INQUEST INTO THE DEATH OF PAUL JAMES STRONG.

Number 1562 of 2005.

Preamble.

Paul James Strong was pronounced deceased at 1 am on 29th May 2004 at John Hunter Hospital.  He died of multiple injuries sustained when he was crushed by the tyre of a Komatsu 730E earthmover truck, in a work related accident.  The tyre was 3.45 metres in diameter, almost one metre wide and weighed, with rim, over 4 tonnes.

In due course I shall return a formal finding to that effect.

Paul Strong was a tyre fitter employed by Marathon Tyres Pty. Limited.  He had been permanently employed with Marathon Tyres since 2000, and was thus quite an experienced worker.  He was married and his wife Leah was pregnant with their first child at the time of the accident.  He lived at Pelaw Main.  Paul held a Vehicle Loading Crane Ticket through WorkCover NSW and also a Heavy Vehicle Driver’s Licence.

The incident occurred on 28th May 2004 at Mount Thorley Warkworth Mine (MTW), an open cut mine about 10 km South of Singleton.  The mine is managed by Coal & Allied a company of Rio Tinto Coal (NSW) Pty. Limited.  Rio Tinto Coal (NSW) Pty. Limited was engaged contractually with Marathon Tyres.  MTW was the owner of the earthmover truck, the tyre and wheel.  Marathon Tyres was the registered owner of the Volvo service vehicle YMK 174, involved in the incident.

Marathon Tyres had been servicing and maintaining earthmover truck tyres on this particular site since the late 1990’s, and had carried out something under 750 tyre changes there between 1st June 2003 and 31st May 2004.

I have been advised that prosecutions have been commenced against both Marathon Tyres and against Coal and Allied, or Rio Tinto.  I stress that the purpose of this inquest was not to assist the prosecuting authority to garner evidence for these summary proceedings.  Nor is it to assist the defendant corporations to defend themselves.  It is essentially to get to the actual facts of the matter.  Inevitably I shall have to comment briefly on relevant workplace issues.

As coroner, my statutory duty is clear.  I am, if possible to return findings as to identity, date of death, place of death, manner of death and cause of death.  Most of those issues are abundantly clear and this inquest has not taken them further.  The inquest therefore is really focussing on the manner in which Paul Strong died.  What precisely did happen, how did it happen and why did it happen.  Part of the wider interpretation of the word “manner” makes it legitimate to look generally at safe work systems – occupational health and safety if you will.

The other important function of the coroner is set out in Section 22A, Coroners Act 1980:  that is to make Recommendations for change where appropriate, necessary or desirable.  Whilst I am well able to accept and applaud the fact that both Marathon Tyres and the corporation running the two mines which comprise Mount Thorley Warkworth, promptly made important changes geared to ensure that an accident like this never again occurs at the mines, it is also appropriate, if the evidence permits it, to look at the wider issue of tyre changing safety, not only in the Hunter Valley, but the State and perhaps the Commonwealth.  It must be remembered that both Marathon Tyres and Rio Tinto have Australia-wide operations.  

Facts.

This investigation has looked at the circumstances of death in considerable detail.  It is useful to generally summarise events of the day from the statement of the Officer-in-Charge.  I should point out that in my opinion Paul Hamson and his predecessor Matthew Willoughby have done an excellent job.

At 10 am on Friday, 28th May 2004, Paul Strong attended work at the Mount Thorley Marathon Tyres Depot.  Robert McLennan, Jason Richards, Shane Brady and Jodie Payne were also on shift that afternoon.  Richards had been at work for some hours earlier than 10 am.

At about 5 pm, Michael Jenkins (Mobile Maintenance Supervisor – MTW) arranged with Marathon Tyres to attend the MTW mine site to fit a tyre on earthmover truck 741 in the Warkworth workshop.  Robert McLennan telephoned Strong and arranged for him and Jason Richards to attend the workshop and carry out the job.   

