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December 8, 2017

The Honorable R. Alexander Acosta
Secretary

U.S. Department of Labor

200 Constitution Avenue, N.W.
Washington, D.C. 20210

Dear Mr. Secretary:

Agencies issue a wide variety of policy documents for different purposes. Generally,
when a policy is intended to be binding, agencies issue a regulation.! Other times, agencies issue
statements of policy, interpretive rules, and other guidance regarding how the agency plans to
interpret laws and legislative rules.?

These various forms of guidance are not legally binding, but, according to the
Government Accountability Office (GAO), the documents have wide-ranging effects on public
and private sector behavior. In a 2015 report, GAO stated: “guidance documents can have a
significant effect on regulated entities and the public, both because of agencies’ reliance on large
volumes of guidance documents and the fact that the guidance can prompt changes in the
behavior of regulated parties and the general public.””

The GAO also found agencies’ use of guidance varied significantly, ranging from as few
as ten at some agencies to more than one hundred guidance documents each year at others.* The
reason for this discrepancy is unclear. It is also unclear whether there are uniform practices or
strategies throughout the executive branch for developing and issuing guidance documents.

To help the Committee better understand how and when federal agencies issue guidance
documents, please provide a list of all guidance documents issued by your agency since January
1, 2008, including the following for each guidance document listed:

' GOV’T ACCOUNTABILITY OFFICE, GAO-17-404T, REGULATORY GUIDANCE PROCESSES: SELECTED DEPARTMENTS
COULD STRENGTHEN INTERNAL CONTROL AND DISSEMINATION PRACTICES 14 (April 2015), available at
http://www.gao.gov/assets/670/669688.pdf.

2 Agencies use a variety of names to refer to guidance documents, such as memoranda, policy statements, manuals,
circulars, bulletins, advisories, or guidance. The Office of Management and Budget defines a guidance document as
an agency statement of general applicability and future effect that sets forth a policy or interprets a statutory or
regulatory issue. /d. at 7.

31d. at8.

41d at13.
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1. The title;

2. The name of the form of guidance, such as circular, guidance, frequently asked questions,
bulletin, memoranda, or statement;

3. A brief description of the subject;
4. The date of issuance;
5. The issuing agency, component, office, or program;
6. An indication of whether:
a. The guidance was considered significant;

b. The agency submitted the guidance for review by the Office of Information and
Regulatory Affairs, and if it was:

1. The title of the guidance used in the submission; and
ii. The date submitted;

c. The agency submitted the guidance to Congress and GAO, and if it was:

1. The title of the guidance used in the submission; and
ii. The date submitted; and

d. The Regulatory Reform Task Force has reviewed or has plans to review the
guidance document, and any results of such review; and

7. To the extent applicable:
a. The Federal Record citation;
b. A hyperlink to a copy of the document;
c. The Regulation Identification Number; and
d. Any other identification number for the document.
Provide the requested documents and information as soon as possible, but no later than

5:00 p.m. on December 22, 2017. An attachment to this letter provides additional instructions for
responding to the Committee’s request.
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ther of the majority staff a_ or

with any questions about this request. Thank you for your
attention to this matter.

Sincerely,
/ _
Trey Gowdy ark Meadows
Chairman Chairman

Subcommittee on Goygrnment Operations

Jim Jg¥dan /
Ch an /
Subcommittee on Healthcare, Benefits, Subcommittee on Intergovermmental Affairs

and Administrative Rules

/?/ 4l ,/l;tff;@/i 157 7

Blake Farenthold

Chairman

Subcommittee on the Interior, Energy,
and Environment

Enclosure

A The Honorable Elijah E. Cummings, Ranking Member
Committee on Oversight and Government Reform

The Honorable Gerald E. Connolly, Ranking Member
Subcommittee on Government Operations

The Honorable Raja Krishnamoorthi, Ranking Member
Subcommittee on Healthcare, Benefits, and Administrative Rules

The Honorable Val Butler Demings, Ranking Member
Subcommittee on Intergovernmental Affairs

The Honorable Stacey E. Plaskett, Ranking Member
Subcommittee on the Interior, Energy, and Environment



Responding to Committee Document Requests

In complying with this request, you are required to produce all responsive documents that are
in your possession, custody, or control, whether held by you or your past or present agents,
employees, and representatives acting on your behalf. You should also produce documents
that you have a legal right to obtain, that you have a right to copy or to which you have
access, as well as documents that you have placed in the temporary possession, custody, or
control of any third party. Requested records, documents, data or information should not be
destroyed, modified, removed, transferred or otherwise made inaccessible to the Committee.

In the event that any entity, organization or individual denoted in this request has been, or is
also known by any other name than that herein denoted, the request shall be read also to
include that alternative identification.

. The Committee’s preference is to receive documents in electronic form (i.e., CD, memory
stick, or thumb drive) in lieu of paper productions.

Documents produced in electronic format should also be organized, identified, and indexed
electronically.

Electronic document productions should be prepared according to the following standards:

(a) The production should consist of single page Tagged Image File (“TIF”), files
accompanied by a Concordance-format load file, an Opticon reference file, and a file
defining the fields and character lengths of the load file.

(b) Document numbers in the load file should match document Bates numbers and TIF file
names.

(c) If the production is completed through a series of multiple partial productions, field
names and file order in all load files should match.

(d) All electronic documents produced to the Committee should include the following fields
of metadata specific to each document;

BEGDOC, ENDDOC, TEXT, BEGATTACH, ENDATTACH,
PAGECOUNT,CUSTODIAN, RECORDTYPE, DATE, TIME, SENTDATE,
SENTTIME, BEGINDATE, BEGINTIME, ENDDATE, ENDTIME, AUTHOR, FROM,
CC, TO, BCC, SUBJECT, TITLE, FILENAME, FILEEXT, FILESIZE,
DATECREATED, TIMECREATED, DATELASTMOD, TIMELASTMOD,
INTMSGID, INTMSGHEADER, NATIVELINK, INTFILPATH, EXCEPTION,
BEGATTACH.

Documents produced to the Committee should include an index describing the contents of
the production. To the extent more than one CD, hard drive, memory stick, thumb drive, box
or folder is produced, each CD, hard drive, memory stick, thumb drive, box or folder should
contain an index describing its contents.



10.

11.

12.

13.

14.

15.

16.

17.

18.

Documents produced in response to this request shall be produced together with copies of file
labels, dividers or identifying markers with which they were associated when the request was
served.

When you produce documents, you should identify the paragraph in the Committee’s
schedule to which the documents respond.

It shall not be a basis for refusal to produce documents that any other person or entity also
possesses non-identical or identical copies of the same documents.

If any of the requested information is only reasonably available in machine-readable form
(such as on a computer server, hard drive, or computer backup tape), you should consult with
the Committee staff to determine the appropriate format in which to produce the information.

If compliance with the request cannot be made in full by the specified return date,
compliance shall be made to the extent possible by that date. An explanation of why full
compliance is not possible shall be provided along with any partial production.

In the event that a document is withheld on the basis of privilege, provide a privilege log
containing the following information concerning any such document: (a) the privilege
asserted; (b) the type of document; (c) the general subject matter; (d) the date, author and
addressee; and (e) the relationship of the author and addressee to each other.

If any document responsive to this request was, but no longer is, in your possession, custody,
or control, identify the document (stating its date, author, subject and recipients) and explain
the circumstances under which the document ceased to be in your possession, custody, or
control.

If a date or other descriptive detail set forth in this request referring to a document is
inaccurate, but the actual date or other descriptive detail is known to you or is otherwise
apparent from the context of the request, you are required to produce all documents which
would be responsive as if the date or other descriptive detail were correct.

Unless otherwise specified, the time period covered by this request is from January 1, 2009
to the present.

This request is continuing in nature and applies to any newly-discovered information. Any
record, document, compilation of data or information, not produced because it has not been
located or discovered by the return date, shall be produced immediately upon subsequent
location or discovery.

All documents shall be Bates-stamped sequentially and produced sequentially.

Two sets of documents shall be delivered, one set to the Majority Staff and one set to the
Minority Staff. When documents are produced to the Committee, production sets shall be
delivered to the Majority Staff in Room 2157 of the Rayburn House Office Building and the
Minority Staff in Room 2471 of the Rayburn House Office Building.



19. Upon completion of the document production, you should submit a written certification,
signed by you or your counsel, stating that: (1) a diligent search has been completed of all
documents in your possession, custody, or control which reasonably could contain responsive
documents; and (2) all documents located during the search that are responsive have been
produced to the Committee.

Definitions

1. The term “document” means any written, recorded, or graphic matter of any nature
whatsoever, regardless of how recorded, and whether original or copy, including, but not
limited to, the following: memoranda, reports, expense reports, books, manuals, instructions,
financial reports, working papers, records, notes, letters, notices, confirmations, telegrams,
receipts, appraisals, pamphlets, magazines, newspapers, prospectuses, inter-office and intra-
office communications, electronic mail (e-mail), contracts, cables, notations of any type of
conversation, telephone call, meeting or other communication, bulletins, printed matter,
computer printouts, teletypes, invoices, transcripts, diaries, analyses, returns, summaries,
minutes, bills, accounts, estimates, projections, comparisons, messages, correspondence,
press releases, circulars, financial statements, reviews, opinions, offers, studies and
investigations, questionnaires and surveys, and work sheets (and all drafts, preliminary
versions, alterations, modifications, revisions, changes, and amendments of any of the
foregoing, as well as any attachments or appendices thereto), and graphic or oral records or
representations of any kind (including without limitation, photographs, charts, graphs,
microfiche, microfilm, videotape, recordings and motion pictures), and electronic,
mechanical, and electric records or representations of any kind (including, without limitation,
tapes, cassettes, disks, and recordings) and other written, printed, typed, or other graphic or
recorded matter of any kind or nature, however produced or reproduced, and whether
preserved in writing, film, tape, disk, videotape or otherwise. A document bearing any
notation not a part of the original text is to be considered a separate document. A draft or
non-identical copy is a separate document within the meaning of this term.

2. The term “communication” means each manner or means of disclosure or exchange of
information, regardless of means utilized, whether oral, electronic, by document or
otherwise, and whether in a meeting, by telephone, facsimile, email (desktop or mobile
device), text message, instant message, MMS or SMS message, regular mail, telexes,
releases, or otherwise.

3. The terms “and” and “or” shall be construed broadly and either conjunctively or disjunctively
to bring within the scope of this request any information which might otherwise be construed
to be outside its scope. The singular includes plural number, and vice versa. The masculine
includes the feminine and neuter genders.

4. The terms “person” or “persons” mean natural persons, firms, partnerships, associations,
corporations, subsidiaries, divisions, departments, joint ventures, proprietorships, syndicates,
or other legal, business or government entities, and all subsidiaries, affiliates, divisions,
departments, branches, or other units thereof.



5. The term “identify,” when used in a question about individuals, means to provide the
following information: (a) the individual's complete name and title; and (b) the individual's
business address and phone number.

6. The term “referring or relating,” with respect to any given subject, means anything that
constitutes, contains, embodies, reflects, identifies, states, refers to, deals with or is pertinent
to that subject in any manner whatsoever.

7. The term “employee” means agent, borrowed employee, casual employee, consultant,
contractor, de facto employee, independent contractor, joint adventurer, loaned employee,
part-time employee, permanent employee, provisional employee, subcontractor, or any other
type of service provider.



COMMITTEE ON OVERSIGHT AND GOVERNMENT REFORM
U.S. HOUSE OF REPRESENTATIVES
115™ CONGRESS

NOTICE OF APPEARANCE OF COUNSEL

Counsel submitting:

Bar number: State/District of admission:

Attorney for:

Address:

Telephone: ( ) -

Pursuant to Rule 16 of the Committee Rules, notice is hereby given of the entry of the

undersigned as counsel for in (select one):

@ All matters before the Committee

O The following matters (describe the scope of representation):

All further notice and copies of papers and other material relevant to this action should be
directed to and served upon:

Attorney’s name:

Attorney’s email address:

Firm name (where applicable):

Complete Mailing Address:

I agree to notify the Committee within 1 business day of any change in representation.

Signature of Attorney Date
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1700 G Street. N.W., Washington, DC 20552

December 21, 2017

The Honorable Trey Gowdy

Chairman

Committee on Oversight and Government Reform
U.S. House of Representatives

2157 Rayburn House Office Building
Washington, DC 20515

T

Dear ChWy:

I write in response to your December 8, 2017 letter, which requests a list of guidance documents
issued by the Consumer Financial Protection Bureau since January I, 2008, 1 appreciate this
opportunity to provide your Committee with information regarding the Bureau’s efforts to
communicate guidance on matters within its statutory authority.

Attached to this letter is a spreadsheet prepared by Bureau staff, which lists to the best of our
knowledge after a comprehensive review, the extant guidance documents issued by the Bureau
since its creation, as well as other documents responsive to your request. In preparing the list,
the Bureau has construed your request for “guidance” to include: interpretative rules; documents
designated as “Bulletins” by the Bureau; documents designated as “Official Guidance” on the
Bureau's website; other documents designated as guidance or policies in the Federal Register
(including several that were issued jointly with other agencies); editions of “Supervisory
Highlights,” which are Bureau documents sharing findings from recent supervisory examinations
and information about supervisory priorities; Fair Lending reports describing the Bureau's fair
lending activities and priorities; and notices issued under § 612(f) of the Fair Credit Reporting
Act. The list also includes a number of additional documents that are available on the Bureau's
“Compliance and Guidance” web page or that the Bureau has elsewhere referred to as guidance,
bulletins, or compliance documents, including documents describing its rulemaking agenda,
examination manuals, and small entity compliance guides.

