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Supervisor got tell me
not to stand on forks

| was careless and | got
caught

I’'m a trained forklift
operator. Am aware
this is risky




What iSiconsidered as Work at height?

It means work:

 In an elevated workplace

 Near a floor opening

 Near an open edge

 On a fragile surface

 Any other work environment that poses a fall-
from-height or fall-into-depth risk

Where a person would be injured due to the distance
of the fall



Unfortunately, we are still seeing basic lapses that
resulted in Fall from Heights (FFH) fatalities!

Fall From Height Workplace Fatal Injuries in 1H2025

Work-at-height activities must be carefully managed, as falls from height can result in serious or fatal
injuries. In the first half of 2025, three workers died after falling from height.

The WSH Council reminds all companies to carry out site-specific risk assessments and put in place fall
prevention/protection measures before deploying workers to work at height.

Worker fell through floor opening

On 23 February 2025, two workers were carrying out housekeeping at a building under construction.
At the material time, the workers lifted a piece of plywood from the floor unaware that it was covering
a floor opening underneath. As they were moving away the plywood, one of the workers stepped
through the floor opening and fell about 3.9 metres to the ground below. The worker was sent to the
hospital where he died four days later,

Figure 1: The floor opening through which the worker fell.

Figure 2: The piece of plywood that covered the floor opening.

Company director died after falling off a ladder

On 15 May 2025, the director of a landscaping company was using an A-frame ladder to access the
roof of a private dwelling from its third storey balcony. During the process, he lost his balance, slipped
and fell from the top rung of the ladder before landing on the balcony. He was sent to the hospital
where he died the same day.

The ladder used was two metres in height and the roof was three metres above the balcony. The
weather was clear and sunny at the time of the accident. The ladder remained upright after the
accident.

Figure 3: lllustration of how the accident occurred.

Top rung of
the ladder

Director who fell
from the ladder

A co-worker was

holding onto the
“™" ladder when the

director fell

Figure 4: The A-frame ladder used to access the roof.

Worker fell from steel tower

On 30 May 2025, a rope access technician had completed cabling works for a laser projector at the top
of a steel tower and was abseiling from a height of 14 metres when the anchorage rope he was using
snapped, resulting in a fall to the ground. He was sent to the hospital, where he was pronounced dead
on arrival.

The steel tower had a fixed access ladder with a vertical lifeline for ladder users to hook onto for fall
protection.

Figure 5: The scene of the accident.

Steel tower Laser projector

Location where
the worker
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At national level, steady decline in workplace injury
rate over the years (1H2021 — 1tH2025)

Number and rate of workplace fatal injuries, 1H2021 — 1H2025
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However, the number of fatal injuries for Construction
industry remains high. FFH continues to be leading
incident

Number of workplace fatal Injuries by industry, TH2021-1H2025
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Number of workplace fatal and major injuries for Construction
sector by incident risk type, 1H2024 — 1H2025
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FFH fatal injuries show an uptick from 1tH2024 to
1H2025

Workplace Fatal Injuries 1H2021 - 1H 2025
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Major injuries show gradual improvement over the years,

similarly for FFH major injuries
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MOM inspections showed marginal decline in the
number of WAH contraventions

Overall Non-Compliance Index (NCI) vs WAH-
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Common contraventions:
Working at building edge without fall protection
measure

N

Ministry of
'(/ Mg}:po&ler

10



Common contraventions:

Formwork/scaffold installation without fall
protection measures
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Common contraventions:
Working along pit with no edge protection
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Common contraventions:
Using unsecured ladders as access & egress
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Common contraventions:
Misuse of machinery to lift personnel
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Case Study #1: Fall from height from roof edge

What happened?

Deceased and his co-workers were tasked to remove the
existing water-proofing membrane on the roof, followed
by application of new coat of membrane

On the fateful day, he was cutting and scraping off the
existing membranes when he fell off the edge of the roof
which was 4.1m high

Deceased was conveyed to Khoo Teck Phuat Hospital but
subsequently succumbed to his injuries
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Case Study #1: Fall from height from roof edge

What went wrong?