The pair drove a Volvo service vehicle Registered Number YMK-174 (Unit 151) to the mine site.  This vehicle was equipped with a HIAB vehicle-loading crane (VLC) (type:  tyre handler).  The crane, instead of having a conventional hook, was designed and used for handling large, earthmoving tyres.  It had two arms with “grabs” which were used to clamp on either side of a tyre to lift and position the tyre.  The VLC was normally operated using a remote control device strapped around the waist of the operator, though it could be operated by controls on the vehicle itself.  The Volvo was owned by Marathon Tyres.

Paul Strong and Jason Richards arrived at the mine site at about 6.15 pm.  On arrival they completed a risk assessment, which was reviewed and signed by Michael Jenkins (MTW Mobile Maintenance Supervisor).  They re-fitted a position 2 tyre to an earthmover truck.  

At about 5.45 pm, Robert McLennan was contacted by Monitoring & Production Systems (MAPS) at MTW and requested to arrange for a flat position 6 (right rear outer) tyre to be changed on a Komatsu 730E earthmover truck – Number 748.  This work was to be carried out at the Mt. Thorley vehicle service bay.  McLennan telephoned Paul Strong and asked if he and Richards would do the job.  They agreed, even though it would take Richards at least, over his 14 hours work period.  McLennan later attended Warkworth workshop and spoke to Paul Strong.  He also telephoned him at 10.07 pm to check progress.

At about 7.30 pm, Strong and Richards completed their work at Warkworth workshop and attended the vehicle service bay at Mt. Thorley mine.  They realised that they would have to change the position 5 (rear right inner) as well as the position 6 tyre.  Paul Strong obtained two new tyres from the tyre stack opposite the bay.  Richards started to jack the earthmover up.  Paul Strong then reversed the Volvo service vehicle in towards the rear right hand side of 748 until it was about 4.5 metres from the truck and perpendicular to the centre point of the rear tyres.  He then set the HIAB vehicle-loading crane up by extending the outriggers and unfolding the crane.  With the crane he removed the position 5 and 6 tyres from 748.  He was utilising the remote control for the Vehicle Loading Crane (VLC).  Richards was acting as offsider.  

The old tyres were removed from the rims and the new tyres put on the rims.  Using the crane, the old tyres were placed on the tray of the Volvo.

The tyres were some 3.45 metres in diameter, 0.99 metres wide and weighed in excess of 4 tonnes with the rim.  They are truly huge tyres.

Paul Strong then used the VLC to put the position 5 tyre (right rear inner) back onto 748.  He encountered difficulties in attempting to place the position 6 tyre back onto the hub.  It was at an angle in the tyre grabs and would not go onto the hub.  In order to successfully achieve this task the equipment has to be accurately aligned.

Paul stated to Jason Richards that he would take the tyre back from the hub area and sit it on the ground so that he could reposition the tyre grabs.  He directed Richards to obtain blocks of wood to rest the tyre on.

Paul Strong then started to bring the tyre, which was at the vertical, away from the side of the Komatsu and towards the rear of the Volvo service vehicle.  At the time he was standing immediately adjacent to the centre rear of the Volvo.  He did not, as would on the evidence be considered usual, slew the tyre to one side or the other, of the Komatsu hub.

Jason Richards observed that Paul Strong angled the tyre in its grabs towards the horizontal, to an angle of 30-45 degrees.  In so doing the gap between tyre and tyre fitter had reduced from about 4 metres to just over one metre.  It appeared to Richards that Paul Strong was bringing the tyre back out to lay it on the ground in front of him and between the two vehicles.

Richards gave three versions to Police and investigators and they differ somewhat.  In his initial brief statement to Senior Constable Langdon in Notebook F340122 (Pp 49-53) he said:

“Paul was standing at the back of our truck manoeuvring the crane.  As he was bringing the tyre back, I don’t know what happened but he got wedged between the tyre and the back of the truck.”

