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1 Incident Investigation & Reporting Procedure Overview
1.1 Purpose

1.1.1 The purpose of this procedure is to provide guidelines to ensure timely notification, investigation, and reporting of all incidents and/or near misses.
1.2 Scope

1.2.1 This procedure applies to INEOS employees, contractors, and visitors to meet the following requirements and expectations:
1.2.1.1 U.S. Federal Environmental Protection Agency (EPA) requirements of 40 CFR Part 68 – Prevention Program elements for the Risk Management Plan (RMP).
1.2.1.2 U.S. Federal Occupational Safety and Health Administration (OSHA) requirements of 29 CFR 1910.119 – Process Safety Management of Highly Hazardous Chemicals.
1.2.1.3 INEOS Group 20 Principles for Process Safety number four (4) “Operating procedures and envelopes must be observed. Deviations must be reported and investigated”.
1.2.1.4 INEOS Group 20 Principles for Behavioral Safety number seven (7) “All injuries and incidents / near misses must be reported and investigated”.

1.2.1.5 INEOS Group Operations Guidance Note OPS-SHE-01 INEOS Group SHE Performance Definitions. 
1.2.1.6 INEOS Group Operations Guidance Note OSH-SHE-15 HIPOS General Awareness
1.3 Definitions

1.3.1 Definitions for terms used in this SHE Manual are included in Appendix A.

1.4 Roles and Responsibilities

1.4.1 Roles and Responsibilities associated with executing this SHE Manual are included in Appendix B.

2 Procedures

2.1 Injury and illness

	STEP
	DESCRIPTION

	Notification
	Injuries and/or fatalities

· It is the responsibilities of each member of the workforce (INEOS employees, contractors, and visitors) to report any injury to his/her supervisor immediately.
· All incidents must be entered into the electronic Incident Reporting system by the end of shift.
See Appendix J and Appendix K incident notification & reporting flowcharts for non-medical and medical incidents.



	Investigation
	Initial incident investigation tasks or activities should be started as soon as possible after the incident (initial fact gathering for the purpose of entering incident into the electronic Incident Reporting system can be conducted by the Shift Manager or Day Manager etc.) but no later than 48 hours following the Incident. 

Formal investigations shall be required for Significant Incidents, which for injuries, would be incidents that:

· Result in a fatality

· Meet the definition of a Major Incident for Injury/Illness

· Result in an OSHA days away from work case

· Result in an OSHA Recordable

Management may initiate an investigation for other incidents (near miss, repeat minor incidents etc.) that could have had the potential for significant consequences.

	Reporting
	The investigation report should address the facts of the matter and specifically discuss what preventative steps are recommended to ensure a similar occurrence is not repeated. The report should provide sufficient detail to enable others to learn from the experience.

Incident Investigation reports should be completed, reviewed, and approved by the Leadership Team and all corrective actions placed into the electronic corrective action and preventative action database within 60 days from the date of the injury. 

	SHE Alerts
	To help prevent recurrence of similar incidents, SHE Alerts will be shared with the workforce.


2.1.1 The primary consideration for injury management is the health and well-being of the injured party.

2.1.2 Injuries, regardless of if medical attention is needed, must be reported to the injured party’s direct supervisor and to SHE as soon as possible. If the injured party is hospitalized or likely to lose time from work, these notifications shall be made regardless of the time of day or night.  

2.1.3 In the event of an in Plant medical emergency, the medical clinic will be contacted to provide immediate medical assistance and facilitate transportation of an injured individual. 

2.1.4 Whenever an injury has occurred to an INEOS employee, unless it is life threatening, the injured individual must first visit the onsite Medical Clinic for initial assessment immediately. 

2.1.5 Significant incidents involving contractors shall be investigated by the contract company and the report submitted to the SHE department for review.  A root cause analysis-based process should be used in the investigation.

2.1.6 Investigations conducted at the request of the INEOS Legal department will be conducted under attorney client privilege. 

2.1.7 Whenever an injury has occurred to a contract employee, unless it is life threatening, it is strongly suggested to first visit the onsite Medical Clinic for initial assessment immediately. 

2.1.8 All injured individuals will be Drug and Alcohol tested as soon as possible without delaying medical treatment. 

2.1.9 In the event an injured person is unable to notify their immediate family, an HR Representative or Designee in conjunction with the individual’s supervisor, will be responsible for notifying the injured party’s immediate family as warranted by the circumstances and for managing any associated workers compensation claims.

