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Inquest/ Inquiry:

Hearing dates:
Date of findings:
Place of findings:
Findings of:

Findings:

Recommendations:;

Coronial Jurisdiction

Inquestsinto the deaths of
Trevor DRAYTON and Edgar ORGO

Inquiry into explosion at Draytons Winery,
Pokolbin

16-20 May; 20-23 June 2011

13 July 2011

East Maitland

Deputy State Coroner H.C.B. Dillon

| find that Trevor Drayton died on 17 January 2608
Pokolbin, NSW as a result of blast injuries andnisur
suffered in an explosion in the wine productioraasé
Draytons’ Winery.

| find that Edgar Orgo died on 17 January 2008 at
Pokolbin, NSW as a result of multiple injuries suéd
in an explosion in the wine production area of Doag’
Winery.

| find that the explosion at Draytons’ Winery, Ptka,
NSW on 17 January 2008 originated in Tank 104
situated in the wine production area of the wiremgl
was caused by ethanol vapours igniting when heated
during welding operations.

1. I recommend that the WorkCover Authority of NSW
consider developing a simple and practical method
of bringing the Notification of Dangerous Goods



File numbers;

Representation:

requirement to the attention of consignees of
Dangerous Goods.

2. I recommend that the WorkCover Authority of NSW
consider conducting a one-off publicity campaign
within the wine industry reminding wineries of the
risks associated with the storage and use of ethano
Consideration of a similar campaign in the metal
fabrication industry is also recommended.

1721/09 and 1722/09

Ms K Stern (Counsel Assisting) instructed by Ms R
Graham (Crown Solicitor’s Office)

Mr B. Hodgkinson SC with Mr A. Hardy instructed by
Freehills Lawyers (for Drayton family)

Mr S. Lowe instructed by Moray & Agnew (for Perfab
Pty Ltd)

Mr M. Cahill instructed by Mr G. Diggins, Workcover
Authority (for Workcover)

Mrs Thompson instructed by Carroll & O'Dea Lawyers
(for William Rikard-Bell)



REASONS FOR DECISION

Introduction

1. On the morning of 17 January 2008, a large letssnsteel wine tank in a shed
at the Drayton’s Winery in Pokolbin blew up whehaetol fumes it contained
exploded during a welding operation being conduatdtie shed. Trevor
Drayton, the winemaker for Drayton’s, and Edgar@gvery experienced
welder, were both killed in the explosion. WilligRikard-Bell, the assistant

winemaker, was severely burned.

2. These proceedings are really three cases: aeshinto each of the deaths
and an inquiry under s 30 of the Coroners Act 20@®the cause and origin

of the explosion.

3. As | emphasised when the inquest began, tlas isquiry or an
investigation, not a criminal or civil trial. Theurpose of an inquest is to
make findings of fact about five things. | must red&rmal findings
concerning the identities of those who died andddite and place of their
deaths. A coroner must also identify the caus#eath, that is, the
physiological mechanism of death. Finally, a ceromust seek to determine
the manner of death. In that respect, the questom “How did this death
come about?” or “What were the circumstances otitagh?.” We are also
investigating the cause and point of origin of éx@losion. There is obvious

overlap of those issues and the question of mavfraath.

4, Much of what follows concerns technical issuBsits heart, however, this is
a case about two much-loved and respected humagdehose lives were
ended suddenly and very prematurely in tragic orstiances.

Trevor Drayton

5. Mr Drayton was born on 18 February 1955 and aggessi 52 when he died.
Trevor Drayton was the head winemaker at the winldeywas responsible for



winemaking and wine production and for a numbehefemployees. He was
also a director of W Drayton & Sons Pty Ltd and di@c Pty Ltd, the family

company that was engaged to provide services tar&ytbn & Sons Pty Ltd.

6. The Drayton family has been making wines inHiuater Valley for about 150
years. Shortly after the explosion, Mr Drayton wlascribed by one of his
friends, Mr Ken Tulloch, as “an iconic Hunter Valleinemaker. He was one
of the leading figures in the winemaking commuraityl representative of the
Hunter Valley in many ways'” His niece, Kate Drayton, who spoke on behalf
of the Drayton family, described a warm, loving nvamo had grown up near
the family winery, a man of the Hunter Valley antkader in the industry.

She revealed a man with a sense of humour who lihe=dhildren of the
family. He enchanted them with his stories andpttesents he brought back
for them from his many trips. As they grew up thegre welcome guests in

his wine-making laboratory.

Edgar Orgo

7. Mr Orgo had been employed by Perfab Engined?iyd-td (Perfab) since
2000. He undertook an apprenticeship in 1966 aed wWorked as a metal
worker for various people until he commenced wagkan Perfab. Those who
worked with him admired him as a highly skilfulattesman who had long
experience and a mastery of welding techniques. wife, Nadia, described
Eddie as the “love of my life”, “my soulmate”. Th&ved dancing and rugby
league and were married in 1980. She told thet¢bat she is grateful for the
many beautiful memories she has of him and saikin6w, even in my

sadness, | am truly lucky to have shared my lifdnwuch a man”.

8. Both men were much-loved and are greatly misBeéir deaths have
saddened many people and their decency and strehgtiaracter emphasise
the tragedy of this accident. Unhappily, sometif&s things happen to good

people.

! The Agel7 January 2008



The background and facts in outline

10.

11.

12.

Draytons Winery is a long-established institatio the Hunter Valley.
Draytons is a relatively small family concern, thigectors of which in
January 2008 were the brothers Trevor, John anddByédrayton and their
father Max. Until that time, its industrial safegcord, if measured in terms
of workers’ compensation claims or serious accislesgppears to have been
very good. There is little doubt that the managaimarincipally the three
Drayton brothers, regarded their staff as friemit$ @olleagues and cared
about them and would not knowingly have jeopardibed safety (or that of

anyone else at the winery).

Before the January 2008 explosion, each obtbthers took responsibility for
an aspect of the operation: John Drayton waseireral terms, in charge of
administration, including sales; Trevor Drayton wlae principal wine-maker
in charge of the production area and the small teamh worked there; and
Greg Drayton was the vigneron, in charge of vitierd. Greg also appears to
have worked as a handyman in the winery and ha& seefding skills and
experience. In the course of their evidence, Kty and John Drayton
insisted that each brother, including Trevor, ma&adklgis own area with very
little input or interference from the other brother

Some evidence has been given that in the pedose the explosion, questions
had been raised with the company about hazardotesiala. In 2002, an
inspector from Cessnock City Council visited th@evy with a view to
conducting a fire safety audit. The terms of thevewsation between the
inspector and John Drayton are disputed, but veheleiar is that no fire safety

audit was done at that time or in the years befwgeexplosion.

Evidence was also given by Mr Adrian Lockhasttp had worked as an
assistant winemaker at Draytons, that in about I82®00 he had raised the
issue of the safe storage of SVR with both Trevat dohn Drayton. In his

oral evidence, Mr Lockhart emphasised that hisgyped concern had been the

security of the spirit. He said that he had knakat there were excise



13.

