
Figure 1. Auto transport Truck carrier. 

WISCONSIN FACE INVESTIGATION:  #05WI049 
 
SUBJECT: Car Carrier Truck Driver Dies When Crushed By Ramp of Car Carrier 
 
SUMMARY 
 
On July 26, 2005, a 59-year-old truck driver (the victim) was fatally crushed while 
loading used cars onto the auto transport truck carrier. The victim was working alone 
when he unknowingly activated the hydraulic controls to the ramp for one of the carriers 
causing it to move forward and downward (Figure 1). The movement caught the victim 
and pinned and crushed the victim into 
the hood and windshield of a car 
positioned on the ramp. Two employees 
from another auto transport company 
who were picking up vehicles found the 
victim pinned under the car carrier ramp. 
The employees of the other auto 
transport company contacted the auto 
auction security personnel who called 
911 Emergency Medical Services (EMS) 
at 4:34 p.m. EMS arrived at the scene at 
4:39 p.m. The medical helicopter was 
contacted at 4:38 p.m. At 4:42 p.m., EMS 
stated there was no way to attempt 
resuscitation, so at 4:46 p.m. the request for the helicopter was cancelled. The medical 
examiner arrived on the scene and the victim was pronounced dead at 5:30 p.m. The 
FACE investigator concluded that to help prevent similar occurrences, employers should: 
 

• ensure that employers utilize retaining pins to prevent unintentional 
movement or collapses of the ramps when employees are loading cars on the 
trailers 

 
• ensure that drivers are properly trained in the operation of car carrier 

trailers 
 

• ensure that drivers follow the trailer manufacturer’s recommendation 
involving car loading. 

 
INTRODUCTION 
 
On July 26, 2005, a 59-year-old truck driver (the victim) was fatally crushed while 
loading used cars onto the auto transport truck carrier. The FACE investigator learned 
about the incident from the death certificate. The FACE investigator reviewed official 
reports and sent a letter to the company requesting an interview and followed up with a 
telephone call to the company.  They declined an interview. The content of this report is 
based on the information from evidence presented in the official reports. 



Figure 2.  Hydraulic Control Levers used to operate the platform ramp. 

The company was a small over-the-road car carrier company that had been hauling cars 
since 1974. The company purchased the truck and car carrier as one unit. The car carrier 
was a black Boydstun car carrier manufactured in 2005. The truck involved in the 
incident was fairly new, a 2005 vehicle with 83,000 miles on it. The company employed 
five employees, three were truck drivers. The company owned three trucks.    
The victim was the trainer of new drivers and a driver for the car carrier firm for the past 
six years. The victim went to the used car auto auction to pick up cars. The victim 
received initial training on the car carrier, but the company had no formal written 
procedures in place that governed loading and unloading the car/truck carrier.   
 
INVESTIGATION 
 
The victim was driving a 2005 Freightliner Classic Series Truck with a 2005 Boydstun 
car hauler model 9178S. This particular car hauler had a capacity for hauling 10 vehicles. 
Platform ramps onto which the vehicles were loaded were operated by hydraulic 
cylinders which were activated from a bank of sectional hydraulic control valves. The 
lever for each ramp controls movement backward and forward. The control levers are 
located along the side of the hauler and are attached to the frame of the car carrier. The 
hydraulic control levers were easily accessible and only protected by steel plate that 
covered the top of the levers. The car hauler had warning decals attached, “Warning 
Pinch Points.” When the victim 
was found, his knee was still 
pushing two of the hydraulic levers 
(Figure 2).  
 
At the time of the incident, the 
victim was checking the tie down 
chains from the front of one of the 
ramps.  During this activity, the 
victim came into contact with the 
hydraulic levers for two of the 
ramps.  This caused the upper 
ramp to move down, pinching and 
crushing the victim between the 
bottom of the ramp and the car 
located on the bottom belly ramp.   
 
The victim worked inside of the 
car carrier trailer frame when securing cars on the top ramp. Management indicated that 
employees were trained never to place themselves inside the trailer frame to work unless 
the racks and ramps were pinned in place. The pinning of the racks and ramps ensured 
that the ramps and racks were in a secure position and prevented downward movement. 
According to records, the victim received an updated handbook regarding safety on July 
13, 2004. 
 

Warning about Pinch points 

Hydraulic control 
Levers.  



The hydraulic controls had a steel bar installed over the controls as a method of guarding 
the controls. The manufacturer of the car carrier trailer indicated that the steel bar was 
over the control levers to prevent a driver from falling onto or contacting the hydraulic 
control levers in the event that the driver was incapacitated for any reason. The hydraulic 
control levers were not protected from the inside of the car carrier and inadvertent 
operation of the levers from the inside was possible. 
 
CAUSE OF DEATH 
 
The official cause of death was compression asphyxia. 
 
 
RECOMMENDATIONS/DISCUSSION 
 
Recommendation #1: Ensure that employers utilize retaining pins to prevent 
unintentional movement or collapses of the ramps when employees are loading cars 
on the trailers. 
Discussion: Proper insertion of the pins would prevent downward movement of the ramps 
or racks on the car hauler trailer. The metal pins were designed and strong enough to 
withstand the pressures of a loaded car on the ramps and racks.  
 
Recommendation #2: Ensure that drivers are properly trained in the operation of 
car carrier trailers. 
Discussion: Employers need to train employees in the importance of using the pins and 
the location of pinch points on the trailer. Employers should reinforce the training of the 
pinch point hazard associated with moving ramps during loading and unloading 
operations to their employees. Employers need to have formal written procedures 
established to eliminate misinformation and identify the dangers of the pinch points. 
In this case, the victim received an updated handbook in July, 2004, that included 
“Section 35 Safety” that stated: 

1) Don’t reach into moving machinery. 
2) Use every piece of safety equipment to insure guards are in place. 

 
Recommendation #3: Ensure that drivers follow the trailer manufacturer’s 
recommendations involving car loading. 
Discussion: The manufacturer identified hazards associated with the auto transport trailer. 
This identification also identified the pinch points that were likely to cause injury to an 
employee. Safety precautions recommended by the Boydstun Metal Works are as 
follows: 

A) Inspect all hoists, etc. prior to use. Do not use damaged equipment. 
B) Never walk under a load suspended without the racks being pinned in a fixed 

location. 
C) Keep all personnel clear of the fall zone of the auto transport. 
D) Know the weight of material being lifted (never overload).  
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WISCONSIN FATALITY ASSESSMENT AND CONTROL EVALUATION 
(FACE) PROGRAM 

 
FACE INVESTIGATION # 05WI049 
 
 
 
 
Staff members of the FACE Project of the Wisconsin Division of Public Health, Bureau 
of Occupational Health, conduct FACE investigations when a machine-related, youth 
worker, Hispanic worker, highway work-zone death, farmers with disabilities or cultural 
and faith-based community’s work-related fatality is reported.  The goal of these 
investigations is to prevent fatal work injuries studying: the working environment, the 
worker, the task the worker was performing, the tools the worker was using, the energy 
exchange resulting in fatal injury and the role of management in controlling how these 
factors interact. 
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Additional information regarding this report is available from: 
 
Wisconsin Division of Public Health 
Wisconsin FACE Program 
P.O. Box 2659 
Madison, WI 53701 
Telephone:  (608) 264-9879 
Email: islamkm@dhfs.state.wi.us  
Website: http://www.dhfs.state.wi.us/dph_boh/FACE/index.htm 