2.1.10 In situations where an injury results in medical treatment, the injured party’s right to privacy must be respected by all individuals representing INEOS.
2.2 Other Incidents: Process Safety Incidents, Material Releases, Reliability / Integrity Related, HIPOs, etc.

	STEP
	DESCRIPTION

	Notification
	See Appendix J for incident reporting/notification tree.

Environmental Engineer – Air  MUST be notified within one hour of a material release to comply with regulatory agencies.

	Additional Responsibilities
	The SHE department has primary responsibility for notification of external agencies.

The SHE Manager will determine whether an incident qualifies as a process safety incident and tier ranking based on Appendix D and Appendix E.

	Investigation
	Initial incident investigation tasks or activities should be started as soon as possible after the incident (initial fact gathering for the purpose of entering incident into the electronic Incident Reporting system can be conducted by the Shift Supervisor or Day Manager etc.) but no later than 48 hours following the Incident.

Formal investigations shall be required for incidents categorized as:

· Minor Incident or higher potential consequence severity

Management may initiate an investigation for other incidents (near miss, repeat minor incidents etc.) that could have had the potential for significant consequences based on the potential consequences in Appendix C. The Leadership Team may elect to have a formal investigation for these types of incidents or a 5 Whys Incident Review. 

	Reporting
	The investigation report should address the facts of the matter and specifically discuss what preventative steps will be taken to ensure a similar occurrence is not repeated. The report should provide sufficient detail to enable others to learn from the experience.

Incident Investigation reports will be completed, reviewed, and approved by the Leadership Team and all corrective actions placed into the electronic corrective action and preventative action database within 60 days from the date of the incident.


2.2.1 See Appendix I for examples of reliability/Integrity incidents.
2.2.2 High Potential Incidents (HIPO)
2.2.2.1 Please refer to INEOS Group Operations Guidance Note – HIPOs Raising Awareness (OPS-SHE-15) for HIPO definition and categorization.

2.2.2.2 The purpose of the HIPO Incident reporting is to encourage learning from serious incidents and prevent similar future occurrence.  If the outcome of an Incident Investigation reveals the incident meets the definition of a HIPO, it should be reported utilizing the protocols mentioned in this section, even if the required reporting period has been exceeded or does not explicitly meet the said definition.

2.3 Quality Incidents

	STEP
	DESCRIPTION

	Notification
	All personnel shall immediately report quality incidents in the electronic Incident Reporting system or contact their supervisor if they don’t have access to the system. The Site Director is responsible for notification of Commercial-related incidents.

	Investigation
	For Nonconformances or Customer Complaints, Supervisors must ensure a incident report is initiated and reported to the leadership team as necessary.

 • Operations Day Manager must conduct an initial incident investigation as soon after the incident as possible, i.e., initial fact-gathering for entering incident into the electronic Incident Reporting system.

 • Trained Investigation Leaders are required to lead formal investigations for Major Incidents, i.e., loss of customer or significant repeat event.

 • Management may initiate an investigation for other incidents (nonconformance, Quality near miss, repeat minor incidents, etc.) that could have had the potential for significant consequences. Site leadership can elect to have a formal investigation or Incident Review for such incidents.

• Investigation Team conducts a thorough and objective investigation by collecting data through interviews, supporting documentation, and observations of physical evidence. Use root cause investigation techniques to determine fundamental causes of incidents. Propose corrective actions and record the investigation in the electronic Incident Reporting system. Complete the Quality Investigation Report and submit to site leadership for review/approval.

	Reporting
	• Investigation Team ensures that the investigation report addresses related facts so others can learn from it, and shall include preventative steps to be taken to ensure a similar occurrence is not repeated. Investigation Team submits completed report to site leadership for review/approval. All corrective actions shall be entered into the electronic Corrective Action and Preventative Action system by the assigned due date, or enter an explanation within 60 days of incident if that is not possible.


2.3.1 Quality Investigation Requirements

Investigation methodology and team composition are based on incident classification. The following are minimum requirements for investigation.

	Significant Incident?
	Consequence Severity
	Incident Type
	Methodology
	Team Composition

	Yes
	Marginal-Catastrophic
	Customer Complaint
	Formal Investigation
	Cross functional team led by trained investigator

	No
	Negligible - Marginal
	Missed expectation or effectiveness in INEOS process. No customer impact
	5 Whys Incident Review
	One individual or team of like function individuals


2.4 Types of Investigations
2.4.1 Significant incidents require that formal investigations will be conducted by a cross-functional team and be led by an Investigation Team Leader.

