IN THE CORONERS COURT
HELD AT BURNIE

IN THE MATTER of the
CORONERS ACT 1995
-and-

IN THE MATTER OF INQUESTS
TOUCHING THE DEATHS OF
JARROD KEITH JONES,
MATTHEW DAVID LISTER and
SIDNEY THOMAS PEARCE

Cor: D J Jones
Wednesday, 21 May 2008

Prior to delivering my finding in this matter, | s¥i to publicly acknowledge some of those

who have assisted me in reaching my findings.

Firstly, 1 wish to thank all counsel who have appéaand | thank them for the courtesy
extended to the large number of witnesses, whodetk during the 4 weeks of the reception
of evidence. | also thank them for the well resbad submissions that they tendered to

assist me in reaching my findings and recommenisitio

| also wish to thank all the witnesses whom | knfawvd it difficult and daunting to make
themselves available for questioning. Of coursarthalue can never be underestimated, for

without their sacrifice the Court would never béeato determine the issues arising.

| also wish to publicly acknowledge the tremendassistance provided to me by Counsel —
Assisting Mr Michael O’Farrell.  Michael's contriban has been exemplary, his
professionalism in his research and his presentéas been nothing short of awe-inspiring.

Thank you Michael.
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| also wish to acknowledge the invaluable assiggmovided by way of a very extensive

report prepared by Workplace Standards Tasmania

| also thank the support staff of the Coroner’si€gfffor all their assistance both before and

during the hearing.

| also wish to express my gratitude to the famitédarrod Jones, Matthew Lister and Sidney
Pearce for supporting me during this lengthy intjuesTheir emotional support has
encouraged me to be as thorough as | can possilyabd | thank them for their
understanding in what has been a long and diffiagjiest, not just for me, but also for them

in having to relive the loss of loved ones.

In commencing my findings it is important that Inmed myself of my obligations as a

Coroner and the role and function | am to perform.

These inquests are held pursuant to a directioth®yChief Magistrate made on 10 March
2004.

TheCoroners Act 199528 relevantly provides:

Q) A coroner investigating a death must find, if poks—

€) the identity of the deceased; and

(b) how death occurred; and
(c) the cause of death; and
(d) when and where death occurred; and

(e) the particulars needed to register the death utiteBirths, Deaths and
Marriages Registration Act 199and

) the identity of any person who contributed to ¢hese of death.

(2) A coroner must, whenever appropriate, make recamdaténs with respect to ways
of preventing further deaths and on any other matiat the coroner considers
appropriate.

3) A coroner may comment on any matter connected thi¢hdeath including public
health or safety or the administration of justice.

(4) A coroner must not include in a finding or commbwtstatement that a person is or
may be guilty of an offence.

It is on this basis that | proceed to make theifigs.
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Introduction

1.

These inquests concern three tragic deaths at ¢heséh Bell tin mine (“the mine”)

near Zeehan in Tasmania.

On 6" June 2001 Jarrod Keith Jones and Matthew DavitkiLimet their deaths as a

result of a rock fall at the Heemskirk 1670 Levethe mine.

On 5" May 2003 Sidney Thomas Pearce was killed by a faltkat the Huon 1359

Level in the mine.

The rock falls resulted from very different caus@hiey were in different parts of the
mine. These inquests have however, pursued arstigagon into wider issues
relating to the work practices, management andysafsues at the mine, in particular

during the relatively short period intervening tahal rock falls.

The issue is whether any of the deaths could haea prevented, not as an instance
of blame or liability, but with a view to assistingerators of the mine and the mining
industry generally from preventing or minimisingethisk of accidents of this nature

from recurring.

Historical environment

6.

The Renison mine (as it is known locally) is lochtan the Lyell Highway, about 160
km South of Burnie and 20 km North of Zeehan. Was first discovered in the
vicinity of the mine in 1890 by George Renison Bdlh the late 1950s the mine was
developed as one of the largest underground tiresnin the world.  Historical
production from the Renison District from 1890 -99%as totalled 180,451 tonnes of
recovered tin. For most of the period until Aprd9B it was owned and operated by
RGC Ltd (formerly Renison Goldfields Ltd) when itas sold to Renison Bell Ltd
(“RBL"), which was the owner of the mine during adlevant periods. It is with this
owner that this inquest is concerned. RBL waslssisliary of Murchison United Ltd
(“Murchison”).

In about 1994 RGC commenced the development oRteleep ore bodies. These
comprise an area in the Northern part of the mimgt @xtend from about the 1680
level, at the top of the Heemskirk ore body to 13B84he bottom of the Huon ore
body. As will become apparent the ground condgiiencountered in the Rendeep ore
bodies were different than those encountered irhihleer parts of the mine that had

been previously developed. They required moreegdmical management.
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10.

11.

In its Annual Report for 1999, Murchison annountteat it had undertaken a detailed
review of its operations and amongst other thingd tontracted out its mining and
haulage function$. During the period ending 30 June 2001 a firmechlHenry
Walker Eltin ("HWE”) was contracted to operate th@ne. This included the

installation of ground support.

In May 2001 a further restructuring was necessarg eesult of the onset of lower tin
prices. For the time between July 2000 and 30 Q@4 Skilled Engineering Ltd
were contracted by RBL to provide labour and miewises.

By June 2001, the incoming operator Barminco Lt lalready begun to put plant

and equipment at the mine while HWE were winding/daheir operations.

At all times after 30th June 2001 until at leastyN2803 Barminco Ltd (“Barminco”)

was the mine operator. Barminco was contracte®Bl for that purpose. For the
purposes of this inquest, it is important to unterd that the contractual
arrangements left the responsibility for mine piagnand design to RBL, which
would issue plans to Barminco for the executionhaf work. This included designs
and plans for ground support.

Jarrod Jones and Matthew Lister

12.

13.

Jarrod Jones was a miner who had been employedibbgdSEngineering Ltd since
5" July 2000 and had been a miner since 1995. Heowmawmetent to drive light
vehicles and had learned to operate plant, inctudiock breakers, under the
instruction and supervision of other minérsThis is consistent with the system of
training that was commonly used in the mine attifme. In his record of interview,
Mr Jones’ shift boss, Peter Llewellyn, describedJdnes as an experienced operator
of rock breakers. In evidence he described hifigage competent” as an operator of
rock breakers. He was said to be a competent miner

Matthew Lister was a mine planning engineer. He b@en employed by RBL since
13" December 1999. On ®3Vlarch 2001 his status was changed to “Trainee Mine
in order for him to gain practical underground exgece, which would eventually
allow him to become a qualified Mine Manager. Hsain this capacity that he was
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working with Jarrod Jones on"6June 2001, gaining experience in underground

mining in all of its facets.

Heemskirk 1670 level

14.  After the accident on"8June 2001, the then Senior Geologist Christopherckék
produced a history of the Heemskirk 1670 leveThe document is dated 28une
2001 and was produced in part to assist Mr Max béeAustralian Mineral
Consultants (“AMC”) to investigate the cause of tleek fall. Mr Mroczek was
assisted by Jody Altmann (then “Jody Gaylard”) doate the supporting recortis.
Some of the document is based on Mr Mroczek’s Baamt personal knowledge of
the mine®> He commenced work at the mine df Becember 1990 as a geologist.

The relevant parts are:

“The Heemskirk orebody is located in the northeamtf the mine and is the upper
most of the Rendeep orebodies. The orebody extmwds dip from the 1680rl to
1570rl and in strike from 66600N to 66750N (surfec2200rl).

The site of the fatal accident is in the upper parthe ore body at the 1670 level
where the orebody passes into barren dolomite. gitanwall to the No 2 horizon

is the Red Rock Member (RRM) a sequence of intdeokedolcaniclastic, cherty

sediments. The footwall Renison Bell Member (RBM) siliciclastic sequence of
interbedded siltstones and sandstones. In thanitycof 1670 the hanging wall

contact dips at 30°.

The development of the HE 1670 drive commencedigu# 1994. The sill drive
was the first Rendeep development heading minedlayéut, design or MPA was
issued. Period reports at the time make referanddining Plan Approval (MPA)
906 but this was never prepared. The only recordesign is a Mine Design
memorandum (MDM) 0024 issued by the Chief Miningjiger at the time on
2/8/94. This MDM shows the proposed developmemt X6Srn arched) to the
footwall of the Heemskirk orebody. The footwalltteé orebody was reached in
early October as the first recorded ore productigas on the 4/10/94. Up to that
point, information from daily plods shows that 2@emical bolts, 23 split sets and 2
sheets of mesh had been installed in the access.

At this time, with the exception of specific arsash as the Envelopes, ground
support was decided on at an operational levele@ital bolt spacing was random
based on that marked up by the miners involvedhétk scaling. Meshing and spilt
setting was still the responsibility of the crews lwith more input from the co-

ordinator.

Development of the HE 1670 sill in ore continuey.tiBe 11/11/94 the area of the
failure had been mined. The drive would have Hesading south at this time and
the face would have been at approximately 6666Bkcepted practice at the time
was to mine all the ore from footwall to hanginglivees mining progressed. This
resulted in an opening™ 20m x I5m in the areahaf éventual failure. This method

"#!
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of mining was accepted practice and had developed 27 years of mining history
in the upper part of the mine. It was not untilelathat the Rendeep area was
considered as a 'new' orebody (eg higher talc, pgteedipping stratigraphy)
compared to the upper mine and had to be approadiféetently ie mining narrow
development drives for example which was implendenttate 1998/ early 1999.

From the 4/10/94 to 11/11/94 an additional 50 cleahbolts were installed, in and

around the failure area. On the 11/11/94 a roundood was mined, the next ore
round was taken on the 21/11/94. In the intervemiagod 37 cable boltholes were

drilled on the 16/11/94 and 17/11/94 in and arouhé failure area. The holes

were drilled with a jumbo, orientation = verticahole length = 4.2m and hole

diameter = 50mm. Five metre plain, single strarables were installed and

grouted on the 18/11/94. It is not clear from fieds if all the holes drilled were

cabled and what pattern was used. The cables wetelated. It was common

practice at the time for the scaling crew to mapkain approximate 2m x 2m pattern
for cables with input from the co-ordinator. It svéhen left to the jumbo operator
to drill the holes as close to the marked positiasgpossible. A survey pick up of
intact cable bolts on 20/6/2001 identified 18 jundables outside the failure area
implying if all cables had been installed 19 cablesuld have been in the zone of
failure. At the time longer cables were not roatininstalled if they were it was

usually in specific areas and designs were issyelline Planning.

After cabling, mining of the sill continued south ¢arly March 1995 when the
orebody pinched out. A further 43 chemical bolesewecorded as being installed
in the area south of the failure.

The HE 1670 sill was then used as an access t@axtwo other ore bodies.
Between July 1996 and November 1996 the Blackwé@@ South sill was mined
and the bench to the 1694 level was extracted leetwigoril 1997 and June 1997.
The plods for this period of time could not be tedaand it is uncertain whether
any additional ground support was carried out in HE70 prior to mining the
Blackwood other than check scaling.

In January 1999 development from the south endeolL6i70 sill was commenced to
access the Blackwood South 1670 orebody. Prighi®a campaign of scaling,
meshing and cabling was carried out from 8/10/981611/98. During this period
71 split sets were installed, 9 sheets of mesh3&ndable bolts. The split sets and
mesh were installed as determined by the scalieg @ong the length of the drive;
the cables were installed to the south of the failarea. The cables were 7m plain,
twin strand, grouted and plated. No designs wesaiéd for these cables. There is
still evident on the backs in HE 1670 just southhef failure area a 'scaled to' line
dated 3/1 0/98. The plated cables were install@iniy to the south of this line.
The assumption is that the area of failure wasest@nd assessed as not requiring
additional ground support.

By the end of 1997, with more and more developndernts being mined in
Rendeep, and the poorer ground conditions, it veadised that the mine needed a
permanent geotechnical presence. Coffey's wergoapped in early 1998 to
conduct a geotechnical audit and make recommenaatio improve geotechnical /
ground support practice. This process resultediigeotechnical engineer being
employed in November 1998 followed by an engingegigplogist in early 1999.
An audit report was completed by Coffey's in Februke999 and the geotechnical
engineer had by mid 1999 completed a set of compsite ground support
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15.

16.

17.

guidelines for use by the site. All this happepedt the installation of all the
ground support in the HE 1670 sill.

As a consequence of implementing better geotedhpieectices, geotechnical
mapping of existing voids was commenced. HE 187&as domain mapped by
the engineering geologist in May 1999. The oreezonthe area of failure was
deemed 'massive and competent' and assigned a6@ ahd RMR of 54. Principal
structures for the ore zone, hanging wall and fadtwere also recorded. The
engineering geologist noted at the time that thieles where the backs eventually
failed were not plated and there was no mesh. @n22/12/99 the engineering
geologist (7) issued a plan requesting that thelesabe plated. A comment on the
same plan, dated 19/0/00 stated "old cables wikenthis impossible”.

No further work was carried out in HE 1670 untiln&i2001, leading up to the
failure.”

Mr Mroczek in his report stated that no further kwevas carried out in Heemskirk
1670 until June 2001, leading up to the failure, Ibdo note from my investigations
there are two references to work being done iratka prior to June. Firstly the plods
disclose that on thé"9April 2001, an instruction was issued to checKeseeemskirk
1670 and the instruction was completed by T Horaret F Pfab with the notation
“c/scaled rockbusted more scaling to mesh and (ke 03:01 Summary of Machine
Use and Personnel Movements). In other notes (inrve 03:03) reference is made
to shift sheets which appears to indicate that a &M ( which I infer refers to N
Maine and Jarrod Jones) did undertake scalingdratba prior to June and as early as
April 2001 (See inset below).

(o(q\p) flf/%da? no gl N § IS okd sy

nded by ik sheb et sl 1a
Weo oll ol

Excerpt from Exhibit 03:03

A number of important matters appear from thisftsienmary.

First, it would appear that at the time of the deot on & June 2001, RBL had
available sufficient records to assist senior siaffletermining the ground support
that had been installed in a particular part ofrtiiee and when such ground support
had been installed and such information was cleawvbilable as it pertained to the
Heemskirk 1670 level.
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18.

19.

20.

21.

22.

23.

Secondly, it would have been known or informatiomsvavailable at the time of the
instruction being given to re-enter Heemskirk 16#tgt when the area was first
developed decisions as to the level of the growmgpart being installed were made
by the crews. (It was indicated by Dr Fuller in heport that the choice available to
crews at the time of the installation of ground ma in Heemskirk included 2.4m
long 46mm diameter Split set friction bolts, 2.4ang resin anchored solid bar bolts
with 22mm nominal diameter, 5m long, 15.2mm diamstagle strand cable bolts,
fully grouted with cement and mesh. It would appgam the comments of both

Mroczek and Dr Fuller there was very little desayrplanning of ground support.

Thirdly, from about 1997 it was known that a pererangeotechnical presence was

needed at the mine, particularly for the manageroktite Rendeep orebodies.

Fourthly, the ground support actually installedhe area of the rock fall included 5
metre single strand cable bolts. However, theyewstly drilled to a length of 4.2
metres. Mr Mroczek estimated that there may haenkabout 19 cable bolts in the

failure area.

Fifthly, in 1998 more cable bolts were installecthe South of the failure area. The
records show that Mr Llewellyn had assisted inahisiy these and he confirmed that
in evidence. Importantly, these bolts were 7 métri@ strand cables which were

plated.

Sixthly, the failure area was in an area with ayvende span. This was not
uncommon at the mine, but this heading at the 1év6l was the first into the
Rendeep bodies. The other wide spans had been bigher in more stable parts of
the mine. So large was the excavation in the Hkeknsl670 drive it was

consistently described throughout the hearingstlas ballroom”. It would appear
from the evidence the area had a roof span of 1BéBes and a length of 18-20

metres

There are other issues dealt with by Mr Mroczekohlwill become relevant when Dr
Fuller's evidence is considered.
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Purposeof the development

24.

25.

26.

The purpose of the rehabilitation work undertaker2@001 was to gain access to and
mine a small bench at the back of the 1660 silh® floor of the 1670 sifi. The
depth of the ore was about 5 metres and it wasitligff set from the 1670 level
floor. It was intended to drill down holes frometi670 level in order to extract the

ore from the bench.

At some stage | infer, a decision was made by RBlnagement to mine this bench.
It is not clear from the evidence when this decisias made. In his evidence, Mr
Clive Thompson the mine manager said that befooh sudecision was made, it
would have been discussed at a planning meetivghath all RBL technical staff
would have been present. These meetings werearghleld each Tuesddy.Their
purpose was at least in part, to allow all of thgieeers and geologists at the mine to
bring their collective experience and knowledgeb&ar on each aspect of the mine
planning process. This included knowledge of teelggical structures in the areas to
be worked as well as the ground support. Howetetid not entail an historical
search of records to determine whether and if $@tyarticular ground support was
installed® At this time the technical staff at the mine nemdsl 15, including
geologists and a geotechnical engineer. It woldd appear that no records of these
meetings were kept, and | assume therefore noemissited to the underground

crews.

In the case of the Heemskirk 1670 level, neitherTfdompson nor Ms Altman could
recall such a meeting. However, Ms Altman recatlet she knew that the intention
was to “[go] back in there®® In her interview with Mr Sears, Ms Altman reeall
going past the 1670 access and looking into thescid about 2 weeks before the
accident. She saw rocks on the ground and detidexturn with someone who knew
the area. She was not aware of what ground suppdrbeen installed in the ar€a.
In evidence she did not recall being asked to condyeotechnical assessment of the

( #% %!
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27.

area™® | note that if she had gone past within two weekthe accident and observed
fallen rocks they could only have occurred aftex #iea had been check scaled in

early April 2001 (See comment above at page 7).

In any event it is clear that Ms Altman did not raakn inspection, or geotechnical

assessment of the area befdfeléne 2001.

Mr Llewellyn’s inspection

28.

29.

From Mr Llewellyn’s evidence it can be inferred tti@ and other shift bosses would
have been instructed by management to rehabithatarea. Mr Llewellyn went into
the area some days prior to the accident to inspedtie saw that there was ground
support including the tails of cable bolts. HedsHiat he assumed the cable bolts
were 7 metres in length. He did not know that theg only been drilled to 4.2
metres. He said that had he known that the cablis lwere only 4.2 metres, he
would have checked the area more thoroughlyn previous evidence Mr Llewellyn
said that he would not have sent Jarrod Jones aith&lv Lister into the area without

having seen the engineers to see why there were metre cable bolts installeld.

Had Mr Llewellyn referred the issue to “the engirsgat is likely that Ms Altman
would have been consulted. Had she known thatdb& bolts were only 4.2 metres
long, together with the fact that they had beenaltesd in 1994, she would have
treated the ground as if there were no cable holis at all*® Basic geotechnical

knowledge would have told her that 4 metre cableslyeere insufficient.

Scaling the drive

30.

31.

At the start of their shift on the morning df Bune 2001 Jarrod Jones and Matthew
Lister were directed by Mr Llewellyn to do two job3he first was to rock bust and
scale the Heemskirk 1670 drive and the second washéck scale the Zeehan
1500/1480 rise and prepare and fire the Zeehan h&66h*°

The 1670 scaling job was not a priority. It wasegondary job that was to be done

when there was nothing else pressing for the metotoThe job had probably been

$ % % &&
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32.

33.

ongoing for sometime, as far back as April 200her€ had been another crew apart

from Messrs Jones and Lister performing the work.

The object of the scaling was to remove any loos& from the backs and sides of
the drive so that it could be safely accessed fodyction. A miner performing the
scaling always works from scaled ground, whichaife 20 unscaled ground, which is
not known to be safe. In manual scaling using airsg bar, the work is always
performed in front of the person doing the worlke thbvious purpose being to stop
any rocks that are brought free from falling onnthe The same is the case for

mechanical scaling using a rock breaker.

Scaling the Zeehan 1500/1480 rise was completeabbut 11:00am. Mr Llewellyn
saw Messrs Jones and Lister at Zeehan 1500 andiatest them to complete the
scaling of the Heemskirk 1670 drive. At some stdgeng the day they had told Mr
Llewellyn that they would need a mechanical scéerrock breaker; colloquially
“rock buster”) to complete the job. Mr Llewellyrath told them that they could
collect the scaler from the surface.

The ME112

34.

35.

36.

The mechanical scaler to be used was the ME112is dt¢nsisted of a scaling
mechanism mounted on a vehicle. The scaling mésimaconsisted of a pneumatic
hammer mounted on a boom which extended from theptot of the front of the
vehicle. In its normal operation as designed,ibem could move both horizontally
and vertically through an arc of about 50 degreem fa pivot on the vehicfé. The
hammer was also articulated with the boom, so ulccdbe moved further through a

vertical plane central to the end of the boom.
The boom was also designed to extend for some G800

The vehicle had a cabin in which the operator caluide or “tram” the vehicle to the
site of the scaling. This was usually done with loom down and fully retracted to
allow it to be manoeuvred in the drives in the mir@nce stationary at the site the
vehicle could be fixed in position by 4 legs mouwhé its sides. It could be operated
by fixing only two of the legs but this was not theeferred way of using it. It was

more stable if all four legs were down. The oparabuld sit in the cabin to operate

I * % %!
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37.

38.

the scaler, although it would seem that this wasahways the preferred method of
operation. Sometimes the operator would stancherback part of the vehicle with

the controls of the boom to allow better visiortlod scaling operations.

The higher the boom was raised from the top ofvéifacle, the closer the hammer to
the front of the vehicle bringing the operator eloso the rocks being scaled. Of
course, when the boom was extended the operationklwake place further from the

operator.

There was some evidence that rocks would sometioleslown the boom towards
the cabin, particularly when the boom was raisedstdighest point. However, this
was relatively inconclusive and does not assistéelution of any particular issue in

these inquests.

Tags and the No Go Bay

39.

40.

41.

There is evidence that there were three typesgsf tiaed at the mine for the purpose

of marking machinery as defective.

(@) Danger tag: a red and white or red and black tag shgnified the machinery
could not be operated. It had to be repaired whevas. Only the person who
placed the tag on the machine, the mine managether senior manager could

remove it.

(b) Information tag: orange or green tag to inform therson operating the

machinery of a defect. This also appears to berdesl as a caution tag.

(c) Out of service tag: yellow and black tag to sigritigt the machinery was out of
service until it had been fixed. The person fixthg defect could remove the

tag™®

There was some confusion about the place from wiiessrs Jones and Lister picked
up the ME112. Some witnesses said that it walsariflo Go Bay”. This was a place
theoretically reserved for plant and equipmentéddit when in need of repairs. If
the machine was left there, it should not have lieken because it was still required

for repairs by the fitters.

The original no go bay was at the north side of wlwekshop yard near the fitters

shop. The go area was on the south side. Ithailtecalled that in June 2001 there

) #
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had been a restructuring. HWE was leaving and Beonhad been appointed the
incoming contractor. Barminco had already brougfrne of its plant to the site,
taking up the south side. This meant that RBL nmasly was left on the North side.
The go area became the west side of that parteofaéind with the no go bay in the
east. Mr Llewellyn did not give unqualified agremmto this. However, he said that
there was always an overflow of machinery in thedy@and sometimes the go and no

go machinery would become mixed.

Defective mechanism

42.

43.

44,

45.

It is evident that for some time prior to 6th J@@91, the remote mechanism used to
operate the rock breaker on ME112 was defectivemi#&o switch that operated the

boom extension did not function.

Thomas Honner gave evidence that he had discoubeegroblem with the boom,
taken the rock breaker to the surface and repottex Scott Noonan, a fitter, who
identified that the problem was caused by the Yamitcro switch?® It is not clear
when this happened. It may have been as earlgthsMarch 2001, or as late as 9th
April 2001. The evidence is inconclusite.

