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Nebraska FACE Investigation 0ONE0O8

SUBJECT:

Machine Operator Falls from Order Picker

SUMMARY:

A 30-year-old machine operator, at a furniture store warehouse, was killed when he fell
approximately 14 feet from the operating platform of an electrically-powered Crown high-lift rider,
commonly referred to as an order picker. When the incident happened, the victim was in the process
of going to get a television set (in a box) from a storage shelf 18 % feet from the floor. The order
picker he was operating did not have a platform on the forks and the victim was also not tethered
off to the order picker. It appears he may have stepped backwards from the operating platform of
the order picker, thinking there was a platform on the forks, and fell between the forks to the
concrete floor below. When he was discovered on the floor, emergency medical personnel were
immediately called and they responded within approximately five minutes. The victim was
pronounced dead at the hospital

The Nebraska Department of Labor Investigator concluded that to prevent future similar
occurrences:

* employers and employees should ensure appropriate fall protection equipment is
worn by all workers who may be exposed to a fall hazard.

* employers and employees should ensure a pallet is installed on the order picker
before an order is pulled.



* employers should develop and implement a training program for all powered
industrial trucks used in their facility.

* employers should consider implementing a spot inspection program to ensure all
employees are complying with safety requirements and develop and enforce
consequences for noncompliance.

PROGRAM OBJECTIVE:

The goal of the Fatality Assessment and Control Evaluation (FACE) workplace investigation is to
prevent work-related deaths or injuries in the future by a study of the working environment, the
worker, the task the worker was performing, the tools the worker was using, and the role of
management in controlling how these factors interact.

This report is generated and distributed solely for the purpose of providing current, relevant
education to employers, their employees and the community on methods to prevent occupational
fatalities and injuries.

INTRODUCTION:

On April 19, 2000, at approximately 9:15 p.m., a 30-year-old machine operator was killed when he
fell approximately 14 feet from a Crown order picker to the concrete floor below. The Nebraska
Department of Labor was notified of the fatality on the morning of April 20, 2000, by OSHA. The
Nebraska FACE Investigator and an OSHA Compliance Officer conducted a site visit on April 20
and 24, 2000. Interviews were conducted with management and workers on company premises.
The FACE Investigator also reviewed the Police Reports concerning this incident.

The employer is a furniture store and warehouse and has been in business for approximately 63
years. The company has been at the incident location for approximately 30 years. The company
employs atotal of approximately 1,500 people and approximately 1,450 are employed at the incident
location. Previous fatalities have occurred at this location. A full-time safety manager is employed
at the incident location. The company has a written safety program, and a safety committee.

The victim had been employed by the company for approximately two and a half months. He



worked part-time, approximately 20 hours per week, until the end of March and then he was on an
“on call” status until the time of the incident. The victim’s training on the order picker consisted
of riding with an experienced operator until the operator felt he was qualified to operate the machine
alone.

INVESTIGATION:

On the day of the incident the victim started his shift at 3:00 p.m. The incident happened at
approximately 9:15 p.m. The victim was a machine operator. He operated an electrically-powered
Crown high-lift rider commonly referred to as an order picker (see figure 1). The operator rides on
the platform as it goes up and down. The incident order picker could rise to a height that would put
the forks at 14' 3" above the floor. Operators are required to wear a body harness and to be tethered
off to a self-retracting lanyard that is secured to the frame of the order picker anytime they are
operating the order picker. This is a written and posted policy within the company.

Itis also standard operating procedure to have a “flat” on the forks of an order picker when picking
an order. The flats are 100" x 44" and lock onto the forks of the order picker. They also have a rail
at the rear to prevent stock from falling off (see figure 2). The warehouse is set up with many aisles
with stock stored on both sides of the aisles. The order picker is steered by the operator until it
enters an aisle and then it is automatically steered by a system involving a wire embedded in the
concrete in the center of each aisle and an onboard guidance system. When the order picker exits
an aisle the operator again has to steer the unit.

When an order comes in, the order picker operator gets information on a computer screen mounted
on the order picker. This information tells him or her where the order is located and then they
proceed to the appropriate aisle and location. They raise or lower the order picker as needed to
reach the order, scan the order into the computer with a hand held onboard scanner, then place the
order on the flat. Then they generally take the order to a loading dock where a customer is waiting
to load it into their vehicle.

Around closing time the order picker operators usually take the flats off the order pickers and leave
the flats by the loading dock. The order pickers are then driven to a charging area at the other end
of the warehouse. The flats must be taken off because all the order pickers (there are 11 used in this
warehouse) will not fit in the charging area with the flats left on. The batteries for the order pickers



are then charged overnight.

On the evening of the incident, an order was received at 8:58 p.m. for a 27" television. The store
closing time that evening was 9:00 p.m. The victim had already taken the flat off his order picker,
probably anticipating closing and preparing to take it to the charging area. He took the order picker,
without the flat, to the aisle where the television was located. The television was located on the top
storage shelf and the order picker had to be raised to its full height of 14' 3" to get it.

The customer at the loading dock had been waiting for the television awhile and asked another
worker to check on it. A coworker paged the victim and received no response. He then got an order
picker and put a flat on it (a process that only takes about one minute) to go and get the television
himself. When he pulled into the aisle where the television was located he saw the victim lying on
the floor and the order picker in the fully extended position (forks 14' 3" from the floor). It was at
the location to pick the television off the storage rack (see figure 3). The hand held scanner was also
hanging down between the forks of the order picker. He immediately called for help and ran to the
victim. The victim was lying about two feet from the base of the order picker. He was wearing a
body harness with a “D” ring in the back. The coworker checked for a pulse and detected none.
Emergency personnel were called and arrived within five minutes. The victim was taken to a local
hospital where he was pronounced dead at 9:47 p.m.

