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WEST GATE - 40 YEARS LATER
The West Gate Bridge disaster resulted in the single largest loss of life at an Australian workplace. Tragically, 35 workers were killed, and many others injured in what the Royal Commission referred to as an ‘unnecessary loss of life’.

West Gate survivor, Pat Preston, was 29 years old at the time and worked as a crane operator on the bridge.  Witnessing the deaths of some his co-workers, Pat was only a few metres away from the hoist cage when the bridge collapsed. 

On the 40th anniversary of the disaster - Pat speaks with Finian Scallan, ACTU Project Officer, about the lead up to the accident, how safety concerns were dealt with prior to, and after the collapse - the findings of the Royal Commission,  the development of ongoing consultation with workers and the need for decent regulation to ensure that events of this kind do not happen to Australian workers in the future.
​​​​​​​​​​​​​​​​​​______________________________________________________
The West Gate Bridge stands out as one the most immediately recognisable landmarks in the Melbourne skyline. For some, a symbol of economic progress linking the City with its industrial heartland, but for others it serves as a constant reminder of the avoidable, tragic sequence of events that led to the worst workplace disaster in Australian history.  

The morning of the 15th October 1970 started like any other morning for Pat Preston as he set off to work on the most ambitious of building projects ever undertaken in Australia. Built at a cost of $202 million, the construction of the Bridge served to be one of the most expensive of its kind, but its is the incalculable costs associated with the loss of human life that are still being felt to this day. 
Pat recounts the lead up to, and the scene he witnessed directly after the collapse of the bridge’s 112 meter span 10-11. ‘Prior to the collapse I saw a couple of the boys, Ian and Ross, talking with a few others on a walkway on the Bridge. For lunch, we’d normally head up to the Spotswood Hotel for a couple of beers - things were very different in those days’. 

But for Pat and his workmates they were never going to make it to the Pub that day. As soon as he parked his tractor crane a few meters from the hoist cage, he heard the groaning sound of twisting steel; the snapping of bolts and the ultimate crash as the two sections that made up span 10-11 came crashing to earth. Pat ran to the rear of the crane and watched as tragedy unfolded. 
‘The air was full of dust and there was a horrible stench of stagnant water in the air. Gas bottles and barrels of diesel that were stored underneath and on top of span 10-11 had ignited sending a plume of fire and smoke into the air. As the dust settled, I then saw the first of many casualties of the disaster; Amedeo’s body lay partially obscured by an 8 ton concrete block and the bodies of Ian and Ross had landed a short distance from where I took cover’.
Ironically, Jack Hindshaw, Senior Resident Engineer, who after Milford Haven Bridge disaster in Scotland, assured the West Gate workers with ‘his life’ that what happened at Milford Haven, could not happen with the West Gate Bridge; he too paid the ultimate price. 
Rescuers worked tirelessly around the clock to search for missing workers and were joined by the Salvation Army, police and anybody who was able to assist in what can only be described as perilous conditions. 

The Royal Commission Inquiry.

Victorian Government, at the request of Premier, Sir Henry Bolte, established a Royal Commission to ascertain the causes of the disaster. It concluded that:

The reasons for the collapse are to be found in the acts and omissions of those entrusted with building a bridge of a new and highly sophisticated design. 

The various companies who supplied the materials used were not shown to be in any way at fault, and must be held blameless. However, among those engaged upon the design and construction of the steel spans there were mistakes, miscalculations, errors of judgment, failure of communication and sheer inefficiency. In greater or less degree. 

OHS Then and Now.

‘In the event of a safety issue arising there were no other options other than taking industrial action until management agreed to sort out the problem’. 
And issues there were, though some not recognised at the time: Asbestos, electricity, noise, fumes and a litany of noxious chemicals for workers to contend with, in addition to manual handling, confined spaces, working at heights, cranes the list goes on.
‘Things were very different in those days. We had no idea how hazardous some of the materials we were exposed to were. Some of the initial safety advice was also questionable’. Pat wryly recalls a visit from the National Safety Council who advised welders that they should be using asbestos gloves and aprons to avoid injury’.  
While principal recommendations from the Robens Report, statutory duty of care and representative consultative arrangement, were not fully implemented until the passing of Victoria’s Occupational Health & Safety Act 1985, when works resumed on the Bridge in 1972, workers were pro-active in ensuring that safety issues were addressed. First off, in the event of injury - a Rescue Squad was formed, this led to the development of Working Groups in Health and Safety then OHS committees and by the time the Victorian Act came in 1985, ‘it was whole different ball game’. ‘Up until then we just did what we had to do’. Not surprisingly, quite a number of future union officials worked on the West Gate Bridge project.
OHS Regulation.
Pat notes that ‘engineers are not gods and can make mistakes like anybody else; innovative engineering designs require appropriate OHS oversight. Workers have learned to question situations which they think might be dangerous and this is helped by having HSRs that workers can discuss and raise safety issues with. Reps can then take it up with management, and it takes real guts on their part to do this. This is one of the reasons why we need to have decent legislation in place to protect HSRs’. 

‘I still have concerns with the marrying up of OHS legislation nationally. I worry that we are going to loose some hard fought positions. Ultimately, I worry about how this will impact on the safety of workers’.
The disaster which occurred….and the tragedy of the 35 deaths was utterly unnecessary. That it should have been allowed to happen was inexcusable. There was no sudden onslaught of natural forces, no unexpected failure of new or untested materials. 

               (Report of the Royal Commission into the failure of the West Gate Bridge 1971)
Finian Scallan. 
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