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Executive Summary 
 

This report 
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Introduction 
 

Elevators and escalators are potential sources of serious injuries and deaths to the general public 
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Figure 1.  Deaths related to work on or near elevators, by occupation, 1992-2009.  
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Although elevator constructors are divided roughly equally between construction and general 

industry, the majority (80%) of the deaths in this group affected employees of construction 

contractors. 
 

The rate of deaths of elevator constructors appears to have decreased in recent years. From 1992-

2002, elevator constructors working in the construction sector  had a work-related death rate that 

was more than double the rate of all construction workers: 29.1 deaths per 100,000 full-time 

employees (FTEs) compared to 13.6 deaths for all construction workers. Recent statistics from 

2006-2008 show that construction elevator constructors ha
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Figure 3.
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Additional Data Sources 

The National Institute for Occupational Safety and Health (NIOSH) investigates work-related 

deaths through its Fatality Assessment and Control Evaluation (FACE) reports 

(http://www.cdc.gov/niosh/face/). These reports are produced through investigations conducted 

by NIOSH researchers at the federal level of government and by state health department 

personnel tasked with investigating and assessing work-related fatalities at the state level. FACE 

reports include 45 elevator-related deaths from 1982, the year the FACE program began, until 

2010.  These deaths are consistent with BLS guidelines for inclusion in the BLS Census of Fatal 

Occupational Injuries reports and are included in the CFOI narratives. NIOSH FACE reports 

included: 

· 26 
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Labor Statistics data.  Information on non-occupational passenger-related injuries and deaths 

(e.g. children, or people using elevators at home or in a store) was obtained from CPSC National 

Electronic Injury Surveillance System data.   

 

Elevator Passenger Deaths 

 

Working passengers:  CPWR analysis of data from the Bureau of Labor Statistics showed 89 

elevator-related passenger deaths from 1992-2009 among people using elevators while at work, 

an average of five deaths per year (see fig. 4). These included supervisors/managers, clerks/stock 

handlers, janitors/cleaners and their supervisors, plus a wide variety of other occupations. Three-

fifths of these deaths involved falls, almost all the falls into elevator shafts, including 30 deaths 

occurred when an elevator door opened and there was no elevator car due to the car leaving the 

floor in question and the hoistway interlock or door closer failed mechanically or electrically. 

The “caught in/between” and “struck by” deaths mostly involved people getting caught in the 

elevator door or between the elevator and door or shaft. The “other” category included 6 elevator 

collapses. 
 

Figure 4. Deaths among elevator passengers while at work, by cause, 1992-2009.  
 

 
 

 

Source: Fatal injury data were generated by CPWR with restricted access to the U.S. Bureau of Labor Statistics 

CFOI Research File, 1992-2009 

 

 

Passengers not at work:  From 1997 to 2010, the CPSC reported 91 non-work related deaths of 

elevator passengers, about five deaths per year.  Falls caused over half the deaths (see fig. 5).  

About half the falls were to the same level (e.g. slips and trips), especially while exiting from 
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Rhode Island (1), South Dakota (1), Tennessee (1), Texas (3), Virginia (1), Washington (1), 

West Virginia (1), and Wisconsin (3).  The location/state of 2 passenger deaths was not recorded. 

Sixteen of the 91 deaths involved children of age 10 or younger.  
 

Figure 
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in the United States, the CPSC estimated that there were 0.221 accidents per escalator and 0.015 

accidents per elevator annually. In 2001, the CPSC estimated that there are 6,000 hospital 

emergency room-treated injuries associated with escalators each year (CPSC 2001). 

 

The CPSC estimated that 75% of the escalator injuries resulted from falls, 20% from entrapment 

at the bottom or top of an escalator or between a moving stair and escalator sidewall, and 5% of 

the incidents were categorized as “other,” including sudden stops of the escalator and reversal of 

direction. The “caught-in” incidents generally resulted in more serious injuries than did falls. Of 
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Recommendations 
 

The findings from this analysis of the major causes of elevator and escalator deaths and injuries 

resulted in the following recommendations. 

