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Injury Associated with Working Near
or Operating Wood Chippers

Description of HAZARD

According to the Bureau of Labor Statistics (BLS) Census of Fatal Occupational Injuries (CFOI),
11 workerslost their livesdur ing 1992 through 1997 whilework ing near mo bilewood chip pers. I n seven of
theincidents, thevictimwascaught by thefeed mech anismand pulled through the chip per knives. Thevic-
timsin four of theinci dentswerestruck by hoods (guardsthat cover therotat ing chip per knives) that sepa-
rated from the machines after being improperly opened or closed while knives were still rotating.

During 1998, theNational Insti tutefor Oc cu pational Safety and Health (NIOSH) receivedtwoaddi tional
reports of worker deaths from operating wood chippers. These incidents illustrate the two most common
causes of fatal injury: being fed through the chipper knives or being struck by the chipper disc hood. The
incidents were investigated as part of the NIOSH Fatality Assessment and Control Evaluation (FACE)
program.

Self-feeding mobile wood chippers commonly used during tree trimming operations consist of a feed
mech anism, knivesmounted onarotat ing chip per disc or drum, and apower plant. Treebranchesand trunk
sections fed manually into the machine’ sinfeed hopper are grabbed by the feed mechanism or chipper
knives. The chipper disc or drum rotating between 1,000 and 2,000 rpm cuts and propels wood chips
through the discharge spout usually into a chip truck. The housing containing the chipper disc or drum is
sectioned and includes a removable hood that allows access to machine components for maintenance.

Caught-By Hazard: Workersfeeding material into self-feeding wood chippers are at risk of being fed
through the chipper knives if they reach or fall into the infeed hopper or become
entangled in branches feeding into the machine.

Case Study: A 28-year-old groundsman died &f ter he
was caught and pulled into awood chip per. Thevictim
and two coworkers, a foreman and a climber, were
cleaninguplimbsaf ter pruningatulippoplarbehinda
townhouse. The coworkers were behindthebuilding
gathering loose branches while the victimwasinfront
operating the chipper. The cowork ersbegandragging
brush to the chipper. As the climber approached the
chipper, he saw the victim’s legs sticking out of the
infeed hopper. Investigators con cluded that thevictim
ei ther fell or reached into theinfeed hop per whilefeed
ing short branches. His hands were caught by the feed
mechanism, forcing his head and upper torso into the
chipperknives.




Struck-By Hazard: Workersareat risk of being struck by unlatched,improperly secured, ordamaged
or improperly maintained hoods that may be thrown from the wood chipper after
contacting the rotating chipper knives.

Recommendations for Prevention

To protect workers from being caught by the chip-
per feed mechanism, employers should ensure the
following:

® All safety devices and controls, such as emer-
gency shut-off devices, are tested and verified
tobefunctioningproperly beforethechipperis
used.

® Workers are trained in safe work procedures,
including operating wood chipper safety devices
and safety controls. These procedures should be
based on the manufacturer’ s recommendations
for each machine.

e At |east two workers are in close contact with
each other when operating the chipper.

® Workers wear close-fitting clothing, gloves
without cuffs, trousers without cuffs and
skid-resistant foot wear. Clothing should be
kept tucked in.

®* Worker's hands and feet remain outside the
infeed hopper.

Case Study: A 46-year-old laborer & a municipal
waste-management facil ity died af ter hewasstruck by
the flying chipper disc hood from an operating brush
chipper. He had been feeding material into a chipper
that had been converted to a stationary machine. He
had shut off the chipper to remove jammed material,
but opened the hood before the chipper disc had
stopped completely. The rotat ing disc hit the hood as
he opened it and toreit loose from its hinges. The hood

struck the victim in the head and chest. He died the
next day without regaining consciousness. Investiga-
tion showed that the hood hinges had been damayed,

alowing excessive side movement as the hood was
swung open.

® Workers feed brush and limbs into the infeed
hopper butt end first.

* Workers feeding material are positioned at the
side of the machine to alow quick operation of
the emergency shut-off device and minimize
risk of entanglement in branches. Because of
differences among machines, the manufac-
turer’s operating manual should be consulted
for guidance. Safe feeding of some disc-type
chippers requires the worker to be on the right
side.

® Workers walk away once the feed mechanism
has grabbed the material.

® Workerslay short material ontop of longer ma
terial that is feeding or use alonger branch to
push it through the infeed hopper.

® Workers load small raked-up material such as
twigs and leaves directly into the chip truck or
in trash cans or bags instead of feeding it into
the chipper.



* \Workerskeeptheareaaround thewood chip per
free of tripping hazards.

® Workers wear hard hats, eye protection, and
hearing protection.

To protect workers against being struck by flying
hoods covering chipper discs or drums, employers
should ensure the following:

® Wood chip persarein spected eachwork ing day
before startup for defects such as broken or
missing hood latches and pins or cracked and
worn hinges. Bro ken, damaged, or missing ma
chine components should be repaired or re-
placed before the machineis placed in service.

® The hood covering the chipper knives is com-
pletely closed and latched according to manu-
facturer’ srecommendationsbefore starting the
machine.

® Beforeprocessingmaterial andunlesstheman
ufacturer recommends otherwise, the machine
isrun at the low est possi ble speed whilework-
erslistenfor noisethat mightindi catebrokenor
loose machine parts. If unusual noise is de-
tected, themachine should be shut downim me
diately and evaluated by a competent person. I
necessary, the machine should be repaired be-
fore being placed in service.

¢ Allinter nal machine partshave cometoacom:

pletestop beforethehood cov eringthechip per
disc or drum is opened.
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For More Information

NIOSH encourages employers and workers to
consult ANSI Z133.1-1994, American National
Standard for Tree Care Operations—Pruning,
Trimming, Repairing, Maintaining, and Removing
Trees, and Cutting Brush—Safety Requirements,
for additional information.

To obtain more information about this hazard or
other work place hazards

—call NIOSH at 1-800-35-NIOSH
(1-800-356-4674), or

—visit the NIOSH Web site at
http://www.cdc.gov/niosh.html

The FACE Program is conducted by NIOSH. The
objective of the program is to identify work situa-
tions at high risk for fatal injury and formulate and
disseminate prevention strategies to those who can
intervene in the workplace.
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