TRAINING SAFETY ALERT 02-01

155 MM HOWITZER

1.  A recent accident at Fort Knox that resulted in a “no lost time” injury has brought to light 

serious shortcomings in the way we conduct live fire training.  A soldier was seated in bleachers undergoing weapon familiarization training when he was struck in the foot by a fragment from a 155MM HE round that was fired from an adjacent range.  The round struck a “hard target” that was “danger close” to not only the firing vehicle but personnel in the bleachers at the adjacent range.  The fragment fractured the soldier’s foot. 

2.  Like most accidents the planets had to come into alignment to allow this accident to 

occur.  The accident investigation determined there was human error and administrative failure that allowed this to happen; findings are as follows:
· The firing unit failed to adequately coordinate with Rang Control the training that was being conducted.

· The firing unit failed to communicate to Range Control the weapons being fired, the surface danger zone overlays being used, and the training that was being conducted.

· The oversight provided by Range Control and the Safety Office was not adequate.

· Short-cut procedures in the development of the surface danger zone overlays were allowed.

· The firing unit did not fully understand the capabilities of the weapons system that allowed them to select a danger close target.

· The firing unit failed to positively determine the distance to target and visually estimated the distance.

· The firing was not part of the planned training event but was an add-on that had not been planned.

3.  As can be seen, many events transpired that allowed this accident happen.  If there 

had been better communication and coordination between Range Control and the firing unit this accident may have been prevented.  Had there been better oversight this accident may have been prevented.  Had the firing unit better understood the weapon system and determined the distance to target this accident may have been prevented.  And lastly and perhaps most important, had the firing been planned and thought-out this accident probably would have been prevented. 

4.  As a result of this accident, regulations and administrative procedures have been changed.  There is a heightened awareness by controlling organizations.  This accident brought to light system failures and shortcomings that have been corrected and will prevent a like occurrence in the future.