The Bureau did not include informal documents available on the Bureau’s website, such as press
releases, blog posts, and speeches, because the Bureau does not regard these as guidance and did
not understand them to fall within the categories of documents requested in the Committee’s
letter. However, the Bureau can compile such a list at the Committee’s request.

The Bureau, as an independent regulatory agency under 44 U.S.C. § 3502(5), has not previously
submitted guidance to the Office of Information and Regulatory Affairs and has not made

consumerfinance.gov



determinations as to whether the guidance is “significant.” See Final Bulletin for Agency Good
Guidance Practices, 72 Fed. Reg. 3432, 3439 (Jan. 25, 2007) (“agency” excludes “independent
regulatory agencies”). The Bureau has submitted the four interpretive rules included on the list
to Congress and the Government Accountability Office pursuant to the Congressional Review
Act: (1) Homeownership Counseling Organizations List Interpretive Rule, submitted November
25, 2013; (2) Application of Regulation Z’s Ability-To-Repay Rule to Certain Situations
Involving Successors-in-Interest, submitted October 30, 2014; (3) Homeownership Counseling
Organizations Lists and High-Cost Mortgage Counseling Interpretive Rule, submitted April 21,
20135; and (4) Safe Harbors From Liability Under the Fair Debt Collection Practices Act for
Certain Actions Taken in Compliance With Mortgage Servicing Rules Under the Real Estate
Settlement Procedures Act (Regulation X) and the Truth in Lending Act (Regulation Z),
submitted December 22, 2016.

Finally, the Bureau has formed an internal task force to coordinate and deepen the agency’s
focus on concerns about regulatory burdens and projects to identify and reduce unwarranted
regulatory burdens. The immediate focus of this task force is on binding legislative rules, but it
is anticipated that related agency guidance will also be the subject of review.

The Bureau looks forward to being transparent with congressional oversight committees on all
matters. Should you have questions about this matter, please contact me or have your staff
contact Laura Hussain of the Bureau’s Legal Division or Jonathan Slemrod of the Bureau’s
Office of the Acting Director. Ms. Hussain can be reached atjjj R an¢ Mr. Slemrod

can be reached o

Sincergly, e.e:

O iy,
Mick Mulvaney ﬂ
Acting Director

cc:  The Honorable Elijah E. Cummings, Ranking Member
Committee on Oversight and Government Reform

The Honorable Mark Meadows, Chairman
Subcommittee on Government Operations
Committee on Oversight and Government Reform

The Honorable Gerald E. Connolly, Ranking Member
Subcommittee on Government Operations
Committee on Oversight and Government Reform

The Honorable Jim Jordan, Chairman
Subcommittee on Healthcare, Benefits, and Administrative Rules
Committee on Oversight and Government Reform

consumerfinance.gov



The Honorable Raja Krishnamoorthi, Ranking Member
Subcommittee on Healthcare, Benefits, and Administrative Rules
Committee on Oversight and Government Reform

The Honorable Gary J. Palmer, Chairman
Subcommittee on Intergovernmental Affairs
Committee on Oversight and Government Reform

The Honorable Val Butler Demings, Ranking Member
Subcommittee on Intergovernmental Affairs
Committee on Oversight and Government Reform

The Honorable Blake Farenthold, Chairman
Subcommittee on the Interior, Energy, and Environment
Committee on Oversight and Government Reform

The Honorable Stacey E. Plaskett, Ranking Member

Subcommitiee on the Interior, Energy, and Environment
Committee on Oversight and Government Reform

consumerfinance.gov



Title Form Brief description Issue date |Agency FR Cite URL RIN
This letter was issued in response to multiple inquiries the Consumer Financial https://www.consumerfinance.gov/policy-
Protection Bureau (“CFPB” or “Bureau”) had received regarding the timing of compliance/guidance/implementation-
Letter from Len Kennedy regarding timing of financial institutions’ obligations under section 1071 of the Dodd-Frank Wall guidance/general-counsel-letter-regarding-section-
financial institutions' obligations under 1071 |Letter Street Reform and Consumer Protection Act (“Dodd-Frank Act”). 11-Apr-11|CFPB N/A 1071-dodd-frank-act/ N/A
The Bureau issued amendments to the Alternative Mortgage Transaction Parity
Act (“AMTPA”) pursuant to section 1083 of the Dodd-Frank Wall Street Reform
and Consumer Protection Act (“Dodd-Frank Act”). The amendments affect what
laws apply to mortgage loans issued by state chartered or licensed lenders after
Bulletin 2011-1, amendments to AMTPA Bulletin that effective date. 27-Jun-11|CFPB N/A https://www.consumerfinance.gov/policy-compliancg N/A
https://www.consumerfinance.gov/policy-
The Bureau of Consumer Financial Protection (CFPB) issued this bulletin (Interim compliance/guidance/implementation-
Bulletin 2011-2, Interstate Land Sales Full ILS Guidance) to address certain administrative issued relating to the Interstate guidance/bulletin-interstate-land-sales-full-
Disclosure Act Bulletin Land Sales Full Disclosure Act (ILS). 21-Jul-11|CFPB N/A disclosure-act/ N/A
Before the Office of Enforcement recommends that the Bureau commence
enforcement proceedings, the Office of Enforcement may give the subject of https://www.consumerfinance.gov/policy-
Bulletin 2011-4, Notice and Opportunity to such recommendation notice of the nature of the subject’s potential violations compliance/guidance/implementation-
Respond and Advise (NORA) prior to and may offer the subject the opportunity to submit a written statement in guidance/bulletin-notice-opportunity-respond-
enforcement proceedings Bulletin response 7-Nov-11|CFPB N/A advise/ N/A
The Statement explains how the total assets of an insured depository institution
or insured credit union (“Institution”) will be measured for purposes of https://www.consumerfinance.gov/policy-
Interagency statement for determining asset determining supervisory and enforcement responsibilities under sections 1025 compliance/guidance/implementation-
size of institutions for supervisory and and 1026 of the Dodd-Frank Wall Street Reform and Consumer Protection Act CFPB and guidance/interagency-statement-determining-asset-
enforcement purposes Statement  |(Dodd-Frank). 17-Nov-11|prudentials N/A size-institutions/ N/A
https://www.consumerfinance.gov/policy-
Bulletin 2011-5, Whistleblower information, The Consumer Financial Protection Bureau issued this bulletin to solicit compliance/guidance/implementation-
law enforcement tips, and anti-retaliation information from knowledgeable sources about potential violations of Federal guidance/bulletin-whistleblower-law-enforcement-
protections Bulletin consumer financial laws. 15-Dec-11|CFPB N/A information-protections/ N/A
The Consumer Financial Protection Bureau ("Bureau") issued this letter to https://www.consumerfinance.gov/policy-
Bulletin 2012-1, The Bureau's supervisory provide guidance regarding its collection of information through the supervisory compliance/guidance/implementation-
authority and treatment of confidential process and the confidentiality protections that this process provides to guidance/bulletin-supervision-authority-confidential-
supervisory information Bulletin supervised institutions. 4-Jan-12|CFPB N/A information/ N/A
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 13-Feb-12|CFPB 77 FR 8034 https://www.consumerfinance.gov/policy-compliancg N/A
This Bulletin was issued in response to several inquiries the Consumer Financial https://www.consumerfinance.gov/policy-
Protection Bureau (“Bureau”) has received regarding the payment of compliance/guidance/implementation-
Bulletin 2012-2, The payment of compensation to loan originators under Regulation Z, 12 C.F.R. § 1026.36 guidance/bulletin-payment-compensation-loan-
compensation to loan originators Bulletin (“Compensation Rules”). 2-Apr-12|CFPB N/A originators/ N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 3-Apr-12|CFPB 44 U.S.C.3502(5) |reporting-act-disclosures/ 3170-AA06

Consumer Financial Protection Bureau

Produced to House Oversight & Government Reform Committee

Page 1




Title Form Brief description Issue date |Agency FR Cite URL RIN
In response to recent inquiries, the Consumer Financial Protection Bureau
(“CFPB” or “Bureau”) issued this bulletin to provide guidance about compliance https://www.consumerfinance.gov/policy-
with the fair lending requirements of the Equal Credit Opportunity Act (“ECOA”), compliance/guidance/implementation-

Bulletin 2012-4, Lending discrimination Bulletin and its implementing regulation, Regulation B. 18-Apr-12|CFPB N/A guidance/bulletin-lending-discrimination/ N/A
This Bulletin was issued in response to several inquiries the Consumer Financial https://www.consumerfinance.gov/policy-

Protection Bureau (CFPB or Bureau) has received regarding whether states may, compliance/guidance/implementation-

Bulletin 2012-5, SAFE Act and transitional consistent with the Secure and Fair Enforcement for Mortgage Licensing Act of guidance/bulletin-SAFE-act-transitional-licensing-

licensing of mortgage loan originators Bulletin 2008 (SAFE Act), permit transitional licensing of mortgage loan originators. 19-Apr-12|CFPB N/A mortgage-loan-originators/ N/A
This guidance was issued to address mortgage servicer practices that may pose
risks to homeowners who are serving in the military and to ensure compliance
with applicable consumer laws and regulations. Specifically, this guidance https://www.consumerfinance.gov/policy-

Interagency guidance on mortgage servicing addresses risks related to military homeowners who have informed the servicer Board, CFPB, compliance/guidance/implementation-

practices concerning military homeowners that they have received military Permanent Change of Station (PCS) orders FDIC, NCUA, guidance/interagency-guidance-mortgage-servicing-

with permanent change of station orders Guidance (hereafter, “homeowners with PCS orders”). 21-Jun-12|0CC N/A practices/ N/A
The CFPB (the Bureau) issued a final policy statement (the Policy Statement) to
provide guidance on how the Bureau plans to exercise its discretion to publicly https://www.consumerfinance.gov/policy-

Disclosure of Certain Credit Card Complaint |Policy disclose certain credit card complaint data that do not include personally compliance/notice-opportunities-comment/archive-

Data statement identifiable information. 22-Jun-12|CFPB 77 FR 37558-01 closed/disclosure-of-consumer-complaint-data/ N/A
Credit card issuers market various “add-on” products to card users, including
debt protection, identity theft protection, credit score tracking, and other
products that are supplementary to the credit provided by the card itself. This
bulletin outlined the Consumer Financial Protection Bureau’s (“CFPB” or “the https://www.consumerfinance.gov/policy-

Bureau”) expectation that institutions under its supervision and their service compliance/guidance/implementation-

Bulletin 2012-6, Marketing of credit card add providers offer such products in compliance with Federal consumer financial guidance/bulletin-marketing-credit-card-add-on-

on products Bulletin law. 27-Jun-12|CFPB N/A products/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201210_cfpb_su

Supervisory Highlights Report information on our recent guidance documents. 1-Oct-12|CFPB N/A pervisory-highlights-fall-2012.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4544
these companies and gives our examiners direction on how to assess /102012_cfpb_consumer-reporting-larger-

Consumer reporting exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A participants_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4760
these companies and gives our examiners direction on how to assess /201210_cfpb_debt-collection-examination-

Debt collection exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine
these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/4562

Consumer Leasing Act exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A /102012_cfpb_consumer-leasing-act_procedures.pdf|N/A

Consumer Financial Protection Bureau

Produced to House Oversight & Government Reform Committee
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https://www.consumerfinance.gov/documents/4544/102012_cfpb_consumer-reporting-larger-participants_procedures.pdf
https://www.consumerfinance.gov/documents/4544/102012_cfpb_consumer-reporting-larger-participants_procedures.pdf
https://www.consumerfinance.gov/documents/4544/102012_cfpb_consumer-reporting-larger-participants_procedures.pdf
https://www.consumerfinance.gov/documents/4760/201210_cfpb_debt-collection-examination-procedures.pdf
https://www.consumerfinance.gov/documents/4760/201210_cfpb_debt-collection-examination-procedures.pdf
https://www.consumerfinance.gov/documents/4760/201210_cfpb_debt-collection-examination-procedures.pdf
https://www.consumerfinance.gov/documents/4562/102012_cfpb_consumer-leasing-act_procedures.pdf
https://www.consumerfinance.gov/documents/4562/102012_cfpb_consumer-leasing-act_procedures.pdf

Title Form Brief description Issue date |Agency FR Cite URL RIN
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4564
these companies and gives our examiners direction on how to assess /102012_cfpb_fair-credit-reporting-act-

Fair Credit Reporting Act exam procedures |[Exam manual|compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A fcra_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4566

Fair Debt Collection Practices Act exam these companies and gives our examiners direction on how to assess /102012 _cfpb_fair-debt-collections-practices-act-

procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A fdcpa_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4568

Home Mortgage Disclosure Act exam these companies and gives our examiners direction on how to assess /102012_cfpb_home-mortgage-disclosure-act-

procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A hmda_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4570

Homeowners Protection Act exam these companies and gives our examiners direction on how to assess /102012_cfpb_homeowners-protection-act-hpa-pmi-

procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A cancellation-act_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4572

Secure and Fair Enforcement for Mortgage these companies and gives our examiners direction on how to assess /102012_cfpb_secure-fair-enforcement-for-

Licensing exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A mortgage-licensing-safe-act_procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine
these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/4574

Truth in Savings Act exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A /102012 _cfpb_truth-savings-act-tisa_procedures.pdf |N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4576
these companies and gives our examiners direction on how to assess /102012 _cfpb_unfair-deceptive-abusive-acts-

UDAAP exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-12|CFPB N/A practices-udaaps_procedures.pdf N/A
The Consumer Financial Protection Bureau (CFPB) issued this statement to
advise our supervised entities that the CFPB encourages them to work with
borrowers and other consumers affected by Hurricane Sandy. Like the Federal https://www.consumerfinance.gov/policy-