14.

15.

16.

implications for the storage of the spirit and alsat it was essential to

prevent tampering with the spirit.

Mr John Drayton, in his evidence, disputed Mat.ockhart had ever raised
SVR storage. While Mr Lockhart was a credible w#s, it is unnecessary to
resolve that conflict in the evidence by choosiegnNgen the witnesses.
Suffice it to say that it is clear that in the iening period up to January
2008, Draytons routinely stored SVR in the wineduation area and did not
establish a segregated and clearly delineatedjppssted secure area for it.

In the period 2003 to 2005, at their managemudtings, the directors of
Draytons considered, among many other things, ¢leel for documentation of
the company’s occupational health and safety pr@stand procedures,
presumably to comply with the relevant legislaticAn OH&S procedures
manual was drafted but never formally implementadcording to Mr John
Drayton, however, the company, nevertheless, éffdgtcomplied with the
relevant standards but, more particularly, souglenisure that, in practice, the
company maintained a safe working environment licstaff. Among other
things, the manual provided for “general procedfmeshe safe use of tools”
(ch 15); safe welding procedures (ch 16); safe wgrkt heights (ch 17); the

safe use of chemicals (ch 19) and the safe oparatitorklift trucks (ch 20).

In 2008, Draytons was a manufacturer of, anaihgr things, fortified wines
and white wines. To make their fortified winesg thinery used a grape spirit
known in the wine industry as “SVR” (for “spiritwénous rectificatus”) to

halt the fermentation process at a certain poimiamtain a high sugar
content in the wine and to raise its alcohol lev@\/R is a form of ethanol.
White wines are manufactured in large tanks whrehcaoled by a system
employing a coolant called “brine” which circulatésough pipes into a skin
on the tank known as a “dimple plate” that sitdlusoutside of the tank.

“Brine” in this context is a mixture of denaturetth@&ol and water.

The fortified and other wines were all manufaetl in the single production
area, known as “the shed”. The SVR was kept irstieal along with the brine

and wines in their various stages of fermentatioageing. SVR is a highly
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18.

19.

20.

21.

flammable liquid and is classified under relevagii$lation as a Dangerous
Good.

In late 2007, the winery began planning arragé to the cooling system in
preparation for the 2008 vintage. The work to beied out involved
suspension of copper piping from a range of diffestructures, with a brine

solution to be piped through to cool individuals/ata dimple plates.

Perfab Engineering Pty Ltd is a steel fabrazatompany specialising in the
manufacture of tanks, especially stainless tanks aacillary works. The
company has had a lengthy history of working inwlee industry. In

October 2007, Greg Drayton, at Trevor Drayton’suesi, got in touch with
Perfab for the purpose of obtaining costings feritistallation of dimple
plates to some of the tanks at the winery. Thigkvbegan on 7 January 2008,
following a routine safety check of the site by ®lrgo and his offsider Mr
Matthew Lahz. For about a week Mr Orgo and Mr Laluzked together
welding dimple plates and other fittings onto a temof vats as part of the

new cooling system.

On 9 January, the winery received a consigninemt South Australia of
9000 litres of SVR. The SVR was pumped into a &assteel tank, Tank
104, in the production area. Tank 104 was indisiisigable from other nearby
wine tanks. It was the tank that suffered worshdge in the explosion.

Nine days later Mr Orgo was working on Tank ¥n it blew up. Trevor
Drayton, Edgar Orgo and William Rikard-Bell, Mr Dtan’s assistant
winemaker, were in the shed at the time of theasiph. Mr Rikard-Bell
survived miraculously but suffered bad burns (fiehch he is still

recovering) as a result of the explosion.

Eyewitnesses describe an enormous firebaltiagufrom the building with a
very loud bang followed by a further two explosiaidesser magnitude.
Flaming liquid ran into drains and across the cdrpafront of the production

area.



22.

Emergency services were called and attendgdoueckly. Unfortunately,
there was nothing that could be done for eithelDv&tyton or Mr Orgo. They
had almost certainly been killed in the explosmrtually instantly. The
Police Force on behalf of the local coroner, th&\NSre Brigade and the
Workcover Authority immediately began investigatihg case. Because of
the complexity of the case, it was passed on ddtlate Coroner’s court for

further investigation.

The issues

23.

24,

The principal issue this case raises is hovexpdosion came about and
therefore how the deaths of Mr Drayton and Mr Ongawe occasioned. That

guestion, however, raises further questions.

Counsel Assisting, Ms Stern, in her openintgstant outlined a number of
guestions that go to this issue. They were asviaiio

(1) Who was in the production area at the timehef éxplosion?

(i)  What work were those persons doing at the tohthe explosion?

(i)  What if any plant or equipment was in opeaoatiat the time of the

explosion?
(iv)  What work was Mr Orgo doing at the time of tieplosion?
a. Had the dimple plates all been finished

b. Was he in the process of welding a bracketsiraped hook onto

tank 104 which could be used to support a flexdolelant hose?
c. What technique was he using to carry out thak@o

(v) Was Mr Orgo working at a height from a boxtbe tines of a forklift

located near tank 1047 If so, who lifted Mr Orgouging the forklift?
(vi) Was the gas bottle of the forklift faulty making?

(vii) If Mr Orgo was working on tank 104 at thene of the

explosion:



a. At whose direction was he doing that work?

b. Who knew or ought to have known that he woulavbeing on
tank 104?

(viii) What type of welder was Mr Orgo using aettime?
(ix) What was in tank 104?

a. What liquid was in tank 104?

b. How much liquid was in tank 104?

c. Who put the liquid in tank 104 and when?
(x) Who knew what was in tank 104?

a. Who should have known what was in tank 104?

b. Whose responsibility was it to check what watairk 104?

c. If SVR was in tank 104, who decided SVR shouldrgtank 104
rather than in tank 1067

(xi)What obligations, if any, did Mr lan Jones, evtransported the SVR to
the winery, have in relation to the safe storag8\dR at the winery?

(xit) What were the arrangements with respect &approval and
supervision of work at the winery by Perfab empkxs/&r Orgo and
Mr Lahz?

(xiii) Were any assurances given to Perfab tHaaaks would be
empty? If so, by whom and when?

(xiv) Was the fact that tank 104 contained SVRH#t was the case)

communicated to Perfab or to Mr Orgo? If so, by mhend when?

(xv) What hatches and/ or threaded caps of tadkwl€re open, and
how long had they been open?

(xvi) What steps should have been taken for the s@frage of SVR,

and by whom?
(xvii) What steps were taken for the safe sto@g@VR?

(xviii) What, if any, labelling was on tank 1047



a.

b.

(xix)

If tank 104 contained SVR, what labelling shduwddle been on the

tank?

Was the labelling appropriate? If not, why not?

What was the precise chain of events in retato the

explosion(s) and fire?

a.

b.

e.

f.

(xx)

How many explosions were there?
Did fire cause an explosion or did an explogianse the fire?

