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Royal Commission on the Pike River Coal Mine Tragedy 

Te Komihana ate Karauna mote Parekura Ana Waro o te Awa o Pike 

To His Excellency, Lieutenant-General The Right Honourable Sir Jerry Mateparae GNZM, QSO, 

Governor-General of New Zealand 

Your Excellency 

In accordance with the Letters Patent dated 14 December 2010, as amended on 7 February and 27 

August 2012, we have the honour to present to you the report of the Royal Commission on the Pike 

River Coal Mine Tragedy. 

It has been a privilege to undertake this work. We hope that our report will help to ensure that New 

Zealand does not see a repetition of the tragedy of 19 November 201 O when 29 men lost their lives 

in the Pike River mine. 

Dated this 30th day of October 2012. 

The Honourable Graham Panckhurst 

Chairperson 

Stewart Bell PSM 

Commissioner 

David Henry CNZM 

Commissioner 
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The explosion at the Pike River mine on 19 November 2010 brought home to New Zealanders once again the risks 

of underground coal mining. The 29 men who died follow a long line of other people who have perished in New 

Zealand mines over the previous 130 years. This, sadly, is the 12th commission of inquiry into coal mining disasters in 

New Zealand. This suggests that as a country we fail to learn from the past. 

The commission was established in December 2010 to report on what happened and what should be done to 

prevent future tragedies. The terms of reference are on pages 6-9. 

In making our inquiries we have gathered voluminous evidence, both written and oral. We have necessarily had to 

be selective in determining how much can be included in our report. The commission has aimed to be fair to all 

concerned in the tragedy and has avoided criticising individuals, unless it was necessary to do so to properly explore 

what happened. The commission is not a court of law and its views and conclusions should not be interpreted as 

determining, or suggesting the determination of, criminal or civil liability of any person. 

The commission has tried to uncover the systemic problems lying behind the tragedy so that recommendations can 

be made for the future. 

One difficulty the commission faced in making its inquiries was that, at the same time, criminal investigations into the 

tragedy were being conducted by the New Zealand Police and the Department of Labour (DOL). The commission 

arranged its public hearings in four phases for efficiency and in an endeavour to minimise any conflict with the 

criminal investigations. The commission used the DOL investigation report and associated material, where it was 

appropriate to do so, to gain an understanding of what had happened. 

The commission's report is organised into two volumes: 

Volume 1 is an overview of what happened at Pike River and what should be done for the future to avoid such 

tragedies. Sixteen primary recommendations then follow. 

Volume 2 is a more detailed and technical analysis of the tragedy, together with the reasoning that led to our 

recommendations. Volume 2 also contains appendices that further explain the conduct of the commission. 

We wish to acknowledge and thank the many people who have assisted us with our inquiries, and our counsel, 

executive director and staff who have worked so hard. We wish to acknowledge the families of the deceased 

men. Many attended the commission's hearings and provided evidence. We were impressed with their fortitude 

and courage. The commission would also like to acknowledge John Haigh QC, who died during the course of the 

commission. 

The lessons from the Pike River tragedy must not be forgotten. New Zealand needs to make urgent legislative, 

structural and attitudinal changes if future tragedies are to be avoided. Government, industry and workers need to 

work together. 

That would be the best way to show respect for the 29 men who never returned home on 19 November 2010, and for 

their loved ones who continue to suffer. 

Hon. Justice Graham Panckhurst 

(Chairperson) 

Stewart Bell PSM David Henry CNZM 
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The Pike River underground coal mine lies high in the rugged Paparoa Range on the West Coast of the South Island. 

Access to the mine workings was through a single 2.3km stone drift, or tunnel, which ran upwards through complex 

geological faulting to intersect the Brunner coal seam. 

On Friday 19 November 2010, at 3:45pm, the mine exploded. Twenty-nine men underground died immediately, or 

shortly afterwards, from the blast or from the toxic atmosphere. Two men in the stone drift, some distance from the 

mine workings, managed to escape. 

Over the next nine days the mine exploded three more times before it was sealed. There is currently no access to the mine. 

The commission is satisfied that the immediate cause of the first explosion was the ignition of a substantial volume 

of methane gas. The commission's report identifies a number of possible explanations for the source of that 

accumulation of methane, and the circumstances in which it was ignited. 

Methane gas, which is found naturally in coal, is explosive when it comprises 5 to 15% in volume of air. In that range 

it is easily ignited. Methane control is therefore a crucial requirement in all underground coal mines. Control is 

maintained by effective ventilation, draining methane from the coal seam before mining if necessary, and by constant 

monitoring of the mine's atmosphere. 

The mine was new and the owner, Pike River Coal Ltd (Pike), had not completed the systems and infrastructure necessary 

to safely produce coal. Its health and safety systems were inadequate. Pike's ventilation and methane drainage systems 

could not cope with everything the company was trying to do: driving roadways through coal, drilling ahead into the 

coal seam and extracting coal by hydro mining, a method known to produce large quantities of methane. 

There were numerous warnings of a potential catastrophe at Pike River. One source of these was the reports made by 

the underground deputies and workers. For months they had reported incidents of excess methane (and many other 

health and safety problems). In the last 48 days before the explosion there were 21 reports of methane levels reaching 

explosive volumes, and 27 reports of lesser, but potentially dangerous, volumes. The reports of excess methane 

continued up to the very morning of the tragedy. The warnings were not heeded. 

The drive for coal production before the mine was ready created the circumstances within which the tragedy occurred. 

A drive for production is a normal feature of coal mining but Pike was in a particularly difficult situation. It had only 

one mine, which was its sole source of revenue. The company was continuing to borrow to keep operations going. 

Development of the mine had been difficult from the start and the company's original prediction that it would 

produce more than a million tonnes of coal a year by 2008 had proved illusory. The company had shipped only 42,000 

tonnes of coal in total. It was having some success in extracting coal as it drove roadways but it was pinning its hopes 

on hydro mining as the main production method and revenue earner. Hydro mining started in September 2010 but 

was proving difficult to manage and output was poor. 

It is the commission's view that even though the company was operating in a known high-hazard industry, the board 

of directors did not ensure that health and safety was being properly managed and the executive managers did not 

properly assess the health and safety risks that the workers were facing. In the drive towards coal production the 

directors and executive managers paid insufficient attention to health and safety and exposed the company's workers 

to unacceptable risks. Mining should have stopped until the risks could be properly managed. 

The Department of Labour did not have the focus, capacity or strategies to ensure that Pike was meeting its legal 

responsibilities under health and safety laws. The department assumed that Pike was complying with the law, even 

though there was ample evidence to the contrary. The department should have prohibited Pike from operating the 

mine until its health and safety systems were adequate. 
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