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Sixteen-Year-Old Hispanic Youth Dies after Falling from a Job-Made
Elevated Work Platform During Construction - South Carolina

SUMMARY

On March 9, 2004, a 16-year-old Hispanic
congruction laborer onaframing crew (thevictim) was
injured when he fell from ajob-made elevated work
platform (scaffold) and struck hishead on aconcrete
dab 10 feet 3-inchesbelow at approximately 3:00pm.
Thevictim complained of asevere heedacheto hiscrew
leader and to hisfather and uncles, who also worked
on the framing crew. The construction project
coordinator employed by the general contractor |- > : < =
reportedly told the crew leader to take the youth to S e
thehospital emergency room, lessthanamilefromthe _ _

site. According to the victim's father, the framing Incident Ste

subcontractor’ s crew leader drove him and hisson to

adrugstorewhere they purchased aspirin and, after giving aspirinto thevictim, the crew leader drovethem
home. The crew leader returned to work and the victim’ sfather remained at homewith thevictim. When
the victim’s uncles returned home from work at approximately 7:30 p.m., the victim was vomiting and
unabletowalk. Thevictim’sfather and unclesdrovethe victim to the crew leader’ shome shortly after
7:30 p.m. Thecrew leader drovethevictim and family membersto ahospital, stopping aong theway at
amedical clinicto seek care, but the clinic had dready closed. Thevictim arrived at ahospital emergency
room at gpproximately 8:30 p.m. and was pronounced dead at 9:28 p.m. by an emergency room physician.

Fatality Assessment and Control Evaluation (FACE) Program

TheNationa Institutefor Occupational Safety and Health (NIOSH), Division of Safety Research (DSR), performs
Fatality Assessment and Control Evaluation (FA CE) investigationswhen notified by participating states (North
Caralina, Ohio, Pennsylvania, South Carolina, Tennessee, and Virginia); by theWageand Hour Division, Department
of Labor; or whenarequest for technical assistanceisreceived from NIOSH-funded state-level FACE programsin
Alaska, California, lowa, Kentucky, Massachusetts, Michigan, Minnesota, Nebraska, New Jersey, New Y ork,
Oklahoma, Oregon, Washington, West Virginia, and Wisconsin. Thegoal of FACEisto prevent fatal work injuries
by studying thework environment, theworker, thetask theworker wasperforming, thetool stheworker wasusing,
theenergy exchangeresultinginfata injury, and therole of management in controlling how thesefactorsinteract.
FACE investigatorsevaluateinformation from multiple sourcesthat may include: interviewsof employers, workers,
and other investigators; examination and measurement of thefatality site, and related equipment; and review of
recordssuch asOSHA, police, medical examiner reports, and employer saf ety proceduresand training records.
TheFACE program does not seek to determinefault or place blame on companiesor individual workers. Findings
aresummarizedin narrativereportsthat i ncluderecommendationsfor preventing similar eventsinthefuture. For
further information visit the FACE websiteat www.cdc.gov/niosh/facelfaceweb.html or cal toll free 1-800-35-NIOSH.
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NIOSH investigators concluded that, to help prevent smilar occurrences, employers should

ensurethat elevated work platforms meet safety requirementsand that all employees
are provided with fall protection when the potential for falls exists

ensurethat injured workersare provided with appropriate emergency medical services

develop, implement, and enforce a comprehensive written safety program for all
workers which includes training in hazard recognition and the avoidance of unsafe
conditions. A written training plan should require training in fall protection for all
empl oyees potentially exposed to fall hazards.

ensurethat workerswho are part of a multilingual workforce comprehend instructions
in safe work procedures for which they are assigned and understand their rightsin
the workplace

pursue every feasible means to obtain the authentic age of each worker hired and
establish work policies that comply with child labor laws prohibiting youths less
than 18 years of age from performing hazardous work including, for example,
operating power-driven circular saws. Employers should communicate these work
policiesto all employees.

ensure that the nearest area office of the Occupational Safety and Health
Administration is notified within 8 hours of a fatality or in-patient hospitalizations
of three or more workers as a result of a work-related incident at their company.

Additionaly, generd contractors should

ensure through contract language that all subcontractors have a comprehensive
safety and health program that addresses all aspects of the jobs they and their
employeeswill perform; accident investigation and emergency services procedures,
and age and employment eligibility documentation for all employees that will work
on the worksite.