2.4.2 Formal Investigations

2.4.2.1 Formal Investigations must meet the following criteria:   

2.4.2.1.1 Begin investigation as soon possible but at minimum within 48 hours of the incident.
2.4.2.1.2 Be led by an Investigation Team Leader trained in an approved root cause analysis process. The investigation team leader for Major Incidents must have previous experience investigating significant incidents and cannot be an individual permanently assigned to the affected area of the site.  The Site Director will select the investigation team leader for Major Incidents.


2.4.2.1.3 Assemble a cross functional investigation team of individuals with knowledge and experience appropriate to perform a thorough analysis of the incident.

2.4.2.1.4 The final investigation report will be submitted to the Site Leadership Team for acceptance and review scheduling. 

2.4.2.1.5 For contractor injuries the contract company shall investigate and provide a copy of the report to the SHE department.

2.4.2.1.6 The required report format is provided in Appendix G.
2.4.3 5 Whys Incident Reviews
2.4.3.1 For certain types of incidents, a 5 Whys incident review is required. Examples are:

2.4.3.1.1 Incidental injuries.

2.4.3.1.2 Process safety incidents that have an incidental potential.
2.4.3.1.3 Environmental events that have a potential incidental consequence severity.
2.4.3.1.4 Near misses as required by the Leadership Team. 

2.4.3.2 5 Whys Incident Reviews must meet the following criteria:

2.4.3.2.1 Begin investigation as soon as possible but at a minimum within 48 hours of the incident.
2.4.3.2.2 Conducted by one individual or a team of like function individuals who have received training in 5 Whys.
2.4.3.2.3 5 Whys Incident Review reports should be documented using the template in Appendix F.
2.4.3.2.4 The final report and actions to address root causes identified during the 5 Whys Incident Review shall be entered into the site corrective action and preventative action database within 60 days of the incident.

2.4.3.2.5 Effectiveness checks are not required for actions generated from 5 Whys Incident Reviews.
2.4.4 Near miss investigation requirements

	Potential Consequence Severity
	All Near Miss Types

	Catastrophic
	Leadership Team will determine the level of investigation and team composition based on potential severity in Appendix C.

	Severe
	

	Major
	

	Moderate
	

	Minor
	

	Incidental
	No Investigation required


2.4.5 Formal Investigation team requirements
2.4.5.1 A cross-functional team will be formed with an Investigation Team Leader designated. The Investigation Team Leader shall be trained in root cause analysis, be able to write the report, lead the team to complete the investigation, submit the draft report, and be able to discuss and present the report.

2.4.5.2 Team membership will consist of the following at a minimum:

2.4.5.2.1 Operations representative with sufficient knowledge or expertise in the process to thoroughly investigate and analyze the incident

2.4.5.2.2 Asset engineer
2.4.5.2.3 SHE representative

2.4.5.2.4 Maintenance and Reliability representative

2.4.5.2.5 A contractor if contract personnel were involved in the incident.
2.4.5.2.6 The Investigation Team Leader will call necessary meetings of the Team, enlist assistance of other works or corporate personnel, and issue a final investigation report within sixty (60) days of the incident.

2.4.5.2.7 The Investigation Team Leader will enter corrective actions with their respective responsibly parties and target completion dates in the electronic corrective action and preventative action database.

2.5 Formal Investigation Process

2.5.1 A five-step investigation process will be employed to standardize investigations and reports.  The basic process consists of the following steps:

2.5.1.1 Incident (Responsibility: Investigation Team Leader)
2.5.1.1.1 Starts preliminary investigation to determine an overall view of the incident and determine evidence that must be preserved and resources that must be secured to perform an in-depth investigation. Initial incident investigation should be started as soon as possible after the incident (initial fact gathering for the purpose of entering incident into the electronic Incident Reporting system can be conducted by Shift Manager or Day Manager etc.) but no later than 48 hours following the Incident.

2.5.1.1.2 Select the Investigation Team.
2.5.1.2 Investigation (Responsibility: Investigation Team)
2.5.1.2.1 Collect additional facts and conduct interviews to preserve information relative to the investigation as soon as possible. 

