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wheel guards on the front and rear of all four wheels, a standard strobe 
light and a motion alarm to alert personnel that the crane was moving. At 
the time of the injury, the right front wheel was without guards, and the 
strobe light and motion alarm were not functioning.  

 
 
NOTES: There are a number of circumstances where the straddle crane operator 

must cope with a blind zone. This case illustrates the instance of an 
operation that requires the crane operator to make a lift in a situation the 
operator must rely upon a signalman. This situation creates the single 
most recurring blind zone.  

  These straddle cranes are also used by the railroads for handling 
containers in their intermodal yards and have experiences injuries from 
the blind zones.   
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Appendix A, Section 4(a)-2 
 
 

COURT AND CASE NUMBER: Circuit Court, Saginaw County, MI #82-08174 
NO-4 

 
DATE OF OCCURRENCE: June 12, 1980 
 
DATE COMPLAINT FILED: February 5, 1982 
 
EQUIPMENT/FACILITY: Straddle mobile gantry crane 
 
HAZARD: Blind Zone 
 
AVAILABLE HAZARD PREVENTION:  

♦ Separately functioning reverse signal alarms on each leg of 
the straddle crane 

♦  Improved mirrors to reduce the blind zone  
♦ UHF near object detector or closed-circuit TV 
 

SUMMARY OF OCCURRENCE: The injured worker suffered tissue damage 
when a mobile gantry crane backed over him. The crane’s reverse signal 
alarm was malfunctioning, and the blind zone did not allow the crane 
operator to observe the injured worker’s whereabouts.  

 
 
 
NOTES: HIFI has 15 documented straddle crane blind zone injuries and deaths.  
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Appendix A, Section 5(a)-1 
 
 

COURT AND CASE NUMBER: Circuit Court, County of Wayne, MI #93-305596 
 
DATE COMPLAINT FILED: February 23, 1993 
 
EQUIPMENT/FACILITY: Crane 
 
HAZARD: Unsafe access, fall from elevation 
 
AVAILABLE HAZARD PREVENTION:  

♦ Ladder or walkway as a construction specification 
♦ Train the construction manager on construction safety 

planning 
 

SUMMARY OF OCCURRENCE: The injured worker was riding the load line of a 
crane (holding onto the swivel hook) to enter/exit a work site. The worker 
slipped and fell, causing permanent damage to the lower half of his body. 
The employer was a large homebuilding developer. 
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Appendix A, Section 5(a)-2 
 
 

COURT AND CASE NUMBER: 17th Judicial Circuit, Broward County, FL #898-
28470-CO 

 
DATE OF OCCURRENCE: June 16, 1987  
 
DATE COMPLAINT FILED: 1988 
 
EQUIPMENT/FACILITY: 70 ton crane 
 
HAZARD: Access/fall from elevation 
 
AVAILABLE HAZARD PREVENTION:  

♦ Seat belt 
♦ Communication between truck driver and crane operator 
♦ Roll down window in crane cab 
 

SUMMARY OF OCCURRENCE: The injured worker sustained severe brain 
damage when he was thrown from the open cab of the truck mounted 
crane being driven to the work site with a latticework boom assembled and 
extended over the rear of the truck carrier. The crane operator remained in 
the cab so the boom could negotiate the narrow streets. When traveling 
down the freeway with doors open for ventilation in the hot June weather, 
the worker fell from the moving crane. A solid window in the door that 
could not be opened separately all contributed to this injury.  
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Appendix A, Section 5(a)-3 
 
 

COURT AND CASE NUMBER: Judicial Court, Duval County FL, #78-8735-CA 
 
DATE OF OCCURRENCE: July 29, 1975 
 
DATE COMPLAINT FILED: 1978 
 
EQUIPMENT/FACILITY: Mobile crane 
 
HAZARD: lack of access/ fall different level 
 
AVAILABLE HAZARD PREVENTION:  

♦ Provide access consistent with SAE recommendations 
 

SUMMARY OF OCCURRENCE: The injured worker fell when attempting to get 
off crane. Access was oily, and there was no clear route of access 
consistent with Society of Automotive Engineers (SAE) standards.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



   104 

 
 

Appendix B: Litigated Cases, Crane Hazards 
 

Appendix B, Section 1-1 
 
 

COURT AND CASE NUMBER: 3rd Circuit Court, Madison County, IL #66-L-575 
 
DATE OF OCCURRENCE: September 24, 1964 
 
DATE COMPLAINT FILED: August 11, 1966 
 
EQUIPMENT/FACILITY: Latticework boom crane 
 
HAZARD: Boom collapse during disassembly 
 
AVAILABLE HAZARD PREVENTION: 

♦ Provide a power hinge on the boom.  
 