Additiondly, the U.S. Department of Labor and employersshould

consider prohibiting youth less than 18 years of age from working at a height of 6
feet or morefrom ladders, scaffolds, trees, structuresand machinery.
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INTRODUCTION

On March 9, 2004, a 16-year-old Hispanic construction laborer on a framing crew (the victim) was
injured when hefdl from ajob-made e evated work platform (scaffold) and struck hishead on aconcrete
dab 10feet 3-inchesbelow. Hedied severa hourslater in ahospital emergency department. On April 7,
2004, the U.S. Department of Labor (DOL), Wage and Hour Division, notified the Nationa Institute for
Occupationa Safety and Health (NIOSH), Division of Safety Research (DSR) of theincident. OnMay
12, 2004, a DSR safety and occupationd health specialist met with afedera investigator from the DOL
Wage and Hour Division and reviewed findings from their investigetion. On May 13, 2004, the DSR
investigator visited the incident site and interviewed the construction project coordinator. The DSR
investigator interviewed the subcontractor who employed the victim through an arrangement with aHispanic
crew leader. A statement taken from the crew leader by hisemployer several daysafter theincident that
had been trandated into English was reviewed. On May 14, 2004, the DSR investigator discussed the
incident with adetective from the city police department. A telephoneinterview was conducted with the
South Carolina Occupational Safety and Health Adminigtration (SCOSHA) compliance officer and
supervisor assigned to the case. The cause of death was obtained from the county coroner.

Thevictimwaspaid by acrew leader who was employed by a concrete and framing subcontractor who
had subcontracted with the generd contractor to do the framing and concrete work for anew condominium
development. The framing subcontractor had been in operation for 2 years and employed 5 office staff
and acrew leader who, according to the subcontractor, spoke enough English to understand instructions.
The crew leader was responsiblefor finding Hispaniclaborersto perform framing and concretework. The
crew leader had 18 Hispanic workers performing framing work at the time of the incident. The
subcontractor’ s crew |eader was responsi blefor finding these workersand for paying themin cash every
week with money provided in alump sum by the subcontractor. These Hispanic workerswere Mexican
nationals who spoke little or no English. Neither the crew leader nor the subcontractor had obtained
documentation of thevictim’ sdate of birth and it isnot certainif they knew that the victim was under age
18.

The general contractor had a written safety program for his employees and employed a construction
project coordinator to provide oversight at the project. The generd contractor’ s safety program did not
cover employeesof subcontractors. Therewasastatement in the contract between the general contractor
and the subcontractor that stated that the subcontractor was responsiblefor meeting all OSHA safety and
hedthregulations.

The framing subcontractor had a written safety and health plan written in English. The crew leader
reported to the SCOSHA compliance officer that heand hiscrew operated under theframing subcontractor’s
safety program. There was no documentation of employeetraining for any of the employeeswho were
performing framing work, including thevictim.

The victim came to the United States from Mexico in January, 2004, to work with his father and four
uncleswho were dready working on the framing crew assembled by the subcontractor’ screw leader. The
framing subcontractor had no previous history of employeefatdities.
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INVESTIGATION

Thevictim joined the subcontractor’ sframing crew about 2 weeksbeforetheincident. Thevictim’ suncles
and father had been working with the framing crew at the condominium construction sitefor about 6 weeks
beforetheincident. The crew worked Monday through Saturday from 7:30 am. to approximately 6:00
p.m. each day. The condominium project had begun in December 2003 and was scheduled for completion
in 2005.

According to statements made by one of the victim'’s uncles, the victim was working with him on the
second floor stairwell of condominium #48 (Photo 1) at the congtruction project on March 9, 2004. While
thevictim was cutting 2x4’' swith apower saw, hisuncleleft theareato get materiadls. Ashewaswalking
back with materials, the victim’ suncle saw the victim falling from the elevated work platform they had
constructed earlier, to a concrete slab at ground level 10 feet 3-inches below (Photo 2). Thetimewas
approximately 3:00 p.m.

