= O
Bt
ooyt

b

RS HRD-76~(£F

&t76
REPORT TO THE CONGRESS

093638

BY THE COMPTROLLER GENERAL
OF THE UNITED STATES

Hazardous Working Conditions
In Seven Federal Agencies

Departments of Labor, Agriculture, and Interior
Veterans Administration
Departments of the Air Force, the Army, and

the Navy and the Defense Supply Agency,
Department of Defense

Seven Federal agencies employing more than
half of Federal civilian employees do not have
adequate procedures for identifying and cor-
recting hazardous working conditions. The
heads of Federal agencies and the Secretary of
Labor should work together to make safety
and health programs for Federal employees
effective as required by the Occupational
Safety and Health Act. The Congress should
amend the act to bring Federal agencies under
the inspection authority of the Department of
Labor to supplement and strengthen agency
inspections.

AUG. 4,13976

HRD-76-144




COMPTROLLER GENERAL OF THE UNITED STATES
WASHINGTON. D.C. 20548

B-163375

To the President of the Senate and the
Speaker of the House of Representatives

The seven major Federal agencies reviewed do not have
adeguate procedures for identifying and correcting hazardous
working conditions. Heads of Federal agencies, in coordina-
tion with the Secretary of Labor, need to implement effective
safety programs for Federal employees as required by the Oc-
cupational Safety and Health Act of 1970 (29 U.S.C. 651).

The Congress should amend the act to bring Federal workplaces
under the inspection authority of the Department of Labor to
supplement and strengthen Federal agencies' inspections.

We made our review pursuant to the Budget and Accounting
Act, 1921 (31 U.s.C. 53), and the Accounting and Auditing Act
of 1950 (31 U.S.C. 67).

Copies of the report are being sent to the Directoy, Of-
fice of Management and Budget; the Secr ies of fab
Agriculture, the Interior, and Defeng&; d to t A
trator of Veterans Affairs. ¥

Aus e .

Comptroller General
of the United States
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COMPTROLLER GENERAL'S HAZARDOUS WORKING CONDITIONS
REPORT TO THE CONGRESS IN SEVEN FEDERAL AGENCIES
Departments of Labor, Agriculture,
and Interior
Veterans Administration
Departments of the Air Force,
the Army, and the Navy and
the Defense Supply Agency,
Department of Defense

DIGEST

Section 19 of the Occupational Safety and
Health Act of 1970 requires Federal agencies
to establish and maintain effective and
comprehensive occupational safety and health
programs. The programs of seven major
agencies are not effective in insuring

--safe and healthful places and conditions
of employment and

~—-that safety equipment, personal protective
equipment, and devices reasonably necessary
to protect employees were acquired, main-
tained, and required to be used. (See p. 6.)

The agencies included the Departments of

the Army, Navy, and Air Force and the De-
fense Supply Agency in the Department of
Defense; the Departments of Agriculture

and the Interior; and the Veterans Admin-
istration. These seven agencies employed,
in addition to all military personnel,

about 1.4 million of the 2.7 million Federal
civilian employees.

According to data of the Occupational Safety
and Health Administration, the seven account-
ed for all the military and about 50 percent
of the work-related civilian deaths, injuries,
and illnesses in calendar year 1973. At the
time that GAO made its review, this was the
only full year for which statistics were
available.

At 30 randomly selected field locations of
the 7 agencies, GAO auditors and Labor
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inspectors found about 14,000 conaitions
that did not meet occupational safety and
health standards, incluaing

--about 3,U00 mechanical hazards,
--9,400 fire and electrical hazards,
--300 housekeeping hazards, and
--1,300 health hazards. (See p. 21.)

Federal agencies ao not keep accurate records
on occupational deaths, injuries, and ill-
nesses and their causes to help insure that
workplace hazards that could cause deatns,
injuries, and illnesses are identified and
eliminated. (See p. 52.)

The Department of Labor does not know whether
its standards are sufficient to prevent or
minimize the specific hazardous conditions
causing deaths, injuries, and illnesses.

The Congress and the public are concerned
that many existing standards may not be
needed and some standards may not be adequate
in preventing deaths, injuries, and illnesses.
(See p. 54.)

RECOMMENDATION TO THE CONGRESS

The Congress should amend the Occupational
Safety and Health Act of 1970 to bring Feaeral
agencies under the inspection authority of
Labor to supplement and strengthen Federal
agencies' inspections. This amendment should
require that the results of Labor's inspections
be reporteda to the Congress. (See p. 61.)

RECOMMENDATIONS TO AGENCIES

The seven agencies should establish occupa-
tional safety and health organizations at
the Assistant Secretary or equivalent level
with sufficient authority, responsibility,
and staff to estabiish and enforce safety
and health policies and procedures on all
the program elements required by the act,
Executive order, and regulations in 29 C.F.R.
1960. (See p. 59.)
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These agencies should establish procedures
and practices for:

-—-Inspecting all their workplaces, using quali-
fied safety engineers and industrial hygien-
ists when appropriate. (See p. 60.)

-~Preparing formal inspection reports which
cite the standards violated, describe the
hazards and the potential results of the
hazards, indicate how long the violations
existed, and show a reasonable period for
eliminating the hazard. (See p. 60.)

--Directing inspection reports to the heads
of field locations and requiring correc~-
tions of the cited violations. (See p. 60.)

--Making followup inspections to determine
if cited violations are corrected and
issuing reports to agencies' top safety
and health officials if violations are
not corrected. (See p. 60.)

--Including inspection findings in the
Federal agency recordkeeping and recording
system for use in directing individual and
Government-wide programs. (See p. 60.)

--Encouraging submission of, and requiring
adequate response to, employee complaints
of hazardous working conditions. (See p. 60.)

--Promoting and training management and all
agency employees on safety and health
matters, including hazard indentification.
(See p. 60.)

—--Monitoring and evaluating implementation
of occupational safety and health programs
at all levels of the agencies, including
workplace inspections to determine program
effectiveness and to insure that accurate
information on work-related deaths, injuries,
and illnesses and their causes is reported.
(See p. 60.)

GAO recommends that the Secretary of Labor:

--Coordinate with Federal agencies in estab-
lishing a single recordkeeping
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and reporting system to be followed by
all Federal agencies so that accurate

and consistent data on occupational
deaths, injuries, illnesses, and their
causes as well as findings on inspections
of workplaces can be maintained. This
information is essential to identifying
and eliminating workplace hazards. (See
p. 61.)

--Provide more adequate and prompt responses
to requests from Federal agencies for
inspections and for other assistance.

(See p. 60.)

--Evaluate all safety and health pro-
grams at headquarters and subordinate
locations annually as required by
Executive order to better insure that
all agencies have effective programs
for providing their employees with safe
and healthful workplaces. The evaluations
should include workplace inspections
and followups. (See p. 60.)

The agencies and Labor generally agreed with
GAO's recommendations, with minor exceptions,
and stated that actions had been taken or
were planned to improve their programs. (See
p. 61.) According to Labor, the conditions
GAO found at the seven agencies existed at
most Federal agencies, and GAO's recommenda-
tions should be followed by all Federal
agencies. (See p. 64.)




CHAPTER 1

INTRODUCLION

Many Federal agencies established occupational safety
ana health programs long before the COccupational Safety and
fealth Act of 197u (2v U.5.C. 951) was enacted. BSection 1y
of the act, Executive Orders 11612 (July 26, 1v71) and 11807
(Sept. 28, 1974) required that all Feaeral agencies establish
sucn programs. (See app. I, II, and III.)

In 1965 the Government began a b-year program called
"fiission Safety-70" as tne first Government-wide safety pro-
gram for civilian employees. The program's overall goal was
to aecrease, py the end of 1970, the injury frequency rate
cf 7.7 disabling injuries per million staff-hours worked
to 5.4, or a 3U-percent decrease. The 7.7 rate was experi-
enced in calenaar year 1lvb64, when 40,546 of tne Government's
2,534,921 civilian employees received disapling injuries.
Chargeback costs (compensation and medical payments) amounted
to 26,670,000 in fiscal year 1964.

Although the goal was not met by the end of the Mission
Safety-70 program in December 1970, the injury frequency
rate haa Gropped by 14.3 percent to 6.6 aisabling injuries
per million staff-hours worked. At that time, 2,984,830
civilians were employed in the Government; 40,%9u8 of them
experienced aGisabling injuries. Chargeback costs for fiscal
year 1970 were 586,621,000.

ENFORCEMENT PROVISIONS IN TRE ACTA

‘he act authorizes the Secretary of Labor, through the
Occupational 3afety and Health Administration (OSHA), to
set and enforce occupational safety and health standards in
privaté industry. OSHA can make unannounced inspections of
workplaces and issue correction orders (citations). It may
also propose that penalties be assessed 1/ for violations of

1/1f the penalty is not contested within 15 working days
from receipt of the notice of tne proposed penalty, the
assessment becomes a final order of the Occupational Safety
and Health Review Commission, established under the act.
If the penalty or citation is contested, the Commission
gives an opportunity for a hearing and, thereafter, issues
an order, based on findings of fact, affirming, modifying,
or revoking tne citation or proposed penalty, or directing
other appropriate relief. The order becomes final 30
aays after issuance.



the standards. OSHA's compliance manual states that the cor-
rection period for a violation be the shortest time within
which an employer can reasonably be expected to make the
correction. OSHA compliance officers may make followup in-
spections to evaluate the corrective actions taken and, when
appropriate, assess additional penalties for failure to cor-
rect. The act requires the employer to post copies of each
citation in a prominent place at or near each place of vio-
lation referred to in the citation.

Section 19 of the act deals with Federal agencies'
safety and health programs for Federal employees. It does
not contain any of the enforcement provisions that apply to
the private sector. Instead, it places sole responsibility
for occupational safety and health, including compliance
with the standards, on the head of each Federal agency. It
does not authorize OSHA to take any enforcement action to
insure that Federal agencies comply with section 19.

FEDERAL AGENCY OCCUPATIONAL SAFETY AND
HEALTH PROGRAM RESPONSIBILITIES

The act applies to all 120 Federal departments and agen-
cies (referred to as agencies), which employ about 2.7 million
civilian and about 1.4 million military personnel. Section 19
of the act requires the head of each Federal agency to estab-
lish and maintain an effective and comprehensive safety and
health program consistent with the standards set under the
act. The act requires also that the head of each agency (after
consulting with employee representatives):

--Provide safe and healthful places and conditions of
employment.

--Acquire, maintain, and require the use of safety equip-
ment, personal protective equipment, and devices rea-
sonably necessary to protect employees.