When the matter was first reported to Mr Noonarsdid that he went underground to
fix it.?> He took the remote mechanism back to the workshafled it apart and

identified the problem. He then went to his shifiss Mr Llewellyn and told him

about it?®* Mr Llewellyn and the Underground SuperintendengrBon Stead asked
Mr Noonan if there was anything else wrong with tbek breaker, apart from the
inability to extend the boom. Mr Noonan told théhere was not. They then
instructed Mr Noonan to put the controls back tbgeto that the rock breaker could
be used. Mr Noonan asked them whether the boomidihe extended or retracted.

They told him to leave it retracted.

A work ordef*made by Mr Noonan suggests that the problem waBeubto him on
20th April 2001. This was a week after Mr Honnexdhpreviously operated the
machine. It seems that Mr Noonan may have requi¢be new part on 23rd April
2001.
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46.

47.

48.

49.

Extract of Work Order

I note from this work order that it discloses nastj a problem with the boom
extension, but also with the inability of the hamrteeswing to the right. There is no
other reference to this particular problem and | @amaware as to whether this was
corrected or not, or whether it may have played@any in relation to the accident. Of
course, it may have been corrected and the ontytitebe fixed was the micro switch.
It would seem from the evidence of Noonan, whewas first reported to him by
Honner there was no problem with the boom, saveeadpt the ability to extend, so
it may be that the machine was used after this suffered some damage or

mechanical failure which led to it being rejectatel by Howard.

It is likely that the conversation between Mr Nooraand Messrs Stead and Llewellyn
occurred between 20th and 23rd April 2001.

Grant Howard gave evidence that on 25th April 2881lwas to use the rock breaker
with Matthew Lister for the purpose of scaling thenging wall in Bruny 1550. He
discovered that the boom was not working propetlyyould not retract or extend.
He had a discussion with Mr Lister to the effectthe thought that the rock breaker
was unsafe to use and should be returned to tifi@ceur Mr Lister told him that the
rock breaker had suffered from this defect for same, but that others were still

using it*

Mr Howard said he contacted Brendon Morrison, terfitwho found that there was a
part missing® This is consistent with Mr Noonan’s account ttta micro switch
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50.

51.

52.

was removed. Mr Howard then says he contactedHifisboss, Mark Smith. He told
him that he did not want to operate the machintsidefective state. Mr Howard said
he then took ME112 to the surface and parkedaniold fuel bay. He put a “Danger
— Do not operate” tag on the machfleMr Noonan seemed to think it was an out of

service tag.

Brendan Morrison gave evidence. He confirmed MatHoward had reported the
matter to him and that he had found there was anpiasing?® However, he thought

that the tag that was placed on the machine wasibof service tag.

Mark Smith, an underground miner gave evideficéle said that he was aware that
the rock breaker was out of service because thenlayan would not extend and that
it was in the no go bay. In his interview with ears and Mr Las he said that he
thought that the rock breaker had an informatignda it and that Mr Llewellyn had

authorised Messrs Lister and Jones to u¥e it.

Messrs Howard, Noonan and Morrison were made reghinch May 2001. Mr
Howard seems to have become disaffected with Msochi Messrs Howard, Noonan
and Morrison gave evidence that they last saw dlok& breaker on site in the no go

bay. However, this was some time before 6th J@4 2

Events leading up to the rock fall

53.

4.

It is clear from the evidence that between 11:06a0h12:00 on 6th June 2001, Jarrod
Jones and Matthew Lister collected the rock bre&ioen the surface and trammed it
to the Heemskirk 1670 access. They were seenbetirte, about 1300 hours by their

work mates’

At about 1400 hours Mr Llewellyn saw Messrs Joned kister operating the rock
breaker in the 1670 access. He had taken somg fpitans to them to enable them to
complete the preparations to fire Zeehan 1500. LUMxvellyn thought the rock
breaker was operating safely. There was nothingaose him concerfi. Mr
Llewellyn thought that they would return to thefage after they attended to the job
at Zeehan 1500. He did not know they had retutodide 1670 level.

1% I &#
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55.

56.

S7.

58.

At about 1630 hours Messrs Jones and Lister weserebd to be travelling back to
the 1670 level by Mark Smith, Thomas Honner anchkrBfab. They were in a
utility at the intersection of the North Renisonclitee and the Blackwood incline.
They asked whether Messrs Smith, Honner and Pfalbdwibug in the firing that they
had loaded at Zeehan 1500. Mr Smith said thatlbaner and Pfab agreed to do this,
as they were about to plug in a firing they hadiem® That would appear to be the

last time that Messrs Jones and Lister were s@am al

It can be inferred that they returned to HeemsHifi“O to continue mechanical
scaling on ME112. They had previously been searatimg the rock breaker, with
Jarrod Jones sitting in the cab and Matthew Listanding on the back, probably
shining a light on the backs to help Mr Jones skatwie was doing. Their positions
when they were found suggest that this is how these operating the machine at the

time of the rock fall.

At about 1750 hours Peter Llewellyn noticed thatsbte Jones’ and Lister’'s tags
were still on the tag board and had not been rethéwehe Out board! Between
about 1800 hours and 18:05 he asked Jozef Phitlyps Maxfield Drilling to go to
Heemskirk 1670 to see if he could find them. MillRis did so and found the rock
breaker with a heap of rocks on it. He went toright side of the rock breaker and
discovered an arm under the rocks. He ran to ctidler calling out, but more rocks
fell out of the backs, so he left the area andedaieter Llewellyn on his radio.

There is no doubt that Jarrod Jones and MattheterLtied as a result of a rock fall
that occurred sometime between 16:30 and 18:00is likely it occurred before
17:30, because that is when they are likely to laremenced their journey back to

the surface at the end of their shift.

Mechanism of the Rock fall

59.

The report of Dr Peter Full&ra highly qualified geotechnical engineer, dealthfie
mechanism of the rock fall in detail. The conabusin the report is as follows:
“From the facts presented in this report, the grdufall has been caused by the

intersection of structures in the back that haswkd the block to release with only

minimal rock fracture. The majority of the fall svérom a wedge of ore left in the

1$ i &#
&l
)!

(16]



60.

61.

back of the Heemskirk 1670 access and it was balindehe east and south-east
side by the hangingwall, the north side by a sfeéeft or ore-dolomite contact, the
north west side by the ore-dolomite contact andhensouth west side by a joint. A
major structure not exposed and/or identified ieyious geotechnical mapping with
a dip of about 10° towards about 290° has formee thp of the failure at its

thickest zone.

There is evidence to suggest that the block didalbvertically but rotated around
the lower hanging wall where the failure zone whaisriest. In this area the rock
bolts functioned more efficiently than in the centf the zone where they were not

long enough to be properly anchored above the ufgkire surface.

From the detailed survey of the fall conductedh®/Renison surveyors, the volume
of the fall was 117+10m3. Its weight was betwe@® &1d 470 tonnes and based on

an average density of 3.7 tonnes/m3 for Heemské&k o

Of the estimated 40 rock bolts installed through fililure zone, only a few through
the thinner part of the failure block appear to badffered any significant resistance
to the fall. This meant that a substantial portiohthe weight of the block was
applied to the estimated 19 single strand cablasbdistributed through the fall

area on a nominal 2m square pattern. The instatleble bolts were long enough to
be anchored well above the bounding structure lmet majority of these had

suffered such severe local corrosion where thesrseicted the upper failure surface
that their tensile strength was reduced to onlynal percentage of their rated 25

tonne capacity.

As a result. once the block started to rotate anovendownwards there was
insufficient strength capacity in the installed tbto resist the downward motion
and the cables failed. It is likely that the cablesuld have failed progressively due
to the differential loading caused by the blockatimin and variable cable strength

depending on the extent of the corrosion that hamiored.

Overall, the geometry and likely mechanism of #ilei$ consistent with their being

a low lateral stress acting across the back ofabeess.”
Much of the factual basis for Dr Fuller’s reporfasind in the history prepared by Mr
Mroczek set out above. This was all the infornratioat was available to RBL before
making a decision to rehabilitate Heemskirk 1670.

Attached to the report (amongst other things) areimber of geological plans and
sections prepared by Dr Fuller from plans and eastithat were supplied by RBL
after the accident. These plans were either istemce, or certainly the information
necessary to compile them was in existence prith@agock fall on 6th June 2001.
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62.

63.

64.

65.

Importantly, figure 5 in the report showed geolagimapping of geological structures
in the area of the rock fall. In rudimentary termsisuctures are either faults on which
prior movement has occurred, or simply joints agas in the rock. Joints or breaks
could be mining induced, however at the 1670 I&eFuller did not think that there
would be significant fracturing as a result of tieéaxation in the rock as a result of
mining.

Dr Fuller also relied on structural mapping thatd hbeen undertaken by an
engineering geologist, John Slade in May 1999. Sliade had found and described 3

joint sets in the ore body and the hanging watjetber with one random structure.

It was a combination of this information that led Ruller to find that the rocks in the
backs of Heemskirk 1670 were certainly not masamne that wedge structures were
likely to have formed. This is a conclusion to @efhhe could have come to before the

rock fall on the information that was then avaiGgtd RBL.

It should be noted here that Mr Slade had found thare was an absence of
groundwater in the area. Dr Fuller referred taay plan of 8 April 1999 in which
Fault A was noted as an old watercourse. Therecmasiderable cross examination
of a number of witnesses about this aspect of thenkskirk failure. The specific
questions put to Dr Fuller directed his attentiortite hypothetical assessment of the
ground water problem as it may have been apparmord the failure. There was
evidence from Mr Llewellyn that when he inspectied area before the scaling works
commenced he did not observe groundwater. Heisamhy have been wet in the
past, but there was no evidence of that on hisertgm. Dr Fuller also found that the
stress levels in the Heemskirk 1670 level werdyike have been very low as a result
of the mining of the nearby Blackwood orebody a #670 level. He said in his
report:

“From this measurement [vertical stress componeh26.6 MPa], the major

principal stress direction is along the Heemskirkelmody and the minor

principal stress would be approximately normallie hangingwall and footwall.

These conditions would have existed during thealniievelopment of the

Heemskirk 1670 access but subsequent mining ink®zmed 1670 in the

hangingwall of the Heemskirk orebody (Fig. 6) woh#l/e largely shielded the

back at the fall site from the compressive interatedand minor principal

stress. As a result, stress levels in the backesnhskirk 1670 at the time of the

ground fall are likely to have been very low.” (Buller's Report — p5)
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66.

67.

68.

69.

70.

71.

72.

73.

74.

In this context, “low” stresses indicate a lackcompression that tends to hold rocks
firmly together, despite the structures in themack of compression means that the
rocks are able to move more freely. Dr Fullers@asions about stress were based
on pre-mining stress data that had been colledtdteanine. It was available to RBL

before the accident.

The information concerning the ground support that been installed is more
particularly set out in Mr Mroczek’s history. Dulfer also estimated that in addition
to the cable bolts a total of 40 rock bolts mayehbeen installed in the failure area.

On inspection of the area and from a survey tha eanducted of the failure zone
after the accident, Dr Fuller concluded that thees another structure that had not
been identified by previous mapping that was reddyi flat (ie, horizontal to the
backs) and unlikely to have been observed by addaeye.

Thus the following elements were operating on Hikife:
(@) Geological elements:
the structures in the rock and the lack of stress.
(b) Hydraulic elements:
water and acidic elements in it.
(c) Sufficiency of ground support.
Important features of each of these elements watreisible.

In relation to the geological elements, both Drié&uand Mr Lee were of the view

that they may not have seen the previously unitiedtstructure in the rocks.

In relation to the water, the evidence is thatdhea was not wet. Apart from a note
on the survey that there was an old watercoursegragineering geologist had
assessed it to be dry and an experienced minelsigft had not observed any water

on inspection.

As to the sufficiency of ground support, on inspetian assumption was made that 7

metre twin strand cable bolts were installed.

The issue becomes more complex when the evidend® d¢fuller and Mr Lee is
considered. Neither of them were confident thatyttvould have identified the flat

structure in backs had they inspected the arealddrgave evidence that there was
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75.

76.

7.

78.

79.

no precedent at the mine to suggest that fully tgeable bolts might fail, even with
water present. In fact, one of the reasons tg fylbut cable bolts is to insulate them

from the ingress of water.

Both Dr Fuller and Mr Lee postulated that the cleimgstresses during the mining of
Blackwood would have been sufficient to cause mam@nbetween the structures in
the backs of Heemskirk 1670, which cracked the tgallowing acidic water to

corrode the cables.

Had this not occurred it was Dr Fuller’'s view thia¢ 4.2 metre cables ought to have
been sufficient to hold the structures in placeverEif 7 metre cables had been
installed in 1994, the same conditions would haxisted, namely, the mining of

Blackwood, the cracked grout and the ingress afiagvater against the cables.

In his evidence Mr Clive Thompson, the mine managard that he thought the
reason for the failure may have been the use ehdir rusty cable bolts. He based
this view on a conversation he had with the logsstiuperintendent relating to unused
cable bolts that had been left sitting in the oparthe mine surface that were rusty.
Mr Thompson said that he had refused to use thetwithstanding the expense of
throwing them out. That this can be related toitigtallation of the cable bolts in
1994 is speculation and unsupported by any othédeesge. Mr Thompson's

evidence on this point should not be accepted.

Mr Lee was also of the view that it was not necelyseommon practice in mines to
cause a geotechnical assessment of areas, whieéhtavdre rehabilitated. The fact
that Mr Llewellyn had inspected the area and neniiied any conditions that he

thought should be referred to the engineers dideemn to be out of the ordinary.

However, Dr Fuller suggested that a geotechnicgineer who was aware of the
structures that had been identified in the backsldvbave made certain assumptions.
Each structure would have been projected upwards itsrtheoretical intersection

with another. As one of the structures dippedOati&grees, its projection would have
resulted in a very high peak to the theoretical geefbrmed. Ground support for the
backs would have been designed to accommodatevduge formation. He agreed
that had he been confronted with the informationualihe ground support, having
made these assumptions, it is likely that he wdwdge designed a very different

system of ground support to that which was ingtalle
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80.

81.

82.

83.

It is clear and | so find that all of the inforn@tiaccessed by Dr Fuller was available
to management at the mine and although not readifylable it had been collected
over a number of years and was available to Managem 2001 had proper records
been kept and adequately collated. It is possh#eif all the information had been
available to Mr Llewellyn he would have adopteditiedent course before sending

Jarrod Jones and Matthew Lister into Heemskirk 1&Ythe date of the accident.

The ease with which the material could be accessadt really to the point. As Dr
Fuller conceded, the fact that some of it was difti to find should have raised
questions in the mind of a geotechnical enginedriadeed management, about the
adequacy of the knowledge of installed support. e said he thought that the
information was there and available to RBL and tHasssrs Ward and Stead knew
about it, but perhaps did not pass it on. Ms Afirsaid that she thought the records
were easy to find, but she was not convinced, endidinary course of day to day
mining that RBL had sufficient resources to undextahe level of historical
investigation that was undertaken during the actidesestigatior?® That is, with all

of her other duties, she would not have had time.

Mr Lee raised a valid point when he pointed out thed someone been alerted to
information and designed different support, itl stdeded to be installed by someone,
which meant drilling with a jumb®. This involves considerable speculation as to the
safety of the jumbo operator who would have td ¢t holes. On the evidence, it is
more likely than not, the corrosion in the existisgpport would not have been
identified. Rehabilitation work may have proceedsdthe basis that the existing
support needed strengthening. As Mr Lee pointdd Messrs Jones and Lister had
proceeded a long way into the ball room area omhéé@k 1670 before the rock fall

occurred.

Issues that arise at this time and require findargsas follows:
a) What was the mechanism of the rockfall?

b) Where was the rockbreaker taken from?

c) Use of tagging system?

d) What was the status of the rockbreaker, shouldvietbeen used?

$ % % &'
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e) Did RBL or its management undertake or direct adesjsafety checks before

instructing Jarrod Jones and Matthew Lister toestldemskirk 16707

f) Had the status of the ground support been chewkmdd Jarrod Jones and
Matthew Lister been permitted to enter the drive?

g) Could RBL, its manager or any other responsiblesq®ror organisation

reasonably anticipated the rockfall?

The Mechanics of the Rockfall
84.  Asto this, | accept the evidence of Dr Fuller &frdMax Lee, | found their evidence

to be well researched and convincing. It is sutyrstated by Dr Fuller in his report:

R the ground fall has been caused by thersection of structures in
the back that has allowed the block to release waitiy minimal rock
fracture. The majority of the fall was from a wedgeore left in the back of
the Heemskirk 1670 access and it was bounded oeabkeand south-east
side by the hangingwall, the north side by a stg@pt or ore-dolomite
contact, the north west side by the ore-dolomitetaxt and on the south
west side by a joint. A major structure not exposed/or identified in
previous geotechnical mapping with a dip of abdft towards about 290°
has formed the top of the failure at its thickestez

There is evidence to suggest that the block didalbovertically but rotated
around the lower hangingwall where the failure zomas thinnest. In this
area the rock bolts functioned more efficientlyrthia the centre of the zone
where they were not long enough to be properly aresh above the upper
failure surface.”

85. It is apparent that previous geotechnical mappad mot previously detected a fault,
which had a significant contribution to the categhiic failure that occurred. Neither
Dr Fuller nor Mr Lee believed they would have bedxhe to visually detect the fault

had they performed a visual inspection to deterrtheesafety issues of re-entry.

86.  The fracturing of the grout around the cable bahs,shortness in length of the cables
and their installation, and the ingress of acidiataw around the bolts were all
contributing factors which led to the failure. @rther factor is one, which cannot be
identified, but it would seem a keystone must hagen dislodged whilst Jones and
Lister were working in the area. Whether this wasised by the use of the

rockbreaker, or some other source is not knowncandot be determined.

Where was the rockbreaker?
87. There is clear evidence that for a period of ttheerockbreaker was parked in the no

go zone. Whilst there is no unequivocal evidena thwas there on the day of the
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incident, it is more likely than not that it waShere is evidence that the vehicle had
not been used since late April, and from the wdnies$ (supra) it would appear that
the defect was reported on or about th8 A@ril 2001, and again on the ®Rpril,
when it was tagged by Howard. According to Mr Lé&dyn he saw Jarrod and
Matthew going outside to get the rockbuster sait be assumed it was parked either
in the no go zone or the go zone on the day ofinbielent. On the evidence | am
satisfied that from the time that Mr Howard pla¢kd tag on the machine it was not
used and was parked in the no-go zone and remt#ieegl awaiting replacement parts
until taken by Jarrod Jones on th&Jine 2001.

What was the tag used?

88.

89.

According to Mr Howard, he had placed a dangeotathe machine when he refused
to use it on the 2%Apri| 2001. On the evidence it seems highly ptibahat an

information or caution tag had been attached poidr to this when Mr Honner raised
the defect with Mr Noonan . In his evidence Mr Hod made no mention of any tag
on the machine when he reported the fault. Mr Hdwaade two statements, his first

was an affidavit sworn on the " 3une 2001 in this document he said:

“Management have a system in place whereby empdoyae put tags on items
of machinery which is faulty, dangerous and in neédepair. There are two
types of tags, a caution tag and a danger tag. Taetion tags are, from
memory, yellow with black writing. They display therd 'Caution' and there is
a space where you write in the reason the iterau#tyf and why caution needs to
be taken in operating it. These details should bengleted by the person
applying the tag.

The 'Danger' tags are black and yellow and have wwds "Danger' and

something like 'Do not Operate' written on them &e&r I'm not entirely sure of
the wording. As with the caution tag, the persoplgipg the tag would then
write on it the reason the item was dangerous t us

| recall putting a 'Danger Do Not Operate' tag dmetsteering wheel. | signed
the tag putting my name on it. | also wrote sonmgthike "No Boom Extension"
on the tag to indicate exactly what the problem.ivas

From this it could be inferred that he placed akland yellow tag on the machine,
however in his second statement made on the 28tb 2001, his evidence is not

consistent and in an exchange of questions and esisshie made the following

responses:
“Sears: On the table I've placed a danger tag andbat of service tag.
Howard: Yep.
Sears: Is there another type of tag |, | think....
Howard: | think there's a caution one.
Sears: Yeah.
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90.

91.

92.

93.

Howard: Sometimes these are used for um if its antyinor problem, um
and you can still operate the machine, they migst put a...

Sears: Which one are you referring to?

Howard :  Ah, out of service, oh. no, are they thiy@wo tags are they?
Sears: No, there's another one.

Howard: What, what colour is the other one?

Sears: Green.

Howard: | think yeah, | think there is a cauticegtwith a, yeah with the,
saying you can still operate the machine its justting the
operator know that there is, that there waitingpganrts, yeah.

Sears: So, was it definitely a danger tag?
Howard: It was definitely a danger tag do not ogtera
Sears: A red one?

Howard: Yep, ared one!

This is inconsistent with his earlier statement datkr after proof reading his
document he said he could recall, not long beferavhs made redundant putting an

out of service tag on a bogger that wasn't workiraperly.

He obviously does not have a clear memory of wipatticular tag he placed on the

machine.

Mr Morrison in his evidence referred to the taghamg a yellow and black tag which
he described as an out-of-service tag. He wadi#gs®l mechanic who worked on the
rockbreaker, and therefore would have personal ledye as to the tag on the

machine.

| am satisfied that the tag that was placed onnthehine was an out of service tag

and not a danger tag, and | accept the evidenbl dforrison on this point.

Status of Rockbreaker

94.

95.

The question of whether the rock breaker shouldehzeen operated at all on th& 6
June 2001 with the faulty control is difficult. @me level, perhaps an utopian view,
imperfect machinery should never be operated inreemThis, however, ignores the
commercial reality that machinery with minor defechay safely be operated and
operational decisions are routinely made as touse of defective equipment or
machinery. The information tag, as referred tsbse of the witnesses was intended

to be used in this type of circumstance.

The issue of whether a defect is substantial endoglwarrant a danger tag, or
information tag is also clearly a matter of judgmenThis is highlighted by the
differing opinions of the miners who operated tbekbreaker during the period April
to June 2001. Matthew Lister was quite correctrwhe told Mr Howard that it had
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96.

97.

98.

been operated by others in its defective stateth Btessrs Stead and Llewellyn were
also of the view that it was able to be operateith Wie boom retracted. Mr Howard
was of the view that the machine was too dangetowsperate safely. It is clearly
subjective and as such one about which reasonahtismmay differ?

Further, if a miner expresses a view that machineryoo dangerous to operate,
should the expression of that view be final? Th@uld certainly seem to be the
purpose of the danger tag system, where subjeah ismportant exception, only the
person who certified the danger by affixing the tagble to take it off. But, as said
by one of the withesses, an acceptance of thatopitign would mean that a miner
who was unreasonably sensitive to safety issuekl goevent the use of machinery
that was safe and usable, albeit defective. Theemion | referred to above is,

management intervention.

Messrs Llewellyn and Stead decided at some timer poi 25" April 2001 that the
rock breaker could be used in its defective ste.Howard formed a different view
on 28" April 2001. However, the defect had not changeihject to the notation in
the Work Order as to the inability of the hammestang right (See Work Order on
Page 16 hereof). The micro switch was still migsat all times up until ® June
2001. In those circumstances was Mr Llewellyntidito maintain the view he had
taken prior to 28 April 2001 when authorising the use of the rockaker on 8 June
2001? It can be assumed that prior to using tl&breaker Jarrod and Matthew
would have made a conscious decision to use thdiney. Matthew was present
when Howard declared it to be too dangerous to ssé,can infer he was aware of
the process of checking the machinery before usjrand importantly, the ability to
refuse to use the machine. | have no doubt Jammdd have possessed the same
knowledge and would follow a similar procedure bécking the machine, and having

checked the machinery determined it was not urtsaiise.