2.5.1.2.2 Collect materials needed for evidence to support the facts and timeline.  

2.5.1.2.3 Determine the timeline of incidents.  Once all facts are collected, arrange them in chronological order to identify the sequence of events. 

2.5.1.3 Analysis (Responsibility: Investigation Team)
2.5.1.3.1 Utilizing an approved root cause analysis tool i.e., ABS, Cause Map, or Taproot, analyze the data collected in Step 2 to identify the possible immediate and root cause(s) of the incident.

2.5.1.4 Recommendations for corrective action (Responsibility: Investigation Team)
2.5.1.4.1 Formulate proposal for corrective actions to control or eliminate root cause(s) identified in Step 3. Each root cause should be addressed. 

2.5.1.4.2 Determine who is responsible for implementing recommended corrective actions and the timeframe in which recommended corrective actions will be implemented. 

2.5.1.5 Final report (Responsibility: Investigation Team Leader)
2.5.1.5.1 Incident investigation reports should be completed, reviewed, and approved by site leadership and all corrective actions placed into the electronic corrective action and preventative action database within 60 days from the date of the incident. 

2.5.1.5.2 The Investigation Team will present the final investigation report to the Leadership Team for review and approval.

2.5.1.5.3 Any changes made to the report during the presentation and review by the Leadership Team will be incorporated into the final report.

2.5.1.5.4 The results/findings of the final report and follow-up corrective actions will be disseminated via the electronic corrective action and preventative action database and VTA. In some cases, mitigation measures will be immediately communicated following an incident.

2.5.1.5.5 Final Reports shall be shared by the Leadership Team with all operating, maintenance, and other personnel whose work assignments are within the facility where the incident occurred.

2.5.1.5.6 SHE will file the final report in the electronic Incident Reporting database. If the report is conducted under attorney client privilege, the report will be filed and held by the INEOS Legal department.
2.5.1.5.7 Copies of final investigation reports will be maintained in the electronic Incident Reporting database, including corrective actions, responsible parties and due dates.

2.5.1.5.8 In addition to incident generated action items, an action item shall also be assigned to the investigation leader to perform an effectiveness check of the actionable recommendations to ensure they adequately address the root causes to prevent further occurrence. 

2.5.1.5.9 Effectiveness checks are only required for formal investigations and will be tracked using the electronic corrective action and preventative action database.

2.5.1.5.10 The final report template found in Appendix G shall be used for all formal investigations.

2.6 SHE Alerts and Lessons Learned

2.6.1 At the conclusion of a formal investigation the Investigation Team Leader shall develop a SHE Alert / Lessons learned using the format found in Appendix H.
2.6.2 The completed SHE Alert / Lessons Learned shall be shared with all employees through the VTA training system.
the two approaches:

13.1.1 Update and revalidate as follows:
1) Modify  and/or  supplement  the  previous  HAZOP  to  address  changes  and  subsequent 

incidents and confirm that the previous HAZOP accurately reflects the process hazards and 

that adequate controls exist to manage these hazards.

2) Upgrade the previous HAZOP for specific deficiencies or weaknesses that should have been 

addressed as part of the previous HAZOP.  If electronic versions of the previous HAZOP are 

available and useable, the recommendations can be deleted or modified as required.

13.1.2 For a redo, perform a completely new HAZOP as if it were the initial HAZOP.   A redo may be 
required if there were significant changes in the number of nodes, poor information was available 

previously, or there was inadequate documentation, etc.  Note that the initial HAZOP can be used 

as the basis the redo.

13.2 If significant changes occurred after the HAZOP, a new HAZOP of the process or facility (redo) 
should be completed.  If changes were subjected to an effective MOC process, it may be sufficient 

to review the old study, document the changes in the MOC, update the PSI and revalidate the 

HAZOP
3 Document List
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	INEOS Group 20 Principles Process Safety
	INEOS Group PSM Share Point

	IGGN OPS-SHE-01
	INEOS IGGN Share Point
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	EPA Title 40 Part 68 RMP
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	OSHA 1910.119 Process Safety Management of Highly Hazardous Chemicals
	www.osha.gov
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Table 4: Document Change History
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Appendix A: Definitions

	Term
	Acronym
	Definition

	Critical or Catastrophic Release
	
	A major uncontrolled emission, fire, or explosion involving one or more hazardous materials that present imminent and substantial endangerment to employees, visitors and contractors across a plant site and/or the public. The consequences of such releases are described in the Incident Consequence Classification Table (Appendix C).