Statement to advise supervised entities that Reserve Board, the Federal Deposit Insurance Corporation, and the Office of the compliance/guidance/implementation-

CFPB encourages them to work with Comptroller of the Currency, the CFPB will provide regulatory flexibility to guidance/statement-supervisory-practices-affected-

consumers affected by Hurricane Sandy Statement |entities working with borrowers affected by the hurricane. 16-Nov-12|CFPB N/A hurricane-sandy/ N/A
The Consumer Financial Protection Bureau (CFPB or the Bureau) issued a
bulletin in advance of a proposal to refine three elements of its rule regarding
foreign remittance transfers. The proposal will be narrowly targeted to address
the rule’s provisions on: (1) errors resulting from incorrect account numbers https://www.consumerfinance.gov/policy-

Bulletin 2012-8, Implementation of the provided by senders of remittance transfers; (2) the disclosure of certain foreign compliance/guidance/implementation-

remittance rule (Regulation E, Subpart B) Bulletin taxes and third-party fees; and (3) the disclosure of sub-national, foreign taxes. 27-Nov-12|CFPB N/A guidance/bulletin-implementation-remittance-rule/ |N/A
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The Fair Credit Reporting Act (FCRA) requires nationwide specialty consumer
reporting agencies (NSCRAs) to provide, upon request of a consumer, a free
annual disclosure of the consumer’s file, commonly known as a consumer
report. The FCRA’s implementing Regulation (Regulation V) includes a rule
mandated by the FCRA that requires each NSCRA to establish a “streamlined
Bulletin 2012-9, FCRA streamlined process process for consumers to request [their free annual] consumer reports . . . which https://www.consumerfinance.gov/policy-
for consumers to obtain free annual reports shall include, at a minimum, the establishment by each such agency of a toll- compliance/guidance/implementation-
from nationwide specialty consumer free telephone number for such requests.” 15 U.S.C. § 1681j; 12 C.F.R. § guidance/bulletin-FCRA-process-requirement-
reporting agencies Bulletin 1022.137. 29-Nov-12|CFPB N/A consumers/ N/A
The Bureau provides a comprehensive overview of our fair lending program and
describes our work in this area, while also fulfilling congressional reporting
requirements under § 1013(c)(2)(D) of the Dodd-Frank Wall Street Reform and http://files.consumerfinance.gov/f/201212_cfpb_fair/
Fair Lending Report Report Consumer Protection Act. 1-Dec-12|CFPB N/A lending-report.pdf3 N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 18-Dec-12|CFPB 77 FR 74831-01 reporting-act-disclosures/ N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 8-Jan-13|CFPB 78 FR 1652 compliance/rulemaking/regulatory-agenda/ N/A
This bulletin provides guidance about compliance with the fair lending
requirements of the Equal Credit Opportunity Act (ECOA) and its implementing
regulation, Regulation B, for indirect auto lenders that permit dealers to
increase consumer interest rates and that compensate dealers with a share of
Bulletin 2013-2, Indirect Auto Lending and the increased interest revenues. This guidance applies to all indirect auto
Compliance with the Equal Credit lenders within the jurisdiction of the Consumer Financial Protection Bureau http://files.consumerfinance.gov/f/201303_cfpb_ma
Opportunity Act Bulletin (CFPB), including both depository institutions and nonbank institutions. 21-Mar-13|CFPB N/A rch_-Auto-Finance-Bulletin.pdf N/A
The CFPB (Bureau) issued a final policy statement (Policy Statement) to provide
guidance on how the Bureau plans to exercise its discretion to publicly disclose https://www.consumerfinance.gov/policy-
Policy certain consumer complaint data that do not include personally identifiable compliance/guidance/implementation-
Disclosure of Consumer Complaint Data statement information. 10-Apr-13|CFPB 78 FR 21218-01 guidance/disclosure-consumer-complaint-data/ N/A
The CFPB (Bureau) published a final determination as to whether certain laws of
Electronic Fund Transfers; Determination of Maine and Tennessee relating to unclaimed gift cards are inconsistent with and https://www.consumerfinance.gov/consumerfinanc
Effect on State Laws (Maine and Tennessee) |Notice preempted by the Electronic Fund Transfer Act and Regulation E. 25-Apr-13|CFPB 78 FR 24386-05 e.gov/201304_cfpb_Preemption-Determination N/A
The Consumer Financial Protection Bureau (CFPB) issued this guidance in
response to questions about whether states may use the Uniform State Test
Bulletin 2013-5, SAFE Act — uniform state (UST) developed by the Nationwide Mortgage Licensing System and Registry https://www.consumerfinance.gov/policy-
test for state-licensed mortgage loan (NMLSR) as part of a qualified written test under the Secure and Fair compliance/guidance/implementation-
originators Bulletin Enforcement for Mortgage Licensing Act of 2008 (SAFE Act). 20-May-13|CFPB N/A guidance/bulletin-SAFE-act-uniform-state-test/ N/A
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The Bureau considers many factors in the exercise of its enforcement discretion.
These include, for example: (1) the nature, extent, and severity of the violations
identified; (2) the actual or potential harm from those violations; (3) whether
there is a history of past violations; and (4) a party’s effectiveness in addressing
violations. This guidance is being provided to inform those subject to the
Bureau’s enforcement authority that in addition to these and other factors,
Bulletin 2013-6, Responsible business there are activities they can engage in both before and after the conduct in https://www.consumerfinance.gov/policy-
conduct: self-policing, self-reporting, question has occurred that the Bureau may favorably consider in exercising its compliance/guidance/implementation-
remediation, and cooperation Bulletin enforcement discretion. 25-Jun-13|CFPB N/A guidance/bulletin-responsible-business-conduct/ N/A
In response to practices observed during supervisory examinations and
enforcement investigations, the Consumer Financial Protection Bureau (CFPB or
Bureau) issued this bulletin to provide guidance to creditors, debt buyers, and
third-party collectors about compliance with the Fair Debt Collection Practices
Act (FDCPA) and sections 1031 and 1036 of the Dodd-Frank Wall Street Reform https://www.consumerfinance.gov/policy-
Bulletin 2013-8, Representations regarding and Consumer Protection Act of 2010 (Dodd-Frank Act) when making compliance/guidance/implementation-
effect of debt payments on credit reports representations about the impact that payments on debts in collection may guidance/bulletin-effect-debt-payments-credit-
and scores Bulletin have on credit reports and credit scores. 10-Jul-13|CFPB N/A reports-scores/ N/A
Under the Dodd-Frank Wall Street Reform and Consumer Protection Act (Dodd-
Frank Act), all covered persons or service providers are legally required to
refrain from committing unfair, deceptive, or abusive acts or practices https://www.consumerfinance.gov/policy-
(collectively, UDAAPs) in violation of the Act. The Consumer Financial Protection compliance/guidance/implementation-
Bulletin 2013-7, Prohibition of UDAAPs in the Bureau (CFPB or Bureau) issued this bulletin to clarify the contours of that guidance/bulletin-prohibition-practices-collection-
collection of consumer debts Bulletin obligation in the context of collecting consumer debts. 10-Jul-13|CFPB N/A consumer-debts/ N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 23-Jul-13|CFPB 78 FR 44350 compliance/rulemaking/regulatory-agenda/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201308_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Aug-13|CFPB N/A pervisory-highlights_august.pdf N/A
The Bureau's examination manual describes how we supervise and examine
Short-term, small-dollar lending exam these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/4754
procedures Exam manual |compliance with federal consumer financial laws. 1-Sep-13|CFPB N/A /201309_cfpb_payday_manual_revisions.pdf N/A
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The Fair Credit Reporting Act (FCRA) generally requires a consumer reporting
agency (CRA) to notify a furnisher when a consumer disputes the accuracy or
completeness of an item of information provided by the furnisher to the CRA.
The CRA must also promptly provide the furnisher “all relevant information”
regarding the dispute that the CRA timely received from the consumer. The
furnisher, in turn, must “conduct an investigation with respect to the disputed
information,” “review all relevant information” provided by the CRA, and
respond appropriately based on the result of the investigation. The CFPB https://www.consumerfinance.gov/policy-
Bulletin 2013-9, FCRA requirement to expects CRAs and furnishers to comply fully with these FCRA requirements, compliance/guidance/implementation-
investigate disputes and review "all thereby promoting the accuracy and completeness of information in the guidance/bulletin-FRCA-requirement-investigate-
relevant" information Bulletin consumer reporting system. 4-Sep-13|CFPB N/A disputes/ N/A
The Consumer Financial Protection Bureau (CFPB or the Bureau) issued this https://www.consumerfinance.gov/policy-
Bulletin 2013-10: Payroll card accounts bulletin to reiterate the application of the Electronic Fund Transfer Act (EFTA) compliance/guidance/implementation-
(Regulation E) Bulletin and Regulation E, which implements the EFTA, to payroll card accounts. 12-Sep-13|CFPB N/A guidance/bulletin-payroll-card-accounts/ N/A
https://www.consumerfinance.gov/policy-
The agencies issued this guidance to financial institutions to clarify the Board, CFTC, compliance/guidance/implementation-
Interagency guidance on privacy laws and applicability of privacy provisions of the Gramm-Leach-Bliley Act (GLBA) to CFPB, FDIC, FTC, guidance/interagency-guidance-reporting-financial-
reporting financial abuse of older adults Guidance reporting suspected financial exploitation of older adults. 24-Sep-13|NCUA, OCC, SEC|N/A abuse-older-adults/ N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4756
these companies and gives our examiners direction on how to assess /201310_cfpb_remittance-transfer-examination-
Remittance transfer exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-13|CFPB N/A procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4752
Electronic Fund Transfer Act exam these companies and gives our examiners direction on how to assess /201310_cfpb_updated-regulation-e-examination-
procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-13|CFPB N/A procedures_including-remittances.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4748
HMDA resubmission schedule and guidelines these companies and gives our examiners direction on how to assess /201310_cfpb_hmda_resubmission-guidelines_fair-
exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-13|CFPB N/A lending.pdf N/A
Bulletin 2013-11, the Home Mortgage
Disclosure Act (HMDA) and Regulation C —
Compliance management; CFPB HMDA In this bulletin, the Consumer Financial Protection Bureau (CFPB or Bureau) https://www.consumerfinance.gov/policy-
resubmission schedule and guidelines; and addresses mortgage lenders’ compliance with the Home Mortgage Disclosure compliance/guidance/implementation-
HMDA enforcement Bulletin Act (HMDA) and its implementing regulation, Regulation C. 9-Oct-13|CFPB N/A guidance/bulletin-compliance-HMDA-regulation-C/ |N/A
https://www.consumerfinance.gov/policy-
The Consumer Financial Protection Bureau (CFPB) issued this bulletin to provide compliance/guidance/implementation-
Bulletin 2013-12, Implementation guidance guidance in implementing certain of the 2013 Real Estate Settlement Procedures guidance/bulletin-implementation-mortgage-
for certain mortgage servicing rules Bulletin Act (RESPA) and Truth in Lending Act (TILA) Servicing Final Rules. 15-Oct-13|CFPB N/A servicing-rules/ N/A
The CFPB (Bureau) issued its Policy to Encourage Trial Disclosure Programs
(Policy), which is intended to carry out the Bureau's authority under of the Dodd-
Policy To Encourage Trial Disclosure Frank Wall Street Reform and Consumer Protection Act of 2010 (Dodd-Frank files.consumerfinance.gov/f/201310_cfpb_1032e-
Programs; Information Collection Policy Act). 29-Oct-13|CFPB 78 FR 64389-01 trial-disclosure-policy.pdf N/A
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On September 26, 2012, the CFPB (Bureau) issued a safe harbor list of countries
that qualify for an exception in subpart B of Regulation E, which implements the https://www.consumerfinance.gov/policy-
Electronic Fund Transfer Act, and published this list on its Web site. The Bureau compliance/notice-opportunities-comment/archive-
then published this list, which is unchanged from the prior release, in the closed/notice-of-publication-electronic-fund-
Federal Register. The Bureau recognizes that the list may change, and it intends transfers-regulation-e-remittance-rule-safe-harbor-
Electronic Fund Transfers (Regulation E) Notice to revise the list periodically. 5-Nov-13|CFPB 78 FR 66251-01 list/ 3170-AA33
The Consumer Financial Protection Bureau (CFPB) issued this bulletin to provide
guidance to lenders regarding the homeownership counseling list requirement
finalized in the High-Cost Mortgage and Homeownership Counseling https://www.consumerfinance.gov/policy-
Amendments to the Truth in Lending Act (Regulation Z) and Homeownership compliance/guidance/implementation-
Bulletin 2013-13, Homeownership Counseling Amendments to the Real Estate Settlement Procedures Act (RESPA guidance/homeownership-counseling-list-
counseling list requirements Bulletin Housing Counselor Amendments) Final Rule (2013 HOEPA Final Rule). 8-Nov-13|CFPB N/A requirements/ N/A
This rule describes data instructions for lenders to use in complying with the
requirement under the High-Cost Mortgage and Homeownership Counseling
Amendments to the Truth in Lending Act (Regulation Z) and Homeownership
Counseling Amendments to the Real Estate Settlement Procedures Act (RESPA
Homeownership Counseling Amendments) Final Rule to provide a http://files.consumerfinance.gov/f/201311_cfpb_int
Homeownership Counseling Organizations |Interpretive |homeownership counseling list using data made available by the Bureau or erpretive-rule_homeownership-counseling-
Lists Interpretive Rule rule Department of Housing and Urban Development (HUD). 14-Nov-13|CFPB 78 FR 68343-01 organizations-lists.pdf 3170-AA37
The Federal Financial Institutions Examination Council (FFIEC), on behalf of its https://www.consumerfinance.gov/policy-
Social Media: Consumer Compliance Risk members, issued this final supervisory guidance entitled “Social Media: compliance/guidance/implementation-
Management Guidance Guidance Consumer Compliance Risk Management Guidance” (Guidance). 17-Dec-13|FFIEC 78 FR 76297-01 guidance/FFIEC-guidance-social-media/ N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 30-Dec-13|CFPB 78 FR 79410-01 reporting-act-disclosures/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201401_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Jan-14|CFPB N/A pervisory-highlights-winter-2013.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient
ECOA valuation small entity compliance compliance |regulatory implementation of new rules is an important factor in delivering http://files.consumerfinance.gov/f/201401_cfpb_co
guide guide consumer protections to the market. 1-Jan-14|CFPB N/A mpliance-guide_ecoa.pdf N/A
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We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient
TILA HPML appraisals small entity compliance |regulatory implementation of new rules is an important factor in delivering http://files.consumerfinance.gov/f/201401_cfpb_tila-
compliance guide guide consumer protections to the market. 1-Jan-14|CFPB N/A hpml_appraisal-rule-guide.pdf N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 7-Jan-14|CFPB 79 FR 1242 compliance/rulemaking/regulatory-agenda/ N/A
Debt buyers, debt collectors, and others who furnish information to credit
reporting agencies have a variety of obligations under the Fair Credit Reporting https://www.consumerfinance.gov/policy-
Bulletin 2014-01, FCRA requirement that Act (FCRA) and Regulation V. The Consumer Financial Protection Bureau (CFPB) compliance/guidance/implementation-
furnishers conduct investigations of disputed issued this bulletin to highlight one of those obligations — the obligation of guidance/bulletin-fcra-requirement-furnishers-
information Bulletin furnishers to investigate disputed information in a consumer report. 27-Feb-14|CFPB N/A conduct-investigations/ N/A
The Bureau provides a comprehensive overview of our fair lending program and
describes our work in this area, while also fulfilling congressional reporting
requirements under § 1013(c)(2)(D) of the Dodd-Frank Wall Street Reform and files.consumerfinance.gov/f/201404_cfpb_report_fai