What potential sources of ignition were presembediately before

the explosion and fire?

What role, if any, did welding play in the catisa of the

explosion and fire?
What role, if any, did the forklift gas bottle&yp?
What role, if any, did any other potential igait source play?

If the contents of tank 104 exploded before fine, how did the

content ignite?

a. Did it ignite from within tank 104 due to hegrisfer from

(xxi)

welding?

Did it ignite from vapour that had escaped tha@4 igniting and
spreading to the contents of tank 104 and othdsstan

If vapour ignited externally to tank 104:
How did the vapour escape from tank 1047
What was the likely ignition source?
How did the fire in the vapour spread into taoK?

If the vapour escaped from an opening on thetdank 104, how
did the vapour and liquid within tank 104 reachfisignt pressure

to explode tank 1047

| have distilled these issues into five categories:

* What led up to the explosion?

10



* What happened on 17 January 2008?
» What factors combined to cause the explosion?
* What can be learned from the incident?

* Should anything more be done?

What led up to the explosion?

25.

26.

27.

28.

In October 2007, two senior managers of Perisited the winery to discuss
stainless steel fabrication work Trevor Drayton teandone on tanks for the
2008 vintage (due at the end of January or eattyugey 2008). The work
involved the installation of dimple plates. Accmglto Mr Greg Flanagan of
Perfab, he asked Mr Drayton whether the tanks wbaldmpty at the time the

welding work was done.

It is common ground that welding should notagied out on tanks
containing wine because the wine will be damagedFldinagan’s evidence
was that he was given assurances on a number asioos by both Trevor
Drayton and Greg Drayton that the tanks would bptgrwhen the welders
were working on them. In his oral evidence atitiqgiest, Mr Flanagan
explained that he had made these inquiries be@upeevious occasions
significant amounts of time had been lost by weddeino had had to wait for

tanks to be emptied before they could weld.

Mr Greg Drayton denied having made such statéte Mr Flanagan. In my
view, it is likely that Mr Flanagan was given suagsurances by Trevor
Drayton. As a winemaker Mr Drayton would not wisrhave his wines
spoiled and, as the person responsible for thes@idhe winery’s operations,
he would be unlikely to approve of time and moneing wasted with welders

lying idle waiting for tanks to be emptied.

It is possible, although less likely, that GErgyton offered similar
assurances but simply cannot remember this novis Wdis not his domain

but Trevor's. In October 2007, however, it is evitdthat no one turned his

11



29.

30.

31.

32.

mind to the question of SVR. It seems to have leercommon assumption
of all concerned at that time that the tanks wetiadused or would be used
to contain wine or perhaps water. In any evengtever was said in October
2007, that did not obviate the need for safety kb&ten the welding started.

Mr Flanagan also stated in evidence that hentedk a general safety
assessment of the site. Mr Lee Harkness, anotimésrsPerfab manager was,
however, less assured of this. He made the tgblougt that at that stage they
were only quoting for the job. If any sort of dgfassessment was conducted
by Perfab at that stage, it could only have bedmrantary at best because the
environment could change before welding operatcmmmenced, as indeed it
did.

Welding operations began on 7 January 2008fifdtestep to be conducted
by the welders was a “Job Safety Assessment” oh"J®erfab, quite
reasonably, required its welders to conduct a J&arb commencing any
welding job. The JSA is a checklist which the vegldr welder’'s supervisor
is required to complete before commencing hot wakklSA form was
completed by Mr Orgo and signed by Mr Lahz. In saespects the form
itself is ambiguous and in other respects it wasdarately completed by Mr

Orgo.

Among other things, the JSA form appeareddaire a “hot work permit” if
welding was to be undertaken. It also required tt@awelders check for
flammable materials, fumes and gases and to ettsatrappropriate control
measures had been established or were available w&lders were also
required to list their anticipated activities oe florm together with any related
potential risks and hazards and any proposed dantasures they planned.
Mr Orgo listed the installation of dimple plateshding and testing of the
plates and associated works. No potential hazeeds identified on the
sheet. | will come back to the significance of dtiists in the context of a

safety culture.

It is critical to note at this stage, howevtbat when the JSA was completed,

there was no SVR in Tank 104. Evidence was giyeNbFlanagan and Mr

12



33.

34.

35.

Harkness, however, that the JSA process is ongoihgir evidence was to
the effect that if circumstances change in the s®of the work, the changes
should be noted on the JSA form and the situagassessed from a safety

perspective.

For the rest of that week Mr Orgo and Mr Lalorked on fixing the dimple
plates to tanks. Mr Lahz spot-welded the platesMnOrgo welded seams.
Towards the end of that week, Trevor Drayton apgned the welders with a
request that they do some further work welding ketsto tanks to support
lines for the new cooling system being construttgdr Greg Drayton. He

was referred to Perfab management.

The contract between the winery and Perfabswbsequently varied with Mr
Orgo to return on the following Tuesday (15 Janpagyhimself to complete
the original job and to do the additional work. fdesh JSA was done but in
the meantime, of course, Tank 104 had been parfiddld with SVR. The
additional work involved the welding of a backinigge onto a tank and a
bracket then being welded to the plate. It appteisabout seven brackets

were to be mounted.

On 9 January 2008, the winery received a shipieSVR from South
Australia by tanker. At the direction of Mr WilhaRikard-Bell, the SVR was
pumped into Tank 104 by a cellarhand, Mr Colin LdcoWhen a tank was
filled it was standard practice in the winery taga large plastic placard
describing the contents off a valve or handle entémk. In this instance,
however, that does not appear to have been dotand or SVR is a highly
flammable substance. A safety placard in bold waladentifying the
contents of Tank 104 as containing a hazardousiogetous substance does
not appear, however, to have been placed on tlke Aamote of the fact that
Tank 104 contained SVR was, however, made on atbérd in the winery
laboratory which listed the various tanks and tkheintents at any given time.
Apart from containing the SVR within Tank 104, nber special measures
appear to have been taken by anyone at the winesgfély store the SVR or
to warn of the presence of SVR in the winery .

13



36.

During the few days before the explosion Mr@wgrked his way around a
number of tanks fixing brackets to the tanks. Heswperating from a
wooden bin sitting on the raised tines of a snaklift truck. Tank 104 had a
volume of about 27,000 litres. Mr Orgo had hadylemperience in working
on wine tanks. It would have been possible, at igas ground level, for Mr
Orgo, or anyone else, to have detected the fatidnak 104 had been
partially filled by tapping on the side of the tank tank containing fluid will
vibrate less and make a distinctly duller sounch thia empty tank. The fact
that the manhole of Tank 104 was closed would Heen another indicator

that the tank contained something.

What happened on 17 January 20087

37.

38.

39.

The evidence enables me to draw a number alwsions about what

happened in the wine production area on the momiiriy January 2008.

