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Acronyms
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Australasian Inter-Service Incident Management System
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DET

Department of Education and Training
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Department of Health and Human Services
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Emergency Management Commissioner
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Emergency Management Joint Public Information Committee
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Environment Protection Authority Victoria

ESTA

Emergency Services Telecommunications Authority
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Incident Control Centre
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Inspector-General for Emergency Management
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Incident Emergency Management Team
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Incident Joint Public Information Committee

IMT
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Joint Standard Operating Procedure
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Municipal Emergency Management Plan

MEMPC

Municipal Emergency Management Planning Committee
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Metropolitan Fire and Emergency Services Board

MoA

Memorandum of Agreement

PIO

Public Information Officer

PPE

Personal Protective Equipment

RCC

Regional Control Centre

REMT

Regional Emergency Management Team

RPAS

Remote Piloted Aircraft Systems
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SCC

State Control Centre

SSCC

State Strategic Communications Cell

SCoT

State Coordination Team

SCT

State Control Team

SRC

State Response Controller

ToR

Terms of Reference

VicPol

Victoria Police

VICSES

Victoria State Emergency Service

Executive summary

In October 2018 the then Minister for Emergency Services (the minister) requested that the Inspector-General for
Emergency Management (IGEM) provide advice on the West Footscray industrial fire (the fire) that started on
30 August 2018.
The minister asked for advice on the effectiveness of:


high-risk site identification, planning and preparedness



roles and responsibilities of response agencies and support agencies



community information and warnings, including the use of Emergency Alert.

To provide the advice, IGEM examined the debrief reports and other associated information from the incident and
interviewed representatives from the many organisations involved in the site's inspection and regulation, and the
incident response.
IGEM prepared this advice from 29 January 2019 to 1 May 2019.
The West Footscray industrial fire
On 30 August 2018, the Metropolitan Fire and Emergency Services Board (MFB) responded to reports of a
warehouse fire at 420 Somerville Road in the industrial suburb of Tottenham. As first responders, MFB quickly
recognised the large number of resources required to attack the fire and led what became the most significant
structural fire response since the 1991 Coode Island fire.
The fire - commonly referred to as the West Footscray industrial fire - produced a plume of black smoke and strong
chemical odour that moved in a southerly direction above suburbs in the Maribyrnong, Hobsons Bay and Wyndham
City local government areas.
Response personnel determined that the warehouse contained a large amount of chemicals that were not identified
to regulators, local council or emergency services.
While the fire was contained on the day of ignition, response and support organisations remained on site until 14
September 2018 to control hot spots and commence the clean-up operations at the site and adjacent public spaces
contaminated by firefighting water run-off.
At the time of preparing this report, clean-up at the site was ongoing and recovery programs for Stony Creek and the
local environment will continue for some time at a significant cost to the Victorian government and community.
High-risk site identification, preparedness and planning
The West Footscray site had been subject to multiple inspections, which had increased in frequency in the months
leading up to the fire. The Environment Protection Authority Victoria (EPA), WorkSafe, Maribyrnong City Council and
the MFB had been visiting the site and engaging with the previous occupier and owner.
The regulators and emergency services were not aware of the quantity of chemicals stored onsite as there had not
been any notification of their presence. The safety measures associated with the storage and use of dangerous
goods were also not appropriate for the quantity and types of chemicals stored in the warehouse.
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IGEM found that despite prior inspections by a number of agencies, there was no identification of the dangerous
goods stored on site and therefore no planning or preparedness measures were implemented to reduce the risk of
fire.
Roles and responsibilities of control agency and support agencies
Under the state's emergency management arrangements, MFB was the control agency, and led the response in
decision-making and implementation of actions to ensure the fire was contained and extinguished in a timely
manner.
The incident response also involved support agencies including:


Ambulance Victoria



Aviation Rescue Fire Fighting Service



City West Water



Country Fire Authority



Department of Environment, Land, Water and Planning



Department of Health and Human Services



Emergency Management Victoria



EPA



Melbourne Water



Victoria Police



Victoria State Emergency Service



WorkSafe.

Maribyrnong City Council, Hobsons Bay City Council and other local councils were also involved, particularly in
engaging with the community throughout the incident.
This fire was a significant event involving unknown and unregulated dangerous goods. The presence of the
dangerous goods at the site created a fire that was unexpectedly complex. As such, the control agency needed to
rapidly adjust their suppression strategy and broader control arrangements as the incident progressed and
situational awareness of the warehouse contents increased.
The control agency minimised water run-off from the site as much as possible through the application of efficient
response strategies and the significant contributions of support agencies that at times exceeded their established
day to day roles and responsibilities.
Favourable weather and environmental conditions kept the smoke plume from descending over the community.
The Incident Controller incorporated weather information into incident action plans. However, a number of support
agencies expressed concern that the response to the broader impacts and consequences of the incident, and the
communications strategy, deviated from established arrangements and did not adequately consider the
consequences of potential changes in the weather. IGEM found that this caused some level of confusion and
frustration among support agencies and between the different tiers of control, most notably between incident and
state.
The Regional Controller was engaged at 8.30am on 30 August 2018 and the establishment of the co-located
Incident and Regional Control Centres at Burnley occurred later that morning at approximately 10.30am. The
incident was not formally or decisively escalated to the state tier, and as a result state-level support functions were
not activated in line with established arrangements.

10

This also resulted in control and coordination teams at different tiers making some decisions related to the impacts
and consequences of the incident with incomplete information. Further, these decisions were not always
communicated to all agencies across the incident tiers in accordance with existing arrangements.
IGEM observes a number of issues with role clarity and expectations, particularly with control arrangements, air
monitoring and communications. At times, the control agency expected support agencies to respond in timeframes
and perform duties that exceeded their organisational capacity and capability, and that did not align with existing
emergency management doctrine.
IGEM found that there were some delays and inconsistencies with the communication of the incident by the control
agency to support agencies. Support agencies ultimately received notification and incident information through
various mechanisms, however this was not provided in a consistent way by the control agency. There are
opportunities to re-affirm and strengthen communication protocols to ensure early and consistent notification to
support agencies by the control agency.
The control agency considered the consequences of several fire suppression techniques and appointed a deputy
Incident Controller to manage water run-off. This ensured that the water run-off was considered early and actions
were taken to minimise the impacts to Stony Creek and the nearby public land.
The control agency also considered a number of impacts including smoke, businesses and transport in their
consequence management plan.
However, IGEM found that there was a lack of oversight of the broader consequences of the incident including
consideration of the significant public interest in the fire given its location and intensity. It is IGEM's view that
activation of the consequence management capabilities existing at the state tier would have strengthened the
broader consequence management approach to the incident.
Ambulance Victoria provided health monitoring from the first day of the incident until 6 September 2018 and reported
that uptake of the service increased throughout the incident.
IGEM found that support agencies did not adhere to all safety measures due to a lack of awareness of the briefing
procedures required before entering the site. Support agencies also reported they do not have access to sufficient
supplies of personal protective equipment for prolonged incidents involving hazardous materials.
Community information and warnings
IGEM found that there was significant community concern about the visual aspects of the smoke plume and the
chemical odour emanating from the fire.
The provision of community information and warnings was in accordance with agreed templates and information was
typically consistent throughout the incident, however IGEM found that there was a lack of a communication response
to specifically address the perceptions and growing concerns in the community. State communication functions and
support agencies provided additional information designed to address some of the community concerns, however
this support was not provided in line with agreed arrangements.
IGEM finds that the communications arrangements established did not result in development and implementation of
a comprehensive communications strategy for the incident. This resulted in a disconnect between the information
being provided in community information and warnings, and the communities continuing concerns regarding the
smoke plume and odour in the area.
Based on this incident there is an opportunity to consider strategies to ensure the community have access to
information that addresses their needs and perceptions of safety.
There are multiple state functions which were not formally activated by the control agency for this incident that are
likely to have improved the overall communications strategy if utilised. These relate to communications channels
available to the emergency management sector and the messaging in the information and warnings.
There is scope to ensure communications reflect community concerns and carry accurate and timely content as the
incident progresses. This will maintain community trust in the information provided and better inform their decisionmaking.
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Summary
Agencies involved in the incident conducted internal debriefs and/or attended the multi-agency debrief conducted by
EMV. The debrief forums were an opportunity to make observations and identify areas for improvement that could be
used to inform future practice. IGEM believes that debriefs following significant events are valuable if open and
honest discussion is offered by agencies and encouraged by facilitators. There is scope in Victoria, as evidenced
through this event, to make these forums more valuable and effective.
Since the fire, actions to identify sites storing large quantities of chemical waste have been implemented.
Collaborative investigations by regulators, municipal councils, emergency services and other agencies have
successfully identified a further 12 sites with similar risk profiles. Identification of the sites allows emergency services
and support agencies to develop plans and strategies to mitigate the fire risks and develop site-specific fire response
plans.
Significant work has also been initiated to improve coordination during the response phase. Multiple agencies have
reflected on the incident through debriefing processes and other mechanisms to develop stronger collaborative work
arrangements, particularly relating to incident notifications and roles and responsibilities during incident response.
This is in addition to numerous internal observations and actions identified by some agencies regarding their own
practices.
There were multiple examples of good practice and efficient decision-making by the control agency and support
agencies that resulted in an effective response to the fire, particularly considering the large amount of unregulated
dangerous goods stored on site. The fire was suppressed within one day and there were limited, minor adverse
health outcomes reported by affected communities. Environmental damage to Stony Creek was significant but
contained through timely implementation of environmental recovery strategies.
IGEM finds opportunities to refine and improve elements of the response and communications which, if actioned, will
ensure a more effective response to future incidents. There are multiple opportunities to learn from this incident and
improve the way agencies across the sector prevent, prepare and respond to incidents requiring a multi-agency
approach.
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Observations, findings and recommendations
Observation 1
The Inspector-General for Emergency Management observes that a significant amount of work has been
initiated and escalated to improve identification of high-risk sites storing dangerous goods since the occurrence
of the West Footscray incident.

Observation 2
The Inspector-General for Emergency Management observes that the Emergency Management Manual Victoria
and Joint Standard Operating Procedures were not always applicable to this incident or sufficiently detailed to
provide a consistent framework and clarity regarding the roles and responsibilities of support agencies.

Observation 3
The Inspector-General for Emergency Management observes that support agencies were not fully aware of the
control arrangements which resulted in initial confusion regarding decision-making and communication at the
site.

Observation 4
The Inspector-General for Emergency Management observes incident air monitoring deployment was delayed in
this incident due to a lack of understanding of the roles of all agencies in air monitoring as per Joint Standard
Operating Procedure J03.18.

Observation 5
The Inspector-General for Emergency Management observes that Ambulance Victoria (AV) provided health
monitoring for incident personnel throughout the first eight days of the incident. There was low uptake of health
monitoring services initially, however AV and the control agency collaborated to encourage greater attendance
of responders as the incident progressed.

Observation 6
The Inspector-General for Emergency Management observes opportunities for the control agency to activate the
Public Information Section and other public information capabilities at incident, regional and state tiers earlier in
incidents where there is anticipated to be significant concern in the community.

Observation 7
The Inspector-General for Emergency Management observes that there is a view among some control and
support agencies that the existing state control arrangements would benefit from a review of their effectiveness
in single site, urban emergency scenarios.
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Finding 1
The Inspector-General for Emergency Management finds that despite inspections of the site by multiple
agencies, the relevant regulators were not aware of the dangerous goods stored at the site.

Finding 2
The Inspector-General for Emergency Management finds the response to this incident was generally effective
given the magnitude of the fire and contents of the warehouse.

Finding 3
The Inspector-General for Emergency Management finds some incident management functions were not
escalated promptly or in a manner that is consistent with emergency management doctrine.

Finding 4
The Inspector-General for Emergency Management finds support agencies were initially alerted to the incident
in an ad hoc manner through variable communication channels, only one of which was initiated by the control
agency.

Finding 5
The Inspector-General for Emergency Management finds that the broad and potential consequences of the
incident were not adequately considered by consequence management strategies employed at the incident tier.

Finding 6
The Inspector-General for Emergency Management finds that support agencies did not consistently adhere to
the responder health and safety measures implemented by the control agency due to a lack of awareness of
safety briefing procedures and/or limited safety equipment and resources.

Finding 7
The Inspector-General for Emergency Management finds that the control agency did not establish a Public
Information Section that had the capacity and capability to engage the necessary agency representatives and
scientific experts, or address emerging community concerns.

Finding 8
The Inspector-General for Emergency Management finds that community concerns were influenced by a lack of
knowledge as to where to source trustworthy information and a mismatch between the information being
provided and the visible impacts of the emergency.

Finding 9
The Inspector-General for Emergency Management finds there was a high degree of variability in how
observations were captured and reported, with some debriefs lacking the necessary detail to develop
meaningful insights, lessons or actions.

14

Recommendation 1
The Inspector-General for Emergency Management recommends that the Metropolitan Fire and Emergency
Services Board and the Country Fire Authority consider the early escalation of incident management
arrangements for fires involving dangerous goods. Response levels, management coordination and control
centres can all be scaled down as appropriate.

Recommendation 2
The Inspector-General for Emergency Management recommends that the Metropolitan Fire and Emergency
Services Board strengthen its communications during a developing incident to provide support agencies with
timely and accurate incident information to:
i.

ensure early sector wide situational awareness during a developing incident to facilitate organisational
readiness

ii.

ensure appropriate representation at incident and regional emergency management teams

iii.

facilitate communication flow across and through the line-of-control.

Recommendation 3
The Inspector-General for Emergency Management recommends support agencies (including the Environment
Protection Authority Victoria and Melbourne Water) ensure they have adequate access to personal protective
equipment in line with their roles and responsibilities for incidents involving hazardous materials, making specific
consideration for longer duration events.

Recommendation 4
The Inspector-General for Emergency Management recommends that Emergency Management Victoria
coordinate a review of the use of the Emergency Alert system in circumstances beyond the immediate threat to
life. The review should consider how the system could be used to inform the impacted community of the
emerging event and how to source information without compromising its effectiveness in life-threatening
situations.

1 Introduction

The Inspector-General for Emergency Management (IGEM) is an independent statutory role with responsibilities
under the Emergency Management Act 2013 [2013 Act; 1] to:


provide assurance to government and the community in respect to emergency management arrangements in
Victoria



foster continuous improvement of emergency management in Victoria.

IGEM undertakes system-wide reviews, including reviews of the emergency management functions of responder
agencies and government departments as defined under section 64(1)(b) of the 2013 Act [1]. The Minister for Police
and Emergency Services (the minister) can also request IGEM to provide advice in accordance with section 64(1)(c)
of the 2013 Act [1].
All of IGEM’s assurance activities are guided by the Assurance Framework for Emergency Management [2] which
provides the foundation for a coordinated and collaborative approach to sector-wide assurance.

