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From: "Eubanks, Cynthia M. (EUB) " <eub@bechteljacobs.org> 
Subject: Lesson Learned: Forklift Overturns 
 
The following Bechtel Jacobs Company, LLC Lesson Learned is being distributed to emphasize the 
importance of documented preventive maintenance and awareness of potential hazards in the work 
environment.  It is being disseminated for potential generic implications, as similar situations could 
occur at other facilities. If you have any questions, please contact Emily Blasdel at (502)441-5163, or by 
e-mail at ejd@bechteljacobs.org. 
 
Cynthia M. Eubanks 
Performance/Quality Assurance Org. 
Bechtel Jacobs Company, LLC 
Phone: (423)576-7763 
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TITLE: Forklift Overturns 
 
IDENTIFIER: L-1998-OR-BJCPADER-1001        DATE: October 19, 1998 
 
LESSONS LEARNED STATEMENT: Preventive maintenance on vendor-supplied equipment should be 
closely tracked to ensure that appropriate steps are taken to maintain equipment in safe operating 
condition. The vendor should be required to furnish copies of service reports for each service performed 
on rental equipment. In addition, forklift operators should be aware of possible hazards in the work 
environment and choose the safest pathway. Integrated Safety Management System (ISMS) should be 
effectively implemented. 
 
DISCUSSION: On 7/20/98 at approximately 0915, a forklift overturned onto its side while an operator 
was moving a stack of wooden pallets outside the west end of the C-746-A and C-746-B waste storage 
facilities at the Paducah Gaseous Diffusion Plant. In the process of off-loading ten pallets from a flat-bed 
truck, an operator was backing up on a gravel road in order to position the forklift to set the stack of 
pallets down at a desired location. After the brakes were applied, the forklift skidded approximately two 
feet to the edge of the gravel surface and then onto the soft shoulder. The forklift then slid down into a 
shallow ditch, tilted and fell over onto its side. The right front wheel left a skid mark indicating the brake 
was applied. The forklift was equipped with a roll cage, and the operator was wearing a seatbelt at the 
time of the incident. He was uninjured, as shown by examination at the plant medical department, after 
which the operator was released to return to work. There had been no indications of brake problems 
before the incident. A 
required, pre-operational check prior to placing the forklift into service was performed and no 
deficiencies were noted. This forklift had brakes located on the front tires with the rear tires serving to 
steer the vehicle.  



 
    The other operator did not see the accident happen, but heard a loud noise as the lift fell on its side. 
He ran over to the lift and assisted the forklift operator out of the lift from the right side door. The 
operators contacted their immediate supervisor who arrived at the scene at approximately 0920 hours. 
After assessing the condition of the forklift operator, the supervisor then called the Plant Shift 
Superintendent (PSS) at approximately 0925 hours. The PSS responded promptly and took charge of the 
accident scene. Plant heavy equipment operators were called to the scene and were able to right the 
overturned forklift at approximately 1025 hours. The lift was removed from the ditch at approximately 
1230 hours and towed to the plant garage for inspection. Spill pads were placed in the ditch to absorb a 
small amount of diesel fuel which had leaked from the forklift while it was overturned. The forklift was 
taken out of service for inspection by garage personnel. The inspection revealed that there was 
hydraulic oil leaking in the brake drum of the left front wheel.  
 
ANALYSIS: Based on a written statement from the LMUS garage supervisor, the left front brake drum 
was contaminated with hydraulic oil resulting from a seal failure. In addition, the brake drum had dried 
oil on it, indicating the leak had begun prior to this workday but was not noticeable when the pre-job 
inspection was performed. This forklift had been in use just prior to this incident without indication of a 
brake problem. The root and direct causes of the incident were both determined to be a failed part. 
 
    Since the rear wheels were still on a hard surface when the skid mark began, if both brakes had 
functioned properly the lift would have been stopped before coming in contact with the soft portion of 
the shoulder and the incident would not have occurred.  
 
RESOLUTION/RECOMMENDED ACTIONS: The forklift incident, the need for hazard awareness and 
thorough pre-operational vehicle checks have been reviewed with Waste Operators. Stop work 
authority for maintenance problems has been reiterated. A program has been established to maintain 
preventative maintenance records for vendor-supplied heavy equipment. Safety Representatives have 
been assigned to field offices to provide oversight in monitoring safety processes.  
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FOLLOW-UP ACTION: Information in this report is accurate to the best of our knowledge. As means of 
measuring effectiveness of this report please notify Emily J. Blasdel at (502) 441-5163, e-mail at 
ejd@ornl.gov  of any action taken as a result of this report or of any technical inaccuracies you find. Your 
feedback is important and appreciated. 
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Performance/Quality Assurance Org. 
Bechtel Jacobs Company, LLC 
Phone: (423)576-7763; Pager = 873-6968 
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