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JH 1 : Have you documented the safeguards
identified for all events that could result in a
hazardous incident? (B &2 a5 X34
TOFRREMB T DA WA LEL T
203)

JH#]: The Center for Chemical Process Safety
defines a near—miss as “an extraordinary event
that could reasonably have been expected to
result in negative consequences, but actually
did not” ( fbF7av AL X —T. =T
ALY RAERMRE G ST LTSN T
WS RERITEE o7 B R okE L
EFRLTND)

FH ] : Design and operational considerations
are most important in the prevention of hy—
draulic shock incidents and other events that
could result in an ammonia release (5% 7 & 1#E#A
EDOELIT KRB LLT =T ORH A
L DO F AP DIZ RS HETL)

Ff5: A few seconds after the first event, he
saw a subsequent, larger explosion that ap—
peared to originate in the dirty tank farm (F#J]
DELDOER %, NS 77 7 — b
FEAEWE BN D RERIBIE DRV TRET
D RT2)

I3l : Table 2 shows the timeline for events
from 3:10 am until the release was brought
under control approximately 3.5 hours later (F&
21 FHIBIRF10437°0, 52 3. BIRFf & At H!
WIEFF T DETOHERDIFLR THD)

JH#]: The ABP site had a number of reporting
programs, yet serious near—misses and other
critical events were often unreported (ABP @
BIG Tl Z<OME AT LR DT, L
LE R =7 IARCM O B E 22 HOR T &
WwE S olz)

JH#: Although the initial event was a natural
gas explosion, witness accounts of dust accu—
mulations before the explosion provided strong
evidence of a secondary coal dust explosion (%
WIDFHIIRIRIT ADIEFR ThooT2h3 | 3%
AT CABHEREL Tz ) B B O
B, B B OA R CASRIE O TR )72 FEL
Llpoln)

JHH1]: With specific decision—making criteria in
place, those responding to an emergency
process safety event should not have to eval—-
uate risk in the heat of an event, but only
determine whether the event meets the pre—

determined criteria to stop operations and shut

down a unit UFEDE BHEDIENEE ST
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HUE7RB7200)

JH#:In the event of a problem, the following
check list may be of assistance. (R X7~
BRIZIIR DT = VAR DT A))

5] : Many workers had to rely on
face—to—face verbal alerts in the event of an
emergency. (< DOIEZE R, BERHIIE, X
D N EADEE T ISR e b7en o T)

45 : Operating procedure did not specify
employees’ actions in the event of a

chemical release or loss of reactor

control (BREEFNAFE L, L E DO KR
IS OHIEIARE DRI, HEEB DITEN AR
DTN RDoT2)

H: A safe—off is a procedure for emergency
shutdown of a process unit in the event of a
process, utility, and/or equipment failure (&7 —
THZE, Trk R, =TT — B IO
DEFEDEIZ, 7Tt A E 2B EF L5
ALE TH D)