In his second version (a handwritten statement dictated by Richards – the statement is not in his handwriting) made on 2nd June 2004 he said:

“I was picking up some timber and observed that Paul had the tyre in the grabs of the crane and tyre handler.  It was angled at 30-45 degrees, Paul was standing with his back to the Volvo and was one metre from the Position 6 tyre.  It appeared that Paul was bringing the tyre back out to lay it on the ground in front of him and between the two trucks.  I saw the angled tyre proceed back towards Paul in a continuous movement and pin him against the Volvo.”

Richards did not adhere to this version in his later, more formal statement (Appendix 3.2, page 72, line 6), or in the witness box, maintaining that he did not see contact made between the tyre and Paul Strong.  He did not warn Strong.

Richards rushed back to the site and tried to free the trapped worker but could not.  The remote control was trapped against the tyre and could not readily be accessed.  He attempted to operate the controls on the side of the Volvo but, it seems, forgot to throw the switch that closed down remote operation.  He ran to the MAPS office for help.  A number of MTW workers ran to assist and with some difficulty the remote was dislodged and activated.  A pulse was noted.

A Coal & Allied site ambulance and crew arrived promptly.  An ambulance arrived at about 11.15 pm, and then a rescue helicopter.  Paul Strong was taken to John Hunter Hospital where life was pronounced extinct at 1 am, 29th May 2004.  He could never have survived his injuries.

The scene was properly secured by police.  The Manager, Mines Investigation Unit attended in the early hours of 29th May.  A S.63 CMRA Notice to the Mine Manager was issued and the scene preserved.

On the afternoon of 29th May, Senior Inspector Matthew Willoughby was appointed to head the investigation.  Some months later his place was taken by Mr. Hamson.

The investigation has been very thorough and well done.

Issues.

I do not intend to go through and detail the submissions of all at the bar table.  Co-incidentally, Mr. Odling for the widow and parents of the deceased presented his submissions in headings very similar to headings I had devised as the case unfolded.  In large part, I shall be dealing with those headings.  I would like to thank the bar table for the manner in which various counsel have assisted me in this inquest.

Cause of death.

Paul Strong died of a single heavy crushing force at the front.  The combination of injuries found to have been sustained were those of a crush asphyxia and of simple crushing injuries to the mid trunk.

Dr. Kevin Lee, a very experienced forensic pathologist conducted a full post mortem examination and was of the opinion that death was very rapid and, sadly, inevitable.  Paul would not have survived his injuries.

The actual manner of Paul Strong’s death.

The investigators noted that by attempting to lay the tyre down in the 4.5 metre space between the Komatsu and the Volvo service vehicle, Paul Strong was only allowing space of just over 1 metre for himself and his remote control.

Why did he do this?  Why did he not attempt to move the tyre to left or right of the area between the two vehicles?  Why did he stand in that area at all?

Investigators hypothesise that with the tyre held in front of the operator at a 30-45 degree angle, the operator could not see the right rear hub of the Komatsu.  This may have caused him to overcompensate and bring the tyre further towards him than he intended to ensure that he did not damage the hub when he laid the tyre down.

Sadly, we cannot be sure, but it appears that Paul Strong either misjudged the gap between the tyre, himself and the rear of the Volvo, or else with momentary inattention he has not stopped the tyre it as it has approached him.  It should be noted that the remote control device was spring loaded so that by simply taking pressure of the control he was working the tyre would have stopped instantly.  There was also an emergency stop button on the remote.  If one considers persons who have driven motor vehicles for many years, from time to time they may do something they should not do, such as place a vehicle in reverse gear rather than forward.  They then move backward instead of forward until in a second the mistake is realised and rectified, usually with no harm done.  It may be that something of this nature occurred.  The evidence does not allow me with any more precision to say just how the operator permitted the incident to happen.  The remote and, in fact, all relevant equipment has been checked and found to be in good working order.

I have heard evidence from a range of fellow workers and supervisors (foremen).  Their evidence is to varying degrees to the effect that they are trained never to stand where the deceased was standing whilst he was laying the tyre down – unless of course, the tyre had been slewed in the grab to one side or the other.  Allowing for the fact that all of these workers are still employed by Marathon Tyres, they still provide quite strong evidence that what Paul Strong was doing was completely against what he had been taught.

