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Injuries (2016 – Apr 2021)

Tools & Equipment; 563

Slip / Trip & Fall; 560

FOG - Gravity; 489

Man. handling of material; 423

Rail Bound Equipment; 314

Rolling Rock; 227

FOG - Seismic; 213

Winches & Rigging; 157

Foreign Body / Eye Inj; 150

Sprain / Over Exertion; 147

FOG - Strain burst; 85

Prominent Accident Types

Falls of Ground – 20% of total injuries for this period



FOG Analysis

FOG - Gravity
62%

FOG - Seismic
27%

FOG - Strain burst
11%

FOG Types

LDI/SI
58%LDI

25%

T&R
14%

FI
3%

Severity



FOG Analysis
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FOG Analysis

Rockdrill Operators - Stoping
43%

Stope Crew - General
15%

Winch Operator
14%

Team Leader - Stoping
8%

Rockdrill Operators - Dev
7%

Team Leader - Dev
3%

Construction Crew
3%

Sweeping Tool Opr.
3%

Loader Driver
2%

Miner
2%

FOG – Prominent Occupation Types

Dedicated Stoping Environment = 69% / Development = 10%
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Investigation Report Analysis

Immediate causes related to re-entry & making safe

91%

10%

54%

70%

77%
75%

77%

40%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Had the area been
declared safe

Was injured in no go
zone

Was barring to
standard

Was Temp Support
to standard

Was permanent
support to std

Was instope
roofbolting to

standard

Was netting / mesh
to standard

Was hazardous
ground  / features

condition identified

Investigation Report Findings
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Our Goal – Prevention through Learnings

EVERY worker deserves to go home 

safely, daily - but sometimes

accidents or incidents happen that 

we need to investigate to ascertain 

the:

• Why? 

• How? 

• When? 

• What can we do to prevent a 

similar occurrence in the future? 

To accomplish this, we would like to 

share the process we follow to 

ensure that re-occurrence is 

eliminated. 
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Tools of Training

• Every worker is trained and declared competent, fit and healthy to do 

their job at Sibanye Stillwater by the Training Center. (Commitment, 

Enabling)

• Tools and equipment are available at every working place to ensure 

that the right procedure can be followed. (Enabling)

• Standards, Procedures and Guidelines are discussed during training 

e.g. MOSH Early entry examination to prevent falls of ground incidents 

or accidents. 

• In-house training is given underground by various services departments 

as well as PTO’s being done by the line of supervision. 

• Communication and visual standards are distributed and discussed at 

all working places. These are also discussed during Risk assessments.

• Safety promotions are re-energized and driven from the crush to the 

face. 
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Fall of ground bowties (Top: Gravity, Bottom : Seismic) 17

Tools of Prevention & Risk Management

• In addition to different forms of risk assessments performed 

before any work is conducted, bowties have been drawn up 
with input from various stakeholders and experts to identify 

potential drawbacks in ensuring the safety of every worker. 

• It is aligned with the baseline risk management process and 

provides a framework for identifying critical controls and 

recovery measures post event.(80/20)

• In terms of falls of ground, the bowtie charts have been split 

between both gravity as well as seismically induced incidents 

due to the different mechanisms associated with failure. 

• The systems to prevent similar accidents and/or incidents are 

highlighted along with the threats in the relevant bowtie. 

• It is a dynamic tool that allows for ongoing modification as 

knowledge and understanding of the hazard, risk and its 

impact, changes. 

Example of bowtie
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Rock Mass Management Model

• The tool is based on the causation 

methodology aimed at assisting in 

identifying causes for FOG related 

occurrences. 

• It is not a silver bullet to prevent 

accidents but to help us understand 

the why it happened and to have a 

process in place to ensure that our 

people go home safely every day by 

preventing similar incidents –

Khumbul’Ekhaya
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• The crux is to identify every potential 

failure mechanism truthfully to ensure 

that re-occurrence is eliminated. 

• From the causation model – we need to 

know which control failed and why. Then 

how to strengthen the existing controls 

and what new control we need to 

implement to prevent repeats of the 

incident/accident. 

• The process is enforced to ensure that 

every potential cause is highlighted and 

preventative measures put in place. 

• If you don’t know the “why it 

happened”, you will never be able to 

implement the “how to prevent it” 

successfully. 

Tools of Causation Management (Guiding tool to prevent repeats)
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Tools of Analysis

• Different types of analysis methods available with both monitoring (measurable) as well as post accident / 

incidents causation models including the Rock Mass Management Model. 

• Monitoring includes the information obtained by service departments on risk assessments, ad hoc routine 

or requested visits e.g. TARP requests. This is included in the live system (Syncromine) and displayed on the 

Qlikview system to indicate areas of concern, open hazards etc. 

• Risk assessments are incorporated, analyzed and closed-out.

• Information is available immediately and identifiable. 
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Typical accident investigation process
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Case Study : FOG Gravity
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What failed?

Could the accident have been 

prevented? 

Yes

What failed?

Identification of hazard (human)

Equipment not available (systems)

Timeous planning (systems)

Critical learnings:

Enabling crews with the correct 

equipment and follow up that it is 

available. 

Refresh, follow up and 

communicate training material. 

Accidents ARE preventable
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QUESTIONS ?

Questions


