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The Coode Island Fires20 years on lan F Thomas

1.0 Introduction

The 20" anniversary of the Coode Island fires was remembartite emergency access road adjacent to
the TerminalsPty Ltd facility on Sunday 21°* August 2011 A group comprisingMFB, CFA, council
represatatives and residentaet four of thefire-fighterswho were present and listened to talks by the
fire chief at the scene, Keith Adamsand the MFB CEQONick Easy.

Much progress has been made in the management of safety not only at the site where the fires occurre
but at all dhers storing dangerous goods at tRort of Melbourne CorporatioBoode Island Bulk
Liquids Terminalling Facility Fire fighting systems have been upgraded, tami®genblankeed,
discharges incineratedefore entering the atmosphea@d impervioussyntheticclay mats installed
beneath storage tantsreduceground pollution

What concerns me however, is thetfdmat those who know whagally happened are still not talking. In
response to a paper | prepared on the accidarkt in1995andsubmitted to the company for comment,
| enjoyed an houlong conversation witla senior official of the companyHe told me thatif | publish
the paper, the company will sue nt¢e also said thabe knovs what happened anifl he told me, |
w o u ffalloff ény chaiib Hethen saidbut | am not going

It is important that real causes be made public and available forggew, so that lessoriearned are
known and so thaictions takeran bescrutinised
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Truck loading area after the event Sign found on ground after the accident

2.0  What happened

At 2.17pm onWednesday, Z1August 1991 a sequence of events took place leading to a major fire at
the OAO6 ter minal of Ter minal s PtAn eaty edent wkctikee n z
rising up into the air of tank no 80 which contained acrylonitrile Wvicyanide) monomer, the
discharging of its contents into the tank bund and the crashing down of the tank and associated pipewol
and pump, onto the main fifeghting water and foam lines of the plant adjacent to the office building.
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Shortly after this, tanko 81 which containedholtenphenoland was located in the same bund, rose into
the air and landed near to benzene tank no 79. A very large fire ansiledank bund area and in a
relatively short period of time, a number of ethanks became involvehd either blew off their lids or
collapsed in placeThe truckfill stand and two rucks previously loading benzene quickly became
involved as did the nearby drufifing area.

The incident was substantially over later that afben but flared up again tHellowing day to an
inferno of similar scale, following inability to extinguish a residual flange #m@anatingrom methyl
ethyl ketone (MEK) tank no 69. No lives were lost, no significant injuries caused and the firesliyere f
extinguished on the second day. There were substantially 1sde&ffects.

The event taxed state emergency services to the tagjtiring large quantities of fire fighting foam and
specialised tenders to be borrowed from Tullamarine Airportn8lton litres of chemicals were lost
but by preventing th fire spreading to other sitdhe combined MFB/CFA effort saved 19 million litres.

Aerial viewcourtesyof The Age newspaper

3.0 Propagation

It wasgratifying for me to learn shortly after the accident that my theory dsetoause dthe fires was
supported by Work@ver. Not so much the cause but the propagatiom a tank on fire to other, distant
tanks This was found to be passage of fire thfouge interconnecting vapour recovery system
pipework The manufacturer othe recovery systerolaimed that propagation was through the-fire
fighting foam network which connected tanks together similarly. fbmssfeasible

4.0 Tanksrising vs lids popping

Early in the investigation, an explanation was found for some tanks which were on fire rising into the air
and others remaining-place and popping their lids. The latter is the design intent. This was found to be
a consequence in somases, of walto-roof welds being stronger than wadfloor welds. | was
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fortunate to be shown samples cut from the welds widemonstrateahis, before thai likely
destruction Given that any tank could pop its roof at any time, it was particulagyebof fire chief
Keith Adamsorto control thefire-fighting effort from the top of benzene tank no 52. At least he @aid
21%' August 2011 that he had ensurédat all valves leading to thtank were closed before lascended
and that the position wadeal to permit proper control.

5.0 Doubt about the causeas found

The 1994 inquest which | attended | asted a mon
cause was an explosion in the vapour space of acrylonitrile tank 80 followingrai ke of 0St
entering through the pressure/vacuum relief valve-yBWe) at the top of the tank. This was allegedly
made possible by the absence of the valve pregsliet (see diagram below). Anyone, in particular
experienced chemists anbdemical engineers who accept this finding, are perhaps naive.
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Most now realise that this finding suited everyone except those who prefer facts and truth because ar
form of l' i ghtning i s an 0 AkRatticularlyso Gazalse thrkiad df e r
lightning is invisible and so the factthatoon e s aw it , is 6explainedéd.

