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The National Institute for Occupational Safety and Health (NIOSH), Division of Safety Research (DSR), performs
Fatality Assessment and Control Evaluation (FACE) investigations when notified by participating states (North
Carolina, Pennsylvania, South Carolina, Tennessee, and Virginia); by the Wage and Hour Division, Department of
Labor; or when a request for technical assistance is received from NIOSH-funded state-level FACE programs in
Alaska, California, Iowa, Kentucky, Massachusetts, Michigan, Minnesota, Nebraska, New Jersey, New York,
Oklahoma, Oregon, Washington, West Virginia, and Wisconsin.   The goal of FACE is to prevent fatal work injuries
by studying the work 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.
FACE investigators evaluate information from multiple sources that may include: interviews of employers, workers,
and other investigators; examination and measurement of the fatality site, and related equipment; and review of
records such as OSHA, police, medical examiner reports, and employer safety procedures and training records.
The FACE program does not seek to determine fault or place blame on companies or individual workers. Findings
are summarized in narrative reports that include recommendations for preventing similar events in the future.  For
further information visit the FACE website at  www.cdc.gov/niosh/face/faceweb.html  or call toll free 1-800-35-NIOSH.

Fatality Assessment and Control Evaluation (FACE) Program

SUMMARY
On October 5, 2002, a 37-year-old female Hispanic farm laborer (the victim) died after falling approximately
20 feet from the elevated forks of a forklift to a concrete barn floor.  The victim was labeling bins of sweet
potatoes that had been stacked five bins high in a curing barn.  The victim stood on the forklift forks and
was raised to the bottom of the top bin  by her husband, the forklift operator.  The operator heard his wife
scream, then heard her hit the barn floor.  He found his wife breathing but unresponsive.  He carried the
victim to a pickup truck and drove her to a nearby fire station.  EMTs at the fire station transported the
victim to the local hospital.  She was later transported to a regional medical center where she died.  NIOSH
investigators concluded that, to help prevent similar 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

• ensure that forklift operators elevate personnel only with approved lifting cages and
safety measures

• stress the importance of following standard operating procedures

INTRODUCTION
On October 5, 2002, a 37-year-old female Hispanic farm laborer (the victim) died  after falling approximately
20 feet from the elevated forks of a forklift to a concrete barn floor.  On October 15, 2002, officials of the
North Carolina Occupational Safety and Health Administration (NCOSHA) notified the Division of Safety
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Research  (DSR) of the incident.  On November 13 and 14, 2002, a DSR safety specialist conducted an
investigation of the incident.  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 a request was made for a copy of the coroner’s and medical examiner’s report.

The employer was a farm that had been in operation for approximately 30 years.  Crops were produced
on plots of land in various locations that totaled 2,600 acres.  The farm’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 responsible for assigning crews and explaining tasks to be performed during the
day.  The farm had no written safety and health program.  Training was given on the job.  Workers hired
during the sweet potato harvest were shown a film in Spanish on chemical safety and basic safety procedures
to be followed during the harvest.  The victim had worked at the farm for 9 years.  She worked a full-time,
56-hour week during the peak harvest season and part-time for the remainder of the year.  The victim’s
husband had worked at the farm full-time for 9 years and had operated the forklift during that time.  The
farm owner stated that the victim also had previous experience operating the forklift.  This was the employer’s
first fatality.

INVESTIGATION
Sweet potatoes harvested on the various farm plots were placed in 40-bushel bins that had been loaded on
a flat bed truck.  The bins measured 42 inches wide by 36 inches high by 7 feet long.  Once the bins were
loaded, the potatoes were transported to a curing barn where they were placed for 5 days in 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 trailers where they were boxed for
retail sale.

Before being stacked five bins high in the curing barn, the bins were unloaded from the truck by forklift and
a label was affixed to each bin with a staple gun.  This label identified the date the potatoes were harvested
and the plot of land or farm where the potatoes were harvested.  The location of each bin was then entered
in a master logbook.

On the day of the incident, a truckload of full sweet potato bins had been unloaded from a flatbed truck by
forklift and set inside the curing barn.  Because the victim, who was to label the bins before they were
stacked in the barn, was late for work, the forklift operator (the victim’s husband) had begun to stack the
unlabeled bins.  When he finished stacking the bins and the victim arrived at work, it was decided that the
victim would label the bins while standing on the forks of the forklift.  The operator then raised her on the
forks approximately 20 feet above the concrete barn floor to the bottom level of the top bin (Photo 1).  No
fall protection or platform was used.  The operator said the victim then took off her shoes and threw them
to the floor.  As he was sitting in the forklift cab, he heard the victim scream, then the sound of her hitting the
barn floor.  He dismounted the forklift and went to the victim.  He found her breathing but unresponsive.
He carried the victim to a pickup truck and drove her approximately 5 miles to a fire station.  An EMT at
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the station transported the victim by
ambulance to the local hospital.  The
victim was later life flighted to a
regional trauma center where she
died during surgery.

CAUSE OF DEATH
The official cause of death was not
known at the time this report was
written.

R E C O M M E N D A T I O N S /
DISCUSSION
Recommendation #1:  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.

Discussion:  Although the forklift
operator had operated the forklift on
the farm for 9 years, he had never
received structured training in the proper operation of a forklift.  A comprehensive safety program should
be developed for all 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
evaluation. This training in forklift operation should be given by a person who has the knowledge, training,
and experience necessary to train operators and should consist of a combination of formal instruction (i.e.,
lecture, discussion, interactive computer learning, videotape, written material), practical training
(demonstrations performed by the trainer and practical exercises performed by the trainee), and evaluation
of operator performance in the workplace.  In the event a language barrier might exist, this training should
be administered in the trainee’s primary language.

Recommendation #2: Employers should ensure that forklift operators elevate personnel only
with approved lifting cages and safety measures.

Approximate location of forks

Photo1. Incident Site
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Discussion:  When elevating personnel with a forklift, only an approved lifting cage should be used.
Additionally, the equipment manufacturer should approve of this process.  At a minimum, the lifting cage
should be equipped with

• proper hand railing on two sides and the front

• a mid rail and toe board

• a moveable gate that locks into place

• a non-skid walking surface

• slots to allow maximum width of the forks

• an effective means of securing the platform to the mast of the forklift

• a means for personnel on the platform to shut off power to the forklift.1

Additionally, personnel being lifted should wear proper fall protection.

A NIOSH Alert (NIOSH Pub. 2000-112), Preventing Injuries and Deaths of Workers Who Operate or
Work Near Forklifts, provides additional recommendations for safe forklift operations.2

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

Discussion: The victim had been elevated on the forks of the forklift to label the bins.  Additional workers
stated during interviews with Agricultural Safety and Health Bureau personnel that workers had been
elevated by this manner in the past.  These workers were not available at the time of the NIOSH investigation.
While not written, standard operating procedures at the farm were to label all bins before they were lifted
into place by the forklift.  Adherence to these procedures would greatly reduce worker exposure to fall
hazards.
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INVESTIGATOR INFORMATION
This investigation was conducted by Virgil J. Casini, Lead, Safety and Occupational Health Manager,
Fatality Assessment and Control Evaluation Team, Surveillance and Field Investigations Branch, Division
of Safety Research.