SUMMARY OF OCCURRENCE: Worker was crushed by a falling boom when 
the support pins were knocked out during disassembly. He became 
paraplegic.  

 
 
DISPOSITION: Settled June 2, 1971 
 
NOTES: This was the first of some 65 similar cases referenced by HIFI 
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Appendix B, Section 1-2 
 
 

COURT AND CASE NUMBER: Cheery Hill, NY   
 
DATE OF OCCURRENCE: September 30, 1980 
 
EQUIPMENT/FACILITY: Truck-mounted latticework boom crane 
 
HAZARD: Boom collapse during disassembly 
 
AVAILABLE HAZARD PREVENTION: 

♦ Provide a power hinge on the boom.  
 

SUMMARY OF OCCURRENCE: The deceased worker was struck by a section 
of the crane boom when preparing to knock or actually knocking out 
connecting pins. Two bottom pins flew out some distance from the crane. 
The two top pins remained, and the boom scissored downwards, killing 
the worker.  
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Appendix B, Section 1-3 
 
 

COURT AND CASE NUMBER: Vernon, TX    
 
DATE OF OCCURRENCE: June 28, 1983 
 
EQUIPMENT/FACILITY: Latticework boom crane 
 
HAZARD: Boom collapse during disassembly 
 
AVAILABLE HAZARD PREVENTION: 

♦ Provide a power hinge on the boom.  
 

SUMMARY OF OCCURRENCE: The worker was killed during a boom collapse 
when the assembly pins were knocked out. Warning labels and 
instructional labels on proper pin removal had been painted over.  
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Appendix B, Section 2-1 
 
 

COURT AND CASE NUMBER:  191st District Court, Potter County, TX #689113 
 
DATE OF OCCURRENCE: June 21, 1985 
 
DATE COMPLAINT FILED: 1989 
 
EQUIPMENT/FACILITY: Mobile Hydraulic Crane 
 
HAZARD: Loss of stowed jib boom 
 
AVAILABLE HAZARD PREVENTION: 

♦ Redesign the boom connection with an automatic latch 
♦ Include markers to ensure that locking pins are aligned 

 
SUMMARY OF OCCURRENCE: A stored jib broke loose from the boom and 

landed on a worker. It was suspected that a large pin on the bottom 
portion of the crane arm to hold the jib in place was not correctly 
positioned. The improper position caused the bottom portion of the jib to 
dislodge, tearing the top portion of the jib loose.   
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Appendix B, Section 2-2 
 
 

COURT AND CASE NUMBER: US Eastern District, Southern Division, MI #88-
72677 

 
DATE OF OCCURRENCE: July 23, 1985 
 
DATE COMPLAINT FILED: 1988 
 
EQUIPMENT/FACILITY: Truck mounted crane 
 
HAZARD: Loss of stowed jib boom 
 
SUMMARY OF OCCURRENCE: The jib fell off, injuring a worker underneath it. 

The jib was defective because it had only one retaining pin. The injured 
worker was signaling the crane’s boom into place when the jib section 
suddenly fell off the main boom housing, crushing the worker.   
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Appendix B, Section 2-3 
 
 

COURT AND CASE NUMBER: Court of Common Please, Bucks County, PA 
 
EQUIPMENT/FACILITY: 20 ton crane 
 
HAZARD: Loss of stowed jib boom 
 
SUMMARY OF OCCURRENCE: A rigger was injured while storing the jib 

underneath the boom. The mast was raised 45 degrees. It was alleged 
that the pin broke and the jib swung out, hitting him on the head.  
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Appendix B, Section 2-4 
 
 

COURT AND CASE NUMBER: US District Court of South Carolina, Aiken 
Division Columbia # 1 04-21943-27 

 
DATE OF OCCURRENCE:  August 22, 2001 
 
DATE COMPLAINT FILED: August 2004 
 
EQUIPMENT/FACILITY: crane with a swing-away lattice attachment 
 
HAZARD: loss of stowed jib boom 
 
SUMMARY OF OCCURRENCE: The deceased was in the process of folding the 

jib boom back into the stow position when it became detached. He was 
struck by the falling jib and killed instantly. The process to store the boom 
was consistent with the instructions for pin placement and appeared to 
have been followed exactly.  
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Appendix B, Section 2-5 
 