It is relevant to consider at this point as to veetit could be found that either Jarrod
Jones, or Matthew Lister or both are likely to hageaped the rock fall had the boom
arm been extended to its full length during therapens, in other words, did the
defective contribute to the death of Jarrod andtihvat. That issue is further
complicated by evidence from competent operatoas ¢ven if the boom arm had
been operating, it would not necessarily have daky extended at the time of the
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99.

100.

rock fall. Indeed, it might have been fully retiedt, for example, if the machine was

about to be moved.

In any event, the rock fall was massive. Ther&ngply insufficient evidence to find

that if the boom was fully extended at the timehaf rock fall, the tragedy would not
have occurred to one or both men. There is nolasiwe evidence that at the time of
the rockfall the boom was actually being used @escl am unable to determine how
or what dislodged the keystone, and any attempmoteo would be speculative and

unhelpful.

It is not open to find that in its defective stéte rock breaker could not have been
operated safely. It is not open to find that hiatleen fully operational, the tragic

accident would not have occurred.

Did RBL or it management undertake or direct adequae safety checks?

101.

102.

103.

It can be inferred that re entry to the HeemskBK@ access drive was discussed at a
planning meeting of the RBL technical staff. Howg\t can also be inferred that
none of the recorded information then in the pagsasof RBL was produced, or

analysed, or for that matter even referred totHerpurpose of planning re-entry.

Accessing Heemskirk 1670 was not a priority for RBHowever, it must be inferred
that it was on the list of work that was availatdeVir Llewellyn to deploy his crew.
From this it must be inferred that Mr Llewellyn wedgormed by management that
access to Heemskirk 1670 would be required at siome in the future albeit not
immediately. It can also be inferred that Ms Altmaas aware of this decision,
because it was on her list of things to be attertdedHowever, because it was not
urgent she had merely identified where the access, wnd decided to return to

inspect it with someone who knew the area.

What check was carried out prior to Jones and Listdering on the day of the
incident? From the records of the company it waddm that on thé"@pril 2001,

Honner and Pfab had used ME112 in Heemskirk 16TQHe purposes of check
scaling and rockbusting. There is no indicationaaly geotechnical investigation
being carried out prior to this and in fact, whe@msidering the evidence of Altman,
she certainly had not done so and she was thegeitechnical staff member there at

that time. Further, in her evidence she saiddhaiuple of weeks prior to the rockfall
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104.

105.

106.

107.

108.

109.

she had gone past the area and noted a pile af.rotkcould be inferred that those

rocks must have fallen after Honner and Pfab haa Ioethe drive check scaling.

It seems apparent that despite seeing the pileakrAltman made no written note of
this nor did she inform others of her observatidn. fairness to her, | should add that
she would have been unaware of Honner and Pfalmdpéngen in the drive at the time

of her sighting.

This meant that the only check done by RBL befdteléne 2001, according to the
evidence as presented, was the inspection by Petsellyn. This inspection was a
visual inspection, and | assume as he was abosgrid men in to scale the area he
believed it appropriate from a safety point of viemdo so. He observed the ground
support. It is clear on the evidence that he nmame@eong assumption that the cable
bolts were 7 metres and had twin strands. He foumé@vidence of water. At that
time there had been no other incidence in the mimere there had been corrosion of
fully grouted cable bolts. From the Evidence of Buller & Lee, he would not have

been able to identify the flat structure deep mlacks.

It could not be said that Mr Llewellyn was not #detl to come to the conclusions he
did. However, the question remains whether a toveough check could have been
undertaken, so that a more informed decision céaldnade. The answer to this

guestion must be affirmative.

In considering these issues, the history compiledb Mroczek reveals that in 1997
it was realised that a permanent geotechnical pees&vas required at the mine.
Despite a geotechnical audit and a comprehensivefsground support guidelines
being prepared for the site, there appears to baga no system of review for the re-
entry of older areas to determine whether they wewasistent with the new

guidelines.

Added to that is the fact that, in 1999, the engiimg) geologist at the mine, Mr Slade,
mapped the very area of the rock fall and issueah pequesting that the cables be
replated. This was not done, becatwdd cables [would] make this impossible”.

Four conclusions may be drawn.

(@) There was a lack of coordination of action in relatto checking areas to be

re entered;
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(b) There were no formalised systems for areas maidect fentry:
0] to have them assessed by the site geotechnicalesrgor
(i) to bring them into line with the new ground supgpridelines.;

(c) The record keeping system and the available huesources were unlikely to
have facilitated access to important records rejatio installed ground

support, for the purpose of making informed dedisiabout re entry; and

(d) A general lack of communication.

Would Jarrod Jones and Matthew Lister have been autorised to enter the
area had it been realised that the cable bolting weaof 5 metre single strand
cables drilled to 4.2 metres?

110. The answer to this issue depends on two importactofs. As it did occur, Mr
Llewellyn inspected the area and decided that agukhbe scaled. He said had he
known about the length of the ground support helvowt have allowed his crew
back in. There is a significant element of hindsio this view. Mr Llewellyn was
under considerable pressure when he found out dbewround support, because he
authorised the re entry. He was under similarqumesin these proceedings. It cannot
be absolutely certain that he would have referhedrhatter to an engineer, having

inspected the area.

111. Secondly, if he had referred the matter, it is hidikely that Messrs Jones and Lister
would not have been in the area until further gtbsapport had been designed and
installed. The evidence of Dr Fuller and Ms Altmaakes this almost unequivocal.
Provided that Ms Altman had projected the knowndtires up into the backs, new,
uncorroded,7” metre cable bolts are likely to have been itesfal

112. There was a systemic failure in RBL’s proceduresrisure that decisions about re-
entering previously developed areas in the mineewationally made, using all of the

available information. Had such a system beendog

(@) Mr Llewellyn may have inspected the area, but woualat have been
authorised to re enter without a considered andbelgite direction from

management.
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113.

(b) Ms Altman should have been given sufficient resesirand time to check all
of the records relating to the area and deternfitieiinstalled ground support

was sufficient.
(c) New ground support would have been installed.

The unfortunate consequence is that it could natdo&in that the person drilling the
backs for the purpose of installing the ground supwould be sufficiently protected
from the massive rock fall that occurred. HoweVead the campaign of reinstallation

been successful, it is unlikely that the rock ¥edluld have occurred.

Could the rock fall have been reasonably anticipatkby RBL?

114.

115.

The answer to this question is probably not. Tlstthat can be said for the reasons
already given is that new ground support might hibgen designed and installed.
This might have prevented the rock fall, but RBLuidikely to have anticipated it
because, as Mr Lee said, the king pin was the atifag structure deep in the backs.
Even a trained and highly experienced geotechmingineer may well have missed
the existence of this structure. Of course, if thiee had adopted a more stringent
approach to issues of safety, there could have bEgrar geotechnical assessments
carried out, and certainly one should have beeanged prior to the issuing of
instructions to any miner or miners prior to reegintg the area. Whilst | accept that
two experts have said they probably would not hdetected the fault, a thorough

geotechnical assessment may have done so.

It is an acknowledged fact that the risk of rodlkfas always present, and it is
important that operators are removed from the afek, so far as is practicable. It
is an acknowledged fact that the risk of rockfalalways present, and it is important
that operators are removed from the area of riskias as is practicable. Regular
geotechnical assessment properly documented amtilyresavailable may confirm
whether ground conditions are unfavourable or uyolag change, and becoming
conducive to the formation and exposure of largstalsie wedges. A readily
accessible database would record the conditions taadactual ground support
installed. If this had been available in this amte, the length of the cable support
would have been known. A comparison between tstegleotechnical assessment and

one immediately prior to sending in miners may, &g not put it any higher than
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that, have detected the changing circumstancesraydhave brought to light some

movement of the large wedge.

Response by Workplace Standards Tasmania
116. A further matter for consideration is the respobgéVorkplace Standards Tasmania

to the rockfall.

117. Mr Sears and Mr Las of Workplace Standards Tasmiaviestigated the accident.
They arrived at the site or"@une 2001. The recovery of the deceaseds’ baxiest

an issue in this investigation.

118. On 18" June 2001 Mr Sears made an entry in the Mine ReBook®® It was issued

as a notice under the Workplace Standards Act 1€85, It relevantly stated:

“You are directed by me to initiate the followirgythwith:

Q) For working areas of the mine where there amrgé
intersections or openings, undertake a review ef ghound
support installed in relation to the ground condits and the
size of the opening,

2 Review all current ground support standardduding that for
large openings,

3) Review ground support design standards to dates
maximum allowable opening sizes without altering shpport
pattern or type.

An audit of progress of all three items above Wél conducted on or near 31
August and again on or near 310ctober 2001. Documentation is to be
supplied at the time of audit.”

119. On 27" June 2001 Messrs Sears and Las made an entrg ire¢brd booR? which

was countersigned by Clive Thompson. It relevastéfed:

“As a result of our observations the Renison Miééreby directed to:

1) Identify all large working or travelway (sic) eas that have
been developed for 6 years or more.

2) Prioritise those areas identified with regard tage,
groundwater, cable bolts and other support, preseottalc,
age of cable bolts installed and geotechnical cbastions.

3) Develop a program for the installation of addital ground
support where required.

4) Develop safe work procedures for the installatioof
rehabilitation support.

5) Ensure that the procedures developed in (4) are
implemented.”
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120. This response was produced within 3 weeks of tliedant. It identifies that RBL
needed to pay attention to wide span excavatioms the installation of ground

support, including the installation of additionabgnd support where required.

121. Itis common ground that neither audit foreshadoteetke place in August 2001 nor
October 2001 was conducted by WST.

122. The next visit from the WST inspectorate was 8h1@" and 11" July 2001 for the
purpose of investigating the accident and takirngmes of interview. No attempt was
made to audit progress of the record book requinésnat that time. There was,
however, a meeting between Messrs Sears and LaRBhdnanagement and staff,

after which Mr Las made the following entry in tteeord book*

“In relation to our Record Book Entry of 15 June@0and 26 June 2001
(Structural Assessment), a meeting was held todidly @avin Ward, Jody
Gaylard, Clive Thompson, Chris Mroczek, Fred Sead myself addressing the
issues raised. To date substantial and satisfypnggress had been made
towards addressing/completing the directions giwvetihat Record Book Entry.”

123. What progress had been made by then?

124. On 18" June 2001 Mr Mroczek had written to Mr Lee at AME&h a request by RBL
to engage AMC as a geotechnical expert to investifze double fatalit§® The
investigation was to take three parts. First,neestigate the cause. Secondly, to
identify any other areas of the mine that needéentbn to ground support and,
thirdly, to review the current geotechnical guides. Mr Mroczek emphasised the
urgency of the first two parts. In the events whiappened, the urgency became
forgotten mainly due to lack of finances at the eninThis will be discussed further

later.

125. AMC acted quickly and efficiently. Mr Lee visitatie site from 18 to 20" June
2001 and held discussions with RBL management.2BYJune 2001 Dr Medhurst
and Mr Lee had drafted proposals for their geotietinvestigation and audit. It
has already been seen that Mr Lee had commissioiséatical work to be done by

! "l % %! #0 12
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126.

127.

Chris Mroczek and Jody Altman, which had been ceted by 28 June 20013
Substantial work had also been done to definedbpesof AMC'’s brief.

Accordingly, Mr Las’ comment about substantial asdtisfying progress is

understandable.

Some further light is shed on the meeting by aetettd” July 2001 from Ken

Patterson, the operations manager of RBL, to Mc*tek relevantly stated:

“During a meeting with Fred Sears and John Las (Bemspector of Mines) on
11 July 2001, the following proposal was put fordido the Inspectors, who
expressed their satisfaction with the proposal #malinitial work conducted by
Jody Gaylard at Renison Bell.

In relation to the 15 June 2001 Entry 1, which thepectors indicated also
covers points one and two of the 27 June 2001 eReyison Bell has developed
a matrix showing all production locations schedufesim the mine over the next
two years or so. When complete, the matrix will taon the following
information:

« Stope name and reduced level

« Date development commenced and concluded

* Development design (Mine Planning Authority) refee number

* Type of primary support and the date it was ilsth

* Type of secondary support and the date it wasliesl

« A broad description of the rock types encountered

 An estimate of the talc content present

* An indication of the amount of water encountered

» Maximum width of the excavation.

The matrix will be used to:

« Identify large working areas, which are greatkan six (6) years of age
* Prioritise these areas on the basis of when #ireydue into production .
« Identify the likely geotechnical risks in .eadttleese areas

« Indicate the remedial measures to be put in ptacaddress these issues.

It is anticipated at this stage that persons ottlean AMC will complete the
matrix and possibly make recommendations in refatm addressing the 'high
priority areas' mentioned directly above. RenisBell would like AMC to

examine/audit the matrix, once it is nearing cortipteand to either recommend

"#!
"l
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ways to address the high priority areas or aud#é tecommendations made by
other personnel. A report would be required desodbthe entire process that

has been conducted, highlighting the problem areasountered and the

methods of addressing the issues in those areas.

The next issue relates to 15 June 2001-entriesd 3&an During the meeting
mentioned above, it was suggested that the exidimegison Bell Ground
Support Guidelines, which were examined and (inédigh commended by the
inspectors prior to the June 6 accident, contaisefficient information in an
appropriate format to address the requirements ffies 2 and 3. However, it
was pointed out during the ensuing discussion tth@tGuidelines require:

e Updating, in light of new or changed ground supppractices at
Renison Bell. The last update was conducted irrceqapately June
1999.

« The addition of a new section that defines a pdure for reviewing the
installed ground support in the event of changinggzes of
existing/planned development. For example, througlanned
development stripping.

In response, should you wish to carry out this weduld you please advise the
length of time you anticipate it will take to comigl it. Renison Bell would be
eager to finish all the work (including submissmifrfinal reports) in time for the
first Department of Infrastructure, Energy and Reses audit, due to take
place on or near 31 August 2001.”

128. Dr Medhurst replied to this letter on"23uly 2001° in the following terms:

“The following provides a response to the scop&ork outlined in your letter
of 19 July 2001. This involves addressing the Reéddook Entries made by
Fred Sears (Chief Inspector of Mines) on 15 Jur@E Z@vord processed) and 27
June 2001 (hand written).

“1 Examine/Audit "The Matrix"

In relation to the 15 June 2001 Entry 1, Renisotl Bas developed a matrix
showing all planned production locations and "reat’ mining and
geotechnical data. It is understood that the mxatmill form the basis of a
process to identify and delineate hazards that gmes potential safety and/or
production risk.

The primary aim of the audit will be to highligtactors that will make the
matrix technically useful and practically relevatat ongoing operation of the
mine. As suggested, this would involve recommemaaidn how high priority
areas might be addressed or to audit recommendsitioade by others.

Each area identified in the matrix will need to inspected by AMC. This will
allow review of the style and nature of informatimontained in the matrix and
will provide the basis for recommendations regagdthe need or otherwise of
additional/fewer items. The ground condition datdll also need to be
compared against Renison's ground support standandgelation to the
proposed remedial measures for each area.
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Exposure or the time that men work in an area isoahn important
‘consideration when deciding what should be attente first or receive the
most attention. This is especially true for aredseme ground conditions can
change. The matrix will therefore be examined iw tsoich issues are covered
and may require recommendations for additional datallection.- Such
recommendations would require further work and rhighlude:

- Monitoring and testing programs such as rock mbsssening above
critical openings, groundwater quality testing apdill-testing of bolts.
These may be required mainly as a quality contredsare, but will also to
help determine the rate at which key support elemkrose their capacity
due to corrosion.

-Ground behaviour modelling around stopes. Thesalyaas might be
needed to examine stress effects/influences aopatbpe sequencing, the
development of support loading and its relationshé rock failure
mechanisms.

-Specific risk assessments in "target" areas arepbssible requirement
for hazard

"trigger" levels to be established.
2 Existing Ground Support Guidelines

Existing ground support guidelines require updatimglight of new or changed
ground support practices at Renison Bell. The updtdtl require a new section
that defines a procedure for reviewing the instidggound support in the event
of changing sizes of existing/planned developntemarticular, the new section
will need to address areas where conditions hawamnghd, for example:

- Wider excavations (through planned developmeipshg)
- Sheared or dilated rock mass conditions (duesiariy mining)
- Corroded ground support (due to age)

The last update was conducted in approximately Ju@89. AMC will
undertake the update to ensure that responsitsliied procedures are defined
for:

- The collection and reporting of ground conditipfisr proposed stoping
areas and new openings.

- Designing, recommending and approving approprigteund control
practices and support / reinforcement designs.

- Ensuring that support / reinforcement is instelkes per recommendations
and standards, and recorded in the Matrix/Groundchal Database.

- Initiation of ground control reviews, eg of oldeas before they are mined
or as dictated by "tags" in the database, and updathe schedule of
support and reinforcement.
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129.

130.

131.

- Procedures for recommending appropriate supporeihforcement (eg
scaling, re bolting or cable dowelling) and ensugrithat it is safely and
properly installed, arid recorded in the Ground Gat Database.

Designs must be practical for the mine's equiprasidt management must ratify
standards before they are used. Training of alhaggers, professionals and the
workforce in the art of identifying "rock-fall" hamds is an inherent part of any
Ground Control Plan. The update will need to takéo account training
requirements.

3 Work Program and Cost Estimate

The work is assumed to require two site visits.e Titial work to carry out
Tasks | and 2 (as above) will be undertaken byyT®tedhurst. The site visit is
expected to take two weeks

Max Lee will also on-site for one week as part of Work regarding "the
Cause" (AMC Letter dated 2 July 2001). This wélghto coordinate activities
in "overlapping" areas such as data processing mxspections. .............. "

This correspondence represents a refinement geponse to the record book entries
by WST. It represents a commitment to the invesibgn of both the causes of the

accident and the audit of existing ground suppodtguidelines.

Dr Medhurst attended the mine for the purpose sfauidit in August 2001. At the
completion of his visit on "9 August 2001, he held a meeting with members of
management and staff at the mine. For the purpbfige meeting he prepared a set
of hand written note®¥ At page 4 of the notes there was a sheet entitledy will

the matrix be used?” It contained a schematicrdiagof the factors to be taken into
account for the purposes of designing ground sugpahe mine. In evidence, Dr
Medhurst described the matrix as the “record” ef ghound support that was installed
and the diagram was for the purposes of identifyiregissues to be taken into account
to design ground support. The document assumes soportance in this inquest,
because Dr Medhurst’s intention was to encouragartime to consider the design of
the ground support for each area of the mine, ralfam use only one generic design.

On 16" August 2001 Dr Medhurst wrote a lefteto the mine in the following terms:

“RE: Update on Ground Support Audit at Renison Bell

In response to addressing the Record Book Entrigdenby Fred Sears (Chief
Inspector of Mines) on 15 June 2001 (word procesaed 27 June 2001 (hand
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written), Australian Mining Consultants Pty Ltd (A&lhas commenced an audit
of ground support practices at Renison Bell Mine.

In relation to the 15 June 2001 Entry 1, Renison fesetbped a matrix showing
planned production locations and some related ngirand geotechnical data.

The primary aim of the audit is to highlight factathat will make the matrix
technically useful and practically relevant to omggp operation of the mine. Mr
Brenton Stead of Renison and Dr Terry Medhurst MiCAIn the period 2 - 8
August 200 | inspected all areas listed in the imatAs a result of these
activities entries in the matrix are near complete.

A meeting was held between Renison Senior TechamichOperations staff and
AMC on Thursday 9 August 2001 to discuss outconoes the inspection. A
series of handwritten notes were distributed durihg meeting. Three criteria
were identified/defined in relation to designingfraging ground support
activities at Renison:

* The influence of mining induced stress changes
*» The presence of talcose and/or weak rock zones
» Age and corrosivity of ground support

Areas were identified or targeted as a result & thspection and discussed in
the meeting with regard to Renison's ground supptahdards and proposed
remedial measures; Brenton Stead (Underground Sofeeident) has a record
of these areas.

A review of current ground support standards isreatly underway. Partly, as
a result suggestions made by Renison staff anavthik carried out to date by
AMC the following has been identified:

» As a minimum, the ground support standards retgua new section
that defines a procedure for reviewing the instltgound support in
the event of changing sizes of existing/planne@ldpment. Also, the
ground support guidelines need to show how theirmatto be used.

» Ground support guidelines need to be updatecefi@et current work
practices.

» Designs must be practical for the mine's equipnaead management
must ratify

standards before they are used.

132. On the same day, Clive Thompson wrote to Mr Sepnrsdy of the following entry in

the mine record boof
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134.

135.

136.

137.

138.

139.

“This Record Book Entry is made pursuant to youtries dated 1% & 27"
June 2001. The management team of the mining amioty Henry Walker
Eltin, carried out a review of all working areasthie Mine on 8 June 2001.

Both our geotechnical engineer and Australian Mgni@onsultants have since
carried out a more detailed review of the groungart installed in relation to

ground conditions and size of openings, in all vimgkareas. Since this review
no further work has been done in the Blackwood 1&&& or the Heemskirk
1660 area. No other working areas of the mine #neught to have

inappropriate or inadequate ground support in r@at to size of openings and
ground conditions.

It is unlikely that the Heemskirk 1660 will be wedkin the future. This area,
although less than one year old, has ground watesgnt and is known to have
a high talc content. There is evidence of stredsd¢ed movement in the ground.

It is intended to work the Blackwood 1765 areahe future. This area has
some talc in the footwall. It is considered a wigecavation and there is
evidence of ground movement. A remedial groungpatstrategy for this
location is to be developed before this area caprhogressed further.

In response to items 2 & 3 of the 15th June entkyCAhave developed a
document known as the Ground Support Risk Matrik. copy of AMC's
correspondence, dated 16.8.01 has been appendhbis tentry.”

WST treated this record book entry as a sufficiems#ponse to their record book
entries of 18 and 27" June 2001 and, for that reason did not conductualit on or
near 31' August 2001.

Had WST conducted an audit on that day it wouldehtound things much to the
effect recorded in the letters of"18une 2001 from AMC to Renison and Renison to
WST.

WST had also said that it would also conduct aritaudor near 3% October 2001.

This was not done. What would have been foundthaidaudit been conducted?

First, WST might have found a significant depletiontechnical staff at the mine,
including the loss of Ms Altman in July 2001.

Secondly, WST might have found that in Septemb@&128MC had delivered a draft
“Audit of Ground Procedures” Report to RBL for corem.

Thirdly, WST might have found that Coffey Enginegrihad undertaken significant
structural mapping of the mine, including mappirigh® Huon area which was then
being developed.

Fourthly, WST might have found the Ground SuppoidkRMatrix that had been
updated by Brenton Stead in September 2001.
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141.

142.

143.

144.

Accordingly, apart from the depletion in technistdff, had WST undertaken an audit
on or near 3% October 2001, it is likely to have found that #hevas ongoing work
being undertaken in response to the June 2001ddmmk entries. As to the loss of
Ms Altman and other technical staff, at least uB8btember 2001 the mine had been

obtaining significant input from geotechnical coltants, AMC and Coffeys.

In the circumstances until 310ctober 2001, it is unlikely that the responsarfro
WST would have produced any different result iratieh to the rock fall in May
2003.

Nevertheless, it is perplexing that in relatioratoincident as serious as the rock fall
in June 2001, the regulatory body did not followarpits recommendations and keep
track of what the mine was, in fact, doing. Itisar that the letter f6August 2001
from AMC to RBL related to work that had not beeampleted. By October 2001
some further developments might have been expedtesinot really to the point that
there were developments, or that they were sat@sfac The issue is whether the

regulatory authority remained vigilant.

