
 
 

 Accident Investigation Summary 
 

Location: SHAKOPEE, MN  – Roofing Group 

Date & Time of Incident: July 10  2012  11:30 a.m. 

Job Title/Position: Maintenance Technician (1st Shift) 

Nature of Injury:   Burns (2nd and 3rd degree) to neck, throat and ears  

Treatment: 
Treatment at St. Vincent Emergency Room (day 1), Admitted to 
Intensive Care Unit (day 1), Further Treatment Pending at TC 
Burn Center 

 
Summary of Incident: 
 
On July 10 2012 Maintenance Technician, William Summers, was called to production area C5 
to troubleshoot a malfunctioning machine.  Before he opened the 480V 30A control cabinet to 
perform troubleshooting, he donned various pieces of PPE. He also cleared the area of all 
personnel, and informed the employees who were working in that general area to stay back at 
least 10 feet before he opened the cabinet.  A sign stating “Electrical Hazard – Do Not Enter” 
was placed approximately 8 feet from the front of the control panel.  Production workers in that 
area confirmed that William Summers did warn them that he was preparing to perform an 
electrical task and that he needed them to stay at least 10 feet away from his work area.  They 
also confirmed that the electrical hazard sign was positioned approximately 7-8 feet from the 
electrical panel. 
 
Using his Fluke VOM, the maintenance technician began the process of troubleshooting by 
testing the line side voltage.  At that moment, an arc flash exploded from the cabinet, instantly 
engulfing the maintenance employee and the area in front of the cabinet.  The force of the arc 
flash threw the maintenance employee to the ground approximately 5 feet from where he was 
standing when the flash occurred. Gus Henrikson, a production employee, and Janet 
Redelhoffer, a production supervisor, who were standing approximately 15 feet away, witnessed 
the explosion. These two employees were the first responders to the injured maintenance 
employee.  Other employees in nearby departments also arrived after hearing the explosion and 
seeing the lights flicker, however, none of those employees witnessed the actual incident. 
 
The first responders provided basic assistance to the injured employee, keeping him calm until 
the paramedics arrived from St. Vincent hospital.  The injured employee was insistent on 
removing his scorched clothing because of complaints that he was very hot and needed to be 
cooled down.  The first responders assisted with the removal of his faceshield/hardhat, his 
gloves and removed his coveralls down to waist level.  During the removal of the clothing, both 
of these employees confirmed that the maintenance technician was not wearing the required 
arc-rated balaclava.  The maintenance technician admitted that he forgot to wear the required 
balaclava during the troubleshooting.  Note:  A 12 cal/cm2 balaclava was issued to each 
maintenance employee immediately after our annual arc flash training (Feb. 7, 2012). 
 
 
 



The following articles of clothing/PPE were being worn at the time of the arc flash incident: 

 8.2 cal/cm2 flame-resistant coveralls (Indura UltraSoft) 

 12 cal/cm2 HC2 hardhat, faceshield with chincup (Cementex) 

 Class 00 electrician’s gloves (Magid A.R.C. 11”) 

 Leather protector gloves (Magid)  

 Standard safety glasses 

 Foam ear plugs 

 Leather boots 

 Undergarments:  cotton briefs, cotton socks 
 
The following article(s) of PPE were not being worn at the time of the arc flash incident: 

 12 cal/cm2 flame-resistant balaclava (Indura Ultrasoft) 
 
Cause of Arc Flash Event: 
 
The Hilgeman Group, Inc. was contacted to assist us with the accident investigation and to help 
determine the root cause of the arc flash event.  The Hilgeman Group, Inc. assisted our 
company in the implementation of our overall arc flash safety program in January 2011. 
 
After two (2) days of on-site investigation and interviews, The Hilgeman Group concluded that 
the cause of the arc flash was a piece of conductive debris that fell through an opening (missing 
knock-out) in the top of the control panel which created a phase-ground arc event.  A few key 
findings helped to confirm this conclusion – one, there were three (3) large knockouts missing 
on the top of the control panel, and two, the control panel is mounted to a relatively weak 
structure which allows the panel to move (front to back about 3/4”) when being opened, closed 
and/or worked in. 
 
Corrective Actions: 
 
In an effort to minimize the potential for a reoccurrence of this same type of incident, the 
following actions were taken: 

 John Fritz (Maintenance Manager) instructed his staff to inspect every electrical enclosure in 
the facility to ensure that all openings, knockouts, etc. were properly sealed.  Seventy-three 
(73) openings were found and properly sealed on or before July 17, 2012. 

 The electrical enclosures were also inspected to ensure that they were attached to a secure 
structure and that no abnormal amounts of “free play” was allowed.  Seven (7) electrical 
enclosures were relocated or re-mounted to ensure they were secure. 

 The safety committee has been assigned the task of inspecting electrical enclosures in their 
respective areas of the facility on a quarterly basis.  The Hilgeman Group will assist us in 
developing an appropriate inspection checklist. 

 All employees were involved in a toolbox talk (July 16, 2012) by department supervisors 
who reinforced the company policy prohibiting the storage of any materials on the tops of 
electrical enclosures. 

 The maintenance department employees have been instructed on the importance of the 
flame resistant balaclava and that the use of the balaclava is required when doing work in 
any HC2 electrical enclosure.  The injuries received by William Summers were reviewed in 
detail to demonstrate the importance of the balaclava in preventing neck, throat and ear 
burns.  

 
Status of Injured Employee 
 
The employee was treated locally at St. Vincent’s (for 2 days) and then transferred to 
TC Burn Clinic where he remains as of July 23, 2012.  The treatment for his neck, throat and 
ears is anticipated to take three months of in-patient care, with additional cosmetic intervention 
in approximately six months.  If he is cleared to return to work, it will not be anytime within the 
next twelve (12) months.  For up-to-date medical costs, please contact Mike Schmitt in HR. 


