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Hispanic Construction Laborer Diesand Two Coworkers Are I njured After
Falling 10 Feet From an Unsecured Box on the Forks of a Forklift - North
Carolina

SUMMARY

On August 26, 2002, a 23-year-old Hispanic
congruction laborer (the victim) died and two coworkers
wereinjured after falling 10 feet to the ground from an
unsecured wooden box that had been elevated on the
forksof aroughterrainforklift (Photol). After thevictim
and his coworkers had been lifted in the box (Photo2)
to aposition wherethey could wash arecently bricked
wall, the forklift operator, who was aso the victim’s
foreman, exited theforklift. Several minutes|ater the
forklift operator and a coworker heard workers
screaming and heard a scraping sound asthe box and |
workersstruck the ground. Theforklift operator ranto P e e :
help the workers who had fallen while the coworker
called 911. The forklift operator performed
cardiopulmonary resuscitation (CPR) onthevictimwho
had no pulseand wasnot breething. Emergency Medicd
Services(EMS) and police personnel responded within - [&8 i T PR g e ]
Sminutes. EMSpersonnel continued CPRonthevictim - proto 1. Thisphotoillustratesthe forklift used
and provided first aid to the injured workers before o, the day of the incident to lift personnel.
transporting &l threeworkersto thelocal hospitd. The  photograph courtesy of the County Sheriff’s
victim was pronounced dead in the hospital emergency  ¢fi e

room. Oneinjured coworker was hospitalized and the

other was treated for his injuries and released the

followingday.

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
Carolina, Pennsylvania, South Carolina, Tennessee, and Virginia); by the Wageand Hour Division, Department of
L abor; or when arequest 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 similar occurrences, employers should

* implement a policy which requiresthe use of a safety platform secured to thelifting
carriage and/or forks when lifting personnel with a powered industrial truck (e.g.,
forklift)

e develop, implement, and enforce a comprehensive written safety program for all
workers which includes training in hazard recognition and the avoidance of unsafe
conditions. The comprehensive training plan should identify required specialized
training, i.e., fall protection training and training for forklift operators

» ensurethat workerswho are part of a multilingual workforce comprehend instructions
in safe work proceduresfor the tasksto which they are assigned

Additiondly,
e general contractorsshould ensurethrough contract languagethat all subcontractors

implement appropriate safety and health programs and training specific to the work
performed.

Photo 2. Thisphoto illustratesthe wooden box used on the day of theincident to lift personnel. Thebox
was moved befor e the photograph wastaken. Photograph courtesy of the County Sheriff’ s Office.
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INTRODUCTION

On August 26, 2002, a 23-year-old Hispanic construction laborer (the victim) died and two coworkers
wereinjured after faling 10 feet to the ground from inside an unsecured wooden box elevated on theforks
of arough terrain forklift. In September 2002, officials of the North Carolina Occupationa Safety and
Health Administration (NC OSHA) notified the National Institute for Occupational Safety and Health
(NIOSH), Division of Safety Research (DSR), of theincident. On December 2, 2002, aDSR safety and
occupationd heath speciaist conducted an investigation of the incident and reviewed incident circumstances
withthe NC OSHA compliance officer assigned to the case. Photographs of theincident site, theforklift,
and the wooden box taken by NC OSHA shortly after the incident were reviewed. No sitevisit was
conducted asthe project had been completed and the forklift and wooden box had been removed. The
company office manager, who was assigned safety management duties following the incident, was
interviewed by telephone. Themedica examiner’ sand sheriff’ sreportswerereviewed. Theofficia cause
of death was obtained from the medical examiner’ sreport.

Thevictim’ semployer wasaroofing, framing, and masonry subcontractor that had beenin businessfor 17
years. The company employed 49 full-time employees. Two masonry crews had been working at the
incident site for 2 months placing and washing brick on the exterior walls of five recently completed
buildings. Thework shift started at 6:30 am. and ended at approximately 4:30 p.m daily.

The victim had moved from Mexico to the United States and had been working for the company asa
laborer for 2 monthsbeforetheincident. Thevictim’s primary language was Spanish. One of theinjured
coworker’ sprimary language was Spanish. The other injured coworker’ s primary language was English.
Theforeman who lifted the workerswith the forklift spoke both English and Spanish.

The company had no written comprehensive safety program. On-the-job training was provided on an as-
needed basis by foremen and focused on training workers to complete job tasks. The company office
manager reported that the forklift operator involved in the incident had indicated past forklift operator
training at the time hewas hired, but thistraining was not documented or eva uated by the company. The
victim had no training beyond on-the-job task training. Thiswasthe company’ sfirst workplacefatality.