	Days Away From Work Case (DAFWC)
	
	Injury or illness that requires treatment and results in lost work sufficient to meet the OSHA definition.

	Emergency Action Plan
	EAP
	Procedure to designate actions employees and contractors should take to ensure safety from fire and other emergencies

	High Potential Incident
	HIPO
	An incident which has the potential to lead to a serious, critical or catastrophic consequence that was prevented by human intervention or some other factor beyond standard operating conditions or process. A Tier 1 Process Safety Incident with a Marginal or Serious consequence per the Incident Consequence Classification Table (Appendix C)

	Loss of Containment
	LOC
	An unplanned or uncontrolled release of any hazardous material from primary containment.



	Near Hit
	
	A “Near Hit” is an unplanned event that occurred but did not result in injury or illness – but had the potential to do so.

	Near Miss
	
	A Near Miss is an unplanned event that did not result in an injury, illness, damage to equipment or process release but had the potential to do so.

	Primary Containment
	
	The equipment, piping systems and containers, including their associated utilities, and facilities that are designed to manufacture various products or supply chemicals to customers.



	Process Safety Incident – Tier 1
	
	An unplanned or uncontrolled release of any material, including non-toxic and non-flammable materials (e.g., steam, hot condensate, nitrogen, compressed CO2 or compressed air) from a process that results in one or more of the consequences listed below:

· An employee, contractor or subcontractor “days away from work” injury and/or fatality;

· A hospital admission and/or fatality of a third party;

· An officially declared community evacuation or shelter-in-place;

· A fire or explosion resulting in greater than or equal to $25,000 of direct cost to the Company;

· A pressure relief device discharge to atmosphere whether directly or via a downstream destructive device that results in one or more of the following four consequences:

· Liquid carryover;

· Discharge to a potentially unsafe location;

· On-site shelter-in-place;

· Public protective measures (e.g., road closure); and the pressure relief device discharge quantity is greater than the threshold quantities in Attachment 3; or

· A release of material greater than the threshold quantities described in Attachment 3, Table 1, in any one-hour period.



	Process Safety Incident – Tier 2
	
	An unplanned or uncontrolled release of any material, including non-toxic and non-flammable materials (e.g., steam, hot condensate, nitrogen, compressed CO2 or compressed air) from a process which results in one or more of the consequences listed below and is not reported in Tier 1:

· An employee, contractor or subcontractor recordable injury;

· A fire or explosion resulting in greater than or equal to $2,500 of direct cost to the Company;

· A pressure relief device discharge to atmosphere whether directly or via a downstream destructive device that results in one or more of the following four consequences:

· Liquid carryover;

· Discharge to a potentially unsafe location;

· On-site shelter-in-place;

· Public protective measures (e.g., road closure); and the pressure relief device discharge quantity is greater than the threshold quantities in Attachment 3; or 

· A release of material greater than the threshold quantities described in Attachment 3, Table 2, in any one-hour period.



	Recordable Injury or Illness
	
	Injury or illness that requires treatment sufficient to meet the OSHA definitions.



	Root Cause Analysis
	RCA
	An investigation methodology that allows the user to identify the most fundamental causes for any specific incident. Root cause analysis is used within the context of an incident or near miss investigation or other problem solving.


Appendix B: Roles and Responsibilities

	Role
	Responsibilities

	All Personnel
	It is required that all personnel report any incident that occur immediately to their supervisor regardless of time of day.

Contact personnel in the area and make them aware of the situation, then contact your Supervisor/Job Representative.

If a Contractor is injured, it is the primary responsibility of the Contractor to conduct an investigation and submit the report to the SHE Department.


	Supervisors
	In events that result in injury or illness; ensure the wellbeing of the injured person(s) is addressed, coordinate appropriate medical response and transportation of the injured. Immediately notify their respective supervisor and SHE representative that an injury has occurred and accompany the injured person to the medical treatment facility, remaining until the employee’s family has arrived (this activity may be delegated to others).

For events that result in process safety incidents, material releases, integrity related or HIPOs; ensure internal INEOS notifications are made per Other Incident Requirements table.
Ensure appropriate resources are made available to contain and assist in cleanup operations if necessary. 

Must ensure the electronic Incident Reporting system incident report has been initiated, if the incident occurred during off-hours, and contacts the appropriate site managers of the incident, as necessary. 