 

COURT AND CASE NUMBER: Jefferson Circuit Court, Division 8, Louisville, KY 
# 99-CI-07293  

 
DATE OF OCCURRENCE: December 9, 1998  
 
EQUIPMENT/FACILITY: Flatbed mounted telescoping crane 
 
HAZARD: Loss of stowed jib boom 
 
SUMMARY OF OCCURRENCE: The operator thought he was had installed the 

stow pin properly while stowing the jib. The foreman had told him to put 
the pin in the latch and extend the boom to set the boom onto the boom 
support. When he started to set the boom onto the boom support, the jib 
fell and struck him in the head, killing him. No harnesses were available.   

 
NOTES: HIFI has a record of 13 similar cases.  
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Appendix B, Section 3(a)-1 
 
 

COURT AND CASE NUMBER: Circuit Court, First Circuit of Hawaii # 60589 
 
EQUIPMENT/FACILITY: Tower Crane 
 
HAZARD: Counterweight failure 
 
AVAILABLE HAZARD PREVENTION: 

♦ Failsafe lifting design for self-loading counterweight 
 
SUMMARY OF OCCURRENCE: The injured worker was struck by a falling 

counterweight which was improperly designed and failed.  
 
NOTES: The tower crane manufacturer should have had specific design specs 

for the design of concrete counterweights.  
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Appendix B, Section 3(a) 2 
 
 

COURT AND CASE NUMBER: 136th Judicial District, Jefferson County, TX #D-
109-669 

 
DATE OF OCCURRENCE: March 1978 
 
EQUIPMENT/FACILITY: 150 ton mobile crane 
 
HAZARD: Counterweight failure 
 
AVAILABLE HAZARD PREVENTION: 

♦ Failsafe lifting design for self-loading counterweight 
 
SUMMARY OF OCCURRENCE: A worker lost both legs at his groin when a 

counterweight fell on him. The crane was designed with self-loading 
counterweights that could only be lifted when on its carrying trailer. The 
counterweight had been placed on the ground so the trailer could leave 
the job site.   
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Appendix B, Section 3(b) 1 

 
 

COURT AND CASE NUMBER: US Court of Appeals, 4th Circuit, South Carolina 
at Columbia # 80-1388  

 
DATE OF OCCURRENCE: 1971  
 
EQUIPMENT/FACILITY: Truck-mounted crane 
 
HAZARD: Pinchpoint from counterweights 
 
AVAILABLE HAZARD PREVENTION: 

♦ Alternate safer design that does not create a pinchpoint 
between the counterweight and the crane’s truck bed 

 
SUMMARY OF OCCURRENCE: A crane operator was helping a crew move a 

truck-mounted crane. Barriers were taken down. He got on the far side 
and was struck by the moving counterweight. He was crushed to death.  
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Appendix B, Section 3(b)-2 
 
 

COURT AND CASE NUMBER: Superior Court of New Jersey, Law Division, 
Atlantic County, ATL-L-193-98 

 
DATE OF OCCURRENCE: August 19, 1996 
 
DATE COMPLAINT FILED:  
 
EQUIPMENT/FACILITY: Crane 
 
HAZARD: Pinchpoint created by counterweight 
 
AVAILABLE HAZARD PREVENTION: 

♦ Alternate safer design that does not create a pinchpoint 
between the counterweight and the crane’s truck bed 

 
SUMMARY OF OCCURRENCE: When returning the hydraulic oil cap, the worker 

was caught by the scissor effect of the counterweight and the top of the 
hydraulic oil tank. His injuries included: lost spleen, 3 feet of small 
intestine, a liver severed in half.  
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Appendix B, Section 4-1 
 
 

COURT AND CASE NUMBER: Superior Court, Maricopa County AZ C270075  
 
DATE COMPLAINT FILED: March 18, 1979 
 
EQUIPMENT/FACILITY: Bridge Crane 
 
HAZARD: Blind zone/ vision compromise  
 
AVAILABLE HAZARD PREVENTION:  