--Keep adequate records of all occupational accidents
and illnesses for proper evaluation and necessary
corrective action.

--Consult with the Secretary of Labor on the form and
content of records.

-—-Report annually to the Secretary of Labor on occupa-
tional accidents and injuries and the agency's pro-
gram.



Section 19 requires the Secretary of Labor to submit to
the President a summary or digest of reports submitted to
him by the Federal agency heads with his evaluation and recom-
mendations. It also requires the President to transmit an-
nually to the Congress a report on the safety and health
activities of the Federal agencies.

Executive Order 11807 (which superseded and strengthened
the existing criteria set forth in Executive Order 11612) sets
forth the criteria to be used by Federal agencies in estab-
lishing the required safety and health programs. The Execu-
tive order requires the head of each Federal agency to, after
consultation with employee representatives:

--Appoint an agency official with sufficient authority
to represent effectively the interest of the agency
head.

--Establish an occupational safety and health manage-
ment information system consistent with requirements
in section 3 of the order.

--Establish agency standards consistent with the stand-
ards promulgated under the act; insure prompt atten-
tion to reports by employees or others of unsafe or
unhealthful working conditions; insure periodic inspec-
tions of adency workplaces by personnel with sufficient
technical competence to recognize unsafe and unhealth-
ful working conditions in such workplaces; and insure
prompt correction of unsafe or unhealthful working
conditions, including those involving facilities or
equipment furnished by another Government agency, and
inform the Secretary of Labor of significant difficul-
ties encountered.

-=-Provide adequate safety and health training for offi-
cials at the different management levels, including
supervisory employees, employees responsible for con-
ducting workplace inspections, and other employees.

--Cooperate with and assist the Secretary of Labor in
performing his duties under section 19 of the act
and section 3 of the order.

--Follow the regulations published by the Secretary
of Labor pursuant to section 3 of the order, consider-
ing the mission, size, and organization of the agency.

Section 3 of the order requires the Secretary of Labor



--Issue detailed guidelines to help agencies establish
and operate effective occupational safety and health
programs.

--Prescribe injury and illness recordkeeping and re-
porting requirements for Federal agencies.

--Provide consultation to agencies to insure that their
standards are consistent with standards promulgated
under the act.

--Upon request by Federal agencies, conduct inspections
of agency working conditions to identify unsafe or
unhealthful working conditions, provide assistance
to correct such conditions, and train appropriate
agency safety and health personnel.

--Evaluate the occupational safety and health programs
at least once a year for agencies employing more than
1,000 persons and as the Secretary deems appropriate
for all other agencies.

Pursuant to section 3 of Executive Order 11807, the
Secretary of Labor published regulations in the Federal Re-
gister on October 9, 1974,

In a February 3, 1975, memorandum to the heads of Fed-
eral agencies, the President said with regard to Executive
Order 11807:

"I have issued this Executive Order to strengthen
the occupational safety and health programs of

all Federal agencies. It sets forth specific
duties for the heads of Federal agencies to es-
tablish and maintain effective occupational safety
and health programs * * *,

"As the Nation's largest employer, the Federal
Government must set an example in the maintenance
of safe and healthful working conditions for

its employees."

* * * * *

" % % Only your personal attention can ultimately
achieve the goals we desire."



OUR PRIOR REPORT ON
FEDERAL COMPLIANCE WITH THE ACT

On March 15, 1973, we reported to the Senate Committee
on Labor and Public Welfare that a more concerted effort was
needed by the Federal Government on occupational safety and
health programs for Federal employees (B-163375). We recom-
mended that the Secretary of Labor direct OSHA to take a
stronger leadership role in:

--Preparing and issuing regqulations to further assist
and guide Federal agencies in developing their safety
and health programs.

--Developing a more aggressive and expanded evaluation
and inspection program to insure that Federal agen-
cies make adequate efforts to provide safe and health-
ful workplaces.

--Continuing to work with Federal agencies to resolve
problems with the recordkeeping and reporting system.

--Helping agencies develop a system to insure that
qualified safety engineers and industrial hygienists
inspect Federal workplaces and make comprehensive
surveys of those workplaces to insure that potentially
hazardous conditions are identified and eliminated.

We also recommended that the Committee consider having the
act amended to bring Federal agencies under the inspection
authority of Labor to supplement and strengthen their inspec-
tions. The Department of Labor advised us that it concurred
generally with all the recommendations and that OSHA had
taken or planned to take various actions along these lines.

To determine if our recommendations had any effect at
the working level of Federal agencies, we visited three
field locations in 1974 to review the adequacy of their oc-
cupational safety and health programs. None of the loca-
tions appeared to have effective programs. For example,
OSHA inspectors conducted 2 limited workplace inspections
for us and found 50 violations (291 separate instances)
at 1 location and 72 violations (839 separate instances)
of the standards at the other location. On the basis of
these observations, we determined that further review of
the adequacy of Federal agency safety and health programs
was warranted.



CHAPTER 2

FEDERAL AGENCIES' PROGRAMS NOT EFFECTIVE IN

IDENTIFYING AND ELIMINATING HAZARDOUS CONDITIONS -

Federal workplaces have had thousands of conditions that
have not met safety and health standards. (See ch., 3,) Fed-
eral safety and health programs have not been as effective as
they should have been in identifying and eliminating hazardous
working conditions. Also, because the agencies have not kept
adequate records of occupational deaths, injuries, illnesses,
and their causes, the occupational safety and health programs
were not as effective as they could have been in finding and
eliminating workplace hazards.

Because the Federal agencies have not established and
effectively implemented safety and health programs as re-
quired by the act, Executive orders, and regulations, the
act's safety and health objectives and the President's "ideal
employer goal" have not been achieved. Such goals and ob-
jectives will not be achieved until the heads of Federal
agencies place greater emphasis on developing and following
comprehensive safety and health program policies, procedures,
and practices which emphasize finding and eliminating hazard-
ous working conditions.

SAFETY AND HEALTH ORGANIZATIONS

Executive Order 11612 required the head of each Federal
agency to establish and maintain an organization and proce-
dures to effectively implement the agency's safety policy.
Section 1960.16 of the regulations published by the Secretary
of Labor on October 9, 1974 ("Safety and Health Provisions
for Federal Agencies," 29 C.F.R. 1960), states:

"It is the considered judgment of the Secretary of
Labor that an official of the rank of Assistant Secre-
tary, or of equivalent rank or equivalent degree of
responsibility, would be of such stature as to be able
to £ill such a position adequately. It is also the
considered judgment of the Secretary of Labor that in
order for such official 'to represent effectively the
interest and support of the agency head,' such offi-
cial should have sufficient headquarters staff with
necessary training and experience, and who report
directly and exclusively to such official, to carry
out his functions * * * "

At the time of our March 1973 report, the safety and
health organizations in many Federal agencies were within



the personnel or administrative services offices and were
four, five, or six levels below the agency head. Safety
and health responsibilities in some of the agencies were
considerably decentralized and were often only collateral
duties. Consequently, the organizational levels to which
violations of the standards were brought varied widely.
Only a few of the agencies brought violations to the atten-
tion of the agency head or the immediate assistant. Many
brought violations to the attention of some official one

or two levels above the safety officer. Others brought them
only to the attention of operating officials.

Our report noted that bringing violations to the atten-
tion of higher agency officials seemed to be necessary to
reinforce the authority of the safety organization, to in-
sure correction of violations, and to provide coordination
when safety and health responsibilities were fragmented.

Our current review showed that placement of safety and
health organizations in Federal agencies had improved little.
The safety and/or health organizations at all levels of the
seven agencies reviewed were three, four, five, or more
levels below the agency head. Consequently, the wide varia-
tions in the level of attention given to finding and elimin-
ating hazardous working conditions still existed. As pointed
out in the section on agency inspections and abatement pro-
cedures (see p. 1ll1), safety and health violations were not
always documented, violations were not reported to the head
of the agency or his assistant or even to the head of the
location inspected, and actions were not required or taken
by higher agency officials to insure that all hazardous con-
ditions were identified and eliminated.

The Department of Agriculture had not formally desig-
nated an official to develop and implement a safety and health
program. A GS-13 personnel management specialist was acting
informally as a safety officer without any authority to plan
and implement a safety and health program. Thus, the only
aspect of a program was a recordkeeping and reporting sys-
tem which involved using only one form which had not been ap-
proved by the Occupational Safety and Health Administration.

Although the Department of the Interior assigned safety
and health program management responsibility to an Assistant
Secretary, the safety and health organization was located
two levels below the Assistant Secretary and reported to the
Office of Management Services.

The Veterans Administration (VA) assigned safety and
health program responsibility to the Chief Medical Director



who reported directly to the Administrator of Veterans Af-
fairs. However, the safety and health organization was lo-
cated in the Safety, Occupational Health, and Fire Protec-
tion Division and was required to report to the Director

of Engineering Services. A VA official said that the Chief
Medical Director had recommended that safety and health pro-
gram responsibility be elevated to the Administrator's staff
to be consistent with the Secretary of Labor's requlations
but that VA had taken no action.

The Department of Defense made the Assistant Secretary
of Defense for Manpower and Reserve Affairs responsible for
providing overall policy and guidance for Defense accident
prevention and safety programs. The Assistant Secretary,
however, did not function as the safety and health program
manager. Authority for establishing and maintaining safety
and health programs was assigned to the heads of the indi-
vidual military departments and other Defense components.

Within the Departments of the Air Force, Army, and
Navy and the Defense Supply Agency (DSA), responsibility
for setting occupational safety and health policies and pro-
cedures and managing safety and health programs was shared
among numerous individuals--some of whom were many levels
removed from the heads of their agencies.

OCCUPATIONAL SAFETY AND HEALTH
POLICIES AND PROCEDURES

Executive Order 11612 required the head of each Federal
agency to establish an occupational safety and health policy.
Executive Order 11807 required each Federal agency head to
establish and maintain an occupational safety and health pro-
gram meeting the requirements of section 19 of the act. The
Secretary of Labor's regulations in 29 C.F.R. 1960 provided
that the head of each agency establish policies and proce-
dures to carry out the safety and health provisions of the
act and the Executive order.

The seven agencies reviewed generally issued brief
statements to the effect that providing employees with safe
and healthful workplaces was their policy. Most policy
statements, however, did not specify the major program ele-
ments necessary to carry out the policy or that the agencies
should comply with the act, Executive orders, and regula-
tions. Also, policies generally did not address occupational
health matters. For example, the VA policy failed to mention
the act, Executive orders, or program elements. The Depart-
ment of the Interior's policy statement, which did not refer



to the act, Executive orders, regulations, or health matters,
established the following general departmental safety policy.