As a general observation, if a regulatory bodyaaths that it will audit progress in
relation to a specific requirement it has maderetse sound reasons why it should
do so. The immediate one is to satisfy itself gatsfactory progress is being made.
But there are other reasons, including the indugteyception of whether the
inspectorate will turn up when it says it will. dkadaisical conduct by the
inspectorate could be expected to produce a simekgyonse from industry. It is in
the public interest that the inspectorate monitbesprogress of its recommendations.
Presumably, the recommendations are not made\ligimtl, in this particular case,

they were in response to a most serious mininglaati

There may be reasons for the lack of response.ill Irgfer to this further in my

findings.

AMC'’s Audit — September 2001

145.

As a consequence of the deaths of Jarrod JoneMatidew Lister, and the Record
Book entries made by Fred Sears, the audit was riakde by AMC and in
September 2001, a draft audit document was preséntine company. It is obvious

in my view, this was not intended to be the finaft] but was delivered for comment.
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Notwithstanding this, RBL appears to have reliedruthe document for its continued

development?

The following are some extracts from the document.

“Three critical criteria were identified in relatio to designing/managing
ground support activities at Renison:

* The influence of mining induced stress changes
* .The presence of talcose and/or weak rock zones
» Age and corrosivity of ground support

In each case, these conditions were observed te hagetrimental impact on
mining operations at Renison, which to date, hasebeen considered as part
of design assessments. The impact of these famiditsee mining operation is as
follows:

Support Practice

e Stress related ground failures are becoming mprevalent due to the
increasing depth of mining and the apparent weakgrof the rock mass,
particularly in talcose areasMore detailed geotechnical assessments for
critical areas are needed and a greater emphasis structural mapping is
required

» Groundwater sampling in the Rendeeps area indika highly aggressive
corrosive environment. Several areas in the minera/the support is greater
than 12 months old showsigns of severe corrosiomhis raises the issue as to
the useful life of ground support in highly cornasiareas.

» The current Ground Support Guidelines provideoaerly complex choice of
ground support patterns for the range of specifaahditions. In particular,
intersections and "wide" spans hawet been adequately addressed in the
current Guidelines.

* The Ground Control Matrix shows 133 "active" Itioas of which 73 are
associated with spans greater than or equal to &imese "wide" span sites
provided the main focus of the ground control irtsjoe.

» Grouting of friction bolts has been undertakenamly alimited basis(7%).
The Guidelines specify that all but two ground surpgategories should have
grouted bolts installed.

The management of stress related ground contrakssieeds specific planning
and design awareness. To effectively "design outhsproblems, a good
understanding of rock stresses and rock strengshsequired. Input is also

needed from underground observations and associakdts to predict and

validate stress related cracking/failures. Greatattention to stress versus
strength issues needs to be developed at Renison.

" &l
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Minimum ground support requirements for "wide" spam Renison's main rock
types are provided. A wide span should be treatedry sill, drive, intersection
or permanent area that is greater than 5m wide.

No 2 host ore bodies are generally comprised ofr ppality, sheared
blocky rocks in zones adjacent to No 1 host oredsdiThe Red Rock
Member (RRM) in these zones often exhibits poogihgnwall (No2)
and pillar stability conditions.

Talc content often noticeably increases at the esmities of the
Rendeep stratabound orebodies. Noted examplesdmdhwer Huon
and upper Blackwood/Dundas zones.

No 2 host orebodies have the greatest variabikitgiound conditions
ranging from good to very poor.

Unmineralised dolomite zones are generally of laf@& to 1m blocks)
which may contain large wedges. These zones tar lofcated in wide
intersections and accesses.

Stress related ground failurese activeat Renison...

Stress changes need to be quantified to a levatairacy that can be used as
input to support design calculations. This may mriigom a simple assessment
of a stress concentration around an isolated orghad may require a detailed
numerical modelling assessmenBuch effects can only be assessed on a case-
by-case basis.”

The highlights are mine. These few points cleatlmonstrate the need for
considerably more investigative work to be undestato ensure the safety of workers
and a safe working environment. It would not bé&urto say that the audit criticised

many facets of the mining operation.

The Ground Support Risk Matrix

146.

147.

Dr Medhurst clearly had it in mind ttmake the matrix technically useful and
practically relevant to ongoing operation of thenedi To achieve this it had to be
accurate. It would also be necessary to constamitiate it as ground support was
installed>°

The need for constant updating was specificallpgaised by Gavin Ward,and was
known by RBL management. In evidence there weceemails from Mr Ward to Mr

Patterson dated #7December 2001 and $May 2002, each referring to the matrix

#l
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149.

150.

and the need for it to be complete and updatece fifst email prompted a response
from Mr Patterson on 25February 200%? after a ground support meeting or®'21
February 2002. Mr Patterson’s email "2%ebruary was addressed to Messrs

Thompson, Stead and Ward. It said, in part:
“The matrix compiled by Brenton and Terry to bepiiiyed on the planning
department wall. (by 22/02/02)

Gavin to brief the planning department on use apdating the matrix. This
briefing to be formalised, records taken. (by 28022

Ground Support model to be drawn electronically digplayed in the planning
department and briefed with matrix. (by 23/02/02)

Checklist to be developed/updated to show evidefideow the matrix and
model were used. (by 28/02/02)

There is a need to re-examine older intersectidoleswithin existing areas of
the matrix (probably a reason that we did not idigrthe potential problem with
respect to Bruny 1500)...

Follow up meeting Tuesday 26/02/02 prior to Minespector visit to the
discuss the above points.”

The reference to Bruny 1500 was a rock fall.

Mr Patterson said that some of his directions weraplied with, but others were not.
He said that he relied on his technical staff, Medshompson, Ward and Stead, to
undertake these tasks. There was certainly a visit by WST on"2Bebruary 2002.

This was for the purpose of conducting a “deskaogit” of the mine’s operations.

It is clear, that as at May 2002, neither the matror the inspections of the
intersections had been undertaken. This is eviterny the email of Mr Ward’s

dated the 3 May 2002 forwarded to Mr Patterson. In that eritailas recorded that

“neither the Matrix Update, nor the intersectiosgactions have occurred yet.” Mr
Ward said further:

“As the Risk Assessment Matrix has not been updatexlild question whether
it is being used. Brenton has designed a Groungp&u Assessment Work
Sheet for assessing ground support design situstibased on the “Ground
Support Assessment Process” developed for us by. AMiGink his Work Sheets
are very good and that one should be produced mwmpany every ground
support design he does. (He may all ready be ddirgg— but | haven't seen
them.)”

(" % %! &
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154.

In evidence, Mr Patterson recalled Mr Ward havingnoerns about the
implementations of AMC’s recommendatiots. Like much of Mr Patterson’s
evidence, | found his answers about these aspédtseamatter to be evasive and
unsatisfactory. Mr Patterson did not seem conckeriat his directions to his
technical staff had not been obeyed, despite ttiettiat he relied on them. It might
be concluded that the urgency for the matters daisehe email of 25th February
2002 were specifically to address the issues thgttarise at the WST audit the next
day and that once that had successfully been ratgadtiit was “business as usual” for

Mr Patterson.

Mr Stead said in evidence that he was instructegetwerate the matrix, but it was not
part of his job to update it. He agreed howevhat tit would be a “desirable
outcome” for it to be updated. The evidence of Mr Stead on this point is
inconsistent with other evidence, including the woentary evidence in 2001 and
2002. 1t is more likely that RBL management, imthg Mr Stead, were aware of the
requirement to update the matrix, but due to ldalesources failed to do so.

It seems clear from the evidence that the matroukhhave been updated and the
evidence of Dr Medhurst corroborates that this wias intention and
recommendation. The document was to be a livirmudent being developed as the
mine developed and recording the changing circumst as the mine became
deeper. This recommendation was not followed as# not updated regularly.

In October 2002, Mr Stead was transferred from ngrduties to the mill operations.
From the available evidence, it would seem thatuniver development of the matrix
was done after February 2002 despite the recomntiendaf Dr Medhurst, and the

obvious need for this to be done to ensure a saf&place and the safety of miners

generally.

Ground support plans for Huon 1359

155.

The following (amongst others) ground support plarse tendered in evidence:
34 (& 1

354 &(# 5 I*
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156.

34 ( 5 nx

3,4 (& 5
34 1&(# 5 I
3-4 #(& 2 %

Relevantly, 333 and 334 were drawn by Ms Altmarobefhe audit undertaken by
AMC in September 2001. 408 and 425 were drawn bysiad after the audit. This
will be further considered when the Coffey repants discussed.

Geotechnical assistance after August 2001

157.

158.

159.

160.

161.

The evidence clearly establishes that in 1998 thvax® a realisation that the mine site
required a permanent geotechnical presence. Aedaoical engineer (Alex Brady)
was employed between October 1998 and November, 183@ an engineering

geologist (John Slade) was employed between ApABland October 2000.

Between October and December 2000 Coffey Geosa@epoavided geotechnical

coverage at the mine for two days each week.

In December 2000 a geotechnical engineer (Jody a&itninee Gaylard) ) was
employed by the mine. There was a handover visiEtiffeys on 17 January 2001.
Jody Altman remained at the mine untif™3uly 2001.

Between 2% July and 1% August 2001 Coffey Geosciences provided weekligsite

the mine. Between"6and & September Coffey attended the site to undertake
structural mapping of the Huon 1359, 1384 and 14&vls. This work was
completed with the report of T?September 2001.

In addition to this support, there was the involestnof AMC following the tragic

deaths of Jarrod Jones and Matthew Lister. Thieiailed above.

Ms Altman’s hand over notes

162.

On 25" July 2001 Jody Gaylard left some handover notessfvin Ward, Stephen
Fitch and Sean Thomas of BarmiriéoThese were referred to in evidence, but do not
appear to have been tendered. In the notes, Maf@agfers to Huon 1359 level as

follows:

P # #&
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165.

166.

163. 1359 164. Huon 165. All 1359 to be reviewed fa
Mines Department.

=

166. This level has been cabled Qut
as with 1384 some wall
cables may be require(
Intersections, corners and

walls have been deteriorating

[®X

with firings and may nee

some additional support.

Huon

Level plans are located on the hooks behind my sleswing where
cabling has been installed. There are also sestitmscale showing
the installed cabling but | have not had time todafe these

recently.”

| am satisfied that the ground support plans toctviivls Altman was referring to as

1359 related to Huon 1359.

At the time she was at the mine Ms Altman was yoamg) inexperienced. She freely
admitted this® In fact, one of the reasons why she left the ninéhat she did not

feel able to address the difficult geotechnicaliéssit presented to her. In my view,
had her notes been appropriately considered, thendrsupport at Huon 1359 would
have been reviewed, and this would have been daoug¢ in accordance with the

recommendations made by AMC.

#&
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Sarah Berg

167.

168.

169.

170.

A mine planning report for September 2001 referaricapplication for employment
received from a person named Sarah Berg for thantageotechnical engineer’'s
position>® Nothing further is known about Ms Berg. The negmes on to say:

“However, because of financial constraints Senioaridgement

has decided not to fill the vacancy for the timmgg

Mr Ward said he did not recall a candidate of therhe, nor that her application was
not considered for financial reasdfis.Mr Thompson did not recall her application
either. He said he was not involved in that siflehings®™ Mr Patterson did not

remember the application, but emphatically denteat it was not considered for

financial reason&

However, if Ms Berg had simply been unsuitable, wiguld the report cite financial
constraints? The answer is relatively plain. Tégort is a contemporaneous record
of the deliberations of mine management. There avasethora of evidence to the
effect that RBL was severely financially constrairguring this period. 1 find the
report is accurate, and the sole reason for noaging her was because of the

financial constraints..

This is but one indication of the fact that the ooitment to ongoing geotechnical
support formed by RBL in 1997 was waning at arotimsitime. | acknowledged that
RBL may have found it difficult to obtain qualifiegeotechnical engineers, but this
was not the only reason for lack of geotechnicalpsut. The visits from AMC give

an accurate reason.

Further visits from AMC

171.

a.
b.

C.

AMC visited the mine on three occasions after At @@91.
4™ — 8" December 2001
27" February — ¥ March 2002

25" — 28" November 2002

6, '% %! !
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172. A number of other relevant matters occurred dutims) period.

AMC visit 4™ — 5" December 2001

173. The purpose of Dr Medhurst’'s visit on this occasiwas to consider the ground
stability of the Huon and Zeehan areas as a redulie mining of the 883 stope.
Stress induced cracking had been observed in therCpillar. In a report made by
letter 11" December 200% Dr Medhurst noted the structural mapping that had
recently been undertaken at the 1359, 1384 and [eiEls, “which highlights the

region of weaker, talcose rich zones. He said further in conclusions:

“Mining of the Huon orebody has now progressed tmoint where the effects of
mining induced stresses will be more active thaavjmusly experienced at
Renison. After each blast, careful inspectionsusth be completed on each
level for new fractures of excessive blast damage.

Ground conditions in the lower 1384m and 1359mlLresmesently considered

to be acceptable. Opening of the final primarypsthhowever, may present a
key change in the ground response (release of mgclsiresses?) and will

provide an early indicator of ground behaviour féine extraction of the

remaining secondary stopes.

Monitoring activities should be undertaken with tf@lowing in mind; the
effects of extraction sequence, and the locatiothef‘weaker” talcose zones.
The latter are widespread in the lower levels & Huon orebody. Additional
ground support may be required in the lower leyeler to the extraction of the
secondary stopes.”

174. The presence of talc was one of the main critéia Dr Medhurst had isolated when
making previous recommendations about the desigh iastallation of ground
support.

Clive Thompson’s email 23 December 2001

175. On 2T' December 2001 Clive Thompson wrote the followinggé to Brenton Stead

and Gavin Ward?*

“Brenton, We should get Terry Medhurst back ASAleage can you organise
it.

Here are some notes | took during Richard Sevidesvisit. His comments are
simple and logic [sic]:

Huon is the future of this operation. We shoulchage the risks associated
with Huon. We should spend money on these rigkstitch in time saves 9.
Stress is not going to go away, the sub levelsgaiag to get more as time
progresses. They must be stiffened now. Terryadaise on what and where
and sign off on same. Please read these notesliandss, but get Terry here as
soon as we can.
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176.

177.

178.

Ken, | have assumed your [sic] OK about all this.”

This email is significant, in that it evinces thghhimportance that RBL placed on the
Huon ore body, it was the mine’s future. It albmws that RBL was aware of the
risks associated with Huon and that there was geniirneed to “spend money” on
them to alleviate the risks. It also evidencest thlt Thompson knew of the

importance of obtaining geotechnical advice asdjuret of attending to these issues.

In early January 2002 Brenton Stead contacted Tdeghurst to arrange for a site
visit. However, by 11 January 2002 it was apparent that AMC were ngbae to
do any further work for RBL due to an outstandingcaunt in the region of
$60,000.00 for consultancy fees due to ARIC.

Despite Dr Medhurst being available to come torthwee in January, he did not attend
until 27" February 2002.

AMC visit 27" February — 1% March 2002

179.

180.

On 26th February 2002 Brenton Stead produced a mamom setting out the scope
of work that Dr Medhurst was to undertake for tligpose of the visit. Relevantly,
the inspection of Huon 1384 and 1359 was noted tifier requirement to install

cement dowels in this area.”

At the conclusion of the visit or"March 2002 there was a meeting held in the mine
planning office attended by Dr Medhurst, Clive Thamon, Gavin Ward, Stephen
Fitch, Dave Brown and Brenton Stead. The memonanaiunotes taken by Brenton
Stead at that meeting included:

“Huon 1359

Major structures evident in the backs and wallsttef level may continue up
through the orebody (can be seen in 1384) and cplalg a role in the regional
stability of the orebody. The orientation of thustures are (sic) favourable to
the stress direction and may be associated withtdlwein the area. Cables are
designed for the draw points of the remaining stopat these have yet to be
installed... Inspection of the level showed sigrdetdrioration in the North end of
the hanging wall sill adjacent to 883 stope andrémaining footwall draw points.
The drawpoints and the footwall sill may requiremso strapping, however the
intention is to design and install cemented dowvetkis area. This may be able to
reduce number of designed cables to install. AMEstablish a dowel pattern to
be incorporated into a design on site.
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181.

182.

183.

184.

It was agreed that the next site visit of Dr T Ma should be in a months time
on or about the 8 April.”

In his report to RBL on 1% March 20027 Dr Medhurst said:

“The interpreted stress and fracture orientationsthe Huon 1430 sill suggest a
propensity for shearing in a NE to SW direction.apyding carried out in the
lower levels of the Huon orebody (1359 & 1384) dadé that pervasive
structures, talcose zones and talcose stringethérhanging wall strike parallel
to this direction. This suggests a possible meigmanof movement on
structures/weak zones progressively down through dhebody with stope
extraction.

These structures are most prominent in 1359L arebqmt a strong case for

increased levels of ground support for drawpointess and brow stability. The

recommended support pattern for drives and crossésit provided in the

Appendix. Given the relatively weak nature ofritek mass, brow stability will

be particularly sensitive to drive width. In weack masses, cable rings should

be installed from the brow a distance equal to 3wed width, ie 15m.”
A specific design of cable bolt rings for Huon 13E¥el was provided in the
appendix to the repotf. This pattern was used on ground support plan (268
February 2001). This included the 795 drawpoinif bhot the 778 cross cut

intersection, nor the brow of the fall drive at ff#5 stope.

Dr Medhurst did not return to the site ofi 8pril 2002. An attempt was made to
bring him to the site in June 2002, but once adam to outstanding payments due by
RBL to AMC, it did not come to fruition.

Dr Medhurst did not return until November 2002.

Flooding

185.

186.

In September 2002 the water level in the mine exwed to the extent that the North
Renison Decline to the 1370 level and the Southid®enDecline to the 1663 level
were flooded. As a result, access to the Huon 18%8 was lost. Because that was

the open stope extraction level, the flood hadstisas effects on productiSi.

The flooding continued until®*1November 2002, when access was regained to the
1359 level’® It is apparent that the flooding was as a resiuthe failure to maintain

the pumps at the mine, a further matter referabfenancial constraints.

I#
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CAF
187.

188.

189.

190.

191.

192.

In July 2002, extraction of the 813 stope was cateol and back filling commenced.
In 1999 and 2000, RBL had undertaken considerabhl wn the best method of back
filling the Huon stopes. It had engaged AMC to imctn advisory capacity in this

regard to determine the most effective method.

Backfilling stopes is an important aspect of minindh\s Mr Lee pointed out in
evidence that designing back fill for stopes isomplicated process. Usually back
fill does not offer anything other than passivastsce to rock failures. Once an area
is mined and the stresses in the mine changeddtiieg of backfill will not have an

effect on the stresses in the changed state.

The process engaged in by RBL and AMC resultedhm delection of Cement
Aggregate Fill, or CAF, for filling the Huon stope&®BL entered into a contract with

Brambles to conduct the filling operations for th@on stopes.

There was evidence that, up until the filling of 8113 stope the primary Huon stopes
had been back filled with CAF, as recommended byCAMIt had been very
successful, in that it was found that the secondtoges could be fired right up to the
CAF, which would remain standing. The ability tanen up to the CAF was an
advantage to production, because it was not negesséave any ore in the sides of

the secondary stope to be extracted.

In or about July 2002, despite having sought thecadof AMC and the successful

utilisation of the CAF, RBL decided to fill the 8 3ope with a mixture of CAF and

mullock. The question arises as to why this denisvas made, when the previous
CAF filling had been so successful and the neighbhgu795 stope was yet to be
fired.

In his interview with WST® and again in evidendéMr Thompson said that the issue
of introducing mullock as part of the filling oféiHuon stopes was first discussed by
RBL’s managing director, Paul Atherley and anottlieector, Richard Seville, when
the issue of filling the Huon stopes was being mered. Mr Atherley’'s theory
apparently depended on a method that was useddgerlatopes at Mt Isa, which

( #% % |
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193.

194.

195.

allowed a cone of mullock to be introduced intoogen stope and then CAF poured
around it. While the idea of the Mt Isa method bhaden in interviews with WST, it
became clear during the hearing such a processhataa practical way of dealing
with fill at the mine.

During 2002 Murchison was negotiating the saleha&f mine to a company called
Sirroco, subsequently Renison Consolidated Ltd, ghacipal of which was Mr

Seville. By then Mr Seville was no longer a diggcbf RBL, although there was
evidence that he was on site during the last 6 hsoonf 2002. In evidence, Mr
Thompson said he thought that one of the reasorystind mullock was introduced
was because Mr Atherley did not want to pay for GMfren it was hopeful that Mr
Seville’s company would purchase the mine. Theotli is tenuous. It ignores the
contractual arrangements that RBL had with Bramtgsour the CAF and a number

of other factors, including the substantial delat tRBL owed Brambles.

In July 2002 there was a significant “overbreak”ooé from the 830 stope onto the
floor of the 813 stope. The overbroken ore wasaeked as part of the 813 stope ore.
However, the large amount of the fall added to dheount of CAF that would be

required to fill the 813 stop@. In his mining comments in the July 2002 monthly

report’® Mr Thompson reported:

“813 must be CAFed according to schedule; bothatlifate the remaining
development of 795 secondary stope and to redécpdksibility [of] a hanging
wall failure.

A strategy had been implemented to expedite thedibf 813. The contractor,
Brambles, had agreed to increase the tenderedofagacement by 25%.
Further, it is intended to bulk up the CAF with Ihobversized scats and
development waste. This two pronged approach dreré 813 filled according
to schedule whilst minimising the cost incurrefithe bulking material is tipped
at a maximum of 250 tonnes per 24 hour period @&mdgitator loads of CAF)
the fill placed should remain fit for purpose.”

A number of things can be deduced from this pass&gst, it says nothing about the
so called Mt Isa method, or forming a cone of CAKBecondly, it involves an

estimate, by Mr Thompson, of the amount of mulltdtk could be introduced during
the pouring of the CAF without affecting its quglitMr Thompson had been of the
view that the CAF that was poured from the 135®l¢w the 1384 level in the 813

g 9 %% 2
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196.

197.

198.

199.

200.

stope was pure. However, he conceded in eviddrateétiere may have been mullock

introduced into it.’

RBL record$® show that the level of fill required to fill alff dhe 1384 level was not
reached until about 10ctober 2002. This is complicated by the fact the fill
level was clearly higher at the footwall of the moand proceeding at an angle of

nearly 45 degrees down to the hanging wall.

From the records of Brambles and the Barminco ploeets, Mr Sears compiled a
useful summary in his repdttshowing the ratios of CAF and mullock introducetbi
the 813 stope for the period of filling between Asg2002 and January 2003. In the
two months prior to October 2002, the ratio of Ci#Hill was 64.7% by volume in
August and 48% CAF by volume in September 2000es€&lratios fall far short of Mr
Thompson’s estimates required to keep the fillfdit purpose.”

There were other complications. Mr Thompson'otiien relation to the CAF was
that he would form two “beaches” of CAF on the herh and southern walls of the
stope. The purpose of this was to form a solid whICAF against the 795 stope
northern wall and the 830 stope southern wall towaimining against a solid CAF
pillar, with the mullock behind. In the centre thie beaches the mullock would be

held between the footwall and hanging wall of th& 8tope.

There was evidence from Brambles’ employees theatrthjority of the CAF that was

poured by Brambles was from the Northern side ef 843 stope, due to a fall of
ground in the footwall drive of the 1430 level néae 795 cross cut. This had been
barricaded and obstructed their ability to backrtkiehicles to the edge of southern

side of the stop®

Mr Thompson suggested that access for the truclsspeasible along the 795 cross
cut and that CAF was being placed from the northemd southern sides of the
stope®* He relied on evidence from Ms Burrows who séiat tshe thought that the

CAF was poured mostly to the southern side. Thimconsistent with the evidence
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201.

202.

203.

204.

