.O STATE OF NEW YORK
DEPARTMENT OF HEALTH

FATALITY ASSESSMENT AND CONTROL EVALUATION

Part-Time Farm Worker Dies During Tractor Overturn
Case Report: 02NY023

SUMMARY

On Tuesday, April 16", 2002, a 72-year-old part-time farmer died as a result of a tractor overturn.
The victim had been brush-hogging the outer edge of a pasture when the tractor was driven onto an
embankment that gave way, causing the tractor to roll over. The tractor rolled down the
embankment, crushing the operator during the initial 180 degrees of rolling. His brother, who heard
the crashing sound of the tractor rolling down the embankment, discovered the victim soon after
and had someone call the emergency squad, which responded within minutes. The county coroner
was called and pronounced the victim dead at the scene.

New York State Fatality Assessment and Control Evaluation (FACE) investigators concluded that

to prevent similar incidents from occurring in the future, the following recommendations should be

followed:

o Equip all tractors with rollover protective structures (ROPS) and a seatbelt;

o Evaluate the terrain prior to beginning an operation with a tractor, and mark hidden hazards
for visibility;

e Provide workers with age appropriate tasks.

INTRODUCTION

The New York State FACE program received notification of an agricultural related fatality through
a newspaper article. This incident involved a 72-year-old male farm worker who was operating a
tractor with a brush-hog attached to a three-point hitch. He was cutting a pasture near an
embankment when the overturn occurred resulting in fatal injuries.

An investigation was conducted by a FACE investigator, who is an agricultural engineer. A site
visit was conducted on Thursday, July 25™, 2002, with a visit to the location of the incident and
additional discussion with the State Police investigators. Prior to the site visit, information was
collected from media reports, visitation with the attending coroner and through reading the
investigation reports of the New York State Police.

The victim had been involved in agricultural work his entire life, owning his own dairy farm the
majority of his lifetime. After he sold his dairy farm, he continued to work part-time for



neighboring farmers and for the past year had been employed as a part-time worker on a nearby
small dairy farm.

INVESTIGATION

On Tuesday, April 16", 2002, the part-time farm worker was brush-hogging pastureland located a
few miles from the main farm in an effort to keep the weeds down in this pasture area. On this
particular day he was brush-hogging utilizing a 1970 Massey Ferguson 175 tractor with a six-foot
woods brush-hog on the back to cut down the taller weeds on the outskirts of the pasture land.

At approximately 1:00 pm, the farm worker was brush-hogging up a side hill at the edge of the
pasture and had made one pass up a farm lane to the top of the hill and returned to the bottom. He
then turned around and was brush-hogging an adjacent six foot wide path next to the original pass.
As he neared the top of the slope, he attempted to turn the tractor around in a loop configuration to
return down the hill. As he turned to the right, the right side of his tractor came dangerously close
to a thirty-five foot drop embankment that descended at a 75 degree angle (see Photo 1). This
embankment had been created by erosion from the nearby stream that was located at the bottom of
the embankment. Over time the stream had eroded the steep bank, resulting in the bank being cut
back in towards the pasture slope. There was no vegetation growing on this cut-away embankment,
and in fact the erosion had caused the embankment to be cut back underneath the overhang of the
vegetation at the top. As the tractor’s right front tire passed over the overhang, the overhang gave
way allowing the soil to crumble down the embankment. The right front of the tractor fell down
over the embankment pulling the tractor and brush-hog down in a forward and right roll direction.
The tractor immediately rolled as it proceeded down this steep embankment and effected a complete
360 degree turn, rolling over on its right side, crushing the operator, and then continuing to roll until
it ended right side up in the streambed itself.
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The tractor operator was crushed in the initial 180 degree overturn, and as the tractor continued to
roll, the operator was left on the embankment with his body sliding down the steep embankment,
coming to rest at the bottom near the creek. The tractor’s impact in the streambed caused both the
right front and the right rear wheels to break off of the hubs of the axles.

The victim’s brother and his wife happened to live nearby, on the other side of the pasture from
where the victim had been working. They had heard the engine of the tractor running while he was
cutting the grass, and then heard a loud crash. Believing the farmer might need assistance, the
brother of the victim, his wife and the brother’s grandson traveled to the field location on their 4-
wheel ATV. As they neared the location, they could see the tractor and brush-hog sitting down in
the embankment and the brother of the victim immediately instructed his wife and grandson to call
911 while he went to investigate. The brother of the victim went down and discovered the tractor
was still running. He then saw the victim lying there, went to him, and observed that he had
sustained major injuries and was in serious condition. He went back, turned off the tractor, and then
waited by the victim. He could see that the victim was not conscious, and it appeared that the
victim was not alive at that time.