♦ Movement alarms, wheel guards, better mirrors 
♦ Closed circuit TV 

 
SUMMARY OF OCCURRENCE: A copper smelter laborer lost a leg and an arm 

when he was struck by a moving bridge crane. He was then thrown into an 
acid filled trench next to a gantry train track. The operator could not see 
the laborer below, and the laborer had no warning of crane movement. It 
was alleged that the manufacturer failed to provide an automatic travel 
alarm, cow-catcher (guard), or buzzer system on the crane leg to alert the 
crane operator to the laborer’s presence.  
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Appendix B, Section 4-2 
 
 

COURT AND CASE NUMBER: US District Court, District of MA #90-13096-N 
 
DATE OF OCCURRENCE: December 29, 1987 
 
DATE COMPLAINT FILED: 1990 
 
EQUIPMENT/FACILITY: Bridge crane 
 
HAZARD: Pinchpoint 
 
AVAILABLE HAZARD PREVENTION:  

♦ Railsweeps or cowcatcher (guards), lockout system 
 
SUMMARY OF OCCURRENCE: A 32-year old worker lost a hand when it was 

caught in a pinchpoint by a bridge crane that did not have any rail sweeps, 
guard on trolley travel, or lockout system  

 
 



 121

Appendix B, Section 4-3 
 
 

COURT AND CASE NUMBER: Circuit Court of Oakland County, MI #86-319-
384-NP 

 
DATE OF OCCURRENCE: August 30, 1985 
 
DATE COMPLAINT FILED: 1986 
 
EQUIPMENT/FACILITY: Bridge rail end stop (RR bridge crane) with two bolts to 

limit trolley travel 
 
HAZARD: Falling object 
 
AVAILABLE HAZARD PREVENTION:  

♦ Bridge rail end stop with two bolts to limit trolley travel 
 
SUMMARY OF OCCURRENCE: A worker was crushed by a third-tier assembly 

and hoist when it fell from the second tier, from which it was suspended, 
due to an inadequate one-bolt stop. The worker died from his injuries. It 
was alleged that a two-bolt stop was required.   
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Appendix B, Section 4-4 
 
 

COURT AND CASE NUMBER: Eastern District, Northern Division MI #84-CV-
9260 BC 

 
DATE OF OCCURRENCE: June 1981 
 
DATE COMPLAINT FILED: 1984 
 
EQUIPMENT/FACILITY: Overhead bridge crane 
 
HAZARD: Vision Compromise/ Blind zone 
 
AVAILABLE HAZARD PREVENTION: 

♦ Better mirrors 
♦  A travel alarm signal 
♦  Increased clearance  
♦ A lockout system 
 

SUMMARY OF OCCURRENCE: An electrician was crushed between a vertical 
roof support post and a passing overhead crane while working on elevated 
rails. He died of his injuries.  
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Appendix B, Section 4-5 
 
 

COURT AND CASE NUMBER: Maricopa County, AZ # C315922 
 
DATE OF OCCURRENCE: August 12, 1974 
 
EQUIPMENT/FACILITY: Bridge crane 
 
HAZARD: Powerline Contact/ No Safe Access 
 
AVAILABLE HAZARD PREVENTION:  

♦ Safe access for maintenance between crane rails 
♦ Guarded electrical conductors 
 

SUMMARY OF OCCURRENCE: A glass installer was electrically burned and fell 
when walking on the bridge crane rail en route from one bridge crane to 
another. Hazards included an alleged unsafe access route and unguarded 
live ele 
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Appendix B, Section 4-6 
 
 

COURT AND CASE NUMBER: 3rd Judicial circuit   
 
DATE OF OCCURRENCE: April 3, 1981 
 
DATE COMPLAINT FILED: 1981 
 
EQUIPMENT/FACILITY: Overhead bridge crane and trolleys in steel mill 
 
HAZARD: Inadvertent control activation/control confusion 
 
AVAILABLE HAZARD PREVENTION:  

♦ Better designed controls  
 

SUMMARY OF OCCURRENCE: An electrician got his hips crushed in a 
pinchpoint between the drive motor and the suspended trolley.   

