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At national level, steady decline in workplace fatality rate
over the years (2015 — 2024)

Number and rate of workplace fatal injuries, 2015-2024
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Workplace fatal injury rate for Manufacturing saw a sharp
decline from 1.2 per 100,000 workers in 2023 to 0.5 in
2024

Caught in/between objects - Machinery

Worker dies after getting caught in food
production machine in Bedok factory

Sign up now: Got ST's newslotters dolivared to your inbox

Number and rate of workplace fatal injuries for Manufacturing sector, 2017 - 2024
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Driver struck by reversing lorry crane
. NO ' Of w orkplace Fatal InJ UTIQS Fatal In]u I'V Rate 3-Vear Ro"'" g Avera ge Rate On 18 January 2024, a lorry driver was struck by a reversing lorry crane (driven by another person)
when he went to the back of his own vehicle to close its tailgate. The driver was sent to the hospital,
where he passed away.

Source: Workplace Safety and Health Report 2024- National Statistics
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Figure 2: CCTV screenshot showing the accident scene.



Workplace major injury rate improved from 35.1 per
100,000 workers in 2023 to 28.9 in 2024

Number and rate of workplace major injuries for Manufacturing sector, 2017 - 2024
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Source: Workplace Safety and Health Report 2024- National Statistics

Note: Top injury types for major injuries include crushing, fractures, amputations, burns
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Top contributor to major injuries was the Construction
sector followed by the Manufacturing sector with 123 major

injuries.

Number of workplace major injuries by industry, 2017 - 2024
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Construction + Manufacturing sectors collectively
accounted for 46% of the total major injuries in 2024
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Common causes of fatal and major injuries in 2024 for
Manufacturing industry were due to Machinery Incidents
and Struck by Falling Objects

Common incident type (cause) for fatal and major injuries in 2024
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Struck by Falling Objects

Machinery Incidents

Type A: Higher fatality risk
Type B: Lower fatality risk

? 4
Falls from Height 8 Slips, Trips & Falls 36
Caught in/Between Objects 6 Exposure to/Contact with Extreme 6
Temperature
Vehicular Incidents 6
Struck by Moving Objects 4

Tump

Common root causes

Accident Common incident
Root causes Common occurrence
types agent
. No machine guarding, no Lock out, Tag out
Nics G lnad g ate (LOTO) procedures, ineffective or
control measures or :
safely procedures uncoordinated work processes between two or
more interrelated machines leading to accident
Not following LOTO procedures, bypass of indusuin mac.hlr‘nes
p . X . (Saws, Transmission
Machinery  Non-compliance to  safety interlocks, lack of in-house on safe 5
: ; : A machines e.g. Belts
Incidents safety measures machinery use, removal of machine guarding "
: 5 : gear chain pulley,
without reinstating ?
meat grinders)
Wearing hand gloves, loose fitting clothes, or
Unsafe behaviours  untied long hair when operating machines with
by workers exposed rotating parts, resulting in
entanglement accidents
No or lack of safety Unsecur.et.i items _plaf:ed at hel_ght Poor/ Cranes, Strixtines
measures unsafe lifting or rigging techniques
Materials stored on
metal storage racks :
: ; Materials may fall off from the metal storage
puicely e tioitg racks durin {oadin / unloadi operationgs Satage e
Falling shrink wrapped or 9 9 )
Objects secured
Loose articles stacked above the guardrail :
: 3 : Mezzanine
Improper storage height without any means of securing, near -
: ; ; 5 floor/staircase
of materials edges of mezzanine flooring or staircase landing

landing

Source: Workplace Safety and Health Report 2024- National Statistics
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Enforcement
indings

Areas of
oncern

4



Enforcement actions were most commonly issued for
unsafe storage practices, lack of machinery safety, and
unsafe MHE operations

Top 5 Contraventions in 2024

Unsafe storage practices  [RR—— 2.2 )
Lack of or adequate machine guarding _ 12.7%

% of 1
Unsafe/Poor Material Handling Equipment condition _ 7.8% > 50 o ot
actions issued
Lack of or inadequate Risk Assessment I oo
Unsafe management of electrical hazards I o j

"
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Common
misconception
This lathe machine
never came with guard
anyway. Working like - 2l
this for a long time, ' 4
nothing will happen ...