Fair Lending Report Report Consumer Protection Act. 1-Apr-14|CFPB N/A r-lending.pdf N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201405_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-May-14|CFPB N/A pervisory-highlights-spring-2014.pdf N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 13-Jun-14|CFPB 79 FR 34146 compliance/rulemaking/regulatory-agenda/ N/A
https://www.consumerfinance.gov/policy-
Application of Regulation Z's Ability-To- The CFPB (Bureau) issued this interpretive rule to clarify that the Bureau's Ability- compliance/rulemaking/final-rules/application-
Repay Rule to Certain Situations Involving  |Interpretive |to-Repay Rule incorporates the existing definition of assumption under regulation-zs-ability-repay-rule-certain-situations-
Successors-in-Interest rule Regulation Z. 17-Jul-14|CFPB 79 FR 41631-01 involving-successors-interest/ 3170-ZA00
The CFPB (CFPB or Bureau) issued supervisory and enforcement guidance
entitled Policy Guidance on Supervisory and Enforcement Considerations
Policy Guidance on Supervisory and Relevant to Mortgage Brokers Transitioning to Mini-Correspondent Lenders, https://www.consumerfinance.gov/policy-
Enforcement Considerations Relevant to (Policy Guidance) which relates to the Bureau's exercise of its authority to compliance/guidance/implementation-
Mortgage Brokers Transitioning to Mini- Policy supervise and enforce compliance with RESPA and Regulation X and TILA and guidance/guidance-brokers-mini-correspondent-
Correspondent Lenders guidance Regulation Z in certain transactions involving mini-correspondent lenders. 17-Jul-14|CFPB 79 FR 41671-02 model/ N/A
The Board of Governors of the Federal Reserve System (Board), Consumer
Financial Protection Bureau (CFPB), Federal Deposit Insurance Corporation
(FDIC), National Credit Union Administration (NCUA), and Office of the https://www.consumerfinance.gov/policy-
Guidance regarding certain consumer credit Comptroller of the Currency (OCC) (collectively, the Agencies) issued this compliance/guidance/implementation-
practices Guidance guidance regarding certain consumer credit practices. 22-Aug-14|FFIEC N/A guidance/FFIEC-credit-practices-guidance/ N/A
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We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our http://files.consumerfinance.gov/f/201409_cfpb_su
supervision program and provide a convenient and easily accessible resource for pervisory-highlights_auto-lending_summer-
Supervisory Highlights Report information on our recent guidance documents. 1-Sep-14|CFPB N/A 2014.pdf5 N/A
The Consumer Financial Protection Bureau (CFPB or Bureau) issued this Bulletin
to inform credit card issuers of the risk of engaging in deceptive and/or abusive
acts and practices in connection with solicitations that offer a promotional https://www.consumerfinance.gov/policy-
annual percentage rate (APR) on a particular transaction over a defined period compliance/guidance/implementation-
Bulletin 2014-2, Marketing of credit card of time. These transactions include, but are not limited to, convenience checks, guidance/bulletin-marketing-credit-card-
promotional offers Bulletin deferred interest/promotional interest rate purchases, and balance transfers. 3-Sep-14|CFPB N/A promotional-APR-offers/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201410_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Oct-14|CFPB N/A pervisory-highlights_fall-2014.pdf N/A
The CFPB (CFPB) issued a compliance bulletin and policy guidance entitled
Compliance Bulletin and Policy Guidance, Compliance Bulletin and Policy Guidance, Mortgage Servicing Transfers in light https://www.consumerfinance.gov/policy-
Mortgage Servicing Transfers; CFUB Bulletin of potential risks to consumers that may arise in connection with transfers of compliance/guidance/implementation-
2014-1 Bulletin residential mortgage servicing rights. 23-Oct-14|CFPB 79 FR 63295-01 guidance/bulletin-mortgage-servicing-transfers/ N/A
The Consumer Financial Protection Bureau (Bureau) issued this compliance
bulletin to remind creditors of (1) their obligations under the Equal Credit
Opportunity Act (ECOA) and its implementing regulation, Regulation B, with
respect to consideration of public assistance income; and (2) relevant standards https://www.consumerfinance.gov/policy-
and guidelines regarding verification of Social Security Disability Insurance (SSDI) compliance/guidance/implementation-
Bulletin 2014-3, Social Security disability and Supplemental Security Income (SSI) income (collectively, Social Security guidance/bulletin-social-security-disability-income-
income verification Bulletin disability income) received by mortgage applicants. 18-Nov-14|CFPB N/A verification/ N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 15-Dec-14|CFPB 79 FR 74068-02 reporting-act-disclosures/ N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 22-Dec-14|CFPB 79 FR 76808 compliance/rulemaking/regulatory-agenda/ N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4762
Credit card account management exam these companies and gives our examiners direction on how to assess /201502_cfpb_credit_card_account_management_e
procedures Exam manual |compliance with federal consumer financial laws. 1-Feb-15|CFPB N/A xamination_guide.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/about-
Compliance Bulletin 2015-1, Treatment of these companies and gives our examiners direction on how to assess us/newsroom/consumer-financial-protection-bureau-
Confidential Supervisory Information Bulletin compliance with federal consumer financial laws. 25-Feb-15|CFPB 80 FR 10072-01 issues-supervisory-compliance-bulletin/ N/A
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We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201503_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Mar-15|CFPB N/A pervisory-highlights-winter-2015.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient http://files.consumerfinance.gov/f/201503_cfpb_20
Loan originator small entity compliance compliance |regulatory implementation of new rules is an important factor in delivering 13-loan-originator-rule-small-entity-compliance-
guide guide consumer protections to the market. 1-Mar-15|CFPB N/A guide.pdf N/A
The CFPB (the Bureau) issued a final policy statement (Final Policy Statement) to
provide guidance on how the Bureau plans to exercise its discretion to disclose
publicly unstructured consumer complaint narrative data (narratives or
Disclosure of Consumer Complaint Narrative |Policy consumer narratives) via its web-based, public facing database (the Consumer http://files.consumerfinance.gov/f/201503_cfpb_dis
Data statement  |Complaint Database or Database). 24-Mar-15|CFPB 80 FR 15572-01 closure-of-consumer-complaint-narrative-data.pdf  [N/A
The Bureau provides a comprehensive overview of our fair lending program and
describes our work in this area, while also fulfilling congressional reporting
requirements under § 1013(c)(2)(D) of the Dodd-Frank Wall Street Reform and http://files.consumerfinance.gov/f/201504_cfpb_fair
Fair Lending Report Report Consumer Protection Act. 1-Apr-15|CFPB N/A _lending_report.pdf N/A
The CFPB (Bureau) reissued a prior interpretive rule regarding the provision of
lists of HUD-approved housing counseling agencies to mortgage loan applicants
with additional interpretations describing permissible addresses for list
generation, as well as additional details for generation. This interpretive rule
Homeownership Counseling Organizations also provides guidance, in addition to existing commentary, on the qualifications
Lists and High-Cost Mortgage Counseling Interpretive |for providing high-cost mortgage counseling and on lender participation in such http://files.consumerfinance.gov/f/201504_cfpb_ho
Interpretive Rule rule counseling. 21-Apr-15|CFPB 80 FR 22091-01 using-counselor-interpretive-rule.pdf 3170-AA52
The Consumer Financial Protection Bureau (Bureau) issued this compliance
bulletin to remind creditors of their obligations under the Equal Credit
Opportunity Act (ECOA) and its implementing regulation, Regulation B, to https://www.consumerfinance.gov/policy-
provide non-discriminatory access to credit for mortgage applicants using compliance/guidance/implementation-
Bulletin 2015-2, Section 8 housing choice income from the Section 8 Housing Choice Voucher (HCV) Homeownership guidance/bulletin-section-8-housing-choice-voucher-
voucher homeownership program Bulletin Program. 11-May-15|CFPB N/A homeownership-program/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201506_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Jun-15|CFPB N/A pervisory-highlights.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4764
these companies and gives our examiners direction on how to assess /201506_cfpb_automobile-finance-examination-
Auto finance exam procedures Exam manual |compliance with federal consumer financial laws. 1-Jun-15|CFPB N/A procedures.pdf N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
Final Interagency Policy Statement The OCC, Board, FDIC, NCUA, CFPB, and SEC issued a final interagency policy https://www.federalregister.gov/articles/2015/06/1
Establishing Joint Standards for Assessing statement establishing joint standards for assessing the diversity policies and 0OCC, Board, 0/2015-14126/joint-standards-for-assessing-the-
the Diversity Policies and Practices of Policy practices of the entities they regulate, as required by the Dodd-Frank Wall Street FDIC, NCUA, diversity-policies-and-practices-of-entities-regulated-
Entities Regulated by the Agencies statement  |Reform and Consumer Protection Act of 2010. 10-Jun-15|CFPB, SEC 80 FR 33016 by-the N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 18-Jun-15|CFPB 80 FR 35116 compliance/rulemaking/regulatory-agenda/ N/A
The Bureau of Consumer Financial Protection (CFPB) issued this compliance
bulletin to provide guidance to assist residential mortgage servicers and
subservicers (collectively, servicers) in their compliance with the private
mortgage insurance (PMI) cancellation and termination provisions of the
Homeowners Protection Act of 1998 (HPA). This compliance bulletin explains https://www.consumerfinance.gov/policy-
HPA requirements and describes examples from CFPB’s supervisory experience compliance/guidance/implementation-
Bulletin 2015-3, Private mortgage insurance of PMI cancellation and termination procedures that violate the HPA or create a guidance/bulletin-private-mortgage-insurance-
cancellation and termination Bulletin substantial risk of noncompliance. 4-Aug-15|CFPB N/A cancellation-termination/ N/A
The CFPB issued a compliance bulletin titled Amendment to the Interstate Land
Sales Full Disclosure Act to provide information to developers and other http://files.consumerfinance.gov/f/201508_cfpb_bul
Compliance Bulletin 2015-4, Amendment to interested parties relating to a recent Congressional amendment to the letin-on-interstate-land-sales-full-disclosure-act-
the Interstate Land Sales Full Disclosure Act |Bulletin Interstate Land Sales Full Disclosure Act. 17-Aug-15|CFPB 80 FR 49127-01 amendment-federal-register.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4758
these companies and gives our examiners direction on how to assess /201509_cfpb_mortgage-origination-examination-
Mortgage origination exam procedures Exam manual |compliance with federal consumer financial laws. 1-Sep-15|CFPB N/A procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4746
Real Estate Settlement Procedures Act exam these companies and gives our examiners direction on how to assess /201509_cfpb_regulation-x-real-estate-settlement-
procedures Exam manual |compliance with federal consumer financial laws. 1-Sep-15|CFPB N/A procedures-act-exam-procedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4744
these companies and gives our examiners direction on how to assess /201509_cfpb_truth-in-lending-act-exam-
Truth in Lending Act exam procedures Exam manual |compliance with federal consumer financial laws. 1-Sep-15|CFPB N/A procedures.pdf N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201510_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 1-Oct-15|CFPB N/A pervisory-highlights.pdf N/A
The Bureau's examination manual describes how we supervise and examine
Equal Credit Opportunity Act exam these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/4750
procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-15|CFPB N/A /201510_cfpb_ecoa-narrative-and-procedures.pdf  [N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4676
these companies and gives our examiners direction on how to assess /102013 _cfpb_equal_credit_opportunity_act_ecoa_
ECOA baseline review exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-15|CFPB N/A baseline.pdf N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
The Consumer Financial Protection Bureau (CFPB or the Bureau) issued this
compliance bulletin to remind participants in the mortgage industry of the https://www.consumerfinance.gov/policy-
prohibition on kickbacks and referral fees under the Real Estate Settlement compliance/guidance/implementation-
Bulletin 2015-5, RESPA compliance and Procedures Act (RESPA) (12 U.S.C. 2601, et seq.) and describe the substantial guidance/bulletin-RESPA-compliance-marketing-
marketing services agreements Bulletin risks posed by entering into marketing services agreements (MSAs). 8-Oct-15|CFPB N/A services-agreements/ N/A
On September 29, 2015, the CFPB (Bureau) joined with the U.S. Department of
the Treasury and the U.S. Department of Education to release a Joint Statement
of Principles on Student Loan Servicing as a framework for policymakers and
market participants looking to improve student loan servicing practices, http://files.consumerfinance.gov/f/201509_cfpb_tre
Joint Statement of Principles on Student promote borrower success, and mitigate defaults. This Policy Guidance sets CFPB, Treasury, asury_education-joint-statement-of-principles-on-
Loan Servicing Statement  |forth those joint principles. 2-Nov-15|Ed 80 FR 67389-02 student-loan-servicing.pdf N/A
https://www.consumerfinance.gov/policy-
In this guidance, the CFPB laid out a supervisory appeals process for financial compliance/guidance/implementation-
Appeals of Supervisory Matters Policy service providers, including depository institutions. 3-Nov-15|CFPB N/A guidance/supervisory-matters-appeal-process/ N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 20-Nov-15|CFPB 80 FR 72711-02 reporting-act-disclosures/ N/A
The CFPB issued this Compliance Bulletin to industry to remind entities of their https://www.consumerfinance.gov/policy-
Bulletin 2015-6, Requirements for consumer obligations under the Electronic Fund Transfer Act (EFTA) and Regulation E compliance/guidance/implementation-
authorizations for preauthorized electronic when obtaining consumer authorizations for preauthorized electronic fund guidance/bulletin-consumer-authorizations-
fund transfers Bulletin transfers (EFTs) from a consumer’s account. 23-Nov-15|CFPB N/A preauthorized-EFT/ N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 15-Dec-15|CFPB 80 FR 78056 compliance/rulemaking/regulatory-agenda/ N/A
The Consumer Financial Protection Bureau (CFPB or Bureau) issued this
compliance bulletin to provide guidance to creditors, debt buyers, and third-
party collectors about compliance with sections 1031 and 1036 of the Dodd- https://www.consumerfinance.gov/policy-
Frank Wall Street Reform and Consumer Protection Act of 2010 (DoddFrank Act) compliance/guidance/implementation-
Bulletin 2015-7, In-person collection of and the Fair Debt Collection Practices Act (FDCP A) when collecting debt from guidance/bulletin-personal-collection-consumer-
consumer debt Bulletin consumers. 16-Dec-15|CFPB N/A debt/ N/A
Compliance Bulletin, The FCRA's
Requirement That Furnishers Establish and
Implement Reasonable Written Policies and This document highlights existing obligations under the Fair Credit Reporting Act
Procedures Regarding the Accuracy and (FCRA) for furnishers of consumer information to consumer reporting agencies
Integrity of Information Furnished to All (CRAs) to establish and implement reasonable written policies and procedures http://files.consumerfinance.gov/f/201602_cfpb_su
Consumer Reporting Agencies. Bulletin regarding the accuracy and integrity of information furnished to all CRAs. 4-Feb-16|CFPB 81 FR 5992-01 pervisory-bulletin-furnisher-accuracy-obligations.pdf |[N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
The CFPB (Bureau) issued a final policy statement on No-Action Letters (Policy),
Policy on No-Action Letters; Information Policy which is intended to further objectives under section 1021 of the Dodd-Frank http://files.consumerfinance.gov/f/201602_cfpb_no-
Collection statement  |Wall Street Reform and Consumer Protection Act of 2010 (Dodd-Frank Act). 22-Feb-16|CFPB 81 FR 8686-02 action-letter-policy.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient
compliance |regulatory implementation of new rules is an important factor in delivering http://files.consumerfinance.gov/f/201603_cfpb_atr-
ATR/QM small entity compliance guide guide consumer protections to the market. 1-Mar-16|CFPB N/A gm_small-entity-compliance-guide.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient
compliance |regulatory implementation of new rules is an important factor in delivering http://files.consumerfinance.gov/f/201603_cfpb_ho
HOEPA small entity compliance guide guide consumer protections to the market. 1-Mar-16|CFPB N/A epa-compliance-guide.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient
compliance |regulatory implementation of new rules is an important factor in delivering http://files.consumerfinance.gov/f/201603_cfpb_tila-
Escrows small entity compliance guide guide consumer protections to the market. 1-Mar-16|CFPB N/A hpml-escrow_compliance-guide.pdf N/A
The Bureau provides a comprehensive overview of our fair lending program and
describes our work in this area, while also fulfilling congressional reporting
requirements under § 1013(c)(2)(D) of the Dodd-Frank Wall Street Reform and https://www.consumerfinance.gov/documents/3654
Fair Lending Report Report Consumer Protection Act. 12-May-16|CFPB 81 FR 29533-02 /201704 _cfpb_Fair_Lending_Report.pdf N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/201603_cfpb_su
Supervisory Highlights Report information on our recent guidance documents. 16-May-16|CFPB 81 FR 30257-01 pervisory-highlights.pdf N/A
The Board of Governors of the Federal Reserve System, the Consumer Financial
Protection Bureau, the Federal Deposit Insurance Corporation, the National
Credit Union Administration, and the Office of the Comptroller of the Currency
(collectively, the Agencies) issued guidance to ensure that financial institutions CFPB, Board, http://www.consumerfinance.gov/f/documents/201
Interagency Guidance Regarding Deposit are aware of the Agencies’ supervisory expectations regarding customer FDIC, NCUA, 605_cfpb_interagency-guidance-regarding-deposit-
Reconciliation Practices Guidance account deposit reconciliation practices. 18-May-16|0CC N/A reconciliation-practices.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/657/
these companies and gives our examiners direction on how to assess 11.5_Mortgage_Servicing_Exam_Procedures_June_2
Mortgage servicing exam procedures Exam manual |compliance with federal consumer financial laws. 1-Jun-16|CFPB N/A 016.pdf N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 9-Jun-16|CFPB 81 FR 37412 compliance/rulemaking/regulatory-agenda/ N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our http://files.consumerfinance.gov/f/documents/Mort
supervision program and provide a convenient and easily accessible resource for gage_Servicing_Supervisory_Highlights_11_Final_we
Supervisory Highlights Report information on our recent guidance documents. 15-Jul-16|CFPB 81 FR 46063-01 b_.pdf N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/documents/Supe
Supervisory Highlights Report information on our recent guidance documents. 18-Jul-16|CFPB 81 FR 46652-02 rvisory_Highlights_lssue_12.pdf N/A
The Bureau's examination manual describes how we supervise and examine
these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/1031
Military Lending Act exam procedures Exam manual |compliance with federal consumer financial laws. 1-Sep-16|CFPB N/A /092016_cfpb_MLAExamManualUpdate.pdf N/A
The CFPB (Bureau) announced the availability of a revised methodology
statement, entitled the Methodology for Determining Average Prime Offer
Rates. The methodology statement describes the methodology used to calculate
Notice of Availability of Revised average prime offer rates for purposes of Regulation C and Regulation Z. The
Methodology for Determining Average Bureau removed from the methodology statement the references to the sources
Prime Offer Rates Notice of survey data used to calculate average prime offer rates. 19-Sep-16|CFPB 81 FR 64142-01 N/A N/A
Status of New Uniform Residential Loan The CFPB (Bureau) published a notice pursuant to the Equal Credit Opportunity
Application and Collection of Expanded Act concerning the new Uniform Residential Loan Application and the collection
Home Mortgage Disclosure Act Information of expanded Home Mortgage Disclosure Act information about ethnicity and https://www.consumerfinance.gov/documents/1007
About Ethnicity and Race in 2017 Notice race in 2017. 29-Sep-16|CFPB 81 FR 66930-01 /092016_cfpb_HMDAEthinicityRace.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/1387
Reverse mortgage servicing exam these companies and gives our examiners direction on how to assess /102016_cfpb_ReverseMortgageServicingExaminatio
procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-16|CFPB N/A nProcedures.pdf N/A
The Bureau's examination manual describes how we supervise and examine
Privacy of Consumer Financial Information these companies and gives our examiners direction on how to assess https://www.consumerfinance.gov/documents/1381
exam procedures Exam manual |compliance with federal consumer financial laws. 1-Oct-16|CFPB N/A /102016_cfpb_GLBAExamManualUpdate.pdf N/A
Safe Harbors From Liability Under the Fair The CFPB (Bureau) issued this interpretive rule under the Fair Debt Collection
Debt Collection Practices Act for Certain Practices Act (FDCPA) to clarify the interaction of the FDCPA and specified
Actions Taken in Compliance With Mortgage mortgage servicing rules in Regulations X and Z. This interpretive rule
Servicing Rules Under the Real Estate constitutes an advisory opinion for purposes of the FDCPA and provides safe https://www.consumerfinance.gov/documents/811/
Settlement Procedures Act (Regulation X) Interpretive |harbors from liability for servicers acting in compliance with specified mortgage 20160804_cfpb_Bureau_lInterpretations_Safe_Harbo
and the Truth in Lending Act (Regulation Z) |rule servicing rules in three situations. 19-Oct-16|CFPB 81 FR 71977-01 rs_from_Liability_under_FDCPA.pdf 3170-AA49
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Title Form Brief description Issue date |Agency FR Cite URL RIN
The Bureau reissued its guidance on service providers, formerly titled CFPB
Bulletin 2012-03, Service Providers to clarify that the depth and formality of the
risk management program for service providers may vary depending upon the
service being performedits size, scope, complexity, importance and potential for https://www.consumerfinance.gov/documents/1385
Compliance Bulletin and Policy Guidance; consumer harmand the performance of the service provider in carrying out its /102016_cfpb_OfficialGuidanceServiceProviderBullet
2016-02, Service Providers Bulletin activities in compliance with Federal consumer financial laws and regulations. 26-Oct-16|CFPB 81 FR 74410-01 in.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient https://www.consumerfinance.gov/policy-
Mortgage servicing small entity compliance |compliance |regulatory implementation of new rules is an important factor in delivering compliance/guidance/implementation-
guide 3.0 [and other docs] guide consumer protections to the market. 1-Nov-16|CFPB N/A guidance/mortserv/ N/A
The Federal Financial Institutions Examination Council (FFIEC), on behalf of its
Uniform Interagency Consumer Compliance members, revised the Uniform Interagency Consumer Compliance Rating
Rating System Guidance System, more commonly known as the CC Rating System. 14-Nov-16|FFIEC 81 FR 79473 https://www.ffiec.gov/press/pr110716.htm N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 18-Nov-16|CFPB 81 FR 81745-02 reporting-act-disclosures/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for http://files.consumerfinance.gov/f/documents/Supe
Supervisory Highlights Report information on our recent guidance documents. 22-Nov-16|CFPB 81 FR 83811-01 rvisory_Highlights_lIssue_13__Final_10.31.16.pdf N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. 23-Dec-16|CFPB 81 FR 94844 compliance/rulemaking/regulatory-agenda/ N/A
This bulletin compiled guidance that has previously been given by the CFPB in
other contexts and highlights examples from the CFPB's supervisory and
Compliance Bulletin 2016-03: Detecting and enforcement experience in which incentive programs contributed to substantial
Preventing Consumer Harm From consumer harm. It also describes compliance management steps supervised https://www.consumerfinance.gov/documents/1537
Production Incentives Bulletin entities should take to mitigate risks. 18-Jan-17|CFPB 82 FR 5541-01 /201611_cfpb_Production_Incentives_Bulletin.pdf  [N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient https://www.consumerfinance.gov/policy-
Remittance small entity compliance guide  [compliance |regulatory implementation of new rules is an important factor in delivering compliance/guidance/implementation-
4.0 [and other docs] guide consumer protections to the market. 31-Jan-17|CFPB N/A guidance/remittance-transfer-rule/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our https://www.consumerfinance.gov/documents/2774
supervision program and provide a convenient and easily accessible resource for /201703 _cfpb_Supervisory-Highlights-Consumer-
Supervisory Highlights Report information on our recent guidance documents. 6-Apr-17|CFPB 82 FR 16808-02 Reporting-Special-Edition.pdf N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
The Consumer Financial Protection Bureau (CFPB) adopted the following https://www.consumerfinance.gov/documents/4162
Policy on Ex Parte Presentations in updated policy on ex parte presentations in rulemaking proceedings. The /201704 _cfpb_ex-parte_policy-guidance-and-
Rulemaking Proceedings Policy original policy was posted on the CFPB's Web site on August 16, 2011. 21-Apr-17|CFPB 82 FR 18687-01 procedural-rule.pdf N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our https://www.consumerfinance.gov/data-
supervision program and provide a convenient and easily accessible resource for research/research-reports/supervisory-highlights-
Supervisory Highlights Report information on our recent guidance documents. 12-May-17|CFPB 82 FR 22119-01 spring-2017/ N/A
The Bureau provides a comprehensive overview of our fair lending program and
describes our work in this area, while also fulfilling congressional reporting
requirements under § 1013(c)(2)(D) of the Dodd-Frank Wall Street Reform and https://www.consumerfinance.gov/documents/3654
Fair Lending Report Report Consumer Protection Act. 1-Jun-17|CFPB 82 FR 25250-01 /201704 _cfpb_Fair_Lending_Report.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/4858
these companies and gives our examiners direction on how to assess /201706_cfpb_Education-Loan-Servicing-Exam-
Education loan exam procedures Exam manual |compliance with federal consumer financial laws. 1-Jun-17|CFPB N/A Manual.pdf N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient https://www.consumerfinance.gov/policy-
Prepaid small entity compliance guide [and |compliance |regulatory implementation of new rules is an important factor in delivering compliance/guidance/implementation-
other docs] guide consumer protections to the market. 1-Jun-17|CFPB N/A guidance/prepaid-rule/ N/A
Policy Guidance on Supervisory and
Enforcement Priorities Regarding Early
Compliance With the 2016 Amendments to
the 2013 Mortgage Rules Under the Real The Consumer Financial Protection Bureau (Bureau) issued policy guidance on
Estate Settlement Procedures Act its supervisory and enforcement priorities regarding early compliance with the https://www.consumerfinance.gov/documents/4882
(Regulation X) and the Truth in Lending Act |Policy final rule it issued in August 2016 (2016 Mortgage Servicing Final Rule) /201706_cfpb_guidance-on-early-compliance-with-
(Regulation 2) guidance amending certain of the Bureau's mortgage servicing rules. 30-Jun-17|CFPB 82 FR 29713-01 2016-amendments-to-reg-x-and-reg-z.pdf N/A
The Bureau's examination manual describes how we supervise and examine https://www.consumerfinance.gov/documents/5236
these companies and gives our examiners direction on how to assess /201708 _cfpb_compliance-management-
CMS exam procedures Exam manual |compliance with federal consumer financial laws. 1-Aug-17|CFPB N/A review_supervision-and-examination-manual.pdf N/A
The Consumer Financial Protection Bureau (CFPB or Bureau) issued this
Compliance Bulletin to provide guidance to covered persons and service
providers regarding fee assessments for pay-by-phone services (phone pay fees)
and the potential for violations of sections 1031 and 1036 of the Dodd-Frank
Wall Street Reform and Consumer Protection Act's (Dodd-Frank Act) prohibition https://www.consumerfinance.gov/documents/5090
Compliance Bulletin 2017-01: Phone Pay on engaging in unfair, deceptive, or abusive acts or practices (collectively, /201707_cfpb_compliance-bulletin-phone-pay-
Fees Bulletin UDAAPs) when assessing phone pay fees. 2-Aug-17|CFPB 82 FR 35936-01 fee.pdf N/A
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Title Form Brief description Issue date |Agency FR Cite URL RIN
https://www.consumerfinance.gov/policy-
This memorandum addresses the role financial institutions can play, together compliance/guidance/implementation-
Memorandum on financial institution and with law enforcement, Adult Protective Services, and other federal, state, and guidance/memorandum-financial-institution-and-
law enforcement efforts to combat elder Memorandu |local agencies or programs, to detect, respond to, and protect against elder CFPB, Treasury, law-enforcement-efforts-combat-elder-financial-
financial exploitation m financial exploitation. 8-Aug-17|FINCEN N/A exploitation/ N/A
https://www.consumerfinance.gov/policy-
Unified Agenda Report Twice a year, the CFPB publishes an agenda of its planned rulemaking activities. | 24-Aug-17|CFPB 82 FR 40386 compliance/rulemaking/regulatory-agenda/ N/A
This statement encourages supervised entities to make use of existing
Statement on supervisory practices regulatory flexibility where doing so would benefit consumers affected by a https://www.consumerfinance.gov/policy-
regarding financial institutions and major disaster or emergency and provides related examples. It also advises on compliance/guidance/implementation-
consumers affected by Hurricanes Harvey supervisory practices regarding supervised entities that may have experienced guidance/statement-supervisory-practices-affected-
and Irma Statement |difficulties due to a major distaster or emergency. 8-Sep-17|CFPB N/A hurricanes-harvey-and-irma/ N/A
This statement encourages supervised entities to make use of existing https://www.consumerfinance.gov/policy-
regulatory flexibility where doing so would benefit consumers affected by a compliance/guidance/implementation-
Statement on supervisory practices major disaster or emergency and provides related examples. It also advises on guidance/statement-supervisory-practices-regarding-
regarding financial institutions and supervisory practices regarding supervised entities that may have experienced financial-institutions-and-consumers-affected-
consumers affected by Hurricane Maria Statement  |difficulties due to a major distaster or emergency. 22-Sep-17|CFPB N/A hurricane-maria/ N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient https://www.consumerfinance.gov/policy-
HMDA small entity compliance guide [and  [compliance |regulatory implementation of new rules is an important factor in delivering compliance/guidance/implementation-
other docs] guide consumer protections to the market. 1-Oct-17|CFPB N/A guidance/hmda-implementation/ N/A
We have resources to help entities understand rules and their implications as
Small entity |well as links to various other helpful resources, because timely and efficient https://www.consumerfinance.gov/policy-
TILA-RESPA integrated disclosure small compliance |regulatory implementation of new rules is an important factor in delivering compliance/guidance/implementation-guidance/tila-
entity compliance guide 5.0 [and other docs] |guide consumer protections to the market. 1-Oct-17|CFPB N/A respa-disclosure-rule/ N/A
We periodically publish Supervisory Highlights to share key examination
findings. These reports also communicate operational changes to our
supervision program and provide a convenient and easily accessible resource for https://www.consumerfinance.gov/documents/5386
Supervisory Highlights Report information on our recent guidance documents. 19-Oct-17|CFPB 82 FR 48703-01 /201709_cfpb_Supervisory-Highlights_Issue-16.pdf |N/A
The Bureau is required to increase the $8.00 amount referred to in Section
612(f)(1)(A)(i) of the FCRA on January 1 of each year, based proportionally on https://www.consumerfinance.gov/policy-
changes in the Consumer Price Index (CPI), with fractional changes rounded to compliance/rulemaking/final-rules/fair-credit-
Fair Credit Reporting Act Disclosures Notice the nearest fifty cents. 16-Nov-17|CFPB 82 FR 53481-01 reporting-act-disclosures/ N/A

