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1. ACCIDENTS

During the month of April 2007 the mines in this
region reported 19 accidents, of which 2 were faal
accidents and 2 non-casualty accidents.

During May 2007 42 accidents were reported, of
which 3 were faal accidents and 7 non-casualty
accidents.

The main accident categories were:-

APR 07 MAY 07
General accidents 11 22
Fall of ground 6 6
Transport and Mining 1 11
Machinery 1 3
TOTAL 19 42

2. FATAL ACCIDENTS

a. APRIL 2007
1. 2007-04-02 - EGM - 7 shaft

Whild drilling the face of a cubby off a progped
drive, an overhang in the face collgpsed onto the
now-deceased.

The support in the prospedt drive were in order
except for two roofbolts that had to be ingalled at
the face. No work was carried ou in theface.

A cubby was blasted into the sde of the progpea
drive. It was blasted 500 mm lower than the drive.
The second blagt into the cubby had been blasted.
No support were put into the hanging wall yet.
Holes were drilled into the dSdewall but the
permanent support was not ingalled yed.

A piece of rock of 2m x 0,5m x 0,5m didodged
from the hanging wall of the cubby and struck the
now-deceased who was drilling the face of the
cubby for thethird blast.



Probable/suspected cause/s.

1. Poor inspection.

2. Undercutting of hanging wall.

3. I nadequat e barring.

4, Failure to identify brow as a hazard.

Remedial adion:

1. Increased supervision.

2. Maintaining hanging wall horizon control.
3. Adherenceto gandards must be enforced.

2. 2007-04-24 - Middelburg T ownlands

On 19 April 2007 & 21h40, the duffing atendant in
a conventional cu, drill and blast sedion, was
injured by a fal of roof. He, unfortunaely
succumbed to his injuries in hogital during the
early hoursof 24 April 2007.

It would appear tha the conveyor belt road had been
cut by the ooal cutter and the now-deceased was
engaged in lashing the duff away from the cut in
order tha the face drill could have access to the
face, to drill theholes beneaththe cut.

Whilg doing so, a piece of the coal roof measuring
about 300mm in diamee and 150mm thick, failed
and struck him on his head.

The face had been supported prior to the incident by
means of 1,8m full column resin roofbolts which
were ingalled to within 1,0m of the face, however,
the fall occurred between the last and second last
row of roofbolts.

The dimendgons of the roadway were 5,2m high by
6,0m wide which are within the required mining
parameters. The No. 2 Seam in the area is
charadeized by undulations and layering which
leads to difficult mining horizon control and
ultimaely results in an uneven or gepped roof.
Ingpedion of the scene indicated tha a portion of
oneof these layershad fallen on the now deceased.

Probable/suspected causess:

Inadequate inspedion and barring down dter the
cutting operation.

Poor mining horizon control.

Remedial adion:

Ingpedion holes should be drilled in every
intersedion and examined regularly for bed
separdion.

Ensure prope ingpections teke place before every
operaion in the production cycle.

b. MAY 2007

1. 2007-05-09 - MalaNo 3Mine

The now deceased, a miner was killed when he was
struck by a shuttle car on itsway to be loaded by the
continuous miner.

He was standing in the centre of road 3 axd the lad
throuth road, presumably facing the continuous miner
when he was struck in the back by the shutle ca
comingintoload.

Probable/suspected causess.
The now deceased positioned himself in ahazardous
area inthemiddle of the shuitle car tranming road.

Remedia adion :
1. The mine must conduct a risk assessment  with

goecia reference to communicaion  between
continuous miner and shutle car operdors.

2. The mine must consider the implementaion of a
Personnel/Vehicle Detection System (PVD) for
the underground production sections.

2. 2007-05-12- Syferfontein Colliery

The now deceased, a miner was fatally struck by a
fall of ground in a trador road backbye of the
production section a& gpproximately 08:30.

Probable/suspected cause/s.

1. Failureto identify thehazard associaed with
geological disturbances.

2. Poor inspedion ad making safe before
commencing work.

3. A fase sense of security might have been
creaed, as the now deceased was familiar with
this type of work and might have been
complacert.

Remedial action.

1. When ingaling support, the support units
(Roofbolts, Shephard' s Crook, $lit Sets) must
be ingalled immediaely after the hole has been
drilled.