"It is the policy of the U.S. Department of the In-
terior to prevent injuries to its employees, to pro-
tect its property from damage, and to provide for the
safety of the public in connection with its opera-
tions and when using its facilities."

Most agencies, other than the Department of Agriculture,
had written procedures covering some of the elements of an
occupational safety and health program, but these were usu-
ally broad.

For example, Interior's safety management manual re-
quired periodic and formal safety inspections for unsafe
conditions as an integral part of the system for normal
maintenance and inspection of property. It did not specify
who should make the inspections, the frequency of such inspec-
tions, or whether workplaces should ever be inspected by qual-
ified safety engineers and industrial hygienists.

Agriculture had not established a safety and health pro-
gram or adopted occupational safety and health policies and
procedures at the time of our fieldwork in July 1975.

Defense issued a directive on March 20, 1972, which
generally outlined Defense policy on the act. The directive
referred only to section I of Executive Order 11612, did not
include the requirements in the act, and had not been updated
to include the requirements in Executive Order 11807 and the
safety and health regulations in 29 C.F.R. 1960. The Defense
policy statement consisted of a single sentence and referred
to section I of Executive Order 11612 as "guidelines" rather
than requirements.

Other communications within Defense indicated that De-
fense officials believed that the provisions of Executive
Order 11807 and 29 C.F.R. 1960 were not mandatory for De-
fense.

For example, in an October 10, 1974, memorandum the De-
fense Director for Safety Policy advised the directors of
safety and the safety officers of the military departments
that the provisions in 29 C.F.R. 1960 for establishing an
occupational safety and health organization, making inspec-
tions, correcting hazards, and establishing standards were
"for guidance only" but that the provisions should be fol-
lowed as closely as practical. 1In a November 29, 1974, memo-
randum an Acting Deputy Assistant Secretary of Defense for



Civilian Personnel Policy stated that these provisions should
be followed as closely as practical within the framework of
existing organization and procedures.

In a March 6, 1975, memorandum the Assistant Secretary
of Defense for Manpower and Reserve Affairs advised Defense
departments and agencies that a safety management study group
had been established to determine whether safety and health
program management could be improved and that unilateral re-
visions of safety and health manuals or other major program
documents were to be undertaken only in cooperation with the
study group. The study group began full-time operations on
March 10, 1975.

Several officials responsible for occupational safety
and health in Defense agencies said they had not been re-
quired to comply with Executive Order 11807 or 29 C.F.R. 1960.
One official stated that he had been told not to comply with
the regulations on organization, inspections, abatement of
hazards, and establishment of standards.

Department of Labor representatives advised us that,
while they could not enforce the regulations, Executive Order
11807 made it clear that the regulations were mandatory for
all Federal agencies.

Defense officials were still questioning the applica-
bility of Executive Order 11807 and 29 C.F.R, 1960 to De-
fense's program as of August 1975. For example, during a
joint meeting between Defense and OSHA and other Department
of Labor officials in August 1975, Defense stated:

"l. Section 2(7) of E. O. 11807 requires the Heads of
agencies to 'observe' the gquidelines published
by the Secretary pursuant to Section 3 of the
order giving due consideration to mission, size
and organization of the agency.

"l. (a) Is it the DOL position that the non-mandatory
parts of part 1960 are to be considered regula-
tory? DoD believes that part 1960 should be
interpreted exactly as written.

"l. (b) Is there a written legal interpretation of
the applicability of making the non~mandatory
guidelines contained in Part 1960 binding on
Federal Agencies. If so, are copies avail-
able?"

During the meeting, the Deputy Solicitor of Labor for
OSHA advised the Defense officials that the act, the Execu-
tive order, and the regulations in 29 C.F.R. 1960 were
clearly mandatory for all Federal agencies.

10



As of January 1976 Defense had not established and
implemented comprehensive policies and procedures on the
matters mandated in the act, Executive Order 11807, and
regulations in 29 C.F.R. 1960. However, Defense was proc-
essing a revision to its March 1972 policy directive which
continues to question whether the regulations are mandatory.
The draft policy statement reads as follows: .

"Department of Defense Components will budget for,
and conduct aggressive and effective accident pre-
vention programs meeting the requirements of Sec-
tion 19, PL 91-596 (reference (c)) that protect
DOD employees from occupational injury or illness,
and minimize government property loss or damage.
DOD Component accident prevention programs will be
structured to include elements cited in Section 2
of Executive Order 11807 (reference (d)). The
guidelines for Federal employee safety and health
as published in 29 CFR 1960 (reference (c)) will be
observed taking into consideration the mission,
size and organization of the DOD." (Underscoring
supplied.)

Considering questions that have arisen within Defense,
(1) Defense policy should clearly state that the Secretary
of Labor's regulations are mandatory for Defense and (2)
Defense should take immediate action to establish and im-
plement comprehensive policies, procedures, and practices
for those matters mandated in the act, Executive Order
11807, and the regulations.

Also, the Departments of Agriculture and the Interior
and VA should expand their policies, procedures, and prac-
tices to include all the required program elements.

IMPROVEMENTS NEEDED IN INSPECTION
AND ABATEMENT PROCEDURES AND PRACTICES

In our March 1973 report we pointed out that 11 of
12 major agencies reviewed had not surveyed their workplaces
to determine the specific actions and costs required to com-
ply with the act and that in the absence of surveys by all
Federal agencies, estimates of the extent of deviations from
the standards in Federal workplaces and .the costs of correc-
tive actions were not available. We stated that such surveys
were needed as a first step in meeting the requirements of
the act. i

This review showed that Federal agencies still have not
developed information on the extent of deviations from the
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standards and the costs of corrective actions. This situa-
tion; the thousands of instances of violations of the stand-
ards; and possibly some of the deaths, injuries, and illnesses
referred to in chapter 3 of this report could have been pre-
vented had the seven agencies established and implemented
effective workplace inspection, abatement, and followup pro-
cedures and practices.

The key to an effective occupational safety and health
program is to identify and eliminate hazardous conditions
that can cause deaths, injuries, and illnesses. Such a pro-
gram should include:

--Periodic inspections, by qualified safety engineers
and industrial hygienists, when appropriate, of all
Federal workplaces.

--Formal reporting of inspection results to the head
of the location inspected, with copies sent to ap-
propriate officials. Such reports should cite the
standards violated, describe the hazards and poten-
tial results of the hazards, indicate how long the
violation existed, and show a reasonable correction
period. The report findings should be put into the
recordkeeping and reporting system for use by the
agency, OSHA, or other agencies to help identify
recurring and potentially serious problems.

--Correction of hazardous conditions within the pre-
scribed period and followup inspections to insure
that corrections are made.

Although the seven locations reviewed required and made
some type of inspections, practices on inspection, report-
ing, abatement, and followup varied widely.

Department of Agriculture

Agriculture had not established an occupational safety
and health program or required that its agencies establish
policies, procedures, and practices for making workplace
inspections and correcting hazardous conditions. The An-
imal and Plant Health Inspection Service (APHIS), whose
facility at Mission, Texas, was one visited, issued its
first safety and health program directive in March 1975.
The directive required that a system of "self-inspections"
be developed by officials at each location. The inspections
were to be made by one to three employees and a supervisor.
The directive did not require that any inspections be made
by qualified safety engineers or industrial hygienists, nor
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did it require written reports to the head of the location,
procedures to insure that the head of the location corrected
hazardous conditions, or that followup inspections were made
to insure correction.

The safety officer at Mission, Texas, was an airplane
pilot who, as a collateral duty, was responsible for the
occupational safety program and made occasional safety in-
spections. He issued reports to the official in charge of the
location and to division heads but did not receive any writ-
ten responses. He did not have any documentation to show
that he followed up on his inspection findings to insure that
hazardous conditions were corrected. However, he stated that
conditions noted in his reports were not always corrected
promptly. For example, although he arranged to have the
Texas Occupational Safety Board conduct an inspection on
September 25, 1974, some of the same hazards pointed out
existed at the time of our inspection on February 10, 1975,

Veterans Administration

The VA manual contained only a general statement that
workplace inspections be made. It did not require inspec-
tions by qualified safety engineers and industrial hygienists
or formal reports to the head of the location. It did not
provide procedures for correcting hazards noted in inspection
reports or for followup to insure that hazards were corrected.
Also, the manual stated that inspections could be made by
committees, subcommittees, staff personnel, or supervisory
personnel..

Local regulations at the VA hospital in Houston, Texas,
required monthly or quarterly safety inspections, depending
on the activities at the hospital. Although some safety in-
spections were made, they were not reguired to be and were
not made by qualified safety engineers and industrial hygien-
ists. They were made by a fire and safety inspector, did not
cover all hospital activities, and were primarily housekeep-
ing and fire oriented.

Formal reports were required, but the requirements did
not spell out the type, content, or to whom the reports were
to be addressed. The fire and safety inspectors issued re-
ports on hazardous conditions only to supervisors and branch
chiefs and did not cite the standards violated or set abate-
ment periods. Although the fire and safety inspectors re-~
ceived responses from supervisors and branch chiefs, they
did not have records of followup inspections to determine
if corrective action had been taken.
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Department of the Interior

Interior's manual required that the heads of bureaus
provide periodic and formal safety inspections as part of
property maintenance and inspection. However, it did not
require that workplaces be inspected by qualified safety
engineers and industrial hygienists. Also, it did not re-
quire inspection reports to the head of the location, cor-
rective action by the head of the location, or followup in-
spections to insure that hazards were corrected.

The Bureau of Indian Affairs office in Crownpoint,
New Mexico, had not established a system for periodic work-
place inspections to insure that hazardous conditions were
identified and eliminated. Also, the Eastern Navajo Agency
in Crownpoint had not established any local procedures.

The safety manager at Crownpoint was not a qualified
safety engineer or industrial hygienist. He stated that
(1) because of other duties and lack of staff, he could
spend only about 10 percent of his time on inspections and
followups, (2) he was not required to issue inspection re-
ports to anyone but sometimes left handwritten notes with
supervisors, and (3) he did not receive any written responses
on corrective actions and did not have any evidence that fol-
lowup inspections were made. In general, the safety manager
did not have evidence that a viable inspection and abatement
program existed at Crownpoint. As a result, hazards usually
were not corrected quickly and some went uncorrected for as
long as 4 years.