Consumer Financial Protection Bureau

Produced to House Oversight & Government Reform Committee

Page 17
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U.S. Commodity Futures Trading Commission
Three Lafayette Centre, 1155 21st Street, NW, Washington, DC 20581
www.cfic.gov

J. Christopher Giancarlo (202) 418-5030
Chairman jegiancarlo@cfte.gov

January 16, 2018

The Honorable Trey Gowdy The Honorable Mark Meadows

Chairman Chairman

U.S. House of Representatives Subcommittee on Government Operations

Committee on Oversight and Gov't Affairs Committee on Oversight and Gov’t Affairs

Washington, D.C. 20515 Washington, D.C. 20515

The Honorable Jim Jordan The Honorable Gary J. Palmer

Chairman Chairman

Subcommittee on Healthcare, Benefits, Subcommittee on Intergovernmental Affairs
and Administrative Rules Committee on Oversight and Gov't Affairs

Committee on Oversight and Gov't Affairs Washington, D.C. 2051

Washington, D.C. 20515

The Honorable Blake Farenthold

Chairman

Subcommittee on the Interior, Energy,
and Environment

Committee on Oversight and Gov't Affairs

Washington, D.C. 20515

Dear Congressman Gowdy, Meadows, Jordan, Palmer and Farenthold:

Thank you for your letter dated December 8, 2017 requesting a list of all guidance documents issued by
the Commodity Futures Trading Commission (CFTC) since January 1, 2008. It is the agency’s intention
to fully comply with your request.

In the attached document, we have provided a list of documents that meet the criteria for guidance as
outlined by the Government Accountability Office’s (GAO) report, Regulatory Guidance Processes:
Selected Departments Could Strengthen Internal Control and Dissemination Practices, GAO-15-368
(April 2015). This list includes Commission-approved guidance. We did not include staff no-action,
exemptive, or interpretive letters issued by CFTC Divisions. Nor did we include interpretive guidance that
was a part of a final rulemaking; guidance in this category was submitted to Congress and GAO as part of
the final rules package. With this response, we believe we have fully complied with the intent of the
request.



If you have further qllcsli(msl I)lease do not hesitate to reach out to Charlie Thornton, Director, Office of

Legislative Affairs at
Sincerely, )
."’I.I
rf
{

ce: The Honorable Elijah E. Cummings, Ranking Member
Committee on Oversight and Government Reform

Enclosure

The Honorable Gerald E. Connolly, Ranking Member
Subcommittee on Government Operations

The Honorable Raja Krishnamoorthi, Ranking Member
Subcommittee on Healthcare, Benefits, and Administrative Rules

The Honorable Val Butler Demings, Ranking Member
Subcommittee on Intergovernmental Affairs

The Honorable Stacey E. Plaskett, Ranking Member
Subcommittee on Interior, Energy, and Environment



Commission Approved Guidance Issued Since January 1, 2008

Was Guidance Has the CFTC's
Submitted to Regulatory Reform
Form of Guidance Congress and GAO  Task Force Federal
(Guidance, pursuant to the announced plans to  Register
Interpretation, Brief Description of Subject Congressional review the Citation for
Division Title of Guidance etc.) of Guidance Date of Issuance = Review Act? Guidance? Guidance Hyperlink to Guidance
Office of Interpretive Guidance Interpretive Guidance Cross-border application of the 17-Jul-13 No No 78 FR 45291, http://www.cftc.gov/idc/groups
General and Policy Statement and Policy Statement 'swaps provisions of the July 26, 2013 /public/@Irfederalregister/docu
Counsel Regarding Compliance Commodity Exchange Act added ments/file/2013-17958a.pdf
with Certain Swap by Title VII of the Dodd-Frank Act https://www.gpo.gov/fdsys/pkg
Regulations /FR-2013-07-26/pdf/2013-
17958.pdf
Office of Retail Commodity Interpretation The meaning of the term "actual 20-Aug-13 No No 78 FR 52426, http://www.cftc.gov/idc/groups
General Transactions Under delivery," as set forth in the Aug 23, 2013 /public/@Irfederalregister/docu
Counsel Commodity Exchange Commodity Exchange Act ments/file/2013-20617a.pdf
Act https://www.gpo.gov/fdsys/pkg
/FR-2013-08-23/pdf/2013-
20617.pdf
Office of Forward Contracts With Interpretation The CFTC and the Securities and 12-May-15 No No 80 FR 28239, http://www.cftc.gov/idc/groups
General Embedded Volumetric Exchange Commission, after May 18, 2015 /public/@Irfederalregister/docu
Counsel Optionality consultation with the Federal ments/file/2015-11946a.pdf

Reserve Board, jointly issued the
CFTC’s clarification of its
interpretation concerning
forward contracts with

embedded volumetric optionality.

https://www.gpo.gov/fdsys/pkg
/FR-2015-05-18/pdf/2015-

11946.pdf



https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-07-26/pdf/2013-17958.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2013-08-23/pdf/2013-20617.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf
https://www.gpo.gov/fdsys/pkg/FR-2015-05-18/pdf/2015-11946.pdf

Office of Swap Data Repositiories: |Interpretive Provides guidance regarding the |25-Oct012 No No 77 FR 65177 http://www.cftc.gov/idc/groups/p
General Interpretative Statement |Statement applicabllility of the (October 25, ublic/@Irfederalregister/document
Counsel Regarding the confidentiality and 2012 s/file/2012-26298a.pdf

Confidentiality and indemnification provisions of

Indemnification section 21(d) of the Commodity

Provisions of the Exchange Act. The Statement

Commodity Exchange clarifies that the provisions of

Act (Note that portions section 21(d) of the Commodity

of this Interpretative Exchange Act should not operate

Statement have been to inhibit or prevent foreign

superseded by regulatory authorities from

amendments to the accessing data in which they have

Commodity Exchange an independent and sufficient

Act made by Section regulatory interest, even if the

86001 of the FAST Act, data has also been report

Pub. L. 114-94) pursuant to the Commodity

Exchange Act and CFTC
regulations.

Division of Interpretative Statement |Interpretive Guidance |Clarified the appropriate treatment 2-Oct-08|No No 73 FR 57235, http://www.cftc.gov/idc/groups/p
Swaps and Regarding Funds related to [and Policy Statement  |under the commodity broker Oct. 2, 2008 ublic/@Irfederalregister/document
Intermediary |Cleared-Only Contracts provisions s/file/e8-23277a.pdf
Oversight Determined to Be Included of the Bankruptcy Code and Part 190

in a Customer's Net Equity
(Note that this
Interpretative Statement
has been superseded by
Section 724 of the Dodd-
Act and CFTC
implementing regulations)

of

the CFTC's Regulations of claims
arising from contracts (“cleared-only
contracts”) that, although not
executed

or traded on a Designated Contract
Market or a Derivatives Transaction
Execution Facility, are subsequently
submitted for clearing through a
Futures

Commission Merchant to a
Derivatives Clearing Organization.



http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/2012-26298a.pdf
http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/2012-26298a.pdf
http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/2012-26298a.pdf
http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/e8-23277a.pdf
http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/e8-23277a.pdf
http://www.cftc.gov/idc/groups/public/@lrfederalregister/documents/file/e8-23277a.pdf

Division of
Swaps and
Intermediary
Oversight

1-FR FCM Instructions
Manual

Interpretive

A Commission approved instructions
manual detailing guidance for filing
monthly CFTC Form 1-FR for
registered Futures Commission
Merchants.