1.1 Objectives
On 30 October 2018 the then Minister for Emergency Services, the Hon James Merlino MP requested IGEM provide
advice to government regarding the fire at the industrial site in West Footscray (the fire) which commenced on 30
August 2018. The request for advice is included as Appendix 1.
IGEM’s work identifies good practice within the sector including any opportunities to improve capability, capacity and
performance. The specific objectives of this assurance activity were consistent with Minister Merlino's request and
include an evaluation of the effectiveness of:


high-risk site identification, preparedness and planning



response and support agency roles and responsibilities



community information and warnings, including the use of Emergency Alert.

IGEM conducted this assurance activity from 29 January to 1 May 2019.
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1.2 Scope
In scope
IGEM considered the following evidence:


the existing arrangements for prevention of and response to fires at sites storing large amounts of dangerous
goods (high-risk sites)



all activities undertaken concerning emergency prevention at the West Footscray site



all activities concerning the fire response and community information and warnings from 30 August - 14
September 2018 (date of ignition until handover to the site owner)



all relevant West Footscray industrial fire control agency and support organisation documentation and postincident insights and reflections, including guidelines, briefings, communication/media logs, impact assessment
reports, debriefings and after-action reviews, and any other relevant documents concerning the West Footscray
industrial fire and identification activities.

Out of scope
The following areas were not considered:


ongoing community, health, environmental and other recovery activities associated with the fire



the activities and decisions of emergency management sector agencies not associated with the West Footscray
incident during the period of 30 August - 14 September 2018



information related to other emergency events at high-risk sites except for those described to be relevant by
stakeholder representatives or within documents relevant to the fire



the cause of the fire, associated legal proceedings and the coroner’s investigation.

Key stakeholders
IGEM engaged with stakeholders representing the emergency management sector, government and communityfacing organisations including:


Airservices Australia (ASA)
o Aviation Rescue Fire Fighting Services (ARFFS)



Ambulance Victoria (AV)



Country Fire Authority (CFA)



Department of Environment, Land, Water and Planning (DELWP)



Department of Education and Training (DET)



Department of Health and Human Services (DHHS)



Emergency Management Victoria (EMV)



Environment Protection Authority Victoria (EPA)



Maribyrnong City Council



Melbourne Water Corporation



Metropolitan Fire and Emergency Services Board (MFB)



Victoria State Emergency Service (VICSES)



Victoria Police (VicPol)



WorkSafe.
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1.3 Approach
IGEM compared the action undertaken and decisions made (actual state) to the arrangements described in sector
and agency doctrine (desired state) to assess effectiveness. IGEM also considered commentary on whether the
preparedness and response activities achieved the expected outcomes for the community, environment and sector,
regardless of whether they adhered to established doctrine.
IGEM used the sector's internal and multi-agency debriefing documents to initially assess effectiveness of the
preparedness and response actions and decisions for this incident. Other information sources related to the incident
were used to provide clarity and validate information discussed in the debriefing documents.
A number of stakeholder representatives were engaged in semi-structured interviews to provide context and
commentary for issues identified through the analysis of the documentary evidence. These interviews provided
information regarding any unintended consequences of the actions and decisions made throughout the incident and
reflections on good practice and opportunities for improvement.
An extensive description of the methods employed in preparing this report are detailed in Appendix 2.

Lines of enquiry
The following questions guided IGEM's work:
How effective were the arrangements to identify, prepare and plan for the high-risk West Footscray site?
How effective was the response to the West Footscray industrial fire?
How effective was the information and warnings provided to the community about the West Footscray industrial
fire?
For each line of enquiry, IGEM considered:
1.

the established arrangements

2.

the decisions and actions taken throughout the incident

3.

whether the incident decisions and actions aligned with established arrangements and to what effect.

Information sources
IGEM analysed information from multiple sources to prepare this report and generate the observations, findings and
recommendations. These included:


debriefs, after-action reviews and post-incident reports of agencies, departments and support organisations
involved in the incident



relevant doctrine, policies, legislation and standard operating procedures



incident documentation including situation reports, logbooks, emails, meeting minutes, handover notes and
incident management logs



stakeholder interviews and written submissions



commentary related to the incident through social media channels including Facebook, Twitter, Reddit and
organisations' websites



news media including online, print and broadcast



photographs and videos illustrating the incident.
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1.4 Structure of the report
A brief description of the incident is included to provide context and outline the key actions and decisions that
occurred. The subsequent sections of the report discuss the arrangements related to site identification, response
roles and responsibilities, and information and warnings.
Each section details the arrangements described in sector doctrine and the actions and decisions that occurred
during this incident.
An analysis of any discrepancy between the planned and actual arrangements is provided, including discussion as to
whether the outcomes achieved sector and community expectations and the learnings that could be implemented to
improve preparedness and response for future incidents.

1.5 Acknowledgements
IGEM appreciates the involvement of all stakeholders and their cooperation with provision of evidence and
consultation on the draft report. The stakeholder representatives provided doctrine, incident documentation and
insightful commentary on this incident and demonstrated a reflective and open attitude which greatly assisted in
preparing the report.
IGEM would like to thank these representatives and their organisations for their responsiveness and support of
IGEM’s assurance practices. This positive engagement demonstrates the sector's commitment to continuous
improvement in Victoria's emergency management sector.

2 Background

2.1 Industrial fires
Victoria has experienced multiple fires at industrial sites including the SKM recycling plant in Coolaroo [3] July 2017,
and the Campbellfield factory fire [4] in September 2018.
Industrial fires in urban environments pose a risk to the community due to their proximity to highly populated
residential areas and the potential to impact local businesses, schools, road and transport infrastructure and the
environment.
Many sites in Victoria are known to store large amounts of waste or recyclable materials [5]. These sites pose a fire
risk due to high fuel loads, the storage of combustible and hazardous material (HAZMAT), and/or volatile
combinations of waste products. This risk is often compounded by difficult site access due to the volume of
materials.
The Victorian Government has intervened to reduce fire risk at sites where materials were being stored in a noncompliant manner – such as the Stawell tyre stockpile [6], the Lara recycling facility [5] – and chemical waste
stockpiles found in Melbourne [5, 7]. Responding to these incidents and intervening to reduce the risk of an
emergency comes at a considerable cost to the Victorian community. Additionally, the clean-up of these sites
threatens the health and safety of responders, support agency personnel, the community and the environment.
The West Footscray industrial fire occurred in an industrial 1 zone (IN1Z) which is typified by smaller industrial
operations that are situated closer to residential and commercial zones [8]. There are over 26,000 hectares of
industrially zoned land in metropolitan Melbourne [9] which require appropriate regulation and management of risks
to urban communities.

The West Footscray industrial fire
The amount of resources required to attack the fire in the early response phase was the largest since the Coode
Island fire in 1991 [10]. More than 60 per cent of the MFB's active operational fleet was utilised in this incident and
backfilling arrangements were made using internal personnel and crews from the CFA.
The smoke plume and smell associated with the incident caused significant community concern, and schools and
childcare centres were closed on the day of the incident. Multiple Watch and Act warnings were issued, and several
communication strategies were implemented which aimed to provide the community access to necessary
information.
There were extensive consequences for the environment including pollution of Stony Creek which runs immediately
adjacent to the site. Thousands of fish and aquatic animals were killed, and users of the creek were initially asked to
avoid the area.
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Over 70 million litres of water and 170 cubic metres of sediment have been removed from the area with plans to
remove more contaminated material. Support agencies advised IGEM that the waste removal will take at least 12
months and the land itself will have restricted use due to soil damage.
At the time this report, recovery efforts to rehabilitate the creek were ongoing and warnings remain in place to avoid
contact with the water and keep pets out of the creek.

2.2 Summary of the fire
At 5.02am on 30 August 2018, MFB received reports of a structure fire at 420 Somerville Road in Tottenham [10].
The structure was a warehouse set back from Somerville Road with entry via Victoria Drive and adjacent to Stony
Creek in the municipality of Maribyrnong City Council. The fire later became commonly referred to as the West
Footscray industrial fire.
The first MFB crew arrived on site at 5.08am and by 5.14am the fire was escalated to a 4th Alarm Structure Fire1 as
the large shed structure which was suspected to have an asbestos roof was 'totally involved'2 [10].
The fire was escalated to an 8th Alarm Structure Fire at 6.51am [10, 11]. MFB was the control agency for the
incident and VicPol and AV were onsite soon after the initial call to provide support.
The site was known to be a timber recycling facility, however, the initial call log from the Emergency Services
Telecommunications Authority (ESTA) reported explosions occurring at the site as the first response crews were on
route [10]. Once onsite, crews noticed the fire behaviour, on-site odour and chemical storage containers propelled
from the warehouse which indicated the presence of combustible chemicals. The amount and type of chemicals was
difficult to determine while the fire was burning and testing of the water run-off took some time to provide results.
The Incident Controller (IC) started to modify firefighting strategies and tactics, site staging and occupational health
and safety arrangements within the first two hours of the incident. MFB employed a dynamic tactical approach as
situational awareness increased during the incident.
The State Control Centre (SCC) was activated at the Burwood site and the first combined State Control Team (SCT)
and State Coordination Team (SCoT) meeting was held at 8.00am. An Incident Control Centre (ICC) and Incident
Emergency Management Team (IEMT) were established at the Burnley ICC at 10.33am on 30 August 2018
following the decision to transfer control at 8.30am. MFB personnel had been active at the Burnley ICC since 7.30am
preparing for the potential transfer of control [10]. A Regional Control Centre (RCC) and associated Regional
Emergency Management Team (REMT) were concurrently established at the Burnley ICC.
A number of responder agencies including CFA and VICSES provided support on the day. Melbourne Water and the
EPA were onsite by 8.30am to provide advice about the smoke impacts and consequences, and assist in managing
the water run-off. The control agency requested support from ARFFS who arrived at the scene at 12.00pm [10].
Efforts to extinguish the fire were hindered by the presence of the unknown chemicals. The chemicals resulted in
very intense fire behaviour and the contaminants in the air and water run-off remained largely unknown to the
responders. Precautions were taken for HAZMAT and asbestos particles.
MFB applied various strategies and tactics to contain and ultimately extinguish the fire based on decision-making
which considered the smoke and run-off impacts to the community and environment. MFB used water and B class
foam to suppress the fire throughout the incident, with ARFFS and CFA providing additional foam resources. ARFFS
also provided specialist equipment (tenders) to support the suppression. At times, MFB also controlled the perimeter
of the fire to prevent further spread [10].

1
The Greater Alarm Response System is an incident deployment matrix and provides the Incident Controller with a pre-determined
supply of resources and equipment. A higher alarm level provides more resources and equipment and a higher-ranking officer
cohort to manage the incident [10].
2
The term 'involved' is used to describe the extent to which a structure is consumed by fire. 'Totally involved' indicates the structure
is completely engulfed by fire.
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Drone technology (remote piloted aircraft systems - RPAS) was used with both optical and thermal imaging to detect
hot spots and inform the response. The images also provided confirmation of large amounts of chemical storage
containers [10].
Response personnel were able to contain the fire to the warehouse with the control agency deeming it under control
at 9.52pm on 30 August 2018. ARFFS crews supported MFB responders until 4 September 2018 to control the hot
spots that continued to flare up and its vehicles were decontaminated and released from the site the next day.
DELWP, EPA and Melbourne Water were also onsite to assist with site clean-up and initial environmental recovery
activities [10, 12, 13].
Air and water monitoring continued at the site and throughout the local area, with particular focus on areas near
schools and Stony Creek [12]. The air quality was a significant concern in terms of responder and community health
and safety. On site, crews wore Personal Protective Equipment (PPE) and decontamination zones were established.
AV also provided onsite health monitoring to responder and support personnel in line with established health and
safety arrangements [14].
Plume modelling to forecast the likely movement of smoke across the community was initially conducted by MFB
and later by CFA [10, 15]. The smoke was forecast to remain off the ground and move over the inner south-west
suburbs towards Port Phillip Bay. Suburbs in Maribyrnong, Hobsons Bay and Wyndham were included in Advice,
and Watch and Act warnings, but no evacuations were required [10, 16].
The air quality in the community remained below levels of serious health concern throughout the incident due to
weather and wind conditions. However, there were complaints of a chemical odour and significant community
concerns about the large, black smoke plume. The EPA's permanent air quality monitors were located in two
locations under the plume and provided ongoing air quality information [12]. This was supplemented by additional air
monitoring equipment temporarily deployed in the area by the EPA and VICSES [12]. There was some concern the
forecast rain would change conditions, but this did not eventuate.
A number of schools closed on 30 August 2018: five non-government schools did not open on the day and
government schools closed around midday as a precautionary measure [17]. In addition, a number of childcare
centres did not open on the day. Smoke advice was issued for high-risk populations (elderly, pregnant women,
children and people with asthma or other respiratory conditions) and community members were advised to remain
indoors, keep windows closed, and turn off air conditioners.
Throughout the incident, information was provided to the community through communication channels including
VicEmergency and emergency broadcasters. Maribyrnong City Council hosted two community meetings on 30
August 2018 and 6 September 2018 [18].
The Emergency Management Joint Public Information Committee (EMJPIC), Regional Joint Public Information
Committee, Incident Joint Public Information Committee (IJPIC) and incident Public Information Section were all
active throughout the incident [10, 16].
The IC initially prepared the IEMT and support agencies to handover the site on 6 September, but the handover was
delayed due to weather, ongoing site remediation activities and notification requirements for the owner. MFB
remained on scene until 14 September when the site was handed back to the owner following extensive handover
planning. ARFFS completed their operations on 4 September 2018 by which stage the smoke and hot spots had
been controlled [10].
A number of agencies were concerned about the timing of the handover as the site clean-up required significant
cooperation from the owner and some ongoing access to the property. Agencies were also concerned about forecast
rain increasing contaminated run-off from the site. WorkSafe, EPA and Melbourne Water continued to monitor and
test pollutants at the site and in the surrounding environment throughout the de-escalation of the incident and
following handover.
Despite the intensity of the fire and the unknown chemicals on site, the strategies employed to suppress the fire
were well-considered and implemented quickly. The consequences of the fire were considered by the control agency
and IEMT, however there is scope to expand consequence management to inform escalation decisions, contingency
planning and communications with the community.
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There is an increasing awareness of non-compliant industrial sites in urban areas. This incident and the
organisational debriefs which followed provide an important opportunity to improve high-risk site identification,
response arrangements, and community information and warnings for future incidents.

Site of the fire following extinguishment (Image: Melbourne Water).

3 Site identification and
preparedness

3.1 Identification of risk in emergency management
The concept of shared responsibility refers to the role governments, agencies, businesses, communities and
individuals have in emergency management [19, 20]. Emergency planning and the treatment of risk is a
responsibility shared across many agencies and people in the community [19, 21].
The Victorian emergency management sector recognises the importance of activities to identify, mitigate and plan for
risk. Identifying and assessing risk is a core component of the emergency management system [20]. Communities
and businesses are a central part of the system (Figure 1) and the sector considers their participation to be vital for
the identification and mitigation of high-risk sites.
Figure 1: Victoria's emergency management system with community and business at the centre of the system.

Source: EMV.

