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Seventeen-Year-Old Warehouse Laborer Dies After the Forklift He Was
Operating Tipped Over and Crushed Him - Arizona

SUMMARY

On July 2, 2001, a 17-year-old male
warehouse laborer (the victim) wasfatdly
injured when the st-down-type forklift he
was operaing tipped over and crushed him.
The victim gpparently lost control of the
forklift, which had aload onitsforksand the
mest fully extended, ashewasmakingaright
turn, causing theforklift totip over 90 degress
ontoitsleftde. Theunresrained victimwas
crushed under the extended boom/mast of
the forklift. Fire department personnel
responded 7 minutes after recaiving a 911
cdl from company personnel and, together ' ;
withpaliceafficers, pulledthevictimdeer as Forklift used the day of theincident

company employeesused two forkliftstollift

theforklift fromthevictim. Thevictimwas unconsciousand bleeding fromheedinjuries. Frgt aidd wasprovided
by emergency medicd sarvices(EMS) personnel and the victim wastrangported to an areahospita wherehe
was pronounced deed at 1:35 p.m, gpproximately 25 minutes after theincident.

NIOSH investigators concluded that, to help prevent smilar occurrences, employersshould

» edablish work policiesthat comply with child labor laws prohibiting youthslessthan 18 years
of agefrom performing hazardouswork, including operating power-driven hoisting eguipment
such asforklifts. Employers should communicate these work paliciesto all employees.

Fatality Assessment and Control Evaluation (FACE) Program

TheNationd I nstitutefor Occupational Safety and Hedlth (NIOSH), Division of Safety Research (DSR), performsFataity
Assessmentand Control Eva uation (FA CE) investigationswhennatified by participating sates(North Caroling, Pennsylvania,
SouthCaroling Tennessee, and Virginia); by theWageand Hour Division, Department of L abor; or whenarequest for technical
assgtanceisreceived fromNIOSH-funded state-level FACE programsinAlaska, Cdifornia, |owa, K entucky, Massachusetts,
Minnesota, Nebraska, New Jersey, New Y ork, Ohio, Oklahoma, Texas Waehington, West Virginia, andWisconsin. Thegod of
FACEistopreventfatd workinjuriesby studyingthework environment, theworker, thetask theworker wasperforming, the
toolstheworker wasusing, theenergy exchangeresultinginfata injury, andtheroleof managementin controlling how these
fectorsinteract. FACEinvestigatorseva uateinformationfrommultiplesourcesthat may include: interviewsof employers,
workers, andother investigators, examinationand messurement of thefatdlity Ste, and rel ated equipment; andreview of records
uchasOSHA, police, medica examiner reports, and employer safety proceduresandtrainingrecords. TheFACE program
doesnot seek todeterminefault or placeblameoncompaniesor individud workers. Findingsaresummarizedinnarrativereports
that includerecommendationsfor preventingsimilar eventsinthefuture. For furtherinformationvisittheFACEwebsiteat
wwwy.cde.gov/niosh/facefacened.html or cdl toll free1-800-35-NIOSH.

Page 1



m Fataity Assessment and Control Evaluation Program
IOSH I nvestigative Report #2002-02

* 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.

» identify and label equipment that isnot to be operated by young workerslessthan 18
years and provide keysto only trained and authorized machine users.

Additionally,

e equipment manufacturers should consider placing a warning decal on equipment
that indicates it is not to be operated by workers less than 18 years and note this
restriction in the operator’s manual.

INTRODUCTION

On Jduly 2, 2001, a17-year-old male warehouse laborer (the victim) died when theforklift hewas operating
tipped over and crushed him. On July 6, 2001, the U.S. Department of Labor, Wage and Hour Division,
notified the Nationa Institute for Occupationa Safety and Hedlth (NIOSH), Division of Safety Research
(DSR), of theincident. On January 10, 2002, a DSR occupational safety and heath specialist met with
representatives of the Arizona State L abor Department which enforces State child labor laws, the Arizona
Division of Occupationa Safety and Health (ADOSH) which enforces occupational safety and health
regulations, and with representatives of the U.S. Department of Labor, Wage and Hour Division, which
enforces Federal child labor laws, to discuss their findings and review casefiles. Photographs of the
incident scene taken by these agencieswerereviewed. Officia investigative reportsfrom the responding
police department and the medical examiner’s office were also reviewed. A telephone interview was
conducted with the equipment dealer who maintained the forklift for the company and who examined the
forklift following theincident. The employer’ srepresentative was interviewed by telephone.

The employer was acustom insulation wholesaler that had been in operation for 20 years. The company
had 10 locationsthroughout the United States and employed 150 workers. The plant where the incident
occurred had been purchased 3 years before theincident and employed 7 workers. Thevictim wasthe
only worker in the company’ s 10 locationswho was under 18 yearsof age. Of the seven workersat the
incident site, four had dutiesin the warehouse where production work took place, and threeworked inthe
office. Thewarehouse workersincluded aforeman, a machine/forklift operator, and the victim, al of
whom operated thelaminating and cutting machine, moved insulation manualy, and moved materiaswith
aforklift, and oneworker who did manual labor and operated the laminating and cutting machine, but not
theforklift.

