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Crane Rigger / Spotter Run Over by Mobile Gantry Crane

On May 15, 2002, a 44-year-old mae rigger/spotter was fatally injured when he was run over by a
mobile gantry crane a a concrete plant. The victim had worked at the plant for three years and was
employed as arigger/spotter for alarge mobile gantry crane used to move concrete dabs in the plant
yard. The crane was a box-like assembly of stedl 1-beams riding on four 62-inch-high rubber tires.
With alifting capacity of 100,000 pounds, the 30-foot-high, 45-foot-wide diesdl- powered crane was
operated by aworker in an elevated cab. The victim was walking ahead to spot for obstacles as the
crane straddled a large concrete dab which blocked the operator’ sview. A second spotter saw the
victim on the ground after he had been run over by the right front whed of the crane. The victim was
arlifted and admitted to aregiona trauma center where he died 15 days later of complications related to
hisinjury. NJFACE investigators recommend following these safety guiddinesto prevent smilar
incidents:

Employers should consider installing devices that increase the visibility of the crane

operator.

Employers should conduct a job hazard analysis of all work activities with the

participation of theworkers.

Employers should ensurethat all machine guardsarein place befor e operating

equipment.
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INTRODUCTION

On May 31, 2002, afederd OSHA compliance officer notified FACE staff of aworker who was killed
in amachine-related incident. A FACE investigator contacted the company and arranged to conduct an
investigation, which was done on November 6, 2002. During the vigit, the FACE investigator
interviewed the company safety officer and workers who were near the incident. The areawas
photographed from the ground and the crane operator’s cab. Additiona information was obtained from
the police report, the medica examiner’ s report, and the OSHA investigation file.

The victim’s employer was a concrete plant that specidizes in fabricating large concrete dabs for
congructing buildings. The company has been is business for 25 years and owns two plantsin two
dates, employing atota of 100 non-union workers. The New Jersey plant (incident Site) has beenin
operation for eight years and employed 38 workers at the time of the incident. The company hasa
safety officer overseeing the two plants who enforces a comprehensive written hedth and safety
program. A hedth and safety committee meets each month, and toolbox talks are held each week.
Crane operators are trained on-the job and with videos, with retraining done every 12 to 18 months.

The victim was 44-year-old black male who had worked for the company for about three years. Hired
as alaborer, he worked hisfirst year insde the production plant before being promoted to rigger/spotter
for the outdoor gantry crane. He worked regularly with the crane operator as a team and was
described as a good worker. Previous work history included working as alumberjack and a

condruction worker. Thevictim is survived by hiswife.

INVESTIGATION

The incident occurred in a concrete plant located in arura area. The plant was purchased by the
company eight years prior to the incident when the property was alarge open concrete yard.
Production and other buildings were congtructed on the site and expanded as the facility grew. The
manufacturing process at the plant starts with the congtruction of wooden formsin the recently-built
carpentry shop directly adjacent to the concrete plant. The forms are transferred to the concrete plant

and sat up on one of severd large, flat, vibrating tables. A batch of concrete is mixed and transferred to



the form by a crane within the plant. The cast is poured, vibrated (to remove air bubbles), dlowed to
cure, and hand-finished with features such as decorative brickwork. The completed cast dab is moved
outdoors for power-washing and placed on outdoor racks for storage. The dabs are later loaded onto
flat-bed trucks for ddlivery to the customer.

The incident occurred on Wednesday, May 15, 2002. The victim arrived for work to begin the plant’s
sngle 7:00 am. to 5:00 p.m. shift. He went about his usua duties, rigging loads and spotting for the
plant’s single mobile gantry crane. This crane was alarge, box-like assembly of sted 1-beams designed
to straddle alarge load, lift it, and carry it to where it was needed (see Photo 1).

Photo 1
Manufacturer’s photo of mobile gantry crane
Note arrow pointing to operators cab

The diesd-powered crane had alifting capacity of 100,000 pounds and measured approximately 45
feet wide by 38 feet long by 30 feet high. It rode on 62-inch-high pneumatic rubber tires and was run
by an operator riding gpproximately ten feet from the ground in araised cab. Although visibility from
the operator’ s cab was generdly good, the crane had a number of blind spots and visibility was blocked
when carrying or straddling aload. To compensate for this, a spotter would walk adong with the crane
to look for obstacles and direct the crane’ s placement for loading and unloading. The spotter



communicated to the operator with hand signals and shouted verba commands. The company safety
officer dated that the crane’ s engine was governed to limit the crane's speed to about four miles per

hour.

The wegther on the day of the incident was clear. Work that morning was uneventful, with the crane
moving back and forth along the rows of storage racks. On this afternoon, a second employee was
working with the crane crew, atruck driver who was also trained as arigger / potter. At 2:27 p.m.,
the two spotters were waking ahead of the craneto guide it across the yard. The victim waked on the
right sde if the crane, ahead of theright front whedl. The second spotter was on the left Sde as the

I T crane moved forward to straddle a
I S, ™ P

_ storage rack. Thisrack had a concrete
8 dab sored lengthwise on its edge,

| credting a 15-foot-high wall that blocked
b.&_ the operator’ s view of theright front tire.
The second spotter was walking ahead
of the victim when he looked back to see
him on the ground, moaning after being
run over by thewhed. He called out for

the crane to stop and ran to notify the

Photo 2 supervisor, who called 911. Thevictim
View from operator’s cab overlooking . . . .
straddled load (brick wall) Was consoious but in severe pain with

crushing injuriesto his pelvis. Paramedic
units arrived and requested a med-evac for the victim, who was airlifted to aregionad New Jersey Leve
| trauma center. He was admitted to the center in critica condition with multiple fractures and interna
injuries. Despite trestment, his condition deteriorated over the following fifteen days. He died of
complications related to hisinjuries on May 30, 2002.