1-Mar-10

No

No

81 FR 89447

https://www.gpo.gov/fdsys/pkg/FR{
2016-12-12/pdf/2016-29613.pdf

N/A

http://www.cftc.gov/IndustryOvers
ight/Intermediaries/FCMs/1fr-
fcminstructions



https://www.gpo.gov/fdsys/pkg/FR-2016-12-12/pdf/2016-29613.pdf
https://www.gpo.gov/fdsys/pkg/FR-2016-12-12/pdf/2016-29613.pdf
http://www.cftc.gov/IndustryOversight/Intermediaries/FCMs/1fr-fcminstructions
http://www.cftc.gov/IndustryOversight/Intermediaries/FCMs/1fr-fcminstructions
http://www.cftc.gov/IndustryOversight/Intermediaries/FCMs/1fr-fcminstructions
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UNITED STATES

CONSUMER PRODUCT SAFETY COMMISSION
4330 EAST WEST HIGHWAY
BETHESDA, MD 20814

ACTING CHAIRMAN ANN MARIE BUERKLE

December 22, 2017

The Honorable Trey Gowdy
Chairman
Committee on Oversight

and Government Reform
U.S. House of Representatives
Washington, D.C. 20515

The Honorable Jim Jordan
Chairman
Subcommittee on Healthcare, Benefits,
and Administrative Rules
Committee on Oversight
and Government Reform
U.S. House of Representatives
Washington, D.C. 20515

The Honorable Blake Farenthold
Chairman
Subcommittee on the Interior, Energy,
and Environment
Committee on Oversight
and Government Reform
U.S. House of Representatives
Washington, D.C. 20515

The Honorable Mark Meadows
Chairman
Subcommittee on Government Operations
Committee on Oversight

and Government Reform
U.S. House of Representatives
Washington, D.C. 20515

The Honorable Gary Palmer
Chairman
Subcommittee on Intergovernmental Affairs
Committee on Oversight
and Government Reform

U.S. House of Representatives
Washington, D.C. 20515

Dear Chairmen Gowdy, Meadows, Jordan, Palmer, and Farenthold:

Thank you for your December 8, 2017 letter and the opportunity to aid the committee in
better understanding the use of guidance documents by federal agencies and, specifically,
guidance documents issued by the U.S. Consumer Product Safety Commission (CPSC). Iam
pleased to provide this information to the Committee and have enclosed the agency’s response
to your request. None of the guidance listed in this response has been determined to be
“significant guidance” according to the Office of Management and Budget’s Final Bulletin for
Agency Good Guidance Practices, 72 Fed. Reg. 3432 (Jan. 25, 2007).



The Honorable Trey Gowdy, et al.
December 22, 2017
Page 2

Should you or your staff have any questions, please do not hesitate to contact me or
Aaron Hemandez, Acting Director, Office of Legislative Affairs, by phone a_ or e-

mait o

Sincerel

nn Marie Buerkle
Acting Chairman

Enclosure

cc: The Honorable Elijah Cummings, Ranking Member
The Honorable Gerald Connolly, Ranking Member
The Honorable Raja Krishnamoorthi, Ranking Member
The Honorable Val Butler Demmings, Ranking Member
The Honorable Stacey E. Plaskett, Ranking Member



Issuing Agency,

Title Form of Guidance Description Website Link Issuance Date Significant | OIRA | Congress/G Component, Office or
Y/N YIN AO
Program
Industry Letter to the Liquid This letter was sent out to industry to inform them of the Agency's authority for packaging of liquid nicotine product and
1 Nicotine Packagers/Manufacturers |Letter requirements for special packaging of those products. Direct Link Jul-16 No No No Compliance
Drawstrings in Children's Upper CPSC staff answered the most common questions about Drawstrings. Some answers were in regards to the 18 deaths and 38
Outerwear: Frequently Asked nonfatal incidents associated with neck/hood drawstrings on children's outerwear between January 1985 and September 2009,
2 Questions FAQs involving children 18 months to 10 years of age. Direct Link 2009 No No No Compliance
Sleepwear Policy and Loungewear
3 Position Letter Letter This letter was sent out to industry to inform them of the Agency's sleepwear policy and position on children's loungewear. Direct Link Dec-11 No No No Compliance
CPSC Safety Alert on Halloween
4 Safety Alert CPSC staff sent out a safety alert notifying consumers of flame resistant costumes for children. Direct Link Mar-12 No No No Compliance
Safety Alert on Children’s CPSC staff sent out a safety alert so that industry and consumers understood the difference between “Flame-resistant” and “tight-
5 Sleepwear Safety Alert fitting” children’s sleepwear garments. Direct Link Apr-12 No No No Compliance
A one page bulletin was administered to industry to remind them of the 2012 Commission determination that drawstrings on
children’s upper outerwear present a substantial product hazard. The Commission then issued a rule, 15 U.S.C. 2064(j), under
Section 15(j) which states that drawstrings at the hood or neck and waist or bottom areas that do not meet certain requirements
present a substantial product hazard, present an unreasonable risk of injury and are considered a defect subject to reporting
6 Drawstring Bulletin Bulletin requirements and corrective action, including recalls and penalties. Direct Link 2013 No No No Compliance
A six paged pamphlet was created for CPSC employees to give out as a summarization of children’s general requirements and
flammability requirements for apparel under the FFA and CPSA. CPSC employees distribute this pamphlet after lectures and
seminars. The pamphlet contains helpful detailed information such as; testing, testing exceptions, certification documents,
Children’s Apparel Products prohibited textile fabrics, lead limit requirements and direct website links. The pamphlet is available online and also in the
7 Trifold Pamphlet Pamphlet Spanish language. Direct Link 2014 No No No Compliance
In this edition of Recall Roundup: Four companies recalled Children's Sleepwear and Loungewear garments nationwide. These
FFA Children's Sleepwear Recall garments were found to be in violation of the FFA. The video provided detailed information on the garments and how to return
8 Roundup Video them to the recalling company. Direct Link Jun-15 No No No Compliance
Sleepwear Policy and Loungewear The letter was reissued to restate the agency’s sleepwear policy and position on children’s loungewear and to notify the industry of
9 Position Letter Letter the obligations under the Consumer Product Safety Improvement Act of 2008 (CPSIA). Direct Link Feb-15 No No No Compliance
CPSC staff became aware of cases in which the fabric and seam and trim prototypes pass the flammability testing requirements,
Testing to the Children’s but the production garments fail the testing requirements. The bulletin had further discussion in the Supplemental Data Analysis
Sleepwear Standards, 16 C.F.R. section. Also, CPSC staff became aware of children’s pajamas being testing incorrectly to The Standard for the Flammability of
Parts 1615 &1616 Laboratory Clothing Textiles, 16 C.F.R. Part 1610, instead of the children’s sleepwear Standards, more detailed information was provided in
10 |Bulletin Bulletin the bulletin in the scope of the Standards section. Direct Link Jan-16 No No No Compliance
A request urging those who import, manufacture, distribute or sell in the US the self-balancing scooters, the requirement to
11  |Self-Balancing Scooters Letter comply with voluntary standards Direct Link Feb-16 No No No Compliance
On June 4, 2010, the Commission published a final rule establishing a Safety Standard for Infant Bath Seats (Standard) under
section 104(b) of the Consumer Product Safety Improvement Act of 2008. The Standard, which became effective on December 6,
2010, is published in the Code of Federal Regulations at 16 C.F.R. part 1215, and the Standard currently incorporates by reference
ASTM F1967-11a, Standard Consumer Safety Specification for Infant Bath Seats. The Standard establishes performance
requirements, test methods, and labeling requirements to promote the safe use of infant bath seats and reduce the risk of death and
12  |Bath Seats Bulletin injury, particularly drownings and near-drownings, when a bath seat is occupied by an infant. Direct Link Jul-13 No No No Compliance
13 |Certification FAQs Guidance on responsibility of issuing a certificate, etc. Direct Link No No No Compliance
14  [Tracking Requirements FAQs Guidance on requirements for tracking information on a children's product Direct Link No No No Compliance



https://www.cpsc.gov/s3fs-public/pdfs/foia_CNPPA07222016revisedIndustryLetterFINAL.pdf
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Drawstrings-in-Childrens-Upper-Outerwear/Frequently-Asked-Questions-FAQs/
https://www.cpsc.gov/s3fs-public/pdfs/blk_pdf_sleepwearpolicy.pdf
https://www.cpsc.gov/s3fs-public/100.pdf
https://www.cpsc.gov/s3fs-public/5132.pdf
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Drawstrings-in-Childrens-Upper-Outerwear
https://www.cpsc.gov/pagefiles/185629/childrensapparelproductstrifold22014linkupdated82015.pdf
https://www.cpsc.gov/newsroom/video/recall-roundup-june-9-2015
https://www.cpsc.gov/newsroom/news-releases/2012/cpsc-reinforces-childrens-sleepwear-and-loungewear-enforcement-policy-to-apparel-industry
https://www.cpsc.gov/Business--Manufacturing/Testing-Certification/Testing/Childrens-Sleepwear-Lab-Bulletin/%3Futm_source%3Drss%26utm_medium%3Drss%26utm_campaign%3DLab%2BBulletins
https://www.cpsc.gov/s3fs-public/SelfbalancingScooterLetter.pdf
https://www.cpsc.gov/business--manufacturing/testing-certification/testing/bath-seats-lab-bulletin
https://www.cpsc.gov/Business--Manufacturing/Testing-Certification/Childrens-Product-Certificate/
https://www.cpsc.gov/business--manufacturing/business-education/tracking-label/faq-tracking-labels-on-childrens-products/

15 [Regulated Product Handbook Manual Guidance for the regulated industry on the statutes and regulations Direct Link May-13 No No No Compliance
Certification and the Poison
16  |Prevention Packaging Act FAQs Guidance for the regulated industry on certification requirements for the PPPA Direct Link No No No Compliance
17  [Magnet Sets Bulletin Guidance was provided in 2015 but then removed from the business link page due to the overturn of the magnet set rule Jun-15 No No No Compliance
Guidance Document on Hazardous
Additive, Non-Polymeric
Organohalogen Flame Retardants The Commission announces that it has approved a statement that provides guidance for manufacturers, importers, distributors,
in Certain Consumer Products (82 retailers, and consumers of certain consumer products that may contain harmful organohalogen flame retardants in an additive
18 [FR 45268) Guidance Document form. Direct Link Sep-17 No No No CPSC
CPSC Litigation Guidance and
Recommended Best Practices
for Protective Orders and
Settlement Agreements in The U.S. Consumer Product Safety Commission is publishing this Litigation Guidance to provide recommendations for best
Private Civil Litigation (81 FR practices to all parties in relevant litigation related to providing an exemption in protective orders and settlement agreements for
19 |[87023) Guidance reporting information to the CPSC. Direct Link Dec-16 No No No CPSC
Statement of Policy on
Enforcement Discretion
Regarding General Conformity
Certificates for Adult Wearing The Consumer Product Safety Commission has approved a Statement of Policy regarding the CPSC’s enforcement of the
Apparel Exempt from Testing requirement for a general conformity assessment certificate with respect to adult wearing apparel that is exempt from testing
20 [(81FR 12587) Statement of Policy under the CPSC’s clothing flammability standard. Direct Link Mar-16 No No No CPSC
The U.S. Consumer Product Safety Commission is announcing the availability of a document prepared by CPSC staff titled,
“Strong Sensitizer Start Printed Page 15711Guidance.” This guidance document is intended to clarify the “strong sensitizer”
Strong Sensitizer Guidance (78 definition, assist manufacturers in understanding how CPSC staff would assess whether a substance and/or product containing
21 [FR15710) Guidance that substance should be considered a “strong sensitizer,” and how the Commission would make such a determination. Direct Link Mar-13 No No No CPSC
i . i On August 14, 2008, Congress enacted the Consumer Product Safety Improvement Act of 2008 (CPSIA), Public Law 110-314.
Chl_ldren S Toy_s find Child Care Section 108 of the CPSIA, as amended by Public Law 112-28, provides that the prohibition on specified products containing
Articles Containing Phthalates; phthalates does not apply to any component part of children's toys or child care articles that is not accessible to a child through
Final Guidance on Inaccessible normal and reasonably foreseeable use and abuse of such product. In this document, the Consumer Product Safety Commission
Component Parts (78 FR (CPSC or Commission) issues guidance on inaccessible component parts in children's toys or child care articles subject to section
22 |10503) Final Guidance 108 of the CPSIA. Direct Link Feb-13 No No No CPSC
The Consumer Product Safety Commission (CPSC or Commission) codifies its statement of policy on animal testing that provides
Codification of Animal Testing guidance for manufacturers of products subject to the Federal Hazardous Substances Act (FHSA) regarding replacement,
23 |Policy (77 FR 73286) Statement of Policy reduction, and refinement of animal testing methods. Direct Link Dec-12 No No Yes - 2/26/1]CPSC
The Consumer Product Safety Commission (“CPSC,” “Commission,” or “we”) is issuing a final interpretative rule on the term
Interpretation of Children’s “children’s product” as used in the Consumer Product Safety Improvement Act of 2008 (“CPSIA”), Public Law 110-314. The final
24 |Product (75 FR 63067) Final Rule interpretative rule provides additional guidance on the factors that are considered when evaluating what is a children's product. Direct Link Oct-10 No No Yes - 1/13/1]CPSC
The Consumer Product Safety Improvement Act of 2008 (“CPSIA”) requires the Consumer Product Safety Commission
(“Commission”) to issue a final rule providing its interpretation of the civil penalty factors found in the Consumer Product Safety
Act (“CPSA”), the Federal Hazardous Substances Act (“FHSA™), and the Flammable Fabrics Act (“FFA™), as amended by section
Civil Penalty Factors (75 FR 217 of the CPSIA. These statutory provisions require the Commission to consider certain factors in determining the amount of any
25 |15993) Interpretive Rule civil penalty to seek. Direct Link Mar-10 No No Yes - 4/1/10|CPSC



https://www.cpsc.gov/s3fs-public/RegulatedProductsHandbook.pdf
https://www.cpsc.gov/Regulations-Laws--Standards/Statutes/Poison-Prevention-Packaging-Act/PPPA-FAQ
https://www.federalregister.gov/documents/2017/09/28/2017-20733/guidance-document-on-hazardous-additive-non-polymeric-organohalogen-flame-retardants-in-certain
https://www.federalregister.gov/documents/2016/12/02/2016-29004/cpsc-litigation-guidance-and-recommended-best-practices-for-protective-orders-and-settlement
https://www.federalregister.gov/documents/2016/03/10/2016-04533/statement-of-policy-on-enforcement-discretion-regarding-general-conformity-certificates-for-adult
https://www.federalregister.gov/documents/2013/03/12/2013-05578/strong-sensitizer-guidance
https://www.federalregister.gov/documents/2013/02/14/2013-03400/childrens-toys-and-child-care-articles-containing-phthalates-final-guidance-on-inaccessible
https://www.federalregister.gov/documents/2012/12/10/2012-29260/codification-of-animal-testing-policy
https://www.federalregister.gov/documents/2010/10/14/2010-25645/interpretation-of-childrens-product
https://www.federalregister.gov/documents/2010/03/31/2010-6940/civil-penalty-factors