205.

of Messrs Barnes and Lanham. Mr Driver gave ewddhat to tip CAF he would go

to the northern side along the 830 cross°tut.

It may well have been the intention of RBL that mkdes should pour CAF from
both sides of the stope, however, on the evidehesmuld seem that it was poured

mainly from the northern side as the drivers statetieir evidence.

In his interview with WST Mr Thompson said that BAF has run down towards the

hanging wall, rather than formed the beaches Heipated®

Due to the inconsistent accounts it cannot be otexd with any exactitude, but
what can be determined, irrespective from whicke sid sides it was poured, the

mixture of CAF with mullock was not sufficient tatwstand mining of 795 stope.

Between 20 and 2¥' September 2002 RBL suspended pouring CAF into8tt#
stope as a result of the flooding of the nfifie.

Further problems arose in October. In early Oat@0®2, 2,200 tonnes of ore broke
off the 795 stope and fell into the 813 stope. Tlaaging wall of 813 also had
substantial fall offs. To reduce the risks of lient loss of ore or further hanging wall
failure the filling of the 813 stope was acceledatélowever, this was not done by the
introduction of more CAF. In the RBL monthly repoMr Thompson’s comments

included the following®

“In early October 2,200 tonnes of ore had falleih7®5 Open Stope's North face
into 813 Open Stope. The Hanging Wall of 813 hksth dad substantial fall

offs. To reduce the risk of further ore loss fro857and possible Hanging Wall
failure of 813 it was necessary to accelerate fhimgf rate of 813 Stope.

Barminco had agreed to continue to place dryriibi813 during the two-week
suspension so as to reduce these risks. Unforlyriitembles elected to reduce
their operations to single shift x 5 days per westcordingly Brambles placed

only 3,530 cubic metres of CAF in October. This amted to 54% of target.

This low rate of placing CAF was not sufficienteduce the risk of Hanging
Wall failure and possible loss of the Bruny 15008 Block which sits on top of
the backfilled Bruny 1447 bench, 14 vertical metad®ve the backs of 813
Stope.

By the time of the Suspension of Works (18th Ocipld3 Open Stope was
making considerable ground noise and a CMS surkiewsd that the Hanging
Wall had over broken from 1414rl to 1430 rl to apthe of 8 metres. This

&#
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206.

207.

208.

2009.

210.

hanging wall fall off had to be back filled to peat the backs of 813. Dry
backfill was placed in 813 at the rate of 1,000n&s per day for six days.
(Concurrent with the CAF)

The ratio of dry fill to CAF for October was 2.2:16,000 tonnes of dry material
(over sized scats and mullock) was place in 813ttier month compared to a
CAF total of 7,000 tonnes. By daily observatiord ananagement there was a
continual beach of CAF placed on both the North Sodth faces. By week 18
the Hanging Wall had stabilised and dry fill plaeathwas suspended to allow
the CAF levels to improve.”

Brambles had elected to reduce their shifts dubddailure of RBL paying them the
sums due under their contract. From Mr Sears’utafions it would appear that
during the month of October the CAF placed was @46y volume. Early October

was the time that the CAF level was approachindl8&4 level.

In November the CAF levels improved to 52.2% byuwoé. In December there was
80.6% CAF by volume and in January 58.6% CAF byina.

From these figures it can be readily understood Whywedhurst formed the view
that the fill was unconsolidated when he viewedGi¢- in the company of Mr Ward
from the 1414 level in November 2002.

In his interview with WST, Mr Thompson said he kn#vat the CAF might fail, but
that he was optimistic that it would wotk. In evidence, he said that his preference
was to fill 813 up with waste and not use CAF &f‘alHe said that he had informed
Mr Patterson of his preference; however Mr Pattefsad wanted to keep Brambles
on site. This would appear to be inconsistent witimy of his answers recorded in
his interview with Mr Sears, but more importantlyith his mining comments in the

monthly reports.

Whichever is the case, it would seem that Mr Thamjssprimary concern was to fill
the void with something. This was initially fuedleby the need to prevent the
displacement of the hanging wall, but it was heigled in September 2001 with the

ore falling out of the 795 stope.

AMC visit 25" — 26" November 2002

211.

Prior to this visit there were two significant facg that intervened in relation to the
Huon 1359 level. The first was that the 1359 ldvadl flooded due to the failure of
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212.

213.

214.

215.

pumps at the mine. The second was the fillinghaf €mpty 813 stope with the

mixture of CAF and mullock.

In his report dated"sDecember 2002 Dr Medhurst noted that the support pattern
for the draw points recommended during his last igad been installed. This was
accurate for the draw points to the 795 stope thait pattern had not been installed
for the 778 cross cut, nor the drive between the dtf@w point and the 778 cross cut.
In his interview, Dr Medhurst said he did not rédeding shown the 778 cross cut in
November 2002 It would appear that Mr Ward and Dr Medhust dad wisit this
area of the 1359 level. This is perhaps explicABleause it was not then proposed to

mine the 795 stope using the 778 cross cut asva uivant.

He also noted that the water levels during thedlbad not reached the level of the

backs, because there was no evidence of corro§ttie installed ground support.

Addressing the issue of the stability of the 7%pet Dr Medhurst said:

“The 795 stope will be extracted by slotting agaite 778 CAF with a series of
down holes on all lifts. The main question rela®she stability of the waste
CAF in 813 stope and its stability...

Inspection of the limited waste/CAF exposure at4138uggests that it is

relatively unconsolidated. It is therefore sugegedsthat an ore skin be left
against the 813 fill at least in the bottom liftedto the higher vertical loading

anticipated in the bottom sections of the fillll Brching effects across the stope
are unknown.

There is also a strong case to leave a skin ircthre lift to limit rilling effects.
Due to the greater hangingwall spans at this lewkls skin may ultimately
loosen and fall into the stope in any case. It nmyvever, buy sufficient time to
limit dilution. Conversely, the firing plan can be#esigned to maximise
extraction for the upper lift.”

Dr Medhurst did not return to the site until af&rMay 2003.

Depletion of Technical Staff at RBL

216.

217.

218.

At the time of the rock fall on"6June 2001, RBL had 21 technical staff, including
surveyors, working on site. This included planni@ggineers, geologists and a

geotechnical engineer, Ms Altman.
Ms Altman resigned on iajuly 2001.

By 1% August 2001 the technical staff had been reduced2t It was common
ground that Mr Stead would look after the geotecéinaspects of the mine and, at
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219.

220.

221.

222.

223.

that stage it was intended that he would be supgdnly outside consultants when

necessary.

During 2002 there were 9 to 10 technical staff ib&. sBrenton Stead was transferred
to the mill in October leaving 7. Tracie Burrovise geology superintendent left on
21%March 2003, leaving 6. Stephen Fitch, planningireegy left on 21 April 2003.

He was replaced by Ratiapuseth Nutee.

Mr Patterson claimed that he had ongoing geoteehrsigpport from Mr Richard
Seville, who was reputed to have geotechnical fjcations. It seems clear that Mr
Seville’s involvement at the mine ceased on" 1Becember 2002, when his
company’s bid to purchase it failed. It also appdeom Mr Patterson’s interview
with WST that Mr Seville resigned as a directorMdirchison in about September
2001. While it is clear he still had some inpubithe mine operations in December
2001%° Mr Patterson’s claims about the level and freqyeot his advice are not
supported by the documentation, or Mr Thompson, w&id that while Mr Seville
paid flying visits, they were not regul3r.

Mr Patterson’s understanding of the geotechnicalds in the mine was limited. It
has been noted he relied on Messrs Thompson, War&iead to keep him informed.

Just what particular assistance Mr Seville coulehgiven Mr Patterson is obscure.

Even if Mr Patterson is to be believed about Mrilk&Eg level of input, the effect of

Mr Seville’s advice seems to have been that it wasessary for the company to
spend money on geotechnical issues in the Huobamg®® This was not done on an
ongoing basis. Mr Patterson was, to a significkegree, responsible for this failure,

subject, of course to directions from Mr Atherlelhis will be discussed further.

It seems clear that in the period between Septe@@@t and December 2001 there
was a marked departure from the previous compatigypto ensure a permanent
geotechnical presence on site. Effectively, thei®s no one on site to give
geotechnical advice to RBL, unless consultants waled in. It has been noted that
the last visit of a geotechnical consultant wasNomvember 2002. In evidence Mr
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Ward frankly confirmed that this was not sufficietd properly manage the

geotechnical issues at the mitieThat would seem to be the case.

Financial Issues

224,

225.

226.

227.

There was a considerable amount of evidence aheutrtancial difficulties that RBL
was experiencing from 2001 to 2003. This was ladlgibecause of the very low
price for tin during the period, but also because lhedging arrangements that had
been entered into by RBL to secure its position l@eh unsuccessful. There is little
doubt that the lack of funds brought about the dbostened response by RBL to

ensure that it had adequate geotechnical support.

In his interview with WST and in evidence, Mr Thosop said that he had concerns
about the continued operation of the mine. Indbetext of obtaining a proper level
of geotechnical support Mr Thompson said he hademneduests of both Mr Patterson
and the acting operations Manager, Henry Laszdoykxpend money. He was told
more than once by Mr Patterson that he would hawesit. In his record of interview
he said he told Mr Laszczyk: “...we can't afford tpevate.®®* However, Mr

Thompson said the decision whether or not to dlesenine was not his to make.

In evidence Mr Patterson agreed that he and Mr Jsom had discussions about
closing the mine. However, he said that when tltiseussions were held, he and Mr

Thompson would refer the issue “up the lif@”.

A number of issues arise. First, it seems thah ibdt Patterson and Mr Thompson
were aware of potential safety issues arising enghsence of geotechnical support.
Secondly, it would seem that neither of them hael power to close the mine.
Thirdly, the evidence shows that whatever attentpey made to involve people
further up the line, who must have been Mr Atheréay the Board, there was a
failure to ensure that the mine was put in suffitcidunds to obtain ongoing
geotechnical support. On this last issue, it mightexpected that the weekly and
monthly reports provided to Mr Atherley by Mr Pasien would have consistently
referred to the need to obtain geotechnical suppbey did not do so.
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Barminco’s knowledge of ground support requirements

228.

229.

230.

It was common ground that Barminco was not requie@dlan or order ground
support. Barminco had no geotechnical supporhatntine. The responsibility for
ground support was squarely on RBL.

On the evidence, it seems clear that the AMC anffieoeports were not circulated
to Barminco. The means of knowledge of geotechmiod ground support issues for
Barminco were regular planning meetings. Themoislispute that afterJuly 2001

Barminco installed ground support in the mine inaadance with plans provided by
RBL. Some of the earlier ground support in Huod baen installed by HWE and

were in place before Barminco became the mine tmera

Mr Mayes said that Barminco knew from discussioashhd with Messrs Patterson
and Thompson that RBL could ill afford to attenddidies of shotcreting and ground
support’® He said that Barminco was aware that there wieanéial constraints on
RBL.%" He also said that he was aware, from speakiny Réfia Sidea from Coffeys

that further ground support might be needed irtthen ore body®

WST desktop audit

230.

231.

Between 28and 28' November 2002 WST conducted a desktop audit ofrime.
The audit was conducted by means of a pro formats®nt to RBL sometime earlier
setting out questions for RBL to answer in relationoperations at the mine. The
audit did not include an underground visit by WSIT was conducted by interviews
between Mr Sears and Alan Johnston, on behalf off \VE6d Mr Ward and Mr
Thompson on behalf of RBL.

In answer to a question, “Geotechnical mapsrgeing carried out on a regular basis
in stopes and development headings, consistent tvghrate of mining advance,
where limited or no geotechnical information is iate” Mr Ward answered
“Usually, not recently”. In fact since Septemb&02 no geotechnical mapping had
taken place at the mine. At the time, Mr Johnsaas valso taking notes on a

computer. He recorded,

“Yes. G Ward (mining Engineer) reviews geologynplafo and has confirmed
his work with T Medhurst AMC this week. Note thapital or operating
development has been severely limited for the p&snonths. Critical areas

"& O
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232.

233.

recognised. Ideal would be for specialist geotealineer to be on site when
development resumes. Verified.”

When cross-examined Mr Ward agreed that eeptember 2001 geotechnical

mapping was not done on Sitas there was no one qualified to do so.

In the circumstances the answer to the aua# misleading. A lack of candour is
likely to divert a regulatory authority from itsstarelating to safety. Despite this, in
September 2001 Coffey had recognised Huon 1359casiGal area for geotechnical
mapping. Further, that mapping had been referoedyt AMC in its approach to
mining Huon 1359. It is difficult to make a findjras to the effect of this misleading
statement and the subsequent rockfall. It wouldeculative to find that, had the
truth been known WST would have taken any partrcaletion as a result of the
failure to carrying out regular geotechnical magpin the stopes and development
headings.It is, however, another indication of RBL’s attiitb continued operations

throughout this financially straitened period.

Events leading up to the rock fall 5 May 2003
CAF failure

235.

231.

232.

233.

234.

On 12" December 2002 firing commenced for the 795 stdpe sThe firing took
place adjacent to an area previously mapped bye@d@bkeosciences and identified as

having a talcose zone running through it togeth#r structures in the backs.
On 11" January 2003 the bottom lift (1359 to 1384 levefghe 795 stope was fired.
On 5" February 2003 the second slot between the 13844 level was fired.

On 39 March 2003 the 795 stope middle lift (1384 to 14dAs fired at 6.20pm at the
end of the day shift. At the commencement of tightrshift Graeme Lanham entered
the mine to check the stopes and disconnect ting fine. He drove to the 1430 level
and entered the 830 cross cut and then turned mgbtthe 813 stope area. He
stopped his vehicle and got out to find a massiole in the ground. This was as a
result of the failure of the unconsolidated fill @tpoint above the 1384 level. A
massive amount of CAF had poured out into the 78pesas well as the ore from the

middle lift that had been fired that evening.

At the 1359 extraction level, the CAF and ore migthad rilled out into the 795 cross
cut and the 1359 sill drive between the 795 andc&@8scut® In these proceedings

6, '% % #
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the 1359 sill drive was consistently referred tdthe fall drive” to denote the drive in

which the rock fall occurred.

Bombing

235.

236.

237.

238.

Bogging operations commenced to clear the falledamd crosscut. Work was slow.
The ore and the CAF/mullock mixture had to be sgaped. The area was the deepest
operating part of the mine and the conditions weng wet. The 795 crosscut was
cleared as was part of the fall drive, but thers @l a rill of dirt ascending to the
brow of the 795 stope with an opening of about &reneRemote bogging continued
in the stope from the brow of the cross cut. A&eme time, due to the heat and
water, the ore in the rill in the stope became ieed and the bogger began to produce
an undercut. Some witnesses described the oréaadirsg straight up. The RBL
weekly report for the week ending "8Warch 2003 describes the ore as standing
vertically!®* This was an undesirable outcome, because thenaisnto produce a
rilling effect in the ore pile in the stope so thatill continue to come down as

bogging progresses and report to the draw poingxXtaction.

In order to produce a rill, the Barminco workerg&e to bomb the ore in the stope.
Bombing is a relatively common mining operation deercome problems with
oxidised oré®? Its purpose is to locate a particular explosivaisuitable place on

the oxidised ore and to detonate it.

In this case the explosive of choice was anfo, Wiscused because of its concussive
effect. Anfo is essentially fertilizer soaked iresel Ammonium nitrate-fuel qil

which is then detonated. From the descriptionmyitiee anfo is packed in bags; it is a
heavy item to handle, particularly if it means licg the explosive in an open stope.
The invariable rule in all mines is that a mineeslmot enter an open stope. Miners

must remain behind the brow.

There were a number of miners engaged in bombiagilthincluding Sidney Pearce.
A considerable amount of explosive was used togbthe rill down. The RBL

weekly report for the week ending®®arch 2003 describes bombing as effectffe.
This would not continue to be the case.

"wrt 3% <=4
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239. As the ore continued to oxidise the situation bexanore difficult. A number of

witnesses said that bombing was ineffective. A benof things were done between
late March and 8April 2003, namely,

MDM 0274

a. a rope with a grappling hook was lowered onto the df the stope dirt

from the 1414 level. Bags of anfo were lowered dawm to the rill and

then detonated;

. a bund wall was constructed at the brow of the d@%v point and bags of

anfo were thrown into the rill from the top of thend,;

. bags of anfo were also thrown from the brow of thi drive into the

stope;

. on two or three occasions a Shift Supervisor, MedsBowkett and Mr

Graeme Lanham crawled from the fall drive into tpen stope to place
bags of anfo at a point near the rill where it waast likely to bring it
down towards the open stope. This is of coursérapnto the most basic

of safe mining practices in stopes; and

. finally, on day shift and night shift of 7 April 2003 4 slash holes were

drilled through a point from the 778 cross cut ba eastern side of the
intersection of the fall drive into the rill in tlstope and explosives pushed

through and detonated.

240. At some time prior to I April it must have been realised by RBL that the

oxidisation of the ore was becoming difficult tomage. On that day, Stephen Fitch

drew up Mine Design Memorandum (“MDM”) 02%4 showing an extension to the

drive of the 778 cross cut to the east and themrtgrleft to the north east to break
through into the 795 stope near the hanging wdlDM 0274 is dated 11 April 2003

and on that day was signed by Stephen Fitch, amiplg engineer, Alicia Perkins, as

geology superintendent and Gavin Ward as Tech&ealices Manager. There were

also places for it to be signed on behalf of Baoniand by the Mine Manager, but

neither signature has been appended.

241. None of those who signed the document had anylestioin of doing so.
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242.

243.

244,

245.

MDM 0274 purports to vary Mine Planning ApprovaMPA”) 1138, which was

drawn up in October or November 2000. MPA 1158sshows a design for the
extension of the 778 cross cut to the hanging walle. As the 1359 level was
developed the construction of the hanging wall @tivrough to the 795 stope to the

778 cross cut was abandoned.

In its original design, the cross cut extension lMoiave proceeded further East
towards the hanging wall, before turning north east then north at the hanging wall
drive. In this design there would have been apitounded by the 795 stope in the
north, the hanging wall drive in the east, the €r@scut in the south and the fall
drive in the west. The pillar would have been abb82nf and in its east west
dimension measured 21 metres. The pillar formedMiyM 0274 would have

measured 72frand 14.4 metres respectively.

There is an issue about whether MDM 0274 was esgred to Barminco. In this
sense, “issue” means the formal act of providing iBarminco as an instruction or

authorisation to proceed with the work.

However, MDM 0274 establishes that in April 2003vas anticipated by RBL that it
may be necessary to extend the 778 cross cut er tmcextract the residual ore in the

stope from the hanging wall end of the stope.

Authorisation for the extension

246.

In his interview with WST°® Clive Thompson said that there had been discussion

regular Tuesday planning meetings to the effect thanay become necessary to
extend the cross cut. He said that on one weekerithd received a phone call from
Brett Anderson to say that the ore had oxidiseant@xtent that it could no longer be
extracted. Mr Anderson asked him if Barminco coeildend the cross cut to the
original design; that is, in accordance with MPA3&1 This is consistent with an

assertion Mr Thompson made under cross examinatiater in his interview he was

shown MDM 0274. He said that he thought it hadbpldy been drawn up as a
contingency if the mining of the cross cut had ¢vated:’” When asked about this
in Court he said that about " April 2003 Mr Fitch had told him that Mr Anderson

$ % % #
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247.

248.

249.

250.

had asked him to do a design of the cross cutse tae oxidisation of ore occurred

again.

In his interview with WST, Mr Thompson said thateshMr Anderson had called
him he had indicated that he would “clap it %, In evidence he said that he took
this to mean that when Mr Anderson commenced ttension he would align it by a

rudimentary estimation with his hands clapped imfrof him without a surve$f®

Mr Thompson was cross examined about his discussuith Mr Anderson and what
had been agreed. He was clearly confused abouwtaties. However, he maintained
that he had only authorised Mr Anderson to take twts on the basis that, on the
Monday morning they would sit down with the engirseand discuss it. This is
inconsistent with his record of interview, in whibk said that when the firing of the
second cut brought the rill in the stope down, res wery happy because mining
would continue in the stope. It is also generallyonsistent with the notion that in
order to extract the ore, it would be necessargxiend the 778 cross cut into the
stope. It is also inconsistent with the fact thHRM 0274 was already in existence,
although Mr Thompson said that he was not awateeMDM at the time. But it is
clearly inconsistent with the explanation in theemiew with WST, in which he said

the MDM was drawn as a contingency.

In evidence, Mr Anderson said he thought, but watscertain, that he had seen MDM
0274 on the shift bosses’ office wall. Under cresamination he said he was
struggling to identify it with certainty. In hisiterview with WST Mr Anderson said
this:

“When we had been trying to get the rill to comewndoit was
designed for, redesigned for the seven, seven yoddknow that

one... ™o

The notion of a “redesign” is consistent with thd®M. It is inconsistent with Mr
Thompson’s memory of the arrangement with Andetbai the 778 cross cut would
be extended in accordance with its original desifr. Anderson said further that it
may have been the week before that he called Mmfison at home to suggest that

two cuts would be taken straight forward in the €v@ss cut, the left hand (northern)

!
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251.

252.

253.

wall would be stripped and the ore accessed byva érto the stopé™ He said that

Mr Thompson did not specifically restrict the wadoktwo cuts.

In his evidence, Mr Flack said that he thought MDRI74 looked like the plan that
Barminco used to extend the 778 cross cut. Howelwerwas away when the
arrangements between Mr Thompson and Mr Andersoa meade to extend the cross

cut.

In his record of interview, Mr Ward said that hel diot communicate MDM 0274 to
Barminco. In evidence he said that he did not reber issuing the MDM at all.

After the second cut was taken on the night smftl8th April 2003 the ore in the
stope began to rill again and normal bogging op@ratresumed. There was no need

to continue with the extension of the cross cuhat stage.

Bogger incident 258" April 2003

254,

255.

256.

On the nightshift for 24 April 2003, Matthew Brookes was undertaking remote
bogger operations in the 795 stope. Between 3.CGf@h3.30am on 35April 2003
Matthew Brookes had sent the bogger LD58 into thpesto extract a bucket of ore.
He was attempting to move a rock about half the sizthe bogger bucket when he
noticed that the rill was coming down. He put tiegger into reverse in order to
move it out of the way of the rill dirt, but wassutcessful. The rill dirt buried the
front of the bogger and despite attempts to moy@it Brookes found that it was

stuck.

There were a number of attempts made to move thgdsan that shift. A retrieval
hook was fixed to the bucket of bogger LD72, whigds sent by remote control into
the stope to hook onto the fitting at the rear BGB. Attempts were made to pull

LD58 out using the power of LD72. This was unssstd.

During the next shift, attempts were made to filg® truck with dirt, hook it to LD72

and then, using both machines, pull out LD58. Woliest was unsuccessful a
bulldozer was hooked on to the truck, another lgad®83 was connected to the
lifting hitch in the centre of LD58 through the Ifdrive with a chain to apply lateral

force to LD58. This last device was the subject@he controversy.
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257.

258.

259.

In his evidence Mr Capell said that in order to khdbe chain from LD83 to the
articulation point of LD58 Clive Smith, the shifoss entered the open stope. In his
evidence, Mr Smith said that “it may have been” hirat connected the chain to the
articulation point. He conceded that the easiest t8 connect the chain to that point
would have been to enter the open stdpeLater!™® Mr Smith said that he had
entered an open stope on up to three occasionsgdois mining career. He said that
to enter the stope would have been against altipsliand procedures. He did not
remember the chain being attached to the articuagpbioint, but he remembered it
being attached to the rear of LD58. When ask#usfwas one of the occasions when

he had entered an open stope Mr Smith said:

“lI can not recall entering the stope to do it, utvould have

been.™*
| find that Mr Smith did enter the open stope tomect a chain to LD58.