2. The practice of supporting side walls from the
top—down must be grictly enforced.

3. 2007-05-16 - Torr Bricks



At abou 09:30, a trador driver was serioudy
injured when his body was caught between the
bucket tegh of a CAT front-end-loader and a
T elekon containe in abrick yard. Thethen-injured
succumbed to his injuries in hospital Iaer the same

day.

Thein-ocoinspection revealed the foll owing:

1. TheTel&kon trailer had a flat wheel and could
not be used to cary the containe. Thistrailer
isgenerally atachedto atracor when in use.

2. The Telekon cottaing was used to convey
broken and reject bridks from the brick-making
section to an allocaed dump site.

3. The now-deceased, being the trador driver,
approached the front-end-loader driver to assist
in trangporting the containeg to the dump ste.
He attached a steel wire ding to the two front
hooks on the container, and whilst atempting
to hook the ding onto some of the front-end-
loader bucket teeth, his body was caught
between the bucke teeth endthe container.

"

Probable/suspected causefs: . . .
1. The corred equipment, being the Telekon Simulation of accident

trailer, was not available a the time of the I '!,r : |
accident. : —

2. An inappropriete mobile machine was used in
an atempt to transport the container.

3. The now-deceased was in a precarious position
whilst attempting to atach the dingtothe frat-ed
loader huoke tedh.

4. The frot-endloade engne wes running and the
machine was being manoeuvred at the time of
the accident.

Remedial action :

1. Care must be te&kento ensure tha only the
correct equipment is used for any high-risk
task.

2. Regular plannedtask observaions need to be
conducted on all employeesinvolving all high-
risk tasks.

3. Employes need to ensure that all employees
carry out mini risk assessments before
commencement of any work where there may
be a risk, esgpecially when doing ou-of-the-
ordinary work.

Simul ation of accident:-



3. FATAL ACCIDENTSINCIDENTS
FROM OTHER REGIONS

a. Kloof Mine 4# (2007/05/04)

On 04 May 2007 a nignt shift wate e
operaor sustaned a faa injuy when the
femoral artery in hisright groin was severed by
the jet of water from his high pressure agua jet
gun during cleaning operdionsin a breast panel.

Ind omingpedian revededthe fdlowing :

The breag panel had been gripped out againg a
dip sequential grid pillar and sweeping and
vamping operations were being conducted prior
the cessation of mining operaionsin the panel.
Two agua jet guns were in operation between
two adjacent lines of packs ingalled on dip
down the panel. The guns were each manned by
asingeopedor.

The operaor beween the lines of padks neareg
the face, d¢aed tha he had progressed
approximaely two meers ahead of his
colleague when he heard a scream and noticed
his colleague lying on the footwall behind the
pack next to him.

The seveely injured man/co-worker stated to
him tha he had cu himself with his gun as he
was bleeding profusely.

No fall of groundtook place and the injury was
not caused by any deflection of rock from the
jet  of water. The doping width was
approximately 1, 6 meers a the scene of the
accident.

The next neared peason to the scene was
stuated a the grike gully winch of the panel. It
therefore became apparent tha thee was some
delay prior to the application of proper firg aid
to control the bleeding.

The man succumbed to his injuries as a result
of severehaemorrhage.

RECOMMENDATIONS:-
A Sction 55(1)(a) and (b) in tems of the Mine

Hedlth and Sofety Ad, Ad No 29 of 1996 was
issued to the Manager to bring the water jet gun to
surface in order to ted thetrigger mechanism. Wae
jet gunsto be paraded and teded at regular intervals.
Findingsto be logged.

b. Gauteng Mine (15/05/2007)

An employee was found not to have cloked out
from underground afte completion of the moming
shift. The daily blast was held up and search parties
were sent down the mine to find the person. The
missing person was found dead by a search paty the
following day at 10:00 in atemporarily abandoned
cross cut. The peson mog probably succumbed due

to hea asthere was no ventilaion in the area and the
temperaure was in excess of 40°C. No hamfu gesses
ocoud becateted

Ciraumstances and ewents preceding the
acddent.

The now-deceased was a day shift soperod drill

operator.

1. It wasreportedtha the deceased did not drill

on thismorning as he could not locae hisrock

drill machine.

No other work was appaently assgned to him.

Fellow workers saw him during the shift a

different locaions indde the dope and cettre

gully and reported tha they did not notice
anything unusual in his behavior. The lagt time

he was seen by afellow worker was at 14:00.