According to statements made by the victim’ sfather, who wasworking nearby on condominium #45, he
heard acommotion and ran over to find out what had happened. He saw hisson (thevictim) sitting on the
concrete. Thevictimtold him hehad fallen and had asevere headache. Thefather noticed an abrasionand
abump on hisson’ s head but no bleeding. The construction project coordinator cameto the scene after
hearing the commotion and asked coworkerswhat had happened. According to the project coordinator,
heingtructed the crew leader in English to take the boy to the hospitd lessthan amilefromthesite. Hetold
investigatorsthat he felt that the crew leader fully understood hisinstructions asthe crew leader spoke
some English and had followed ingtructions givenin Englishinthe past. Theframing subcontractor wasnot
at the dte at thetime and was not notified; helearned of theincident severa dayslater.

According to thevictim’ sfather, the crew leader told the victim’ sfamily membersto carry thevictimto his
van, asthevictimwasunabletowak. The crew leader drovethefather and his sonto adrugstorewhere
they purchased aspirin and, after giving aspirin to the victim, the crew leader drove them home. After
ettling the victim, who &t that time was able to walk with help, into bed to rest, the crew leader returned to
work and the victim’ sfather remained at home. When the victim’ suncles returned home from work at
goproximatdy 7:30 p.m., thevictim wasvomiting and unabletowak. Thevictim’ sfather and unclesdrove
thevictiminthefamily’ scar to the crew leader’ shome shortly after 7:30 p.m. Thecrew leader drovethe
victim and family membersin hisvan to ahospitd, stopping aong theway at amedica clinicto seek care,
but the clinic had dready closed. Thevictim arrived at a hospital emergency room at approximately 8:30
p.m. and was pronounced dead at 9:28 p.m. by an emergency room physician. Hospital personnel
informed thevictim’ sfamily and the crew leader that the victim had died.

At thetime of thevictim’ sadmission to the emergency room, family memberstold hospita personnel that
thevictim had fallen from hisbicycle and hit hishead. Because hospital personnel questioned that such
extensiveinjury could have been caused by afal from abicycle, they summoned the county coroner and
county policeto investigete. Inthe meantime, county police had received severd phone callsreporting that
ayoung worker had fallen at acongruction Ste earlier that day. Family memberstold city policetwo days
later that they had been told by the crew leader to give this story about afall from abicycle becausethe
family might bein troubleif police found out that the victim had been injured a work. Accordingtothe
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construction project coordinator, when he asked the crew leader near the end of theworkday (Tuesday,
March 9) how the victim was doing, the crew leader told him that the victim was okay. When asked about
thevictim on March 10"and March 11, the crew | eader, who had been informed of thevictin’ sdeath the
evening of thefall on March 9", again said thevictim was okay. On Saturday morning, March 13, 2004,
the news mediaarrived at the worksite early in the morning and informed the project coordinator they
were doing a story on the death of a 16-year-old who had died as aresult of afal at the condominium
congtruction siteon Tuesday, March 9. The condominium devel oper informed the crew leader’ semployer
of theincident and the crew leader provided awritten statement that day to hisemployer describing his
view of what had occurred onthejobsite and related that it wasthe victim’ sfamily’ sidea, not his, to say the
injury happened because of afall from abicycle. The crew leader also reported that when he requested
thefather take the victim to the hospita right after theincident, the victim’ sfather said no that he should
takethem home. The crew leader’ s statement was given to hisemployer on March 13, 2004.

On March 11, 2004, the county detective referred the case to the city police department because it was
determined that the victim had been fataly injured a a construction sitein the city’ sjurisdiction. The
victim’suncle and hisfather told a city detective that they had provided fa se information to the county
detective at thehospital. They then described to the city detective the victim'’ sfall at work and the events
that followed, including thedelay in getting medical attention for thevictim. Thisstatement wassaved on
tape and acopy was given to the DOL Wage and Hour Division investigator.