Despite these endeavours attempts to move the béajtgxl, because there was too
much dirt at the back of its bucket. Eventualhg tetrieval hook on LD72 broke.

Further extension of 778 cross cut

260.

The 2%" April 2003 was a Friday. In his interviét® with WST Mr Thompson said
that he had been “on a couple of days off at thiet He said that on Saturday (26
April) he had phoned Geoff Flack, who had told it the loader had been buried
and that Barminco were going to continue the 7#&<rcut works to get into the
stope. Mr Thompson said that he told Mr Flack ti@atwvould come and have a look.
He went on to say that in the morning of"2¥pril he went to the mine and found that
Barminco had extended the cross cut to the stopgehad broken through into the
stope. On Mr Thompson’s account, Mr Flack had saithim words to the effect,
“What the bloody hell are you doing here?” to whiglmt Thompson had replied,
“Well I've come to have a look, cause it's minedf afesign and | don’t feel
comfortable about it, so I'll just go and have @Kt | find this somewhat
incongruous, when considering Thompson'’s othereawid when he said he had told
Mr Flack the day before that he was coming to reaiaok.
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261.

262.

In his evidence Mr Thompson said that it was he whted up Mr Flack on 26
April. He said that Mr Flack told him that Barmmevas breaking through into the
stope that night. He asked Mr Flack if he had mhio# design. Mr Flack told him he
had a plan. He said that when he saw Mr Flack wuml&y he asked to see the plan,
but it was not shown to him. He said he had gamgerground to inspect the work
and when he returned to Mr Flack’s office to asktfe plan, Mr Flack told him that

it was on the jumbo. The plan office was lockeddse it was a weekentf.

Mr Thompson said that he never saw the plan. dsscexamination by Mr Jackson,
for Barminco, he said he did not see it on Mond& Zpril. The following

exchange occurrett’
PJ Did you come back the next day and have a lookchrdk it?

CT | came back on the Monday, we talked about in rthee

communication we did.
PJ Who was at that communication meeting on Monday8th?

CT 1 don’t even know if Brett Anderson was back ¢@. $t would
be either himself or Flack, myself, Gavin Wardaddible).,

Alicia.

PJ Yeah, well Gavin Ward certainly knew about MDMQ2#4s

it mentioned at that meeting?
CT In the Monday communication Meeting.
PJ On the 28th?
CT The 28th or 26th?
PJ The 28th?
CT Yesitwas.
PJ It was mentioned?
CT That is the Monday morning?

PJ Yeah, following your discovering they had broketo ithe
stope?

$ % %!
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CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

Yep.

The day the next day — so MDM0274 was mentionatl th
Monday?

Not by number, not by name.

At the Communication Meeting?

No, the act of breaking through into the stope masitioned.
Yep, was the existence of a plan mentioned?

| don’t think so. | can't recall it being menticthe

You'd asked Geoff Flack about a plan the day leeford he
said he couldn’t produce it because it was dowrthenjumbo.
The next morning you had a communication meetinguiab

this very thing and you didn’t ask for the plarb®produced?
That's correct.

And you can’t remember anybody mentioning thatetheas a
plan?

Flack said there was a plan.

Okay. So he said again on the Monday morning theae
plan?

| don’t even know if Flack was there on Monday miay.

No Mr. Thompson. You said to us earlier in-. Neyjan't, I'll
withdraw that. On the 27th of April you went down
underground, saw that they’d broken into the stopeu said
to Flack ‘Have you got a plan?’ or he said ‘I've tga plan.’

You said ‘Where is it?’ He said ‘It's down on tharjbo’ so it

wasn't produced to you?
That's correct.

You came in the following morning to a communarati
meeting. Did anybody mention at that meeting thatd was a

plan?

| don't think so.
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PJ You don’t think so. Did you ask about it again?

CT We had to, we asked, we talked about what hademega} but

| don’t recall anybody mentioning a plan.

PJ Wouldn’t you want to be satisfied on that Mondagrmmng

that they had in fact mined on design?
CT 1 should have been.
PJ Were you?
CT Ithink I was, yes.
PJ So why did you not ask ‘Where’s the plan?'?
CT I don’t know.
PJ ‘l want to see it'?

CT | don’t know, right, | can’'t remember. | didn’t.should have

done.

PJ And the reality was they had broken into the stape it was

finished.

CT I had, fully aware that I'd be looking at the plamn the end of
the month doing the contractor claim. And, butdrdi think to
look at it on that day. They'd done it. | said-think | said
‘You've done it now and it's remote. You know, iits safe
Flacky, we can’t work in there ‘cause it'd haveld®e a remote
one back there.” | didn’t, | thought if it was ganmall in, it
probably would have fallen in there and then. Itdh& And |
wasn’t pleased with what he’d done. | didn’t do@spmortem
on it. | should have done. I think | said thattgeday. | should
have interrogated Gavin Ward and that plan. Anddind

PJ What was the purpose, what was the purpose of a

communication meeting?
CT Talk about issues.

PJ You had an issue that morning didn’t you?
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CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

CT

PJ

| had an issue the previous day.

Well you brought it along that morning surely? Hadn't

disappeared overnight?

It certainly hadn't.

No

It (inaudible) talked about it.

No, it certainly hadn’t. And you didn’t questionydody that
morning? Where is this plan, | want to see it?

Well, Gavin Ward was there too and he didn’t pijpeand say,

‘| didn't issue a plan’. It was, you know, I'd beaway for four
days. I'd been away for Wednesday, Thursday, Friday
Saturday, or Wednesday afternoon, Thursday, Friday,
Saturday and | came in Sunday. Like | said yesterda not
unusual for an acting mine manager to issue a rdisgn, it
happens all the time. Especially if that acting enmanager is
the planning superintendent. (Inaudible).

You said Gavin Ward was at the communication mgetn
the 28th?

Me-.

You just did.

| think he was, yes.

Who else was there?

I’'m (inaudible) everybody that was-.
Stephen Fitch?

If he was still on site he would have been.
If he was still on site?

Yep.

Gavin Ward was? If they’d been discussion aboplkaa, you
would have expected Gavin Ward to say, ‘Well theee plan,
it was done on the 11th of April'?
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263.

CT But I'm trying — it seems unusual because thera msan died
here, but because somebody issues a plan whenaypsent,
you don’t necessarily say, well look, I've got mand look at
it. You know, | must look at this plan and interateyit. You
said, or somebody said yesterday, oh but you shuadd done
on that occasion because it had broken in to aestopd that's
highly unusual. What benefit would | have gainednir
interrogating the plan with regards to the safety the
breakthrough? | had already declared it a remotesaar |
should have looked at the plan, | admitthat. | stiobave
looked at that plan. | should have asked to sdeshould have
had Gavin Ward explain it to me and | didn’t. Anglanwe’re
sitting here talking about it. That doesn’t mearytéaimg other
than | didn’t ask to look at that plan.

PJ What you're at least inferentially saying thougir
Thompson, is that there was a plan?

CT I was told there was a plan, | hadn’t seen it.

PJ Yeah. And you were satisfied then that as of &tle @f April,
you were satisfied that Barminco had mined to apla

CT | wasn't satisfied but | had seen the brow, whgkwhat | was
worried about, the brow. It hadn’t fallen in.

PJ But you were satisfied that they hadn’t just goffeand dug
another tunnel in the ground without any plan, wergou?

CT I had no reason to doubt Flack at that time. Flaels quite a
record of telling me lies. No, | knew him fairlylivédidn’t
believe he was lying. He told me he had a planiaelieved
him.

In his interview with WST, Mr Flack said that whé&D58 had become buried he
called Mr Anderson who told him that it was alrigbt“go around”, that is mine the

crosscut:*® Mr Anderson told him to call Mr Thompson. Mr Ekasaid he called Mr

Thompson. He said:

“I rang Clive...That was on the Saturday of the weeke
Clive came out on the Saturday, or maybe, yeatyag the
Sunday, and Clive came underground and had a lookgave
permission to drive around and we commenced toedriv
around...”
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264.

265.

266.

267.

268.

269.

The immediate problem with this account is thatrBaco commenced to mine the
cross cut on Saturday, ®6\pril. However, in evidence Mr Flack said he Hed

Thompson’s permission before he commenced the wibhkFlack said further that it
was he who rang Mr Thompson on the Saturday, nof Mmimpson who rang him.
He said that Mr Thompson had come to the mine erStturday afternoon, which is

at odds with his interviewt®

Mr Flack denied having said to Mr Thompson, “WHha bloody hell are you doing
here?” He denied Mr Thompson’s discussion abotifesing to comfortable about

mining off design.

Mr Flack further said that he had seen a plan orARtterson’s desk and that he had
“gone off that.” He said that Mr Anderson had sidake three cuts using that plan.
Later he said he saw plans on the wall of the nnustam. In cross examination, he
said that there was definitely a plan to which Baca was working, whether it was

MDM 0274 or some other plan.

In evidence Mr Anderson confirmed that he was imnBuwhen Mr Flack contacted
him and that he directed Mr Flack to seek Mr Thoomys approval for the works?

In a statement adopted in evideriteJudson Burke, a former OH&S supervisor for

Barminco said:

“I remember at one stage after the bogger was lilbeing at
the scene with Geoff Flack. At that time the srast had not
been extended. We were heading up the declineCtiad
Thompson was coming down in his four wheel drivé/e
stopped and Geoff spoke to him. They were takkibgut the
buried bogger and how Barminco was to get it out. was
stated that they were going to drive around thekbiacough
the cross cut so they could free the front of thgger. | had
no doubt that they were going to extend the crags cThe
next time | was at the scene the drive was in.”

Mr Thompson cross-examined Mr Burke about this antobut Mr Burke was not
materially shaken.
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270.

271.

272.

273.

274,

275.

Mr Smith said that after the bogger had been bodgetad a vague memory of Mr
Flack saying that he would go and discuss puttivegaccess drive in with someone,
although he didn’t say wht§?

Mr Ward said he knew nothing of the 778 cross @imdp extended by Barminco. He
said that no one had told him about it. He did &éesv remember the bogger being
buried. It was recalled that he also signed MDM4A2

| am satisfied there was a plan. Barminco thodlgey were operating from a plan. |If
that is the case, it would seem strange that ifotiginal design had been agreed by
Mr Anderson, only 2 further cuts would be takendpefturning towards the stope. |
am satisfied that MDM 0274 was the plan and it gathed currency in the mine,
notwithstanding that there was no finally signeduduoent, or evidence that it had

formally been issued to Barminco.

| have found it difficult to analyse Mr Thompsoresidence. On one level, he was
attempting to help the inquest and did to a comalnle degree. However, he and Mr
Patterson had undergone a prosecution for offeagsisng out of the May 2003 rock

fall. This may have had some effect on their mgnodrevents.

Mr Thompson’s interview with WST is, in many resfgeatriking in its candour and
ought to be accepted where his later evidence nsistent with it and
uncorroborated by other reliable evidence. Mr Theam was specifically asked
about MDMO0274 in his intervie??®* His answers were consistent with the position

that Mr Flack had mined the cross cut “off plan”.

Whether or not Mr Thompson saw the plan, or wasrawd it, does not justify his
position. He certainly knew about the works andeghis authority for them to
continue, whether before or after they had beenmneenced. He could have shut
down the works immediately when he became awareBheminco had conducted
them without his authority. It would seem unlikélyat Mr Flack would take the
responsibility of the work on his own shoulderse kiad gone as far as seeking Mr
Anderson’s approval and Mr Anderson had told hincheck with Mr Thompson

first. It was only a matter of picking up the plkonFinally, the evidence of Mr Burke

% %! /$
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tends to confirm that there was no issue betweenTRlvmpson and Mr Flack

concerning the works.

276. Irrespective, once the works were constructed,ethvesis no attempt to ensure that
they were safe. Barminco says that this was theoresibility of RBL and while this
is true in part, Barminco knew that the person vilaal looked after geotechnical
issues, Mr Stead, had been transferred to theinm@ictober 2002. It must also have
known and | so find, that there was a lack of gelutecal advice available to RBL on
site. Mr Mayes went so far as to say that he weare that RBL could not afford
geotechnical assistance.

The No go zone

277. In cross examination, Mr Thompson gave evidence tm 27" April 2004 he
instructed Mr Flack that there was to be a “no goeZ from about the point of the
second cut into the 778 extension into the stoplkat is, there was a point beyond
which no one was to proceed. Mr Flack and Mr Theomphad some discussion
about the practicalities of the operating of a reamloader from behind that point,
because the vision of the remote loader operatoy beaobscured as the loader
proceeded into the stope.

278. In his record of interview with WST* Mr Patterson said he went the 1359 level and
the 778 cross cut with Mr Flack after the drive Hakbn put through. He was
referring to plan P19 when the following exchangektplace:

PATTERSON: Umm and there, | walked around therethai's
that was my main area of inspection.

SEARS: Ken's pointing to a circle and a dot on gh&n which is
from memory a place where Peter Diprose had setompthe
morning of the accident, or was standing, we'd havi®ok at the,
go back to to Peter's record of interview, it wasstj at the
entrance, if you like, of the fall drive looking rtio towards the
loader and then Ken just mentioned that he walkedrad the 778
crosscut extension and break through into the hamgyall, is that
right, Ken?

PATTERSON: Yes, that's right.
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279.

280.

281.

282.

283.

When asked about this passage in evidéfich|r Patterson became very agitated.
He insisted that he had not been to the brow o$tbpe and that he had stayed behind
the stop point that Mr Thompson had establishehis, Tike much of Mr Patterson’s
evidence, was unconvincing. His answer to Mr Skhakbeen quite specific. There
was no reason for him to give it were it untruehefie was also evidence that Mr
Speight and Mr Smitfi® saw him in the area of the brow of the stope atethd of the

778 crosscut.

Mr Thompson was cross-examined at length aboutnthgo area. He agreed he
would have been astonished had Mr Patterson vehtimere, or that the remote
bogger operators had been consistently workingethaitempting to extract LD 58
with LD72. He said they would have been unablddao if they did not have line of
sight. Mr Thompson said that he would visit thepst every day, mainly to observe
the hanging wall. He would do this from the 1384dl. He said he did not see the
remote bogger operators operating the machines tinerbrow of the stope at the end

of 778 cross cut extension.

In cross examination by Mr Sears, Mr Flack agresat &8 no go point had been
established. He said that no line was drawn batt ithwas taken that the point was
where the cable bolts end&d. Mr Flack implied that he had not seen the bogger
operators in the ‘no go’ zone and said that he lieeh on days off for much of the
time. That is certainly the case frofiay 2003.

There is no question that in the days leading up"tdMay 2003 the remote bogger
operators would stand at the brow of the stopaeaend of the cross cut. This would

allow them to operate LD72 and, on 5 May, LD58 vatline of site.

There was also an issue between the remote bogmgeator, Mr Speight and his
supervisor Mr Smith, as to whether Mr Smith hadeadrto have a jumbo brought to
the area to put rock bolts into a particular wettgthe hanging wall pillar. This was
well into the no go zone. Clearly, Mr Smith waste no go zone. There was also
evidence that Mr Anderson was aware that the dpesatvere continuing within the

Nno go zone.
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284.

285.

The possibilities seem to be as follows. Firslh@go’ zone was never established
between Messrs Thompson and Flack. Secondly, asgumat there was a ‘no go’
zone established between Mr Thompson and Mr Flackeems that the need to
observe it was not communicated in any meaningly % the shift bosses and their
crews. Thirdly, notwithstanding that a no go zeves established, it was completely
impractical, because it did not allow the boggegrajor to bog the ore in the stope, or
free the loader. It was, therefore, ignored. Hdyra combination of points two and
three.

The most likely explanation, and | so find, is tlla¢ ‘no go’ zone was discussed
between Mr Thompson and Mr Flack, but it was nanewnicated to any other
person, or, if it was, it was quickly discountedbesng impractical for the efficient
recovery of LD72. If it was communicated in anyni@l or meaningful way, it would
seem unlikely that Mr Patterson would have entéinedno go zone, or that it would

have escaped Mr Thompson’s attention that it wasghegularly transgressed.

Bogger operations between 28April and 5™ May 2003

Purpose

286.

287.

There was an issue whether the main purpose okingeato the back of the stope
through the 778 cross cut was to recover the bogygdp extract the ore. When the
first two cuts were taken on $8pril, the purpose was clear. It was to extréuwt t
ore. However, the operations betweel! April and 28" April reduced the remaining
ore, so that on Mr Thompson’s estimate at the titnese was only 2,000 tonnes of
“contaminated” ore to be recovered. As it turned there was considerably more.
He said that he would not have extended the crasfad Barminco not done so to
retrieve the bogger. Mr Anderson was of the vieat there was considerably more
ore to be recovered. His estimate was 10,000 rifeMr Flack said he thought

there was only 2,000 tonnes, but that it was pnetty tin and they were going after
it.129

Mr Flack also said that he had heard of boggemgokuried and left in other mines

and that this was not uncommon.

1% %!
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288.

289.

However, is the purpose of the operations reletatttie issues in this inquest? There
was a considerable amount of time, labour and egsénded on extending the cross
cut and then continuing to bog the contaminatedaotie the result that the bucket of
LD58 would eventually become exposed to the extaattit was thought that it would
be recovered in the night shift of Bay.

RBL was continuing to recover ore as a result @séhefforts and Barminco was
increasing its chances of retrieving LD58. BothLRihd Barminco were responsible

for the operations.

Bogger retrieval procedure

290.

There was evidence that Barminco had in place gdroetrieval procedurg? On
the evidence, it seems common ground that it wabiained, nor followed during

the recovery operations.

Operations

291.

292.

293.

At some time during the extension of the crosstaut large rocks appeared in the
vicinity of the rear right hand corner of LD58. &lprecise position of the rocks is
disputed. Mr Burke suggested that they were irfdierive and not in the stope and
there was a gap between them and the I044eHe photographed them. Mr Speight
and Mr Nisbett said that the rocks were in the fomsias shown on a plan of the
accident site that had been shown to them in thirviews with WST:** However,

it is not clear who actually drew the position loé rocks on the plan and the questions
put to witnesses about the position of the rocktheir interviews and in the witness

box were leading.

Mr Patterson said he saw the rocks leaning onaheédr. In cross examination it was
specifically put to Mr Patterson that the rocks @veot leaning against the loader. In
the absence of corroboration | am not preparedder# the evidence of Mr Patterson,

and | accept the evidence of Mr Burke as being mooeirate.

Mr Smith said that the plan showed the approxirpatation of the rocks. He thought
that they had slid down the rill dirt and come éstrnext to the loader. He said that if

they had fallen, the loader would have been damaged

I #(? 7 -% , 6> = @
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294,

295.

296.

297.

298.

299.

Mr Ling said he could see a patch missing in thekbaf the fall drive near the brow

of the stope, from where he assumed that the roattdallen'

It is clear that it was thought necessary to remteerocks to facilitate the recovery
of the loader. Mr Speight had been attempting ccessfully to move them with
LD72. The task specifically assigned to Sid Pearwd Andrew Nisbett was to put an
eye bolt into each rock, so they could be towedyawahis is consistent with them

obstructing the passage of LD58 from the stopetimo/95 draw point.

It was suggested that the eyebolts could be indante the rocks without the need to
enter the open stope, however | was not fully cocedl as to the accuracy of this

suggestion.

When the 778 cross cut broke through into the sta@peile of broken ore was
exposed. It was necessary to bog this clear befocess could be obtained to the
loader. It can be inferred, and | so find, thas tiook place from the 28th April until
3rd May 2003. On that day, 6 stripping holes wanided in the northeastern corner
of the hanging wall pillar that had been formedtby extended 778 crosscut. The
purpose of these holes was to allow bogger LD7&ito left from the crosscut into
the stope. Had the stripping not been done, itldvbave been necessary to reverse

the bogger into the stope and then move it forwtodsrds LD58.

The stripping holes were fired o' May 2003. Mr Anderson agreed that it was
likely that these works, undertaken by Barmincoraveot authorised by RBt*

There was certainly no plan authorising the works.

When the stripping holes were fired, two slabs appe on the corner of the pillar.
This was of some concern to the bogger operatoiSpight. He said the slabs were
about 2 to 2.5 metres above the floor of the coats He mentioned it to his shift
boss Mr Smith. Mr Speight said that Mr Smith (wihepected the pillar with Mr
Patterson) told him that he would arrange for taljo to be brought down to bolt
and mesh the wedge. He said that when he came dowlme next day and saw that
this had not been done he mentioned it again aistanmeeting. Mr Smith said that

he had simply told Mr Speight to keep it monitosed if it deteriorated to let him

9( % % #
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300.

301.

302.

303.

304.

305.

know. Eventually, a wedge fell out of the corfi€r.However, it would seem that Mr
Speight was still expecting the pillar to be bolawl meshedf® It never was. It

should however be made clear that this was nositieeof the rock fall on 5 May
2003. The evidence goes to the issue of the dondif the pillar and the changed

ground conditions.

The extent to which a wedge had formed says sonw#ibout the condition of the
hanging wall pillar. However, Mr Anderson and Mmith said that they did not
notice any major deterioration. Mr Smith, in peautar said that, because of the
relatively short time over which the pillar had bdermed, it did not show signs of

deterioration’

This is consistent with the views of the miners kiog in the area. Apart from the
slabs on the north east corner of the pillar thmegettled Mr Speight, the miners who
gave evidence generally were of the opinion thatatea they were working in was
safe. The exception to this was Mr Wray-McCannpwleccompanied the surveyor,
Mr Diprose to the 1359 level on 5th May 2003.

Mr Wray-McCann said that he had warned Mr Speightake great care in the area.
He was concerned about the area generally. Mrg8péiad already told him about
the spalling of the slabs on the pillar. He s&id whole 778 cross cut was wet and

the area around the brow had not been meshed.

However, Mr Wray-McCann was an exception. The oéshe miners expressed few

concerns about the area.

Finally, on this point, it is notable that desite concerns expressed by Mr Speight
and perhaps Mr Wray-McCann, there was no recognitib the potential that the

ground conditions might have adversely changed.

It is against this background that the events lof\Bay 2003 can be investigated.

5th May 2003

306.

The following narrative is taken from the intervievof Messrs Speight, Nisbett,

Capell and Ling.

& !
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307.

308.

309.

310.

311.

On 5" May 2003 Mr Speight's duties were to continue vigkto free the dirt from
LD58. He was assisted by Mr Capell. He commerimedttempting to remove the
two large rocks. He cleaned the floor of the tallve in preparation for this and, at
some time during the morning Brett Anderson arrivetir Speight asked Mr
Anderson and Mr Capell to take Mr Anderson’s fodrewl drive vehicle round to the
795 draw point and to flash their lights if Mr Sglef’'s attempts to move the rocks
were damaging LD58. They did this for about 20utes and then gave up.

Mr Smith arrived and told Mr Speight not to worrdyoait removing the rocks, but to
go around the other side (ie, through the 778 ctas®xtension and remove the dirt
from the front of LD58). Mr Speight and Mr Capetintinued doing this after crib.
They had brought the remote controls of LD58 witlerh in case they freed it

sufficiently to move it.

At crib time, Mr Smith instructed Mr Nisbett and Nearce to find some eyebolts to
install into the two large rocks. They could notdte any eyebolts in the store on the
1700 level, so they went to the surface. Theyrnetd to the area at about 3pm and
installed one of the eyebolts into the larger &f thwo rocks. Meanwhile, Mr Speight
had managed to move sufficient dirt from aroundlibeket of LD58 for it to be seen
plainly. It was then possible to operate the btuckd D58 with the remote control.
Mr Pearce and Mr Nisbet joined Mr Speight and Mipélato watch the bogger

operations.