Department of Defense

Neither Defense nor its components, the Air Force, Army,
Navy, or DSA, had established policies and procedures to in-
sure that all Defense workplaces were inspected periodically
to identify and eliminate hazardous conditions. Generally,
procedures did not require that inspections be made by qua-
lified safety engineers. In some cases, surveys were required
to be made by industrial hygienists. Although directives is-
sued by the military agencies occasionally contained general
statements that some type of inspections be made, procedures
had not been established to insure that safety and health of-
ficials issued inspection reports to the head of the location;
that the head of the location corrected hazardous conditions
cited in the reports; or that followup, including inspections,
be made to determine whether the conditions were corrected.

In addition, safety and health responsibilities in each

of the four military agencies were separated and did not ap-
pear to be adequately coordinated. For example, the Army
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Inspector General and Auditor General was responsible for
safety activities and the Army Surgeon General was respon-
sible for health activities.

Defense Supply Agency

A DSA regulation required that DSA field locations pro-
vide for a systematic inspection of their locations once a
year. At the DSA depot in Ogden, Utah, DSA safety officials
did not conduct health inspections, but the Army provided
inspection assistance on request.

The depot made safety inspections of some of its opera-
tions once a year and others more frequently. However, the
inspections were not required to be and were not made by qua-
lified safety engineers and industrial hygienists. Although
the safety officer had an engineering degree, he did not make
inspections. Instead, two of his assistants made inspections,
neither of whom had a degree in engineering or industrial hy-
giene.

Local regulations required that inspection reports be
issued to responsible supervisors only. The reports were
not issued to the depot commander and did not cite the
standards violated or set any abatement periods. The safety
officer did not always receive written responses from super-
visors on corrective actions taken on matters included in
inspection reports. Formal followup to determine whether
supervisors had corrected conditions included in inspection
reports was not made or was ineffective.

For example, we looked at selected workplaces where the
reports cited the hazardous conditions and found that correc-
tive action had not been taken on 11 of 15 cited hazardous
conditions. Eight of the 11 instances had been cited in a
safety inspection report over 1 year before our visit. In
some instances, the safety officer had accepted either a ver-
bal or written reply to his inspection reports that correc-
tive actions had been or would be taken and did not verify
that the corrective actions had been taken. The safety of-
ficer advised us that some of his followup inspections were
merely telephone contacts, necessitated by inadequate staff-
ing.

Department of the Navy

Although the occupational safety officer at the Charles-
ton, South Carolina, Naval Shipyard was authorized by local
procedures to make safety inspections, the procedures speci-
fied that his inspections were advisory only. Also, local
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procedures did not require safety inspections to be, and
they were not, made by qualified safety engineers. Safety
inspection reports were not prepared and submitted to the
shipyard commander. Instead, the safety office representa-
tive issued individual notifications for the hazards he
identified and, as required by Navy regulations, notified
the lowest management level--generally the shop head. He
did not issue the notifications to the shipyard commander
unless the hazard could affect other locations throughout
the command or if correction could not be obtained at lower
management levels. Also, the notifications did not always
refer to the standards violated and did not set abatement
periods.

Responses were recorded on the notifications. However,
the safety office did not have records showing whether appro-
priate followup inspections were made to insure that correc-
tive action had been taken. For five recorded corrective ac-
tions checked, one hazardous condition had not been corrected.

Representatives of the Naval Regional Medical Center
(responsible for occupational health activities at the ship-
yard) had made some industrial hygiene surveys but also is-
sued its reports to the lowest level of management--generally
the shop head. Of two cases in which responses to these re-
ports indicated corrective action had been taken, one hazard-
ous condition had not been corrected.

Department of the Air Force

In 1974 McClellan Air Force Base did not make any safety
inspections of its operations because they were involved in
making other special studies. Before 1974, the base safety
office made annual inspections but did not cover all base
activities. Also, the safety inspections were made not by
qualified safety engineers but by individuals with degrees
in public administration, physical education, and business
administration.

Although these individuals prepared safety inspection
reports, they were issued not to the base commander but to
the division heads responsible for the activity inspected.
Sometimes the reports cited the standards violated but did
not set abatement periods. Written responses were received
but the safety office did not have records showing that
followup inspections were made to determine if hazardous con-
ditions cited in the reports were corrected. Some hazardous
conditions existed at the time of our review even though the
responses to the inspection reports indicated that the condi-
tions had been corrected.
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Although regulations required that industrial hygiene
surveys be made annually of the entire base, all activities
were not surveyed annually. The surveys were made by in-
dustrial hygienists who prepared formal reports on their
findings. The reports were not issued to the base commander
but were issued to division heads.

Department of the Army

The Army Material Command required its components to
conduct safety inspections at their facilities to insure con-
sistency with the standards. The Command also required that
hazardous conditions be reported to management, corrected,
and followed up. However, the Command did not have authority
over occupational health activities and did not include occu-
pational health in its procedures.

At the Command's Lexington-Blue Grass Depot, safety in-
spections were made monthly of various operations. However,
the inspections were not made by qualified safety engineers
or industrial hygienists. Inspection reports were issued
to the Depot Commander and to the head of the division in-
spected. The reports sometimes cited occupational safety and
health standards or Army standards. The safety office did not
receive written responses and did not make followup inspec-
tions to insure that hazardous conditions noted in safety in-
spection reports were corrected. The safety officer stated
that he did not have adequate staff to make followup inspec-
tions.

NEED TO IMPROVE RESPONSE TO EMPLOYEE
COMPLAINTS OF HAZARDOUS WORKING CONDITIONS

Provisions for dealing with employee complaints about
safety and health are fundamental to effective safety and
health programs. The act recognized the importance of em-
ployee involvement by providing that private industry em-
ployees file complaints to OSHA if they believe that a
violation of a standard exists. For Federal employees, Exec-
utive Order 11807 requires that the head of each Federal
agency establish procedures that insure prompt attention to
reports by employees or others of unsafe or unhealthful
working conditions. The safety and health regulations for
Federal agencies provide that a channel of communication be
established between agency employees and those responsible
for safety and health matters so that prompt analysis and
response may be made to reports of alleged unsafe and un-
healthful working conditions.

17



In spite of these requirements, six of the seven agen-
cies did not have adequate policies and procedures for ob-
taining and acting on employee complaints of hazardous work-
ing conditions., Those policies and procedures that had been
established generally provided that employees could make
suggestions through the employee suggestion or grievance sys-
tems included in union contracts. An exception was the Air
Force which had established procedures for employees to sub-
mit hazard reports to the safety office describing conditions
which they considered to be unsafe or unhealthful. The pro-
cedures required that each hazard report be investigated and
the results made known to the employee.

Field locations of the other agencies advised us that
employee complaints were received through such means as
telephone calls and personal contacts with employees and with
employee unions. However, most of these locations did not
have records of complaints received or of the corrective ac-

tions taken.

SAFETY AND HEALTH TRAINING AND PROMOTION

Executive Order 11807 requires Federal agencies to pro-
vide adequate safety and health training to (1) officials at
different management levels, (2) employees responsible for
conducting occupational safety and health inspections, and
(3) other employees.

The seven field locations visited generally included
training on such topics as use of personal protective equip-
ment, instructions on operating electrical equipment and
machinery, and what to do in case of an accident or injury
in orientation sessions for new employees. Subjects con-
cerning hearing and sight protection, cleanliness, general
safety requirements, first aid techniques, and similar
subjects were also discussed in brief "stand-up safety talks."

Some locations visited gave additional, more formal
safety training. Training of this type included such courses
as OSHA compliance and recordkeeping requirements, defensive
driving, and fire prevention.

Only three of the locations covered occupational health
in their training courses. One provided working-level em-
ployees with such courses as hearing conservation, occupa-
tional dermatitis, respiratory hazards, material lifting and
handling, and cardiopulmonary resuscitation. Another loca-
tion's health training for working-level employees consisted
mostly of first aid courses. A third location provided some
occupational health training at the supervisory level.
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The locations visited generally did not provide training
to employees on hazard recognition in the workplace. However,
some locations provided some training, either by lecture or
through the use of films, identification of machine, office,
fire, or other workplace hazards.

Employees are the eyes and ears of the agency and should
be the first to identify easily recognizable hazards. With
some training in hazard recognition, many workplace hazards
could be identified and eliminated before they result in in-
jury or illness.

IMPROVEMENTS NEEDED IN
MONITORING AND EVALUATING
OCCUPATIONAL SAFETY AND HEALTH PROGRAMS

The seven agencies' headquarters generally had not estab-
lished procedures and practices for monitoring and evaluating
their programs to insure that they were effective in providing
safe and healthful places of employment. The program weak-
nesses discussed in this chapter and the safety and health
conditions and recordkeeping problems discussed in chapters 3
and 5 point up the need for continuing top-level monitoring
and evaluation of safety and health programs throughout the
agencies. Such monitoring and evaluation should include the
development and application of policies, procedures, and prac-
tices mandated in the act, Executive orders, and regulations.
To insure that the programs are working, they should also in-
clude onsite safety and health inspections by headquarters
safety and health officials when appropriate.

Executive Order 11612 and the safety and health requla-
tions for Federal agencies required the heads of Federal
agencies to establish plans and procedures for monitoring
and evaluating their programs' effectiveness.

A

Safety and health officials of the seven agencies' head-
quarters had not thoroughly evaluated field locations' safety
and health programs. Because monitoring of such activities
was done mainly by reviewing statistical reports on injuries
and illnesses, the agencies had no way of knowing if field
safety and health activities were effective in identifying
and eliminating hazards.

The Department of Agriculture did not have a safety and
health program and did not monitor and evaluate safety and
health activities at any level of the agency. VA's manual
contained a statement that VA installations' programs were
to be evaluated by headquarters officials at least once every
3 years. However, the manual did not describe of what the
evaluations should consist, what type of report should be
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written, or to whom the report should be issued to insure that
hazards and program deficiencies noted in the reports were
corrected. VA did not evaluate programs every 3 years and had
evaluated only 17 of 171 VA installations' programs in 1974.

Interior had not established procedures for monitoring
and evaluating safety and health programs in the agency and
had evaluated only one of its field locations. An Interior
official stated that Interior did not have the staff and
funds necessary to monitor and evaluate its bureaus' pro-
grams each year.

The four Defense agencies had not established procedures
and practices for safety and health officials to monitor and
evaluate the various military commands and installations’
programs. The Air Force, in conjunction with its Inspector
General activities, covered occupational safety and health
activities in its base visits. The Air Force provided us with
extracts from the Inspector General's inspection reports which
indicated inspections of working conditions were not always
made during their base visits and that 'some inspections did
not pertain to occupational safety and health hazards in the
workplace.