First, a number of people were in the wine pobidn area at the time of the
explosion. Trevor Drayton, Edgar Orgo and Williankdd-Bell were caught
in the blast. A number of others were working irabout the wine production
area at the time but were not in the immediate afélae explosion. The
cellar-hands Brent Thompson and Justin Booker lead lvith William
Rikard-Bell in the shed prior to the explosion. i@dlocock was also nearby.
John Drayton was in another area of the winerygxa “Thomas the Tank
Engine” vehicle. Greg Drayton was also present,lmdiwalked away from
an area near the walkway between Tanks 101 angu$0grior to the
explosion. Other office staff may also have beas@nt in the administration
area on the other side of the building. Apart fi@imOrgo, there is no
evidence that anyone else present at the winerydaiag anything that could

have constituted a source of ignition.

Mr Drayton’s body was found close to the fdtkiiuck, but the available

evidence suggests that he was probably not opgratit the time of the

14



40.

4].

42.

explosion. Mr Rikard-Bell last saw Mr Drayton wailg just ahead of him in

the direction of Tank 104 moments before the explos

Second, there can be no doubt that the firepniasarily caused by an

explosion and the ignition of a flammable liquicig'is apparent from:

The low-level fire damage which is characterisfi@adiquid fire;

The lack of any other obvious fuel load capableafsing such an

explosion;

Greg Drayton’s observation that the floor had labkke it was on fire;
The pattern of burning across the car park;

The pattern of burning from the drains;

The observation of Mr Damien Giriffith of liquid ming in the gutter

alongside the road;

Ms Robyn Drayton’s observation that liquid in thetgr was clear but
thicker than water, which is consistent with Mr &i#-Bell’s description
of the consistency of SVR,;

The observation by fire-fighters that the cont@it$ank 104 were on fire

when they arrived; and

The dark smoke indicative of a form of chemicag fir

Third, at the time of the explosion, Tank 104tained about 9000 litres of
SVR. Mr Rikard-Bell gave evidence that after th®®Qtres of SVR were
delivered on 9 January 2008 and pumped into Tadkd® SVR had been

used before the explosion occurred. In my vieug &lso unlikely that Tank

104 was leaking fluid shortly before the explosion.

A fire and explosion investigator, Mr Anthongf€, noted in his report of 19

March 2010 that the bottom valve on Tank 104 wasophen he inspected it,

suggesting to him that there may have been a IBakRikard-Bell, however,

15



gave persuasive evidence that if Tank 104 hadtmagalve open prior to the
explosion it is unlikely that that would have gamoticed because liquid

would have been spurting from the valve.

43. Detective Peter Muscio, the crime scene ingagir, considered Mr Cafe’s
report and re-examined the valves carefully dutimginquest. His
conclusions were that the valves had been forced.dfle gave evidence that
the levers could not have been forced open asfdrey had gone by ordinary
human strength alone. He therefore consideredlibedbrce of the explosion
was the most likely reason for the valves havingnberised open. While it is
possible that the valves were accidentally bumpezhdoy, for example, a
passing forklift truck colliding with them, that @& hypothesis without any

evidentiary support.

44, Fourth, there can no serious doubt that Tadkwl&s the point of origin of the

explosion. A number of observations support thatctgsion:

The damage to Tank 104 was catastrophic and oldyiouse serious

than the damage to other tanks;
* The roof of the shed was blown off above Tank 104;

* Tank 104 clearly pushed into T103 which was theocked off its

concrete base and pushed across the passage bdtideand T102;

* The pattern of fire and explosion damage is coasisvith Tank 104

being the source of the explosion;

» Itis also consistent with the observation of Mifféh of a cloud of grey

smoke pouring out the top of the winery productioea; and

* The location of the bodies was consistent withifast and fire emanating
from Tank 104.

45. Fifth, Mr Orgo had commenced working on Tank 20the time of the

explosion. This conclusion flows from the followiegidence:

16



Tanks 103 and 104 were the only tanks remainirigetbtted with

brackets;

There was probably no cap on the small openingeatdp of Tank 104 at
the time of the explosion. This can be inferredrfrime fact that the screw
thread on the vent was undamaged after the explosiad the cap been
fitted and had it been blown off during the expbosithe thread would
have been destroyed. Mr Rikard-Bell said that thlg oap for Tank 104
was one of the U-type. His evidence was that thaps were taken off
when tanks were empty or when they were beingffillBresumably, the
cap had been removed when the tank was filled #am@ary but, by
oversight, not replaced afterwards. If it was moplace, this may have

suggested to Mr Orgo that the tank was empty;

The observations of Mr Peter Sams of Perfab whoelaalter seen Mr
Orgo working in a wooden-bin box on the tines dbrklift truck at
height;

A forklift truck was found after the explosion ds side adjacent to Tank
104,

The tines of the forklift were in a raised position

Shattered pieces of timber, similar to the timksduin bin-boxes, were

found some distance from Tank 104;

The location in which Mr Orgo’s body was found veasmsistent with a

fall from height;

Welding equipment was found in the area near T&dk ihcluding a

welder, electrical cords, plates, and an argomdli;

The argon gas cylinder was found in the open pmsguggesting that it
had been in use at the time of the explosion;

The fact that the electricity point, from which etiécal cords were

connected to the welder, was in the “on” positiamg

17



46.

47.

48.

* Most conclusively, matching welding tack marks wknend on a piece of
stainless steel plating apparently being usedeking plate for the
bracket and on Tank 104 itself.

Sixth, it is inconceivable that Mr Orgo was asvat the time of the explosion
that Tank 104 contained 9000 litres of SVR. Thered evidence that any
label was put on Tank 104 indicating that it comta SVR, no evidence that
any signage indicating the presence of dangeroodsgio the tank was
displayed, and no evidence that Edgar Orgo had todeiry anyone at the
winery that SVR was contained in that tank. Indeled,evidence establishes
also that it is unlikely that Greg and John Draytmre aware that SVR was
stored in Tank 104 at the time of the explosiothalgh both were probably
generally aware that SVR would have been storecsdrare within the
winery at that time.

In my view, Trevor Drayton probably knew whére SVR was stored. Mr
Rikard- Bell gave evidence that Trevor Drayton \gaserally aware of the
contents of all tanks and the location of SVR wasarty indicated on the
whiteboard in the laboratory. Both Trevor Draytord aMr Rikard-Bell
discussed wine production daily and made planstlmage of various juices
and wines. The new vintage was about to be brangird tanks allocated.
Given the small size of the wine production staffd his reputation as a
“hands-on” winemaker, Mr Drayton would very likdiave taken a close
interest in the progress of the cooling systemtaredreparation and
allocation of tanks. He would also, presumablyehaad concerns about the
possibility of spoilage if welding took place omka containing wine or other
fluids.

Why Mr Orgo was not informed of the content3ahk 104 either by Trevor
Drayton or Mr Rikard-Bell remains something of agtgyy. The answer may
be simply that both men were very busy planning@ganising for the new

vintage. They had many things on their miAdSreg Drayton was dealing

2 According to some psychological studies, humandgetan keep a maximum of four things “in
mind” at any given time. See for example, Moskaw@ “Mind’s Limit Found: Four Things at Once”
Live Scienc@7 April 2008http://www.livescience.com/2493-mind-limit-4.htwiewed 3 July 2011.
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with the cooling system but did not have respotisidor the contents of the
tanks. They probably simply forgot to speak to®go or were so
preoccupied with other issues that they did notrpagh attention to what he

was doing.