Because SCOSHA did not learn about the death until severa daysafter it had occurred (the police called
SCOSHA and reported the incident on March 12, 2004) and work had progressed by the time of their
ingpection on March 15, therewaslittle physical evidenceremaining at the Steto determinethe specifications
of the elevated work platform from which the victim had fallen. A witness statement obtained from
SCOSHA indicated that the work platform was erected between the balcony and the stairwell at the
second story leve, but according to the SCOSHA compliance officer, the witnesswas not ableto describe
the materidsthat had been used to construct thework platform. SCOSHA’son Steinvestigation reveaed
that one of the scaffold boardsfell with thevictim. SCOSHA concluded that workerswere not protected
againgt falling from the elevated work platform or from other elevated surfaces, such asthe second story
stairwell structure. Theemployer had also failed to provide emergency services, and had not reported the
victim’ s desth to SCOSHA. DOL Wage and Hour Division’ sinvestigation revealed aviolation by the
employer of Hazardous Occupations Order # 14 which includes a prohibition against operation of power-
driven circular saws by workerslessthan 18 yearsold. Their investigation also reveaed overtime pay
violations

CAUSE OF DEATH
The coroner’ s office reported that the victim’ s death was caused by asubdural hematomawith cerebral
edema
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RECOMMENDATIONS/DISCUSSION

Recommendation #1: Employers should ensure that elevated work platforms meet safety
requirements and that all employees are provided with fall protection when the potential for
falls exists.

Discussion: Employers are responsible for providing their workers with appropriate means for safely
performing their work at elevation, and for providing adequatefd| protection and hazard avarenesstraining.
OSHA requires scaffoldsto meet safety specificationsfor design and usefor different types of scaffolds
[for details see 29 CFR 1926.451 ()] and requires that all workers be protected against falling while
working from ascaffold: “Each employee onascaffold morethan 10feet (3.1 m) abovealower leve shall
be protected from falling to that lower level.” (29 CFR 1926.451)*

OSHA's standard 29 CFR 1926.454 2identifies employers responsibility to provide training related to
hazards of work on scaffolds, including fal protection.  OSHA aso addresses an employer’ sduty to have
fal protection wherethere are unprotected sides and edgesin construction work in 29 CFR 1926.501 (b)
(1)3: “each employee on awalking/working surface (horizontal and vertica surface) with an unprotected
sideor edgewhichis6 feet (1.8m) or more above alower level shal be protected from falling by the use
of guardrail systems, safety net systems, or personal fal arrest systems.”

Following theincident, the generd contractor assigned workerstoingtdl guardrailson dl stairwell platforms
and bal conies and these werein evidence when the DSR investigator visited thesiteon May 13, 2004. No
scaffoldswerein useat that time.

Recommendation #2: Employers should ensurethat injured workersare provided with appropriate
emergency medical services.

Discussion: OSHA hasamedicd servicesand first aid standardthat construction employersare required
to meet [29 CFR 1926.50 (a-f)].* “The employer shdl ensure the availability of medical personnel for
advice and consultation on matters of occupationa heath”[29 CFR 1926.50(a)]. “Provisions shall be
made prior to the commencement of the project for prompt medical attentionin case of seriousinjury” [29
CFR 1926.50 (b)]. “Intheabsenceof aninfirmary, dinic, hospitd, or physician, that isreasonably accessible
intermsof timeand distance to theworksite, which isavailablefor the treatment of injured employees, a
person who hasavalid certificatein first-aid training from the U.S. Bureau of Mines, the American Red
Cross, or equivaent training that can be verified by documentary evidence, shdl beavailable a theworksite
to render first aid” [29 CFR 1926.50 (c)]. “Proper equipment for prompt transportation of the injured
person to aphysician or hospital, or acommunication system for contacting necessary ambulance service,
shall be provided’[ 29 CFR 1926.50 (€).] “In areaswhere 911 isnot available, the telephone numbers of
the physician, hospital, or ambulance service, shall be conspicuously posted” [29 CFR 1926.50 (f)].

Therewasno policy in place at the jobsite regarding how to respond to aninjury a work. Theareawhere
theincident occurred waswithin an areawhere 911 serviceswereavailable, but no call wasmadeto 911.
Fdlsfrom devation, particularly thoseresultingin ahead injury, can lead to seriousinjuriesthat may not be
immediately apparent to untrained persons. All injuriesat work should be reported to the employer who
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should ensure that injured workers are evaluated by trained personswho are qualified, asindicated above,
to provide prompt emergency medical services.

Recommendation #3: Employersshould develop, implement, and enforce a comprehensivewritten
safety program for all workerswhich includestraining in hazard recognition and the avoidance
of unsafe conditions. A written training plan should require training in fall protection for all
employees potentially exposed to fall hazards.