4. The doping raise line dretches across 4 levels
and the deceased s working place was at the
top of thisline.

5. The bottom half of this stoping line was
temporarily abandoned due to a seismic event
that occurred in this area during the later part
of 2006.

6. A temporary barricade of wooden planks with
plagic curtaining was indalled in the centre
gully below the lag working place to prevent
hot air from the bottom section contaminaing
the working area above and to prevent persons
from enteringthetemporarily abandoned area.

7. It is surmised tha the now deceased crossed
the barricade and went down the centre gully
where his body was found two levelsdown in a
crosscut. The firg timethe mine realised that
the now deceased did not clock ou was on
surface when the shaft clearance procedures
were followed.

8. The now deceased worked on this mine since
1982 and had been working inthisraise line for
the pad 18 months.

wnN

Learning points:

o] Waiting place procedures ignored.
o] Ineffective barricades.
o] I nadequat e control over working gang.

C. Gauteng Mine (31/05/2007)

During night shift after enteringtheir working place
(a wide raise), four (4) mambers of a night shift
cleaning crew were ovecome by gases from
blasting operdions.

During the subsequent rescue opeadions, another
five (5 employees were overcome by the same
gases. Local Mine Rescue teams (Proto) rescued the
remainingteam members from this working place.



1.
a)

b)

e)

f)

)

Circumstances and events preceding
the incident.

Ingallaion of the vetilaion sysen had not
ye been completed priorto blading.

The wide raise face was drilled, charged up and
blasted at the end of the morning shift.

The miner responsble for cleaning this area
took his multi-gas measuring ingrument with
him into the working place (this instrument was
teded in the lamp room by the mine prior to
going underground, and was found to be in
order).

The crew proceeded directly to their working
place, where-upon etering the reef horizon
they were overcome by gases. It is yet to be
egtablished whether alarms emitted by the gas
measuring indrument were teken into account
by theminer andhis crew.

A member of the crew managed to escape from
the working placeand raisedthealarm.
Neighbouring crews attempted to rescue their
incapacitaed colleagues but were in turn
overcome by gas and were withdrawmn to a
nearby refuge bay.

Local Mines Rescue (proto) teams were used
to rescuetheramaining tean members.

Learning Points

Before work commences in any new working
place, a multi disciplinary, dte specific, issue
based risk assessment should be done.

Working places must be adequately ventilaed,
in accordance with mine standards before any
blasting takesplace.

Supervisors need to be familia with the
requirements of the ventilaion layou of their
working places.

Upon any re-entry into aworking place, ensure
tha diligent testing for flammable and noxious
gasesis performed by the person leadingthere-
entry team.

Should personal gas detedtion indruments give
warning of the presence of hamful gas (or
gases) exceeding permissible levels, all persons
in tha aea must be immediately withdrawn
and the &feded area mud be barricaded off.

All workers need to understand the potential
dangersrelaed to entering unventilaed areas.
Ensure effective communicaion of ingructions
between dayshift and night shift crews.

When rescuing persons from an area suspected
of containing harmful volumes of flammable or
noxious gas, only specialized rescue teams
(MRS should be used.

Any unvetilaed working place must be
barricaded-off so asto prevent access to such
an area urtil ventilaion has been restored.

4. ACCIDENTS PER MINING

GROUP:-
May Year Prog. | Rate/1000

Inj.| Fat. | Inj. | Fat. | Inj. Fat.
COAL
MINES
Exxao 1 1 6 1 2.76 | 0.46
Sesol Cod 5 1 21 2 5.22 | 0.49
BHP Billiton [ 5 0 17 1 381 | 0.22
Anglo Cod 2 0 12 0 2.95 0
Xstrata Cod 3 0 12 2 4.62 | 0.77
Shanduka 2 0 2 1 4.03 | 2.01
Cod
Totd SA 0 0 1 0 2.49 0
Anker 0 0 0 0 0 0
Kangra 2 0 7 0 20.4 0
Umcebo 0 0 0 0 0 0
Mining
Wescod 0 0 0 0 0 0
Privae cod | O 0 0 0 0 0
mines
GOLD &
PLATINUM
Harmony 7 0 23 1 9.44 | 0.41
Gold
Metorex 2 0 8 0 9.69 0
Gold
Simmer & | O 0 0 1 1.66 | 1.66
Jack
Aquarius 0 0 3 1 587 | 1.95
Plainum
African 0 0 3 1 0 0
Ranbow
Min.
Privae gold [ 1 0 1 0 0.7 0
& plainum
OTHER
MINES
Xstrata 0 0 3 0 5.45 0
Alloys
Samancor 0 0 5 0 6.94 0
Other privae | 2 1 8 1 19.47 | 2.43
mines
TOTAL 32 3 132 | 12 5.52 | 0.50




5. INFORMATION SHARING

&

OCCUPATIONAL HEALTH
Frequently asked questions
about TB.

