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MEMORANDUM FOR SEE DISTRIBUTION

SUBJECT:  Minutes of the Maneuver Support Center 3rd Quarter Occupational Safety and Health Advisory Council (OSHAC)

1.  A meeting of the Occupational Safety and Health Advisory Council (OSHAC) was held in the Command Briefing Room 18 April 2001, commencing at 0956.  The meeting was chaired by MG Aadland, Commanding General, USA Maneuver Support Center.  Ms. Vicki Hall called the meeting to order.  The slides for the presentation are enclosed.

2.  All of the members of the OSHAC were in attendance.

3. MG Aadland opened the meeting with comments regarding commanders’ responsibility to stop unsafe acts.  He encouraged OSHAC members to immediately eliminate any safety hazard they observe during their daily operations.  

 4.  2LT Faulkenberry, General Leonard Wood Army Community Hospital, briefed the after action report of a military ambulance accident.  The accident involved a military ambulance responding to a POV accident on FLW Road 10, also known as East Gate Road.  The ambulance skidded off the roadway due to a patch of ice.  MG Aadland asked if road conditions were obtained from the Military Police.  2LT Faulkenberry affirmed that  they received a road condition report of “green”.  MG Aadland asked LTC Cumbo, Law Enforcement Commander, how a road report could be green if ice was present on the road.  LTC Cumbo responded that there were areas beneath trees that had not been exposed to sunlight to melt the ice away.  MG Aadland stated that those areas in particular should be checked and that a green road report will not be issued if there is any ice remaining.  He asked if the ambulance driver had received defensive driver training for winter driving.  COL Graham, MEDDAC Commander stated that the driver was current on the required annual training, and that he had six years of ambulance driving experience.  She believed that there was no fault on the part of the driver.  2LT Faulkenberry stated that during his investigation he discovered that Fire and Emergency Services’ response vehicles had skidded on the ice, but had no way to communicate to other responders.  LTC Murphy, Director of Information Management, advised the group that a new radio system is being programmed to allow all emergency agencies direct contact with one another.  Slides 4 through 7 were presented during the briefing.

5. LTC Ellis, Commander, 58th Transportation Battalion briefed an after accident report involving a 2.5 ton Model M1078 cargo truck.  The accident synopsis indicated driver over-reaction was the primary cause of the vehicle rollover.  The driver recently
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transitioned from driving 5-ton trucks to the cargo truck, and had tested as “competent” on the previous equipment.  Contributing to the accident was the lack of hands-on experience, as well as the student having no working knowledge of how to properly control this particular vehicle.  He over-steered the vehicle rather than allowing it to come to a stop.  Group discussion and conclusion was that the “shotgun” rider or instructor is to keep the driver aware of the immediate surroundings, talk the driver through tough situations, keep focus on the task at hand, and to reassure the driver in order to prevent them from becoming overly nervous.  Slides 8 through 17 were presented during the briefing.

6.  The final after accident report was provided by LTC Schweitzer, Commander, Training Support Battalion.  On 13 February 2001, an accidental discharge of a live 5.56 round inside of  Building 6150 was reported.  The investigation revealed that ammunition was inadequately inspected during the various transfers from point to point.  Several systemic failures were discovered and remedied as a result of the incident.  SOPs were updated to reflect the absolute necessity of adequate ammunition inspections at all phases of the handling.  Slides 18 through 25 were presented during the briefing.

7.  Ms. Julie Johnston, Safety Specialist, briefed common hazards found during surveys of ranges.  Most common infractions included weapons discipline not being maintained, daily risk assessments not being performed, cadre not current with SOPs, TSPs, or policy changes and soldiers not being properly briefed and supervised while on the ranges.  Slides 26 through 29 were presented during this briefing.

8.  LTC Schweitzer briefed the manning of ranges and the overall impact on range safety.  He provided recommendations to alleviate some of the effects of personnel shortages.  Recommendations included the hiring of 12 – 18 full time civilians able to work 70 hour work weeks during the entire summer surge period; the development of an installation staff augmentation plan; and if neither plan was acceptable, that the entire responsibility of running the range be transferred to the training units.  Slides  30 through 35 were presented during this briefing.

9.  MG Aadland emphasized to the council that each of these incidents could have killed someone.  He asked that everyone in attendance pay close attention to avoid recurrence of this type of activity.  He reiterated to everyone that unsafe acts will be stopped  immediately.  “We are all together on this installation, training safely and training to standard will be done.”  

10.  With time running over the allocated 60 minutes, the meeting was adjourned at 1136 without formal open discussion.
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11.  Point of contact for these minutes is Vicki Hall, 596-2962.

Encl.





ANDERS B. AADLAND

as





Major General, USA







Commanding
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