CHAPTER 3

VIOLATIONS OF OCCUPATIONAL

SAFETY AND HEALTH STANDARDS

Occupational Safety and Health Administration inspectors
found about 1,400 violations of occupational safety and
health standards at 30 randomly selected locations. (See
ch. 7 for selection process.) The violations consisted of
about 14,000 1/ conditions that did not meet the standards,
many of which could cause injury or illness to employees.

The inspectors estimated that, if these violations had been
found in private industry, penalties of about $90,000 would
have been assessed.

The inspections at the 30 locations included industrial
operations, general office areas, and medical and research
facilities. The inspections were similar to OSHA inspections
of private business workplaces, except that advance notice
of the inspection was given and the inspections at most of
the 30 locations did not cover all work areas.

Statistically, a 95-percent probability exists that at
least 296 of the 329 locations from which we selected the 30
for inspection violated the standards. The 329 locations
employed about 1.6 million civilian and military personnel--
about 38 percent of the total Federal workforce.

Section 19 of the act mandates that the heads of Fed-
eral agencies provide safe and healthful places of employ-
ment for Federal employees. Executive Order 11807 mandates
that the heads of Federal agencies insure that (1) periodic
inspections are made of their workplaces by personnel with
sufficient technical competence to recognize unsafe and un-
healthful working conditions and (2) such unsafe and un-
healthful working conditions are promptly corrected. The
OSHA " inspectors' findings show that the agencies had not
complied with these responsibilities.

The 312 locations that responded to our questionnaire
(see pp. 65 and 66) reported that during calendar years 1973

1/In many cases, numerous violations of the same standards
were found at the same location. As is done in the pri-
vate sector, the OSHA inspectors cited the location for
a single violation of the standard and indicated the
number of separate instances that the same violation oc-
curred. (See footnote to table 2, p. 30.)
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and 1974 (the only full years that statistics were available
under the OSHA recordkeeping and reporting requirements)
their civilian and military employees suffered 175,955
work-related injuries and illnesses:

-=229 deaths.

--22,827 injuries and illnesses which resulted in lost
workdays.

--152,899 injuries and illnesses which did not result
in lost workdays.

During fiscal years 1971-74, compensation and medical
payments of about $655 million were made to Federal civilian
employees for work-related injuries and illnesses (see app.
V). About $337 million of the payments were made to civil-
ian employees in the seven agencies reviewed. 1In addition,
Federal agencies reported 636,000 days of lost production
time for civilian employees in calendar year 1973 and 641,000
in calendar year 1974.

Of the 313 locations responding to the questionnaire,
183 did not provide estimates of what it would cost to bring
their workplaces into compliance with the standards. Esti-
mates given by the other 130 totaled about one-half billion
dollars. (See app. VI.) Most were "ball-park" estimates
made without inspections by qualified personnel. The 130
locations reported that their agencies had provided about
$14.6 million of the estimated costs as of December 31, 1974,

The inspection findings were reported separately to
the officials in charge at each location involved so that
corrective action could be taken. They responded that,
for the most part, action had been or would be taken to cor-
rect the violations.

Examples of the types of violations follow. Either we
or OSHA inspectors took the pictures during the inspections.

MECHANICAL HAZARDS

OSHA inspectors found 551 violations (3,010 separate
instances) of the standards involving mechanical hazards.
According to OSHA inspectors, many of these hazards could
cause death or injuries. Such hazards existed at all 30
locations and, for the most part, involved lack of machine
guarding to protect employees from injuries at the point of
operation or from flying particles. Also included in this
category were unsafe ladders and improper railings on walk-
ways, platforms, and open-sided floors.
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TABLE 1

Mechanical Standards Violated At 30 Feaeral Field Locations

Number Instances
of of
Location violations wviolations
Agriculture:
Animal and Plant Health

Inspection Service, Mission, Tex. 23 64
Soil Conservation Service,

Fort worth, Tex. 7 1o
Veterinary Services Laboratories

{APHIS), Ames, Iowa 6 17

Air Force:
tanscom AFB, Mass. 24 154
vandenberg AFB, Calif. 15 52
MmeClellan AFB, Calif. 36 205
Langley APB, Va. 24 159
Army:
Sharpe Depot, Calif. 8 26
Fort Campbell, Ky. 26 121
Lexington-blue Grass Depot, Ky. 18 3y
Fort Leavenworth, Rans. 19 74
fort Leonara wood, Mo. 13 64
Army Aviation Systems Command,
Headquarters, St. Louis, Mo. 1 41
Defense Supply Agency:
Defense Personnel Support Center,

Alameda, Calif. 3 34
Defense Depot, Ogden, Utah 33 261
Defense Contract Administration

Services Region, Cleveland, Ohio 1 4

Interior:
Yuma Projects Office, Yuma, Ariz. 16 33
Eastern Navajo Agency,
Crownpoint, N. Mex. 31 107
Navy:
Naval Air Station-Air Rework

Facility, Alameda, Calif. 35 198
Navy Public Works Center, San

Diego, Calif, 24 1lle
Charleston Naval Shipyara,

Charleston, S.C. 22 56
Naval Supply Center, Norfolk, Va. 28 271
Naval Avionics Facility,

Inaianapolis, Ind. 17 bz

vVeterans Administration:

Hospital, Birmingham, Ala. 8 17
Hospital, Allen Park, Mich. 13 60
Hospital, Mmontrose, N.Y. 13 7y
Hospital, Salisbury, N.C. 22 L3y
nospital, Brecksville, Ohio 30 75
Hospital, Houston, Tex. 20 )
Hospital, Richmond, Va. _15 390

Total 551 3,01u
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Unguarded equipment

The standards require that one or more methods of machine
guarding be provided to prevent the operator and other em-
ployees from being injured at the point of operation, by in-
going nip points, by rotating parts, and from flying chips
and sparks. The point of operation is the area on the ma-
chine where work is actually performed upon the material being
processed. OSHA inspectors found many instances of unguarded
equipment which did not meet the standards.

Power saws

At 23 of the 30 locations, OSHA inspectors found many
radial saws which did not meet the standards. Figure 1
shows a common type of radial arm saw which did not have
a proper guard on the cutting blade and did not automatically
return to the back of the cutting table. The standards re-
quire all of these features to prevent injury to operators.
Records at Defense Supply Agency's Defense Depot in Ogden,
Utah, showed that an employee suffered a deep finger cut
from a similar saw blade which did not have an automatic
return,

The OSHA inspectors also found at several locations
that numerous other saws, such as rip saws, did not meet
the applicable standards. Figure 2 shows a table rip saw
which did not have adjustable guards over the blades as
required by the standards. Fingers could be severed by
the unguarded blades.

Power punch presses

Another hazard at several locations was inadequate
guarding of power punch presses. The standards require
that every employer provide and insure the proper use of
point-of-operation guards on mechanical power presses.
Failure to use such guards could cause an employee to lose
a finger. Figure 3 shows a punch press without a point-
of-operation guard. Records at the Charleston Naval Ship-
yard show that an employee lost parts of three fingers on
a similar machine which did not have a point-of-operation
guard.
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RADIAL ARM SAW WITHOUT LOWER BLADE GUARD
AND AUTOMATIC RETURN

FIGURE 1

UNGUARDED BLADES ON TABLE RIP SAW
FIGURE 2
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UNGUARDED POINT OF OPERATION ON A PUNCH PRESS.
FIGURE 3

Power shears

The standards require that cutting and shearing machines
be guarded to prevent fingers or hands from being crushed.
Figure 4 shows a power shear without a point-of-operation
guard., A similar machine at the Charleston Naval Shipyard
caused a compound fracture of an employee's finger.

Wood shapers

The standards require that wood shapers, like the one
shown in figure 5, be enclosed with a cage or adjustable
guard to keep the operator's hand away from the cutting edge.
Failure to guard the cutting edge could cause lacerations,
contusions, or amputations of fingers. At McClellan Air
Force Base, an employee lost parts of two fingers on a
shaper with an unguarded cutting edge.
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AT WY Ege

.

UNGUARDED POINT WHERE SHEAR CUTS METAL.
FIGURE 4

GUARD OR CAGE NOT INSTALLED AROUND CUTTING BLADE ON A WOOD SHAPER.
FIGURE 5
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Fans

One of the most frequent violations found at 23 of the
30 locations was improper guarding of electrical fan blades,
as shown in figure 6. The standards require that all fans
less than 7 feet above the working surface have blade guards
with openings no larger than 1/2 inch. Contact with an
operating fan blade could cause severe cuts or amputation
of fingers. For example, an employee at the Lexington-Blue
Grass Army Depot severely cut his fingers on an improperly
guarded fan blade.

IMPROPER BLADE GUARD.
FIGURE 6

Compressed air nozzles

The standards require that compressed air not be used
for cleaning except when the air pressure is reduced to less
than 30 pounds per square inch. Use of air pressure nozzles,
at greater than 30 pounds per sguare inch, could result in
(1) foreign objects being blown into employees' eyes or (2)
an air embolism (potentially fatal air bubble in the blood-
stream), if the nozzle is dead ended against the skin. Vio-
lations of this standard were found at 23 of the 30 locations.



Ladders

Portable wood ladders are required to be inspected fre-
quently and those with defects removed. Although ladders
with broken or missing steps, rungs, or cleats, broken side
rails, or other defects should not be used and improvised
repairs should not be made, OSHA inspectors found that 12
of the locations visited used broken portable ladders. Falls
from defective ladders could result in bruises, sprains, or
broken bones,

The standards also require that fixed ladders more than
30 feet high be equipped with cages or wells and interme-
diate landing platforms for each 30 feet of height. Such
ladders also must have a 7-inch clearance between the ladder
and whatever it is attached to, to insure proper footing for
employees using the ladder. OSHA inspectors noted fixed
ladders that did not meet these requirements at several loca-
tions.

Railings

The standards require that every open-sided floor or
platform 6 feet or more above adjacent floor or ground level
be guarded by a standard railing on all open sides unless
the open sides lead to an entrance to a ramp, stairway, or
fixed ladder. OSHA inspectors found violations of these
standards at many of the 30 locations.

