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Introduction

The aim of this inspection was to identify hazards in the LMS areas, to assess the risks from the environment, from plant and equipment and from work practices. It was also to consider whether the hazards can be eliminated or, if not, what appropriate controls can be introduced to reduce the risk of harm to staff, students and others.

Methodology

The team comprised Mark Ainsworth DICS Division Manager and Member ICS OH&S Committee, Mick Withford, Macquarie Node Director CUDOS and David Spence a lecturer and ARC Research Fellow with considerable experience in laser research. The Division’s recommended methodology, the HAZPAK worksheet, was explained to the participants and used as a guide to identifying hazards, to judging severity and likelihood of an incident caused by each hazard identified. Finally, the team considered how the hierarchy of controls could be applied to each hazard to reduce the risk.  

Summary of Findings

E7B 327 is a recently refurbished research laboratory.  Housekeeping was greatly improved.  Access to all areas visited is by key only, provided to staff and students who have been inducted to the specific areas. Machines are clearly labelled with instructions. The majority of hazardous chemicals were removed in the past 12 months. No high priority risks were identified.

The most significant hazard is the Class 4 nanosecond laser.  Most risk has been controlled by or will be controlled by a combination of isolation (placing the lasers in Perspex cabinets), administrative (door warning system) and use of PPE (goggles).  The main risks appear to be with the integrity and identification of the safety goggles and the integrity of the Perspex shields in absorbing the full power of the enclosed laser.

A second hazard identified was the lack of RCD’s on circuits in the facility.
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Ref
	The Hazard


	Consequences of Event Happening


	Priority Number
	Risk Control Plan (short term & long term solution; who; by when)


	Assessment of Risks with Controls
	New Priority No.

	
	
	How Severe
	How Likely
	
	
	How Severe
	How Likely
	

	1.
	Perspex shields surrounding the LMS optical table – need to check visible/UV transmission to ensure it provides suitable block to laser light in normal operation
	!!!
	-
	3
	M Withford to test a sample and prepare brief report on suitability of the material characteristics for the purpose.  If not suitable identify suitable replacement and replace the Perspex.
	!
	--
	6

	2.
	Laser safety goggles not clearly marked.
	!!!
	+
	2
	Clearly identify laser safety goggles and label, showing goggle types and purpose.
	!
	--
	6

	3
	Accidental entry in the laser room by unauthorised person. 
	!!!
	-
	3
	Provide an interlock on the interior door into the room with the laser micromachining system.  Develop interlock system compliant with Division policy and AS.
	
	
	Risk Eliminated

	4
	No RCD’s installed in the laboratory.
	!!
	+
	3
	With Greg Yates, develop and implement a plan to place RCD’s in the research laboratory.
	
	
	Risk Eliminated

	5
	Incomplete Electrical tagging of the equipment in the room.
	!!!
	-
	3
	Engage the ET contractors to test the electrical equipment in the laboratory.  With Greg Yates develop a ET schedule compliant with AS and Divisional/MQ policy
	
	
	Risk Eliminated

	6
	No emergency exit signage or lighting.
	!!!
	-
	3
	Division manager to develop a strategy with OFM to install compliant lighting and signage.  Mark exit corridor in the laboratory with reflective tape.
	
	
	Risk Eliminated

	7
	Connecting door with E7B 325 could allow someone to enter the LMS room with the laser running.
	!!!
	-
	3
	Check status of the door as emergency exit and if not required lock.
	
	
	Risk Eliminated

	8
	Accidental release of Halogen gas from E7B 325 leaking into E7B 327 though vent in the internal door.
	!!!
	-
	3
	Check volumes of gas in the laboratory and remove if possible.  Install Halogen gas detector and warning system if appropriate or seal the vent.
	!
	--
	6