INVESTIGATION

The site of theincident was an apartment complex where five two-story townhouses had been recently
constructed. According to the office manager, the company had been subcontracted to perform masonry
work on the gpartments and had been working at the site for 2 months beforetheincident. They planned
to completethejobin another month. Thetwo crewsassgned to the Site were compaosed of two foremen,
six masonsand seven laborers. They arrived on site at approximately 6:30 am. on the day of theincident
to perform brick work. It began raining and the two foremen decided to call off work for the day but,
before doing so, decided to have workerswash bricks on arecently bricked exterior wall of an apartment
building. One foreman asked the other foreman to get aforklift that belonged to the general contractor
and pick up abox and drivetheforklift and box over to the area near the apartment that wasto be washed.
Theground inthe areawheretheforklift wasto travel and theareawhereit wasto be used wasfairly level.
Workerswereto be elevated to aposition next to the recently bricked apartment wall wherethey wereto
deanthebricks by using hand brushesdipped into pailsof muriaic acid and then spraying thebrickswith water.
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After theforeman drovetheforklift over to hisarea, the foreman who had requested the forklift got onthe
forklift and lifted the unsecured wooden box with three men inside approximately 10to 12 feetintheair
to alocation where they could wash and spray rinsethe brick. Each worker was equipped with apail of

muriatic acid and ahand brush. A length of hose was coiled in the bottom of the wooden box and was
connected to awater source below. Workerswereto usethe hoseto spray thewall after washing it with
muriatic acid. After hehad elevated theworkers, theforeman exited theforklift with itsengine running and
walked away to perform another task. Thereisno information availableto determinewhether theforklift's
parking brake had been set before the foreman exited. Minutesl|ater, the foreman who had el evated the
workersheard workers' screamsand ascraping sound asthebox fell. Both foremen had been completing
other tasks at the time and had their backsto theforklift and had not seen the box and workersfall. The
incident occurred approximately 2 minutes after thelift at approximately 7:30 am. Theforeman who had
elevated theworkersran to help theinjured workerswhile the other foreman called 911. Oneworker was
lying away from the box and two werelying under thebox. Oneedge of thebox waslyingonthevictim's
leg and a coworker was lying on top of the victim. The forklift operator performed cardiopulmonary
resuscitation (CPR) on the victim, who had no pulse and was not breathing. Emergency Medica Services
(EMS) and police personnel responded within 5 minutes. EM S personnel continued CPR onthevictim
and provided first aid to the injured workers before transporting al three workersto the loca hospital.

Thevictim was pronounced dead in the hospital emergency room. Oneinjured coworker was hospitdized
and the other wastreated for hisinjuries and rel eased the following day.

Sheriff’ soffice personnd interviewed theinjured workersthe day following theincident. Theworker who
had fallen clear of the box reported that he and two Mexican workers were washing some brick when all
of asudden the box flipped and threw him to the ground. The other worker, spesking through an interpreter,
reported that he and the victim and awhite ma e were washing some bricks on an gpartment wall when all
of asudden the box flipped toward theleft. He tated that he was standing on theright, the victim on the
left, and thewhite malewasinthemiddle. He stated that hefell on top of thevictim.

The forklift used in the incident had been rented by the general contractor from an equipment rental
company and, according to the sheriff’ sreport, the forklift operator had seen the forklift with the wooden
box used by other subcontractorsto lift personnel and therefore thought it was safeto use. According to
the company office manager, the subcontractor owned two forkliftswith safety platformsattached, but one
of these wasin arepair shop and the other was being used at another worksite. According to the NC
OSHA report, thewooden box measured 4 feet deep by 4 feet wide by 10 feet long; theforklift wasfully
functional; and the forks on the forklift were spaced 36 inches apart. The forks on the forklift had the
capacity to expand to 66 inches apart. When sheriff’ s personnel examined the underside of the box, they
found no support to prevent the box from tilting on the forks of theforklift. The box had threesidesand a
floor and had sustained damage on the top left section whereit had struck the ground.

Therenta company inspected the high-reach telescoping rough terrain forklift that had been used during
theincident and determined that it wasfunctioning correctly. Thelift capacity of the equipment was 5,000
pounds. According to the rental representative, the rental company does not rent asafety platformy/lift
carriagefor thistype of equipment because the equipment is designed for material handling only.
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CAUSE OF DEATH
The medical examiner’s report indicated that the cause of death was blunt-force injuries and chest
compression.

RECOMMENDATIONS/DISCUSSION

Recommendation 1. Employers should implement a policy which requires the use of a safety
platform secured to the lifting carriage and/or forks when lifting personnel with a powered
industrial truck (e.g., forklift).

Discussion: In thisincident, awooden job-madetrash box used asawork surface was e evated, unsecured,
ontheforksof aroughterrainforklift. Accordingto OSHA, when using trucks equipped with vertica only,
or vertical and horizonta controlse evatablewith thelifting carriage or forksfor lifting personndl, the use of
asafety platform secured to the lifting carriage and /or forksis required for the protection of personnel
being lifted.

A sdfety platform, whichisreferred to asalifting cage, should be equipped with aproper guardrail system
and ameansfor locking thegate. Thelift cage must be safely secured to the mast of thelift truck. Forks
onthelift truck must be opened aswide aspossible. The person operating thelift truck must not leavethe
lift truck; this ensuresthat the person in the lift cage can giveimmediate instructions to the operator. A
means should be provided to alow personnel on the platform to shut off power to the forklift.2

To further improve safety while working from an elevated safety platform, an independent restraining
system should be used such asafull-body harnesswith an attached lanyard or deceleration device properly
secured to a safe anchorage point on the mast of the forklift. Thistype of restraint should be used to
prevent workersfrom faling should the safety platform fal from theforks. Employers can obtain additiona
information regarding forklift safety in NIOSH Alert 2001-109.3

Additiondly, employers should consider going beyond minimum OSHA requirements and choose asafer
method for positioning workersin elevated work areas. An agria platform or ascaffold appropriate for
thejob and used correctly may provideasafer aternativefor positioning workersto conduct brick washing
work.

