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At 6:05 pm, on Wednesday, August
West (I-35W) bridge over the
Minneapolis collapsed.  On the da
the bridge’s eight lanes were closed for planned 
construction.  Four weak connector plates fractured under 
the combined burden of rush hour traffic, concentrated 
construction equipment, and previous heavy renovations.  
The bridge fell 108 feet into the Mississippi River. The 
police, fire department, and U.S. Coast Guard immediately 
initiated rescue operations. Of the 190 people on or near the 
bridge, thirteen died and 145 were injured.   
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Over the course of forty years, the state of Minnesota 
conducted significant renovations on the bridge three times.  
In 1977, the State increased the bridge deck thickness about 
two inches.  This renovation increased the dead load (weight 
of the structure itself) by 13.4%.  In 1998, the State increased 
the dead load another 6.1% when it installed a median 
barrier.  Together, these two renovations increased the 
weight of the bridge 19.5% over the original design.   

renovations began in June 2007, two months 
ment of 

ired a construction contractor, 
. (PCI), to resurface the bridge.  
moving two inches of concrete 
 it with fresh concrete. 

on equipment to mix 
In the weeks leading up to the collapse, 

had poured concrete on seven 
he contractor placed heavy 

dge ramps for five concrete 
some equipment on the bridge 

 1, 2007, the Interstate-35 
 Mississippi River in 
y of the collapse, four of 

Figure 1: The I-35W Bridge 
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August 6, when the last victim was found.  Of the 190 people 
on or near the bridge at collapse, 111 had minor injuries, 34 
suffered serious injuries, and 13 did not survive. 

 

PROXIMATE CAUSE 
According to the National Transportation Safety Board, the 
gusset plates at the nodes that failed were only half as thick 
as they should have been.  In addition to being too thin, some 
of the gusset plates were bowed, a distortion that further 
decreased the bridge’s weight bearing capacity.  The weak 
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Figure 4: I-35 him of any W Bridge on August 2, 2007, 
the day after the collapse 

situation; states commonly lacked sufficient resources for 
thorough design review.  

GUSSET PLATE BOWING AND INSPECTIONS 
The Safety Board could not determine when the gusset plates 
bowed.  Photographs taken in 1999 show that they were 
bowed at least eight years prior to the collapse.  One safety 
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AFTERMATH 
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A final lesson from the bridge collapse comes from the 
communication issues between the State and the construction 
contractor.  The State did not clearly communicate who 
could authorize the placement of equipment and materials on 

the bridge.  While it is not clear whether the authorities 
would have refused the contractor’s request to place heavy 
equipment on the bridge, the confusion contributed to the 
contractor’s belief that they had the state’s permission when, 
in fact, they did not.  We should use clear lines of authority 
to communicate safety-critical information both internally 
and externally.  Verify who is empowered to accept a risk 

 is needed.   
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