Seventh, while a number of people were awavilders were present at
the winery at the time, and some people, such @gofrand Greg Drayton and
William Rikard-Bell, were aware of the general matof the work that was
being conducted, no-one at the winery, with thesfixds exception of Trevor
Drayton and Greg Drayton, was aware of preciselicivtank Mr Orgo
proposed to work on at any particular time or @f pinecise nature of that

work.

Greg Drayton’s evidence was that, whilst h@éeIMr Orgo out if requested
to do so, he was not supervising Mr Orgo’s workt @fgo did not need
instruction in how to weld or how to fix a bracketa tank. It is likely that
Trevor Drayton, Greg Drayton and William Rikard-B&mply let him get on
with what he was doing. Someone in the shed mawedbrklift for him.
That may have been Trevor Drayton. But, even i@rérayton was
generally aware of the fact that SVR had been glau® Tank 104, he may
have temporarily forgotten this due to the lackaditionary signage on the
tank. This could explain the lack of a warningrgegiven to Mr Orgo.

Eighth, people working at the winery were vesllare that it is a bad idea to
weld on a tank containing liquid. Insofar as tlag@ypear to have thought about
this issue, however, the evidence suggests thattbee more concerned with
preventing spoilage of wine or possibly with thetfdnat welding may be
ineffective on a tank full of fluid (which coolseéhmetal being welded to
below the optimal temperature) than with a specifik of fire or explosion.
The reality is that Mr Rikard-Bell simply did natrt his mind to the risk the
SVR posed although he was aware at the time the \838delivered that
spillage of SVR could be ignited by reason of tredding operations.

Ninth, no specific procedures designed to preignition of SVR were

adopted at the winery. It seems that some disaus$iad probably taken
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55.

place some years earlier about the risk of SVRgsialen and the need to
ensure its security, but the focus of those disonssvas more probably on
excise compliance issues than on fire or explodioany event, there were no
special tanks for SVR nor a designated secure @heae was also no OH&S

manual in use at the winery at the time of the esiph.

Tenth, Perfab had implemented procedures twatld, in theory, have
required Mr Orgo and Mr Lahz to make themselvesifanwith the content
of all tanks on which they were working, but whiahpractice were not
implemented in that manner. In particular, evidewes given that hot work
permits were not completed unless required by pleeiic occupant of the
premises at which work was being conducted. Praesdo assess the risks
associated with welding in the vicinity of flammabiquids were not
implemented in such a manner as to ensure thabadeatkassessment of the

contents of tanks was made.

This appears to have been a reversal of bastige. The point of a hot work
permit is to ensure that hot work, such as weldvag, be conducted safely. It
will usually be the welders who are in the bestifpms to assess risk, not the
occupants of the site at which the work is to beed@ho may have no
expertise in welding work or the associated risRsrfab’s reliance on its
clients to raise the issue of hot work permits appéo me to be contrary to

common sense.

Regardless of whether a hot work permit shbalk been issued, the site risk
assessment conducted by Mr Orgo and Mr Lahz seehmeve been conducted
in a manner which spoke of self-confidence devaldpeough many years of
incident-free work. Unfortunately, it appears ttte assessment carried out
was based upon visible signage and exterior visgakction of whatever
could be seen in the shed by the two welders. Toayot appear to have
interrogated winery staff or to have made otheepwhdent inquiries
concerning the state of the tanks or their contefte winery also does not
appear to have volunteered critical informationagning the tanks. The

approach taken seems to have been that the chieglbsin effect, routine
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paperwork to be completed before getting down tatvitney were interested

in: fixing the dimple plates to the tanks.

There is no evidence that tanks were actualiytied or purged before being
worked on by Mr Orgo and Mr Lahz. Mr Rikard-Bellvgaevidence that
whilst tanks were filled and emptied during thisipé, this was not with a
view to emptying them for welding work. In any etghis clear that at least

Tanks 103 and 104 were not empty and clean as ddrifary 2008.

While | think it more likely than not that disssions about emptying tanks had
taken place during the October negotiations, aatigbme general assurances
were given, these preceded the work on the dimplegpand took place

before work on the brackets was envisaged. Téendéial point, however, is
that Mr Orgo was not informed that Tank 104 coradiSVR, there was no

obvious signage and that he did not conduct his cvetcks on the tank.

Eleventh, it is very unlikely that anyone wawoging in the vicinity of Tank
104 at the time of the explosion. Mr Rikard-Bellsa@dear in his evidence that
he would have noticed this and been angry if thd Ibeen the case. There is
no other evidence to indicate that anyone was amgaki the vicinity of Tank
104 shortly before the explosion. Mr Orgo was alsen, but it seems
unlikely that he would have been smoking while agtohg welding
operations and no one suggests seeing him do $®thé&f or not someone
was smoking could only be relevant to understanthegcause of the
explosion if there was cogent evidence of a leaknfthe tank or that ethanol
vapours emanating from the tank remained in a@afftly concentrated form
to flashback into the tank once ignited by a cigargp or cigarette lighter.
For reasons | will come to, these possibilitiesrateh less likely than the

hypothesis that a hot mark on the tank causeddpeuws in the tank to ignite.

Twelfth, at the time of the explosion the comgeof Tank 104 were not widely
known at the winery. John Drayton drove to getefiuck from the RFS
shed but took no steps to get materials for chdrfires. Had he known that
ethanol was on fire he would undoubtedly have qupdghe truck with

suitable fire-fighting equipment and supplies. Heswot able to tell fire-
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fighters what Tank 104 contained for some time. [g¢lthere is some
conflicting evidence about how he came to be ablonhfirm to Inspector
Brett Crotty that Tank 104 contained ethanol, gv&dent that it was only after
this was suggested to him that he was able totgateconfirmation. He was,
of course, aware that SVR was being delivereddontimery as he had had a
conversation with Hardy’s, the manufacturers of R, about the delivery
possibly being delayed. If anyone at the winergrafsom the casualties, had
been aware that it was SVR that had exploded, ¢ navreason to doubt that

the fire brigades would have been immediately imied.

Thirteenth, it appears to me that the evideatisfactorily enables me
to identify the cause of the explosion and firetlom balance of
probabilities. A number of hypotheses have beegestgd. Most are
entirely speculative and based on theoretical pdggirather than on
cogent evidence. As Mr Cabhill, counsel for the Woonker Authority,
submitted Occam’s Razdrought be applied to the facts of the case:
the simplest explanation that covers all the fectgenerally to be

preferred.

For reasons given above, it is highly unlikiblgt ignition was caused by
smoking in the shed. There is no evidence of #eessary combination of a
smoker lighting up and a leak or a pooling of aplesive concentration of

vapours close enough to Tank 104 to have igniteattimtents of the tank.

