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Hispanic Dump-Truck Driver Dies After Being Caught Between Frame and
Dump Body of Off-Road Truck While Performing Routine Lubrication - Tennessee

SUMMARY

On June 24, 2002, a 21-year-old
Hispanic dump-truck driver (the
victim) died after being caught
between the frame and dump
body of an off-road dump truck
while performing routine
lubrication. The victim was
working for an excavation
contractor at alandfill expansondte
on the day of the incident. The
victim’' sforeman drove by thearea
where the company servicetruck
was set up and stopped to
investigate when he heard the air
compressor running but not the
usua clicking sounds made when
workersare greasing their trucks.
Hefound the victim caught between

Machineinvolved inincident

the frame and dump body of thetruck. The foreman called out for help and then called 911 from hiscell
phone. Anexcavator operator working nearby responded to the foreman’ scdl for help and climbedinto
the cab of thetruck and raised thebed. Emergency medica services(EMS) and law enforcement personnel
responded within 10 minutes. EMS personnel transported the victim by ambulance to aloca hospita

where he was pronounced dead.

Fatality Assessment and Contr ol Evaluation (FACE) Program

TheNationa Institutefor Occupationa Safety and Health (NIOSH), Division of Safety Research (DSR), performs
Fatality Assessment and Control Evaluation (FACE) investigationswhen notified by participating states(North
Carolina, Pennsylvania, South Caroling, Tennessee, and Virginia); by theWageand Hour Division, Department of
Labor; 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 studyingthework environment, theworker, thetask theworker wasperforming, thetool stheworker wasusing,
theenergy exchangeresultinginfata injury, and therole of management in controlling how thesefactorsinteract.
FACE investigatorseval uateinformeation from multi ple sourcesthat may include: interviewsof employers, workers,
and other investigators; examination and measurement of thefatality site, and related equipment; and review of
recordssuchasOSHA, police, medical examiner reports, and employer saf ety proceduresand training records.
The FACE program does not seek to determinefault or place blame on companiesor individual workers. Findings
aresummarizedin narrativereportsthat i nclude recommendationsfor preventing similar eventsinthefuture. For
further information visit the FACE websiteat www.cdc.gov/niosh/facelfacewen.html or cadl toll free 1-800-35-NIOSH.
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NIOSH investigators concluded that, to help prevent similar occurrences, employers should

e ensure that raised dump bodies are blocked against inadvertent lowering before
employeeswork under them

» develop, implement, and enforce a comprehensive written safety program for all
workerswhich includestraining in therecognition and avoidance of unsafe conditions
and in required safe work practices that apply to their work environments

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

INTRODUCTION

On June 24, 2002, a 21-year-old Higpanic dump-truck driver (thevictim) died after being caught between
the frameand dump body of an off-road dump truck while hewas performing routine lubrication. On June
25, 2002, officidsof the Tennessee Occupationa Safety and Headlth Administration (TOSHA) notified the
National Institute for Occupationa Safety and Health (NIOSH), Division of Safety Research (DSR), of
theincident. On July 9, 2002, a DSR safety and occupationa health speciadist met with one of two
TOSHA compliance officerswho had investigated theincident to discussthe case and to review information
collected and photographs taken during the course of the TOSHA investigation. The second TOSHA
compliance officer wasinterviewed by telephone at alater date. The DSR safety and hedlth specidist dso
met with the company’ s site superintendent, took photographs of the truck involved in the incident, and
observed the company mechanic operate the truck dump body hoist. The sheriff’ sreport wasreviewed.
Aninspection report completed by an authorized representative of the truck manufacturer wasreviewed
and an operator’ smanua wasobtained. Theofficia cause of desth was obtained from the death certificate.
Thevictim’ sforeman wasinterviewed by telephone severa weeks after the DSR sitevist.

Thevictim'semployer was an excavation contractor that had beenin businessfor 15 years. The company
had severa excavation jobs in progress throughout the region and employed approximately 70 to 80
employees during the summer months. Theincident occurred at asanitary landfill wherethe company had
been working over a5-month period to construct a15-acre expansionto thelandfill. Thework shift lasted
approximately 12 hours starting at 6 am. and ending at 6 p.m.

Thevictim had moved from Mexico to the United Statesto work for the excavation company 3 months
beforetheincident. At thetime of theincident, gpproximately 20 of the company’ semployees, including
the victim, were Mexican nationa swhose primary language was Spanish. Twelve employeeswereworking
at thelandfill steon theday of theincident, including the victim, four other off-road dump-truck drivers,
two excavator operators, three bulldozer operators, one grader operator, and aforeman. The primary
language of the off-road drivers at theincident site was Spanish.

