WMATA Construction Safety Manager stated witnesses on scene and photographs he 
received advised that no barriers or barricades were in place warning of the potential hazard 
imposed by the pre-cut granite.  
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Figure 3: Injured Foreman having first aid administered.    
*Note: Pre-cut nature of granite, and lack of safety barricades present, during the incident. 
  
The Construction Safety Manager stated a cease work order and safety stand down were 
implemented by OSO after the Foreman was evacuated. The next day, The Construction Safety 
Manager stated the area of the incident and adjacent work locations had orange cones with 
continuous red ropes placed in order to warn of the granite edge hazards.  
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Figure 5: The exact site of the pre-cut granite, marked off, post-incident  
  
The Construction Safety Manager stated all granite edge removal sites were roped off at 
approximately 15:00 hours on June 4, 2022. The Construction Safety Manager stated any 
personnel crossing the barrier would be removed from the respective site.  OSO instructed all 
contract-holders of this mandatory safety implementation. 
 
The Construction Safety Manager advised this safety implementation would be passed along to 
all employees on all worksites during the pre-shift meeting. The Construction Safety Manager 
stated this pre-shift meeting occurs prior to every shift to pass along information and has an 
associated attendance log. The Construction Safety Manager advised the pre-shift meeting is the 
standard operating procedure for ACS, in addition to a Job Hazard Analysis (JHA). 
 

 
Figure 6: New Carrolton Station having similar construction performed with newly implemented safety barricading.  
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Atlantic Concrete Cutting (ACC) 

A conversation with the Project Manager of Atlantic Concrete Cutting (ACC) stated that ACC was 
responsible for the cutting of the granite slab that caused, then subsequently aggravated, the fall 
of the Foreman. The Project Manager stated the granite was typically immediately removed from 
the scene, by Kiewit Construction. 
 

  
Figure 7: Granite being cut by an ACC employee with an industrial saw.  
 
The Project Manager stated the duty of safety barricading or the installation of warning devices 
over the cut granite was not ACC’s responsibility. The Project Manager also stated barricading or 
cordoning off areas was not a practice of ACC, to include work across other WMATA sites. 
 
The ACC Sawcut Plan determined ACC was the only contractor performing the cutting of the 
granite, at the site of the incident, earlier during the day. The ACC Sawcut Plan does not articulate 
the installation of safety warning devices, during or after scheduled work. This plan was approved 
by CAPD. 
 
Office of Capital Program Delivery (CAPD) 

A conversation with the Senior Project Manager determined Kiewit was responsible for any 
cordoning or safety requirements in reference to all job sites, to include Cheverly Station. This 
included the safety cordoning of the pre-cut, unremoved granite, conducted by Atlantic Concrete 
Cutting. No formal documentation for this was received by SAFE. 
 
Kiewit Construction 

A conversation with the Safety Manager of Kiewit stated he believed the safety cordoning of the 
concrete cutting was Kiewit’s responsibility. A review of the Kiewit/Atlantic Edge Sawcut Plan 
documentation determined no plan was articulated to include cordoning or warning of pre-cut 
granite, prior to removal. This plan was accepted by CAPD. 
 
The post-incident report conducted by Kiewit Construction articulated that the Foreman was 
aware of the dangers of treading on the pre-cut granite during a pre-shift meeting. The post-
incident report also articulated the Operations Start Card (OSC) did not adequately document the 
verbal warnings discussed during the pre-shift meeting. This OSC also was not dated but was 
addressed in an email as being the OSC for the day of the incident, for the incident site only. This 
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OSC was confirmed as the correct one due to a conversation with the Kiewit Safety Manager and 
multiple signatures matched the witness statement’s signatures provided.  
 
Kiewit also provided a witness statement for a Carpenter Foreman that stated all personnel were 
advised not to step on the pre-cut granite. 
 
A review of associated Kiewit sites determined red-roping was conducted only after the incident 
had taken place. 
 
Follow-Up with Injured Foreman 

A follow-up conversation with the Injured Foreman did not clarify the above information, as he 
stated he had sought legal representation and would answer no further questions pertaining to 
the incident. Prior to terminating the conversation, the Foreman stated he had a second surgery 
addressing the injuries to his right ankle. 
 
Office of Emergency Preparedness (OEP) 

A conversation with the Director of OEP determined the reason behind not notifying WMSC within 
two hours was due to Operator’s concept of an ACS not requiring report to WMSC. This has since 
been corrected with remedial training and briefing on reporting requirements. 
 