A security tape was reviewed that covered some time before, during and after the incident. The tape
showed the victim several times not being tethered to the order picker while he was operating it.
The reviewed video also showed that the victim had a flat on the order picker at all times when he
was going to pick an order except the last order of the day, the incident order. The security camera
does not cover the area in the aisles where the incident occurred, it only showed the order picker
going into and leaving the area, so the actual incident was not captured on video. The video
indicated that when the victim entered the aisle to get the television he was not tethered off to the
order picker and there was no flat on the forks either.

Since there were no witnesses to the fall we can only speculate what happened. It is this
investigator’s speculation that the following scenario is what could have happened. The victim had
been operating the order picker with a flat on prior to the incident. Due to this being the last pick
of the day, he had already removed the flat to prepare the order picker to be taken to the charging
area. We he got the order, to save time, he did not put a flat on, thinking the 27" television would
fit on the forks of the order picker. When he arrived at the location where the television was the
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order picker was raised to the full height (forks 14" 3" above the floor). The normal procedure is to
scan the product before putting it on the order picker. This is done with the hand held scanner that
is attached by a coiled cord to the order picker. The storage shelf the television was on is at a height
of 18'5". The victim probably had the scanner in his hand and stepped back off the order picker
platform (see figure 1) thinking he was going to be stepping on the flat. With no flat installed he
would have fallen between the forks of the order picker. The hand held scanner was hanging down
between the two forks when the victim was found. Another possibility is that he remembered the
flat was not installed and walked back on the fork nearest the storage shelf to scan the television and
load it on the forks and lost his balance and fell off the fork. When the victim was found it appeared
the television had not been moved.

CAUSE OF DEATH:
The cause of death, as stated on the death certificate, was multiple skull fractures as a consequence
of a fall.

RECOMMENDATIONS/DISCUSSION:

Recommendation #1: Employers and employees should ensure appropriate fall
protection equipment isworn by all workers who may be exposed
to a fall hazard.

Discussion: ~ When working from elevations, personal protective equipment (PPE) (i.e., safety
harness, lifelines and lanyards) should be available and used by all employees exposed to fall
hazards. It should be noted that this employer had complied with the requirement of 29 CFR
1910.132 regarding personal protective equipment. The employer required fall protection for the
activity being performed at the time of the incident. The policy was posted where the workers pick
up their fall protection each day. The policy states in part, “Safety Requirements - Staff operating
Hysters must be tethered as soon as they get on the machine. It makes no difference as to what
elevation you are working at.” The company and workers refer to the Crown order pickers as
“Hysters.” The operator manual for the Crown order picker also states to “wear your harness and
attach the tether.”

Recommendation #2: Employers and employees should ensure a pallet is installed on
the order picker before an order is pulled.



Discussion: A pallet, commonly referred to as a flat, should have been installed on the order
picker before the victim attempted to get the television. It is standard operating procedure for
operators to have a flat on an order picker prior to picking orders. Typically, the only time they
would not have a flat is when they go to the mezzanine area and pick up or deliver a flat already
loaded with merchandise. The flatis 49" wide and the aisle the incident happened in was 65" wide,
therefore when the order picker is centered in the aisle there is only 8" of space on each side between
the storage shelves and the flat. Even with the victim not being tethered to the order picker had the
flat been installed this may have prevented the incident. The victim had most likely already
removed the flat from his order picker for the day in preparation to take the order picker to the
charging area. Recommend that at least one operator be designated to keep a flat on his order picker
until all orders have been received and the warehouse is closed for business. This operator would
be responsible for picking all “last minute” orders.

Recommendation #3: Employersshould develop and implement a training program for
all powered industrial trucks used in their facility.

Discussion: A documented training program is required for powered industrial trucks in
accordance with CFR 1910.178. This training shall consist of a combination of formal instruction,
practical training, and evaluation of the operator’s performance in the workplace. The employer
shall also certify that each operator has been trained and evaluated as required by CFR 1910.178.
It should be noted that this training has been accomplished for all operators subsequent to the
incident. The company hired an outside trainer to come in and provide the required training.

Recommendation #4: Employers should consider implementing a spot inspection
program to ensure all employees are complying with safety
requirements and develop and enforce consequences for
noncompliance.

Discussion:  To ensure safety program compliance, spot inspections by supervisors and
management should be conducted regularly to verify proper procedures are being followed. Specific
deterrent consequences should be established for noncompliance with an employer’s Injury
Prevention Program safety requirements. To be effective these consequences should be written as
part of an employer’s Injury Prevention Program and should be enforced when violations are
detected. An effective Injury Prevention Program should instill an attitude in everyone that safety
will never be compromised for expediency.



NOTE: This company has a video security surveillance system that would be an excellent tool for
monitoring compliance with safety requirements. Security personnel who monitor the system could
be instructed to look for specific violations, such as no pallets, or individuals not wearing harnesses
or not being tethered to the order picker. When they detect a violation they should notify the
supervisor who can take corrective action. It would also be a good idea for the safety manager to
occasionally monitor the system also to ensure the security personnel are effectively monitoring for
safety.

REFERENCES:

Office of the Federal Register, National Archives and Records Administration, Code of Federal
Regulations, Labor, CFR 1910.132 and CFR 1910.178, July, 1999.

William E. Hetzler Gary L. Hirsh
Occupational Fatality Manager Principal Investigator
Department of Labor Department of Labor



WOTE: The flatis attached to the forks on the order picker from the left side in this photo. The metal

rail 15 at the end of the flat away from the order picker.

Figure2
A Standard Flat
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Figure 3
Posdtion of Order Picker at Time of Incident
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