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REPORTED MINE FIRES
1. Total Fire Incidents per region

Figure1

Figure 1 above indicates the total number of fire incidents occurred in the SAMI from January to December
2020. Northern Cape had the highest number of recorded fire incidents followed by NW(Rustenburg),
Limpopo, Western Cape, and Mpumalanga for the same period.
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REPORTED MINE FIRES
2.  Fire Incidents classified by type of dangerous occurrence 

Figure 2 



From figure 2 above, “OTHER” as a type of fire incidence classification has contributed the most
towards the fire related incidents as recorded from January – December 2020 followed by
SPONTANEOUS COMBUSTION” and “OPEN FLAME”. “OTHER” consists mostly of fire ignition because
of oil or spillage thereof.
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REPORTED MINE FIRES

3. Flammable Gas Cases per Region 

Figure 3

In figure 3,from January to December 2020 flammable gas detected was recorded mostly in, NW
Rustenburg and Mpumalanga.
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AUDIT FINDINGS  

Codes of Practices

 No proof of the employer consultation with health and safety committee on
preparation , implementation and revision COP at mines.

 No proof of the appointment of the committee responsible for the drafting of the COP.

 The composition of the drafting/review committee do not include competent persons
sufficient in number to effectively draft the COP

 The implementation plan does not make provision for organizational structures, and for
the responsibilities of functionaries in the implementation thereof.

 Programmes and schedules that will enable proper implementation of the COP are not
adequately addressed.

 Measures for monitoring and ensuring compliance with the COP have not been
adequately instituted at the mines.
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AUDIT FINDINGS
Prevention of fires at mines:

 Regulation 5(1) (a) & (b) reports on fires and explosions on the effectiveness of the
precautionary measures taken to prevent or suppress explosions of coal dust or
flammable gas and the adequacy of measure to prevent, detect and combat the start
and spread of mine fires are not compiled and made readily available at the mine,
where such reports are compiled the requirements of regulation 5(1) (a) & (b) are not
adequately addressed.

 Identified fire hazards are not recorded in the fire hazard register.

 Measures to address awareness training are not stipulated in the training manuals.

 A formal procedure for communication used after fire detection, including
communication with neighboring mines where secondary outlets are shared is not in
place.

 No procedure for monitoring of underground environmental conditions during fire.
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AUDIT FINDINGS
Management of SCSRs:

 The criteria for the selection of the SCSRs in use at the mine is not outlined to
demonstrate alignment with the emergency procedures that govern the orderly and
safe evacuation of working places as stipulated in the mine’s

 The SCSR selection criteria of the BWSCSRS is not based on the anticipated duration of
selected units, and not aligned to emergency response strategy.

 Clear roles and responsibilities of individuals tasked with executing procedures and
overseeing all related functions of the available procedures on the SCSRs logistic
management are not outlined.

 There is no provision for the procedure on the reporting requirements of SCSRs
related incidents to the DMRE.

 The requisite training programme on the issuing and deployment of SCSRs is not
outlined and aligned with the CIoM guideline on the Management of SCSRs.
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AUDIT FINDINGS

Emergency preparedness and response:

 There is no early warning and timeous detection system for flooding in place.

 There is no testing of the effectiveness of the communication system on frequent basis.

 The mine does not have Standard Operating Procedure on Emergency Medical Care
that’s fully address the appropriate medical care provisions on surface and the response
time and capabilities to treat and evacuate multiple injuries.

 Evacuation and escape procedures on single and multiple entry working places and
confined spaces are not in place.

 The actions required relating to the location and description of shutdown controls/lock
out devices not adequately outlined.
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AUDIT FINDINGS

 Combustible material were found stored and disposed in the waiting places

 The positioning of waiting places/refuge bays in relation to the conveyor belt
installation which poses the risk of fire is not based on risk assessment.

 The is no emergency procedure in the working places outlining steps to be
followed during emergencies.

 There is no procedure with appropriate actions to be taken during simulated
exercises.

 In areas where there is secondary escape route, mines do not conduct escape
drills in those areas to familiarize employees related emergencies.
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INVESTIGATION OUTCOMES

Section 11.5 of the MHSA:

 The remedial action is not based on the hierarchy of controls.

 There is no follow up based on the implementation of corrective actions
with assigned responsibilities of functionaries and time frames.

 The follow up does not provides for the evaluation of effectiveness
corrective actions.

 There was no effective communication of corrective actions to affected
employees.
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INTERVENTIONS

 Affected mines have been issued with instructions to identify system
failures and put measures in place to avoid similar re-occurrences.

 Follow up visits will be conducted by resident regional Inspectors.

 Review of chapter 8 on conveyor belt regulations is underway at MRAC.

 Task team to review chapters 5 and 16 regulations has been nominated
at MRAC.

 Technical advice on section 11.5 investigations on health threatening
occurrences and serious illness is with MOHAC for consideration
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INTERVENTIONS

 Advice was given to mines on how to address the composition of the members
of the drafting/review committee of the COP to ensure committee includes
competent persons sufficient in number to effectively draft the code

 TTC SCSRs scope has been widened to deal with chapters 5 and 16 of the MHSA
Regulations related matters.

 Mandatory Annexure to SCSR guideline developed on: Incident reporting and
investigation protocols for approved Self-Contained-Self-Rescuers (SCSRs).

 Section 72 MHSA enquiry reports on fire related incidents have been
scrutinized in order to formulate a technical advice from the findings thereof.
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Prevention is not only more humane than 
cure, it is also much cheaper.’

Kofi Annan

CONCLUSION
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