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Fatal InC|dent — R/C Loader

e 09 January 2007 — Western NSW

e Large underground metalliferous mine
* Production area — stope drawpoint
e 30 year old mine worker

* 4 years experience at the mine
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Overview

 Mine worker using a remote controlled loader to
empty a long hole stope.

 He was attempting to clean around a large
boulder in the stope so that it could be fired.

 He was working alone and unobserved

 He was found trapped between the loader and
the wall of the drive.
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ausal Factors

* Absence of any engineered controls to prevent

the operator from approaching the loader while
operating.

e Insufficient measures to ensure that

documented procedures were being followed In
practice.

* Reliance on procedural risk controls over higher
order controls.
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est Practice

Where line of sight operations are unavoidable...

* Physical means to ensure operator cannot

operate the machine when out of the safe area.
(eg tether transmitter to safe location.)

* Laser beam barriers or similar to detect
Intrusion INnto unsafe area and automatic
shutdown.

 Training and supervision levels to ensure safe
procedures are entrenched in the workplace.
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