What is TB?

Tuberculosis is adiseasethat usudly attacksthe
lungs but can affect almost any part of the body.
A person infected with TB does nat necessarily
fed ill — and such cases are known as silent or
“latent” infections.

When the lung disease becomes “active’, the
sy mptoms include cough that last for more than
two or three weeks, fever, night swedts,
coughing up blood, weight loss and loss of

appetite.

What causes TB?

TB is caused by the bacterium My cobacterium
tuberculosis. The bacterium can cause diseasein
any part of the body, but it normally enters the
body though the lungs and resides there.

How is TB spread?

TB is gread from an infectious person to a
vulnerable person through the ar. Like the
common cold, TB is spread through the air by
droplets after infected pegple cough, sneeze or
even spesk.

People nearby, if exposed long enough, may
bresthe in bacteria in the droplets and become
infected.

People with TB of the lungs are most likely to
spread bacteria to those with whom they pend
time every day — including family members,
friends and col leagues.

When a person bresthes in TB bacteria, the
bacteria settles in the lungs. If that person’'s

immune sysem is compromised, or becomes
compromised, the bacteria begn to multiply.
From the lungs, they can move through the
blood to ather parts of the body, such as the
kidney, spine and brain. TB in these other parts
of the body is usudly not infectious.

How much of athreat is TB?

According to the World Hedth Organization
(WHO), TB infection is currently gpreading at
the rate of one person per second. It kills more
young people and adults than any aher
infectious disease and is the world's biggest
killer of women.

In 1993, the WHO declared TB to be "a globa
hedth emergency”. Every year 8-10 million
people get the disease and 2 million diefromiit.

About a third of the world's population, or
around 2 billion people, carry the TB bacteria
but most never develop the active disesse.
Around 10% of people infected with TB
actudly develop the disease in ther lifetimes,
but this proportion is changng as HIV severely
weakens the human immune sy stem and makes
people much more vulnerable.

Is TB treatable?

Yes. TB can be cured, even in people living
with  HIV. DOTS is internationdly
recommended strategy for TB control. DOTS
trestment uses a variety of powerful antibiotics
in different ways over a long period to atack
bacteria and ensure their eradication. Treatment
with anti-TB drugs has been shown to prolong
the life of people living with HIV by a lesst
twoyears.

It isimportant that people who have the disease
are identified at the earliest possible stage, so
that they can receive treatment. Contacts can be
traced for investigation of TB, and measures
can be taken to minimize the risk to others.
However, some strains of bacteria have now
acquired resistance to one or more of the
antibiotics commonly used to treat them, these
areknown as drug-resistant grans.



What are these drug-resistant
TB strains?

Drugresistant drans can  develop by
inconsistent and inadequate treatment practices
that encourage bacteriato become tougher.

The multidrug-resistant strains are much more
difficult and costly to treat and multidrug
resistant TB (XDR-TB) is often fad. M ortdity
rates of XDR-TB are comparable with those for
TB in the days before the development of
antibiotics.

MDR-TB, or multidrugresistant TB, is a
specific form of drug resistant TB. It occurs
when the TB bacteria are resistant to a least
isoniazid and rifampicin, the two most powerful
anti-TB drugs. XDR-TB is TB that is resistart
to any fluoroquinolone, and a least one of three
injectable second-line drugs (capreomycin,
kanamy cin, and amikacin), in addition to M DR-
TB. This definition of XDR-TB was agreed by
the WHO Globd Task Force on XDRTB in
October 2006.

What can be done to combat the
spread of TB?

The internaionally recommended strategy to
controo TB known a DOTS has five
components:-

. Pdliticd commitment tosustaned TB contrd..

. Aamesstoqudity-assured TB goutum miaqosoopy .
Sandardized short-course dhamathergpy,  induding
dredt dbsavation of tregtmat.

. An uninterrupted supply of drugs.