FIRE AND ELECTRICAL HAZARDS

As shown in table 2, OSHA inspectors found 593 viola-
tions (9,369 separate instances) of the standards involving
fire and electrical hazards at the 30 locations. The vio-
lations consisted of situations that could cause fires or
explosions, hinder employees' escape from fire, or hinder
the suppression of fire. Electrical hazards consisted of
unguarded live electrical wires, use of temporary wiring
in place of fixed wiring, and ungrounded electrical sys-
tems and equipment.
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TABLE z

Fire and blectrical Standards Vieolated At 3V Federal Field Locations

Number Instances
of of
Location violations violations
Agriculture:
Animal and Plant Health Inspec-

tion Service, Mission, Tex. 22 146
Soil Conservation Service,

Fort Worth, Tex. 10 36
Veterinary Services Laboratories

(APHIS), Ames, Lowa 15 48

Air Force:
Hanscom AFB, Mass. (note a) 43 5,20u
Vandenberg AFB, Calif. 17 71
McClellan AFB, Calif. 30 2V5
Langley AFB, Va. 22 56
Army:
Sharpe Depot, Calif, 12 44
Fort Campbell, Ky. 15 144
Lexington-8lue Grass Depot, Ky. 8 24
Fort Leavenworth, Kans. 15 28
Fort Leonard wood, Mo. 13 24
Army Aviation Systems Command,
Headquarters, St. Louis, Mto. . 13 3ud
Defense Supply Agency:
Defense Personnel Support Center,

Alameda, Calif. 19 58
Defense Depot, Ogden, Utah 26 99
Defense Contract Administration

Services Region, Cleveland, Ohio 3 3

Interior:
Yuma Projects Office, Yuma, Ariz. 22 1z2
Eastern Navajo Agency,
Crownpoint, N. Mex. 38 322
Navy:
Naval Air Station-Air Rework

fFacility, Alameda, Calif. . 43 245
Navy Public Works Center,

San Diego, Calif. 23 124
Charleston Naval Shipyara,

Charleston, S.C. 16 82
Naval Supply Center, Norfolk, Va. 23 189
Naval Avionics Facility,

Indianapolis, Ind. 7 16

Veterans Administration:

Hospital, Birmingham, Ala. 10 24
Hospital, Allen Park, Mich., 18 gl
Hospital, Montrose, R.Y¥. 9 229
Hospital, Salisbury, N.C. 12 3z1
Hospital, Brecksville, Ohio 37 79
Hospital, Houston, Tex. 29 130
Hospital, Richmond, Va. _32 91l

Total 593 9,369

a/Tne large number of violations at Hanscom Air Force Base re-
sulted primarily from the failure to maintain fire extinguishers
as required by the standards. Tne base did not hydrostatically
test about 2,000 fire extinguishers periodically as required
by the standards. Some of these extinguishers had not been
tested for more than 20 years. Officials also said that the
base did not keep maintenance tags oh the 2,000 fire extin-
guishers because Air Force policy requires that such records
be kept in the base fire marshall's office. Technically this
constituted a violation (2,000 separate instances) of the stand-
ard requiring that tags be kept on the fire extinguishers so
that potential users will know that the extinguisher is safe
to use.
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Flammable gases and chemicals

OSHA inspectors found many instances of violations of
the standards on the storage of chemicals and incompatible
flammables and chemicals. One stated that these situations
could be serious because chemicals could and would react
vigorously with the atmosphere, sources of ignition, and/or
other incompatible chemicals when not properly stored and
maintained in approved and locked cabinets. At a VA hospi-
tal, incompatible chemicals and flammables were improperly
stored together in three laboratories, creating a potential
for explosion. In one laboratory, as shown in figure 7,
uncapped containers of xylene and acetone--both flammable
chemicals--were on a shelf just 18 inches above bunsen bur-
ners. The OSHA inspector said that if he had found these
conditions in a private business, he would have proposed
a penalty of $8,000.
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BUNSEN BURNERS ABOUT 18 INCHES FROM FLAMMABLE XYLENE AND ACETONE.
FIGURE 7
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At the same hospital, the OSHA inspector found, as shown
in figure 8, ethylene oxide (a toxic and flammable gas) stored
in an improper cabinet which created a fire and explosion
hazard. The OSHA inspector stated that, in addition to fire,
employees were also exposed to the hazard of inhaling ethy-
lene oxide which occasionally leaked from the sterilizer on

top of the cabinet.

ETHYLENE OXIDE, A TOXIC GAS, STORED IN AN UNAPPROVED CABINET.
THE GAS WAS ALSO LEAKING FROM THE STERILIZER ON TOP OF THE CABINET.

FIGURE 8
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OSHA inspectors found many instances of violations of
the standards on the storage of compressed gas cylinders.
For example, flammable gases, such as the full and partially
full methane and oxygen cylinders shown in figure 9 were
being stored together, creating a potential for explosion.
Also, one of the methane cylinders leaked. Other instances
of noncompliance included the failure to secure cylinders
to prevent them from falling and failure to keep a cap over
the valves when not in use. Fire or explosion could result
from compressed gas cylinders being knocked over,

METHANE AND OXYGEN CYLINDERS STORED TOGETHER.
FIGURE 9

Blocked exits

The standards require that every building or structure
designed for human occupancy have sufficient exits to permit
quick escape in case of fire or other emergency. The stand-
ards require also that routes leading to exits and the exits
themselves be clearly marked and unobstructed.

Improper exits were found in many of the Federal facili-

ties which could result in burns or death during emergency
conditions. At the Department of Agriculture's Mission, Texas,
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facility, all emergency exits had been sealed and covered
over with plywood to prevent the escape of screw worm

flies, which are raised in the facility as part of a screw
worm eradication program. At one of the exits, shown in
figure 10, a fire ax had been provided for employees to

chop their way out if a fire or other emergency occurred.
Agriculture officials at Mission, in response to our inspec-
tion report, stated that employees could either push the
plywood off or chop their way out.

SEALED AND BOARDED UP EXIT WITH AX TO CHOP WAY OUT
FIGURE 10

Improper electrical wiring

OSHA inspectors found violations of standards on elec-
trical wiring at 28 of the 30 locations. Such conditions
created potential for shock, electrocutions, and fire.

The standards require that all electrical junction
boxes be provided proper covers. OSHA inspectors found in-
stances where 480 and 220 volt wires were exposed because
the junction boxes were not covered. For example, in figure
11, a 220 volt electrical junction box could not be closed
because the electrical wires were improperly connected. Con-
tact with the exposed high voltage electrical wires could
result in electrocution.
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IMPROPERLY CONNECTED AND EXPOSED 220 VOLT ELECTRICAL WIRES.
FIGURE 11

OSHA inspectors also found inadequately insulated elec-
trical wires, such as the improperly spliced cables leading
into an electrical junction box shown in figure 12. The in-
spector stated that employees could get shocked if the wires
were touched and that the wires could start a fire.

The insulation on the electric cord to the exhaust fan
in figure 13 was frayed. As shown in the picture, the fan
was mounted through a wire mesh which was near the frayed
cord. The metal parts of the fan and the wire mesh could
become electrified if they came into contact with the frayed
cord, and employees could get shocked.
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IMPROPERLY SPLICED ELECTRICAL WIRES.
FIGURE 12

FRAYED ELECTRIC CORD NEAR METAL PARTS.
FIGURE 13
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The standards require that flexible cords not be used as
a substitute for fixed or permanent wiring and that flexible
cords not be run through holes in floors, ceilings, or walls,
or through doorways, windows, or similar openings. OSHA in-
spectors notea many instances of noncompliance with these
standards. For example, figure 14 shows numerous flexible
cords which were being used in lieu of fixed wiring. This
condition could result in electrical shock if the flexible
wiring insulation were broken or frayed.
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FLEXIBLE CORDS USED IN LIEU OF FIXED WIRING.
FIGURE 14

OSHA inspectors found instances where wall outlets
were not covered or properly secured as required by the
standards. Figure 15 shows a broken cover to a wall out-
let dangling from an electric cord plugged into the outlet.
The OSHA inspector stated that contact with the exposed
live parts of the outlet could cause electric shock.

37



BROKEN AND UNATTACHED OUTLET COVER.
FIGURE 15

HOUSEKEEPING HAZARDS

As shown in table 3, OSHA inspectors found 82 viola-
tions (341 separate instances) of the standards involving
housekeeping hazards at 28 of the 30 locations. The viola-
tions included such things as poor storage practices, clut-
tered work areas, and tripping hazards. The standards re-
quire that all places of employment, passageways, storerooms,
and servicerooms be kept clean, orderly, and sanitary.

Injuries occur from housekeeping hazards. For example,
at the Lexington-Blue Grass Army Depot an employee tripped
over debris in a work area and broke his leg. Another em-
pPloyee sustained cuts and sprains of her shoulders, arms,
and legs when she slipped on several metal tabs (from soft
drink cans) lying on a stairway. At DSA's Defense Depot in
Ogden, an employee slipped in a puddle of water on the floor
and wrenched his back.
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TABLE 3

housekeeping Standards Violated At 30 Federal Field Locations

Location

Agriculture:
Animal and Plant Health Inspection
Service, Mission, Tex.
Soil Conservation Service,
Fort worth, Tex.
veterinary Services Laboratories
{APHIS), Ames, lowa

Air force:
Hanscom, AFB, Mass.
Vandenberg, AFB, Calif.
mcClellan, AFB, Calif.
Langley, AFB, Va.

Army:

sharpe Depot, Calif.

Fort Campbell, Ky.

Lexington-Blue Grass Depot, Ky.

Fort Leavenworth, Kans.

Fort Leonard wood, Mo.

Army Aviation Systems Command,
Headquarters, St. Louis, Mo.

Defense Supply Agency:
Defense Personnel Support Center,
Alameda, Calif.
Defense Depot, Ogden, Utah
Defense Contract Administration
Services Region, Cleveland, Ohio

Interior:
Yuma Projects Office, Yuma, Ariz.
Eastern Navajo Agency, Crownpoint,
N. Mex.

Navy:

Naval Air Station-Air Rework
facility, Alameda, Calif.

Navy Public Works Center, San
Diego, Calif.

Charleston Naval Shipyard,
Charleston, 5.C.

Naval Supply Center, Norfolk, Va,

naval Avionics Facility,
Indianapolis, Ind.

veteran$s Administration:
Hospital, Birmingham, Ala.
Hospital, Allen Park, Mich.
Hospital, Montrose, N.Y.
Hospital, Salisbury, N.C.
Hospital, Brecksville, Onio
Hospital, Houston, Tex.
Hospital, Richmond, Va.

Total
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Numbet Instances
of of
violations violations
2 24
1 6
3 6
9 58
1 1
4 i3
2 2
1 1
2 4
2 6
4 50
1 1
2 28
3 4
2 5
2 6
3 33
3 6
2 4
1 1
2 3
1 3
7 1Y
1 1
6 9
4 7
3 7
8 _33
82 341



Tripping hazards

Tripping hazards were prevalent at many locations visited
and included electrical cords strung across work areas and
electrical outlets in walkways. Hazards of this type can
cause trips and falls which could result in sprains, bruises,
or broken bones.

