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Because of their power and versatility, excavators are common on bigger projects of all types including
construction, demolition, road work, forestry or agricultural work, and mining.

All heavy equipment poses serious, and even potentially fatal, risks to equipment operators and other
workers nearby on the jobsite.

Review the details of the following four excavator fatality incidents along with the recommended safety
guidance to understand why these tragic deaths were preventable.

➢ Equipment operators should be trained and authorized to use
the equipment they are assigned to operate at the job site.

➢ Never attempt to operate the excavator unless you are sitting in
the cab and in full control.

➢ Use a reliable communication method between the equipment
operator and the ground crew.

➢ No riders allowed! No one should ever ride in the bucket, hang
or ride on the arm, or ride as an additional person in the cab.
Excavators have only one seat which is meant for the operator.

➢ Excavators with known operational malfunctions must be tagged
and removed from service.

OSHA Standard 1926.21(b)(2) The employer shall instruct each employee in the recognition and avoidance of unsafe 
conditions and the regulations applicable to his work environment to control or eliminate any hazards or other 
exposure to illness or injury.
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An excavator operator died after being struck in the chest by a section of 16-inch gas pipeline.

Two excavator operators were using a tandem lift procedure to transport a 128-foot section of the pipe from a
construction area (top of hill) to an installation area (bottom of hill). Both excavators were attached to the pipe with
slings, approximately 20 feet from each end of the pipe.

During maneuvers to begin the transport the pipe suddenly plunged through the front windshield of one of the
excavator cabs striking the operator in the chest.

After emergency personnel arrived the operator was pronounced dead at the scene.

Because of the complexity of the maneuver being 
attempted, this incident could have been prevented with 
the preparation of a documented lift plan that ensures 
the pipe wouldn't swing directly in front of the cab.

➢ Confirm there is a written procedure in place for a 
safe work method for tandem lifting operations and 
that excavator operators review and understand the 
plan before starting the lift.

➢ Ensure that the equipment being used provides the 
highest level of physical protection for the operators 
and is the most appropriate for the work being done.

Tandem lifts with excavators should be treated as critical lifts because they require the use of two or 
more excavators/cranes, and a lifting plan should be developed and discussed prior to such lifts.

NIOSH FACE Report 2013-05
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A worker died after being struck by excavator bucket.

Workers were using an excavator equipped with a quick-disconnect bucket coupler to load concrete manhole sections
onto a truck. One worker was on the ground connecting the manhole sections to the excavator so they could be lifted
into the truck. During this operation the bucket suddenly disconnected from the excavator stick and dropped onto the
worker who was on the ground.

Emergency responders were called immediately but he was pronounced dead on site from blunt trauma to the head.

Examination of the excavator after the 
incident identified several operational faults 
that contributed to this preventable loss.

➢ Conduct an operational check of all 
excavator functions including cycling the 
coupler mechanism and curling the bucket 
to identify equipment malfunctions before 
workers are exposed to injury risks.

➢ Ensure workers on foot remain outside of 
hydraulic excavator swing areas and clear 
of attachments when using the machines 
for hoisting materials.

➢ Equipment fixtures and their operating 
systems must be installed according to the 
manufacturer’s recommendations.

NIOSH In-house FACE Report 2001-09
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Landscape construction worker killed after getting pinned against a steel beam.

While working alone and operating a mini-excavator (that did not have a protective cab) to dig out the crawlspace
underneath a house, a construction worker became pinned between the excavator and an overhead beam.

Emergency medical services were called after he was discovered later but it was too late, and the worker was 
pronounced dead at the scene.

Massachusetts Case Report 18MA001

➢ Only workers with required training 
are permitted to operate excavators.

➢ Ride-on equipment without a 
protective cab should not be 
operated in the vicinity of overhead 
obstructions.

➢ A policy that prevents employees 
from working alone in certain 
situations should be enforced.

➢ A job hazard analysis should be 
conducted before the start of each 
project and updated if there is a 
major change in the scope of the 
project.
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Mechanic killed by excavator bucket during maintenance.

The conveyor on a portable rock crusher had stopped working, and the mechanic and equipment operators were
working to raise the conveyor with the arm of a hydraulic excavator to get underneath. The mechanic stood on the
conveyor, 15 feet above the ground, to complete the task of rigging a chain to attach the frame of the conveyor to the
lifting eye on the excavator bucket – when the excavator boom suddenly dropped, swung, and crushed him.

The excavator operator had leaned forward for a better view of the mechanic working at the bucket, and when sitting
back down the pocket of his raincoat caught on the left-side control handle for the boom and activated it.

➢ Avoid wearing loose clothing when 
operating heavy equipment and store all 
tools and equipment outside the cab.

➢ Use a dedicated spotter in complex and 
limited sight lifts/picks.

➢ During lifting operations, those working 
near the point of operation should 
reposition themselves away from pinch 
points and the potential swing pivot area 
of machinery.

➢ Workers should be trained on the best 
safety practices in each role during lifting 
operations with heavy machinery, 
including operators, spotters, and riggers. 

Oregon Case Report 08OR001
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