	SHE Department
	Procedure to designate actions employees and contractors should take to ensure safety from fire and other emergencies

	Leadership Team
	In the event of any incident, injury or illness; ensure the wellbeing of the injured person(s) is addressed, coordinate appropriate medical response and transportation of the injured (if it has not already been initiated).

The Operations Director will determine which near misses will be classified as a HIPO or SIF based upon INEOS Guidance Notes

Leadership Team will be responsible for sharing the learnings from completed investigations with their departments.

	Investigation Team
	Conduct a thorough and objective investigation by collecting data through interviews, review of supporting documentation and observations of physical evidence. Use root cause investigation techniques to determine fundamental causes of incidents. Propose corrective actions and record the investigation in the electronic Incident Reporting system.  Compile the facts into an incident/injury report for review approval by Leadership Team and distribution by the SHE Department.


Appendix C: Incident Consequence Classification Table (Actual or Potential)
	Severity 
	Safety and Health
	Environment
	Asset
	Investigation Type
	Investigation Team Composition

	Incidental
	Workforce: Minor injury such as first aid.

AND

Public: One or more minor injuries such as a first aid.
	Impacts such as localized or short-term effects on habitat species or environmental media.
	Minimal damage. Negligible down time or asset loss. Costs < $100,00.
	5 Whys Incident Review
	One individual or a team of like-function individuals

	Minor
	Workforce: One or more injuries not severe.

OR

Public: One or more minor injuries such as a first aid.
	Impacts such as localized long-term degradation of sensitive habitat or widespread, short term impacts to habitat, species, or environmental media. 
	Some asset loss, damage, and/or downtime. Costs $100,000 to $1 Million.
	Formal Investigation
	Cross Functional team Lead by Investigation Team Leader

	Moderate
	Workforce: One or more severe injuries including permanently disabling injuries.

OR

Public: One or more injuries not severe.
	Impacts such as localized but irreversible habitat loss or widespread, long term effects on habitat, species, or environmental media.
	Serious asset loss, damage to facility and/or downtime. Costs of $1 Million to $10 Million
	Formal Investigation
	Cross Functional team Lead by Investigation Team Leader

	Major
	Workforce: Single fatality.

OR

Public: One or more severe injuries including permanently disabling injuries.
	Impacts such as significant, widespread, and persistent changes in habitat, species, or environmental media (e.g., widespread habitat degradation).
	Major asset loss, damage to facility and/or downtime. Cost >$10 Million but < $100 million
	Formal Investigation
	Cross Functional team Lead by Investigation Team Leader

	Severe
	Workforce: Multiple fatalities (2-10).

OR

Public: Single fatality
	Impacts such as persistent reduction in ecosystem function on a landscape scale or significant disruption of a sensitive species.
	Severe asset loss or damage to facility significant downtime, with appreciable economic impact. Cost >$100 Million but <$500 million.
	Formal Investigation
	Cross Functional team Lead by Investigation Team Leader

	Catastrophic
	Workforce: Multiple fatalities (11 or more)

OR

Public: Multiple fatalities (2 or more)
	Loss of a significant portion of a valued species or loss of effective ecosystem function on a landscape scale.
	Total destruction or damage. Potential for permanent loss of production. Costs >$500 million.
	Formal Investigation
	Cross Functional team Lead by Investigation Team Leader


Appendix D: Process Safety Incident Classification Decision Tree
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Tier 1   PSI  

Tier 2   PSI   Not a Tier 1 or  Tier 2 PSI  

An unplanned or uncontrolled release of  any material, including non - toxic and  non - flammable materials (e.g. steam, hot  condensate, nitrogen, compressed CO 2 ,  or compressed air)   from a process that  results in one or more of the  consequences listed below:  

An employee, contractor or  subcontractor “days away from work”  injury and/or fatality; or   A hospital admission and/or fatality of a  third - party  

An officially declared community   evacuation or community shelter - in - place.  

A release of material greater than the  threshold quantities described in  Appendix E, Table 1, in any one - hour  period  

A fire or explosion resulting in greater  than or equal to $25,000 of direct cost to  the Compan y.  

