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Nature of Exhibit
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1
Copy of Letter from the Honourable Mr T McGrady dated 23/01/2001 
Mr J Tate

2
Letter from D/Coroner L N Lavaring dated 5/12/2000
“

3
Form 4 – Report Concerning Death by Member of the Police Service
“

4
Life Extinct Certificate 
“

5
Inventory of Property Taken Possession of by Police Officer
“

6
Form 8 – Order for Post-Mortem Examination
“

7
Form E – Post Mortem Examination Certificate
“

8
Form F – Coroner’s Certificate of Holding of Inquest
“

9
Letter from Daniel Hjalmar Pettersson (Medical Superintendent, Blackwater Hospital) dated 11/9/2000
“

10
Statement of Wayne Desmond Slee dated 24/9/2000
“

11
Statement of Paul Anthony Cracknell dated 15/11/2000
“

12
Statement of Mark Gerard McLachlan dated 14/11/2000
“

13
Fifty (50) Police Colour Photographs (Snr Const M G McLachlan)
“

14
Letter from Constable R J Butwell dated 1/9/2000
“

15
Letter from Chief Inspector of Coal Mines Mr Brian Lyne dated 30/8/2000
“

16
Letter from Mining Warden to Mr Michael Cunnion dated 16/2/2001

Letter from Mr M J Cunnion to Mining Warden dated 23/2/2001
“

17
Report to the Chief Inspector of Coal Mines
“

18
Mine Manager’s Accident Investigation Report
“

19
Folio of Police Photographs
“

20
Folio of Department of Mines and Energy Photographs
“

21
Visual Overview of Inspector Alcock’s Report
Mr J Tate

22
  Cook Resources Mining – Safety Management Plan Training
Mr P Roney

23
Place Changer Operational and Safe Work Procedures
“

24
Cook Resources Mining Pty Ltd – Training and Other Records (Volume 1 and Volume 2)
“

25
 Cook Colliery Attendance Record for Hazard Management Plan Training
Mr P Roney

26
Letter from Joncris Sentinel Services  to Mike Cunnion dated 1/8/2000
“

27
Statement of Wayne Koch
Mr J Tate

28
Statement of Gary Dalbusco
“

29
Marked Plan by Witness Gary Dalbusco
Mr P Roney

30
Statement by Darryl John Warwick
Mr J Tate

31
Marked Plan by Witness Darryl Warwick
Mr P Roney

32
Statement of Rex Sandilands
Mr J Tate

33
Statement of David Anthony Gadsby
“

34
Statement of Gregory Raymond Meredith
“

35
Statement of Ronald Glen Page
“

36
Statement of Alan Glyndwr Evans
“

37
Statement of Iain MacPhedran
“

38
Copy of Letter from Cook Resource Mining Pty Ltd dated 24/8/2000
Mr P Roney

39
Copy of Geotechnical Report following accident dated 13/9/2000
Mr J Tate

40
Statement of Mike Cunnion
Mr P Roney

41
Time ordered events prior to the accident, Corrective action and training subsequent to the accident – CRM Pty Ltd 1/3/2001 
“

“C”

FINDINGS:
  

We find -

NAME OF DECEASED:

JOHN ANTHONY MAHER

DATE OF FATAL INJURY:
30 AUGUST 2000

TIME OF ACCIDENT:

9.30 AM



PLACE OF ACCIDENT:

COOK COLLIERY






CENTRAL QUEENSLAND

NATURE OF ACCIDENT:

On 30 August 2000, a mining crew consisting of five men was extracting coal from the 12 East panel at the Cook Colliery using a remote controlled continuous miner.  Shortly after 9.00 am a fall of coal from the left-hand side lodged against the side of the continuous miner while sump mining in sub-panel 1, activating an emergency stop button.  The continuous miner shut down and attempts to restart the miner by remote control were unsuccessful.  Some breaker props were installed in the area and three members of the crew then took turns from behind the props to attempt to break up or remove coal from the side of the miner on the basis that this would allow the miner to be re-started and trammed out of the sump.

At about 9.30 am, JOHN ANTHONY MAHER entered the area between the left-hand rib and the continuous miner which was still in a sump in Sub-Panel 1.  Suddenly and without any warning noise, a large block of coal dislodged from the rib and trapped Mr Maher against the side of the continuous miner.  The rest of the crew then took action immediately and removed Mr Maher.  Although it was first thought that the injuries to Mr Maher were not serious, it was ascertained after the rescue that the injuries were serious and CPR and EAR was commenced until the ambulance arrived.  On the surface a doctor examined Mr Maher and pronounced life extinct.

CAUSE OF ACCIDENT

Large blocks of coal dislodged from the left-hand rib of a sump in sub-panel 1 of D heading, 6 to 7 cut-through, 12 East panel trapping Mr Maher against the side of a continuous miner.

The design plan for the extraction of coal by sumping allowed for stooks at the corner of each panel and it was expected that these stooks would eventually crush out.  Examination of the area after the accident revealed cracks in the rib that had not been previously visible.

CONTRIBUTING FACTORS:

1. The panel design lacked sufficient detail to enable mine officials and crews to fully understand the critical features of the design.

2. This caused a sump to be driven closer to an intersection than the intended design thus resulting in a smaller than intended stook.