I know that Paul’s parents came to this inquest hoping for answers, but Paul has taken the answer to this vital question with him.  I must find on the weight of evidence before me that Paul Strong was a competent operator who was reasonably experienced and had worked with a variety of more experienced and less experienced workmates.  It is difficult not to accept Jason Richards’ evidence that, as he turned away from Paul he expected Paul to get out of the way of the tyre.

Freeing Paul Strong and arrival of Ambulance.

There was a real problem freeing Paul Strong from the enormous force upon him.  His workmate, Jason Richards appears not to have realised, probably through panic and shock, that he had to flick switch at the controls on the side of the vehicle to activate those controls, as opposed to the trapped remote console.  Time was lost freeing the remote console but, on the evidence before me, as I have said, Mr. Strong would not have survived his injuries.

A mine ambulance and crew arrived promptly and commenced first aid until the NSW Ambulance vehicle arrived with its officers.  I can see nothing worthy of criticism in the way he was handled once freed.  

It is easy to criticise Richards.  He should have known to throw the switch to activate the controls on the truck.  You saw him in the witness box.  He knew that and was very distressed that he did not do so.

Training for work.

Tyre fitters were required to attain WorkCover accreditation to operate the VLC.  Training also included being taken through safe work procedures and a training manual on tyre fitting.  Part of the training was mine induction at the various sites serviced by Marathon Tyres.  It also involved commencing on easier work such as pressure checks on tyres.  It progressed to use of the VLC, initially under the supervision of a more experienced operator.

It must be said though that the training of tyre fitters and handlers was largely “on the job” in nature.  Supervisors/foremen and experienced operators would train the new hands.  There were ad hoc inspections of the newer workers doing their work, but no regimented or more formal system of inspections.  There were also toolbox talks where issues of the day were discussed and problems of the day were solved.

The so-called “buddy system” does have its strengths and weaknesses.  A problem with this “buddy system” of training is the same as motor vehicle driver training.  A person trained to operate anything by another who can do the job but has him or herself been poorly taught, will inevitably learn and pass on the bad habits taught.  Conversely, a person well taught will pass on that standard to another.  It is suggested that the regular rotation of workers would have been enough to minimise the weaknesses inherent in the “buddy system”.  

By way of example, the witness Damien Roose was told by a senior worker, Lind, whilst Roose was being trained, that placing a chalk mark on the tyre assists with the proper grabbing of the tyre and thus minimises problems in placing the tyre back on the wheel.  Under the system at Marathon Tyres, it may well be that this “tip” would not have been passed on to all tyre workers, at least in a formal manner.  Frankly, had the system been more formalised and regimented then it would have been.  Similarly bad work practices would have been clearly communicated to all workers.

The Malcolm Commons issue is something of a side issue when the whole topic of training is put into perspective.  Commons was an assessor.  He was properly accredited and did in fact assess the deceased and others adequately in the use of the VLC.  He did not assess in the removing and replacing of tyres.  As part of that assessment he had the common sense to produce a document clearly setting out the dangers to workers (Vehicle Loading Crane Extra Safety Points – the “three point document”) of standing in the pinch or crush points.  He also gave those he was assessing an oral dissertation on crush/pinch points.  As I understand the evidence Commons did consider “crush points” or “pinch points in relation to VLC’s.  He did not, however, focus on these points in relation to the removal and refitting of tyres.  That is not a criticism of Mr. Commons but it would be really stretching the term to call Malcolm Commons’ involvement at Marathon Tyres, “training”.

The so called email was probably written by Commons following a telephone conversation by a Marathon Tyres official, concerned about the issue of training in terms of an immediate thorough investigation.  There was, after all, nothing in Marathon Tyres’ Safe Working Procedures (SWP’s) mentioning pinch or crush points.  Commons at least covered the topic with the deceased, albeit briefly.

