MNJ FACE

INVESTIGATION
REPORT

Fatality Assessment & Control Evaluation Project

FACE 01-NJ-019-01 September 27, 2001

Machine Operator Killed While Trying to Repair a Conveyor Belt

On March 7, 2001, a 26-year-old mae machine operator was killed when he was caught in a conveyor
belt at arecyding plant. The incident occurred when the victim was trying to fix a conveyor that moved
materials away from a power-screening machine, alarge machine with arotating drum that separates
materiasby sze. Itisnot known exactly how he was injured, but he gpparently was usng a sted pipe
to clean aroller from under the moving conveyor when his head became entangled in the machine. He
was found unresponsive under the machine by co-worker. NJDHSS FACE investigators concluded
thet, in order to prevent Smilar incidents in the future, these safety guidelines should be followed:

Employers should develop, implement, and enfor ce a compr ehensive safety program in the

safe operation and maintenance of machinery.

Conveyor betsand other machines should be shut down, de-energized, and locked out

befor e performing maintenance or repairs.

Employers should conduct ajob hazard analysis of all work activitieswith the participation

of theworkers.

Machine openings should be marked and guarded to prevent unauthorized entry.

Machines should be equipped with emergency shut-off switches.
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INTRODUCTION
On March 7, 2001, an OSHA compliance officer informed NJDHSS FACE personnel of a machine-
related fatdity that occurred the previous day. A FACE investigator contacted the employer and
arranged to conduct a Site visit that was done on March 13, 2001. During the vist, the investigator
interviewed company representatives, examined the incident site, and photographed the power-screen
machine. Additiona information was obtained from the OSHA file, police report, and medica

examiner's report.

The employer was a building materids recycling company that had been in business snce 1946 and
incorporated in 1968. The family-owned company employed about 100 workers including the office
personnel and truck drivers. The company did not have awritten safety program for the plant except
for hazardous waste procedures required for their state environmental permits. Truck driversin the

company were represented by alabor union. All other plant workers were non-union.

The victim was a 26-year-old male machine operator who previoudy worked for the company but |eft
to return to his home in the Dominican Republic. He later came back to the United States and returned
to his job about one year prior to theincident. Hisonly job was to operate the power-screen machine,
he did not do any other tasks a the plant. The employer stated that his English was limited but that he
could be understood. He received hisjob ingructionsin Spanish from a bilingua supervisor.

INVESTIGATION

The gte of the incident was a building materids recycling plant located in an urban area. Refuse from
demoalition and congtruction sites was trucked to the plant where the customer paid the company afee
to take the materid. The refuse was usualy made up of sheetrock, concrete, glass, metal, and other
building materids. After dumping, workers walked through the refuse and manually picked out the
larger pieces of wood and other materials. The waste was then picked up by afront-end loader and
dumped into the loading hopper of a power-screening machine. The hopper directed the waste into a
drum separator, a huge rotating drum with screens built into the Sdes. As the refuse rolled in the drum,



the smdler pieces of materid fdl through the screens, separating the refuse by sze. The refuse was then
conveyed into separate piles for recycling or disposa. The power-screening machine was mobile in that
it was built on atractor trailer chasss that could be towed out of the building for repair, but was
dationary whilein service. It was independently powered by a built-in diesel engine.

There were no witnesses to the incident. On March 7, 2001, a Wednesday, the victim arrived at the
plant a his usua garting time of 6:00 p.m. He began his usua duties of checking and cleaning the
meachine and found that a conveyor belt was dipping off the rollers. He immediately informed his
supervisor of the problem, who ingtructed him to clean the machine, gart it, and then cdll for him. This
was the lagt time he was seen. The victim climbed into the machine through a narrow unguarded
opening in the truck chass's, apparently using a pipe to clean aroller on the faulty, 60-inch-wide
conveyor (see photographs). It is possble he was caught in the moving conveyor while crawling into
the machine, or while trying to clean the roller under the conveyor. Shortly thereafter, a co-worker saw
the victim caught in the machine and cdled for help. Another co-worker, the victin's brother, pulled
him from the conveyor and carried him to the plant office. At 6:25 am. the workers called 911 and
garted CPR on the unresponsive victim with ingtructions given by the police over the telephone. Police
and EM S personnd arrived and continued resuscitation efforts. He was transported to the local
hospitd where he was pronounced dead from hisinjuries a 7:04 p.m.

RECOMMENDATIONS AND DISCUSSION
Recommendation #1. Employers should develop, implement, and enfor ce a compr ehensive
safety program in the safe operation and maintenance of machinery.
Discussion: In this case, the victim Sarted to clean the power-screen despite ingtructions to get his
supervisor after garting the machine. By failing to notify his supervisor and working on the operating
conveyor, the victim demondirated a lack of understanding and training to safely work with this machine.
It is recommended that a written safety program be devel oped that includes training supervisors and
workers in the safe operation of the machines before they are dlowed to use or maintain the equipment.
Training should include standard operating procedures and safety practices for each piece of
equipment. Close supervison and periodic retraining should be required to ensure that the worker



knows how to operate the machine and is knowledgeable in company safety procedures.

Recommendation #2: Conveyor belts and other machines should be shut down, de-ener gized,
and locked out before performing maintenance or repairs.

Discussion: The company did not have an effective lockout/tagout program at the plant at the time of
the incident. Such a program would require employees to shut down and lock out the power supplies
to any machines before maintenance or repairs are done. An effective program would include thorough
employee training in lockout/tagout procedures and strict enforcement of the program. A lockout/tagout
program may be required under the Federal OSHA standard 29 CFR 1910.147.

Recommendation #3: Employers should conduct ajob hazard analysis of all work activities
with the participation of the workers.

Discussion: To prevent incidents such as this, we recommend that employers conduct ajob hazard
andysis of dl work areas and job tasks with the employees. A job hazard andlysis should begin by
reviewing the work activities that the employee is respongble for and the equipment that is needed.
Each task is further examined for fall, dectrical, chemicd, or any other hazard the worker may
encounter. The results of the andysis can be used to design or modify a written employee job
description. If employers are unable to do a proper job hazard analyss, then aquaified safety
consultant should be hired to completeit.

Recommendation #4: M achine openings should be marked and guarded to prevent
unauthorized entry. Machines should be equipped with emer gency shut-off switches.
Discussion: The power-screen machine was an unusua machine that was built on atractor trailer
chasss. Sections of the chassis had to be hydraulically raised and locked for operation, creating spaces
for unauthorized entry or access to machinery “pinch-points” NJ FACE recommends that warning
signs and guards be placed over these areas to protect the operators. FACE aso recommends
ingaling emergency shut-off switches on the sides and rear of the machine.



Figure 1
Rear of power-screen machine showing screened drum



Figure 2
Side of power-screen. Victim was found in area behind the conveyor belts.

Victim was found entangled in conveyor belt. Note: Levers are inactive.
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Staff members of the New Jersey Department of Health and Senior Services, Occupationa Health
Service, perform FACE investigations when there is areport of a targeted work-related fata injury.
The god of the FACE Program is to prevent future incidents by studying and identifying the risk factors
that contribute to workplace fatdities, by recommending intervention strategies, and by disseminating
information to employers and employees. NJFACE datais reported to NIOSH for trend andysison a
nationd bass. All identifiers are removed from the FACE reports and other data to protect the
confidentidity of those who participate in the program.

NIOSH funded state-based FACE Programsinclude: Alaska, Cdifornia, lowa, Kentucky,
Massachusetts, Minnesota, Missouri, Nebraska, New Jersey, Ohio, Oklahoma, Texas, Washington,
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