24

The concept of shared responsibility is reflected in regulatory doctrine where business owners have obligations
under a number of regulatory and legislative frameworks to ensure the health and safety of site employees, the
public and the environment [22-24].
Buildings and land zoned for industrial use must comply with regulations and restrictions based on the type of work
being conducted, personnel involved, use and storage of dangerous goods, and other municipal council overlays.
The regulations are in place to protect the personnel on site, local residents, businesses and the built and natural
environment. Owners are also required to develop emergency procedures to ensure the risk of an emergency is
minimised and that agencies can respond appropriately and safely should an incident occur.
Risk mitigation and preparedness activities rely on the accurate identification of risk. The Emergency Management
Manual Victoria (EMMV) describes the risk management process where risk elimination and treatments to reduce
likelihood and consequence are considered [Figure 2; 21].
Figure 2: Risk management in the emergency management system.
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Source: Based on EMMV Part 2 [21].

3.2 Municipal regulations, plans and arrangements
Municipal councils prepare and maintain a municipal emergency management plan [MEMP; 1, 19]. As part of this
planning process, councils identify the risks that are likely to affect their assets and those who live and work in the
area.
A Community Emergency Risk Assessment (CERA) is typically conducted to identify risks and the Municipal
Emergency Management Planning Committee (MEMPC) prepare appropriate plans to treat the likelihood and
consequence of identified risks. The MEMP process allows the municipal council to discuss and better understand
the capabilities of emergency management agencies and other relevant support agencies [19].
The Maribyrnong City Council MEMPC conducted a CERA to identify the risks applicable to their community [25].
Maribyrnong City Council identified both industrial fire and HAZMAT release (from a facility) as having a medium
residual risk [Figure 3; page 25].
The council advised IGEM that the residual rating was due to the documented use of land in the industrial zones of
the council and the ongoing actions taken to monitor fire safety measures of industrial facilities. The site of the fire
was not specifically identified as a high-risk site by the council.
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Figure 3: Maribyrnong City Council Community Emergency Risk Assessment.

Source: Maribyrnong City Council MEMP [25].

3.3 Land use regulations
Land use regulations specify how land and buildings can be used. The purpose of these regulations is to ensure that
development activities are appropriate for the area and will not cause offence or unacceptable risk to the
neighbourhood. DELWP oversee land use planning under the Planning and Environment Act 1987 [26] at a state
level and each municipal council is covered by a planning scheme that outlines appropriate land use, development
and protection [27, 28].
The municipal councils implement and monitor appropriate land use according to their own planning scheme which
applies zones to all land. Zones determine what uses are allowed, what uses are prohibited and what uses require
approval through planning permit processes. Industrial 1 zones (which applied to the site of the fire) allow smaller
industrial operations following approval of a land use planning permit due to their proximity to homes and community
facilities [8].
In 2001 the warehouse was approved to store bulk protein meal (soya beans) used in the manufacturing of stock
feed [18]. In the initial application, EPA, WorkCover (predecessor to WorkSafe) and Melbourne Water provided
approvals for the plans and use of the land. WorkCover requested the Dangerous Goods Act 1995 be attached to
the approval [18].
Melbourne Water advised that no direct or indirect run-off was permitted into Melbourne Water's drains or
watercourses, and requested the best practice guidelines for urban stormwater be included on the permit. EPA
specified that no dust was to be generated or transported off-site as a result of storing the bulk protein meal [18].
IGEM did not sight any subsequent land use planning approvals, although received evidence from the municipal
council and other regulators that the site had more recently been used as a timber recycling facility. Maribyrnong City
Council, the MFB and EPA were aware that the building and land were being used to store and recycle timber. IGEM
sighted documents describing inspections and relevant safety procedures [10, 18].
In the months before the fire, multiple agencies had inspected the site as the timber recycling business had vacated
the property and the owner had been responding to building notices to address compliance issues concerning the
removal of timber, site clean-up and fire safety measures (see section 3.4).
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3.4 High-risk site regulations
Use and storage of dangerous goods
Dangerous goods are hazardous substances capable of causing harm to people and property. They may be
corrosive, flammable, combustible, explosive, oxidising, water-reactive or have other hazardous properties [29].
Business owners must consider whether additional licences or permits are required for their business operations
under a number of different regulatory and legislative frameworks. A business owner is required to apply for a permit
or licence under the Occupational Health and Safety Regulations 2017, Dangerous Goods Act 1985 or Dangerous
Goods (Storage and Handling) Regulations 2012 and comply with the Code of Practice for the Storage and Handling
of Dangerous Goods 2013 [30].
The regulators rely on the business owner to make appropriate notifications and license their business activities
according to the relevant legislation and regulations. When an initial land use application is made, the municipal
council notify WorkSafe, the EPA and other relevant authorities when there are potential regulatory issues to be
considered. This assists the business owner to determine which licence and regulatory frameworks apply to their
operations.
The dangerous goods regulations place duties on business owners who store or handle dangerous goods, as well as
on manufacturers and suppliers of these goods [30]. Business owners are required to control the risks associated
with storage and handling. Business owners are also required to notify WorkSafe if they use, or intend to use or
store dangerous goods [30]. The regulations require measures to be taken to ensure fire safety, occupational health
and safety and environmental health.
The West Footscray warehouse was found to contain large amounts of toxic chemicals which would normally be
classified as dangerous goods and subject to duties under the dangerous goods regulations. The EPA, Melbourne
Water and WorkSafe provided feedback and additional resources when the land use permit for this site was initially
approved [18]. In subsequent interactions between the municipal council, regulators, MFB, land owner and business
owners occupying the site, there was no indication that dangerous goods were being used or stored on site and no
notification of dangerous goods was provided by the business owner occupying the property [18].

Waste stockpiling
The Waste Management Policy is pursuant to section 16a(1) of the Environment Protection Act 1970 [26, 31] and
aims to ensure that combustible recyclable and waste materials are managed and stored in a manner that minimises
risks of harm from fire to public and environmental health [31].
A range of recyclable and waste materials are combustible and have the potential to create a fire hazard. These
include common household and business waste materials including cardboard, wood, plastic, rubber, textiles,
organic material, electronic waste and metals. The by-products of processing activities such as industrial or
municipal waste are also likely to be combustible [31].
Waste and resource recovery business owners must identify, assess and control risks of harm to human health and
the environment from fire at the facility in accordance with EPA’s Management and Storage of Combustible
Recyclable and Waste Materials Guidelines [32].
For this site, the EPA was not notified of the storage of chemical waste as required under the Waste Management
Policy. This notification should have been made for the storage of the chemical waste that was involved in the fire
itself, but also for the previous occupier's use as a timber recycling facility. The EPA had conducted site inspections
for timber recycling but was not inspecting the site for storage of chemical or industrial waste materials.
There are further opportunities for regulators of waste and dangerous goods and other relevant government
agencies to share intelligence to provide a higher level of compliance monitoring.

Report into the West Footscray Industrial Fire | 27

IGEM noted numerous examples of government agencies working together and sharing information in both formal
and informal ways. In 2017 EPA and WorkSafe signed a Memorandum of Understanding outlining the sharing of
information across the two agencies [22]. IGEM also noted multiple examples of communication and information
sharing for this site between Maribyrnong City Council, MFB and EPA particularly in the months leading up to the
fire.
IGEM notes that further consideration of relevant intelligence held across agencies will further assist in identifying,
planning, mitigating and responding to waste management, recycling and other industrial incidents.

Site inspection history
Finding 1
The Inspector-General for Emergency Management finds that despite inspections of the site by multiple
agencies, the relevant regulators were not aware of the dangerous goods stored at the site.

Evidence provided to IGEM indicates that the EPA, Maribyrnong City Council and the MFB visited the site and
interacted with the tenant and owner on multiple occasions, and shared the intelligence across agencies as required.
IGEM did not detail a complete schedule of inspections and communications as there was no indication that any
regulator was aware of the handling and storage of dangerous goods. The following significant activities illustrate
some of the collaborative work undertaken to reduce the site's known fire risks.
The site had been subject to inspections by the EPA and Maribyrnong City Council prior to the incident. Of note, on 7
July 2017 the council's Municipal Building Surveyor issued a building notice to the owner citing building works had
been carried out without appropriate permits and adequate safety measures [18]. A Building Order was issued to the
building owner and the tenant for minor works to be undertaken to align the building with fire-safety standards [18].
The occupiers of the facility at that time (timber recycling business) requested an extension to address the breaches
which Maribyrnong City Council granted until 27 September 2017. A further extension was subsequently requested
by the owner and approved by Maribyrnong City Council until 6 December 2017 [18]. In both cases, Maribyrnong
City Council advised the owner that an inspection would be required following a written response to the building
notice [18].
The MFB's Recycling Assessment Taskforce conducted an inspection of the 420 Somerville Road site on 16 July
2018 as part of a recycling blitz based on the previous tenant's wooden pallet recycling business [10, 18]. The
taskforce personnel were unable to gain access into the warehouse but did observe significant breaches of fire
safety measures and provided EPA with information of the site visit.
On 9 August 2018 (approximately three weeks before the fire), Maribyrnong City Council and the EPA inspected the
building at 420 Somerville Road, Tottenham and found the building remained non-compliant with the written
directions of the Building Notice and Building Order issued on 7 July 2017 [12, 18]. The EPA requested the joint
inspection to ensure access inside the warehouse. Maribyrnong City Council provided evidence documenting followup contact with the owner and a contractor engaged to assist with site compliance as late as 21 August 2018.
Despite recent inspections and interaction between regulators, large amounts of chemicals were stored at this site
without the knowledge of the regulators and the municipal council. From a risk management perspective (Figure 2,
page 24), no mitigation or prevention actions were triggered as there was no identification of the risk.
The breaches identified relating to fire safety and building works were not related to the fire that eventuated. IGEM
was advised that the fire safety measures required for the timber recycling facility would not have been adequate for
the extent of the chemical storage that was identified at the site.
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Maribyrnong City Council provided photographs from the joint inspection with the EPA on 9 August 2018 that
indicate the warehouse was not storing large amounts of chemicals at the date of the inspection (Figure 4, image A
and B). Photographs taken by MFB drone technology (RPAS) after containment of the fire on 31 August 2018
(Figure 4, image C) show the presence of many canisters and barrels that are commonly used to store chemicals.
Figure 4: Photographs from the site before (image A and B) and after (image C).
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3.5 Actions initiated to improve preparedness
Observation 1
The Inspector-General for Emergency Management observes that a significant amount of work has been
initiated and escalated to improve identification of high-risk sites storing dangerous goods since the occurrence
of the West Footscray incident.

Since the fire, a number of initiatives and projects have commenced to improve preparedness for future, similar
incidents. Many of these initiatives commenced before the MFB handed over control of the incident to the site owner.
WorkSafe has led a collaborative effort to identify a number of similar industrial sites around Melbourne which
involve local government, other regulators, VicPol and emergency response agencies. At the time of preparing this
report, 12 additional sites had been identified [5].
Immediately after the fire was extinguished, WorkSafe instigated a blitz to inspect 78 sites and identified 68
contraventions in relation to the handling and storing of dangerous goods in the inner-west of Melbourne [7].
Regulators rely on shared intelligence to prioritise inspections to identify sites storing and using dangerous goods,
and high-risk sites more broadly.
Multiple stakeholders indicated there was an opportunity for the emergency management sector to increase
situational awareness of non-compliant practice by engaging in a more structured manner with regulators and
business owners.
In March 2019, the EPA initiated an independent audit of its current regulation and oversight of the chemical waste
sector to identify possible improvements in the way it handles intelligence from other agencies [12, 33].
On 6 March 2019, the Legislative Council announced the Environment and Planning Committee's Inquiry into
Recycling and Waste Management [34]. Waste management issues have broad implications beyond emergency
management. Both regulators and responder agencies recognise that policy and actions taken to facilitate and
enforce compliant waste management reduce the likelihood of chemical waste being stockpiled in the manner
observed in the West Footscray warehouse and at other similar sites.
Multiple regulators and government department are considering opportunities to increase identification of high-risk
sites to ensure the efforts are well-directed, appropriately resourced and endorsed by the Victorian Government.
IGEM notes that in March 2019 the State Crisis and Resilience Council endorsed the development of a framework to
identify, inspect and manage high-risk sites, and for improved coordination and alignment of existing and planned
work programs to strengthen applicable legal and regulatory controls. This work is to be supported by the
development of a financial risk management strategy to minimise and recover government expenditure [5].
In March 2019, a Dangerous Goods/ Waste Crime Taskforce was formed to act as a senior governance decision
body to provide oversight for the inter-agency collaboration on identification, inspection and management of high-risk
sites. The Taskforce will lead the work endorsed by the State Crisis and Resilience Council at the March 2019
meeting [5]. The Secretary of DELWP chairs this committee which is attended by DELWP, EMV, the Department of
Justice and Community Safety, EPA and WorkSafe. IGEM has been invited to attend as an observer.
Several stakeholders advised IGEM that incidents of this nature pose an ongoing risk to the community as waste
management and disposal of chemical waste is a known concern in Victoria.
'Sites like these, they are the known unknowns.'
Stakeholder quote

4 Response roles and
responsibilities

Finding 2
The Inspector-General for Emergency Management finds the response to this incident was generally effective
given the magnitude of the fire and contents of the warehouse.

The decisions made to control the fire itself and manage its immediate impacts were implemented effectively. MFB
led response tactics which were dynamic and developed quickly to respond to the previously undetected dangerous
goods on the site. However, there was limited consideration of the broad consequences of the incident, control
decisions and how to prepare for potentially dangerous scenarios in the broader community.
IGEM was advised that decisions made as part of the command, control and coordination arrangements did not
result in escalation of the incident to a level where consequences, communications and community connection were
strategically considered at the regional and state tiers.
This chapter provides an overview of the roles and responsibilities of the responder agencies and support agencies
and the systems that were engaged to address the consequences of the incident.

4.1 Incident roles
Observation 2
The Inspector-General for Emergency Management observes that the Emergency Management Manual Victoria
and Joint Standard Operating Procedures were not always applicable to this incident or sufficiently detailed to
provide a consistent framework and clarity regarding the roles and responsibilities of support agencies.

Multiple agencies and agencies contributed to the response for this incident. The response roles of these agencies
according to Part 7 the EMMV [35] and the roles they undertook during the incident are detailed in Table 1 (page
31).
At the time of this report, a number of these agencies were still providing resources and leadership for the ongoing
recovery efforts, and for identifying similar sites storing waste products and chemicals in a non-compliant manner.
While IGEM acknowledges a range of departments, portfolios, municipalities and agencies supported the incident, it
only considered the agencies whose actions and decisions directly inform the minister's request for advice.
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Table 1: Organisational roles and responsibilities for the response phase of emergency management.
ORGANISATION

RESPONSE ROLE IN A STRUCTURE FIRE
(METROPOLITAN REGION)

ARFFS



Support for control agency through the provision of
equipment, human resources and specialist advice
[36].



Support for control agency specifically
including class B foam, tenders, crews and
additional equipment.

AV



Liaise with control agencies to ensure the safety of
responders, health care workers and the public for
identified and emergent risks from an incident
Incident health monitoring for responder personnel.