One hypothesis floated speculatively shortlgrahe explosion was that an
LPG cylinder from a forklift truck may have beerettoot cause of the
explosion. This possibility was raised shortly aftee explosion by Greg
Drayton who was trying to think of possible causgethe fire. It does not have
any support from experts who investigated the fitee theory can be
discounted because, although a damaged LPG cyhvaefound after the
explosion, the pattern of damage to it is constsieth it exploding as a result
of heat being applied to it from outside, expandimggases contained within

it. There is no evidence that the gas bottle \aatty.

® Pluralitas non est ponenda sine necessit4péurality should not be posited without necegsit
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None of the other tanks suffered the catasicajdimage occasioned to Tank
104 and the pattern of damage to tanks and thraudhe shed demonstrates
that the blast effects spread from the directiomaik 104. Some of the

contents of Tank 103 may have exploded but, iflse,would have been as a

result of the primary explosion in Tank 104.

It seems very unlikely that ethanol was leakmogn that tank’s valves prior to
the fire. This suggestion can be excluded by MaRikBell's evidence that
any leak would have been highly visible as the gresin the tank would
cause a leak to spurt like a jet. Fluid would hpwared across the floor
towards the drains. No one saw such a thing. Aypethesis also requires
the implausible coincidence of a leak occurringlaiut the time Mr Orgo
applied a welding mark to a tank containing an esiple concentration of
ethanol vapours and being ignited by an unidestifieurce and flashing back

into the tank.

An even less convincing hypothesis raised dutie evidence was some form
of remote ignition of concentrated vapours. In mary, the suggestion
postulates that vapours may have oozed from theinem explosive
concentration, settled due to gravity without baiiigted due to dispersal by
air currents, sunk into the drains running outhef $hed under the car-park or
elsewhere into the vineyard and been ignited astartce by, for example, a

discarded cigarette butt.

While hypothetically possible, this theory @arty remain conjecture. It
requires the sudden clustering of a combinaticfactors. Common sense
suggests that air currents in the shed would almusiediately have begun to
disperse the explosive concentration of emergimpues. The temperature in
the shed was about 19 or°2ZD. Common sense also suggests that such a
temperature, in itself, would be sufficient to cag®me expansion, and
therefore dispersal, of the vapours as they emdrgedthe vent. The
diffusion of vapours would continue as they settadards the floor from a
height of over four metres. Mr David Pearson, amwkeand fire and
explosion expert, gave evidence that the vapourddvmost likely have
reduced below the explosive concentration withiowla metre of leaving the
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71.

vent. Most critically of all, the theory also catmxplain the coincidence of
Mr Orgo working on the tank with his welder at abthe time of the

explosion.

There is also no evidence of some sort of etatfault sparking a flashback

of vapours or spilled ethanol.

There are, in my view, only two realistic thesrof the cause of the
explosion. First, the initial arc struck by Mr Orgao the side of the tank for a
tack weld to hold a backing plate in place may heaugsed a spot on the
inside of Tank 104 to reach a temperature of soimgih excess of 760C,
even if care was taken to adopt a welding methodhwminimises the size of
the tack! This would have taken place within half to oneoset This is well
above the spontaneous ignition temperature fomethapour which is about
363 C2 Itis likely also that the mark on the tank renesirat about this
temperature for a number of seconds, althoughrbege length of time

cannot be stated.

The evidence establishes that there would baga ethanol vapour in the
18,000 litre headspace of the tank concentratedegudlised within the
explosive range at the time if the ambient tempeeatvas within 1©and 38

C. The temperature at Pokolbin that day was wehiwithat range, being
about 19 or 20’ C that morning. The expert evidence establishaisthe tank
should, even if it had had an open cap at theltepreated in all material
respects as if it were a closed vessel, notwitlstgthat some ethanol would

be emitted from the top opening whilst the temperabf the day was rising.

Ethanol vapour within the explosive range vwgilite as a matter of certainty
or overwhelming likelihood if brought into contagith a welding mark of
700 C or more. The evidence is that the propagatidir@fvithin Tank 104

would have taken a matter of seconds.

The evidence that Mr Orgo was in the proceserdfiad just completed,

welding one corner of a plate to Tank 104 is ovexlming. Some evidence

* There is some evidence suggesting that the spid bave been as hot as about 7000
® Other figures for this can be found but none edct@d C.
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was given that Mr Orgo may have been using a spexwifyled welding
technique to minimise the heat transfer to thé&.tarhis would have led to

the welding mark on the tank being of a lower terapee than it would have
been if another technique was used. NevertheMsstever technique he was
using, the temperature of the welding mark on émé tvould have been some
hundreds of degrees in excess of the ignition teatpes of ethanol. Thus the
issue of welding technique does not lead to arfemiht conclusion as regards
causation of the explosion.

The one question this hypothesis does notedyixplain is that, according to
expert welding evidence given, it may have takemis@ seconds for Mr Orgo
to complete the tack weld evident on Tank 104 &edoacking plate found
nearby. If so, and a hot spot was created omtieeior of the tank within a
second, why did the vapours not explode immediatélyre answer seems to
be that, due to various factors, there may be mewtwf the vapours within a
tank so that there may have been a short delayeébtife vapours in the
headspace of Tank 104 fully ignited resulting ie teéxplosion of the tank.

The only realistic alternative theory as to¢hase of the explosion is that,
assuming that there was no cap on Tank 104, etfiamels from inside Tank
104 may have escaped through the top vent andigeied by Mr Orgo’s hot
welder or the welding mark underway on the extesfdiank. According to Dr
Daniel Massey, although ethanol vapours are he#vaer air, when the
vapours in the headspace of the tank reach abtwrtan point, or the
vapours warm up and expand as the day warms, &ssyme in the tank
increases, forcing some of the vapour out the véhat vapour would then
descend gradually to ground level if not dispetsgdir or wind currents
circulating within the shed. Mr Orgo was workingan the top of the tank
from a box on forklift tines. It is possible thaircentrated vapours sank a
short distance from the vent to the point at whielwas working and flashed

back into the tank.

This theory is less likely to explain the exgatm than the first theory
discussed. Mr Lahz gave evidence that TIG weldensal generally produce
sparks. The vapours emerging from the vent woalemeeded to stay within
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the explosive range of concentration to the poimére the weld was occurring
for flashback to occur. The vent did not diregbears in any particular
direction but allowed them to disperse in any dicecaccording to the air
currents flowing around the top of the shed as #ragrged. Once again, it
would be an extraordinary coincidence for the ftestk to have occurred at
almost the same time as the hot welding mark omntieeior of the tank was

developing in close proximity to an explosive mretwf ethanol and air.

The most likely cause of the explosion thereferthat the heat of the welding
mark created by Mr Orgo on Tank 104 ignited theowap within the tank
which then exploded. That initial explosion causedondary explosions
within the shed. The LPG cylinder blew up and ¢hmiay have been an
explosion in Tank 103 and in other tanks.