The company had no written safety policies. According to the site superintendent, safety responsbilities
were shared by the site foreman, the site superintendent, and the company owner. According to the
company’ s site superintendent, off-road dump truck-driverswere given 1 to 5 days of on-the-job training
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by an experienced driver. After the new employeereceived thetraining, the foreman observed thetrainee
and, if satisfied with thetraineg sdriving skills, assigned the new driver to an off-road dump truck. When
hewas hired, the victim had no previous experience operating off-road dump trucks. Hedid not possess
avaiddriver’slicense nor was onerequired by any U.S. regulatory agencies or by the employer for this
type of off-road vehicle. The content and length of the victin'’ straining was not documented. The site
foreman, the superintendent, and the company owner were not bilingud. Severd of the company employees
werebilingua and were assigned to help convey information to Spanish-spesking employees. Thevictim's
driver training had been provided by an experienced driver who spoke Spanish. Thevictim’sforeman
reported that hefdt thevictim understood some English but spoke very little English. Thiswasthecompany’s
first workplace fatdity.

Photol. This photo illustrates the machine that was being serviced at the time of the incident.

INVESTIGATION

Thesite of theincident wasalandfill whereanew cell for refuse disposal was being constructed by an
excavation company. To createthe new cell, the excavation company wasto remove and haul soil froma
15-acreareaand then placealayer of sand and grave intotheexcavation. After another company placed
aliner ontop of the sand and grave, the excavation company wasto placealayer of peagravel 12 inches
deep over theliner to complete the cell. The excavation company had worked at the site for 5 months
before theincident and planned to completethejob in another 5 months. Fivedrivers, including thevictim,
were assigned to operate off-road trucks (Photol) and spent the day of theincident hauling earth fromthe
excavation Steto another areaof thelandfill. Anexcavator operator was|oading the dump trucksand a

bulldozer wasworking nearby.
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Near theend of the shift, a approximately 6:30
p.m., three dump-truck operators droveto the
servicearea (Photo 2) to greasetheir trucksas
the excavator operator was not yet ready to
load their trucks. The servicetruck contained
an air compressor and apneumeatic grease gun.
L ubricating trucksusing an air-operated grease
gunwasaduty routinely performed by dump-
truck operators once each shift or once every
other day, whenever there was a sl ow period.
According to the sheriff’ sreport, the victim and
— T the other two driversdroveto the service area.
Photo 2. This photograph illustratesthe placement  After thevictim’scoworkersfinished lubricating
of the service truck and dump truck that the victim  their trucks, they drove their trucks out of the
wasservicing at thetime of theincident. Photograph  service area. They told police the victim was
courtesy of TOSHA. aone at the service station and was getting into
hisassigned truck asthey drove away.

Theforeman had been working with another crew engaged in building atemporary haul road, and when he
finished at approximately 7 p.m., hedrove by theservicearea. He stopped histruck and went toinvestigate
when he saw atruck in the service areawith itsengine running and heard the air compressor running but did
not hear theusud clicking sounds of
the grease gun. Hefound thevictim
caught facedown between thetruck
frame and dump body near agrease
fitting located toward the cab end of
the frame (Photo 3). The foreman
reported that the dump body lock, a
bar that holdsthe raised dump body
in place and ismanualy secured with
a rod and cotter pin, was not in
place. The foreman called out for
help and then called 911 from his cell
phone. An excavator operator
responded to the foreman’scall for
help, climbed into the cab of the
truck, raised the dump body, and >y

secured it in the hold position. He
then went to the back of the truck Photo 3. Thisphoto illustratesthe area of the truck where the

and secured the dump body safety ~ Victimwasworking at the time of theincident. Notethe grease
lock (Figure 1 and Photo 4) located  9un’s rubber hose. The X demonstrates the approximate
athereer of thetruck. Approximetely  location of the victim following the incident. Photograph
10 minutes after recaiving the 911 courtesy of TOSHA.

—
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Dump body lock

A Warning!

When working with a raised dump body, the dump body must
be secured with dump body lock (A). NOTE: The dump body
should be empty.

Secure the dump body as follows:
= Tip up the dump body o max. tipping (dumping) angle.
= Lock the dump body with dump body lock (A).

= Lock the tipping control in "HOLDING POSITION" with locking
clamp {B).

When you have finished working, disconnect dump body lock (A,
fold aside locking clamg (B) from the tipping contral and lower the
dump body.
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B Locking clamp bor tipping

Figurel. Thisfigureillustratesthe correct procedurefor securing the dump body
lock. Thefigureisused with the permission of the equipment dealer and islo-
cated on page 118 of the operator’ smanual.

call, emergency medical services (EMS) and law enforcement personnel responded. EMS personnel
transported the victim by ambulance to alocal hospital where he was pronounced dead.

The 49,000-pound gross vehicleweight (GVW), 6-whedled, off-road dump truck involved in theincident
was manufactured in 1996. It had been purchased used at an auction severa yearsbefore theincident.
The company had its own maintenance department which was responsible for its fleet of 30 trucks.
According to the company mechanic, routine lubrication on trucks was performed by the assigned drivers,
not by maintenance, and normaly incdluded servicing 16 greasefittings. Employeesnormaly began lubrication
at the rear and finished at the greasefitting located nearest the front end of theframe. Themechanicraised
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Dump Body
Lock Not
Engaged

Photo 4. This photograph wastaken fromtherear of thetruck. Thearrow pointsto the
dump body lock and illustrates the position of the dump body |ock when the dump body
isinthelowered position and the dump body lock is not engaged.