Onsite health monitoring
Analysis of call-outs and hospital transports
to monitor community health
consequences.

Lead agency for plume modelling system
Continuous protection of life, property and the
environment from the effects of fire, accidents and
other hazards through…controlling accidents
involving dangerous goods/ HAZMAT
Providing advice to threatened and affected
communities on actions that they should take during
an emergency event.




Plume modelling support
Backfill support crews to MFB response
areas.

Support for control agency (fire on private land)
Manage escalated response activities in order to
minimise the impact on the community and the
environment from water related incidents.




No firefighting support required
Equipment (plant) to assist with later
phases of response and access to the fire
Assistance with water run-off and
environmental clean-up.

Notification of government schools, providing advice
and resources to non-government schools and
coordinating the emergency response for children's
services, government and non-government schools).




Direct the strategic health response during an
emergency with major health consequences.



Manage the operation and administration of the State
Control Centre
Coordination of consequence management
Coordination of public information and
communication for major emergencies
Support for Emergency Management Commissioner
(EMC) and control agency.




Assessing the environmental impacts of an
emergency and providing advice to minimise impacts
Advising the emergency services on the properties
and environmental impacts of HAZMAT
Ensuring appropriate transport and disposal methods
are available waste resulting from response activities
Incident air monitoring
Provision of advice to the incident controller on the
content of information and warnings as pertaining to
smoke and other environmental impacts.






CFA






DELWP

DET

DHHS

EMV













EPA







ROLE IN THE WEST FOOTSCRAY INCIDENT
RESPONSE













Provided advice to all schools
Coordinated the closure of government
schools on 30 August 2018
Collated health and safety information for
parents and students.
Shared smoke and health information for
dissemination to the public
Chief Health Officer attended community
meetings to provide information.
Activated SCT/SCoT
Activated Emergency Management Joint
Public Information Committee (EMJPIC)
Provided and issued information and
warnings.

Water and air quality testing
Provided advice to the control agency
regarding HAZMAT once testing results
were received
Provided smoke and health information for
dissemination to the public
Prepared information for community for the
purposes of ensuring health and safety
Involvement in the consequence
management planning and implementation
to reduce run-off to Stony Creek.

Hobsons Bay
City Council



Community information and warnings.



Shared community information and
warnings.

Maribyrnong
City Council



Community information and warnings.




Hosted community meetings
Shared community information and
warnings
Assisted to reduce water run-off.
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ORGANISATION

RESPONSE ROLE IN A STRUCTURE FIRE
(METROPOLITAN REGION)

Melbourne
Water





MFB







ROLE IN THE WEST FOOTSCRAY INCIDENT
RESPONSE

Provide advice and support to EPA and other
response agencies regarding the impact of an
incident within Melbourne Water's waterway
management district
Implement plans for the protection of Melbourne
Water's assets and systems from impacts, including
water quality.



Control agency for fire in the Metropolitan Fire District
and accidents involving HAZMAT
Control agency for pollution into inland waterways
Continuous protection of life, property and the
environment from the effects of fire, accidents and
other hazards through…controlling accidents
involving dangerous goods/ HAZMAT
Providing advice to threatened and affected
communities.









Involvement in the consequence
management planning and implementation
to reduce run-off to Stony Creek
Booms, water transport and pumping to
minimise damage to Stony Creek
Removal of contaminated sediment from
Stony Creek.
Control agency for the incident
Consequence management (focus on
waterway management)
Provide community information and
warnings.

VicPol



Traffic management.



Traffic management.

VICSES



Support for control agency.



Deployment of incident air monitoring
equipment on behalf of EPA
Community door-knocking to share
information
Support for the control agency and support
agencies in lighting and run-off
containment.




Wyndham
City Council



Community information and warnings.



Shared community information and
warnings.

WorkSafe



Technical support to other agencies in the area of
dangerous goods.



Representation at the Incident Control
Centre.

Note: Unless otherwise indicated roles are as described in the EMMV (Part 7) [35]

The evidence shows that MFB's role in responding to and suppressing the fire was initiated quickly. The MFB arrived
approximately 6 minutes after the incident was reported to ESTA which is within the agreed timeframe of 7.7 minutes
[10].
IGEM noted a general lack of clarity regarding the broad roles and responsibilities for agencies. This was particularly
true for support agencies who are not regularly involved in emergency management. There was some confusion
from the support agencies themselves regarding their own roles, but more commonly other agencies lacked a
comprehensive understanding of the specific roles of support agencies.
The EMMV and Joint Standard Operating Procedures (JSOPs) provide some clarity on organisational roles and
responsibilities and this information is supported through additional sector doctrine and plans. However, the EMMV
and JSOPs do not clarify the exact role each organisation has across the spectrum of emergencies. As the sector
evolves the EMMV is continuously being updated to reflect new roles. This can lead to issues with keeping the
EMMV up to date and ensuring all agencies are referring to the latest version. For example, the EMMV does not
reflect the EPA's revised roles following changes to the Environment Protection Act 2017 [26]. There are also
consistency issues when comparing information across the suite of documents used to inform sector response
arrangements.
The containment and extinguishment of the fire was achieved in a timely manner, despite a lack of clarity and/or
unrealistic expectations of support agency capability, particularly in functions related to the broader consequences of
the incident. In some debriefing activities, agencies discussed how unclear roles led to some confusion regarding
their initial preparations to respond and their ability to completely fulfil their obligations as per agreed arrangements.
There were also discussions around each organisation's ability to recover costs associated with performing duties
outside of their explicitly defined roles.
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For this incident, each organisation was willing to contribute its expertise as required to support the control agency to
respond effectively to the fire. However, work to improve clarity of roles and responsibilities would help to ensure
agencies are trained and resourced appropriately to perform their specified roles in a timely manner.

4.2 Control arrangements
Control arrangements refer to the overall direction of response activities in an emergency, operating horizontally
across agencies. The control agency is determined according to the EMMV [35] and communicated across the
chain-of-command as soon as practicable. Victorian emergency response arrangements follow the Australasian
Inter-Service Incident Management System (AIIMS).
AIIMS describes how the emergency is managed according to a set of defined objectives which are defined by the
IC with the advice of the Incident Management Team (IMT). At any point in time there is only one IC for each
incident, regardless of the number of agencies in attendance. The IC maintains overall management of the incident,
responsibility for the resources deployed and ensuring that all relevant incident management functions are
undertaken. The IC establishes communication with the commanders of all the other incident response agencies,
including control agency commanders. Where required, the IC is supported by an IMT, IEMT, and any additional
specialist resources, including aviation resource support.

Transfer of control and incident escalation
Escalation of incident tiers generates greater oversight by the region and state tiers, which may include guidance on
the classification of the emergency. The increased oversight is to support the effective management of Class 1 and
Class 2 emergencies and ensure all agencies are sufficiently engaged and prepared to support the control agency.
While there is decision-making authority at each tier, decisions should be communicated across the tiers through the
line-of-control [37].
When a transfer of control from a field-based IC to an ICC is necessary, agency commanders notify the rostered
regional controller who will formally appoint an accredited IC and appropriately resource an IMT [37]. As an incident
is escalated any changes to the control arrangements and the current incident structure should be communicated to
all incident personnel [38].

West Footscray industrial fire control arrangements
The SCC self-activated at Burwood at 8.00am on 30 August 2018 due to the anticipated nature and duration of the
event. This decision was made at 5.15am [16], prior to the establishment of field-based incident control
arrangements which were confirmed at 5.52am [10].

Finding 3
The Inspector-General for Emergency Management finds some incident management functions were not
escalated promptly or in a manner that is consistent with emergency management doctrine.

For this incident, the strategic intent of the IC was made clear in documents from 30 August 2018 and evidence
indicates this strategic intent was communicated to personnel from approximately 10.00am [10]. Based on
documents from the incident and commentary from the control agency and support agencies, this intent did not
change. The strategic intent was described as follows:
To ensure the safety of emergency responders and the community for the duration of the event. Protect critical
infrastructure. Protection of assets supporting individual livelihoods and economic production. Undertake
intensive focused suppression and extinguishment of active fire areas, whilst managing the products of
combustion.
Control agency incident action plan, 30 August 2018
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At approximately 8.30am, the decision was made by the IC and IMT to transfer control to the Burnley ICC and
establish the RCC at the same location. The transfer of control was finalised at 10.33am on 30 August [10].
Certain functions at the state tier were activated throughout the incident. However, there were different perceptions
of the appropriate escalation protocols among the control agency and support agencies. Further, it is clear that
support agencies and elements of state control independently self-activated their coordination and communication
functions and provided leadership outside the line-of-control, which is inconsistent with doctrine.
IGEM was advised that a combined SCT/SCoT was 'softly' self-activated and provided advice to various government
departments as required. The EMJPIC was also active [16]. There were instances where actions and decisions were
made at the state tier that conflicted with the ICC actions and decisions, which indicate that communication through
the line-of-control was inconsistent.
Past incidents have shown that a delayed escalation of an incident by first responders can contribute to negative
outcomes [39] and reduce the effectiveness of all levels of incident control. However, in the 2017 fire at the SKM
recycling plant in Coolaroo the control agency quickly made the decision to escalate the incident to the state tier.
Following escalation, the State Response Controller (SRC) activated support functions in a manner that was
consistent with published arrangements and complemented the decisions being made by the IC and IEMT [3]. This
led to positive outcomes for the evacuation required and effective management of public communications [3].
During this incident, the control agency engaged the RC at 8.30am and an REMT was requested to activate with the
IEMT following the transfer of control to Burnley ICC. However, there are multiple reports that support agencies were
unaware of the IEMT and REMT and only engaged with the SCT/SCoT at the Burwood SCC.
The evidence suggests that the escalation process and control arrangements were not clear to all involved agencies
in a timely manner. This caused confusion regarding the establishment and decision-making capacity of emergency
management teams at incident, regional and state tiers.
There are numerous advantages to engaging both regional and state tiers of control to support the actions and
decisions being made at the ICC. However, when roles and responsibilities of controllers at incident, regional and
state are unclear and/or not communicated, there is scope for duplication and frustration as the 'single source of
truth' is not adhered to. For this incident, confusion with escalated responsibilities resulted in issues with
consequence management (see section 4.5, page 39) and public communications issues (see chapter 5, page 45).

Recommendation 1
The Inspector-General for Emergency Management recommends that the Metropolitan Fire and Emergency
Services Board and the Country Fire Authority consider the early escalation of incident management
arrangements for fires involving dangerous goods. Response levels, management coordination and control
centres can all be scaled down as appropriate.

Multiple debriefs [10, 16] outlined the timely and effective decision to transfer control to the Burnley ICC and colocate the RCC, highlighting the process as a sustainable outcome for future events. Support agencies noted that it
is important to maintain the independence of the incident and regional functions to ensure the REMT can focus on
broader consequences effectively.
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There is scope to ensure that all agencies involved in the incident are aware of the transfer of control and the
resulting change in decision-making and authorisation. For support agencies who arrived at the scene during the
transfer of control period (between the decision to transfer and the finalisation of the process), or agencies who do
not often respond to incidents at the same time as emergency services, personnel on site initially lacked a clear
understanding of the control arrangements.

Observation 3
The Inspector-General for Emergency Management observes that support agencies were not fully aware of the
control arrangements which resulted in initial confusion regarding decision-making and communication at the
site.

There is scope for both control agencies and support agencies to confirm control arrangements in multi-agency
events by ensuring appropriate briefing procedures are implemented and by proactively seeking information when
arriving at the site. Some support agencies have already proposed actions to ensure their personnel ask a series of
basic questions to ensure control arrangements are clear to those involved in the incident.
For this incident, the lack of understanding resulted in some specific issues related to responder health and safety,
and public communications. The following provides an example related to school closures.

Schools and childcare facilities
The Department of Education and Training (DET) holds responsibility for notifying government schools, providing
advice and resources to non-government schools, and coordinating the emergency response for children's services,
government and non-government schools [35].
DET was represented at the SCT/SCoT meetings and shared information about the incident and initial plume
modelling with Catholic Education Commission Victoria, Independent Schools Victoria and the department’s Quality
Assessment and Regulation Division [17].
Five non-government schools closed early on 30 August and DET later closed a number of government schools
around midday [17]. In total, 56 schools, child care centres and community centres were closed on the day [17]. DET
distributed information to students and parents informing them that the closure was a precautionary measure.
DET's decision to close schools during the day was based on the advice from the SCT [16, 17] and recognised the
forecast of potential weather changes that may have affected air quality. Evidence from members of the SCT
indicate their advice to DET was due to delays in definitive advice being provided by the IEMT. The IEMT did not
support DET's decision to close schools as they perceived a number of traffic management, community health and
safety risks associated with a midday school closure. The school closures were implemented smoothly and
contingency planning occurred for students who could not be collected at the specified time [17].
The school closures provide another example of decision-making to ensure community safety, but operating outside
the line-of-control. This highlights the need for support agencies to obtain timely information for decision-making and
the importance of communicating across the line-of-control.

