Date: Tue, 01 Dec 1998 09:59:12 -0600
From: Meredith Brown <racer@lanl.gov>
Subject: Blue Alert: Radial Arm Saw Guard Deficiency

The following Lockheed Martin Energy Research Company (LMER) Lessons Learned Blue
Alert is being distributed to communicate the importance of adequate evaluation of machine
guarding to ensure employee's safety. Please forward this information to appropriate personnel.
If you have any questions, please contact me.

Connie Arnwine, 423-241-3134, ORNL Lessons Learned Program
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Title: Deficiency of a Radial Arm Saw Guard Identified by Carpenter
Identifier: B-1998-OR-LMERX10-1201 Date: 12-01-1998

Lessons Learned Statement: A carpenter's "attention to detail” identifies equipment guarding
problem which could have led to a potentially serious employee injury.

Discussion: On Friday, November 13, two carpenters were using a Radial Arm Saw to cut less
than one inch from the pressure treated lumber. A scrap piece of the 2" X 4" (less than one inch
long) was caught within the saw's guard causing a momentary binding. Several small pieces of
scrap were ejected with one small piece striking the carpenter in the face. The employee
immediately ceased work and reported the problem to his supervisor. No injury resulted from the
incident.

Analysis: Investigation revealed that the guard was defective. A burr was found on the left side
of the blade guard where previous usage had resulted in the guard contacting the saw spindle
when larger materials such as 4" X 4"s were cut. The rubbing of the spindle created a burr which
contributed to the small piece of scrap binding between the guard and the blade, which in turn
led to pieces being ejected from the front of the saw. An additional contributing factor was the
opening in the front of the guard, which did not effectively prevent scrap and sawdust from being
ejected in the direction of the operator.

Resolution/Recommended Actions: The following corrective actions are in progress:

1. The saw has been taken out of service.

2. Provide a redesigned guard which will not subject the workers to hazards.

3. Evaluate guarding on similar equipment for upgrades that would enhance equipment safety.

Note: The saw and its guarding had been subjected to previous safety and guarding inspections,
including by OSHA during a recent pilot program. The guard had not been previously
recognized as inadequate or defective.

Originator: Lockheed Martin Energy Research Corporation; K. D. Miller, 423-574-4278; Plant
and Equipment Division



Validator: Lockheed Martin Energy Research Corporation;

R. B. Kendall, 423-241-4856; Office of Quality Services

Contact: Connie Arnwine, 423-241-3134, ORNL Lessons Learned Program
Priority Descriptor: Blue / Information

DOE Functional Category: Safety

LMER Functional Category: Safety & Health

Keywords: radial arm saw, equipment failure

References: N/A

Follow-up Action: Information in this report is accurate to the best of our knowledge. As a
means of measuring the effectiveness of this report, please notify Connie Arnwine at 423/241-
3134, e-mail at a93@ornl.gov, of any action taken as a result of this report or of any technical
inaccuracies you find. Your feedback is important and appreciated.