Photo 5. Thi shotograph wastaken fromthe rearof he tr uk and | u atesthe dump
body lock (highlighted with an arrow) when the dump body isin theraised position and
the dump body lock has been engaged.
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the dump body and demonstrated to the DSR investigator how the dump body was manually secured with
the dump body lock. Operating instructions provided by the manufacturer indicate that before employees
perform any type of work under araised dump body, the tipping control used to raise the dump body
should be placed in the hold position (position #3) and locked with the locking clamp. The dump body
lock at therear of thetruck isthen manually secured (Photo 5).

The truck was inspected by amanufacturer’ s representative 4 days after theincident. The inspection
focused on thefunction of the bed hoist circuit and the safety equipment. The DSR investigator discussed
the ingpection findings with theingpector and wastold thet the bed hoist circuit was functioning satisfactorily.

Theingpector aso eval uated the function of the safety equipment for the bed function and found that “the
rear bed safety lock and the hoist lever hold lock (locking clamp) were both functiond.”

Evidence suggests that the victim had raised the dump body, exited the truck with the engine running,
and entered the space between the dump body and frame to lubricate the suspension system and
drive shaft without first placing the tipping control lever in the hold position #3 and securing the
locking clamp, and without manually securing the dump body lock at the rear of the truck. The
incident was unwitnessed and, therefore, no absol ute explanation of what caused the dump body to
lower isavailable. Itisclear, however, that the dump body lock was not secured, therefore, there
was nothing to keep the dump body in the raised position should the tipping control lever become
dislodged for any reason. Asindicated earlier, tests conducted by the manufacturer demonstrated
that the hoist circuit had no mafunctions, leakage of hydraulic fluidswas not evident, and the hydraulic
pressure waswithin normal limitsat 2650 psi.

CAUSE OF DEATH
The death certificate indicated that the cause of death was a crush injury to the neck.

RECOMMENDATIONS/DISCUSSION

Recommendation #1: Employers should ensurethat raised dump bodies are blocked against
inadvertent lowering before employees work under them.

Discussion: According to the site superintendent, the victim had been provided with on-the-job training
in safe operation of the off-road dump truck. Thevictim’sforeman reported that the victim had been
shown the procedure for manually securing the dump body lock and that he had seen him engage the
dump body lock on previous occasions. Severa of the victim’'s coworkers told the TOSHA
investigator that working under adump body without first securing the dump body lock was not an
acceptable practice to them or to their employer. However, no documentation existed that indicated
that the victim or his coworkers had received safety training in accordance with the manufacturer’s
safety recommendations for working under raised dump bodies. The victim’sforeman informed the
DSR investigator that the operator’ s manual for the truck involved in theincident was kept in the cab.
The operator’s manual isin English and contained safety warnings for workers performing basic
preventive maintenance with the dump body raised (Figure 1).
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Employers should alwaysidentify an effective method to convey to workersthat failureto comply with
these safety procedures could result in injury or death. Periodic inspections should be conducted by
supervisorsto ensureworker compliance with these safety measures. Coaching, retraining and progressive
disciplinary measures should beinstituted to ensure compliance with these safety measures.

Recommendation #2: Employers should develop, implement, and enforce a comprehensive written
safety program for all workers which includes training in the recognition and avoidance of
unsafe conditions and in required safe work practices that apply to their work environments.

Discussion: Employers should eva uate tasks performed by workers, identify al potential hazards, then
deve op, implement and enforce awritten safety program addressing these hazards. Additiondly, according
to 29CFR 1926.21 (b)(2)? , “the employer shall instruct each employeein the recognition and avoidance
of unsafe conditions and the regul ations applicable to their work environment to control or eiminate any
hazards or other exposuretoinjury orillness.” Inthisincident, the victim may havefailed to recognizethe
hazards present when heraised the dump body and entered the space between the raised dump body and
the frame of the off-road dump truck without first securing the dump body lock and the tipping control
lever with thelocking clamp. Trainingin hazard recognition, control, and avoidance may have helped the
victim recognize the hazard and the need to use dl of the safety devicesprovided. Safety training should be
reinforced by holding periodic safety meetings where safety issues are discussed and hazard controls
reviewed. The content of the safety training provided and the names of employees that attended the
training/safety meeting should be documented and kept for future reference.

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 amullti-language safety program. To the
extent feasible, the safety program should be developed at a literacy level that corresponds with the
literacy level of the company’ sworkforce. Companies may need to consider providing specid safety
training for workerswith low literacy to meet their safety responsibilities. The program, inadditionto being
multi-language, should include a competent interpreter to explain worker rights to protection in the
workplace, safework practicesworkers are expected to adhere to, specific safety protection for al tasks
performed, waystoidentify and avoid hazards, and who they should contact when safety and health issues
arise. Employersshould aso develop safety postersand signsin the appropriate languages and post them
in conspicuous places.
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1. Operator’ sManual for Volvo A25C. Volvo Construction Equipment Group. Ref. no. 21 1 431 3063.

2. Code of Federa Regulations 2001 edition. 29CFR 1926.21 (b)(2). Safety Training and Education.
U.S. Printing Office, Office of the Federal Register, Washington, D.C.
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