
 
 
 
 
 

 
 

 
 

 
 

 
  

 
 

 

TO: Director, National Institute for Occupational Safety and Health  
 
FROM: California Fatality Assessment and Control Evaluation (FACE) Program  
 
SUBJECT: An industrial washing machine operator died when pulled inside a machine while 

loading sheets. 

SUMMARY 

California FACE Report #01CA010 


A 28 year-old male industrial washing machine operator died when he was pulled inside a 
washing machine while loading sheets.  The loading procedure requires a series of buttons on the 
control panel to be depressed that maneuvers the machine in different positions. One of these 
buttons is called the “basket button” that, when depressed and released, allows the washing 
machine drum to rotate approximately three revolutions.  However, when the button is held in 
the depressed position, the drum will continue to rotate.  The loading procedure for sheets was a 
two-person function.  The supervisor was assisting with the loading of the first sling of sheets, 
and then left the victim to attend to another machine.  The victim began loading the second sling 
of sheets by himself.  Approximately five minutes later, the supervisor heard the victim yell and 
went to his aid. He found the victim inside the machine unresponsive. 
The CA/FACE investigator determined that, in order to prevent future occurrences, employers, 
as part of their Injury and Illness Prevention Program (IIPP) should: 

•	 

•	 

Ensure employees do not attempt to work alone for those types of loads that require two 
people. 

Consider changing the basket button to a switch that only allows the drum to inch 

forward with every activation. 


INTRODUCTION 
On November 8, 2001, at approximately 1:30 p.m., a 28-year-old male industrial washing 

machine operator died when he was pulled inside the rotating drum of an industrial washing 
machine he was loading.  The CA/FACE investigator learned of this incident on November 9, 
2001, through the County Coroner’s post mortem report.  On December 13, 2001, the CA/FACE 
investigator traveled to the victim’s place of employment and interviewed management 
personnel about the safety and training program, and the supervisor and witnesses who 
responded to the incident. Pictures of the work area and machine involved in the incident were 
also taken. 
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The employer of the victim was a large industrial plant that performs laundry and linen 
rental services. The company has been in business for over 70 years and had 250 employees on 
the payroll at the time of the incident.  There were approximately 70 employees in the plant 
when the incident occurred. The victim had seven years experience in his occupation and had 
been with the company for only three months when the incident occurred.  The victim had 
worked for the company in prior years and was a re-hire. 

The employer of the victim had a safety program and a written IIPP with the required 
elements.  There were machine-specific safe operating instructions written for employees to 
follow. Employees were also required to sign these documents stating they received and 
understood the instructions. Safety meetings were held monthly and documented.  Task specific 
and machine specific training was provided by the company supervisors and was documented.  
The type of training provided was classroom and on-the-job training (OJT).  Training was 
measured through testing and demonstration. 

INVESTIGATION 
The site of the incident was a large industrial plant that performs laundry and linen rental 

services. The industrial washing machine involved in this incident held 400 pounds of soiled 
linens, tablecloths, towels, washcloths, or sheets.  The smaller items usually could be handled by 
one operator, however, sheets and other large items usually required two workers to load and 
unload because of their bulk. The circular opening was 4 feet wide and was located in the front 
of the machine.  The circular door opened to the left.  The stainless steel drum was 4 feet deep.  
The machine operated in an upright position, however, it tilted backward to approximately 70-
degrees from horizontal for loading.  The floor around the machine was porous cement but wet 
from the machine.  The machine was also equipped with an emergency stop button located on 
the control panel directly to the right of the machine.  The emergency stop button was easily 
accessible and clearly marked. Also mounted on the side of the control panel was a button 
marked “basket”.  This button, when depressed, would tumble the drum approximately three 
revolutions to assist in the loading process.  Another button called the “water button” activated a 
flow of pressurized water, from a port located in the door opening at approximately the 2:00 
o’clock position, into the drum to also assist in the loading process. 

On the day of the incident, the victim reported to work at his usual time and went directly 
to his assigned work area and began performing his duties, which were to load and unload the 
washing machines.  At approximately 12:45 p.m., the victim and his immediate supervisor were 
loading a sling of sheets into the washer.  The victim was handling the sling of sheets and the 
supervisor was operating the “jog” button on the side of the control panel.  The first sling of 
sheets was loaded without incident.  As the second sling of sheets was being prepared to load, 
the supervisor was called away by an alarm in another area.  The victim began to load the second 
sling of sheets by himself. 