Discussion: A comprehensive written safety program should be developed for al workerswhich includes
training in hazard recognition and the avoidance of unsafe conditions. It should then be notedin acompany’s
comprehensive safety program that certain types of training arerequired. For example, employers must
ensurethat al of their employeeswith apotentid for exposureto fal hazardsare specificaly trainedinfall
protection and that the training provided meetstraining requirements set forthin 29 CFR 1926.454% andin
29 CFR 1926.503.°

Additiond information useful for training workers about fal prevention can befoundinaNIOSH publication
Worker deathsby falls: a summary of surveillance findings and investigative case reports® whichis
available through the NIOSH websdte at http://www.cdc.gov/niosh or by calling 1-800-356-4674. This
document may serve asan additiona means of communicating safe work proceduresto workers.

Recommendation #4: Employers should ensure that workers who are part of a multilingual
workforce comprehend instructions in safe work procedures for which they are assigned and
understand their rights in the workplace.

Discussion: Companiesthat employ workerswho do not understand English should identify the languages
spoken by their employees, and design, implement, and enforce amulti-language safety program.  Tothe
extent feasible, the safety program should be developed at a literacy level that corresponds with the
literacy level of the company’ sworkforce. Employers should eva uate each employee’ s comprehension of
safework procedures through testing and observation. The program, in addition to being multi-language,
should include acompetent interpreter to explainworkers' rightsto protectionin theworkplace, safework
practicesworkers are expected to adhere to, specific protection for all tasks performed, waysto identify
and avoid hazards, and who they should contact when safety and health issues arise. Had thevictim’'s
family understood that employers are responsible for obtaining necessary carefor injured workers and that
workers have aright to this care, emergency care might have been sought immediately following the
incident.

Recommendation #5: Employersshould pursue every feasible meansto obtain the authentic age
of each worker hired and establish work policies that comply with child labor laws prohibiting
youthslessthan 18 yearsof agefrom performing hazardouswork including, for example, operating
power-driven circular saws. Employersshould communicate thesework policiesto all employees.

Discussion: Employers should ensurethat the authentic age of each prospective employeeisdetermined
before hire and that workers|ess than 18 years old are not assigned to perform prohibited work.
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29 CFR 516.2 (a)(3) requiresthat employershave onfilethe date of birth for all employeesunder age 19
who are subject to minimum wage and overtime provisions [29 CFR 516.2 (a)(3)].” If employersdo not
fully understand the types of work prohibited for workers under the age of 18, they should contact the
U.S. Department of Labor, Employment Standards Administration (ESA), Wage and Hour Divison. This
Division enforces child labor laws under the Fair Labor Standards Act (FLSA).

The FLSA prohibits employment of workersyounger than age 18 in nonagricultural occupationswhichthe
Secretary of Labor has declared to be particularly hazardous. Hazardous Order (HO) No.14 prohibits
persons below the age of 18 from operating power-driven circular saws. Child labor information can be
obtained by visiting the DOL ESA website at www.dol.gov/esa. FLSA employment standards for
nonagricultural occupations arelisted and explained in Child Labor Bulletin 101.8 Child Iabor information
can a'so be obtained by calling or visiting offices of Federal and State child labor departments, located by
using the telephone directory government pages.

Employers should meet with their workforce to communi cate the company’ s policies regarding gppropriate
work assignmentsfor young workers. They should explain that young workers are at increased risk for
injury at work and reinforce the importance of assigning youthsto appropriate work tasks. They should
provideadl staff with adescription of the young worker’ sassgnments. They should identify the person(s)
responsiblefor supervision of young workers, inform all staff about assigned supervisors, and direct staff
to notify supervisorsimmediately if they seeyoung workers performing hazardouswork or working outside
their assignedtasks.  Resourcesfor training young workers can befoundinaNIOSH Alert: Preventing
Deaths, Injuries and IlInesses of Young Workers® available through the NIOSH website at http://
www.cdc.gov/niosh or by calling 1-800-356-4674.

Recommendation #6: Employersshould ensurethat the nearest area office of the Occupational
Safety and Health Administration is notified within 8 hours of a fatality or in-patient
hospitalizations of three or moreworkersasaresult of awork-related incident at their company.