A pressure relief device (PRD)  discharge to atmosphere whether  directly or via downstream destructive  device that results in one or more of the  following four consequences:      Liquid carryover; or      Discharge to a potentially  unsafe location; or      An on - site  shelter - in - place;  or      Public protective measures  (e.g. road closure);   and   a PRD discharge quantity greater  than the threshold quantities in  Appendix E, Table 1  

A pressure relief device (PRD)  discharge to atmosphere whether  directly or via downstream  destru ctive device that results in  one or more of the following four  consequences:      Liquid carryover; or      Discharge to a  potentially unsafe  location; or      An on - site shelter - in - place; or      Public protective  measures (e.g. road  closure);   and   a PRD discharge quantity  gr eater than the threshold  quantities in Appendix E, Table  2  

An employ ee, contractor or  subcontractor   recordable injury  

A fire or explosion resulting in  greater than or equal to $2500 of  direct cost to  the Company  

A release of material greater than  the threshold quantities described  in Appendix E, Table 2, in any  one - hour period  

Record as Tier 3, Integrity  Related  


Appendix E: Material Release Thresholds

	Material(s)
	Material Hazard Classification
	Tier 1
(Outdoor)
TQ lbs
	Tier 1
(Indoor)
TQ lbs
	Tier 2
(Outdoor)
TQ lbs
	Tier 2
(Indoor)
TQ lbs
	Reportable Quantity lbs
	LOC 10 lbs
(EXCO reportable)

	Ammonia
	Category 4

	440
	44
	44
	22
	100
	10

	Acetone
	Category 6


	2200
	220
	220
	110
	5000
	500

	Chlorine
	Category 2


	55
	5.5
	5.5
	2.76
	10
	1

	Hydrogen Cyanide
	Category 1


	11
	1.1
	1.1
	.55
	10
	1

	Acetone cyanohydrin
	Category 2


	55
	5.5
	5.5
	2.76
	10
	1

	Propylene 
	Category 5

	1,100
	550
	110
	55
	5000
	500

	Propane
	Category 5

	1,100
	550
	110
	55
	5000
	500

	Methanol
	Category 6


	2200
	220
	220
	110
	5000
	500

	Sodium Hydroxide (caustic)
	Category 7


	4400
	440
	440
	100
	1000
	100

	Sulfuric Acid
	Category 7


	4400
	440
	440
	100
	1000
	100

	Acetonitrile
	Category 6


	2200
	220
	220
	110
	5000
	500

	Acrylonitrile
	Category 5

	1,100
	110
	110
	55
	100
	10


Appendix F: 5 Whys Incident Review Template
Incident Number:

Investigator(s):

Date Started:

Date Completed:

[image: image2.png]What were the undesired result(s)/effect(s)

‘Why Did This Happen? Why #1 Explanation #1

‘Why Did This Happen? Why #2 Explanation #2

‘Why Did This Happen? Why #3 Explanation #3

Why Did This Happen? Why #4 Explanation #4

‘Why Did This Happen? Why #5 Explanation #5

te e e te!





Root Cause(s):

Recommendations to address Root Causes(s):

Appendix G: Formal Investigation Report Template
DATE:  
SUBJECT:




FROM:  Investigation Team




TO:  GLK LT
Incident #: 53

[image: image6.png]
Indicate by checking the appropriate box whether this incident is a PSM Incident Investigation or a Non PSM Incident Investigation:


Non PSM Incident Investigation

PSM Incident Investigation


Incident Investigation Team Members:

	Name
	Title
	Role

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


1) Date & time of the incident: 

2) Date the investigation began: 

3) Were there any injuries?
       FORMCHECKBOX 
 Yes
  No
 
4) Damage to equipment:     

Yes
  No


Describe/explain damage: 
[image: image7.png]Pictures





5) Releases to environment: 
 FORMCHECKBOX 
 Yes

 No

6) Off-site impact:



 Yes

 No

Summary of Incident:

Pictures:

Causal Factors:

1)

2)

Root Cause(s) & Recommendations:

	Causal Factor
	Root Cause
	Recommended Action
	Action Owner
	Due Date

	1)
	
	
	
	

	2)
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Conclusion:
Appendices:

1)

2) 
Management Approval

	Title
	Printed Name
	Signature
	Date

	Asset Operating Manager
	
	
	

	Maintenance and Reliability Manager
	
	
	

	SHE Manager
	
	
	

	Site Director
	
	
	


Appendix H: SHE Alert Template


[image: image3.emf]Safety @ INEOS

Title

business - location - date

Pictures What

•text

Why

• text

Learnings

• text

Compromisedsafety principles

PS # 

BS #

Safety @ INEOS





Appendix I: Reliability / Integrity Related Incident Examples

Near misses that involve a pressure relief device or Safety Instrumented System (SIS):
· Opening of a rupture disc, a pressure control valve to flare or atmosphere, or a pressure safety valve when the set-point is reached.