It is fair to say in conclusion that there was at best, limited co-ordination of the on the job training.  Mr. Mackie had some role and interest in training but once he went to a new position about six months before the death, that interest appears to have gone with him.  The old Training Manual could not be produced to the court so I cannot comment on its adequacy.  

I am not sure whether there is an ‘in house’ trainer at Marathon Tyres now but there can be no doubt that the “Marathon Tyres Personal Handbook” (Exhibit 6), on issue to all workers evidences that a great deal of work has gone into the training of workers since this fatality.  The “Take 5” booklet is a useful, practical enhancement so far as worker safety is concerned.  True it is geared at the “lowest common denominator” of worker, rather than the thoughtful worker – I would suggest that it should be.

System of work.

It is incorrect to say that there was no system of work.  Safe Working Procedure 4-04-005 was in place.  It was a written document setting out safe procedures for the “Removal and Replacement of Earthmover Tyre and Rim on rear with Tyre Handler”.  The SWP identified certain “conditions precent” to the carrying out of the work (separate Risk Assessments, competency of operator etc).  It did identify a number of major hazards.  It did set out procedures in relation to both the fitter and the operator.  Its lack of adequacy was fairly conceded by Mr. Crow, so far as the SWP related to the operator as opposed to the fitter.  The SWP in place in May 2004 did deal with the fitter by instructing that person to remove “all tools and yourself outside the tyre handler work area”.  There was no similar instruction to the operator to keep himself out of crush points/pinch points.

Mr. Buchanan made the submission that omitting any reference to this area of safety so far as the operator was concerned was just leaving out the unnecessary.  I cannot agree with that submission.

With hindsight the SWP should have clearly identified crush points and do’s and do nots in relation to them, for all personnel involved.  Diagrams would have been helpful.  There is, however surely an element of criticism with hindsight here. 

Since this tragedy, new Safe Working Procedures have been implemented.  SWP 4.08.10 deals with establishment and management of a tyre work area and restricted work zone in relation to a VLC Tyre Handler.  SWP 4.08.06 deals similarly with a forklift tyre handler.

No issue has been taken with either of these documents.  They are comprehensive, clear and include diagrams.

As with training, Marathon Tyres has made significant improvements to its safe work procedures and systems.

Supervision at work.

To some extent, work safety came with the “on the job” training of workers.  It is useful, however, to remember the evidence of two of the Marathon Tyres foremen or supervisors who gave evidence – Robert McLennan and Phillip Martin.

Both were very experienced at their work and at the fitting of these tyres generally.  However they clearly had differing views about where it was safe to stand and where it was not safe, especially in the fitting and alignment of tyres.  McLennan indicated that it was safe in his view to stand within feet of the tyre when aligning it prior to moving it back into its final position for fixing onto the wheel – a position between the grabs.  Martin indicated that at all times the worker should stand in a position clear of the boom and jib, and that it was not even safe to stand forward of boom and jib and between the grabs as it were.

Those differences in evidence as to worker safety indicate that there was a dearth of written material on such safety areas of this work.  It also shows that there was perhaps an understandable vagueness about possible dangerous positions in relation to the work.

Martin’s explanation to me made it very clear where he would stand at various times, and therefore where he would have expected workers to stand.  It was, however, somewhat at odds with the evidence of McLennan.

What does all this mean?  Supervision was at the hands of the foremen/supervisors or appropriate Coal and Allied personnel.  It was ad hoc.  It was largely visual, with a dearth of written audits.  Whilst it was put forward that safety audits were occurring, it could be fairly said that there was no real co-ordinated system of safety audits involving all workers.  There seems to have been little or no documentation of work done poorly in terms of safety or of reporting in writing, safety incidents involving workers.

In fact the three foremen who gave evidence had differing views in relation to working in the area between the rear of the Volvo service vehicle and the earthmover truck.