3. Because of its small size this stook was subjected to high stress resulting in excessive rib spall.

4. The spalled coal stopped the machine by activating a poorly located and unprotected emergency stop button.

5. Lack of a planned recovery method led to members of the crew putting themselves in a hazardous situation.

“D”
RECOMMENDATIONS:

We recommend that -

1. Risk Assessment and Application of Controls

Risk management is an important management tool to engineer a safe and more efficient working place.

a) Where the scope of intended activities is known to be outside the parameters of the previous risk assessment then the previous risk assessment must be reviewed to determine its suitability.  This should be done -

· Prior to commencing work by a new or modified method of work;

· Prior to commencing work with a new or significantly modified piece of equipment;

· Following a significant change in mining conditions.

b) All the controls from a risk assessment or review must be implemented in their entirety.

c) Ongoing audits and reviews must be carried out to ensure the continued safe performance of work.

2. Recovery of Machines from Unsupported Areas

Contingency plans are a key element of a safety management system in the event that normal strata controls fail and machines become trapped.  In these circumstances mine workers need to be trained and competent in a procedure to work in hazardous strata conditions.

a) Procedures should be developed based on risk assessment.  Consideration must be given to the hazards to personnel from unstable roof and rib strata conditions.

b) This procedure should be augmented by on the job review of the hazards and controls for the particular conditions.

c) The procedure should be presented in accordance with an acceptable standard that provides clear guidance to the user.

d) A method on continuous miners of “shrouding” the emergency stop buttons to prevent inadvertent activation should be implemented at all mines as soon as practicable.

An industry task group should be formed to develop standards and guidelines for emergency stop buttons addressing –

· Location on machines

· Type and function

· Accessibility

· Shrouding and protection

· Emergency over-ride device

3. Panel Design and Work Method Control

Prior to commencing a new or revised method of secondary extraction -

a) Critical dimensions must be considered in the initial panel design and included on all work and sequence plans.

b) Supervisors and mining crews must be trained and fully understand all relevant aspects of these plans including –

· Method of Work

· Sequencing

· Hazards

· Controls to reduce hazards

· Critical dimensions

c) Assessments of this training are required to ensure a thorough understanding of the points in 3(b).

d) Documents used for the control of hazards must identify reference material including the revision date.

e) Supervisors must ensure that work is carried out in accordance with these design standards and report the “as mined workings” as accurately as possible.

Dated at Emerald this 1st day of March 2001.
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“E”

REPORT OF MINING WARDEN:

Cook Colliery is located 29 kilometres south of the township of Blackwater in Central Queensland.

Cook Colliery is operated by COOK RESOURCE MINING PROPRIETARY LIMITED (CRM).  The shareholders of CRM are GLENCORE INTERNATIONAL PROPRIETARY LIMITED, CENTENNIAL COAL COMPANY LIMITED and TOKYO BOKEI LIMITED.  Centennial Coal is the manager of the consortium’s operations.

The Colliery has a work force of 58 employees supplemented by contractors for peak periods of work and for specialised jobs.  For the year ended 30 June 2000, approximately 600,000 tonnes of coal was produced for both the export and domestic market.  The mine has an enviable LTIFR record and is assessed as being in the top 5% of the industry.

No inspection was conducted as the panel has been sealed off, the continuous miner is no longer available, and there is no similar operation in the area that would be available for comparison purposes.

The Court has heard the evidence over four days from 16 witnesses and 41 exhibits including reports, statements, documents, photographs and plans have been admitted into evidence.

The Reviewers have given their Report as to the nature and cause of the accident.  I concur with those findings.

The Reviewers have requested that I note the prompt and valiant efforts of the crew to rescue Mr Maher and render aid.  I do so willingly and commend them for their quick and unselfish actions at the time of the accident.

It is a matter of regret that the Inspector’s Report puts forward an Executive Summary containing what I consider to be general and wide ranging comments which appear to be based on one investigation.  The Investigation Report should contain factual matters only and I do not consider that one investigation into one accident is a firm basis on which to make such wide ranging critical comments.  A deal of time was wasted in rebutting these comments and this tended to distract our attention from nature and cause.  I would prefer if Executive Summaries were deleted from all future reports.  Furthermore, the comments by Inspector Walker in the Mine Record Book appear to be also wide ranging and unsupported by any follow-up action.  One would have thought that had the circumstances been as serious as indicated a more permanent presence of senior inspectors would have been desirable in lieu of inspection reports posted in the Record Book from time-to-time.  Perhaps it is time for the Honourable the Minister for Natural Resources and Mines and those who have the duty to monitor and regulate the industry to re-consider their lack of presence on the mining field.  Attendance at a fatal accident two and a half to three hours after the event is really not in the interests of the industry.  It is essential that the Investigating Inspector arrive at the scene promptly to observe, collect, and preserve the hard evidence at the accident site.  If Police turned up at a murder scene three hours after the event there would be public outcry.  I don’t consider the mining industry deserves to be treated in any less serious manner.

I thank Mr Tate as Counsel assisting the Inquiry and all those legal and union representatives who appeared for various parties at the Inquiry.

I thank the Reviewers for their assistance at this Inquiry.  Without their assistance, I would find it difficult to fulfil my obligations under Section 74 of the Coal Mining Act 1925.

In all probability, this is the last sittings of the Wardens Court of Queensland at Emerald.  I thank, very sincerely, all those persons who have assisted the Court over a number of years, particularly Reviewers who have always been willing to give back to the mining industry the benefit of their knowledge and experience in order to make mining a safer industry.

The Inquiry is now closed.

FW WINDRIDGE, SM

MINING WARDEN

1 March 2001