Discussion: Within 8 hours after the death of any employee for awork-related incident or the inpatient
hospitalization of three or more employeesasaresult of awork related incident, employers must report the
fatdity/multiple hospitalizations by telephone or in person to the area office of the Occupationa Safety and
Health Administration (OSHA), U.S. Department of Labor, that is nearest to the site of the incident.
Employers may aso usethe OSHA tall free centra  telephone number, 1-800-321-OSHA (1-800-321-
6742) [29CFR 1904.39(a)].X° This early reporting allows OSHA investigators to accurately assessthe
hazards present and to remove other workersfrom potentialy hazardous situations. In thisincident, the
employersdid not report thefatality asrequired.

Recommendation #7: General contractors should ensure through contract language that all
subcontractorshave a comprehensive safety and health program that addresses all aspectsof the
jobs they and their workers will perform; accident investigation and emergency services
procedures; and age and employment eligibility documentation for all employeesthat will work
on the worksite.
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Discussion: Genera contractors should ensure thorough contract language that al subcontractorshavea
comprehensive safety program that appropriately addressesthetaskstheir workers perform. Asprevioudy
stated, in thisinstance abilingual safety program may have alowed workersto better understand the safe
way to perform framing work. The contractua language should address how medica servicesandfirst aid
will be provided aswell as astatement that all contractorswill follow DOL Wage and Hour Hazardous
Orders, hours of work requirements, and compensation requirements. Additionally, contract language
should include statementsthat age and employment digibility will be documented for each employee.
General contractors should consider requiring subcontractors to provide them with a copy of the U.S.
Department of Homeland Security, U.S. Citizenship & Immigration Service Form -9 (Employment Eligibility
Verification Form) for al employeesused onthe congructionsite. Immigration lawsrequirethat al workers
(regardless of country of origin) provethey are authorized to work in the United States. Employersare
required to attest on Form -9 that the documentation appearsto be genuine at thetime of examination.™*
Form I-9 can be downloaded at http://uscis.gov/graphics/formsfee/formg/i-9.htm [Accessed August,
2004].

Recommendation #8: The U.S. Department of Labor and employers should consider prohibiting
youth lessthan 18 yearsof age fromworking at a height of 6 feet or morefrom ladders, scaffolds,
trees, structuresand machinery.

Current child labor laws prohibiting especially dangerous types of work for youth (Hazardous Orders)
prohibit work in roofing occupations, but do not prohibit other typesof work at heights. At the request of
the US Department of Labor (DOL), NIOSH recently conducted areview of the Hazardous Orders.”?
Among other recommendations, NIOSH recommended that DOL establish anew Hazardous Order to
prohibit youth lessthan 18 years of age fromworking “&a aheight of 6 feet or morefrom |ladders; scaffolds;,
trees; and structuresincluding towers, silos, poles, ail rigs, bridges; and antennas; and machinery.” This
recommendation was based on areview of occupationa injury dataand the need for persond protective
equipment and strict adherenceto safework practicesto protect workersin environmentswith significant
fdl hazards. Fallscons stently rank among theleading causesof occupationd injury deaths.*®* Anandysis
of deaths of young workersfor the years 1992-1997 identified 21 fatd falsto alower level among youth
lessthan 18yearsof age.? Thefit and effectivenessof persond fal arrest syssemshave not been specificaly
tested for young workerswho may not have reached the stature and body dimensions of adult workersfor
whom they weredesigned. Although federa child labor lawsdo not currently restrict youth fromworking
at heights, employers should strongly consider prohibiting this type of work given the inherent risks and
guestions about the ability to provide youth with adequate protection in the event of afall.
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Photo 1. This photo illustrates condominium#48 (Photograph courtesy of SCOSHA).
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Photo 2. Thisphotoillustratesa close-up view of the condominium stairwell and bal cony.

Awhiterectangular box illustratesthe approximatelocation of the el evated work platform
fromwhichthevictimfell. Theletter Aisused toidentify the victim’ s approximate location
before the fall and theletter B is used to identify the victim' s approximate |ocation after
thefall [ Photograph courtesy of SCOSHA (the white rectangular box and letters A and B

were added by the DSRinvestigator)].
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