I have pointed out the main difference between McLennan and Martin.  John Thompson’s evidence is not really at odds with the other two in general terms.  Mr. Buchanan cleared his evidence up when he drew attention to the way in which the tyre grabs (and thus the load) were pointed in relation to the TF1 and TF2 positioning by Thompson as he completed his diagram.

The Risk Assessment.

I can only say that I find it extraordinary that a separate Risk Assessment document was not filled out in accordance with the SWP in existence at the time.  Moreover the approach of accepting the one document for a further job was sanctioned by the relevant Coal & Allied officer, Michael Jenkins.

I indicated during submissions that I felt that the whole process of risk assessment that night appears to have been sloppy by the three persons involved.

It does not mean, however, that others do not take Risk Assessments seriously;  nor does it mean that separate documents are not usually generated.

The Risk Assessment document itself in use at the time was deficient as it did not address the risk generated by working in pinch or crush point areas.  That has now been rectified.

Fatigue.

There is expert evidence to the fact that fatigue may have been a factor.  I can say no more than that.  There is no evidence that Paul Strong was particularly tired.  He willingly set about doing his last task.  He was approaching the end of a 14-hour shift but had not reached it.  Richards of course had done so.

Major Causal Factors.

The investigators listed four major causal factors in relation to this workplace death:

1) Failure by Marathon Tyres and MTW to recognise the significance of the risk posed to persons standing between the tyre held by the Vehicle Loading Crane tyre grabs and the Volvo service vehicle whilst operating the VLC.

2) Failure of the system of work and safe work procedures to prevent persons operating the Vehicle Loading Crane tyre handler whilst standing at the pinch or crush point formed by the tyre held by the VLC tyre grabs and the body of the Volvo service vehicle.  The failure exposed persons to the risk of serious injury or death.

3) Failure by Marathon Tyres or MTW to prevent persons from operating the VLC whilst standing in the pinch or crush point.  This has since been achieved by clearly demarcating, barricading and enforcing restricted work areas or no go zones.

4) Human error that resulted in a failure by Paul Strong to remove himself from the pinch or crush point as her brought the earthmover truck tyre back towards the Volvo service vehicle.  This may have been due to factors including an error of “…judgment and performance due to decreased concentration and decision making skills induced by fatigue…” or time pressure…”.

These “causal factors” have been firmly couched as involving Marathon Tyres and MTW in some way equally.  That may or may not be the case in terms of any WorkCover legislation.  That is not my concern as Coroner.  In fact, I feel that I should not say too much as prosecutions have been initiated in this matter.

I can say that there is sound evidence before me that MTW (Coal and Allied or Rio Tinto) had, in the period before this incident, and especially following an incident in Queensland and one in Africa, been active in requiring a raised standard of training and accreditation throughout its interests in the Hunter Valley and presumably elsewhere – in relation to VLC’s generally.  There was however, no specific focus on VLC’s with tyre grabs.

Prior to this fatality, on 25th September 2003, Coal & Allied conducted a Contractor Management Meeting at Singleton.  As I understand it, it dealt with VLC’s with hooks as opposed to VLC’s with tyre grabs.  Peter Berkholz presented the VLC segment of that “power point” talk.  He was a senior Coal & Allied official.  In evidence he confirmed that Coal & Allied had decided to look at VLC safety and that he was to head up a team in order to do so.  I have again looked at his evidence.  It does appear to me that there was no mental leap at any stage before this tragedy, by anyone at all, from “hook” VLC’s to “tyre grab” VLC’s.  As Mr. Buchanan said, tragedy and serious incidents often lead to a focus that is simply not there beforehand.

It must also be emphasised that since this fatality, Marathon Tyres and MTW – Coal & Allied/Rio Tinto promptly initiated safety measures that will absolutely minimise this type of incident happening again.  There was for a time, a total prohibition against workers standing in a clearly defined and adequate no go zone between earthmoving truck and tyre changing vehicle.  This was Marathon Tyres’ response to this fatality, and a very adequate response it was.  The more widespread use of forklifts has also made the changing of these tyres, especially in the alignment phase, much safer and at the same time, no more difficult than the old system of peering at the alignment from up close.