Common misconception
Removed interlock feature
and machine door so easier to
get a better view of workpiece
and for easy adjustment....
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Unsafe use of CNC machine with the enclosure door removed

<ot
P

Unguarded lathe machine in use (/
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Machinery safety

The Manufacturing sector remains amongst the top contributors to major
injuries in Singapore, with machinery incidents being the top cause for the
past few years.

To prevent machinery-related incidents, employers, workplace occupiers,
machine owners can:

* \Verify the safety of the machines through an inspection company. This inspection
programme (scan QR code) verifies if machines used at workplaces meets industry
safety standards.

* Install machine guarding, follow Lock out, Tag out (LOTO) procedures, and coordinate
operations when multiple machines are involved.

* Reinstate any removed safety features, use safety interlocks, and provide workers
with regular in-house training on machinery safety.

* Encourage safe behavior among workers

‘ﬁf

QR code for inspection
programme for Safe

Machines .
Damaged Guard Ineffective Guard (// 11



Storage practices

Struck by falling objects was identified as one of the common causes of fatal
and major injuries in 2024 for Manufacturing industry. Key root causes were
due to improper material storage, unsecured items placed at height, etc.

Occupiers and employers can improve storage practices at their premises by
ensuring :

» storage racks are structurally stable and designed with the intended use in mind

» safe working load of the storage racks are prominently displayed

* good storage practices (shrink wrap and strap cargo to pallet, load within safe limits,
store heavier items on lower tiers etc.)

Unsafe stacking

Damaged racks (// 12



Common
misconception
It’s ok to stand on a
platform lifted by a
forklift!

Common misconception
It is quicker for us to
assemble the racking
structure this way,
instead of using MEWP!

Trained F i ‘
opera

, -

| coworierz

W

Unsafe Rack installation at manufacturing company premises
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MHE Operations

* Ongoing trend of unsafe forklift operations and poor maintenance of
forklifts and MHE at manufacturing companies.

|
i

r—

7 individual SWOs had been issued to forklift operators for unsafe
operation of forklift since Jan 2025.

Untrained operator can gain
» To further reinforce safe forklift operation, MOM is mandating all forklift ~ ©asyaccess to MHE key
operators to complete refresher training.

* By 1 January 2027, all operators must attend Forklift Operator Refresher
Training every three years after completing the initial WSQ Operate Forklift
Course. For more details, refer to MOM'’s circular (scan QR code)

Forklifts used as lifting
platforms

Lifting
jib

Forklift attachments not approved
by forklift manufacturer/supplier

QR code for MOM'’s
circular on forklift

(// 14
Missing forklift seatbelt or
operator not wearing at all



Accident Case
studies
&
Learning
Points
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cooling machine

Case study 1— Machinery hazards — =
- r ] =

—

Accident happened in
the conveyor system
inside the cooling
machine

What happened?

* Machine involved gradually cools down processed minced meat
product by moving them from the inlet of the machine to the
outlet via 7 layers of metal wire mesh conveyor belt located one
above the other within the machine.

* The injured person was tasked to wash off any remnant product
inside the conveyor system of a cooling machine at the end of its
production cycle.

* Injured person noticed a piece of product stuck on a rotating
sprocket and used his bare hand to remove it without first turning
off the machine

* The injured person’s thumb and index finger were crushed by the
rotating sprocket and chain.

* Both his thumb and index finger had to be amputated.
16

Re-enactment of hand position when accident happened



Case study 1 — Machinery hazards

What went wrong?

* Injured person did not stop the conveyor system before removing
any foreign object.

Water
Spray Gun

 The rotating sprockets and chains of the machine had not been
guarded.

e Company RA and SWP did not provide instructions to clean the
machine safely. Injured person was trained on the job by senior
workers who carried cleaning works in the same manner.

e Lock Out Tag Out (LOTO) was minimally implemented only for
maintenance or repair works and not extended to other works such
as cleaning etc.

 Machine manufacturer’s user manual mentioned “to switch off the
machine and turn off its power supply before cleaning”, however, it
was not included in company’s Safe Work Procedure (SWP).