 
 

 



 125

 
 

Appendix B, Section 5-1 
 

 

COURT AND CASE NUMBER: US District, Middle District, Louisiana #89-406 
 
DATE OF OCCURRENCE: April 24, 1988 
 
DATE COMPLAINT FILED: 1988 
 
EQUIPMENT/FACILITY: 308-ton self-erecting tower crane 
 
HAZARD: Boom disassembly 
 
AVAILABLE HAZARD PREVENTION:  

♦ Better disassembly procedure 
♦ Certification for a trained operator 

 
SUMMARY OF OCCURRENCE: The injured worker’s face was crushed when 

the boom collapsed while being folded into the travel mode. The pins had 
been prematurely removed. This self-erecting tower crane did not have 
written instructions in English. The only time assembly instruction was 
provided was hen the crane was delivered.  

 
NOTES: The development of mobile self-erecting tower cranes began in the mid 

1980s in Europe, where tower cranes are the crane of choice for building 
erection. A mobile self-erecting crane has distinct time-saving advantages 
over conventional fixed tower cranes. To be efficient requires design that 
ensures for an automatic rising and lowering under the supervision of 
someone trained as competent by the manufacturer.  
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Appendix B, Section 6-1 

 

COURT AND CASE NUMBER: Circuit Court of Franklin County, State of 
Missouri # 04AB-CC00055 Division II 

 
DATE OF OCCURRENCE: May 6, 1999 
 
DATE COMPLAINT FILED: February 3, 2004 
 
EQUIPMENT/FACILITY: Crane 
 
HAZARD: Killer Hook 
 
AVAILABLE HAZARD PREVENTION:  

♦ Safety swing/swivel hook 
 
SUMMARY OF OCCURRENCE: A worker lost his right leg when the D Ring on 

the lifting chain momentarily disengaged from the hook and lost control of 
the beam being lifted, causing it to tip. The hook, with a sheet-metal latch, 
can allow the D Rings to slip past.  
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Appendix B, Section 6-2 
 
 

COURT AND CASE NUMBER: US District Court, Western District of Washington 
at Tacoma 

 
DATE OF OCCURRENCE: May 28, 2007 
 
EQUIPMENT/FACILITY: Crane with strap hooks 
 
HAZARD: Killer Hook 
 
AVAILABLE HAZARD PREVENTION: 

♦ Strong safety latch for hook 
 
SUMMARY OF OCCURRENCE: The victim was struck by a falling fish tote 

basket. The lifting hook had not safety latch and that the strap fell out of 
the lifting hook and caused the tote to fall.  
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Appendix B, Section 6-3 
 
 

COURT AND CASE NUMBER: Court of Common Pleas, First Judicial District of 
PA No. 2542  

 
DATE OF OCCURRENCE: April 20, 1991  
 
EQUIPMENT/FACILITY: Digger Derrick 
 
HAZARD: Killer hook 
 
AVAILABLE HAZARD PREVENTION: 

♦ Safety latch  
 
SUMMARY OF OCCURRENCE: A worker suffered devastating personal injuries 

while operating a digger derrick. The sling holding a utility pole came out 
of an open-throated hook and the falling pole struck the worker on the 
head.  
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Appendix B, Section 6-4 
 
 

COURT AND CASE NUMBER: Unkonwn 
 
DATE OF OCCURRENCE: June 23, 1980 
 
EQUIPMENT/FACILITY: Bridge Crane 
 
HAZARD: Killer hook, vision compromise 
 
AVAILABLE HAZARD PREVENTION: 

♦ Hook with safety latch 
♦ Bridge crane travel alarm 

 
SUMMARY OF OCCURRENCE: A worker was killed when struck by the falling 

load from a bridge crane. The hook disengaged during a collision with 
another bridge crane. Neither bridge crane saw the other. The hook 
should not have disengaged upon impact.  
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Appendix B, Section 7 
 
 

COURT AND CASE NUMBER: Oklahoma City, OK 
 
DATE OF OCCURRENCE: January 12, 1991 
 
EQUIPMENT/FACILITY: Crane 
 
HAZARD: Two-blocking  
 
AVAILABLE HAZARD PREVENTION: 

♦ Anti two-blocking device 
 
SUMMARY OF OCCURRENCE: A worker broke his feet and ribs when working 

in a manlift suspended from the crane when the crane two-blocked. The 
load line broke, dropping the basket 19 feet.  
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Appendix B, Section 8-1 
 
 

COURT AND CASE NUMBER: 11th Judicial Circuit, Dade County, FL #83-3514 
 
DATE OF OCCURRENCE: October 21, 1981 
 
DATE COMPLAINT FILED: 1983 
 
EQUIPMENT/FACILITY: Crane 
 
HAZARD: Pinchpoint by carrier frame 
 
AVAILABLE HAZARD PREVENTION:  

