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Dear Mr Chapman,

MR MARTIN MCGLASSON (DECEASED)
INQUEST 17 TO 20 DECEMBER 2013
RESPONSE TO REGULATION 28 REPORT

We write in reference to your Regulation 28 Report dated 6 January 2014 and further to our
letter of response dated 3 March 2014.

To set the background, during the Inquest the evidence was that the system of work adopted
by the Company which had been in operation for 23 years without incident was that:

1.After removal from the mould by overhead crane the staircase was set down on two or more
battens (depending on the size of the staircase and any landings it had);

2. The operator would ‘sweep” the floor with the battens to ensure that they had no debris
underneath, before setting the staircase down;

3. He would also seek to place the batten under the widest part of the stair to ensure maximum
stability;

unstable he would lift it and move the battens or the staircase:
5. Once satisfied as to stability he would remove the chains and leave the staircase

unsupported, to be slurried.
6. After the slurrying process had been completed the staircase was “rocked over” onto the

forks of a forklift truck and then removed to the storage yard.
This system of work was an industry wide practice.
As a result of the Inquest your Report provided that we respond with actions we have taken

which will help prevent future deaths (our actions being taken after advice and guidance being
received from the British Precast Federation “BPCF).




The British Precast and its members confirmed they had already:-

1. Formally consulted and discussed with their product group the Precast Flooring
Federation, whose members manufacture stairs.

2. Formally consulted and discussed with their product group the Structural Precast
Association whose members manufacture stairs.

3. Visited ACP Concrete and the factory where the accident occurred to see the remedial
measures installed.

4. Had extensive internal discussion regarding how to promote improved safety across the
whole industry and beyond their membership.

2. Checking with Bison Concrete Products and past management for any related lessons
from the death of Mr. Jenkins by 12 March.

3. Develop Proposed best practice by end March 2014

4. Hold a consultation period on proposed best practice with HSE, within membership and
also with manufacturers that are not members

5. lIssue best practice guidance on May 1 at our AGM and conference PRECAST2014.

By way of background information British Precast is the trade association for UK concrete
product producers Operating permanent or long-term temporary manufacturing facilities. They
have over 70 manufacturing members accounting for 70% of industry output. The British
Precast target is to Create a zero harm workplace for all.
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viewed and assessed the procedures and systems in place relating to the manufacture of
precast stairs and in particular the restraining systems employed when stairs were stood on
their stringer edges.

Subsequent to this meeting_also attended a BPCF safety meeting on 12 March
2014. This meeting had been called in relation to improving safety of the prestressing process
where the British Precast have a tagk group working with the HSE. Part of the agenda of this
meeting specifically related to the stability of stairs during their manufacture process and
therefore was an opportunity to address the issues of stair safety

- The specialist product groups of British Precast — the Precast Flooring Federation and
the Architectural and Structural Precast Association

- The wider membership of British Precast

- Non-members of British Precast as best they were able to do

- The Health and Safety Executive

- To support by craneage.
- To support by a restraint System (e.g. toast rack type system)

A copy of the Members Briefing No: 11/2014 which shall be formally circulated by the BPCF on
1 May 2014 is enclosed.
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dressing works applied. The British Precast Guidance 11/2014 specifically refers to g
toast rack type system as a suitable restraint system. The guidance states that “/f
placing on edge is required then standard practice js:-

= To support b Y craneage.
- To support by a restraint System (e.g. toast rack type system)

3. Immediate cessation of manually tipping stairs from their stringer stood edges to being
laid flat on their soffit.

unprecedented circumstance of the incident, other Mmeasures have also been taken,
which include:

5. In consultation with the Precast Stair Department Operatives & Supervisors, the Risk
Assessment was revised, and amended working procedures were drawn up to reflect
the changes in working practices agreed including the Support and Turning of precast
stair units as detailed above.

mould preparation to completion.

7. In common with the company’s other processes, working practices in the staircase
department remain under constant review, and the Company carried out a full formal
review of a| company practices and Procedures, as well as and including a full formal
review of al| Management, Supervisors & General Operatives training including those
relative to Health & Safety Management and Awareness. The Process of review and
consultation on safe systems of work, was rolled out to the production processes
relating to all other products manufactured by ACP at the production facilities at Lakes
Road Workington, Risehow, Maryport & Trafford Park Manchester, resulting in agreed
safe systems of works being adopted.

8. A full review of all training accreditations was carried out and where applicable
refresher t

raining, new training and updated training methods were actioned. This
included training Specifically relating to Health and Safety awareness and management.
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10.

meeting shall include the three named representatives and two me
management team. The nominated m bers of the management team are

the Production Manager andﬂ the Group Health and Safety Director. If they
are not available another mem er of the management team would be invited to
participate.

The company wants to raise awareness of current safety standards set by the
Company to prevent accidents and have introduced new procedures to achieve this.
This involves a new starter review through which the Company will monitor, assess,
instruct and train new employees. It is intended that every week at the supervisors
meeting, safety issues are to be discussed including any accidents that have occurred.

The stated aim of the Company is the prevention of any re-occurrence of accidents.

Yours faithfully

g
FLLP
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