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Safety Talks  
Change Management Module 
Technical Support - Support Material 

Script 
PR: Until September 1998 Melbourne, the second largest city in Australia, had all of 
its gas supplied by one plant, the Esso gas plant at  Longford  in South Eastern 
Victoria.  It consisted of three gas plants which process gas from wells in Bass Strait, 
as well as a plant which processes crude oil from other Bass Strait wells. On the 25th 
of September 1998 Gas Plant One at Longford exploded, causing the death of two 
operators and injuries to eight others. For two weeks after the blast, Victorians were 
without gas causing financial hardship for small and large businesses alike, and 
disrupting the lives of all of Melbourne’s residents. The cost of the crisis was 
estimated to be $A1.3 billion. 

PR: Until 1992 there had been fulltime engineers on site at Longford.  These were 
people who climbed over and under every pipe on the site, and were really familiar 
with all the operations. But in 1992 they were relocated to head office in Melbourne.  

AH:  The result was the operators on site, had no-one that they could turn to on an 
easy basis for advice.  Had those engineers been there, the operators would have 
turned to them for advice on the day of the explosion and the engineers would have 
certainly have warned against re-introducing warm oil. 

PR: This raises the issue of redundancy. In the normal cause of events, engineers 
may appear to be redundant. But their expertise really comes into play when things 
are not normal; that’s when you need them.  So, if you are a safety conscious 
organisation and concerned with high reliability, you have to be willing to tolerate a 
degree of staffing redundancy of this type. 

AH:  I think there’s an issue of poor change management here also.  Esso hadn’t 
properly thought through the consequences of re-moving its engineers. Some of the 
monitoring technology still involved ink recording on paper charts and the only way 
that the engineers in Melbourne could view this would be to come to Longford to 
see these charts.  There wasn’t adequate electronic information flow between 
Longford and Melbourne and Esso did not appear to recognise this. The transfer of 
engineers also raises the issue of how oral communication occurs. Esso assumed that 
the operators would ring the engineers in Melbourne if they had a problem. But 
think for a moment about the operators on the day in question. Their job is to 
manage the plant and they are aware they have a problem which they don’t 
understand but they are not aware that it’s a hazard, not aware that it is a 
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dangerous situation. Their job is to keep the plant running, so they’ll only ring the 
engineers in Melbourne if they perceive a sense of real urgency about it, which they 
didn’t.  But, if they bump into the engineers on site, they are likely to say:  hey 
there’s something funny going on here, do you have you any suggestions? That’s the 
way people communicate and I think ESSO failed to recognise this and failed to think 
through the consequences of removing their engineers. 

Suggested Discussion Questions and Answers 
1. Analyses of disasters in complex technological environments routinely reveal 

that there is a difference between procedures as imagined by system 
designers/engineers versus work as it is actually done.  
What procedures are improvised in the organisation and how should they be 
managed?  
• Group discussion 
• Develop assessments related to the use of safety critical procedures 
• Review safety critical procedures that are not followed 
• Provide feedback in consultative meetings with system 

designers/professional engineers 
2. What are the key aspects of a technical support process? 

• Prioritisation of action is achieved effectively 
• Safety critical aspects of operation identified locally for immediate action 
• Communication of safety critical issues is efficient 
• Meetings have access to knowledge 
• Reports can be reviewed and acted on quickly 
• Training/briefings/toolbox talks can be developed with a local flavour  
• Operator situational awareness can be monitored and improved 
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