Injured Person’s left index finger and thumb amputated (// 17



Case study 1— Machinery hazards

Learning Points

Company need to review and align processes in accordance with
manufacturer or supplier’s manual and the relevant Approved Code of
Practice (ACOP) and Singapore standards (SS)

Establish and communicate Risk assessments and Safe work procedures
(SWP) for work to be done safely

Provide supervision to enforce safe work practices and procedures
Consider technology where machines are self cleaned to minimize human

intervention, safety interlock or install effective machine guarding for
dangerous parts

Initiate feedback channel for employees to report unsafe work activities

or pra ctices Post accident - LOTO implemented for maintenance or repair works
and also, for cleaning works that require removing any foreign object
from machine

4



Case study 2— Machinery hazards

| Moveable platen I* =

Hydraulic
clamping
cylinder

Fixed platen [——

cylinder housing

Hydraulic clamping

moulding machine involved in the accident

4 C-Frames

Cylinder cover

What happened?

The Deceased and his co-workers were engaged by
the Occupier to carry out repair works on a plastics
injection moulding machine.

As part of the repair works, the Deceased had to
remove a component of the machine that was
secured by multiple bolts.

The Deceased placed his head between fixed
(lower) and movable (upper) platens to remove 2
bolts securing the component . The movable platen
dropped within seconds after he removed the
bolts, pinning his head against the fixed platen.

"
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Case study 2—

Man's death after machine part fell on his head
ruled as misadventure by coroner

Sign up now: Get ST's newsletters delivered to your inbox

* Company was charged and fined $175,000 for failure to fulfil its duties as
employer.

COURTS &

CRIME

* |Implement adequate safety measures such as placing wooden blocks
between machine components that could have prevented the accident.
This was not included as a control measure in employer’s RA and or even

T P e cited in SWP although possible collapse of component was foreseeable.
——— A T ey * The on-the-job trainings provided to Deceased were unstructured (i.e.
prh;mppmpr;mm”:“:e there was no proper training and assessment framework). Deceased had
A coteague ana IS workers e rescuehimbut fied. positioned his head between the platens from time to time during work.
e oy e Qb oo Co-worker was of the view that doing this was necessary to observe the
U, bolts. This demonstrates that both co-worker and the Deceased had not
e I e e e confgmon e been adequately trained to understand the safe manner of works.
e e e o v ot s e O e o
On that occasion, wooden blocks were placed between parts of the machine, ,/ 20

This safety measure was not stated in -s risk assessment at that time, the coroner added.
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Engagement and Outreach Efforts

Building WSH capability among the SMEs

Develop collaterals to )
disseminate to the Mfg industry
on the changes

Increase WSH awareness and build WSH capability for the Mfg SMEs.

Organised seminars, forums, consultation sessions and focus groups
discussion through the following:

i. Pre-caster and Reinforcing Steel Association
ii. Food, Drink Allied Workers’ Union

iii. United Workers of Electronics and Electrical Industries
iv. NTUC WSH Committee

WSH Guidelines for Combustible Dust launched in a forum organised
by SCIC, ASPRI and SMF

Enhanced safety measures for higher-risk machineries document
Pictogram for Safe Machine Startup

Tripartite Alliance for
Workplace Safety and Health

000
¢ WSHCOUNCIL

W
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Engagement and Outreach Efforts

Increasing WSH awareness through campaign initiatives

e Platform to invite C-suites to share and learn from each
other.

e Organised by SNEF, in collaboration by NTUC, SMF, Micron
and supported by MOM and WSH Council

e To showcase how requiring bizSAFE or equivalent safety
credentials as procurement requirements have made their
business safer and thus improve operational productivity.

Organised by:

SNEF

000
® WSHCOUNCIL

Tripartite Alliance for
Workplace Safety and Health

In collaboration with:

ntuc @ micron

Supported by:

4
'Q SHCOUNCIL ’//M?r:m
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Why is WSH Important for Business?

Moral Business Efficiency and
Obligation Reputation Productivity

Absenteeism Operational Legal
& Healthcare Loss Liabilities
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