Theemployer’ ssafety policiesand training were unwritten. New employeeswere provided basic orientation
to the manufacturing process and were provided on-the-job training by other employees. The company
did not have a formalized forklift operator training program. The victim had been working for 5 days
before the incident. His prehire application indicated that he had 5 months previous warehouse work
experience; experiencein operating aforklift wasnot indicated. Witnessstatementssuggest that thevictim
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told the foreman and machine/forklift operator that he had 4 to 5 months of forklift experience. The
company’ srepresentative maintai ned that the victim had been hired to load and unload trucks and to set
loads up for theforklift operator. Although the victim had not been hired to operate the forklift or cutting
machine, thisinformation had apparently not been communicated to the foreman or forklift operator as
they had given the victim on-the-job training which included operating the laminating/cutting machine,
moving materias manually, bagging theinsulation, operating theforklift, and cleaning up thewarehouse.
Thiswasthe company’ sfirst workplacefatdlity.

INVESTIGATION

The company involved in thisincident usesfiberglassinsulation purchased from other companies, laminates
aspecid backing to one side of theinsulation, and then cutstheinsulation to customer specifications. The
laminated fiberglass insulation, which isthe fina product, is then used to insulate prefabricated metal
buildings. Work is completed in a 2,600-square-foot warehouse which contains the laminating/cutting
machine, fiberglassand other supplies. The company’ s officewaslocated in acorner of thewarehouse.
The sit-down-type forklift operated by the victim on the day of theincident was normally used to move
rolls of insulation within the warehouse and to load insulation onto trucks.

On July 2, 2002, at approximately 7:30 am., the victim and a coworker began performing production
tasksin the warehouse, which included laminating backing onto fiberglassinsulation, cutting ordersto size,
and bagging insulation. During the morning, the machinefforklift operator wasin the warehouse performing
various production tasks. All three workers stopped work and went to lunch at approximately 12 p.m.
After lunch, at approximately 1 p.m., the victim and coworker returned to work in the warehouse. The
forklift operator had not yet returned to work. The coworker told policeand ADOSH investigatorsthat
he and the victim were cleaning and straightening things up in different areas of the warehouse when he
heard the forklift being started. He
did not see the victim operating the
forklift, but he had seen the victim
operating theforklift under theforklift
operator’s supervision on previous
days. After hearingtheforklift running
ashort time, heheard aloud crashing
sound a gpproximately 1:10 p.m. He
ran to the victim, whose body was
caught under the mast of theforklift,
which had tipped over |aterally onto
its left side (Photo 1). He tried
manualy to lift the forklift from the
victim. Simultaneoudy, the foreman,
who wasworking intheoffice, heard
theloud crashing sound coming from o :
the warehouse and also ran to - - ———
investigate. As he entered the Photo 1. Thisphotoillustratesthe forklift used on the day

warehouse he saw thevictimunder  ©f theincident.
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theforklift and told the secretary to call 911. Moments|ater aworker who normally operated the forklift
returned from lunch and wastold by the secretary that something bad had happened in thewarehouse. He
ran to thewarehouse, and dong with two other workers, tried to lift the forklift from the victim using afloor
jack and then asecond forklift. However, they were unsuccessful. One of the workersthen went to the
warehouse next door and borrowed another forklift. Fire department personnel responded within 7
minutes of the 911 call, and together with police officers, pulled the victim clear as company employees
used two forkliftsto lift thefalen forklift fromthevictim. Thevictimwas unconsciousand bleeding from
head injuries. First aid was provided by emergency medica services(EMS) personnel, and thevictim was
transported to an area hospital where he was pronounced dead at 1:35 p.m, approximately 25 minutes
after theincident.

Thest-down-gtyleforklift driven by thevictim at thetime of theincident was purchased from an authorized

dedler by the employer in August 1999 and was maintained on aregular basis through a maintenance
agreement withthe dedler. Theforklift used L P fudl and was equipped with acascade clamp used to grab
the bundles of insulation.

According to the ADOSH compliance officer
who investigated theincident, theforklift was
found toward the center of the warehouseand
on its left side. Both the ADOSH and
equipment dealer’ sreportsindicated that the
mast was fully extended (187 inches) with a
load of fiberglassrollsweighing approximately
440 pounds held in a clamp attached to the
mast (Photo 2). The back steering whedls of
theforklift were dightly turned to the | ft, the
driving gear wasengaged in forward gear, and
the seat belt was wedged between the seat
andarmrest. Evidencesuggeststhat theforklift
was operated with themast fully extended and
that it tipped over as the victim turned to the
right.

The ADOSH compliance officer and the
dedler’s representativeinspected the forklift
following theincident and found no evidence
of malfunction or defectsin theforklift. The
forklift wasreturned to service after repair of
the damage that had occurred as a
consequence of thetip-over.