 

1. Use Adequate Lockout/Tagout Procedures 

 

More than half of the work-related elevator deaths were caused by either failure to ensure that 

elevator parts could not move while maintenance or repairs were underway or failure to de-

energize elevator electrical circuits. Many caught in/between, struck by and some fall deaths 

resulted from the inadvertent movement of elevator parts. These three types of failures also 

caused most of the work-related escalator deaths. 

 

Safe work practices mandate lockout/tagout when repairing and renovating elevators and 

escalators. Lockout procedures are part of OSHA’s standard for control of hazardous energy 
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Proper fall protection must always be used if there is a fall hazard (4 feet for general industry and 

6 feet for construction).
a
 If engineering controls are not practical, personal fall protection 

systems are required. Adequate anchorage points for personal fall protection equipment must be 

established, and workers must be tied off to them while working. OSHA also has requirements 

for the use of ladders (29 CFR 1926.1050, 1051, 1053, and 1060 and 29 CFR 1910.25 and 26).  

 

Temporary structures must be stable and strong enough to support the weight and activity of the 

worker(s). These structures 
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skills and training to carry out a job, but also incorporates elements to ensure the adequate safety 

and health of the worker engaged in the activity. Licensing for elevator-related professions 

usually involves both education and documented work experienc
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Annex 1. Examples of NIOSH FACE Summaries of Elevator- and 

Escalator-Related Deaths 
 

These examples are included to give detailed examples of the types of fatal incidents involving 

elevators and escalators, and recommended precautions.  

 

Maryland Division of Labor and Industry 

FACE Report 96MD05501 
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emphasizing the importance of recognizing and controlling hazards in the workplace. 

These procedures should include, but not be limited to, conducting hazard evaluations 

before initiating work at a job site and implementing appropriate controls. 

• Identify areas that may be hazardous to personnel, and restrict or prohibit the use of, or 

access to, these areas. 

 

California Department of Health Services 

FACE Report 94CA01401 

Elevator Maintenance Worker Dies from Fall in an Elevator Shaft in California 

 
SUMMARY 

A 34-year-old white, non-Hispanic, male elevator maintenance worker (the victim) died after 

falling approximately 30 feet into an elevator shaft. At the time of the incident, the decedent and 

two coworkers were pulling a hydraulic piston out from the bottom of the elevator shaft so that a 

new liner could be installed. Prior to performing this operation, the workers had installed an 

electrically powered, base-mounted capstan (a revolving barrel on a vertical axis for winding 

cable) or cathead in the bottom of the elevator shaft which was to be used as a hoist to lift the 

piston up to the top of the shaft. Co-worker #2 had been sent to the fourth floor so that he could 

inform the other workers when the piston reached the top of the shaft. The victim was working 

from the first floor and co-worker #1 was at the bottom of the shaft. Co-worker #2 yelled when 

the piston hit the top of the elevator shaft but his co-
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• The elevator service company should develop procedures for isolating the power source 

of elevators that protects employees from contact with hazardous energy when entering 

pit areas. 

• 
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the gate. (7/31/02, Monmouth County, NJ) 

• Man, age 54, fell from elevator that stopped 5 inches short of level floor, contusing 

both knees (2/14/03). 

 

Workers’ Compensation Board of British Columbia 
www.worksafebc.com  

 

Hazard Alert 03-05: Young worker injured in elevator shaft 
Industry: Service 

Age: 20 years  

Area: Lower Mainland 

A first-year elevator apprentice was working inside an elevator shaft of a building under 

construction. This young worker was not aware that an elevator in this shaft was still being tested 

for operation by an elevator mechanic working in the elevator machinery room. The young 

worker was squeezed into a 6-inch space when the elevator car moved from one floor to another. 

He sustained bruising to the back and front of his torso. An accident investigation revealed that 

the workers did not communicate with each other and did not follow lockout procedures. The 

young worker had not received adequate instruction and training. The activities of the workers 

had not been adequately supervised. 

 

Safe work practices:  
• The employer must ensure that all workers are adequately trained, instructed, and 

supervised in the safe performance of their duties.  

• Lockout procedures must be followed when working inside an elevator shaft.  
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