In figure 16 several extension cords were connected to-
gether and strung across the work area and aisle. 1In figure
17, two elevated electrical outlets were unprotected and lo-
cated in the work and walk areas adjacent to several desks.
Both of these conditions created a tripping hazard. For
example, at DSA's Contract Administration Services Region
in Cleveland, an employee tripped over an extension cord and
sprained an ankle. At the Lexington-Blue Grass Army Depot,
an employee tripped on an electric fan cord and fractured
an arm.

EXTENSION CORDS STRUNG ACROSS WALK AND WORK AREA.
FIGURE 16
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ELECTRICAL OUTLETS IN WALK AND WORK AREA.
FIGURE 17

Aisles, passageways, and storage areas

The standards require that aisles and passageways be
kept clear of obstructions that could create hazards. In
figure 18, the several pipes protruding into the aisle could
cause head injuries. The OSHA inspector stated that lacera-
tions, contusions, or fractures could occur if employees
bumped into the pipes.

The standards also require that storage areas be kept
free of accumulated materials that constitute hazards from
tripping, fire, explosion, or pest harborage. In figure
19, the work area on and around a workbench was cluttered
with boxes and other debris. The OSHA inspector stated that
this condition could cause trips or falls which could result
in sprains, cuts, abrasions, bruises, or broken bones.
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PIPES PROTRUDING INTO AISLE.
FIGURE 18

CLUTTERED WORKBENCH AND WORK AREA.
FIGURE 19
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HAZARDOUS SUBSTANCES

Occupational hazards such as toxic chemicals generally
are not as readily apparent as mechanical, fire and electri-
cal, and housekeeping hazards. However, the potential ef-
fect on the employee can be severe and long lasting. Of the
106 civilian deaths reported in 1973 and 1974 in the 7 agen-
cies included in our review, 19 resulted from health hazards.
As shown in table 4, OSHA inspectors found 169 violations
(1,337 separate instances) of the standards involving health
hazards at 28 of the 30 locations. The violations involved
inadequate protection from toxic substances, including in-
adequate personal protective equipment and lack of eyewash
and quick drench facilities in areas where acid and other
chemicals could cause damage to the eyes and other parts of
the body.

Protective eyeglasses

The standards require that protective eyeglasses be pro-
vided, used, and maintained in a sanitary and reliable con-
dition wherever necessary for worker protection from chemical
hazards which could damage the eyes through physical contact.
OSHA inspectors found many employees not wearing proper eye
protection during such operations as battery charging and
welding. At both the Eastern Navajo Agency and DSA's Defense
Depot in Ogden, employees incurred eye damage because they
did not wear proper eye protection,

The standards require that during welding operations,
helpers and attendants be provided with proper eye protec-
tion such as goggles and shields to prevent eye and face
damage from injurious rays and flying objects. Figure 20
shows that a welder's assistant was not wearing eye and
face protection like that worn by the welder. The OSHA
inspector stated that this could cause damage to the em-
ployee's eyes.
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‘TABLE 4

Hiealth Standards Violated At 30 Federal Field Locations

Location

Agriculture: :
Animal ana Plant Health Inspec-
tion Service, Mission, TexX.
Soil Conservation Service,
Fort wortn, Tex.
Veterinary Services Laboratories
(APHIS), Ames, Iowa

Alr Force:
Hanscom AFB, Mass.
vVvandenberg AfB, Calif.
rctlellan AFB, Calif.
Langley AFB, Va.

Ariny:

Sharpe Depot, Calif.

Fort Campbell, Ky.

Lexington-slue Grass Depot, Ky.

Fort Leavenworth, Kans.

Fort Leonard wood, Mo.

Army Aviation Systems Commana,
Heaaquarters, St. Louis, Mo.

Defense Supply Agency:
Defense Personnel Support Center,
Alameda, Calif,
Defense Depot, Qgden, Utah
Defense Contract Administration
Services Region, Cleveland, Ohio

Interior:
Yuma Projects Office, Yuma, Ariz.
Eastern Navajo Agency,
Crownpoint, N. Mex.

Navy:

Naval Air Station-Air Rework
Facility, Alameda, Calif.

Navy Public Wworks Center,
San Diego, Calif.

Charleston Naval Shipyard,
Charleston, S.C.

Naval Supply Center, Norfolk, Va.

Naval Avionics Facility,
Indianapolis, Ind,

Veterans Administration:
fdospital, Birmingham, Ala.
Hospital, Allen Park, Mich.
Hospital, Montrose, N.Y.
hospital, Salisbury, N.C.
Hospital, Brecksville, Ohio
Hospital, Houston, Tex.
hospital, Richmond, Va.

Total
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Number Instances
of of
violations violations
13 107
1 1
1 1
12 608
4 14
13 203
6 11
5 7
3 3
2 6
3 Y
3 27
4 40
4 9
1 1
4 12
16 6l
6 12
1 1
15 36
10 30
4 4
4 8
1 1
13 43
7 7
4 20
_9 55
169 1,337
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EMPLOYEE'S EYES NOT PROTECTED FROM SPARKS AND FLAMES.
FIGURE 20

Quick drench facilities

The standards require that suitable emergency facilities
for quick drenching or flushing of the eyes or body be pro-
vided in work areas where corrosive materials are used. At
20 of the 30 locations OSHA inspectors found that workplaces,
such as the battery charging area shown in figure 21, did not
have such emergency facilities readily available or they were
not maintained. OSHA inspectors stated that some of these
instances could be serious because corrosive materials could
splash into the eyes and cause injuries and possibly loss
of sight if emergency facilities for quick drenching or
flushing of the eyes were not readily available.
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BATTERY CHARGING AREA WHERE FACILITIES WERE NOT PROVIDED
FOR QUICK DRENCHING OR FLUSHING OF EYES.

FIGURE 21

Air contaminants

OSHA inspectors found instances at several of the loca-
tions where employees were exposed to toxic vapors, dusts,
and other air contaminants because of inadequate ventilation,
handling, or monitoring of such contaminants in the workplace.
For example, in figure 22, the paint spray booth did not have
adequate ventilation to remove the paint vapors from the
work area. The OSHA inspector stated that this could result
in burns or toxic fume ingestion with possible internal ef-
fects.
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PAINT SPRAY BOOTH WITHOUT ADEQUATE VENTILATION TO
REMOVE TOXIC PAINT VAPORS.

FIGURE 22
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CHAPTER 4

OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION

 ASSISTANCE AND GUIDANCE TO FEDERAL AGENCIES

Our March 1973 report recommended that OSHA take a
stronger leadership role in establishing occupational safety
and health programs in Federal agencies by (1) issuing safety
and health requlations for Federal agencies, (2) developing
more aggressive and expanded program evaluations and work-
place inspections, (3) continuing to work with Federal
agencies to improve the Federal recordkeeping and reporting
procedures, and (4) helping Federal agencies develop systems
to insure that qualified industrial hygienists and safety
engineers inspect Federal workplaces. Although OSHA has
made progress in strengthening its leadership role, addi-
tional efforts are needed to help Federal agencies establish
and implement more effective programs.

Since our March 1973 report, Executive Order 11807 was
issued and OSHA issued regulations on "Safety and Health
Provisions for Federal Employees" (29 C.F.R. 1960). OSHA
needs to further improve its assistance to Federal agencies
by:

--Adequately responding to agency requests for workplace
inspection assistance and consultation on application
of the act, Executive orders, and regulations.

~-Evaluating annually all Federal safety and health
programs as required by Executive order (evaluations
should be more aggressive and complete by including
workplace inspections, more informative reports,
followup to insure corrective action, and reporting
of evaluation findings to the Congress).

--Strengthening the Federal agency recordkeeping and
reporting system by requiring that all Federal agen-
cies record and report complete, accurate, and mean-
ingful statistics on deaths, injuries, illnesses,
and their causes so that the data may be used in
directing individual agency and Government-wide
program efforts.

Improvements needed in the Federal agency recordkeeping and
reporting system are discussed in chapter 5.

RESPONSE TO FEDERAL AGENCY REQUESTS

Although charged with the responsibility for providing
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leadership and guidance to Federal agencies in developing

and implementing effective and comprehensive safety and
health programs, OSHA had not always provided clear or timely
assistance and guidance to Federal agencies. This might

have contributed to Federal agencies' failure to effectively
comply with the act, Executive orders, and regulations.

For example, in October and November 1974 Defense held
a series of meetings with OSHA officials to discuss how
Defense could come into compliance with safety and health
regulations. At that time, Defense gave copies of its plans
and procedures to OSHA for review and comment. Because
OSHA had not provided written comments on the plans and pro-
cedures, Defense wrote to OSHA in June 1975 requesting a
written response to Defense's questions. 1In an attempt to
solve their problems on applying the regulations, Defense
misunderstandings between the two agencies on the applica-
bility of various aspects of the regulations to Defense
‘activities. However, the minutes of the meeting stated that
the discussions were not to be considered official policy.
Not until November 1975 did OSHA provide Defense a written
response to all of the questions raised in 1974, During this
l-year period, Defense considered many of the provisions of
29 C.F.R. 1960 to be merely guidance rather than mandatory
provisions and had advised its operating locations to consider
them as guidelines only.

In several instances Federal agencies requested OSHA's
assistance in making workplace inspections but did not re-
ceive adequate action from OSHA. For example, officials
at one of the Federal field locations reviewed stated that
OSHA had inspected its operations during 1973 but that OSHA
had not provided a report on the inspection findings. The
OSHA official who made the inspection told us that he had
forgotten to write a report. 1In March 1974 another Federal
agency requested that OSHA inspect one of its industrial
activities because the agency did not have qualified per-
sonnel to make its own inspection. OSHA advised the agency
that it was not OSHA's policy to make workplace inspections
of Federal agencies. OSHA officials said they did not want
to become involved in comprehensive inspections of Federal
workplaces.

EVALUATIONS OF AGENCIES' PROGRAMS

_ OSHA had not evaluated the safety and health programs
of all Federal agencies employing more than 1,000 persons

as Executive Order 11807 requires. Program evaluations had
been limited primarily to OSHA's review of documentation at
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agencies' headquarters and at a subordinate unit of only
four agencies without evaluating whether the programs were
effective at the operating levels. PFurthermore, OSHA had
not adequately followed up on its evaluation findings and
recommendations.