The Equipment Manufacturers Ingtitute, a proprietary organization which produces many safety manuals
for operators and mechanics, recommends in the Rough Terrain Forklift Safety Manua “ that arough
terrainforkliftisdesigned to lift and trangport material and should not be used to elevate personnel. Only
equipment designed specificaly to elevate personnel should be used for this purpose.”#

Recommendation 2: Employersshould devel op, implement, and enforce a comprehensivewritten
safety program for all workerswhich includestraining in hazard recognition and the avoidance
of unsafe conditions. The comprehensive training plan should identify required specialized
training, i.e., fall protection training and training for forklift operators.
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Discussion: Employers should eva uate tasks performed by workers, identify al potentia hazards, then
deve op, implement, and enforce awritten safety program addressing thesehazards. Additiondly, according
to 29 CFR 1926.21 (b)(2),® “the employer shall instruct each employeein the recognition and avoidance
of unsafe conditions and the regul ations applicableto their work environment to control or eliminate any
hazards or other exposuretoinjury orillness.” Inthisincident, theforklift operator who performed thelift,
and theworkerswho werelifted in the box failed to recognize thefal | hazard created when workerswere
elevated 10 feet without fall protection in an ingppropriate and unsecured box used as a personne lift.
Safety training that included training specific to protection againgt fal hazards may have helped thevictim
and his coworkers recognize the hazard of working unrestrained in the unsecured box. OSHA requires
that al employeesexposed to fal hazardsreceivetraining specific tofal protection under 20CFR 1926.503
(@)(2). ¢ Safety training should bereinforced by holding periodic safety meetingswhere safety issuesare
discussed and hazard controls reviewed. The content of the safety training provided and the names of
employeesthat attended the trai ning/saf ety meeting should be documented and kept for future reference.

Specidized forklift operator safety training should be provided for al forklift operators. Forklift operator
training should be certified in writing and should identify by name each operator that has been trained, the
date of thetraining, the date of the evaluation, and theidentity of the person(s) performing thetraining or
evauation. Thistraining inforklift operation should be given by a person who hasthe knowledge, training,
and experience necessary to train operatorsand should consist of acombination of forma instruction (i.e.,
lecture, discussion, interactive computer learning, videotape written material), practical training
(demondtrations performed by thetrainer and practical exercises performed by thetrainee), and evaluation
of operator performanceintheworkplace. Requirementsfor training forklift operatorsin construction are
stipulated in Part 29 Code of Federal Regulations, 1926.602(d) by reference to 29 CFR 1910.178(1).’

Recommendation 3: Employers should ensure that workers who are part of a multilingual
workforce comprehend instructions in safe work procedures for the tasks to which they are
assigned.

Discussion: Companiesthat employ workerswho do not understand English should identify the languages
spoken by their employees and design, implement, and enforce amultilanguage safety program. Tothe
extent feasible, the safety program should be developed at a literacy level that corresponds with the
literacy leve of the company workforce. Companiesmay need to consider providing specia safety training
for workers with low literacy to meet their safety responsibilities. The program, in addition to being
multilanguage, should include acompetent interpreter to explain worker rightsto protection in theworkplace,
safework practicesworkers are expected to adhere to, specific safety protection for all tasks performed,
ways to identify and avoid hazards, and who they should contact when safety and health issues arise.
Employers should also devel op safety posters and signs in the appropriate languages and post them in
conspicuous places.

Recommendation 4: General contractors should ensure through contract language that all
subcontractors implement appropriate safety and health programs and training specific to the
work performed.
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Discussion: Genera contractors should use contract language that requires al subcontractorsto identify
how they intend to implement a site-specific safety and heath program before the initiation of work.
Subcontractors safety programs should contain clear and conciselanguage asto which party isresponsible
for agiven safety or hedthissue. Any differences should be negotiated before work begins. Oncethe
provision for these responsibilities has been established, the respective parties should ensure that the
provisions of the contract regarding safety and heath are uphe d through regular inspections of the worksite.

Generd contractors should ensurethat al subcontractors havetraining programsin place that addressthe
taskstheir workers are assigned to perform. Additiondly, the contract should specificaly addresswhether
any equipment on siteisto be shared between the parties, and if so, should state clearly worker training
required before operating the equipment, safety procedures to be followed when using equipment, and
equi pment ingpection responsibilities. When forkliftsare used on site, the contract should clearly state that
forklifts can only be operated by trained operators and that they are not to be used to lift personnel unless
the forklift is rated to do so, a properly designed and secured safety platform isused, and workersare
adequately restrained. Alternatively, the contract may indicate that forklifts are not to be used to lift
personnel under any circumstances.
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