4.3 Communication with support agencies
Finding 4
The Inspector-General for Emergency Management finds support agencies were initially alerted to the incident
in an ad hoc manner through variable communication channels, only one of which was initiated by the control
agency.
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The IC and control agency work closely with support agencies through the IEMT to ensure decisions are informed by
accurate information and consider the broader impacts and consequences of the incident. The EMMV, SCC Concept
of Operations and JSOPs do not include detailed procedures and triggers for communicating with support agencies
outside of EMV and the control agency [40, 41]. The Operations Handbook [42] provides the following guidance:
As the control function operates horizontally across agencies, Incident Controllers need to communicate with all
other agency commanders responding to the incident, including the agency commanders of their own agency
resources.
For this incident, AV and VicPol were notified through the initial dispatch arrangements with ESTA and were on
scene within 10 minutes [10, 11]. SCT members, the Chief Environmental Scientist and Chief Health Officer were
notified by a text message by the Deputy EMC at 5.15am and advised of an 8.00am SCT/SCoT meeting at the
Burwood SCC [16].
City West Water were notified of the incident at 5.15am through arrangements with ESTA and were onsite at
approximately 5.30am to provide advice regarding water supply for the response activities [10]. There are
procedures in place for City West Water to notify Melbourne Water [10]. However, Melbourne Water became aware
of the incident through social and online media before any notification from the emergency services [13].
Melbourne Water personnel arrived on scene by 8.30am but due to the hazardous substances involved in the fire,
did not initially take any action at the site [13]. However, its personnel were available at the ICC to provide advice on
the run-off and impacts to the waterways [13].
EPA was notified of the incident by the Deputy EMC through a request for the Chief Environmental Scientist's
attendance at the SCT/SCoT. As the control agency did not make the request or provide any additional information,
it was unclear how the organisation was expected to respond or whether EPA advice was required by the control
agency [12]. EPA initiated contact with the MFB at approximately 7.30am on 30 August to discuss how it could
provide assistance, and arrived on site at 8.30am [12]. The EPA was also represented in the IEMT, REMT and
SCT/SCoT [12].
ARFFS received an informal incident notification by text message from SCT members in the first hour of the fire and
was advised to prepare for a formal request for assistance under the Memorandum of Agreement (MoA) with MFB
[36, 43]. This formal request was emailed as per the MoA protocol at 10.30am [43].
Feedback on the notification process indicates that all agencies became aware of the fire in a timely manner through
various mechanisms. There remains some confusion regarding how the agencies are expected to respond upon
receiving notification of an incident. Several support agencies indicated they were unclear on how they could
contribute to the management of the incident, especially in the early hours of the event [7, 12].
In November 2018, the EMC approved JSOP [J03.16; 44] that specifies the procedures for notifying them of
significant incidents. The responder agency chief is required to inform the EMC, SRC and the EMV duty officer with
the following information:


incident type and location



situation



prediction



resources



impacts



potential consequences



safety concerns.
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The notifying Chief is also required to provide a copy of the notification to all persons on the SRC roster in cases of a
Class 1 emergency [45]. The updated J03.16 alters this requirement to a provision for the SRC (rather than the
responding Chief) to provide a copy of the notification to members of the SRC roster if required [44]. This could be
extended to include procedures for the notification of agencies outside of EMV and the control agency. The
information included in the notification to the EMC would allow other agencies to prepare a response plan and offer
appropriate support to the control agency.
Some evidence suggests the control agency did not adhere to J03.16 in terms of the timely notification of the EMC
[16]. IGEM does note that the Deputy EMC was informed of the incident by the control agency at 5.15am and there
may not have been immediate recognition the structural fire would necessitate adherence to J03.16. Although the
8th alarm escalation of the fire indicates the number of resources required, it does not recognise the complexity or
consequences of the fire.
Since the fire, the MFB and ESTA have established the automatic notification of EPA when an industrial fire is
reported. The EPA will also be automatically notified when a structure fire is escalated beyond 3rd alarm.
As part of its standard response, EPA will initiate communication with the control agency when it becomes aware of
an incident at a licensed facility, site of concern, or where there is the potential for significant environmental or public
health impacts from pollution or waste (for example recycling facilities and transfer stations) [12].
While notification remains important, and there is scope to formalise the notification procedures, it is also worthwhile
to consider how requests for support are communicated to the relevant agencies. A comprehensive request for
support may be difficult to develop in the early hours of an incident as situational awareness is still emerging.
However, there could be value in clarifying the nature of initial requests (for example attendance at the site or remote
ICC) or appropriate decision-making procedures to determine the most appropriate response.
For example, ARFFS was able to prepare for a response after an early notification and was able to deploy crews and
equipment quickly when requested. Following an internal debrief of the incident, ARFFS developed a series of
preliminary questions to ask the control agency when receiving notification of the incident to further improve their
response when a formal request is received [43].
IGEM was advised by multiple agencies that notification works well when control agencies are familiar with the
responsibilities and operational capabilities of the support agencies and have developed working relationships with
incident personnel. In these situations, there is a level of understanding as to whom should be notified and how the
support organisation will be expected to respond.
In the review of the 2016 thunderstorm asthma event, IGEM made a recommendation regarding notification
processes after finding earlier and more detailed information to external stakeholders would improve decisionmakers’ opportunity to consider their response [39]. EMV closed work on this recommendation as it determined that
notification in subsequent emergencies was timely and sufficiently detailed.
However, as there were again issues with communications to support agencies in this incident, there is scope for
control agencies to formalise their own processes to ensure the relevant stakeholders are notified early with
appropriate information for all incidents.

Recommendation 2
The Inspector-General for Emergency Management recommends that the Metropolitan Fire and Emergency
Services Board strengthen its communications during a developing incident to provide support agencies with
timely and accurate incident information to:
i.

ensure early sector wide situational awareness during a developing incident to facilitate organisational
readiness

ii.

ensure appropriate representation at incident and regional emergency management teams

iii.

facilitate communication flow across and through the line-of-control.
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4.4 Air monitoring
Observation 4
The Inspector-General for Emergency Management observes incident air monitoring deployment was delayed in
this incident due to a lack of understanding of the roles of all agencies in air monitoring as per Joint Standard
Operating Procedure J03.18.

During a smoke event, air monitoring data is collected in the field by multiple agencies (EPA, VICSES, CFA and
MFB). There are two general types of air quality data collected: first response air monitoring and incident air
monitoring. Both types of air monitoring are described in a number of JSOPs under the State Smoke Framework
[46]. The data informs decision-making regarding the health and safety of the community and responder personnel.
First response air monitoring is deployed by the MFB (or CFA) in the first hour of an incident when the IC has
concerns about the air quality. The data is used to inform response procedures and appropriate safety protocols for
responder personnel. Fire services are responsible for resourcing this air monitoring and deploying the equipment on
site [47], with MFB responsible for first response air monitoring in Melbourne.
Incident air monitoring is conducted in the local community potentially affected by smoke and poor air quality. The IC
can request the EPA deploy incident air monitoring equipment to monitor a broader range of parameters over a
larger area. After receiving a request, EPA is responsible for deploying the air monitoring equipment within 24 hours
of notification [47]. VICSES may be engaged to deploy initial equipment for fine particle monitoring on behalf of the
EPA, where safe to do so.
The EPA is not responsible for determining the contents of smoke for the purpose of informing response strategies
or responder health and safety measures – first response air monitoring deployed by fire services at the site of the
fire is used for these purposes. The EPA tests and analyses air monitoring data to protect community health.
The procedures for the deployment of both first response air monitoring and incident air monitoring are outlined in
J03.18 Incident Air Monitoring for Community Health [47]. In the responsibilities section, it is clear that EPA is
responsible for incident air monitoring and fire services are responsible for first response air monitoring. However,
there is some ambiguity in the procedures section where the term 'air monitoring' is used without specifying which
type and assigning responsibility to the EPA. There is also no explicit mention of the procedures and triggers to
deploy first response air monitoring in J03.18.
For this incident, both first response air monitoring and incident air monitoring were deployed. The MFB deployed
equipment and commenced first response air monitoring by 6.51am on 30 August. The EPA also had permanent air
monitoring stations in locations that provided meaningful data to the IEMT. Additional air monitoring vehicles were
deployed in the community with a particular focus on school zones [12].
The EPA identified that despite deploying incident air monitoring within 24 hours of the initial request for support as
is required in J03.18 (incident air monitors were set up at Altona and Altona Gate at approximately 2.00pm on 30
August), external agencies had expectations that were not consistent with the agreed protocols and the associated
timelines [12]. There was media criticism that EPA was not on site and had a delayed response to the incident.
EPA advised IGEM it is not resourced or trained to provide first response air monitoring or deploy incident air
monitoring into 'hot zones' but often face discussions with control agencies as to whom should provide air quality
information for responder health and safety purposes and/or for community in the immediate area.
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EPA has identified a need to refine air monitoring JSOPs with EMV and advised IGEM it is currently engaged in
discussions to update the relevant doctrine with the State Smoke Working Group [12]. J03.18 was used in this
incident to guide air monitoring decisions, however, some of the procedures are not appropriate for single-point
source fires [47].

Smoke plume observed from neighbouring communities (Image: Supplied).

4.5 Consequence management
Finding 5
The Inspector-General for Emergency Management finds that the broad and potential consequences of the
incident were not adequately considered by consequence management strategies employed at the incident tier.

Consequence management is the coordination of agencies and organisations which are responsible for services or
infrastructure which is, or may be, affected by major emergencies [1]. The EMC holds legislated responsibility for
consequence management in a major emergency but may delegate these responsibilities as required [1]. One of the
central tenets of consequence management is bringing relevant stakeholders together to plan for and mitigate
potential flow-on consequences of an emergency [48].
Consequence management capability and capacity is growing in agencies across the sector and in the incident and
regional tiers of control. However, most of the organisational systems supporting consequence management are
established at the state level of control and include intelligence from the SCC intelligence cell, State Relief and
Recovery Manager priorities, and inputs from the State Strategic Communications Cell (SSCC) [48, 49].
State consequence doctrine outlines two products which should be developed in the first 24 hours of an emergency.
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Within one to six hours of a major emergency, ‘Consequence Considerations’ should be developed to analyse the
short-term consequences immediately affecting a community to inform briefings. ‘Consequence Assessments’
should be developed within four to 24 hours to detail the short, medium and long-term consequences. If required,
‘Consequence Plans’ should be developed within 24-48 hours [48].
The templates provided to support these products include prompts to ensure a broad range of consequences of the
direct and indirect impacts of the incident are considered.
In this incident, the event’s broader impacts were considered at multiple levels of control. The IC appointed a Deputy
IC as the consequence coordinator who developed a water management plan with multiple agencies. The
SCT/SCoT also began discussing water run-off at its first meeting at 8.00am on 30 August 2018 [10].
The consequence plan was developed in part using the PESTLE analysis system. This encourages consideration of
political, economic, social, technological, legal and environmental consequences. A number of strategic, operational
and tactical consequences were used to evaluate the appropriateness of three suppression/extinguishment
strategies [10].
The plan does not align with the state consequence template but the planning was conducted within the first six
hours of the incident [10]. The consequences of suppression and extinguishment tactics were considered by the
incident control team as part of the decision-making process. This included an assessment of the health,
environmental and business continuity consequences [10].
Perceptions of consequence management differed across agencies. MFB was comfortable with the consequence
management arrangements [10], and there were notable positive outcomes for the strategies employed to manage
water run-off. The evidence demonstrates that run-off was considered in the decision to use water and foam on the
fire and several strategies were employed to minimise the environmental damage.
Melbourne Water was engaged quickly and provided assistance to pump contaminated water away. Booms and
other containment strategies were also used to isolate sections of the creek [10, 13]. These efforts were constrained
by the capacity of the sewerage infrastructure as approximately 75 million litres of contaminated water needed to be
appropriately removed from the waterway and treated [13].
Support agencies raised concerns that consequence management was not considered for the overall incident. This
was discussed at the IEMT/REMT debriefing session among the control and support agencies [10]. IGEM received
further advice that the consequences of decisions related to escalation of the incident, potential changes in
environmental conditions and communications were not considered.
While consequence management was initially very focused on the firefighting activities, this did improve once the
ICC and RCC were established and REMT members provided input [10, 12, 16]. However, IGEM supports the view
of support agencies who feel that earlier activation of a state tier consequence management team would have
improved decision-making and increased public confidence.

4.6 Responder health and safety
Finding 6
The Inspector-General for Emergency Management finds that support agencies did not consistently adhere to
the responder health and safety measures implemented by the control agency due to a lack of awareness of
safety briefing procedures and/or limited safety equipment and resources.

Site health and safety arrangements
The health and safety of responder and support personnel is the responsibility of the control agency and the IC [50].
The IC is able to appoint an incident safety officer to manage health and safety decisions through the IEMT and
control arrangements [50].
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The incident safety officer may consider issues such as PPE, fatigue management, health monitoring, staging areas
and briefings, and any other relevant occupational health and safety concerns for personnel on site. They are
responsible for considering the health and safety risks and mitigation measures in the development and
implementation of the Incident Action Plan [14]. They are also responsible for ensuring all relevant health and safety
information is included in the briefings delivered to incident personnel prior to entering the site [14].
The control agency noted that localised smoke was a concern on the first day [10] and remained a concern
throughout the event. The smoke had a distinct odour and once the presence of chemicals in the warehouse was
detected, significant concern was raised regarding the toxicity of the smoke and air quality at the site.
The water run-off was contaminated by the chemicals stored in the warehouse [12, 13]. This was a concerning issue
for the control agency, as well as support agencies involved in mitigating environmental damage of Stony Creek and
conducting clean-up activities [10, 12, 13].
The fire behaviour was unpredictable due to the chemicals stored on site. Incident logs and the initial call log report
multiple explosions occurring at the site [10]. Photographs show evidence of chemical storage containers landing
some distance from the fire which posed a safety issue for those attacking the fire. As it was difficult to determine the
contents of the warehouse, toxic smoke and hot spots remained a tactical and safety issue until 6 September 2018
[10].
In an industrial fire where dangerous goods are known to be onsite, the fire services would typically have ongoing
engagement with the occupier to ensure emergency procedures and equipment are in place to facilitate an
appropriate and timely response to a fire. The occupier would also be responsible for providing a manifest outlining
the type and quantity of chemicals stored onsite to allow the fire services to prepare emergency plans that are
appropriate for the quantity and types of chemicals stored onsite.
As the MFB and regulators were not made aware of the warehouse contents and no manifest was provided, the
emergency procedures and planning could not accurately contemplate the fire safety risks. The MFB was required to
change its initial response strategy, and the associated health and safety measures, as situational awareness
improved and the presence of chemicals was detected.
An incident safety officer was appointed at 5.52am on 30 August [10] and a number of health and safety measures
were taken to ensure the safety of responders [10]. Incident control personnel discussed the importance of
responder safety. At times, responder crews were withdrawn from one sector of the incident due to explosions [10].
The safety officer role was transitioned to the ICC at 10.30am as part of the transfer of control and responder safety
remained a strategic priority for the duration of the incident [10]. In general, responder health and safety measures
were implemented quickly and conservatively, and adjusted where necessary as responders came to understand the
contents of the warehouse.
A Breathing Apparatus appliance was requested at 5.16am to provide initial information on air quality [10]. Initial
staging areas were moved at 6.49am [10, 11].
Initially the MFB Command Centre Vehicle and AV vehicles were deemed to be too close to the site and positioned
in an area with unsafe levels of smoke. As these vehicles were blocked by other vehicles and MFB hoses, it took 90
minutes to relocate them [11]. Staging areas were also relocated to areas with safer air quality on the morning of the
event.
The decision to move the staging area and site vehicles to safe locations was made quickly once risks on site were
identified. The IC and control agency faced significant difficulties gaining an understanding of the health and safety
issues on site due to the lack of dangerous goods notification supplied by the occupier. After the initial relocation of
vehicles and the staging area, there was no subsequent relocation [10].
The final positioning of the staging and health monitoring areas was a considerable distance from the incident and
despite control agency efforts to provide safety briefings [10, 11] support organisation personnel were not always
aware of the health and safety measures established by the control agency [12, 13, 18].
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Further, many of the health and safety measures were communicated for personnel responding at the site of the fire,
but there was less consistent communication for personnel working near Stony Creek.
MFB received 606 MFBSafe reports [10] from personnel rostered at the site throughout the duration of the incident.
This number indicates some personnel provided a report for each shift they worked during the incident. MFB
personnel are encouraged to file MFBSafe reports as part of internal safety procedures and compliance to health
and safety obligations.
Treatment was required in 31 cases and personnel reported visiting their own medical professionals (general
practitioners), onsite paramedics and/or the Brigade Medical Officer [40]. There were 106 reported injuries which
ranged from health issues related to exposure to smoke and other substances (for example headaches, chest
tightness, nausea and irritation), musculoskeletal pain and general fatigue [10]. ARFFS personnel also submitted
safety reports which included similar health complaints [43].
Many of the injuries and health issues reported in the MFBSafe reports relate to the air quality and presence of
chemicals on site. Given the types and quantities of chemicals were unknown to responders in the initial hours, the
IC and associated safety officers were required to modify typical health and safety measures once they became
aware of the toxic environment. These modifications were made in a timely manner but the lack of notification of
dangerous goods by the occupier exposed responders (and the broader community) to health and safety risks in the
first hours of the incident.
These health risks remained throughout the incident, although safety procedures were implemented to reduce
personnel exposure to toxic substances.