Weather 
 
On June 3, 2022, at the time of the incident, NOAA recorded the average temperature as 71 °F, 
with no observable weather phenomena. Weather was not a contributing factor in this incident 
(Weather source: NOAA) – Location: Washington, DC.)  
 
Human Factors  

Signs and Symptoms of Fatigue 

We evaluated conditions at the time of the incident to distinguish whether evidence of fatigue was 
present. No sign of fatigue was indicated by the available data. The Injured Foreman reported 
feeling fully alert at the time of the incident. The Injured Foreman reported experiencing no 
symptoms of fatigue in the time leading up to the incident.   
  
Fatigue Risk 

We evaluated incident data for fatigue risk factors. No significant risk was identified. The incident 
time of day did not suggest an increased risk of fatigue-related impairment. The Injured Foreman 
reported keeping a regular sleep schedule in the days leading up to the incident. The Injured 
Foreman worked Night Shift in the days leading up to the incident. The off-duty period preceding 
the incident was less than 10 hours long which may impact the opportunity for sufficient sleep. 
This was a comparable amount for the Superintendent Contractor's usual workday sleep 
durations. The Superintendent Contractor reported no issues with sleep.   
   
Post-Incident Toxicology Testing   

Post-Incident Toxicology Testing was not conducted as the Injured Contractor was transported 
by medical personnel and required surgery, post-incident.   
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Findings 
 

 A cease-work order was immediately implemented by SAFE following the incident. 
 The Foreman sustained a dislocated right ankle with 4 fractured bones as a result of the 

crush injury. 
 The Foreman has had two surgeries to attempt to repair the damage to his ankle. 
 Atlantic Concrete Cutting (ACC) conducted cutting of the granite prior to the Foreman 

commencing work at the same site.   
 Witness statements, photographs and interviews confirmed no safety barricades or 

visual indicators were installed around the pre-cut granite. 
 The Kiewit/Atlantic Edge Sawcut Plan did not articulate the need for safety warning 

devices over pre-cut, unremoved granite. 
 The post-incident report by Kiewit articulated the Foreman was warned not to tread on 

the pre-cut granite during the pre-shift meeting, however, the OSC does not articulate 
this warning. 

 The Carpenter Foreman stated all personnel were advised of the pre-cut granite, prior to 
shift. 

 Significant delay between the incident and MAC notification.  When the notification was 
issued, it incorrectly articulated the incident as occurring at 11:30 hours. 

 WMSC were not notified within two hours of the incident.  
 The Contractors on scene did not immediately report the incident to the ROCC. 

 
Immediate Mitigation to Prevent Recurrence 
 

 Cease work order placed by OSO and Safety Stand down put in place  
 OSO ordered all contractors to assemble barricades at every site (Cheverly, Landover, 

and New Carrollton Stations) over the pre-cut areas to avoid contact with the pre-cut 
granite, outside of scheduled removal.  

 
Probable Cause Statement 
 
The probable cause of this event was Metrorail and its contractors’ inadequate review, execution 
and oversight of work safety plans. This led to unmarked fall protection for personnel working on 
the station platform. 
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SAFE Recommendations/Corrective Actions 
 

Corrective 
Action Code 

Description 
Responsible 

Party 
Due Date 

101089_SAF
ECAPS_SAF
E_001 

Safety Stand Down to reinforce safety procedures. SAFE/OSO Completed 

101089_SAF
ECAPS_CA
PD_002 

Implement a safety warning device for pre-cut 
granite at the site of the incident. 

CAPD/Kiewit 
Construction 

Completed 

101089_SAF
ECAPS_CA
PD_003 

Implement safety warning systems for all 
neighboring Kiewit ACS. 

CAPD/Kiewit 
Construction 

Completed 

101089_SAF
ECAPS_CA
PD_004 

Implement a more comprehensive OSC/JHA for 
hazard documentation and avoidance. 

CAPD/Kiewit 
Construction 

12/31/22 

101089_SAF
ECAPS_CA
PD 005 

Implement more robust guidelines for future projects 
requiring edge or ledge work based on lessons 
learned. 