Most importantly, from 1st November 2005, Remote Control VLC operation has been banned from all Coal & Allied sites.  As I understand it, if a VLC is to be used at all it must be operated from the vehicle itself.  As I have indicated, forklifts are now more widely in use and have been found to be effective and safe.

It was suggested that the teaming of Paul Strong and Jason Richards together may have been unwise.  The weight of evidence is that Paul Strong was a competent and conscientious operator.  He had had his ticket for six months and had worked with a variety of fellow workers from the very experienced to the inexperienced.  A finding to that effect would be against the evidence and weight of evidence.

Conclusion.

This inquest has, for almost two weeks, dissected the systems in place at Marathon Tyres and at Coal & Allied.  It has done so minutely, and in terms of the coroner’s role, clinically.  It has had all the wisdom that hindsight “the clearest window of all” can bring.  

Those at Marathon Tyres, at Coal & Allied had no such hindsight at the time of this tragedy.  My function is not to opine on issues of training, safety, supervision and the like in terms of a possible prosecution under our industrial legislation

My function is to come to a view as to the manner of Paul Strong’s death.  There is no doubt that systems put in place after the death are markedly superior to those in place before it.  What has to be factored into that stark reality is the extent to which VLC’s with tyre grabs, as opposed to hooks, were perceived even by experienced operators and supervisors as a real safety issue.  The lack of relevant data in the SWP and the Risk Analysis document of the time, for example, would appear to indicate that tyre changers were not really seen as particularly dangerous, except in obvious situations.  If that is so, then it is not surprising that training, supervision and areas like that were less than excellent.

Since this death, much has been done to ensure that there will be no further fatalities in this area of work, at least at sites operated by Coal and Allied, and at sites where the tyre work is done by Marathon Tyres.

I know that Paul’s Strong’s family is shattered by Paul’s death and that in some ways this inquest has not been able to give them the answers they have sought as to precisely why Paul came to operate the tyre handler as he did that night.  I hope they draw some comfort from the fact that his employer and the mine operator have taken this incident most seriously and have effected major change to this area of work.  Deaths such as Paul’s will now be minimised.

Finding.

That Paul James Strong died on 29th May 2004 at John Hunter Hospital, Newcastle, of multiple injuries sustained late on 28th May 2004 at the Mount Thorley Mine, via Singleton when, whilst operating a Vehicle Loading Crane with tyre grabs, he was crushed against the rear of a Volvo service vehicle by a large tyre.

Recommendations.

I shall be making two Recommendations pursuant to Section 22A, Coroners Act 1980.  The first may be seen, perhaps as being unnecessary.  It will however, give focus to this incident throughout the industry.  I expect the Department of Primary Industries to see that my Recommendations are published throughout Australasia.

The second deals with the safe use of remote controls and is made in the hope that an Australian Standard will be developed for that area.  Such a Standard will replace existing NSW Mining Design Guidelines (MDG’s) and, of course have much wider application throughout Australia and New Zealand.  If developed and put in place Australian Standards will apply to Design and Manufacture of VLC’s and Remote Controls and to Safe use of VLC’s and Remote Controls.  The field will be covered as it were.

1) That all mine operators in New South Wales ensure that systems are in place to prevent persons from operating vehicle loading cranes whilst standing in hazardous positions.  These should include vehicle loading crane tyre handlers and remote controlled VLC’s.

2) That the Department of Primary Industries makes appropriate application to Standards Australia and upon receipt of such appropriately made application, Standards Australia form a project team to develop an Australia and New Zealand Standard for the safe use of Remote Controls for mining equipment, having specific application to radio controlled tyre handlers used on the surface of mines.
Paul Strong’s widow and parents have sat quietly and patiently throughout this inquest.  To them, along with Marathon Tyres & Coal & Allied management I offer my sympathy on their loss

(John Abernethy)

NSW State Coroner,

MUSWELLBROOK.  NSW.
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