. A gandardized recording and reporting system, engbling
asxsmat o oucomein dl pdiats
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The Globa Partnership to Sop TB is aworld
movement to acceerate social and politica
action to stop the pread of tuberculosis around
the world. The Sop TB mission isto increase
access, security and support in order to ensure
tha every TB patient has access to TB
treetment, cure and protect vulnerable
populations from TB. Reduce the socia and
economic toll that TB exacts on families,
communities and nations.

The Partnerships gproach is a coordinated
and multinationa, multisectoral gobal effort
to control TB.

For more information, please contact Dr Audrey
Banyini by e-mail abanyini@mhsc.org.za Note:
This information was extracted from the website of
the World Health Organization.

Biomarkers for prediction and
early detection of silicosis —
Project SIM 03 08 03.

The M ineHedth and Safety Council (M HSC) is
currently  funding a project to identify
biomarkers to indi cate exposure to silicadust. A
biomarker can be used to indicate exposure to
various environmenta substances, such as dust
or nicotine.

In Phase | of the project a short-list of 10
biomarkers were identified for further
investigation. Phase 1l pinpointed those
biomarkers (for silicadust exposure) that can be
used as vey ealy (leading) indicators for
silicosis in environmentd surveill ance.

In the 2nd Phase the ams were to identify
which of the 10 biomarkers identified in Phase |
showed, raised or suppressed concentrations in
the presence of silica dust exposure, irrespective
of the presence of clinicad silicosis, over and
above any effects due to HIV infection,
smoking and age. In addition, the study was
amed a developing the capacity to perform
biomarker assaysin South Africa

The study involved the measurement of the 10
biomarker levels in four goups of volunteers
who knew their HIV zero-status. Volunteers
were asked about ther age, work history,
medication, and smoking history.

Results showed that 3 out of the 10 biomarkers
are significantly affected by exposure to silica
dust, to the exent that it would enable
researchers to use them as biomarkers of silica
dust exposure, indgpendently of any effects due
to HIV infection, ARV treatment, smoking, or

age.


mailto:abanyini@mhsc.org.za

As the three identified biomarkers showed
significant promise to be used as indicators of
exposure, it was recommended that Phase |1 of
the project concentrates on the three biomarkers
and study ther usewithinthefidd.

The research is conducted by the Nationd
Institute of Occupational Hedth and the School
of Public Hedth, University of Pretoria under
the leadership of Professors Jill Murray and
Brendan Girdler-Brown.

To download the full research report, please go
to www.simrac.co.za, Reports/Occupationd disesses.

6. EXPOSURE TO DUST AND
NOI SE.

Results received and inspections and audits
conducted a mines, seem to suggest tha
some mines in our regon have really taken
up the chdlenge of ensuring cleaner,
hedthier and safer working environments for
their employ eses.

This positive effort is very much appreciated
and encouragng for future prospects and
attainment of the Hedlth M ilestones as set by
the Mine Hedth and Safety Council
(MHSC).

Management commitment, traning and
education are the key aress in ensuring that
consistent improved results on occupationa
hedth exposure levels are attaned.

All mines in theregon, including brickworks
and quaries are expected to ensure tha
strateges put in place for atanment of the
Hedth Milestones ae maintaned and
reviewed where necessary so as to ensure
compliance as set down by theMHSC.

All employers, unions and employees ae
therefore urged to ensure that sydems in

place on reducing persona exposure are
effective and adhered to at all times.

7. SELF CONTAINED SELF
RESCUER (SCSR)
MANAGEMENT SYSTEMS.

The Tripartite Technical Committee on Sdf
Contaned Sdf Rescuers has as per
recommendation by Miningtek commended
the following mines for good SCSR
management sy sems:-

Doudas Colliery North Shaft, Doudas
Colliery Ex Hostd Shaft, Barberton Mines
Sheba Shaft, Barberton Mines Farview
Shaft, Blackwattle Colliery, Demas
Colliery, Koornfontein Mines and Agnes
Mine. Congratulaions to you al, Keegp wp
the good work.

8. SAFETY ACHIEVEMENT

Congatulations to Eastside Cod for
achieving 2000 Fatdity Free Production
shifts on 24 M &y 2007.

9. FAREWELL

Congratulations to Mr David Msiza who
has been appointed Regiond Operations
Manager a our Head Office, Pretoria as
from 1 June 2007. His expertise and
commitment to making M pumaanga
Region a hedthier and safer mining
environment will be missed. All the best to
himin his new position.

Yours in Hedth and Safety

ACT. PRINCIPAL INSPECTOR
MPUMALANGA REGION
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