CAPD/Kiewit 
Construction 

12/31/22 

101089_SAF
ECAPS_SAF
E_001 

Update process to ensure SAFE and CAPD perform 
timely audits and reviews of contractor’s safety 
plans 

CAPD/SAFE 12/31/22 

101089_SAF
ECAPS_SAF
E 002 

Remedial training for MAC Operators in reference to 
reporting incidents to WMSC 

OEP Completed 
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Appendix A – Interview Summary  
 
Witness Laborer  

The Laborer stated he had been with AceCo Demolition for approximately two years, assigned 
as a Laborer and, when required, an on-site safety representative at multiple different demolition 
and construction sites. The Laborer stated he had RWP Level 1 
  
The Laborer stated he commenced his shift at 18:00 hours where he was assigned to remove 
trash as pieces of the platform were being removed from Platform 1.  
  
The Laborer stated, just prior to the incident, the Foreman was on Platform 2, directing personnel 
in work taskings.  
  
The Laborer stated the Foreman took a step on to a piece of the platform that had been previously 
cut by another demolition company he speculated to be Atlantic Construction, during the day.  
  
The Laborer stated the Foreman then fell on to the track bed and the piece of platform fell on to 
his right ankle, crushing it.  
  
The Laborer stated he immediately went to the Foreman’s aid and began attempting to flag down 
supervisors and safety personnel to notify them of the incident.   The Laborer stated he then lifted 
the piece of platform off the Foreman’s ankle, allowing the Foreman to drag his ankle out from 
underneath the platform piece.  
  
The Laborer stated he observed the Foreman’s ankle unnaturally bent out of shape. 
The Laborer stated he then assisted other staff with evacuating the Foreman out of the roadway 
by transporting him, via rail cart, to medical personnel who were staging off the roadway, outside 
of the station.  
  
The Laborer stated he spent the remainder of the shift completing reports and documents in 
reference to the incident.  
  
The Laborer stated he also observed personnel begin to place safety warning devices in reference 
to the pre-cut platform, after the incident occurred.  The Laborer stated he was uncertain who 
these personnel were.  
  
The Laborer stated he believed the piece of platform he lifted was approximately 300-400 lbs.  
  
The Laborer stated he observed no visual safety devices in place warning of the pre-cut platform 
along Track 2 and that he took photographs of the platform without the safety devices, during the 
incident.  
 
Injured Foreman:  

The Foreman stated he had been with AceCo Demolition for approximately fifteen years, assigned 
as a Foreman at multiple different demolition and construction sites. The Foreman stated he had 
RWP Level 2.  
  
The Foreman stated at approximately 23:30 hours, he had just concluded directing a team of 
workers in the demolition of the Platform 1 granite, from Platform 2.  The Foreman stated he was 
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over on the Platform 2 side moving machinery, via crane staged on the tracks, from Platform 2 to 
Platform 1.  
  
The Foreman stated he attempted to gain the attention of one of his workers, on Platform 1, while 
still on Platform 2.  The Foreman stated he walked from where the crane was located to 
approximately the middle of Platform 2 where he stated his vision to the worker was blocked 
across the track, and no amount of yelling or signaling was being observed by the worker.  
  
The Foreman stated he then proceeded to move closer to the edge of the platform, standing on 
top of a piece of pre-cut granite that he was unaware was not still attached to the platform.  
  
The Foreman stated he took one step on to the pre-cut platform and a piece of the platform granite 
gave way and he slipped over the edge of the platform, falling into the track bed, his right ankle 
landed on one of the rails, and the loose piece of granite landing on top, crushing, and pinning it.  
  
The Foreman stated one of his employees came to his aid and lifted the stone enough for him to 
free his ankle.  The Foreman stated he attempted to stand, however, fell immediately as he was 
unable to support his own weight with his injured ankle.  
  
The Foreman stated he was placed on a rail cart and transported to awaiting medical personnel, 
off the roadway, and from there he was transported by ambulance to the hospital.  The Foreman 
stated it took approximately 15 to 20 minutes from the time of injury to transport to the hospital. 
The Foreman stated he fractured four bones in his ankle and dislocated the same ankle.    
  
The Foreman also stated he did not observe any safety barricades or barriers precluding him from 
initially stepping on the pre-cut granite.  The Foreman stated the warning device used to alert 
personnel of pre-cut granite is typically orange cones with red rope notating an area of concern.    
  
The Foreman stated the cutting of the platform granite was not performed by AceCo Demolition, 
as the company does not cut granite, and the cutting was performed sometime during the 
day.  The Foreman stated he was unfamiliar with the company who performed the cutting.  
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Appendix C – Kiewit Post-Incident Report (06/2022) 
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Appendix E – Root Cause Analysis 
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