RECOMMENDATIONSDISCUSSIONS

Recommendation #1: Employers should ensure that all machine guardsarein place before
oper ating equipment.

Discussion: Thewhed that struck the victim was unguarded. The crane was originally equipped with
guards designed to protect the whedls and related machinery around the whedls. Over time, the guards
on the front wheels were lost and never replaced. Although not designed to protect personnd, the

guards do provide some protection and warning for workers near the wheels.

Recommendation #2: Employer s should consider ingtalling devicesto increase the visibility of
the crane operator.

Discussion: In thisincident, the crane operator lost Sght of the victim when he was behind alarge
concrete dab. Vighility from the raised operator’s cab is generdly good, but there are a number of
blind spots and visibility can be blocked by suspended loads and straddled objects. NJ FACE
recommends that the employer consider ingaling devices that would alow greater visihility, such as
parabolic mirrors and/or video cameras whose images are shown in the operator’s cab. The crane's
manufacturer should be contacted to seeif they recommend any specific devices and to discuss any
proposed methods, as the employer noted that maintaining these devices may be difficult and hazardous
(e.g., climbing the crane' s superstructure to clean avideo camera). Other devices such as proximity

detectors that sense objects near the wheels should be explored.

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, NJ FACE recommends that employers conduct ajob
hazard analyss of dl work areas and job tasks with the employees. A job hazard andysis should begin
by reviewing the work activities that the employee is responsible for and the equipment that is needed.
Each task is further examined for mechanicd, dectrical, chemicd, or any other hazard the worker may
encounter. The results of the analysi's can be used to design or modify awritten employee job

description. Additiond information on conducting a job hazard anadlyssisincluded in the Appendix.



RECOMMENDED RESOURCES
It is extremely important that employers obtain accurate information on hedth, safety, and applicable
OSHA gandards. NJ FACE recommends the following sources of information which should help both

employers and employees.

U.S. Department of Labor, OSHA
Federa OSHA will provide information on safety and health standards on request. OSHA has severd

officesin New Jersey that cover the following counties:

Hunterdon, Middlesex, Somerset, Union, and Warren counties..................... (732) 750-3270
Essex, Hudson, Morris, and SUSSEX COUNLIES ........ceevueeeereerieeeesieenieeee e (973) 263-1003
Bergen and PassaiC COUNTIES ........oiuiiiriininieeeee et (201) 288-1700
Atlantic, Burlington, Cape May, Camden, Cumberland, Gloucester,

Mercer, Monmouth, Ocean, and Salem COUNLIES .........ccceveevieeeevieecie e, (856) 757-5181

Federal OSHA Website: www.osha.gov

NJ Public Employees Occupational Safety and Health (PEOSH) Program
The PEOSH act covers al NJ gtate, county, and municipal employees. Two State departments
adminigter the act; the NJ Department of Labor (NJDOL ), which investigates safety hazards, and the
NJ Department of Hedlth and Senior Services (NJDHSS) which investigates hedlth hazards. PEOSH
has information that may aso benefit private employers.
NJDOL ,Office of Public Employees Occupationa Safety & Hedlth

7 Tdephone: (609) 633-3896

Website: www.nj.gov/labor/Isse/l speosh.html

NJIDHSS, Public Employees Occupationd Safety & Health Program
7 Telephone: (609) 984-1863
Website: www.state.nj.us/heal th/eoh/peoshweb




NJDOL Occupational Safety and Health On-Site Consultation Program
This program provides free advice to private businesses on improving safety and hedlth in the workplace
and complying with OSHA standards.

78 Telephone: (609) 984-0785

Website: www.www.nj.gov/labor/Isse/lsonsite.html

New Jersey State Safety Council
The NJ State Safety Council provides avariety of courses on work-related safety. Thereisacharge
for the seminars.

7 Tdephone: (908) 272-7712.

Website: www.njsafety.org

I nternet Resour ces

Other useful internet Sites for occupationd safety and health information:

www.cdc.gov/niosh - The CDC/NIOSH website.

www.dol.gov/elaws - USDOL Employment Laws Assistance for Workers and Small Businesses.
www.nsc.org - Nationa Safety Council.

www.state.nj.us/health/eoh/survweb/face.htm - NJDHSS FACE reports.
www.cdc.gov/niosh/face/faceweb.html - CDC/NIOSH FACE website.

REFERENCES
1. Job Hazard Analysis. US Department of Labor Publication # OSHA-3071, 1998 (revised).
USDOL, OSHA/OICA Publications, PO Box 37535, Washington DC 20013-7535.
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Fatality Assessment and Control Evaluation (FACE) Project
I nvestigation # 02-NJ-030

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 goa of FACE isto prevent fatal work injuries by studying the work environment, the worker, the
task and tools the worker was using, the energy exchange resulting in fata injury, and the role of
management in controlling how these factorsinteract. FACE gathers information from multiple sources
that may include interviews of employers, workers, and other investigators, examination of the fatdity
ste and related equipment; review of OSHA, police, and medica examiner reports, employer safety
procedures, and training plans. The FACE program does not seek to determine fault or place blame on
companies or individua workers. Findings are summarized in narrative investigation reports that include
recommendations for preventing Smilar events. All names and other identifiers are removed from
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, Michigan, Minnesota, Nebraska, New Jersey, New Y ork, Oklahoma, Oregon,
Washington, West Virginia, and Wisconan. For further information, vist the NJ FACE website at
www.state.nj.us/heal th/eoh/survweb/face.ntm or the CDC/NIOSH FACE website at
www.cdc.gov/niosh/face/faceweb.html.
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