Approximately five minutes later, the supervisor heard the victim yell.  He, along with 
three other employees, went to the victim’s location and found him motionless inside the 
machine with his body tangled in a loop of sheets.  The supervisor stated the washer drum was 
not turning but he pressed the emergency stop button anyway, just to be sure the power was off.  
One of the other employees who responded ran to the office to call 911.  The paramedics 
responded within minutes and checked the victim for spontaneous respirations and pulse and 
found none. 
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CAUSE OF DEATH 
The cause of death, according to the death certificate was multiple blunt force injuries. 

RECOMMENDATIONS / DISCUSSION 
Recommendation #1:  Ensure employees do not attempt to work alone for those types of 
loads that require two people. 
Discussion:  The victim attempted to load the sling of sheets alone.  He activated the basket 
button, the drum rotated; he became entangled in the sheets and was pulled inside.  Supervisors 
need to assure that employees follow all rules and regulations involving safety.  Employers can 
ensure worker compliance with safe work practices through programs of training, supervision, 
safe work recognition, and progressive disciplinary measures.   

Recommendation #2: Consider changing the basket button to a switch that only allows the 
drum to inch forward with every depression. 
Discussion: When the basket button is depressed and released, the washing machine drum 
rotates approximately three revolutions.  Holding the switch in will allow the drum to continue to 
rotate until released. Changing the switch to a mechanism that would only allow the drum to 
inch forward with every depression would remove any potential hazard created with a rotating 
drum when the drum door is opened. 

References: 
California Code of Regulations, Vol. 9, Title 8, Article 67, Sections 4481 

Hank Cierpich 
FACE Investigator

Robert Harrison, MD, MPH 
FACE Project Officer    

************************************************************************ 

Laura Styles, MPH  
Research Scientist 

July 25, 2002 

FATALITY ASSESSMENT AND CONTROL EVALUATION PROGRAM 

The California Department of Health Services, in cooperation with the California Public Health 
Institute, and the National Institute for Occupational Safety and Health (NIOSH), conducts 
investigations on work-related fatalities. The goal of this program, known as the California 
Fatality Assessment and Control Evaluation (CA/FACE), is to prevent fatal work injuries in the 
future. CA/FACE aims to achieve this goal by studying the work environment, the worker, the 
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task the worker was performing, the tools the worker was using, the energy exchange resulting in 

fatal injury, and the role of management in controlling how these factors interact. 

NIOSH funded state-based FACE programs include: Alaska, California, Iowa, Kentucky, 

Massachusetts, Minnesota, Missouri, Nebraska, New Jersey, New York, Ohio, Oklahoma, Texas, 

Washington, West Virginia,  and Wisconsin. 


Additional information regarding the CA/FACE program is available from: 


 California FACE Program 

California Department of Health Services 


Occupational Health Branch 

850 Marina Bay Parkway, Building P, Third Floor 


Richmond, CA 94804 


EXHIBITS: 

01CA010 

Exhibit #1 


Front view of industrial washing machine involved in the incident 
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01CA010 

Exhibit #2 


Front view of industrial washing machine and control panel 


01CA010 

Exhibit #3 


View of industrial washing machine in tilt position with loading door open. 
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01CA010 

Exhibit #4 


View of the industrial washing machine’s rotating drum
 

01CA010 

Exhibit #5 


View of the laundry sling used to deliver laundry to the machine. 
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01CA010 

Exhibit #6 


View of the laundry sling in front of the industrial washing machine. 


0CA010 

Exhibit #7 


View of the laundry sling being unloaded into the industrial washing machine. 


7 



 

 

 

California FACE Report #01CA010 

01CA010 

Exhibit #8 


View showing two workers emptying laundry sling into tilted industrial washing machine. 


8 


	 
	SUMMARY 
	California FACE Report #01CA010 
	INVESTIGATION 
	CAUSE OF DEATH 
	RECOMMENDATIONS / DISCUSSION 
	References: 
	Hank Cierpich    Robert Harrison, MD, MPH 
	Laura Styles, MPH                                              July 25, 2002 
	FATALITY ASSESSMENT AND CONTROL EVALUATION PROGRAM 