Finally, the medical evidence establishes thesigal causes of the deaths of
Mr Drayton and Mr Orgo. Mr Drayton died as a résiiblast injuries and
incineration. Mr Orgo suffered multiple injuriesresistent with a fall from
height

What factors combined to cause the accident?

77.

78.

The “Swiss Cheese” model of accident causasiaomodel used in the risk
analysis and risk management of human systemkeitd human systems to
multiple slices of swiss cheese, stacked togetide, by side. It was originally
propounded by British psychologist Professor JaResson in 1990 and has
since gained widespread acceptance and use imteaf the aviation safety
industry and emergency service organizations.dormeetimes called the

“cumulative act” effect.

The holes in the cheese slices represent thdiviweaknesses in individual
parts of the system, and are continually varyingia@ and position in all
slices. The system as a whole produces failures\ahef the holes in each

of the slices momentarily align, permitting (in Rea's words) “a trajectory of
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accident opportunity” to develop so that a hazaskps through all of the
holes in all of the defences, leading to a failuf®ee Figs 1 and 2 below)

Fig 1. The defence layers work: holes do not lipe

Fig 2. The holes line up: trajectory of accidepportunity’

79. In my view, the model is useful for an underdiag of how the explosion at
the Draytons Winery occurred.

® http://patientsafetyed.duhs.duke.edu/module_esswiteese.html
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There were a number of layers of defence harillpeant to be built, into the
winery’s and Perfab’s systems to prevent accidiékgghis one. These
included the emptying, cleaning and purging of saok which welding was to
be done; the placing of warning signs on tanksstparating of welding
operations from ethanol; the segregating of ethtamds from other tanks; the
conducting of the JSA by welders; the testing eftdmks by welders or others
to check that tanks to be worked on were emptyrbed@lding; and the use of
Perfab’s hot work permit system.

But the successive lines of defence were pateetidue to a combination of
latent conditions and active failures. Latent gbods are “resident
pathogens” or hidden faults in the system, whiekeairom factors such as
organisational culture, management decisions, ¢ése&yd of procedures, or
deficiencies in training. These resident pathogeaslescribed by Professor
Reason as having two forms of adverse effect; tingly can translate into
error provoking conditions and, second, they caater weaknesses in the
organisation’s defences which may lie dormant withie system, until, when
combined with active failures, they contributehie bccurrence of an incident

or accident.

Active failures are the mistakes or procedaraidrs or slip-ups that constitute
unsafe acts on the parts of human operators cfytstem or parts of the

system.

In this case, a number of latent conditionslileg themselves to human error
and creating weakness in defences can be identifdong them are the
facts that ethanol was stored in the wine prodadcii®a; that it was stored in a
general usage tank rather than in a special puaogadentified as such; that
cautionary signs were not displayed on the tardg; there was no special
briefing by winery staff of the welders concernthg contents of the tanks

and so on.

" Reason, J “Human error: models and managemen®0j&ritish Medical JournaB20: 768-770 at

p769.
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In my view, two of the most critical latent dimons inherent in this
environment were, first, a mind-set on the pathefwelders and Draytons
that the JSA safety checks and OH&S manuals wdgeaoform of routine
paperwork, and, second, an unwarranted confiddratéoecause nothing had
gone catastrophically wrong in the past, nothingpesing at the time was

likely to.

An emphasis on compliance and regulation atgafan, paradoxically,
reduce safety. In my view, it is likely that theaytons OHS manual was seen
by the winery as a form of regulatory homework eattihan as a tool for

improving the actual safety of staff and otherthatwinery.

Similarly, the JSA safety check was a “tick-theex” checklist to be completed
by welders before they got on with what they regdrds the real work.
Insufficient connection appears to have been makerdy Draytons
management or by the Perfab welders between sadatpliance procedures

and safety itself.

In short, compliance (insofar as that wenf)e@athan mindfulness of risk
itself seems to have been uppermost in the mintisoske operating and
working in the winery around the ethanol. In Draygocase, not much thought
appears to have been given directly even to comgeia The reason for this is
probably that past experience had suggested thi Was little or no actual

risk.

It is against this background that Counsel #is8j accurately identified a

number of factors contributing to the explosion:

* That Mr Orgo and Mr Lahz did not know what the @mnis of Tank 104

were;

* That there was nothing to suggest to Mr Orgo and_dz that Tank 104
contained a highly flammable substance, ethanol;

* That no-one at either the winery or at Perfab tdrheir minds to the risk

of welding in the vicinity of stored ethanol; and
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* That there was a communication gap within the wirgerto the contents
of Tank 104.

What can be learned from this incident?

89.

90.

91.

92.

93.

Accidents are “normal” in complex systems. Timre complex the system,
and the more inter-related the components of teeesyand processes within
the system, the greater the potential for mistakdailures to cause

problems’

Wine production, because it combines a numbigrgoedients and processes,
some of which are potentially dangerous, and becauwsquires a number of
persons to be involved exercising different slait&l knowledge and using a

number of technologies, is a fairly complex system.

Complex systems require defence mechanismis,asucross-checks and
checklists, to be built into them. Insofar as tipgbcesses can be simplified
and made linear (ie, one step following anothdreathan taking place
simultaneously), safety can be increased. By riedube number of
potentially dangerous points of interaction betweemponents or processes,
the risk of failure or accident can also be reduced

It is obvious in hindsight that to reduce tlosgbility of catastrophic
interaction between components and processes initieeproduction system,
bulk SVR and other very hazardous substances daggsiiored separately
from other components of the system.

It is equally obvious in hindsight that safehecklists and procedures are
relatively ineffectual as defence mechanisms if e regarded as mere
paperwork rather than as tools to increase satgigaousness and
mindfulness. Much reliance is placed on checklistsomplex system$.

8 See generally ReasontHiiman ErrorCambridge University Press, NY, 1990 pp 176-178rd%e N
Normal Accidents: Living with High-risk Technologgasic Books, NY, 1984,
° See, for example, Gawande;TAe Checklist Manifesterofile Books, London, 2010.
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Checklists work by reminding users of the stepy thast take and their

correct sequence in complex operations.

94. Checklists, however, are not an end in theresedwid are not universal
panaceas for human error. A recent trend to intecthecklists in surgery
and other medical practices has caused some tal socautionary note. For
example, a group of physicians who brought abouaigked reduction in
hospital infections in the United States while gsinchecklist emphasised that
it was not the checklist itself that brought abihet change but a reformation

of clinical culture in the hospital:

The mistake of the “simple checklist” story is in the assumption that a
technical solution (checklists) can solve an adaptive (sociocultural) problem.
To improve safety, health care needs to get the technical and adaptive work
right. Without attention to adaptive work, checklists would probably suffer the
same fate as guidelines—often left unused, even when very robust.
Summarising evidence is a necessary but not sufficient step for translating
evidence into practice. Evidence summaries need to be combined with an
understanding of, and a strategy for, mitigating the technical and
social/political and psychological (even emotional) barriers to using the
evidence, and with feedback about performance. Emphasising checklists as
the explanatory mechanism for the reduction in catheter-related infections
obscures the complex labour necessary to create a collective local faith in
checklists.™

95. If checklists are to be used effectively, thegd to be well-designed.
Professor Atul Gawande observes in his bddte Checklist Manifestb

There are good checklists and bad... bad checklists are vague and
imprecise. They are too long; they are hard to use, and they are
impractical. They are made by desk jockeys with no awareness of
the situations in which they are to be deployed. They treat the people
using the tools as dumb and try to spell out every single step. They
turn people’s brains off rather than turn them on.

