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CONSEQUENCES
Actual: No harm to persons
Potential: This could have 
caused a fatality

HAZARD
Physical 

(object at height)

WHAT ARE YOU DOING TO PREVENT DROPPED OBJECTS DURING INSPECTION 
AND MAINTENANCE OF PLANT AND EQUIPMENT?

Dropped 
Object

MAINTAINING PROCESS EQUIPMENT

Why did it Happen?
The lid of the closure is threaded to allow easy opening. This is connected 
to a davit arm via a threaded spindle which has a mechanical stop washer 
to prevent the lid from falling from the davit.
• The QAC lid unwound  the threaded spindle under its own weight.
• The mechanical stop washer failed, allowing the lid to fall, because it was

subject to a load that it was not designed for.

IOGP Life-Saving Rules
 .stcejbo deppord diova ot denoitisop eB 
 .senoz noisulcxe dna sreirrab yebo dna hsilbatsE 
 .stcejbo deppord tneverp ot slairetam krow dna sloot eruceS 

What Happened?
A Quick Actuating Closure (QAC) lid weighing
15.8 kg fell to a skid platform below from a 
height of 2.3 metres. The lid is part of a 
Triethylene Glycol (TEG) particulate 
and was open to allow for a  change.
An operator was working in a bunded 
area in close proximity to the drop zone, 
with no barricading (not on the skid itself, 
under the load) while waiting for the 
vessel to drain.
A combination of the component mass 
and height of the drop had the potential 
to cause a fatality.

or scan the codeClick here to send us your feedback

Go to 
Toolbox 
for more 
information

• The hazard of a suspended object was not recognised.

https://www.safertogether.com.au/resources/sharing-library/maintaining-process-equipment-dropped-object-leb-toolbox
https://www.safertogether.com.au/
https://www.facebook.com/safertogetheraustralia
https://vimeo.com/safertogether
https://www.linkedin.com/company/safer-together
https://twitter.com/au_safer
https://www.iogp.org/workstreams/safety/safety/life-savingrules/
https://www.surveymonkey.com/r/LEB2023-002MaintainingProcessEquipment
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Ask yourself or your Crew:
• Do you have equipment with Quick Actuating Closure (QAC) lids

at your workplace? What engineering controls do you have in
place to prevent the lid from rotating free from the davit? Do you
know and follow the correct procedures for opening and closing
QAC lids? When did you last conduct an inspection of the lid
assemblies to assess the condition of the stop washers?

• Does your inspection and maintenance regime adequately address
wear and tear on aged equipment and ensure its ongoing
for service?

or scan the codeClick here to send us your feedback

Further information:

Assist & Assure – Step 7 
Transition to Work

2023 Quarterly Theme: Q3 - 
Safe Lifting, Working at Height 
& Preventing Dropped Objects CLICK ME

CLICK ME

CLICK ME

CLICK ME

What did they Learn?
• Inspections of the  vessels do not typically capture the condition of the davit arm and mechanical stop 

washer.

Wear and tear on aged equipment can compromise its integrity, which places onus on having the 

• The Capability Guide for this task does not highlight the hazard of working under a suspended object, or
dropped tools. Therefore these hazards were not recognised and the appropriate controls (engineering and
procedural) were not maintained or implemented. Since the incident a method to stop the lid rotating (chain
/ wire) has been developed, which adds another layer of control.

The hazard of a suspended object that only presents itself during inspection and maintenance 
activities is not always obvious during normal operations.

• A personal task assessment or other type of risk assessment is not typically completed for this activity. It is
a routine activity that is done multiple times a swing.

Hazards from operation and maintenance practices can become normalised (habituated) over 
time with repetition (e.g. use of a mallet to close a QAC lid; potential for suspended objects when 
performing a task). This makes it less likely that these hazards will be recognised over time.

• A hammer is used to open and close the QAC lid. This is against the Original Equipment Manufacturer
(OEM) recommendations, but the recommended OEM practise is not practical in this application.

• The OEM recommends inspection of the closure threads. This inspection and  are not well
documented.

OEM recommendations must be considered for the installation and operation of equipment.

https://www.safertogether.com.au/
https://www.facebook.com/safertogetheraustralia
https://vimeo.com/safertogether
https://www.linkedin.com/company/safer-together
https://twitter.com/au_safer
https://www.safertogether.com.au/resources/products-and-programs/assist-assure
https://www.safertogether.com.au/annual-themes/q3-safe-lifting-working-at-height-preventing-dropped-objects
https://www.surveymonkey.com/r/LEB2023-002MaintainingProcessEquipment



