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Female Hispanic Farm Laborer Dies After Falling From the Elevated Forks
of a Forklift - North Carolina

SUMMARY

On October 5, 2002, a 37-year-old femde Higpanic farm laborer (thevictim) died after faling approximatey
20feet from the elevated forks of aforklift to aconcrete barn floor. The victim waslabeling bins of sweet
potatoes that had been stacked five binshighin acuring barn. Thevictim stood on theforklift forksand
was raised to the bottom of thetop bin by her husband, the forklift operator. The operator heard hiswife
scream, then heard her hit the barn floor. Hefound hiswife breathing but unresponsive. He carried the
victim to apickup truck and drove her to anearby fire station. EMTsat thefire station transported the
victimtothelocd hospital. Shewaslater transported to aregiona medica center where shedied. NIOSH
investigators concluded that, to help prevent smilar occurrences, employers should

» 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., training for forklift operators

» ensurethat forklift operators elevate personnel only with approved lifting cages and
safety measures

» stressthe importance of following standard operating procedures

INTRODUCTION

On October 5, 2002, a37-year-old femde Higpanic farm laborer (thevictim) died after faling approximately
20 feet from the elevated forks of aforklift to aconcrete barn floor. On October 15, 2002, officids of the
North CarolinaOccupationa Safety and Health Administration (NCOSHA) notified the Divison of Safety
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Research (DSR) of theincident. On November 13 and 14,2002, aDSR safety specialist conducted an
investigation of theincident. The incident was reviewed with the farm owner and personnel from the
Agricultural Safety and Health Bureau of the North Carolina Department of Labor. The scene was
photographed and arequest was made for a copy of the coroner’ sand medical examiner’ sreport.

The employer was afarm that had been in operation for approximately 30 years. Cropswere produced
on plotsof land in variouslocationsthat totaled 2,600 acres. Thefarm’s primary crop was tobacco, but
Sweet potatoes, soy beans and cotton were also grown. The farm had five full-time employees and
employed approximately 60 temporary workers during the sweet potato harvest season, which lasted 2 to
3 weeks. The employees hired during harvesting season were migrant Hispanic workers. A Spanish-
speaking supervisor was responsi blefor assigning crews and explaining tasksto be performed during the
day. Thefarm had no written safety and health program. Training was given on thejob. Workershired
during the sweet potato harvest were shown afilm in Spanish on chemica safety and basic safety procedures
to befollowed during the harvest. Thevictim had worked at thefarm for 9 years. Sheworked afull-time,
56-hour week during the peak harvest season and part-time for the remainder of theyear. Thevictim’'s
husband had worked at the farm full-timefor 9 years and had operated the forklift during that time. The
farm owner gated that the victim a so had previous experience operating theforklift. Thiswastheemployer's
fird fadlity.

INVESTIGATION

Sweet potatoes harvested on the variousfarm plots were placed in 40-bushe binsthat had been loaded on
aflat bed truck. Thebinsmeasured 42 incheswide by 36 incheshigh by 7 feet long. Oncethebinswere
loaded, the potatoes were transported to a curing barn where they were placed for 5 daysin elevated
temperature and humidity. They were then cooled in the barn for 2 days at room temperature. Once
cured, the potatoes were transported to processing centers by tractor trailerswhere they were boxed for
retall sale.

Before being stacked five binshigh in the curing barn, the binswere unloaded from the truck by forklift and
alabd wasdffixed to each binwith astaple gun. Thislabel identified the date the potatoes were harvested
and the plot of land or farm where the potatoeswere harvested. Thelocation of each bin was then entered
in amaster logbook.

Ontheday of theincident, atruckload of full sweet potato bins had been unloaded from aflatbed truck by
forklift and set insde the curing barn. Because the victim, who wasto label the bins before they were
stacked in the barn, waslate for work, the forklift operator (the victim’ s husband) had begun to stack the
unlabeled bins. When hefinished stacking the binsand the victim arrived at work, it was decided that the
victimwould label the binswhile standing on the forks of theforklift. The operator then raised her onthe
forks approximately 20 feet above the concrete barn floor to the bottom leve of thetop bin (Photo 1). No
fal protection or platform wasused. The operator said the victim then took off her shoesand threw them
tothefloor. Ashewassttingintheforklift cab, he heard thevictim scream, then the sound of her hittingthe
barn floor. He dismounted theforklift and went to thevictim. Hefound her breathing but unresponsive.
Hecarried thevictim to apickup truck and drove her approximately 5 milesto afirestation. ANEMT at
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the station transported the victim by
ambulanceto thelocd hospitd. The
victim was later life flighted to a
regiond trauma center where she
died during surgery.

CAUSE OFDEATH

Theofficial cause of death was not
known at the time this report was
written,

RECOMMENDATIONS/
DISCUSSION
Recommendation #1: Employers
should develop, implement, and
enforcea comprehensivewritten
safety program for all workers
which includes training in
hazard recognition and the
avoidance of unsafe conditions.
Thecomprehensivetraining plan
should identify required
specialized training, i.e.,
training for forklift operators.

Discussion: Although the forklift .
operator had operated theforklift on Photol. Incident Ste

the farm for 9 years, he had never

received structured training in the proper operation of aforklift. A comprehensive safety program should
be developed for al workers that includes training in hazard recognition and the avoidance of unsafe
conditions.

The employer should certify in writing and identify by name each operator that has been trained, the date
of the training, the date of the evaluation, and the identity of the person(s) performing the training or
evauation. Thistraining in forklift operation should be given by aperson who hasthe knowledge, training,
and experience necessary to train operatorsand should consist of acombination of forma ingtruction (i.e.,
lecture, discussion, interactive computer learning, videotape, written material), practical training
(demongtrations performed by thetrainer and practical exercises performed by thetrainee), and evaluation
of operator performancein theworkplace. Inthe event alanguage barrier might exist, thistraining should
be adminigtered in the traineg’ s primary language.

Recommendation #2: Employers should ensure that forklift operators elevate personnel only
with approved lifting cages and safety measures.
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Discusson: When devating personnel with a forklift, only an approved lifting cage should be used.
Additiondly, the equipment manufacturer should approve of thisprocess. At aminimum, thelifting cage
should be equipped with

. proper hand railing on two sidesand the front

. amid rail and toe board

. amovesble gate that locksinto place

. anon-skid walking surface

. dotsto dlow maximum width of theforks

. an effective means of securing the platform to the mast of theforklift

. ameansfor personnd on the platform to shut off power to theforklift.

Additionaly, personnel being lifted should wear proper fal protection.

A NIOSH Alert (NIOSH Pub. 2000-112), Preventing I njuries and Deaths of Workers Who Operate or
Work Near Forklifts, provides additional recommendationsfor safe forklift operations.?

Recommendation #3: Employers should stress the importance of following standard operating
procedures.

Discussion: Thevictim had been elevated ontheforks of theforklift to label thebins. Additiona workers
stated during interviews with Agricultural Safety and Health Bureau personnel that workers had been
eevated by thismanner inthe past. Theseworkerswerenot availableat thetime of the NIOSH invetigation.
While not written, standard operating procedures at thefarm wereto label al binsbeforethey werelifted
into place by theforklift. Adherence to these procedureswould greatly reduce worker exposureto fal
hazards.
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