Matthew Ling, an electrician then arrived. He saidr Capell that he was required
elsewhere and Mr Capell left. He returned a lifder. Mr Nisbett and Mr Speight
were operating the remote controls for LD58 and 2D&spectively. Mr Pearce and
Mr Ling were watching. There were then 5 peopléh@ area. They were walking
from time to time between the brow near the hangima at the end of the 778 cross
cut and the fall drive between operating the rencotgrols to try to free LD58. This

was so they could see how they were progressimg fine fall drive.

At about 5pm they were all in the fall drive. Mpe&ght decided to make one last
attempt to move LD58. He left Mr Ling and Mr Peain the fall drive and walked
with Mr Nisbett and Mr Capell to their positiontae brow in the 778 cross cut. Mr
Ling and Mr Pearce remained watching the operatfom® the fall drive. After a
short while Mr Ling formed the view that the attenm@as not working and he left the
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312.

313.

fall drive and walked to the 778 crosscut waving ¢ap lamp. Mr Pearce stayed in
the fall drive. Mr Ling told Mr Speight and Mr Nistt that they weren’'t doing any
good. They told him that they were simply tryirmy“toosen it up”. It was at this
point of time, without warning, the fall drive cafised.

There was dust and confusion in the 778 cross cilte soon the other miners
realised that Mr Pearce was no longer with therhe pillar appeared to be shaking
and the miners realised that they should get bagk to the footwall drive

immediately. They ran along the crosscut and oweks that were now strewn over
the intersection of the 778 cross cut with thedale. They were calling Sid’s name,
Andrew Nisbett stopped and caught hold of Rickyi@ués cap lamp. Ricky Speight
looked down and saw Sid Pearce’s belt among thieleube told Mr Nisbett to keep

running.

Tragically, Mr Pearce had died when a rock struick &t the intersection of the fall

drive and the 778 cross cut. He died instantly.

Mechanism of the fall

314.

315.

316.

The fall was investigated by Dr Medhurst of AMC ahMd O'Toole of Coffey

Geosciences. Dr Medhurst first visited the site9tim May 2003. He had limited
access to the fall zone. On 12th May 2003 he wimtdr Pattersott® noting that his

brief was to:

“1. Provide an opinion as to the cause of thedafiround in 1359L

2. Provide an opinion on the viability of minitige Huon 830 stope
and the overlying Bruny 1500-1516 bench stope.”

He noted that an expression of opinion about theseaf the fall of ground was

premature, but went on to say:

“The nature of the incident; ie, that up to 5m ekrbreak in a single 5m drive
appears to have been ejected from the drive withesoonsiderable energy (and
without warning), is outside our experience, exicgpbpenings that are prone to
severe bursting.”

He further attended the site on*28lay 2003. In a report to Mr Thompson dated 30
May 2003"° Dr Medhurst said that he was unable to deterntfieeprecise trigger,

with confidence. He said the survey data defipiliggested a “structure-bound
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(wedge) fall geometry.” He noted that the Huonpstg area was becoming
increasingly distressed and that “[m]ovement oncstres is now more common as
weak rock zones are deteriorating, possibly dulng exposure times.” He noted
the following contributing factors:

“Regional factors
High abutment stresses to the Huon stopes
Stress redistribution, eg from yielding of the 78ltar

Local factors
Orientation of the drive in relation to the exigfistructures
Location of the structures with respect to the texisvoids
Formation of “the new pillar’ by extending the Soertn access
Blasting associated with mining the southern dguslent
Secondary blasting in the stope
Talcose rock mass, plus talc infill on structures
Shallow east dipping (hidden) structure
Shearing on structures, particularly the shallost egping structure

Insufficient support capacity for the proposed shietational mechanism of
failure.”

317. As to the issue of support capacity, Dr Medhurst barlier noted that most of the

bolts installed were shorter than the failed block.

318. In his evidence, Mr Lee was asked about the meshanof failure. Although he had
not investigated it in detail, he expressed a vibased on what he had read and
discussed with Dr Medhurst. That view was thatftrenation of the pillar when the
extended 778 cross cut finally broke through ifite stope was the most significant

factor contributing to the event.
319. Mr O’'Toole produced three reports:

a. Barminco Huon 1359L Rock fall Investigation, RemstMine Tasmania,
Z13145/1-AB dated 3bJuly 20034

b. Workplace Standards Tasmania, Huon 1359L Rock\ai-linear Numerical
Modelling Investigation, Renison Mine Tasmania, Z33/1-AB, February
1994} and
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C.

Workplace Standards Tasmania, Huon 1359L Rock @tbund Support
Assessment, Renison Mine Tasmania, Z13153/1-ABruzet 1994-*2

320. In his first report Mr O’'Toole noted:

a.

Fault zones in the Huon footwall are significant faineralisation
grade, but also in contributing to zones of poortgehnical
conditions that may be encountered in the wallsk®and pillars of

broad open stopes.

During the early planning stage of the Huon op@pes (May 1999
to October 2000) it was recognised that there vedsnpial for mining
induced stress concentrations to cause stabilitplpms and issues

associated with pillar size and influence of taloes.
The AMC Ground Control audit in September 2001;

Coffey’s own structural mapping in September 2001 algo
specifically relied on by Dr Medhurst in his report

The AMC report of December 2001, in which Dr Medtuhad
commented on slower time dependent fracturinglocos® rich zones

after the initial stress distribution event.

The AMC February 2002 report noting that the stites in the
orebody were most prominent in the 1359 level aresgnt a strong
case for draw point access and brow stability.

The AMC report, November 2002 noting a mechanisrmofement
on structures/weak zones progressively down thrahghore body

with stope extraction is anticipated.

AMC had only been used by RBL on an “as requiresidjaand that
day to day geotechnical issues were addressed lhydrRBineering,

geology and operations staff.

The loss of RBL technical staff between Novembed2@nd May
2003.
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321.

322.

323.

324.

325.

326.

327.

Mr O’'Toole observed that two of the three criticateria, namely stress changes and
talc had been identified in the Huon 1359 stopimgaa In addition there were
strongly dipping pervasive structures in the waltsl central drill drive in the vicinity
of the 795 and 778 crosscuts, striking north pakr&tl the fall drive.

All of those things mentioned by Mr O’Toole weret@that were known to RBL at

the time of the rock fall.

Mr O'Toole took the view that the slabbing recoguisby Mr Speight on "4 May
2004 was the first sign that the pillar was undghtstress. He noted the failure of

Clive Smith to recognise it as such and to regdd Mr Anderson or RBL.

In his analysis of the Ground Control installedhie area, Mr O’'Toole found that had
AMC’s minimum recommendations been met by RBL itwdohave resulted in a

specific assessment of the ground support requimtaneecause of the presence of
talc and stress. Even without these features kedrtbat the intersection of the 778
cross cut with the fall drive was a wide span ahed® metres which should have
resulted in three rings of 7m twin strand cabletda@t 70, 90 and 70 degrees
respectively to be installed a two metre spacingrav distance of 15 metres from

stope brows.

When comparing the AMC recommendations with theugdo support apparently
installed, he found that the regime recommendedM{Z had not been met. There
were only 2 cable bolts installed in the backshef fall drive between the 778 and
795 cross cuts and there had been no recognitanthie presence of two critical

criteria should have required a specific assessofdhe area.

When considering the planning issues, Mr O'Tool¢éedahat MDM 0274 did not
take into account the influence of high mining ioed stress concentrations in the

south abutment of the 795 stope or the presenadalt rich zone in the fall drive.

His table 2 of comparing the as designed and asddmpillar speaks for itself:

Rear Draw Point Development Cross sectional area (in Maximum east-west dimension (m)

Original planned development 132 21

MDM 0274 planned development 72 14.4
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As mined development 58 12

328.

329.

330.

From this information, Mr O’Toole developed an hipesis to the effect that the
trigger of the event was a combination of the nanwof the 795 stope and the
subsequent mining of the 778 cross cut extensibnis caused the pillar, as formed,
to yield, with more stress transferred to the blo€kock in the high talcose zone in
the fall drive and the steep 80 degree east dipgingture mapped in the central drill

drive and projecting up into the eastern edge efthstern pillar.

Mr O'Toole undertook some 3D stress analysis madgll which, in his view

confirmed his hypothesis.

In conclusion, Mr O'Toole said:

“6. PREVENTATIVE MEASURES

Coffey have considered the following preventativeasures which we believe
could significantly reduce the risk of a similacigdent occurring.

Coffey generally concur with the recommendationd procedures outline by AMC

in their Audit of Ground Control Procedures withspect to the mine

planning/design considerations and ground suppsigd. We believe that if these
procedures had been fully implemented, the riskhefrock fall would have been
significantly reduced.

Regular ground control and geotechnical hazard exwems training would have
assisted in equipping the mine staff and undergtquersonnel in identifying the

two critical criteria which should had triggered naore rigorous approach to
planning of the rear access drive and specific spgesign for the central drill

drive rock fall area. This would also have assistedlerground supervisors to
interpret the significance of geotechnical warnsigns such as stress cracking
which may be precursors to larger failures.

In the absence of a staff geotechnical practitianere frequent site visits by the
external geotechnical advisor are recommended wiméming in a complex
geotechnical environment such as the Rendeep diedo

The outcomes of these visits should be conveyell teupervisory staff from both
the mining company and the mining contractor. Wharaeticable the geotechnical
advisor should make a site presentation to implaet information first hand,
enabling personnel to ask questions, thereby ergstine information is understood.
Where this is not practicable, the site person nated with responsibility for
geotechnical issues should conduct tool box megtiogconvey the key aspects of
the geotechnical advisors findings and recommeodsti

Management procedures must be enforced such thaihgncannot take place
without appropriately signed off and authorisechpla
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331. Mr O'Toole’s second and third reports were genetrdig a request from WST to
specifically address two of the issues arisingaduhis first report. The second report
was the result of numerical modelling undertakervlsyO'Toole in order to further
develop his hypothesis relating to the triggeringré. He concluded:

“The results of the stress modelling support thpadtlyesis that mining of the rear
draw point access drive caused increased strets® imestern pillar and above the
central drill drive backs in the region of the ro@ll. The modelling results are
consistent with the theory that the peak strendtthe east pillar was exceeded,
causing the pillar to yield and undergo a reductiostrength (post-peak strength),
resulting in further stress concentration on thetexa edge of the western pillar in
the region of the rock fall.

The structural mapping on the 1359L indicated savsubvertical, continuous
structures both in the east pillar and the cewmlriae. The role of these structures in
deflecting and delaying stress redistribution wiflve influenced the rock mass
strength.

Rock mass strength exhibits a time dependency;ehethe effects of increased
stress concentration may not have occurred simedtasly with the mining of the
bypass drive. This may explain why the rock falcwred sometime after the
development was completed.

In a geotechnical review in 2001, AMC recommended the management of stress
related ground control issues required specifioqilag and design awareness. This
report shows that modelling the pillar stressedctcbave been used to investigated
the intuitively expected stress behaviour in th&t @ad west pillar areas.”

332. The third report related to ground support and tated:

“From back analysis of the failure, the installeghsort capacity is considered to be
inadequate to support the fallen ground. AMC (Mar2002) recommended three
twin strand cables in the back (shown in Appendjx B

This would have required the addition of at least aear vertical twin strand cable
bolt to the installed pattern. Coffey do not bedig¢hat in isolation this would have
been sufficient to prevent the failure taking indecount the stress driving
mechanism.

Adopting AMC’s empirical estimates of ground suppior talcose and high stress
Worst conditions would have resulted in an appratérdoubling of cable support
and included the use of 75mm of fibrecrete. Duthtoabsence of specific patterns
for the recommended cable densities it is not pissio provide a definitive
assessment of the ability of the Worst case suppmime to have resisted the
complex failure which occurred in the Huon 1359lawéver, it is Coffey’s opinion
that the application of such an increase in le¥edupport may have significantly
restricted or delayed the rock fall.

Given the magnitude of the stress redistributiospeisted with extraction of the
795 stope and development Z13153/1-AC January 200Hhe bypass drive, it is
unlikely that 75mm of fibrecrete would have beeffisient to resist cracking and
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333.

slabbing in the central drive. Thus some grounil fatential would have
remained.”

The views of Dr Medhurst and Mr O’'Toole are broadbnsistent. However, the
guestion remains, to what extent might RBL havesden the failure, and taken

appropriate steps to prevent it.

Mechanism of the fall

334.

| accept the hypothesis of Mr O’'Toole, and | natenf his comments, that it is his
belief if the recommendations and procedures authly AMC in their Audit of
Ground Control Procedures with respect to the mplia@ning/design considerations
and ground support design had been followed ard ifmplemented the risk of the
rock fall would have been significantly reduced.

Minimum standard of ground support

335.

336.

The minimum standard of ground support that ouglitave been installed in the 778
crosscut was that recommended in the AMC groungatiguidelines. This required

two steps. First, an identification of the worsise scenario for wide spans and,
secondly, a specific consideration of the particgeound support required having

identified that this was an area of high talc, atckss changes. The pervasive
structures that were apparent and had been mappettdsalso have been taken into
account. The minimum standards are defined irfCibféey reports.

It is obvious that the minimum standards were net. m

Communication to Barminco

337.

338.

From the evidence it would appear that the only rmomications relating to ground
support were made to Barminco through regular mgsti There is no evidence to
support the view that AMC guidelines, or reportsavpassed on the Barminco. It
may be that had Mr Anderson requested them, theyldvbave been provided.

However, the evidence is that the responsibility ganning and design of ground
support was on RBL. Barminco’s responsibility wasinstall it according to the

directions it received from RBL.

| note that Mr Mayes who was the Site Manager famiinco at the time of the death
of Mr Pearce, was of the understanding that RBL \aancially incapable of
meeting all of the ground support requirementshignrecord of interview he referred
to the lack of shotcreting or fibrecreting, butdsthey, being RBL couldn’t afford it.
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So it was just allowed to happen. He indicated tRenison had got further and
further into debt to Barminco and we weren't prephto carry the risk any more
........ It was virtually a skeleton operationta £nd .... for the last couple of months.”
He indicated that others had expressed concemths mixing of CAF with mullock,
and the risk of failure, yet this did not appeacanise any concern as the client RBL
couldn’'t afford it. Despite these issues, they i appear to have put him or
Barminco on enquiry as to the precise requirememntshe risks that may be arising
due to the lack of expenditure on support and gafedtters. It appears that everyone

was prepared to ignore most issues with the exptanghey just couldn’t afford it”

Geotechnical support during the period 6 June 200and 5 May 2003

339.

RBL did not have sufficient geotechnical supporaay time after September 2001,
when AMC delivered its audit report and Coffey cdetgd its structural mapping.
Even in this regard, having obtained the assistaric&eotechnical expertise and
recommendations being made and documented, Igtldone to implement those
recommendations or even to continue to developrthix. It is though the entire
exercise with AMC and Coffey was to respond to anticism as to the deaths of
Jones and Lister, and having indicated the stegishtad been recommended it was

merely shelved because of lack of finance.

Was Barminco authorized to extend the 778 cross cuaind, if so, to what, if
any plan?

340.

341.

Having reviewed the evidence presented, | am sadighat Barminco did receive
authorisation to extend the 778. It was not dammélly, by the issuing of a plan and
having it countersigned. The only authorised glarexistence at the time of the
development was MPA 1138 (as revised). The drige daveloped actually
undertaken departed significantly from this plawhilst | am unable to find that a
subsequent Plan, being MDM 0274, was issued to Baonit would be an amazing
co-incidence if Barminco or its management werewara of its existence but
happened to extend the cross cut in substantiapltance with it. Whether or not a
copy of it was available and it was used to expettie undertaking to free the trapped

bogger | am unable to make a such finding

It is likely that both RBL and Barminco had it inimd that the cross cut could be

extended broadly in line with the original desigm the 1359 level, but rather as a
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development cut, it was modified on the basis itldde utilised to free the trapped
bogger. | draw this inference from the reductinrsize of the pillar which can only
be attributable to an intention to enable the redmogger to get into a position and
alignment to achieve the recovery of the trappeghgba From the manner in which
the cut was undertaken it would seem that neitieetployees of Barminco or RBL
gave any consideration to the effect that the wagafrom the original plan would

have upon the stability of the mine.

| have reproduced copies of MDM 0274 (P71) and MPIB8A (P72) in the two

pages which follow

Could any of the factors which contributed to the ockfall have been
reasonably anticipated by RBL or Barminco?

342.

RBL
343.

| have referred to the various factors, which adboted to the rockfall earlier, and

they are fully traversed and summarized in themsdor Medhurst and Mr O'Toole.

Whilst RBL had not followed the recommendationshe Geotechnical experts, they
did have access to a wealth of material, whichtifhad been appropriately
documented and readily available could have beiiradt to make a more informed
decision. RBL could then have been in a positiotawe reasonably anticipated a
rockfall, in the circumstances as they were orsth&ay 2003 and immediately prior
to that date and therefore implemented actionsghvivould have minimized the risk

to the lives of miners.
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P72-MPA 1138A
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Barminco

344.

345.

346.

347.

On the evidence presented, it is highly likely tBatminco was not made fully aware
of the various reports that had been obtained by.RBarminco acted upon the
instructions of their client and installed such wgrd support as they were so
instructed. Whilst Barminco may not have been 8agpwith material it is clear
from the statements of Mayes that concerns had b&pressed as to the ground
support in the Huon development and he had pefsomalsed the issue of
shotcreting, but had not pursued it due to thentheperceived impoverished
financial state. | accept that if they had madeeaguiry as to the recommended
ground support for the 795 draw point they wouldenound it in conformity with
that as recommended by AMC in its letter dated & March 2002, the
circumstances existing at that time was dramayiadifferent to that which existed at

the time of the development of the extension aeddfiure of the CAF.

Two matters require further consideration. Fivghatever the plan that Barminco
was using for mining the 778 cross cut, (and | riloé¢ Counsel for Barminco seemed
to submit that it may have been uséd)clearly they did not comply with it.

Secondly, Barminco demonstrated by their actionst tthey were prepared to
undertake unauthorized work in the cross cut bygtiipping of the pillar, and clearly

the sole purpose of this was to free the trappeg®o

Mr Mayes gave evidence that when he found out th® Gross cut was being
extended he had specifically asked about whetleepittar would be undermined and
the resulting stress changes caused by the devetdprile was told that “the ground
was pretty reasonable as they advanced.” At the time Mr Mayes was in West

Australia and he seemed to be satisfied with tipgaegrations he was given.

The stripping of the pillar produced slabbing, whizvas symptom of the stress
change that was resulting. Mr Speight was conckeat®ut the spalling of the pillar,
but his supervisor, Mr Smith did not share his @ncnor did he give appropriate
consideration to the safety of those working in #éinea. On the evidence it would
appear that the flaking of the pillar was a signtleé changing stresses. As an
experience miner, Mr Smith may have been entittedi$ view, but in my view this

does not justify his failure to refer the concesrMr Anderson or RBL.

8>, 5% # 20 #2
1% %!
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348.

349.

350.

The lack of precautionary approach to the pill@osdition is further evidence of the
systemic attitude of those involved in the minindustry, a matter which was amply

explained by Rory Wray-McCann to which | will refeter.

The lack of giving adequate consideration to thaceons of Speight, suggests a
failure in Barminco’s OH&S systems that shift bagseven experienced shift bosses,
were not obliged to report possible stress chabtgélse engineers or supervisors. |
note that Mr Mayes, despite the fact that he wasigands of miles from the mine,
when he first became aware of the extension F8s dmncerns were as to whether the
development would undermine the pillar and furttherimpact of the development on
mine stresses. These concerns should have béea farefront of the mind of every

person who was involved in the operation.

Barminco knew that it was conducting operationsa iangerous part of the mine. It
knew or ought to have known that it had mined th& @ross cut without adhering to
an authorised plan. Apart from what could be dbedras a cursory observation
only, it did nothing to ensure that the resultingss changes would not endanger its
employees. Whilst the pervading culture may haceatéd that mere observation of
ground conditions was sufficient by Barminco’s swsors at the time, clearly it was

not.

Should the mining or bogger recovery operations habeen conducted?

351.

352.

The operations to remove the bogger should not e continued after it had
become impossible to recover it without mining #¥8 cross cut and without giving

proper consideration as to the impact of such acti@here should have been a
comprehensive assessment undertaken by a geotacenigineer, and this should
have become vital once a decision was made to eethecsize of the pillar. If the

extension was authorized by RBL, it should neverehdeen authorized in that area
without an appropriate assessment. If the work madsauthorized, RBL should have
taken immediate steps to remove Barminco from 8&9level as soon as it became

aware of the work being undertaken.

In either event, in my view, both RBL and Barmirsitare the responsibility for the
continued operations after the 778 cross cut hagh bained otherwise than in

accordance with an authorised design.
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WST response, resources

353.

354.

355.

356.

357.

358.

359.

The responses of WST to the deaths of Messrs Joraster has been dealt with
above.

For the purposes of this part of the Inquest, tlueial time for the response was the
period between 6 June 2001 and 5 May 2003. Fremevidence it would appear that
the last specific involvement that WST had in rielatto the ground conditions and
ground support at the mine was during the deskiiolit &a@ November 2002. This was
not specifically in response to the previous dedths part of a general audit taken of
all mines on the West Coast and involved the deptoyt of considerable resources
by the WST.

Evidence submitted by WST shows “a significant vese shift downward from 1994
to 1996.” This is said to have been the resulthef introduction of the Workplace
Health and Safety Act 1995, and the anticipatict #mployers would self-regulate
and identify, assess, control and monitor hazavdedet “duty of care” requirements

in all industries including mines.

During 2000 and 2002 there were only three perdodedicated to mines, quarries

and energy, namely:
a. The Chief Inspector of Mines, a statutory position;
b. A senior mining engineer; and

c. An inspector, described as a generalist, whichbeataken to mean a person

with OH&S skills, but not mining expertise.

A further reduction occurred in 2003 with the retirent of the senior mining
engineer. He was replaced by a professional wifegence in safety regimes and

audits in the offshore gas industry.

This is to be compared with 1994, when the theradepent of mines employed a
Chief Inspector of Mines, 5 mining engineers argpdcialist engineers and chemists

together with a Chief Inspector of Explosives andspectors of explosives.

| acknowledge that since July 2006 there have ld&tempts to recruit a further three
people to Office of the Chief Inspector of MineShree people have been recruited,

but there was a considerable challenge in recgudisenior mining engineer.
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360.

361.

The Chief Inspector of Mines holds mine specifigiaeering qualifications. Other
inspectors with more general qualification or tnagn are likely to be at a
disadvantage when being asked to inspect and fgéathnical aspects in mines. In
many cases, investigating officers will be discagsechnical issues with mining staff
who are significantly more qualified and experieghd¢ean they are. This puts the
officers at an immediate disadvantage and is aneisshich requires further

consideration.

There is evidence that other programs have beemrketdb upon by WST during the

period after July 2003. This is of course irreleivéo the issues surrounding the
deaths in this inquest. However, it is notablg 8wne people have perceived that
some of these programs have stalled “due to theeaadented activity” of the 2003

Renison mine fatality and subsequent investigatidinis is a case where a major
incident stretches the resources of governmentthiody to cope with its OH&S

responsibilities.

Legislation

362.

363.

At all relevant times the applicable legislatiotateng to occupation health and safety
at mines in Tasmania was the Workplace Health afdtysAct 1995 and Workplace
Health and Safety Regulations 1996 (hereinafteerrefl to as “the Act’). The
Tasmanian legislation, unlike mainland states, dwgshave “mines specific” OH&S
legislation. This means that the same standarply &p all workplaces, regardless of
the danger or complexities of the tasks carried olihis would be an acceptable
legislative infrastructure, provided the legislatioould be drafted to be applicable to
all industries, but mining, in my view, is not amustry which readily falls under a

general umbrella of workplace health and safety.