At the time of our previous review in 1973, OSHA had
made initial evaluations of the programs at the headquarters
of only four agencies in Washington, D.C. OSHA officials
had advised us that OSHA had begun accelerating its evalua~
tions of Federal programs and would be making specific
recommendations to agencies on how to improve their programs.

Executive Order 11807 requires that the Secretary of
Labor evaluate at least annually the occupational safety
and health programs of agencies employing more than 1,000
persons and of other agencies as the Secretary deems appro-
priate, through such headquarters or field reviews as the
Secretary deems necessary. Executive Order 11612 had
required that all Federal occupational safety and health
programs be evaluated annually.

OSHA had not annually evaluated the occupational safety
and health programs of the 58 agencies employing more than
1,000 persons. OSHA conducted initial evaluations of the
programs of 15 agencies in fiscal year 1973, 26 agencies
in 1974, and 3 agencies in 1975, Only 11 of the programs
had been evaluated a second time. As of June 30, 1975,
the programs of 14 agencies with more than 1,000 employees
had never been evaluated, but OSHA was making an evaluation
at one agency at that time. OSHA officials stated that in-
adequate staff was the primary reason for not making annual
evaluations but that recent staff additions would make it
possible to make future annual evaluations.

OSHA did not include workplace inspections as part of
its program evaluations and in most cases evaluations were
limited to reviews of documentation at agency headquarters in
Washington, D.C. OSHA officials stated that new evaluation
procedures which provide for spot inspections and program
reviews at subordinate units and field locations had been
drafted. The officials stated that, although not as inclu-
sive as workplace inspections in the private sector, the spot
inspections of workplace conditions should help OSHA deter-
mine whether an agency's internal inspection program is
adequate. They also stated that the field locations select-
ed for review will not be informed in advance of visits sche-~
duled by OSHA, The officials said that future evaluation re-
ports would include more specific information on evaluation
findings to assist agencies in correcting program deficien-
cies.
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OSHA did not follow up on its evaluation findings and
recommendations to insure that agencies took appropriate
actions. For example, OSHA evaluated the safety and health
programs of both the Departments of the Army and the Navy in
fiscal year 1974 and made several recommendations to improve
the two programs. However, OSHA records did not contain
responses from these two agencies. An OSHA official told
us that the responses might have been lost but that, in any
case, followup was not done to determine whether corrective
actions were taken on OSHA recommendations. OSHA officials
stated that OSHA was working on a plan for following up on
its program evaluation findings and recommendations.

REPORTS TO THE CONGRESS

Section 19 of the act states that:

"(b) The Secretary shall report to the President a
summary or digest of [Federal agencies' annual] re-
ports submitted to him under subsection (a)(5) of
this section, together with his evaluations of and
recommendations derived from such reports. The
President shall transmit annually to the Senate

and the House of Representatives a report of the
activities of Federal agencies under this section.”

As of December 1975, the only published report to the
President by the Secretary of Labor was issued on June 5,
1972, and covered the first year--ending December 31, 1971
--of operations under the act. The Secretary had not pub-
lished any additional reports to the President on Federal
occupational safety and health program activities.

Also, an OSHA official advised us that, as far as OSHA
knew, formal reports on the Federal program activities had
never been issued to the Congress. Such reports should be
issued annually to the Congress so that it can be kept inform-
ed of individual Federal agency and Government-wide safety
and health program activities.

51



CHAPTER 5

MORE ACCURATE DATA NEEDED ON

INJURIES AND ILLNESSES AND THEIR CAUSES

Federal &dgency and Government-wide occupational
safety and health programs were not as effective as
they could have been because the Federal agency record-
keeping and reporting system did not

-—provide for identifying the specific hazardous
conditions causing injuries and illnesses and

--include all injuries and illnesses and related

‘ information which Federal agencies are required

to report to the Occupational Safety and Health
Administration.

With complete and valid data, OSHA and Federal agencies
could be more effective in directing their programs
toward finding and eliminating workplace hazards that
can cause deaths, injuries, and illnesses.

FEDERAL AGENCY RECORDKEEPING
AND REPORTING SYSTEM

Section 19 of the act requires the head of each
Federal agency to keep adequate records of all occupational
accidents and illnesses for proper evaluation and corrective
action and to report on such data annually to the Secretary
of Labor. Executive Order 11612 required the head of each
agency to establish a safety management information system.
Executive Order 11807 expanded this by requiring that the
occupational safety and health management information
system include the maintenance of such records of occupational
accidents, injuries, illnesses, and their causes as the
Secretary of Labor may require.

In November 1971 OSHA published recordkeeping and
reporting requirements for Federal agencies. All Federal
agencies are required to submit separate quarterly and
annual reports of occupational injuries and illnesses
for civilian and military (noncombat) personnel. 1In
addition to reporting fatalities, agencies are required
to submit the following information:

Lost workday cases --Nonfatal injuries and

illnesses resulting
in lost workdays.
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Lost workdays --All days during which
the Federal employee
would have performed
his normal assignment
but could not because
of an occupational
injury or illness.

Nonfatal cases without --Injuries or illnesses which
lost workdays did not result in lost time
but generally required
some medical treatment
beyond first aid.

Staff-hours worked --The total hours that all
employees were actually
at work during the
reporting period.

OSHA annually publishes the injury and illness
data collected from Federal agencies in a report entitled
"Occupational Safety and Health Statistics of the Federal
Government." The report also summarizes data collected
on accidents and property damage throughout the Federal
Government.

The reports Federal Agencies submit to OSHA do not
contain data on the specific workplace hazards involved
or the specific causes of the injuries and illnesses.
All injuries are reported in one category called "occupational
injuries."™ Illnesses are grouped into the following
categories.

Skin diseases or disorders.

Dust diseases of the lungs.

Respiratory conditions due to toxic agents.
Poisoning.

. Disorders due to physical agents.

Disorders due to repeated trauma.

. All other occupational illnesses.

SN AU W RN
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These categories are too broad to indicate the specific
causes of the illnesses. For example, the category "dust
diseases of the lungs" includes silicosis, asbestosis,
byssinosis, and other diseases. The category "poisoning"
includes poisoning by lead, mercury, arsenic, and other
metals; carbon monoxide, hydrogen sulfide, and other gases;
and by chemicals, such as formaldehyde, plastics, and
resins.
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OSHA officials stated that about the only use made
of the data reported by Federal agencies under the Federal
agency recordkeeping and reporting system had been to
identify the winners of the President's annual safety
awards and to compare individual agency statistics with
Government-wide figures. The officials stated that no
analyses had been made of the data to determine accuracy
and trends.

WHY CAUSAL DATA IS NEEDED

OSHA, the seven Federal agencies, and the Subcommittee
on Manpower and Housing, House Committee on Government
Operations, have acknowledged that the Federal agency record-
keeping and reporting system needs to be revised to provide
better means for obtaining, analyzing, and using data on
injuries and illnesses and their causes to direct Federal
efforts in standards development, compliance, and information
and education. However, at the time of our review OSHA
had not initiated any action to modify the Federal agency
recordkeeping and reporting system. Also, OSHA had not
initiated any action to extract and use those aspects of
existing internal Federal agency systems which provide some
causal information.

Each of the seven Federal agencies recorded some general
data on the causes of injuries, but generally nothing on the
causes of illnesses, on their accident reporting forms.
However, the data was not always specific as to the causes
of injuries. For the most part, the data on injuries fell
into categories such as "slips, trips, and falls" and "struck
by and against." 1In some cases, however, information was
available which showed that an employee was injured on an un-
guarded machine such as the wood shaper pictured on page 27.
A few of the agencies categorized environmental hazards in
broad groupings such as insufficient ventilation, noise,
and dust, but did not include sufficient detail to identify
the causes of any occupational illnesses that may have oc-
curred in such environments.

OSHA does not know whether its.standards are sufficient
to prevent or minimize the specific hazardous conditions
causing deaths and injuries and illnesses. This problem
exists even though OSHA has thousands of safety and health
standards. Many potential safety and health hazards not
yet covered by standards have been identified. Also,
congressional, Federal agency, and public concern has been
expressed as to the need for many of the existing standards
as well as on the adequacy of some standards in preventing
deaths, injuries, and illnesses.
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Instead of working to improve the Federal agency
recordkeeping and reporting system to obtain needed
data, OSHA was working with the Department of Labor's
Office of Workmen's Compensation Programs on plans for
supplementing the system by obtaining causal data from
compensation claims. The office collects certain Federal
employee injury and-illness data through its compensation
investigations. The data it compiles, under the broad
categories of accident type, nature of injury or illnesses,
part of body affected, and source of the injury or illness,
falls short of indicating the cause of death and cause
and severity of disabling injuries and illnesses.

OSHA and Federal agencies should coordinate their
efforts to improve the Federal agency recordkeeping and
reporting system to obtain needed data on the causes
of deaths and injuries and illnesses. Such improvements
are needed to insure that

-~inspections are directed to the workplaces most
likely to have specific hazardous conditions
that can cause death, injury, or illness;

--during inspections, emphasis is placed on the
specific conditions that are causing or can cause
deaths, injuries, and illnesses; and

-—abatement periods, for conditions that do not
meet the standards, are established which consider
the seriousness of the conditions.

" INACCURATE STATISTICS ON
INJURIES AND ILLNESSES

To determine the validity of death, injury, and
illness statistics being reported to OSHA by the seven
Federal agencies, we analyzed data maintained at the seven
field locations. The seven locations were not recording
and reporting data on occupational injuries and illnesses
in accordance with the Federal agency recordkeeping and
reporting requirements. Two of the seven field locations
did not have the required OSHA reports--they were maintained
at some other location. Data included in the 1974 reports
of civilian occupational injuries and illnesses of the
other five field locations was inaccurate as shown by the
following table.
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" Reported by
field locations Our analysis

Lost workday cases 1,064 1,687
Lost workdays 3,229 14,789
Nonfatal cases without

lost workdays 1,861 2,146
Staff-hours worked 60,850,000 55,585,000

Errors in each of the reporting elements were found
at all five locations reviewed. Examples of the types
of discrepancies found and reasons for these discrepancies
are discussed below.

--The Lexington-Blue Grass Army Depot reported 6 lost

in 1074 but acahnanld hava v‘annrl—nd 111
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The safety director stated that Army and other
reporting criteria, rather than the Federal agency
criteria, was used for reporting occupational

injuries and illnesses.
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--The Charleston Naval Shipyard reported 682 lost

workdays for 1974 instead of 7,497 because it did not
count (1) the time employees were assigned to restricted
or light duty and (2) all lost workdays applicable

to disabling work injuries. The shipyard did not follow
the Federal agency recordkeeping and reporting
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