We can forgivahe Caoner pregling at the inquest faacceptinghat this is whahappened because that

is the way the evidence pointedowever, what she@robably did not knowand the general public
certainlydid not know, is that evidence was led from a group of witnesses selected at a private meeting
rather than from all who were available. It is therefore likely that the selection process was geared tc
lead to a particular findinglt was clearfairly early on, that the inquest was leading to a ik
initiated event. Not completely without justification as there was obviously an explosion inside the tank
before it took off. Whatthe Gronerdid not gpear to pickup on, was the questionability a diary

entry relating tothe pressure pallet inside the R¥lve being present hours before the accident. The
barrister for EPAsuggestedhat this entry had been made after the accident and for my pamirigtto

the evidence as presented, this was clearly the case.
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Other evidence which has been provided to me since by eye satmedio were not callethdicates

that the cause was an explosion and fire at ground level near to the tamknph@yeesvere coached
aboutwhatevidenceo give and thathe pressure pallet wésrown into the river so that it could not be
used inevidence One said thait was sandard practicéo remove the pressure pallet when a ship was
being unloaded to reduemloadirg time by between 4 and 5 houi$is would lead to prolific vapour
discharge(see diagranabovg. Both of these witnesses said that acrylonitrile was being pumped into
tank 80 at the time, directly contradicting evidence given at the inquest.

Add to this that little evidence and consideration was given to more plausible causes such as a majc
|l eak of a pipeline at O6Exchange Pit 66 where
ignited for example, by welding activityyy static electricity orby an overheated pump se#n
exchange pitontains a series of inland outlet pipelines and these are interconnected as required, using
flexible hoses. It is easy to get this wrong, to connect ooulisrta wrong pipe resultingh a major

spill, particularly if it was a line which wasnder pressurelhe suspected spilled liquid in the event, is
benzener acrylonitrile

Evidence whiclwaspresentedgcomprising footage recorded byhaarby security camera, shows clearly
that thee was a flash at ground level adjacent to the tank, rising to tank top level rather than initiating at
the tank topTo appreciate this, the footage must be moved filayrfeame and this was not done at the
inquest, nor presented in this way at the tibyelMFB.

The Victorian WorkCover Authority in its 1999 regulatory impact statement on the proposed major
hazardfacilities regulationsexpressed the view that the cause of the Coode Island fires is yet to be
established, directly caradicting the inquedinding.

The MFB in i report to the inquestoncluded that the cause of this fire be categorised as suspicious
circumstances. Although thmight imply sabotage, the report actually shows that a number of matters
are in doubt, particularly regarding the relevance of atmospheric electrical phenomena.

Fundamental in any accident like this, is the need to know what achagpened. There are occasions
of course, where this cannot be established but all witnesses should be called not a eéldetmrand

all physical evidence examinefuch an inquest shoub@ held son after the event rather thas it was,
threeyeas later. By this timeall evidene& except for some parnté the Tank 80 vapour recovery system
originally located on topf the P\tvalve, had been sold as scrap.

| have made several calls for the inquest to bepened and for the other witnesses tajbestionedl
make ths callagain, now.

Firefighters on the narrow bund WorkCover officers and employees at the site entrance
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Aerial view kefore ) ) eriahview dter

6.0 Findings in other accidents

It is regretfully commonfor causes of major events never to come to light dsetdfoundd in ways
which are inappropriate. If a cause can be found which implicates@gthis ipreferred Next best is
to find a relatively junior employee to blame r@snainsthe case following the 1974 UK Flixborough
disastemwhere28 people were killed-ollowing the Longford gas plant accidentlifi98a great deal of
information appears to have been withd and initially, a small group of vulnerabkelatively junior
employees were blamed.

7.0  Ancient history

Both Virginia Trioli during a radio interview and an MFB librariarh@n asked for the Coode Island
fires report, queried why Ilwas stllnvesti gating an accident whict
was that it is as important to investigate acatdavhere there is evidence of cougy, of fabrication of
evidence,where the cause has not been fowmrdwhere new evidence is founds tlere is in
investigating colecase murders

My concern with the Coode Bshd Fires, is that despite the sewear amnesty following a court
finding, those who know whatappened, remain silent, even those wtave long since left the
company. | believehis is because they have given evidence in one way and feel unable now, to say
anything different. | hope that they relieve their consciences onevtidg,they are still able to
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8.0  Parts found during the inquest

It does not reflect well on thaquest process when during an inteyvébund a sawroff pressurepallet
guidetube and broken guide pin inside the duplex flow diverter box of thevaWe (see diagram in
section 5.0 above)rheir presence added toyrauspicion that the valve was a#d before the event
something very relevant to the investigation. Following my advice aboutathige terminal manager
and evidentlack of awareness of their presence ign and by the inquest teantheseitems were
addressed the following day. Thensiag-off could well have occurred after the event.

v
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Approximate location of Exchange Pit 6
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