♦ Increase space between rotating cab and carrier frame 
 
SUMMARY OF OCCURRENCE: The operator was crushed when he was caught 

in the back of the crane superstructure as it was turning in its tracks.  
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Appendix B, Section 8-2 
 
 

COURT AND CASE NUMBER: Minneapolis, MN 
 
DATE OF OCCURRENCE: January 15, 1984 
 
DATE COMPLAINT FILED: 1985 
 
EQUIPMENT/FACILITY: Truck crane 
 
HAZARD: Pinchpoint by carrier frame 
 
AVAILABLE HAZARD PREVENTION:  

♦ Increase space between rotating cab and carrier frame 
 
SUMMARY OF OCCURRENCE: An injured oiler was found bent over the carrier 

frame top and standing on the shelf created by the carrier frame. He had 
been crushed in the pinchpoint created by the rotating cab/counterweight 
and the carrier frame.  
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APPENDIX C: Litigated Cases of Aerial Lift Hazards 
 

Appendix C, Section 1(a) 
 
 

COURT AND CASE NUMBER: 319th Judicial District, Nueces County, TX #84-
7397-G 

 
DATE COMPLAINT FILED: 1984 
 
EQUIPMENT/FACILITY: Scissor lift 
 
HAZARD: Upset 
 
AVAILABLE HAZARD PREVENTION:  

♦ Even, hole free work surface 
♦ Outriggers extended 

 
SUMMARY OF OCCURRENCE: An electrician broke his hip when a scissor lift 

that was extended 15 feet off the ground upset. The wheel of the lift fell 
into one of several 4 ft by 8 in holes. Outriggers were not extended.  
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Appendix C, Section 1(b) 
 
 

COURT AND CASE NUMBER: 11th Judicial Circuit, Dade County FL #224243 
 
DATE OF OCCURRENCE: January 22, 1989 
 
DATE COMPLAINT FILED: January 1990 
 
EQUIPMENT/FACILITY: Scissor lift 
 
HAZARD: Upset 
 
AVAILABLE HAZARD PREVENTION:  

♦ Automatic outriggers 
♦ Interlock to prevent lifting until outriggers are in place 

 
SUMMARY OF OCCURRENCE: A worker was brain damaged when the 

personnel lift he was on upset from the wind.  
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Appendix C, Section 1(c) 
 
 

COURT AND CASE NUMBER: Superior Court, 3rd Judicial District, Anchorage, 
AK 3AN-91-2875 

 
DATE OF OCCURRENCE: April 12, 1989 
 
DATE COMPLAINT FILED: 1991 
 
EQUIPMENT/FACILITY: Scissor lift 
 
HAZARD: Upset during transport 
 
AVAILABLE HAZARD PREVENTION: 

♦ Warning system 
♦ Better designed trailer 
♦ ROPS/FOPS 

 
SUMMARY OF OCCURRENCE: A worker’s leg was injured during the loading of 

a scissor lift onto a trailer used by the Anchorage school district. The 
trailer was on a slight incline and the ramp was not square. The worker 
was backing the scissor lift up onto the trailer and the lift tipped over onto 
his legs.  
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Appendix C, Section 1(d) 

 
 

COURT AND CASE NUMBER:  Unknown 
 
DATE OF OCCURRENCE: December 13, 1976 
 
EQUIPMENT/FACILITY: Scissor lift 
 
HAZARD: Inadvertent activation of controls 
 
AVAILABLE HAZARD PREVENTION: 

♦ Dust-proof controls 
 
SUMMARY OF OCCURRENCE: The lift operator was crushed by lift actions 

caused by contamination of controls. The functionality of the control 
system was compromised by dust inherent to the plant in which he was 
working. Had the control and switching system been dust-proof the 
machine would have functioned as instructed.  
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Section entitled “Other Crane Hazards” and is several bullets down. The text is in 
the bullet that begins, “Self-raising mobile tower crane systems are often 
hazardous and require following a very complicated procedure.” 
 
This lack of distinction has caused confusion and stifled the use of self-erecting 
tower cranes in California. A tower crane collapse in San Francisco that killed 
five people and injured 21, following two tower crane collapses in 1981 and 1985 
in Los Angeles, sparked statewide regulations that now require a permitting 
process to erect a “tower crane.” 
 