Good checklists, on the other hand, are precise. They are efficient, to
the point and easy to use even in the most difficult situations. They
do not try to spell out everything — a checklist cannot fly a plane.
Instead they provide reminders of only the most critical and important
steps — the ones that even the highly skilled professionals could
miss. Good checklists are, above all, practical.

96. The JSA checklist used by Perfab in Januarg 2@0my view, may well have
suffered from being overly complex and trying telput too much. If so, its

effect may have been to “turn brains off rathenthan them on”. Regardless

19Bosk, CL; Dixon-Woods, M; Goeschel,CA; Pronovdxl, “Reality Check for Checklistdhe
LancetVol 374, 8 August 2009, 444-445 at 444.
1 Gawande (2010) at p.120.
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of how good or otherwise a checklist may be, sajekwplaces and safe
industrial operations require more than a compkamentality regarding
matters of OH&S. There needs to be a mindfulnesskifand a practical
approach to the assessment of risk.

Firms like Perfab need to ensure that its eggae engage actively in a
process of risk assessment prior to undertakingvook, and actively identify
those matters which may be a risk in a hot workneprior to undertaking
welding work. This case teaches us that thereldhmino assumptions made

as to the safety of vessels.

This case also suggests that the wine industiypckets of it, may need to
raise its level of awareness of the risks assatiatth dangerous products in

use in wine production and of methods to minimisk once identified.

Finally, the WorkCover Authority requires usefdarge quantities of
dangerous goods to notify it. That system is adgme. The notification

form itself sets out various procedures and requerrds for the safe storage of
dangerous goods. If consignees of dangerous gimdst notify WorkCover,
however, due to ignorance of the need to do sg, ey never take the
appropriate safety measures, let alone comply thighrelevant regulations.
How then are the notification requirements to bmulght to the notice of those
who store large quantities of dangerous goodshaiquestion | will turn in

the next section.

Should anything more be done?

100.

In my view, WorkCover should consider devehgpa simple and practical
method of bringing the notification system to tlieiation of consignees of
dangerous goods whenever such goods are delivegdhntities triggering
the requirement to notify. It is not the provirafecoroners, who lack the
requisite expertise, to prescribe or design thénotet One meritorious

suggestion made by Counsel Assisting was that g&ans Goods stamp
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referring to the requirement to notify WorkCoveutmbbe placed on

consignment notes as an alert. There may be oidgs.

Second, WorkCover has adopted a generalypafipromoting safety culture
within various industries by establishing and wagkwith industry groups to
plan ways of highlighting safety issues. | undamstthat the explosion at
Draytons prompted serious thinking within the wpreduction industry about
safety and safe storage and usage of ethanol hedadangerous goods.
Following this incident, the WorkCover Authorityrmducted a safety
education drive in the wine production industryisTinquest provides another
opportunity for the industry and WorkCover to resioier any outstanding
issues and to reinforce the lessons learned. ifitpgest may also suggest the
utility of reviewing the safety of practices in theetal fabrication industry,

particularly where hot work takes place off sitetanks.

For reasons given below, | do not think itessary to make any direct

recommendations in respect of either Draytons diaBe

In conclusion

103.

104.

105.

The purpose of this inquest has not beenetatiig guilty parties and to
heap blame on them. Rather it has been to pingoéntoot causes of this
disaster and to learn the hard lessons it hastihtes. Due to the diligence
of the investigators, especially Detectives Gregdithe and Peter Muscio
and Inspector Paul Wade, as well as the adviceaige of experts, |
believe that the facts have been established. &ftemitter experience, it is
evident that Perfab and Draytons have both undemtakrious soul-

searching about their safety cultures.

As robust as their checklists and OH&S guisimay now be, it is their
mindfulness of the potential risks that will ke@pit staffs safe in future.

Perfab has comprehensively addressed sasetysidy undertaking various

measures including a complete audit of its OH&S agament system,
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retraining of staff and management in risk assessmegrading of
procedures and a reassessment of their clientmlyitaccepts work from
large clients with rigorous safety standards.ak hlso reviewed its
approach to the JSA procedure in an effort to ntakechecklist more
suitable for its purpose. Perfab managers aretasked to conduct careful
assessments of each work project Perfab undertegpescially those at
other sites. In conjunction with an independesining consultant it has
developed training for welders workiog as well as in enclosed spaces. It
has formed close ties with training organisatioms worked to extend the

benefits of its experience throughout the metali¢altion industry.

Following the accident, Draytons also engage®H&S consultant to
complete and implement the draft OH&S manual. #&tyacommittee for
staff was established. The wine production arealargely rebuilt to

include safety storage facilities and other saifefiyastructure. Staff training
has been improved and an emphasis has been placgentification of
safety issues. Finally, and most significantlysievident that both
companies are very mindful of risk and are engagedttive and continuous

development of a safety culture.

These proceedings must have been very pdéorfidrs Orgo and the
Drayton family who have borne their losses withag@ignity and stoicism
throughout. It would be a foolish coroner who prass that an inquest can
bring closure to the families of the men who hamldn this debacle. 1
hope, however, that they may be able to find soreasure of comfort in
knowing that their losses are shared by the widerraunity and that the
community has a common interest with them in segtarprevent such

tragedies recurring.
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Findings under s 81 Coroners Act 2009

108. | find that Trevor Drayton died on 17 Janu2098 at Pokolbin, NSW as a
result of blast injuries and burns suffered in gpl@sion in the wine

production area of Draytons’ Winery.

109. | find that Edgar Orgo died on 17 January 280Bokolbin, NSW as a result
of multiple injuries suffered in an explosion irettvine production area of

Draytons’ Winery.

110. Ifind that the explosion at Draytons’ WinePgkolbin, NSW on 17 January
2008 originated in Tank 104 situated in the winedpiction area of the winery
and was caused by ethanol vapours igniting whetedeturing welding

operations.

Recommendations under s 82 Coroners Act 2009

1. Irecommend that the WorkCover Authority of N®dhsider developing a
simple and practical method of bringing the Noé&fion of Dangerous Goods

requirement to the attention of consignees of DemgeGoods.

2. | recommend that the WorkCover Authority of N®@hsider conducting a
one-off publicity campaign within the wine industgminding wineries of the
risks associated with the storage and use of eth@oasideration of a similar

campaign in the metal fabrication industry is alscommended.

Magistrate Hugh Dillon
Deputy State Coroner
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