Photo 2. Thisphoto illustratesthe clamp attached to

Following the incident, the employer  theforklift mast whichisused to grasp and holdthe
established a company-wide policy that  rollsof fiberglassin place.
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requires operator training and certification for al employees assigned to operate forklifts. Under the new
policy, only trained and certified operatorsare given forklift ignition keys. Thekeysareto bekept inthe
operator's possession at al times and are never to be left in an unoccupied forklift. The employer’s
representative reported that thevictim’ sage had not been validated upon hireand that they thought hewas
19yearsold. Following theincident, the employer ingtituted acompany-wide policy that requires proof
of age upon hire and restricts hiring to workers 18 years of age or older.

CAUSE OF DEATH
The coroner’ sreport stated the cause of death was blunt-forceinjuries of the chest and neck and traumatic

asphyxia

RECOMMENDATIONS/DISCUSSION

Recommendation #1: Employers should establish work policies that comply with child labor
laws prohibiting youths less than 18 years of age from performing hazardous work, including
operating power-driven hoisting equipment such asforklifts. Employers should communicate
these work policiesto all employees.

Discussion: Employersshould establish apolicy that requiresprehirevaidation of the prospectiveemployee's
dateof birth. Oncetheage of the employee hasbeen vdidated, employers should ensure that workersless
than 18 yearsold are not assigned to perform prohibited work. 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, Wage and Hour Divison. This Division enforces child
labor lawsunder the Fair Labor Standards Act (FLSA).

The Fair Labor Standards Act (FLSA) prohibits employment of workers younger than age 18 in
nonagricultural occupations which the Secretary of Labor has declared to be particularly hazardous.
Hazardous Order (HO) No. 7 prohibits persons below the age of 18 from operating power-driven
hoisting apparatus including high-lift trucks (i.e., forklifts). Another task assigned to the youth in this
incident involved using a cutting machine, determined by the Wage and Hour Division to be aguillotine
shearing machine. HO No. 14 prohibits persons below the age of 18 from operating guillotine shearing
machines. Information regarding the FLSA can be obtained by visiting the DOL ESA website! FLSA
employment standards for nonagricultural occupations are listed and explained in WH-1330% and
summarizedin DOL Fact Sheet No. 43.* Child labor information can dso be obtained by caling or visiting
officesof Federd and State child Iabor departments, located by using the tel ephone 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 workersare at increased risk for
injury at work and reinforce the importance of assigning youthsto appropriate work tasks.

Recommendation #2: Employers should devel op, implement, and enforce a comprehensive written
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., training for forklift operators.
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A comprehensive safety program should be developed for all workers that includes training in hazard
recognition and the avoidance of unsafe conditions. It should then be noted inacompany’ scomprehensive
safety program that certain typesof training, i.e., training in forklift and cutting machine operation, islimited
to workers who are at least 18 years of age. All employees should be instructed that they are not to
provideforklift operator training unlessthey are certified to train forklift operatorsand are assgned to this
task.

OSHA requiresthe employer to certify inwriting and identify by name each operator that hasbeen trained,
the date of thetraining, the date of the eval uation, and theidentity of the person(s) performing thetraining
or evduation. Thistraining 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), practica
training (demonstrations performed by thetrainer and practical exercises performed by thetrainee), and
evaluation of operator performancein theworkplace. The requirementsfor training forklift operatorsare
stipulated in Part 29 Code of Federal
Regulations, 1910.178 (1) operator training.®

You MUST BE Ia Recommendation #3: Employers should
identify and label equipment that is not
To OPERATE OR CL[AN to be operated by young workerslessthan
18 and provide keys to only trained and

T“ Is [Q“IPMENT authorized machine users.

Employers can obtain labels that indicate
“STOP— YOU MUST BE 18 TO
OPERATE OR CLEAN THIS
EQUIPMENT” from the local Wage and
Hour Office of the U.S. Department of Labor
(Photo 3). Theselabesshould beaffixedina
conspicuous place on those machines that
youths are not allowed to operate. As an
additiona safety precaution, employersshould
ensurethat keysused to operate machinesare
inthe possession of only those select workers
whom they have authorized and trained to use

For more information about child labor laws, @ll your | themechines.
local Wage and Hour office of the U.S. Department of Labor.

Additionally, equipment manufacturers
should consider placing a warning decal
Photo 3. Thisphotoillustratesthe label “* STOP-YOU ©On equipment that indicates it is not to
MUST BE 18 TO OPERATE OR CLEAN THIS beoperated by workerslessthan 18 years
EQUIPMENT,” whichisavailablefromthelocal Wage and notethisrestriction in the operator’s
and Hour office of the U.S. Department of Labor. manual.
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Manufacturers can obtain assistanceinidentifying machinesthat are not to be used by workerslessthan 18
yearsold by caling their local DOL Wage and Hour Division office. These offices can belocated by using
thetelephone directory government pages.
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