Personal protective equipment
Advice on adequate PPE is the responsibility of the control agency, IEMT and the incident safety officer [50]. They
provide advice on and monitor the use of PPE for all personnel attending the incident. ICs need to be notified of
chemical and asbestos hazards, and build risk mitigation measures into the Incident Action Plan, including PPE and
communication plans to ensure on site personnel are aware of the hazards and any associated safety measures.
The IC or incident safety officer should make decisions on PPE and decontamination based on a dynamic risk
assessment, response tactics, first response air monitoring data and other scientific advice. PPE and
decontamination decisions are often precautionary as scientific results regarding the presence of chemicals,
asbestos and other particulate matter may take time to become available [51].
The IC provides information about PPE and decontamination whenever there is a transfer of control, as well as
directly to the IMT, IEMT, RC, relevant support agencies, private contractors and relevant members of the
community. Commanders have a responsibility to ensure their agencies personnel are adequately informed and
resourced to comply with these PPE and decontamination requirements.
For support agencies in this incident, two issues for PPE emerged: adherence to PPE protocols specified by the
control agency and availability of sufficient supplies of appropriate PPE for a highly toxic drawn-out event.
Personnel at the site were initially advised to wear transmission P2 masks, however, there were reports that some
personnel were not aware of the PPE requirements and were on site without the appropriate masks [11].
The MFB debrief addressed the difficulty in communicating the need for appropriate PPE across all agencies
supporting the incident [10]. The staging areas for the incident were some distance from the fire and waterways
where personnel were deployed to reduce and manage contamination to Stony Creek. The incident footprint allowed
access to contaminated areas without passing through staging areas.
Some support agency personnel had a lack of awareness of health and safety protocols employed in prolonged
large-scale emergency incidents. As a result, some support agency personnel accessed contaminated areas without
being briefed appropriately by IEMT members. This was rectified as the incident progressed through engagement of
support agency commanders and IEMT discussions.
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Availability of PPE was an issue for support agencies throughout the event. Evidence shows that they were not
adequately resourced with sufficient quantities of PPE, nor were they equipped to decontaminate reusable PPE for
the duration of the incident. As PPE requires decontamination following use and many agencies were on site for
weeks after the fire, this constrained some clean-up operations, particularly in the waterways contaminated by the
chemicals in the water run-off [12, 13].

Recommendation 3
The Inspector-General for Emergency Management recommends support agencies (including the Environment
Protection Authority Victoria and Melbourne Water) ensure they have adequate access to personal protective
equipment in line with their roles and responsibilities for incidents involving hazardous materials, making specific
consideration for longer duration events.

Onsite health monitoring
Observation 5
The Inspector-General for Emergency Management observes that Ambulance Victoria (AV) provided health
monitoring for incident personnel throughout the first eight days of the incident. There was low uptake of health
monitoring services initially, however AV and the control agency collaborated to encourage greater attendance
of responders as the incident progressed.

The control agency and IC have a responsibility to implement health monitoring services [50]. AV liaises with the
control agency to ensure the safety of responders and provide health support to other agencies [11, 35, 52]. Health
Commanders provide health and medical information to the IC through the IEMT and work collaboratively with
Incident Safety Officers to monitor the results of health monitoring throughout the incident [11].
All personnel involved in the incident must be offered health monitoring, although it is not compulsory to use the
service [11].
Health monitoring should be initiated at major emergencies where there are potential health impacts for responders.
These roles and responsibilities are captured in J08.05 which was authorised in January 2019 [50], however AV
advised IGEM these roles and responsibilities were well established during the West Footscray incident and
reflected in numerous work instructions and plans [11, 52].
AV performed onsite and control centre command functions, provided health services to incident staff and
contributed to strategic advice for decision-making in accordance with the AV Emergency Response Plan [11].
AV was onsite from 5.10am on 30 August and the Incident Health Commander arrived at 6.05am. AV provided
health checks for responder and support agency personnel from this time until 12.40pm on 6 September 2018, when
it was cleared from health monitoring duties by the IC. Personnel from MFB, VicPol, City West Water, Melbourne
Water and EPA were also provided with health monitoring [11].
Throughout its time on site, AV performed 529 health assessments [11]. Responder personnel uptake of health
monitoring was initially quite low, particularly during night shifts [11]. The Incident Health Commander (AV) provided
this feedback during IEMT meetings and there was an increase in health monitoring as the incident progressed [11].
MFB noted there was an improved uptake of health monitoring from responder personnel compared to previous
events [10].
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AV reported minimal adverse health outcomes for the personnel who used the health monitoring service [11]. A
number of minor injuries and poor health complaints were identified and communicated to the incident safety officer
through the IEMT [11].
AV advised IGEM that the health monitoring was conducted some distance from the site (approximately 400 metres).
Responder personnel were required to walk this distance which reduced the effectiveness of some health
assessments. This may also partially explain the low uptake of health monitoring initially. The positioning of AV was
to increase the safety of paramedics providing the health monitoring.
AV made recommendations in its debrief to consider arrangements for transport to and from health monitoring sites
to encourage uptake and maintain health assessment effectiveness [11].

Support agency personnel involved in the initial clean-up of Stony Creek (Image: Melbourne Water).

.

5 Community information
and warnings
5.1 Communications arrangements
The state emergency management priorities [20] outline the importance of community information and warnings:
Issuing of community information and community warnings detailing incident information that is timely, relevant
and tailored to assist community members make informed decisions about their safety.
Information should be provided through multiple communication channels using complementary messages. Current
arrangements in place include dissemination through VicEmergency community information and warnings, broadcast
and print media, online and social media.
The EMC and SRC hold ultimate responsibility under the 2013 Act to ensure community information and warnings
are issued during a major fire [1]. This responsibility is delegated to the IC who authorises and issues the community
information and warnings before they are published and shared with the community [42, 53, 54]. The IC can assign
this role to a Deputy IC or Public Information Officer (PIO) [42].
At the incident tier, the IC can form a Public Information Section and Incident Joint Public Information Committee
(IJPIC) to coordinate and prepare community information and warnings. The Public Information Section at an ICC is
managed by the PIO and can include media, information and warnings and community liaison personnel as required.
The Public Information Section seeks advice from the IC, IJPIC, organisational representatives and scientific experts
to develop timely, accurate and consistent information for the community.
EMJPIC provides a forum for all government communications representatives to share key messages, concerns and
tactics. This enables a coordinated, whole of government communications approach to an emergency [49].
The EMMV description of EMJPIC was temporarily withdrawn in March 2018 [55] but its role is described in the
Emergency Management Public Information and Communications Manual [56]. EMJPIC and the EMJPIC Executive
also provide information to the State Crisis and Resilience Council via the EMC.
During an emergency EMJPIC's role is to support incident and regional public information processes by coordinating
whole-of-government communications and community engagement [56]. The SSCC can also be activated to conduct
strategic communications planning at the state tier with a whole-of-community approach [49].
Community information and warnings should be 'timely, relevant and tailored' [54].
EMJPIC adheres to these standards and includes an additional standard of 'accessible' in the whole-of-government
approach for the delivery of public information. EMJPIC also focuses on two-way communications to provide
information for diverse communities [56].
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5.2 Incident communications
In this incident, the community communications issued through the control agency had significant reach, exceeding
54 million impressions through media, social media and VicEmergency community information and warnings [10].
The first VicEmergency Advice warning was issued at 6.15am on 30 August 2018 [10, 16].
The control agency provided a media officer and several communications officers to manage community information
and warnings at the incident Public Information Section. A Regional Joint Public Information Committee also met late
on the first day of the incident [10].

VicEmergency
The VicEmergency platform uses the Emergency Management Common Operating Picture (EM-COP) to
disseminate community information and warnings that are timely, relevant and tailored [54]. Community information
and warnings issued via EM-COP are simultaneously posted to the following channels:


VicEmergency website



VicEmergency phone application (app)



VicEmergency telephone hotline



VicEmergency Facebook and Twitter



control agency social media



email notifications to IEMT members and media (including emergency broadcasters).

The language used should be easily understood (non-operational) and personalised [54]. Each warning or advice
message must also be consistent to reduce the need for people to validate information by seeking additional
information from potentially unauthorised sources [54].
EMV provides templates and guidance materials for incident, regional and state tier communications personnel to
facilitate the development of clear and efficient communications on VicEmergency. J04.01 outlines the procedures
associated with Watch and Act and Advice warnings, and Community Information (see Figure 4) [53].
The IC or the appointed PIO must approve all community information and warnings issued using VicEmergency at
the incident tier to ensure a consistent communications strategy [53].
The evidence provided to IGEM indicates that first responders requested a community warning be issued within 10
minutes of arriving on scene [10] and an Advice warning was issued at 6.15am on 30 August [10, 16]. This Advice
warning included information about the fire, presence of smoke, precautionary health measures, current threats to
the community and road closure information. The Advice was issued for a number of specific suburbs based on the
incident itself and the location of the smoke plume. The Advice warning included the details of where to access more
complete information about the incident and its potential impacts.
Five Watch and Act warnings, six Advice warnings and two Community Information notifications were issued on 30
August 2018 (see Appendix 3, page 65). These notifications were issued across the VicEmergency channels and
published either in part or in full on the social media channels of responder agencies (MFB, CFA and AV) and other
agencies (EPA, VicPol, DELWP, DHHS, DET and EMV).
The community information and warnings were also broadcast with official emergency broadcasters (Melbournebased radio and television stations), journalist reports and press conferences with control agency personnel and the
EMC.
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Figure 4: Community information and warnings classifications (https://emergency.vic.gov.au/prepare/#understanding-warnings).

Note: Community information and warnings have modified since the time of the fire. Community information is no longer included in
Warnings and Emergency Information. Advice messages now do not include information related to activity in the area subsiding.

The VicEmergency community information and warnings included information about the location of the fire, status of
the fire (for example under control, contained), impacted communities and the likely actions of emergency service
personnel. They also included information describing the current impacts to the area, smoke behaviour and advice
for community actions. A complete summary of the messages is provided in Appendix 3 (page 65).
A detailed analysis of the VicEmergency community information and warnings revealed some minor inconsistencies
between warnings in the way information was communicated and the amount of detail included. For example, at
11.44am, there was a shift in how the affected suburbs were described, changing from a list of suburb names to an
area described by major roads and landmarks [10, 16]. This initially occurred when a member of the SRC authorised
a message as opposed to the IC [16].
There were several examples of VicEmergency community information and warnings being disseminated by state
tier personnel without the authorisation of the IC. This did result in some inconsistency in the language and
information included in the warning and frustration among the tiers of control.
This issue seemed to arise through a perceived need by the SCT/SCoT to provide and clarify information beyond the
public communication strategy employed at the incident level of control and reflects the ultimate responsibility of the
EMC and SRC to ensure fire information and warnings are issued to the community [1].
There was criticism from local council and support agencies that the VicEmergency community information and
warnings did not initially contain enough information to address community concern about the smoke and that they
were not issued frequently enough, particularly on the first two days of the fire.
As noted previously, there is scope to improve the strategy and channels of communication with the public.
However, the VicEmergency community information and warnings were developed in a manner that adhered to
templates and provided accurate information.

Other communication methods
Support agencies posted incident information on Facebook and Twitter [12, 13, 17, 57]. The majority of these posts
repeated information from the VicEmergency platforms or linked to media content from television. Photographs,
video clips and quotes from the control agency and EMC were used to engage the public and provide important
information.
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During the first day, support agencies encouraged the control agency to take a stronger lead in the communications
[12, 16]. Support organisation debriefs indicate the incident media officer was not able to answer or respond to all
requests for information from the media [16]. EMJPIC provided information and attempted to answer incoming media
questions on behalf of the control agency media officer, however as there was no formal activation of the committee,
they were not aware of some information and could not always provide meaningful information to media
representatives [16].
Two community meetings for businesses and the general public were scheduled for the evening of 30 August 2018
[10, 18]. The control agency and support agencies attended these meetings to provide information to the public and
address any questions and concerns raised. In principle, the meetings provided positive community engagement.
However, access to the meetings was problematic as those residents had been advised to stay indoors. The
Maribyrnong City Council was unable to live-stream the meeting, however, a Maribyrnong City Counsellor did livestream the event on their personal Facebook account.
Support agencies worked throughout the incident to prepare and post signage, however, feedback from the
community and the local councils indicated it was posted too late and was not visible enough. IGEM notes that the
support agencies working to protect and clean-up the waterway were not clear on which organisation was
responsible for preparing and distributing the signage.
Communication improved throughout the event, particularly after the establishment of the ICC and RCC. However,
support agencies felt there was a need to 'play catch-up' to ensure the communications strategy and public
information adequately addressed community concerns [12, 16, 17].

Consideration of vulnerable populations
During an emergency, some people require additional assistance to respond appropriately to emergency information
in a timely manner.
For example, communities affected by this fire included residents of aged-care facilities, children, people in medical
care facilities, people with specified health conditions and those with low English proficiency. Additional steps were
taken throughout the incident to ensure these people and/or their carers had enough information to make safe
decisions.
Operators of facilities for vulnerable communities – such as aged-care facilities – must also ensure they have
emergency plans to facilitate a timely, appropriate response to keep their residents safe.
For this incident, communication with vulnerable populations was a priority to support individuals to take steps to
ensure their own health and safety. Specific advice was provided to members of the community who may be
particularly sensitive to smoke.
IGEM noted a focus on communication strategies for vulnerable populations and incident documents indicate
consideration of vulnerable communities in the early stages of response [10]. This was ultimately sufficient for the
incident, but some support agencies held concerns that there had not been adequate consideration of vulnerable
communities to prepare for a potential evacuation.

Culturally and linguistically diverse populations
According to the Maribyrnong City Council MEMP [25], approximately ten per cent of residents do not speak English
well or at all and the largest language group after English is Vietnamese. In Hobsons Bay City Council, where many
of the VicEmergency warnings were issued, five per cent of residents have low English proficiency with relatively
large numbers of families speaking Vietnamese, Arabic, Cantonese and Mandarin [58].
Communications issued on the first day were issued primarily in English, however the control agency did include
information regarding access to other languages in VicEmergency community information and warnings.
DHHS, EPA and local council all provided information in other languages that could be distributed via media, online
and in person through the community meetings or other face-to-face interactions [12, 18, 57]. Likewise, standard
translation sources (such as Victorian Government Health translations website and the Australian Government
Translating and Interpreting Service) were available to all members of the community.
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Melbourne Water provided signage in English and Vietnamese along Stony Creek and at common fishing locations
to deter people and their pets from coming into contact with the water, or consuming fish from the area [13].