· Failure of a rupture disk, a pressure control valve to flare or atmosphere, or a pressure safety valve to open when the system conditions reach or exceed the prescribed set-point.

· Activation of a safety instrumented system when an “out of acceptable range” process variable is detected:

· activation of high-pressure interlock on a polyethylene reactor to kill reaction/shut off feed,

· a compressor shutdown from a high-level interlock on the suction knockout drum

· Any time a safety instrumented system fails to operate as designed when a demand is placed on the system.

Near misses that involve a process deviation or excursion:
· Excursion of parameters such as pressure, temperature or flow outside the operating window but remaining within the process safety limits.

· Excursions of process parameters beyond pre-established critical control points or those for which emergency shutdown or intervention is indicated.

· Operation outside of equipment design parameters.

· Unusual or unexpected runaway reaction whether or not within design parameters.

Near misses associated with Process Safety Management system failures/issues:
· Discovery of a failed safety system upon testing
· Relief devices that fail bench tests at set-points

· Interlock test failures

· Uninterruptible power supply system malfunctions

· Fire, gas, and toxic gas detectors found to be defective during routine inspection/testing

· During inspection of an emergency vent line header, the header was found to be completely blocked with iron scale because moisture from the emergency scrubber had migrated back into the header

· During testing of an emergency shutdown system, a Teflon-lined emergency shutdown valve was found stuck open because the Teflon had cold flowed and jammed the valve

· During inspection of a conservation vent, found the vent blocked by process material that had condensed, accumulated or frozen

· Discovery of a defeated safety system
· Process upset with an interlock in bypass condition

· Defeated critical instrument/device not in accordance with defeat procedure

· Bypasses left on after leaving block valve site

· “Errors of Omission/Commission”

· Failure to remove line blanks in critical piping or failure to introduce the correct batch ingredients in the proper sequence

· During replacement of a rupture disk, the disk was found with the shipping cover still in place

· Process control engineer accidentally downloaded the wrong configuration to a process unit DCS

· Unexpected/Unplanned Equipment Condition
· Equipment discovered in “unexpected” condition due to damage or premature/unexpected deterioration

· Wrong fittings used on steam system

· Failure of equipment like heat exchanger tubes leading to mix up and/or contamination of fluids

Appendix J: Incident Notification & Reporting Flowchart (non-medical)
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Appendix K: Medical Incident Notification & Reporting Flowchart
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PSI







Not a Tier 1 or Tier 2 PSI







An unplanned or uncontrolled release of any material, including non-toxic and non-flammable materials (e.g. steam, hot condensate, nitrogen, compressed CO2, or compressed air) from a process that results in one or more of the consequences listed below:







An employee, contractor or subcontractor “days away from work” injury and/or fatality; or



A hospital admission and/or fatality of a third-party







An officially declared community evacuation or community shelter-in-place.







A release of material greater than the threshold quantities described in Appendix E, Table 1, in any one-hour period







A fire or explosion resulting in greater than or equal to $25,000 of direct cost to the Company.







A pressure relief device (PRD) discharge to atmosphere whether directly or via downstream destructive device that results in one or more of the following four consequences:



Liquid carryover; or



Discharge to a potentially unsafe location; or



An on-site shelter-in-place; or



Public protective measures (e.g. road closure);



and a PRD discharge quantity greater than the threshold quantities in Appendix E, Table 1







A pressure relief device (PRD) discharge to atmosphere whether directly or via downstream destructive device that results in one or more of the following four consequences:



Liquid carryover; or



Discharge to a potentially unsafe location; or



An on-site shelter-in-place; or



Public protective measures (e.g. road closure);



and a PRD discharge quantity greater than the threshold quantities in Appendix E, Table 2







An employee, contractor or subcontractor recordable injury







A fire or explosion resulting in greater than or equal to $2500 of direct cost to the Company







A release of material greater than the threshold quantities described in Appendix E, Table 2, in any one-hour period







Record as Tier 3, Integrity Related












Safety @ INEOS
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Safety @ INEOS





The next slide shows as well an overview but more visual. 
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