Project manager did not supervise the workers at work or
give proper work instructions to carry out the work.

He did not ensure PTW system for the work at height
activity was implemented. Hence, he did not ensure
proper fall protection measures were put in place such as
anchorage points or lifelines provided for the workers to
attach their safety harness.

Although he has established safe work procedures, it failed
to address the risk of falling from height, and they were
also not communicated to the workers.

Penalties

Company was prosecuted and fined for failure to fulfil its
duties as Employer.

Project manager was prosecuted and jailed for negligent
act causing the death.

Deceased fell off from
here

Deceased and co-workers were around this area
cutting the existing membranes and scraping off the
remains at the start of the waterproofing works
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Case Study #1: Fall from height from roof edge

Accident could have been prevented if adequate measures are implemented

v" Conduct site inspection to identify workplace hazards, assess the risks and put in place control
measures to address the risks.

v’ Establish and implement Fall Prevention Plan to address the hazard of falling from height.

v Deploy workers who have received training on WAH.

Eliminate hazards where possible
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Wear safety harness when working at heights
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Case Study #2: Improper Use of Vehicle

What happened?

 Deceased and his co-worker were dismantling 13

CCTVs in the premises using scissors lift Position of

CCTV at
4.38m from
ground

e At the 8% CCTV, the scissors lift could not reach it
as there was a ramp. They decided to use a
forklift belonging to the occupier, without seeking
permission

 Co-worker operated the forklift and lifted up the
Deceased who stood on a wooden pallet held by
the forklift forks

B Location the
Deceased
landed after

« Deceased lost his balance and fell 2.6m to the the fall.

ground and sustained head injury

Ramp with an inclination angle of about 6°
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Case Study #2: Improper Use of Vehicle

What went wrong?

Deceased was a Director of the sub-contractor, who
instructed his co-worker to operate the forklift to lift
him up. Co-worker was a trained forklift operator

Forklift belonged to the occupier and the key was
inside the ignition switch of the forklift. Permission was
not sought to use the forklift.

RA and SWP for the activity on dismantling of CCTV
using scissors lift and use of forklift were not available.

Penalties

Occupier was prosecuted and fined for failure to fulfil
its duties as Occupier and Principal.

Co-worker was prosecuted and jailed for rash act
causing the death.

Forklift key
was not
removed from
the ignition
switch

Ground to

pallet:
2.6m
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Case Study #2: Improper Use of Vehicle

Learning points:

* Forklift is not designed to lift a person, but to lift goods for storing and retrieving from storage places as
specified by the manufacturer

 Manage and control access to all machine and equipment to ensure only authorised and trained person has
the access and allowed to operate them

 Duty as a Principal to ensure contractor engaged for work at the workplace has the expertise to carry out the
work, has conducted RA and implemented appropriate control measures before commencement of work

v' To reinforce safe forklift operation, MOM is s
mandating all forklift operators to complete
refresher training.

(1) Organisational
factors
(2) Unsafe supervision

v By 1 January 2027, all operators must attend
Forklift Operator Refresher Training every
three years after completing the initial WSQ (4) Unsafe acts
Operate Forklift Course. For more details, pl Swiss Cheese Model (accident-causation)

QR code for MOM’s refer to MOM'’s circular ( / Ministry of
circular on forklift Manpower

Accident
(3) Preconditions

for unsafe acts

20
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“ We must put this right.
| call on everyone
Involved — employers,
supervisors, and
workers — to take safety
at workplace seriously ...

... We have a
responsibility to keep all

)

b
our workers safe ...

then PM Lee Hsien Loong
9 May 2022

Recent spate of workplace deaths is 'far too many, and not
acceptable': PM Lee | The Straits Times



https://www.straitstimes.com/singapore/recent-spate-of-workplace-deaths-is-far-too-many-and-not-acceptable-pm-lee
https://www.straitstimes.com/singapore/recent-spate-of-workplace-deaths-is-far-too-many-and-not-acceptable-pm-lee
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