Engagement of support organisation advice
Finding 7
The Inspector-General for Emergency Management finds that the control agency did not establish a Public
Information Section that had the capacity and capability to engage the necessary agency representatives and
scientific experts, or address emerging community concerns.

The Public Information Section and other communication functions operate to ensure the community and media
receive timely, relevant and tailored information that describes the actual and potential impacts of the incident. This
may include information about health and environmental risks and consequences of the incident and instructions
about immediate safety as the incident progresses. Appropriate organisational representatives and scientific officers
should be engaged to advise on the development of communications.
For this incident, the EPA had major responsibilities to advise on air quality communications. It published a
significant amount of data on its website, provided information to Air Watch and provided air quality reports to DHHS
and the IC as per the State Smoke Framework and J03.18 [47]. This information was provided in a number of
formats that could be used to issue information about the current air quality and forecast overall air quality.
However, EPA advised IGEM it is not adequately resourced to provide immediate and dynamic translation of air
quality and other science advice into appropriate community information and warnings where they differ from
standard messaging, or where there is a lack of information.
IGEM notes that the State Smoke Framework and associated doctrine guiding air quality and public health
information continues to be developed with the advice of EPA. EPA has developed a number of learnings from this
incident, but additional work is required to clarify and embed its role as advisors to communication functions.
There was concern among support agencies that information provided to the control agency communications
personnel was not included in community information and warnings at the first opportunity to do so. This created an
information void and support agencies felt obliged to deviate from established doctrine to communicate through the
control agency, instead making public statements independently or taking a lead role in encouraging the control
agency to communicate with the public more extensively.
There was an acknowledgement from the MFB that there was capacity to improve its communications and
engagement with the media to support the provision of more timely information to the public [10]. EPA also
acknowledged some opportunities to either clarify its role as advisors or invest in their own public communication
capacity and capability [12].

5.3 Strategic communications
Finding 8
The Inspector-General for Emergency Management finds that community concerns were influenced by a lack of
knowledge as to where to source trustworthy information and a mismatch between the information being
provided and the visible impacts of the emergency.

The control agency provided information to the community that was largely accurate, adhered to sector templates
and was consistent in each update on VicEmergency. The content issued using VicEmergency mostly adhered to
established communication protocols.
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As mentioned previously, the community communications resulted in over 54 million impressions, indicating that the
communications reach was very broad [10]. However, the reach of communications does not necessarily indicate
effective communications in terms of achieving the outcome of ensuring the affected community feel safe and
appropriately informed.
Strategic communication approaches respond to the information needs of the community based on the unique
characteristics of an emergency and adapt to community needs as the incident progresses. This may require
modification of communications arrangements to address significant community and media concerns or
misinformation being provided. The templates provided for VicEmergency community information and warnings
include 'free-text' sections to allow specific information to be provided in a manner that is tailored to the incident,
community and any public concerns.
There have been a number of recommendations made to various sector agencies in regard to community
communications [39, 59] and a significant number of improvements made to both the arrangements and guidance for
public information and warnings, including the establishment of a SSCC which can be activated to support the Public
Information Section [49, 53, 54].
In this incident, there did not appear to be a strong strategic approach to communications and the SSCC was not
activated. The content of the community information and warnings issued through VicEmergency was accurate,
however did not respond to community concerns related primarily to the smoke and chemical odour [12, 16, 18, 57].
There was a disconnect between the authorised community information and warnings concerning the air quality and
the community's perceptions of safety during the incident. The warnings indicated there was no need to leave the
area, however community members saw emergency personnel in HAZMAT clothing, noted childcare and school
closures in the area and remained concerned about the smoke and chemical odour. There was also information
being disseminated about the weather which may have heightened concern.
The Watch and Act, and Advice warnings all mentioned the smoke and smell, however, as the incident progressed
there were growing community concerns that the area was not safe. A number of support agencies recognised that
initial communications from the control agency did not address the likelihood that the community may not accept the
information about the safety of the area, but there was limited opportunity to provide input to the control agency for
the community information and warnings being issued.
VicEmergency information and warnings persisted with the original information describing air quality. There was little
deviation in the information provided about air quality and the smoke, despite growing concern in the community
about air quality and general safety. IGEM notes that the information in the warnings was correct, but there remained
a level of distrust in the community when other indicators observable in the area were concerning and contradictory
with the official advice.
EPA was responsible for supporting the provision of public information but acknowledged in debriefing activities their
advice did not quickly react to growing community concerns about air quality [12]. When tailored advice was
available, the EPA experienced difficulty including this information with the warnings and information issued by the
control agency.
The State Smoke Framework and associated JSOPs outline EPA's role to provide advice on air quality, however
there is a discrepancy in their ability to provide technical advice for community information and warnings and their
capability and capacity to rapidly support the development of an appropriate communications strategy.
Four key support agencies discussed the lack of an adequately resourced Public Information Section at the incident
tier in the early hours of the incident. Once the EPA communications teams were activated and began collaborating
with the control agency, local council, DHHS and other support agencies, there appeared to be an improvement in
the communications strategy. However, the initial delay allowed community fears to develop and regaining public
confidence took some time.
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While the control agency provided factual information to the community, it did not address the emerging community
health and safety concerns in a timely manner. Further, the strategy to ensure the community knows how to access
accurate information was not modified to reflect that the community impacted by this incident don't often engage with
emergency services and the VicEmergency platform. This resulted in the community seeking additional information
from other sources that was not consistent with the information being provided by the IC.
IGEM notes that communications improved throughout the first day of the incident once organisational
communications representatives were appropriately activated and engaged [10, 12, 16]. The scheduling of the
community meetings (particularly on 30 August) helped to regain public confidence and ensure accurate information
was available to the community [18, 57].

Observation 6
The Inspector-General for Emergency Management observes opportunities for the control agency to activate the
Public Information Section and other public information capabilities at incident, regional and state tiers earlier in
incidents where there is anticipated to be significant concern in the community.

Emergency Alert
In addition to a broad request for advice relating to community information and warnings, the minister requested
specific advice about the use of the Emergency Alert system. Emergency Alert was not used in this incident but is
one communication system available to the Victorian emergency management sector.
Emergency Alert is the telephone alerting system which issues voice and text messages to fixed line and mobile
telephones within a defined geographical area [53, 54]. The system is nationwide and federal legislation governs its
use, however, each state has their own protocols and criteria for using the system. In Victoria, the Emergency Alert
system is used when there is an emergency that poses a clear threat to life and the IC considers this approach to be
the best method of informing the community.
Guidelines for the use of Emergency Alert stipulate that the system can be engaged when one or more of the
following circumstances apply [53]:


It will contribute to saving lives and property.



It is deemed the best way of warning the community in the event of an actual or likely emergency.



Alternate channels have been considered and alone may not achieve objective(s).



Time is of the essence and specific action following receipt of the warning is required.



The emergency is within a defined geographical area.

The guidelines in J04.01 permit the use of Emergency Alert as a means of providing information in situations where
life is not directly under threat [53]. However, other guidance indicates the system should only be used when there is
a threat to life [54]. Senior personnel in the sector advised they are discouraged from using the system when there is
no threat to life.
Potential users of the system are cautioned against overuse for fear that this may lead to complacency in
communities regarding this service [53]. There are additional limitations regarding the small amount of content that
can be included (160 characters in the SMS messages) and the resources required to send messages using this
system. The system should be used in conjunction with other communications channels as people typically seek
additional information after receiving a message issued through Emergency Alert [54].
IGEM was advised that one of the main criticisms of information and warnings from community members was that it
was difficult to determine how to source accurate information [12, 16, 18].
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The community's lack of understanding as to where to source accurate information was also clear from some posts
on social media [16, 18, 57]. This criticism occurred mostly during the morning of the fire (30 August 2018) and
appeared to be resolved through the community meetings and communication strategies employed throughout the
first day of the incident and the following weeks.
Establishing a single source of truth for emergency information can be difficult but is important in communities where
major emergencies are uncommon and unexpected. The communities affected by this fire rarely need to interact
with emergency services and there is evidence to suggest they were not aware of the VicEmergency platform and
other official communication channels (for example ABC News broadcasters).
In the initial hours of an emergency, the community may seek information from sources that do not provide accurate
or complete information. This can increase fear and frustration and limit the community's ability to make informed
decisions for their safety. For this incident, it was difficult to quickly advise the community of the most accurate and
timely sources of incident information.
There is scope to broaden the situations in which Emergency Alert is used to provide information to community
members. There is an opportunity to use Emergency Alert once at the start of a major incident to alert members of
the community to the incident and advise those in affected areas of authorised communication channels (including
VicEmergency).
While IGEM concurs that the use of Emergency Alert should be reserved for high consequence events, to ensure the
public does not become complacent about receiving messages, it could be a valuable means of ensuring the public
understands to access VicEmergency as the single-source of truth for community information and warnings
throughout the event.
IGEM proposes that extending the use of Emergency Alert to provide initial advice to communities about the
occurrence of a (significant) incident, and where to seek ongoing information and advice, is in keeping with the
intended purpose of Emergency Alert, reinforces the critical role of the VicEmergency platform, and supports the
overall effectiveness of communications and warnings to the community, especially during rapid onset emergencies
with potentially high consequences.

Recommendation 4
The Inspector-General for Emergency Management recommends that Emergency Management Victoria
coordinate a review of the use of the Emergency Alert system in circumstances beyond the immediate threat to
life. The review should consider how the system could be used to inform the impacted community of the
emerging event and how to source information without compromising its effectiveness in life-threatening
situations.

Consequence of communications
IGEM analysed evidence and heard commentary to suggest that potential negative public perceptions contributed to
suppression strategy decision-making.
IGEM notes that a free burn (passive suppression) strategy was considered and trialled by MFB at various points
throughout the fire [10]. This strategy involves containing the exposures of the fire but allowing the fuel to burn. The
consequence management plan outlined positive outcomes for responder health and safety and the environment
(through reduced water run-off) if appropriate management of smoke and combustion products were employed [10].
The social, legal and political consequences of employing this strategy were considered to be negative as the
duration of the incident would be drawn out. IGEM noted some criticism on social media from members of the public
where responders were photographed observing the fire (rather than actively responding) [10].
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IGEM does not suggest that the control agency was completely influenced by the potential public response, but this
response was certainly considered in the decision-making process. Firefighting strategies are developed based on
years of experience, an understanding of fire behaviour in different situations and response training. As many of the
suppression strategies pose threats to the responders and the environment, it would be advantageous to have
strategies in place that have minimal consequences when implemented in appropriate circumstances.
While public perceptions of safety are important, employing a passive suppression strategy appropriately does not
pose any greater threat to the community. By proactively communicating with the community through the media and
other appropriate mechanisms, the potential social and political consequences of this suppression strategy could be
mitigated. Engaging the community in this manner respects the shared responsibility approach of the emergency
management sector by including the community in the dialogue about response strategies.
In March 2019, CFA faced similar criticism for its response and perceived lack of action in the Bunyip State Park
bushfires. It resolved the issue by using the media to respond to the criticism and explain the rationale behind the
firefighting strategies. This was supported through the attendance of the minister and the EMC at the press
conference and through print media [60]. CFA advised IGEM this strategy worked well and ensured the community
had accurate information about the response from a respected authority, rather than relying on hearsay provided
through other communication channels.
There is scope to consider communications strategies to address public concern regarding visible firefighting tactics.
Fire services could engage the SSCC or EMJPIC more extensively to ensure messaging to the community is
conducive to public confidence and perceptions of safety. This would reduce some barriers to engaging a passive
suppression strategy that may otherwise be considered a positive tactic for managing a fire. This approach relies on
public awareness of, and confidence in the messages being communicated throughout the incident.

Smoke plume observed from West Footscray on the morning of 30 August 2018 (Image: Supplied).

6 Preparedness for future
incidents

The fire was an unexpected incident in a highly populated area of Melbourne.
Multiple personnel from a variety of agencies discussed how the weather, wind conditions and positioning of existing
environmental monitoring stations were favourable for this incident response.
With a number of similar sites now identified, the incident provides an important opportunity to reflect on decisionmaking and preparation and response, both internally and as a sector, to improve arrangements for future incidents.
Some sector agencies also took the opportunity to consider how a similar incident might be managed in less
favourable conditions (for example if the smoke plume descended over the surrounding community).

6.1 Sector debriefing procedures
Finding 9
The Inspector-General for Emergency Management finds there was a high degree of variability in how
observations were captured and reported, with some debriefs lacking the necessary detail to develop
meaningful insights, lessons or actions.

Debriefing has been standard emergency management practice for some time. EMV has provided significant
training, direction and guidelines to assist agencies to conduct debriefing that adds value and is future-focused and
consistent [61]. Operational personnel are expected to be provided the opportunity to contribute to debriefing
activities such as after-action reviews, internal debriefs, post-incident surveys and/or through EM-Share [61].
The purpose of debriefing is to formally identify important observations regarding good practice and opportunities for
learning and improvement [61]. EMV supports the web-based EM-Share platform where sector personnel can
upload observations pertaining to particular incidents. The State Review Team supports this process through their
organisation to identify insights and lessons from these observations and providing strategic direction and state level
management of debriefing across the sector [62].
IGEM used the debriefs as a source of evidence to validate and clarify evidence produced during the incident, but
also to gain an understanding of the rationale behind decisions and the extent to which agencies had considered
their role and actions in the incident as a means of identifying opportunities to improve.
IGEM was able to use the debriefs developed by each organisation to identify areas that were either problematic or
successful in the response to the fire (including the community information and warnings). However, IGEM was not
always able to determine the severity and scope of problematic areas or the systemic causes associated with these
issues using only the debriefs.
There were examples of high-level changes already being proposed and implemented from debriefing procedures, in
particular where agencies had the support and commitment of their executive and senior personnel. There was a
tendency to propose actions that were focused on internal operations, rather than collaborative strategies and work
programs.
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Incident debriefing procedures
IGEM sighted internal debriefing documents from the agencies who undertook a formal debrief for this incident. Not
all agencies conducted formal debriefs either due to their limited involvement in the incident and/or participation in
one of the multi-agency debriefs.
One support organisation advised IGEM it prefers to approach formal debriefing from a strategic perspective and
reflect on multiple incidents collectively to ensure high-level learnings can be identified and implemented across the
organisation. This strategic debriefing is conducted in addition to more informal 'hot debriefs' as required immediately
after an incident.
Several agencies with key roles in the fire conducted internal debriefings. In addition, MFB hosted an IEMT/REMT
debriefing [10] and EMV hosted a multi-agency debriefing. IGEM observed the multi-agency debrief held on 13
December 2018. Some debriefings were held to identify good practice and opportunities for improvement in the
organisation's own operational performance, while others were held to encourage reflection on inter-agency
coordination, shared roles and the overall incident. The MFB also reviewed the incident to assess the application of
emergency management strategic priorities throughout the period of control [10].
The debriefs largely adopted the nationally recognised lessons management 'observations, insights, lessons'
methodology, where unique observations were captured through face-to-face discussions, phone calls or emails with
personnel directly involved in the fire response. These observations were then collated and categorised into thematic
insights, which summarised the broader themes associated with the observations. In some cases, the debriefs
proposed actions or lessons that could be implemented to improve practice. As appropriate, the debriefing process
also aimed to identify good practice to be sustained in future incidents.
For most agencies, the debriefs were conducted in a consistent and organised manner that was inclusive of all
relevant personnel. IGEM noted a system-focused approach which encourages a focus on organisational or sector
systems rather than individual performance. This approach is recommended in EMV Debriefing Guidelines [61].
The quality of debriefs varied with the most comprehensive providing a thorough analysis of events with detailed
summaries of areas that worked well and areas that could be improved, including actions for internal changes
recommended. These debriefs had typically invited all of those involved in the incident by scheduling time for the
debriefing activities and requesting additional information via telephone or email.
For the two debriefs that involved multiple agencies (the IEMT/ REMT debrief and the EMV-hosted multi-agency
debrief), the hosts facilitated collaborative discussion across agencies to determine practice that should be sustained
or improved. There is evidence to suggest that agencies may not have fully explored problematic issues in these
multi-agency debriefs, reserving this in-depth evaluation for debriefs held internally.
IGEM does not assume that all agencies involved in every incident will conduct a thorough debrief, as hot debriefs or
informal debriefing discussions may be adequate for the purposes of the organisation overall and the personnel
involved in the incident. However, in some cases it was evident that additional rigour was required to capture lessons
and identify improved approaches.
There is scope to improve how the observations and learnings captured through debriefing can be considered
across agencies and for future events to inform strategic development of organisational and sector capability and
capacity.
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6.2 Concluding remarks
This incident provides an opportunity to reflect on the arrangements in place to facilitate a collaborative response
that more fully considers the broad consequences of the overall incident, rather than the direct impacts of the fire.
As multiple similar sites have been identified in the months since the incident, there is an important and timely
opportunity to develop and refine emergency management arrangements that relate to industrial fires involving
dangerous goods and other waste materials.
Overall, the agencies that comprise the emergency management sector activated and contributed to the overall
response in meaningful ways.
IGEM analysed a significant amount of evidence which provided a range of positive lessons to capture from the
incident. IGEM has highlighted the opportunities to improve the escalation processes for incident control to ensure
that relevant support functions are triggered to provide a proactive and timely response that is community-focused.