Section 9 of the Act establishes general dutiesaoé for employers to ensure (so far
as is reasonably practicable) that employees goé dafe from injury and risks to
health. The duty is more specifically particuladsbut not to a prescriptive levet.
There is also a general duty on employers who ram@ position of management or

control over a workplace to ensure that the wortglis safe from injury and risks to

health.' The duty of the employer is also extended to remtdrs and their
# 34 ,342
' 34
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364.

365.

366.

367.

368.

employees to ensure that they do not carry on work manner that the employer

reasonably believes would place the health or gaffleiny person at risk.

Under s10 employers are to appoint a responsilfieeof who must, under sl11,

perform the duties of the employer at the workplace

This scheme represents a departure from the pr& p8Sition, in which OH&S
legislation detailed prescriptive or specificatistandards, supplemented by further
detailed technical specification standards in ragjois, as was the case in respect of

the previous Mines Inspection Act 1968 and regoieti

| infer that the prescriptive approach was con&ddo have short comings, so the
more general approach was adopted. | acknowldugetlie general duty approach
should not be denigrated; it is appropriate thaplegers are required to be subject to
general duties of care. The issue is whether theng industry in Tasmania is
sufficiently regulated.

It is important to understand that regulatory ati®not confined to a choice between
generality and prescription. There are four braags in which the industry may be

regulated, viz,
a. Prescription;
b. General duties;
c. Performance standards;
d. Systematic process standatfs.

These need to be considered as tools for achievisigitable regulatory mix for the
purpose of encouraging compliance with and, wheesgary, enforcing the law.

The Tasmanian legislation relies solely on gendrgles. In my view, and it is
highlighted by the death | am investigating, tlsi®n undesirable state of affairs. The
existing Tasmanian legislation clearly fails to mebke situations so tragically
illustrated in these inquests. The shortcomingghef Tasmanian system have been

recognised by others.

&
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369. In his book, Mine Safety, Law Regulation Policy,iNeunningham summarised the

Tasmanian position succinctly when he said at dége

“Tasmania, through the Workplace Health and Safsty 1995 (Tas),
addresses general duty requirements but lacks adeqorovision for
OHS management systems, provisions specifying ¢&jioms within

the mine management and supervision structure,igions specifying
safety and health policy for a mine, and a var@typther mine-specific
requirements. Tasmania also lacks mine-specifitleggpns. The final
report of a review of Tasmanian OHS legislation wablished in early
2007. This too provides an opportunity for substdntegislative

change.”

370. Under the Act, s57 authorizes the making of reguia in respect of any of the

matters specified in Schedule 1. Item 20 in theeBale provides

The safety of excavations at mines, including sefieting on discontinuation
of use and prohibiting interference with, misuseafdamage to, measures

taken for that safeguarding.

| assume it was anticipated that some regulatemsid be promulgated relating to
the “the safety of excavations at mines...” Howeuwbe Workplace Health and
Safety Regulations 1996 are almost devoid of reégula relating to mines. There is

nothing in them of any relevance to any issue imitiquest.
371. The Act provides that mines are a designated wadl

372. Section 24 makes provision for the appointmenesponsible officers for designated
workplaces under s10 and are to hold “prescribedifggations”. In the present case,
Mr Thompson, the mine manager, had been appoihtedesponsible officer. In his
evidence, Mr Thompson continually asserted thdtoalgh he was the responsible
officer he did not have control over expenditureRBL and, was therefore unable to
carry out the duties assigned to him under theslagon. The person with the most
control over expenditure was Mr Patterson, who matsa qualified mining engineer.
Neither Mr Thompson, nor Mr Patterson were invesigith authority to close the
mine if they became sufficiently concerned aboet ¢dbmpany’s inability to meet its
safety obligations. This is an issue which doegglire legislative intervention.
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373.

374.

375.

376.

377.

Gunninghan in his book has noted that a strongarsfon the operator at a corporate
level is a desirable legislative aim, where resfmeafficers are emasculated to this
degree. Under such a regime, there is more engpbadhe management systems of
operator, rather than the responsible person, surencompliance with OH&S

requirements?°

There is nothing in the legislation that addresbesneed for communication about
critical technical aspects of mining between ppatiand contractor. Accordingly,
RBL was able to manage ground support without auyisBarminco of the
recommendations of AMC for minimum levels to betatled. Barminco had
responsibilities for its employees and could onlgken fully rational decisions about
their safety if it was armed with the necessaryhmézal information. This included
geotechnical and ground support considerations.

There is nothing in the legislation that compelgpkayers to undertake a structured
risk assessment process when dealing with routiox.wA cursory examination of
the Regulations, r18 confirms this. It should le¢ed that Mr Thompson claimed to
have carried out a risk assessment in relatioheo/78 cross cut, he did this on his
own. It was not recorded anywhere. He receivedeuaiechnical input in relation to
it. At that stage, on his evidence, he had nditsija plan for the work, nor was he in
any position apart from his own observations, tsevbe what stress changes might
have occurred. The competence of the legislatiorespond to a situation of this

nature is, at best questionabt@.

More specifically, there is nothing in the legighatthat compelled RBL or Barminco
to ensure that appropriate geotechnical considerativere taken into account before
embarking on the mining of the 778 cross cut. THok of geotechnical knowledge

about the operations proved to be a fatal omissidhis case.

The lack of regulatory framework is to be compangth states such as Queensland,
Western Australia, New South Wales and Victorid,oalwhich have mine specific
regimes. It is notable that Queensland and Westfaustralia have effective

regulations dealing with geotechnical and grourppsut aspect$' The regulations

#l
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378.

379.

380.

ensure that there is appropriate geotechnical impatthe planning and development

phases of mining. They provide models of practstahdards that can be adopted to
ensure risk management systems for mines. It heen bsuggested that the

Queensland and New South Wales models are theadeahced>?

The Act, s22 makes provision for the Minister tqrgve a code of practice, to
provide “practical guidance to employees, emplogas any other person on whom a
duty of care is imposed” under the Agt. Breach of an approved code of practice
does not, by itself, impose civil or criminal liity on the contravener. However,
under s54, there are evidentiary provisions toefifect that a contravention of a code
of practice is taken to be proved, unless the Gewatisfied that the person complied

with a provision of the Act other than by obseneot the code of practicg?

Future approval of some existing codes of praches be of assistance in providing a

more robust framework in managing the issues dtthead safety.

It is obviously desirable for the legislative regnto achieve a suitable mix of
compliance and enforcement standards, to meeygaes of difficulties that might be
expected to arise in minés.

Culture

381.

382.

Throughout this Inquest one matter caused me &gt concern, which was what |

perceived to be the culture that pervaded minimgis culture needs to be addressed
perhaps by the provision of more stringent trainaigoersons employed in mines,

with a strong emphasis on the issues of workplatetys

At the conclusion of his eviden¢® Mr Wray-McCann, made the following

comments, which amply reflects this culture:

“...we were all at fault, the whole lot of us, siRight, and by that | mean,
and when | say true miners... | could not lookingam actually weighing
up the overall dangers of working on unstable gichun

of an open stope, and the fact that we were, we wwethis kind of cycle of
the mine’s life where we were under the pump toallst just make it, well,
make it bloody survive.... Because metal prices \ae really bad low
that they were going at three and a half thousantdads a ton or so...

A 9% 2 &
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which was just a critically bad... situation. Evemgowas focused on the
bogger... because we actually needed the boggemauneeded it more
than we actually kind of let on... We'd... expend abdhink it was about
eight hundred thousand bucks on it, right, aboutghweeks earlier, on this
... major-...overhaul... and that was our prime boggend iawas sent in
down there because ...that ore was very high ...grane,also therefore
heavy. Very heavy ore, and basically after it alijugot like, snowed in, we
were all thinking oh, no, there goes the best boggéhe fleet, we have you
know — and also we ...needed that ore to actuallpcbleith the other ...
mine ore, which was only about — | think averagalmut one per cent, and
then the other ore was about you know four poirggh. because it was a
very high grade ore.

and therefore hopefully ... ensure that the actualenstayed open. Because
everyone knew the actual vitalness [sic], get theul thing out somehow,
bit by bit right, so we worked on it for about fitee eight days you know,
...but ... the aim was to get the damn thing out.

Now, ‘cause every mine goes through cycles ... Ofseoevery mine will
eventually die, ... But the actual best base mets price back then meant
that our... mine was in a kind of day to day situaticso hence rather than
focus on the overall problem as in... bogger, stopexidised ground...
fretting here and there, we were more concernet thi¢ actual recovery...
As opposed to the obvious.... We were all experienoex, most of us
...[T]here was no one reason why it kind of just g in, but the main
reason was that because it was oxidised and thadehbeen ... signs. And
also the Huon fault. Now the faults are a kindstdndard thing in that
mine... They'd been mining there for forty years... andwve utilized...
cable bolts and we pinned them back and they aremusch safer. But
faults are just a standard part of all the bloodjest Coast mines... But
experienced miners don't fear them as a rule... begaue kind of know
them. We understand them. Pin them back. HelohthMine it out. Fill it
up. And then kind of back into it...Next sectionthef ore body...That
section at the time it was the overall lifeblood tbé mine...And even
though... several men there had actually said ‘Ohisththis is, you know,
suspect, this place’... We've all worked in suspecstopes where ... no-one
like says rightio, we will get in there mate aneythare actually whipping
you right.

You are there to actually mine it safely... But yauenhgot to ...just actually
get in there and mine it ...because ...it is meshedited, ...cable bolted.
...well | have seen it happen too many times nowyinown mining life
which is roughly like thirty odd years, where thahines is going bad tend
to become a little bit — well slip ...shod.

HIS HONOUR: A bit reckless perhaps?

WITNESS: Yeah, reckless, right. Not through anyl kih..failings of the
people, but the fact that when you are under thmgumines are going bad,
like | have been laid off at about seven mines Binee the early eighties
you know. So | understand how...these situationside where there is no
cash. ... [T]here is no cash to say, okay, stop Hesding, leave it let it
settle, sign it off... You have got to get in thare actually mine it...

so hence you cut corners or — you don’t mean ta@aeuters, but that is how

it is actually evolves... because well these dayskyow we don’'t have a
fully staffed mines department
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...Government since the early nineties...slashed thifovoe which overall
I can recollect as having a workforce down at Roangl Launceston of
about two hundred and fifty, now there’s roughlytysiodd doing virtually
triple the workload of the other...”

General Comments and Observations
383. A number of matters arose during the inquest tlaaegise to concerns about the

attitude to safety in the mine, at all levels: argie, management, technical and

workforce. A brief summary is as follows.

a.

The rock fall in June 2001 illustrates a failure afsystemic approach to

accessing previously worked areas.

The departure in about September 2001 from theigusvcommitment to

ensure that there was a permanent geotechnicarmue# the mine.

The failure to review, or accurately meet the AMGidglines for ground

support in intersections in the Huon 1359 level.

The failure to ensure that the ground support risirix was updated on

regular and systematic basis.
Mining the 778 cross cut without conforming to gpeoved design.

Miners, up to the level of supervisors entering @gren stope to place

explosives and equipment.

Allowing miners to operate in near the brow of ape stope without

secondary ground support in place.

. Allowing miners to operate in an area in which ¢awas evidence of

instability, without first ensuring that the areasvmade stable with secondary

ground support.

The lack of any clear policy that would prevent @men from undertaking
work in an area in which the miner had identifiesadety hazard, without the
hazard first being rectified.

The lack of candour by RBL during the WST desktagdia

The lack of a readily available database as togthend support and date of

installation, type, pattern and the like.
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384.

385.

386.

387.

I. The lack of adequate communication and recordifgscalents.

Mining is a dangerous activity. Miners routinelkearisks that other people would
not consider taking, and which expose them to seriajury and death. The aim
should be to ensure that risks are minimised togifeatest possible extent. This
involves conscientious efforts by everyone involwedhe process. It starts at Board
level, and should cascade through management, itattstaff and to the miners at

operations level®’

There was extreme risk taking in the mine shoréfole the deaths of Sidney Pearce
and this was within the recent memory of the deathdessrs Jones and Lister. The
explanation of Mr Wray-McCann gives some helpfuight into the reasons why

safety standards had slipped to this degree.

Legislative action can be taken to encourage bsasimeganisations to meet better
corporate standards. The enforceable undertakigigne in the Act, S55A presents a
good method. In its terms, s55A may be too restdc Perhaps undertakings should
not be limited to those matters in which the Seayehas a power or function under
the Act™*® but should be linked to matters which are gengrafferable to the scope

and purpose of the Act, including employers’ dutiddso a provision which enables
the Court to require an employer to enter an eefiske undertaking as part of the
enforcement regime available under the Act, rathan limited to a situation which

requires the Secretary to make an application & Ntagistrates Court when the

Secretary believes a person has contravened aofdtre undertaking only?’

Similar regimes have been introduced in other §ieldheTrade Practices Act 1974
(Cth) provides a good example. In that area, eefisle undertakings are routinely
used to implement and enforce compliance programgrévent restrictive trade
practices throughout corporations. A similar mazild be incorporated into mining

legislation to ensure compliance with safety staoss°

#&
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388. Generally, compliance programs are used to achiiene®e objectives: prevent law
breaking; promote a culture of compliance and eragel good corporate

citizenship*®® The focus here is on the second.

389. A legislative regime with performance and systematiandards can meet these
requirements. Setting benchmarks for performatieedesign and implementation of
management systems with suitable auditing contr@sthings, which might usefully

assist mining companies to meet OH&S goals andwage a suitable culture.

) 5 C: 9 $* , =, 2

[101]



Formal Findings

Jarrod Jones

390.

391.

392.

393.

Jarrod Keith Jones:

a. died between 1630 hours and 1730 hours on 6 JWik&dhe Heemskirk

1670 level at the Renison Bell Tin Mine, near ZeeimaTasmania;
b. was born at Burnie in the State of Tasmania on g8l A978; and
c. atthe time of death
i. was aged 23 years.
ii. was living in a de facto relationship;
iii. was a Miner.

Jarrod Keith Jones died in a rock fall as a resiudtsphyxia having been pinned
irrevocably beneath the collapsed roof of the ngruehicle, which he was operating

at the time.
At the time of his death, he was not being treétgd medical practitioner.

Renison Bell Ltd contributed to the death.

Matthew Lister

394.

395.

Matthew David Lister:

a. died between 1630 hours and 1730 hours on 6 Juike&dhe Renison Bell

Tin Mine, near Zeehan in Tasmania;

b. was born at Sydney in the State of New South Wae®4 February 1977;

and
c. atthe time of death was:
I. aged 24 years;
ii. single; and
iii. a Mine Planning Engineer and Trainee Miner.

Matthew David Lister died as a result of multiphguries sustained in a rock fall

while assisting in mechanical scaling operations.
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396. At the time of his death, he was not being treéted medical practitioner.

397. Renison Bell Ltd contributed to the death.

Sidney Thomas Pearce
398. Sidney Thomas Pearce:

a. died at approximately 1700 hours dhMay 2003 at the Huon 1359 level

Renison Bell Tin Mine near Zeehan, in Tasmania;
b. was born at Ouse in the State of Tasmania on 281&88b1960; and
c. atthe time of his death was:
i. aged 43;
ii. married;
li. a Miner.
399. Sidney Thomas Pearce died as a result of headdsjsustained in a rock fall.
400. At the time of his death he was not being treated medical practitioner.

401. Renison Bell Ltd and Barminco Ltd contributed te theath.
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Recommendations

These Inquests have highlighted what | perceiveettundamental deficiencies in the current
legislation applicable to mining in Tasmania. V8hilhe current legislation, the Workplace
Health and Safety Act 1995 is applicable to minimgs a more generalized approach while

mining requires more industry specific legislataure to the nature of its operations.

Mining has always been referred to as being hazardeertainly when considering
underground mining. Such activity can only benéfjt specific regulatory legislation to
assist all involved in the issues of safety ane sajrkplaces.

To achieve appropriate standards of safety thezds® be a well resourced, amply qualified
regulatory authority invested with the power to westhat mines operate to a standard

expected in workplaces.

There needs to be provisions whereby owners omdoo@mbers are not able to starve mining
personnel of funds required for the provision desaand force them to operate with limited
financial resources. The provisions should entuwee responsible for the management and
operations of the mine have the power or authadtguspend mining operations when the
issues relating to safety become of significantceon.

The issues of training of those involved in miningall of its facets needs to be reviewed so
that those employed in mines are well skilled toarstand their role and responsibility in

respect of their position.

Whilst the buddy system utilized in mining has maaglvantages, it needs to be
supplemented with appropriate training. | notd tther States have mining specific training

and this is another area which could be embracé#usiState.

There needs to be a clear definition of the roleshose engaged in mining, with their
statutory obligations clearly set out and this stioextend to directors and members of
Boards so they are under no illusion as to thepaasibility in providing adequate resources
to mine management to ensure compliance with wadelsafety requirements. The
legislation should incorporate appropriate sanstiomcluding the imposition of daily
penalties for ongoing failures where the respohsés are not complied with, including the

power to close and suspend a mine.
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The legislation should also encompass the neegefotechnical support in relation to mining

and to make it mandatory when re-opening old waykirworking off plan, or the like. There

should be sanctions by way of fines where a mingiigoes to operate without geotechnical

staff on site or without a written contract withf-efte consultants, that provides for a

minimum

requirement for on-site visits sufficienb tensure adequate geotechnical

management.

More specifically, the following matters need torbgiewed and acted upon.

1. The legislation should exhibit, at a minimum, tb#dwing features.

(@)

(b)

()

(d)

It must apply to everyone whose actions or ochanay affect the safety or

health of anybody at mines. In particular it mygpls to:

(i) tenement holders;

(i)  mine operators;

(i) mining employees; and

(iv) mining contractors and others who carry autdtions and duties at mines.

The legislative purpose should be to proteetdafety and health of all people at

mines and to minimize to the best extent possi®aisks inherent in mining.

The focus of the legislation should primariy bn mine operators; whether they
are the tenement holder, or a contractor. Therd brua register kept by WST of

the details of every mine operator. In default, tteement holder will be the

mine operator. In order to register another opertite tenement holder must
both:

(i) appoint the mine operator; and

(i) notify WST of the appointment —

in writing.
In the case of there being more than one mpexator for different parts of a
mine or with different responsibilities, the regist must record the
responsibilities of each mine operator and thespafrtthe mine for which they
are responsible. This includes cases where thentemeholder has retained for

itself control of parts of the mine or its operasgo The tenement holder will be

responsible for accurate information being suppice@/ST.
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(e)

(f)

(9)

(h)

()

(k)

In any case, the tenement holder must ensatéhltb mine operator is provided
with all information relevant to assessing and ngamg to the best extent the
possible risk to safety and health of any workeotrer person that might be

affected by the mine operator's operations at time.m

A responsible officer must be appointed by thane operator at a mine and

must be:
(i) based on site;
(i) aqualified mine engineer; and

(i) have sufficient control over mining operat® to close, or suspend
operations at the mine or in parts of the mine éxgiose employees to an

unreasonable risk to health or safety.

In addition to the general duties of respolesibfficers at workplaces, the
responsible person in consultation with the govegriody of the mine operator

must have obligations to:
(i) develop and implement risk management systamd;
(i) develop and implement a suitable managemeutsire -

to ensure that risks to health and safety are nimeithto the best extent

possible.

Meaningful sanctions must apply to all indivadsl concerned in the
management of the mine for contraventions of theslation. This includes the
directors and senior management of the mine operate scope of WHSA,

s53 could be broadened for this purpose.

Minimum qualifications for mining engineers amther engineers responsible

for mine operations should be prescribed.

Every mine worker should have successfully ctetgnl a suitable, accredited
course in the basic operations of mining, includmgk identification and
obligations for safety and health, in addition toyarade qualification or

operator's ticket necessary to undertake theieduti

Regulations should be made to ensure that mpezators adhere to minimum

operational standards. In particular:

[106]



(1)

(i)

(if)
(iii)

(iv)

(v)

the circumstances in which a risk assessmergtrbe undertaken and

recorded;
the person(s) responsible for undertakings& Essessment;

the process and content of a risk assessmealuding its recording in

writing, appropriately dated and signed;

the proper management of any risks identifigcha risk assessment by risk

reduction, and monitoring including the written oetts that must be kept;

the identification and categorisation of accideand incidents that must
be reported to WST, including the disclosure of rallevant material
necessary for WST to determine what, if any, actlaat it must take in

relation to mining operations affected by the aenidr incident.

Without limiting the matters that should be eted in the regulatory regime, in

the context of the accidents the subjects of theggests, the regulations should

address:

(i)

the application of specific standards for thamagement of health and

safety in mines, including:

(1) Occupational Health and Safety Management efyst -
Specification with guidance for use AS/NZS 4801200

(2) Occupational Health and Safety Management e®yst -General
guidelines on principles, systems and supportinghrtigues
AS/NZS 4804:2001.

(3) Risk Management AS/NZS 4360:2004.
(4) Conveyors - Safety Requirements AS 1755:2000.

(5) Adopted National Exposure Standards for Atmesigh
Contaminants in the Occupational Environment (NOHSC
1003(1995)).

(6) Guidance Note on the Interpretation of Expos8tandards for
Atmospheric Contaminants in the Occupational Emment
(NOHSC 3008 (1995) 3rd Edition).
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(m)

(n)

(0)

(ii)

the provision of adequate geological and gebnhical services and
support at mines to ensure that ground control mnte planning are
carried out in such a way as to minimize the rslsafety and health to
the best extent possible, together with appropsatections for failing to

provide such services;

(i) the keeping of mine plans, maps, surveys atiter information relevant

(iv)

(v)

to the planning, development and production of iimea systematic and
readily accessible form, and if appropriate a compudatabase
incorporating all such information, readily availmtand accessible by
those with responsibility for the area subject twhs risk and mining

inspectors;

the antecedent investigations and enquiriesessary before re-entering
mine workings or developments after a specifiedogerincluding the

examination of relevant mine records;

the antecedent investigations, planning anderotfelevant enquiries
necessary to determine whether any previously nngl operation at a
mine poses a risk to health and safety of any pefsefore that operation

is undertaken.

Mine workers must have obligations to enshesrtown safety and health and

the safety and health of co-workers. In order wcliarge those obligations a

worker must have:

(i)

(ii)

adequate training to ensure that he or she mwognise hazardous

situations as and when they arise; and

unqualified power to withdraw from the miner a part of it, until the

hazardous situation has been brought under control.

Mining contractors and their employees showdehsimilar obligations to mine

workers.

Strict compliance is necessary where a regulaspecifies that a risk is

prohibited or the manner in which a risk is to banaged. Where a regulation,

standard, or code of practice states the way irchvtiie management of risk

may be achieved, the obligation to manage theisiskfficiently discharged if
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the regulation, standard or code of practice is, meif the action achieves a
reduction in the level of risk commensurate witattrequired in the standard or

code of practice.

(p) There should be a review of what, if any, mmaustry standards can, or should

form part of a code of practice, within the meanimyVHSA, s22.

(q) Adequate resources should be made availabléhéopurpose of ensuring that

mines inspectorate in WST is:
() competent and properly qualified;
(i) and capable of undertaking:
(1) audit and inspection functions; and
(2) investigation and enforcement functions -

necessary to enforce compliance with all relevantkplace health and

safety legislative requirements.

This recommendation entails that the legislatiodl wpecify minimum
gualifications that must be held by the Chief Indpeof Mines and mines

inspectors under his control.

It also entails that WST must have sufficient dfiedi staff to carry out all
the necessary tasks of the inspectorate, espenialhections and audits of

mine safety at mines in Tasmania.

Dated this 20" Day of May 2008

DONALD J JONES

CORONER
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