MNM Fatal 2010-13/14

Fall ol Material Accident
August 12, 2010 (Nevada)
Underground Goeld Mine

Maintenance liechnician
= 38 years old
m 3 \/ears of experience

Leadman
x 47 years old
s 21 years of experience



Overview.

Twoe miners were killed'while attempting to locate and free an

obstruction in a 24-inch diameter aggregate delivery pipe in a ventilation
shaft. The pipe conveyed crushed aggregate matenal from the surface

of the mine te an underground batch plant.” The bateh plant produced a
cement rock filll(*CRE*) that Is used as backfill'in the mine. This pipe

traveled dewn one side of the 16-feot diameter: shaft to a drop reck box: sile at
the 860 level.” The miners were aboyve the 820 oot levellwhen the ebstructed
pipe falled catastrephically:

Ihe accident occurred hecause management did net have adequate policies;and
procedures that provided for the safe eperation, INSpPection; maintenance, and
training regarding the aggregate pipe deliveny system. Management failed to
ensure that the pipe, Its support system, and electrical system were maintained
IN a safe condition te protect all’persens Whoe could e exposed to a hazard from
any. failure of the system. Management failed te'ensure that the 24-inch pIpe,;
prackets, bolted connections; and bearing plates were maintained in a safe
condition. Additionally, management failed to: maintain the'electrical Sensers
and alarm systems and ensure that these systems could not be by-passed. A
broem handle was used to wedge the electrical control panel reset button so the
aggregate delivery system would continue to operate and not trip out.






RoOt Caluses

Root Cause: Management failed to establish policies and procedures
to ensure that safety defects to the aggregate pipe system and the
aggregate pipe electrical system were corrected in a timely manner
to prevent the creation of hazards to persons. No procedures or
polices were in place to ensure that installation of critical bolts was
being adhered to in accordance with the manufacturer’s and design
requirements. The electrical system was by-passed.

Corrective Action. Management removed all systems from the shaft
and built a new aggregate delivery system through a borehole
eliminating the hazard. Policies and procedures have been
established for the safe operation of the system and all persons
have been trained regarding these policies and procedures.



Root Causes

Root Cause. Management failed to establish policies and procedures
to ensure that persons could safely unplug the aggregate pipe
system. No task training was provided for either miner involved in
the accident to identify a risk assessment to determine potential
hrf]:lzard?< and to establish safe work procedures prior to performing
the task.

Corrective Action. Management removed all systems from the shaft
and constructed a new aggregate delivery system via a borehole
eliminating the hazard. Policies and procedures have been
established for the safe operation of the system and all persons
have been trained regarding these policies and procedures.




Root Causes

Root Cause. Management policies, procedures, and
controls were inadequate. Management failed to
establish and pursue a systematic procedure of
Inspection and maintenance of the shaft.

Corrective Action: Management removed all systems
from the shaft and constructed a new aggregate delivery
system via a borehole eliminating the hazard. Policies
and procedures have been established for the safe
operation of the system and all persons have been
trained regarding these policies and procedures.




Best Practices

RoUtinely examine pipe SUpport StrUCtULES
e indications Ol EXGCESSIVE' ConiesIon and
cracked, miIssing, or damaged: clamps,;
pPrackets, SUppPort heams, and cConnections.

ConAUCt PeRIGAIC Vistal and nen-
destructive examination en couplings and
PIPES TG CONLESION, abrasion thinning;
crhacking, and Ie6eSe CONNECLIGNS.




Best Practices

INSpPect anditest PLECESS MONItOKING
Systems to ensure safety controls are
Unctioning propenly.-

Performiconstrliction and maintenance in
accordancewith design drawings and
SPECcIfications:

MInimize 'exposure to hazardsiby using
eguIpmentsuchias all cannoensianad
Virators te prevent or: clear blockages:

EnSUre that miners are in asale position to
avold falling okjects or materials.
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