Smoke plume observed from the Melbourne Central Business District on 30 August 2018 (Image: IGEM).

Site identification
There was a clear recognition that identification of high-risk sites remains a high priority as this allows appropriate
risk mitigation and preparedness activities to be implemented. However, the regulatory agencies were clear that the
current regulatory arrangements require self-identification and compliance from business owners.
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Increased intelligence, inter-agency collaboration and strengthening of punitive and regulatory powers may reduce
instances of non-compliance. However, it is unrealistic to expect that regulators will be able to identify all high-risk
sites when there is no licensing or regulatory engagement from the business owner.
The site of this fire was inspected on multiple occasions by a number of agencies and there was engagement with
the owner regarding breaches concerning fire safety. At a recent inspection of the property, there was no evidence to
suggest such a large amount of chemicals were being stored at the site. The business owner had also made no
notification to WorkSafe or any other regulator as to the use and storage of dangerous goods.

Response roles and responsibilities
The fire was an intense incident that required an extensive amount resources to contain and extinguish. The
response to the fire was initiated quickly and some good learnings regarding transfer of control and water-way
management have been identified.
There was limited oversight of the broader consequences of the fire and the political and social implications of an
incident of this nature in an urbanised area. There were delays in establishing various state and regional support
functions which resulted in support agencies self-activating in a manner that did not adhere to the line of control.
The environmental conditions were favourable and many of the potential consequences for public health and safety
did not eventuate. However, support agencies held concerns that 'the system' did not have adequate control of the
incident, which, would likely have resulted in rapid and serious consequences to public and personnel safety had the
plume descended to ground level. Based on the evidence provided in preparing this report, IGEM supports these
concerns.

Community information and warnings
IGEM identified some discrete issues with the community information and warnings for this incident, but messages to
the community largely adhered to specified public information protocols.
Messages used accurate information and the information was available on VicEmergency and updated periodically
throughout the incident. However, the approach to communications was ad hoc and lacked a strategic focus. There
was a disconnect in the information provided in warnings and the community's perception of health and safety in the
affected areas.
In addition to the problems with the messaging content and strategy, community members were not always aware of
how to access accurate information. There is scope to consider how the use of Emergency Alert could be extended
to ensure members of the public are directed to timely and accurate information.
There is scope to clarify the triggers for incident escalation to ensure communication support mechanisms are
activated, consistent and appropriate. The communications did improve throughout the incident and a number of
strategies (such as the community meetings) were well received in the community.

.
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7 Addendum

The passage of time since the occurrence of the West Footscray industrial fire and the delivery of this report has
seen a number of improvements to the way in which the sector responds to similar events. These are identified in
this report.
In addition, Melbourne witnessed an emergency similar to the West Footscray event in the Campbellfield factory fire,
a hazardous waste factory fire that occurred on 5 April 2019. The MFB was once again the control agency for the
event and most of the support agencies that assisted with the West Footscray industrial fire were again involved in
this event.
While IGEM was not requested to review any aspect of the response to the Campbellfield fire, the Inspector-General
thought it important to observe the response to the event as a way of identifying improvements that had been
implemented since August 2018, and any potential additional issues that might have a significant bearing on the
observations and findings in this report.
IGEM's analysis of the Campbellfield fire was limited to real-time observation of the event through mainstream media
outlets, social media platforms, and VicEmergency. Additionally, the IGEM participated as an observer (by
teleconference) in the combined State Control Team / State Coordination Team meeting at 9.15am on Friday 5 April
2019.
In the weeks immediately following the fire the IGEM also met separately with the Chief Officer / Chief Executive
Officer of the MFB and the Acting Emergency Management Commissioner.
Even though IGEM did not conduct a detailed analysis of the response to the Campbellfield fire, it was apparent that
the control agency and others were cognisant of the issues arising from the West Footscray industrial fire and had
consciously attempted to address as many of them as possible during the Campbellfield response. This is a positive
observation that warrants acknowledgement in this addendum.
The Terms of Reference (ToR) for the West Footscray industrial fire report were quite specific, and as such, the
observations, findings and recommendations are made to specifically address them. However, it is sometimes the
case in IGEM's work that issues arise that do not relate specifically to the ToR, but are potentially of enough
significance that they warrant observation.
A topic of discussion within this report was that of the state control arrangements, with an emphasis on transfer of
control. This topic has been raised as a side issue in discussions with senior agency and department officials in
previous IGEM reviews, however it has never been considered as a specific review topic.
The question that has arisen in relation to the West Footscray industrial fire is whether or not the current state control
arrangements, including the incident, region and state tiers, are as functional and appropriate in their application to
the single site, urban emergency setting as they are in a widespread emergency, and for example, a rural bushfire
setting.
As this issue has arisen in more than one IGEM review, having been raised by both control and support agencies,
IGEM makes the following observation.

Observation 7
The Inspector-General for Emergency Management observes that there is a view among some control and
support agencies that the existing state control arrangements would benefit from a review of their effectiveness
in single site, urban emergency scenarios.
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Appendix 1: Minister’s request
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Appendix 2: Review methods
Data collection
IGEM collected data from the following sources:


document analysis



stakeholder interviews and submissions



observations of the multi-agency debrief.

Document analysis
IGEM collected documents from publicly available sources and through access to emergency management
information repositories such as EM-COP, EM-Share and EM-Drive. Stakeholders provided additional documents to
describe and demonstrate debriefing activities, processes, policies and decisions relevant to the review objectives.
The documents were used to create a timeline of the incident and identify the key decisions and actions occurring in
the preparedness and response phase.

Stakeholder interviews and submissions
IGEM conducted formal interviews with stakeholders representing response agencies, state government
departments, statutory authorities and municipal council staff who were involved in the incident.
Representatives were nominated through a designated contact person within each stakeholder organisation. In
some cases, IGEM specifically requested interviews with individuals known to be involved in key arrangements
related to the review objectives.
Interviews were conducted by two IGEM staff members. The number of stakeholder representatives varied from one
to four in each interview. IGEM followed up with individual representatives by telephone or email in cases where
clarity or further information was required. Interviews were typically one hour.
Stakeholder interviews with personnel who have strong links to the community, or who were present at the
community meeting on 30 August were used to understand community perceptions related to the response and
communications throughout the incident. This information was considered with social media commentary and media
reports.
IGEM interviewers employed a semi-structured interviewing technique and used an interview guide in all interviews.
Interviews were audio-recorded and transcribed verbatim. IGEM staff checked each interview for accuracy.
Stakeholder representatives were then offered the opportunity to check the transcripts, provide documentary
evidence based on points raised and clarify information. This process resulted in additional documents being
submitted for consideration, a written submission and follow-up telephone calls with additional stakeholder
representatives.
In some cases, stakeholder representatives preferred to provide a written submission. In these cases, IGEM
provided a list of questions to the designated stakeholder contact who coordinated a response from the relevant
personnel in the organisation.

Observations
IGEM attended the multi-agency debrief hosted by EMV on 13 December 2018. Three evaluation and review team
members observed the proceedings and took field notes to describe the discussions held by attendees. The multiagency debrief involved separating the attendees into four groups to discuss four different topics, three of which
aligned with the objectives of the review. One team member observed the discussion for each of the three relevant
topics. Following the debrief, the field notes of each team member were consolidated and verified by the team.
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Data validation
IGEM acknowledges that bias and limitations in data collection and analysis is inherent in the approach chosen to
prepare this report. To ensure data validity and reduce bias, IGEM adopted the following validation techniques:


thorough project management and record keeping to maintain transparency of the assurance process including
data collection, stakeholder engagement, data analysis and interpretation of observations and findings.



data triangulation to validate data sources and balance findings by comparing evidence from different sources



subject matter expert comments on observations and findings, and assistance in recommendation preparation



comparison to leading and typical practice from other Australian states and territories and overseas jurisdictions
was considered through document analysis and literature review



report feedback: stakeholders were asked to comment on the final draft of the report and IGEM responded to all
comments and amended the document where relevant based on all evidence.

Data analysis
IGEM analysed all information to address the minister’s request for advice.
All evidence was coded according to a structured coding tree which was updated as themes emerged. The research
analysis software package NVivo was used to code data throughout the project.
Two IGEM evaluators coded each interview transcript. The coding results were compared for inter-rater reliability
and there was greater than 80 per cent agreement across a random selection of transcripts.

MESSAGE TYPE

Advice

Advice

Watch and Act

Advice

Watch and Act

Advice

Watch and Act

Community Info

Watch and Act

Community Info

Advice

Advice

Watch and Act

Watch and Act

Advice

Advice

Watch and Act

Community Info

DATE AND TIME

30/08/2018 06.15

30/08/2018 08.18

30/08/2018 09.08

30/08/2018 11.44

30/08/2018 12.52

30/08/2018 12.55

30/08/2018 16.36

30/08/2018 16.36

30/08/2018 16.53

30/08/2018 16.53

30/08/2018 17.00

30/08/2018 19.30

30/08/2018 23.07

31/08/2018 06.12

31/08/2018 06.21

31/08/2018 06.37

31/08/2018 09.52

31/08/2018 13.51

Appendix 3: Community information and warnings
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WHAT YOU WILL SEE
/SMELL

WHAT YOU SHOULD DO

WEATHER

WATERWAY INFORMATION

WATER QUALITY
INFORMATION

SOURCES TO STAY
INFORMED

SCHOOL INFORMATION

TRAFFIC INFORMATION

PUBLIC TRANSPORT
UPDATES

PET HEALTH AND SAFETY

NEXT EXPECTED UPDATE

IMPACTED AREA

IMPACTS IN AREA

HEALTH CONTACTS

HEALTH AND SMOKE INFO

EMERGENCY SERVICES
PRESENCE

EMERGENCY
MANAGEMENT ACTIVITY

EMERGENCY TYPE AND
LOCATION

COMMUNITY MEETINGS

AGENCY ACTIVITY

ACCESSIBILITY

MESSAGE TYPE

Watch and Act

Advice

Community Info

Advice

Advice

Community Info

Community Info

Advice

Advice

Advice

Community Info

Advice

Community Info

Advice

Community Info

Advice

Community Info

Community Info

Community Info

DATE AND TIME

31/08/2018 14.34

31/08/2018 18.38

1/09/2018 03.27

02/09/2018 15.44

03/09/2018 11.22

03/09/2018 11.23

03/09/2018 16.48

03/09/2018 16.50

04/09/2018 07.51

04/09/2018 16.55

04/09/2018 17.32

05/09/2018 16.34

05/09/2018 16.44

06/09/2018 10.49

06/09/2018 13.55

06/09/2018 14.39

06/09/2018 14.48

06/09/2018 15.09

07/09/2018 13.20
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WHAT YOU WILL SEE
/SMELL

WHAT YOU SHOULD DO

WEATHER

WATERWAY INFORMATION

WATER QUALITY
INFORMATION

SOURCES TO STAY
INFORMED

SCHOOL INFORMATION

TRAFFIC INFORMATION

PUBLIC TRANSPORT
UPDATES

PET HEALTH AND SAFETY

NEXT EXPECTED UPDATE

IMPACTED AREA

IMPACTS IN AREA

HEALTH CONTACTS

HEALTH AND SMOKE INFO

EMERGENCY SERVICES
PRESENCE

EMERGENCY
MANAGEMENT ACTIVITY

EMERGENCY TYPE AND
LOCATION

COMMUNITY MEETINGS

AGENCY ACTIVITY

ACCESSIBILITY

Report into the West Footscray Industrial Fire | 67

WHAT YOU WILL SEE
/SMELL
WHAT YOU SHOULD DO

WEATHER

WATERWAY INFORMATION
WATER QUALITY
INFORMATION
SOURCES TO STAY
INFORMED
SCHOOL INFORMATION

TRAFFIC INFORMATION
PUBLIC TRANSPORT
UPDATES
PET HEALTH AND SAFETY

NEXT EXPECTED UPDATE

IMPACTED AREA

IMPACTS IN AREA

HEALTH CONTACTS

HEALTH AND SMOKE INFO
EMERGENCY SERVICES
PRESENCE
EMERGENCY
MANAGEMENT ACTIVITY
EMERGENCY TYPE AND
LOCATION
COMMUNITY MEETINGS

AGENCY ACTIVITY

MESSAGE TYPE

Community Info

Community Info

Community Info

Community Info

Advice

Community Info

Advice

Community Info

Community Info

Community Info

Community Info

DATE AND TIME

08/09/2018 14.03

08/09/2018 14.03

08/09/2018 17.27

09/09/2018 14.53

10/09/2018 09.53

10/09/2018 12.52

10/09/2018 17.33

12/09/2019 15.38

13/09/2018 15.40

13/09/2018 16.04

14/09/2018 13.07

ACCESSIBILITY
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