The volunteer emergency squad responded to the scene within ten minutes, as did the State Police
from the nearby State Police barracks. The attending emergency responders could not find any
signs of life in the victim. The county coroner was called to the scene and pronounced the victim
dead at the scene.

It appeared that as the tractor overturned down the bank, the operator remained in the operator’s
seat location. There was no rollover protective structure on the tractor or any other type of cab.
Therefore, as the tractor overturned the operator was crushed between the left rear fender of the
tractor, which was immediately adjacent to the operator’s seat and the ground. This scenario would
make sense since the tractor was rolling to the right and the operator would have a tendency to lean
to the left as the tractor was overturning. Upon overturn and contact with the ground, the operator’s
chest and back were crushed between the fender of the tractor and the ground. The ground at this
location of overturn contained many large rocks and so there was no give in the ground surface as
the tractor crushed the victim against this area. It is believed that the victim both misjudged the
distance of usable ground on which he could drive and where the embankment started. Also, the
fact that a few feet of ground gave way at the edge of the embankment contributed to the incident.

CAUSE OF DEATH

The cause of death was reported by the Coroner as massive crushing injuries to the chest and upper
body region.

RECOMMENDATIONS/DISCUSSION

Recommendation #1:Equip all tractors with rollover protective structures (ROPS) and a seatbellt.
[Note: Owners of older model tractors should contact their county extension agent, equipment
dealer, or equipment manufacturer to determine if retrofit ROPS and operator restraint systems
are available for their equipment. Such systems should be installed by the manufacturer or an
authorized dealer.]



Discussion: Preventing death and serious injury to tractor operators during rollovers requires the
use of ROPS and a seat belt. ROPS can either be a two-post, a four-post, or a design that is
incorporated into an approved ROPS cab. The rollover protective structure is designed to protect
the operator in the event of an overturn. A seatbelt is part of this ROPS system, which ensures that
the operator remains in the zone of protection in the event of an overturn. OSHA regulations
require that all tractors built after October 25, 1976 and used by employees of a farm which
employs 11 or more must be equipped with ROPS and a seat belt. In New York, many older
tractors (pre-1976) are in use on family farms and are used by the farm owner or used on farms that
have less than 11 employees and therefore do not fall under OSHA regulations. Given the steep
slopes and environmental conditions that deteriorate field roads in New York, all farmers should
voluntarily have their older tractors retrofit with a properly designed, manufactured, and installed
ROPS and seat belt. If the tractor involved in this incident had been fitted with a ROP and seat belt,
and the seat belt had been in use, this fatality might have been prevented. Retrofit ROPS kits are
available for the type of tractor involved in this incident.

Recommendation #2: Evaluate the terrain prior to beginning an operation with a tractor, and
mark hidden hazards for visibility.

Discussion: In this scenario the worker did not fully recognize the hazards of the bank and the safe
turning area in relation to the steep embankment. If he had inspected this area on foot prior to
operation of the tractor within this area he would have seen the unsafe area before driving into that
region.

Recommendation #3: Workers should be given age appropriate tasks.

Discussion: Reaction times due to advanced age may have contributed to a slower reaction in
operating the tractor in this hazardous location (Kenney 1982).
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The Fatality Assessment and Control Evaluation (FACE) program is one of many workplace health
and safety programs administered by the New York State Department of Health (NYS DOH). In
cooperation with NIOSH, the NYS DOH FACE program collects information on all occupational
fatalities throughout New York State (excluding New York City), evaluates specific types of
fatalities, and develops recommendations for prevention of future injuries. These recommendations
are distributed to employers, workers, and other organizations interested in promoting workplace
safety.

Additional information regarding the New York State FACE program can be obtained from:
New York State Department of Health FACE Program
Bureau of Occupational Health
Flanigan Square, Room 230
547 River Street
Troy, NY 12180
1-866-807-2130

www.health.state.ny.us/nysdoh/face/face.htm




	INTRODUCTION
	REFERENCES

