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Executive Summary:
The fuel plant explosion that happened in Pacific Engineering Production Company (PEPCON) near Henderson, NV caused death of two people and a huge number of injuries including 15 firefighters. The reason of the explosion was thatthe dryer was overheated which initiated a small fire. The workers tried to quench the fire but they couldn’t because there was an issue with one of the water hoses. Thus,the fire involved barrels of explosive chemicals the caused the disaster. Finally, Number of process safety management (PSM) elements were not followed by the company which caused the incident to happen.
Objective:
The objective of this paper is to describe the incident, identify the (PSM) elements that were failed to be followed by PEPCON, and make suggestions how to follow these elements to avoid the disaster or any disaster in future.
Description of the Incident:

While loading the dryer with the chemical to prepare Ammonium Perchlorate (AP), the dryer was left without supervision which created dust to be deposited on walls and layered on horizontal surfaces of the structure. The dryer was overheated because the temperature was not monitored periodically. Most of the employees were in lunch break while the overheat the overheat initiated the fire. Luckily, a few workers were in the area and tried to quench the fire by using standpipe water hoses. One of the hoses was deployed which cause the water pressure to decrease dramatically. Consequently, the fire grew up and involved the AP container to cause the first explosion that notified the employees in the building because there was not general alarm in the facility. The employees evacuated gently even though there was not an evacuation plan. The fire grew up and burned the barrels that were in the process building.
What Went Wrong:

· Poor management and ambiguous plan was provided to the workers.

· The dryer was left without supervision.
· The temperature of the dryer was not checked constantly which lead to be overheated.
· There was no general alarm at the facility.

· There was no evacuation plan for the employees.

· The employees performed well only if there was an inspection.
What PSM Elements were not Followed:

· Accountability:(e.g. Management should’ve made a statement and evaluation reviews from time to time, and visited the work field to see the employees’ performance.)
· Process Knowledge and Documentation:(e.g. The company can maintain the process integrity if they have a record of the condition of the equipment and the materials of construction)
· Process Safety Review Procedure: (e.g.There should’ve been a safety environmental checklist to avoid the disaster)
· Process Risk Management:(e.g. The chemical that used to prepare AP should’ve been assigned, and possible consequence should’ve been listed)
· Process and Equipment Integrity:(e.g. The cleanliness and the status of the dryer should’ve been aware of, and preventive maintenance should’ve been applied to the dryer before any failure)
Discussion:

The disaster that happen in NV because of several reasons. Poor management takes most of the responsibilities the equipment wasn’t under constant supervision. Also, the employees take responsibilities because they didn’t pay enough attention for the condition and the cleanliness of the equipment. There wasn’t a clear procedure provided for the employees to follow. Finally, the employees evacuated gently even though the PEPCON didn’t train the employees for a proper evacuation.
Conclusion:

For several reasons, the disaster that occurred near Henderson, NV in 1998 caused death of two people and a major number of injuries, which made the damage to be worth around USD 100,000,000. Poor management and failure of employees to follow the safety instructions played major roles of this incident. Number of PSM elements were not followed by PEPCON such as accountability, process safety review, process risk management, and process equipment integrity.
Recommendations & Preventative Actions:

· The PEPCON management was supposed to do inspection periodically to avoid the incident.
· The employees should’ve paid enough attention to the temperature to avoid the overheat.

· Cleanliness was essential to keep the instrument in a good condition.

· Preventive maintenance was very important such as assembling a sensor for temperature to notify the worker if there an overheat in the equipment.
Lessons Learned:
· Poor management leads to major incidents.
· Paying enough attention to the instruments makes the work environment safer.

· Management takes responsibilities, as well as the employees, if any issued happen in the work environment.