Guidelines and Requirements for
Mandatory Recall Notices (75 FR

The Consumer Product Safety Commission (“Commission,” “CPSC,” “we”) is issuing a final rule establishing guidelines and
requirements for mandatory recall notices as required by section 214 of the Consumer Product Safety Improvement Act of 2008
(“CPSIA”). The rule contains the Commission’s interpretation of information which must appear on mandatory recall notices
ordered by the Commission or a United States district court pursuant to certain sections of the Consumer Product Safety Act
(“CPSA™). The rule also contains Commission guidelines for additional information that the Commission or a court may order to

26 |3355) Final Rule be included on a mandatory recall notice. Direct Link Jan-10 No No Yes - 1/29/1(CPSC
Interim Enforcement Policy on
Component Testing and
Certification of Children’s The Consumer Product Safety Commission (“CPSC,” “Commission,” or “we”) is announcing an interim enforcement policy
Products and Other Consumer regarding component testing and certification of children's products and other consumer products to the 90 parts per million (ppm)
Products to the August 14, 2009 lead in paint limit and to the 300 ppm lead limit for children's products established in section 101 of the Consumer Product Safety
27 |Lead Limits (74 FR 68593) Statement of Policy Improvement Act of 2008 (“CPSIA™). Direct Link Dec-09 No No No CPSC
Notice of Availability of a
Statement of Policy: Testing and
Certification of Lead Content in
Children’s Products (74 FR The Consumer Product Safety Commission (Commission) is announcing the availability of a document titled, “Statement of
28 |55820) Statement of Policy Policy: Testing and Certification of Lead Content in Children's Products.” Direct Link Oct-09 No No No CPSC
Notice of Availability of a
Statement of Policy: Interpretation The Consumer Product Safety Commission (“Commission”) is announcing the availability of a document titled, “Statement of
and Enforcement of Section 103(a) Policy: Interpretation and Enforcement of Section 103(a) of the Consumer Product Safety Improvement Act” (“Statement of
of the Consumer Product Safety Policy™). Section 103(a) of the Consumer Product Safety Improvement Act (“CPSIA”) requires manufacturers of children's
29 |Improvement Act (74 FR 41868) |Statement of Policy products to mark their products so that certain identifying information is ascertainable by the manufacturer and the consumer. Direct Link Aug-09 No No No CPSC
Notice of Availability of a
Statement of Policy: Testing of The Consumer Product Safety Commission (“Commission™) is announcing the availability of a document titled, “Statement of
Component Parts With Respect to Policy: Testing of Component Parts With Respect to Section 108 of the Consumer Product Safety Improvement Act” (“Statement
Section 108 of the Consumer of Policy”). Section 108 of the Consumer Product Safety Improvement Act of 2008 (“CPSIA™) prohibits the sale of certain
Product Safety Improvement Act products containing specified phthalates. The Statement of Policy establishes the Commission's position with respect to testing
30 [(74 FR 41400) Statement of Policy products to determine whether they contain phthalates in excess of the statutory limits. Direct Link Aug-09 No No No CPSC
The Consumer Product Safety Commission (“Commission™) is issuing a final rule providing guidance as to what product
components or classes of components will be considered to be “inaccessible.” Section 101(b)(2)(A) of the Consumer Product
Children’s Products Containing Safety Improvement Act (“CPSIA”) provides that the lead limits shall not apply to any component part of a children's product that
Lead; Interpretative Rule on is not accessible to a child through normal and reasonably foreseeable use and abuse. Section 101(b)(2)(B) of the CPSIA requires
Inaccessible Component Parts (74 the Commission to issue, by August 14, 2009, a rule providing guidance with respect to what product components, or classes of
31 [FR 39535) Interpretive Rule components, will be considered to be inaccessible. This final rule satisfies the Commission's statutory obligation. Direct Link Aug-09 No No Yes - 8/10/0{CPSC
A compliance guide created by the Small Business Ombudsman to aid entities complying with 82 FR 8671. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Sling Carriers Business Guidance [Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
32 (& Small Entity Compliance Guide |Guides effective. Direct Link No No No Ombudsman



https://www.federalregister.gov/documents/2010/01/21/2010-873/guidelines-and-requirements-for-mandatory-recall-notices
https://www.federalregister.gov/documents/2009/12/28/E9-30669/interim-enforcement-policy-on-component-testing-and-certification-of-childrens-products-and-other
https://www.federalregister.gov/documents/2009/10/29/E9-26080/notice-of-availability-of-a-statement-of-policy-testing-and-certification-of-lead-content-in
https://www.federalregister.gov/documents/2009/08/19/E9-19816/notice-of-availability-of-a-statement-of-policy-interpretation-and-enforcement-of-section-103a-of
https://www.federalregister.gov/documents/2009/08/17/E9-19664/notice-of-availability-of-a-statement-of-policy-testing-of-component-parts-with-respect-to-section
https://www.federalregister.gov/documents/2009/08/07/E9-18852/childrens-products-containing-lead-interpretative-rule-on-inaccessible-component-parts
https://cpsc.gov/content/sling-carriers-business-guidance-small-entity-compliance-guide

Frame Child Carriers Business
Guidance and Small Entity

Business Education Compliance

A compliance guide created by the Small Business Ombudsman to aid entities complying with 80 FR 11113. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes

Small Business

33 |Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 79 FR 17422. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Soft Infant and Toddler Carriers guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Business Guidance and Small Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
34  [Entity Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 79 FR 13208. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
Carriages and Strollers Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
35 [Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 79 FR 2581. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Bedside Sleepers Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
36 [Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 78 FR 77574. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
Bassinets and Cradles Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
37 [Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 78 FR 73415. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Hand-Held Infant Carriers guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Business Guidance and Small Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
38 [Entity Compliance Guide Guides effective. Direct Link No No No Ombudsman
Requirements Pertaining to Third Party Conformity Assessment Bodies, 16 CFR parts 112 and 1118 Business Guidance and
Small Entity Compliance Guide. In general, it is the practice of the Small Business Ombudsman—who is responsible for creating
Third-Party Testing Laboratory and publishing business education compliance guides on CPSC.gov in conjunction with the passage of Agency final rules—to
Accreditation and Small Entity Business Education Compliance publish such business guidance documents at a time that occurs between the publication of a final rule in the Federal Register and Small Business
39 [Compliance Guide Guides the date at which the final rule becomes effective. Direct Link No No No Ombudsman
Compliance guide and FAQs to aid entities in complying with 76 FR 69482. In general, it is the practice of the Small Business
Ombudsman—uwho is responsible for creating and publishing business education compliance guides on CPSC.gov in conjunction
Periodic Testing and Small Entity |Business Education Compliance with the passage of Agency final rules—to publish such business guidance documents at a time that occurs between the Small Business
40 |Compliance Guide Guides publication of a final rule in the Federal Register and the date at which the final rule becomes effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 77 FR 66703. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
Infant Swings Business Guidance guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
and Small Entity Compliance Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
41  |Guide Guides effective. Direct Link No No No Ombudsman



https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Frame-Child-Carriers
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Soft-Infant-and-Toddler-Carriers
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Carriages-and-Strollershttps:/cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Soft-Infant-and-Toddler-Carriers
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Bedside-Sleepers
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Bassinets-and-Cradles
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Hand-Held-Infant-Carriers
https://cpsc.gov/Business--Manufacturing/Testing-Certification/Lab-Accreditation/
https://www.cpsc.gov/Business--Manufacturing/Testing-Certification/Third-Party-Testing/Periodic-Testing/
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Infant-Swings

Play Yards Business Guidance and

Business Education Compliance

A compliance guide created by the Small Business Ombudsman to aid entities complying with 77 FR 52220. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes

Small Business

42  |Small Entity Compliance Guide  |Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 77 FR 12182. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Portable Bed Rails Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
43  [Compliance Guide Guides effective. Direct Link No No No Ombudsman
Compliance guide to aid entities complying with 76 FR 69546. In general, it is the practice of the Small Business
Ombudsman—who is responsible for creating and publishing business education compliance guides on CPSC.gov in conjunction
Component Part Testing and Small|Business Education Compliance with the passage of Agency final rules—to publish such business guidance documents at a time that occurs between the Small Business
44 |Entity Compliance Guide Guides publication of a final rule in the Federal Register and the date at which the final rule becomes effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 76 FR 22019. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Toddler Beds Business Guidance guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
and Small Entity Compliance Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
45  [Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 75 FR 81765. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
Full-Size Baby Cribs Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
46  [Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 75 FR 81765. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Non-Full-Size Baby Cribs guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Business Guidance and Small Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
47  |Entity Compliance Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 75 FR 35266. In general, it is the
practice of the Small Business Ombudsman—who is responsible for creating and publishing business education compliance
Infant Walkers Business Guidance guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
and Small Entity Compliance Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
48 |Guide Guides effective. Direct Link No No No Ombudsman
A compliance guide created by the Small Business Ombudsman to aid entities complying with 75 FR 31691. In general, it is the
practice of the Small Business Ombudsman—uwho is responsible for creating and publishing business education compliance
Infant Bath Seats Business guides on CPSC.gov in conjunction with the passage of Agency final rules—to publish such business guidance documents at a
Guidance and Small Entity Business Education Compliance time that occurs between the publication of a final rule in the Federal Register and the date at which the final rule becomes Small Business
49 [Compliance Guide Guides effective. Direct Link No No No Ombudsman
The Regulatory Robot Tool is a comprehensive program that asks users to answer a series of product safety questions and gives
them a customized system generated report with specific business guidance applicable to their product. The Regulatory Robot is a
unique tool among federal agencies in that it encompasses and provides guidance on all of the Agency’s mandatory regulations Small Business
50 [Regulatory Robot Tool Business Guidance and requirements in one place. Direct Link Jan-16 No No No Ombudsman



https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Play-Yards
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Portable-Bed-Rails
https://www.cpsc.gov/Business--Manufacturing/Testing-Certification/Third-Party-Testing/Periodic-Testing/
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Toddler-Beds
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Full-Size-Baby-Cribs
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Non-Full-Size-Baby-Cribs
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Infant-Walkers
https://cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Infant-Bath-Seats
https://business.cpsc.gov/

Art materials for consumers of all ages must comply with a number of requirements under federal law. Describes requirements for

Small Business

51 |Art Materials Business Guidance |Business Guidance art materials, including those that are designed or intended primarily for children 12 years of age or younger. Direct Link Nov-12 No No No Ombudsman
Provides several examples of ATV action plans, which must be approved by the Commission in accordance with Section 42(e)(2) Small Business
52 |ATV Action Plans Business Guidance of the CPSA. Direct Link No No No Ombudsman
Small Business
53 |Best Practices for Safety Business Guidance An outline of recommendations and resources for manufacturers and importers on best practices for design and manufacturing. Direct Link Jan-16 No No No Ombudsman
Small Business
54  [Children's Products Overview Business Education/FAQs Overview and FAQs on children's products that are subject to a set of federal safety rules. Direct Link May-11 No No No Ombudsman
Small Business
55 |Consumer Registration Card Business Education/FAQs Information related to the product registration card requirement for durable infant or toddler products. Direct Link Nov-11 No No No Ombudsman
Small Business
56 [Desktop Reference Guide Guidance A quick reference guide for small businesses. Direct Link Jan-11 No No No Ombudsman
FAQs related to durable infant toddler products, including categories, safety rules, registration requirements and third-party Small Business
57 [Durable Infant or Toddler Products [Business Education/FAQs testing. Direct Link Nov-11 No No No Ombudsman
Small Business
58 [Fidget Spinner Business Guidance |Business Guidance/FAQs An overview of requirements, certifications and obligations related to fidget spinners. Direct Link Aug-17 No No No Ombudsman / Compliance
Apparel, Rugs, and Mattresses:
What you need to know about the Small Business
59 |Flammable Fabrics Act Business Education Guidance on products covered by the Flammable Fabrics Act. Direct Link May-15 No No No Ombudsman
Small Business
60 [Electrical Products (Household)  [Business Education Product safety information related to hair dryers, seasonal lighting and extension cords. Direct Link Jan-15 No No No Ombudsman
Small Business
61 |Lead Paint Business Guidance Overview of the federal requirements limiting lead in paint and similar surface coatings in children's products. Direct Link Feb-12 No No No Ombudsman
Provides information for businesses seeking guidance on how to comply with the federal consumer product safety rules on Small Business
62  |Phthalates Business Education phthalates. Direct Link Aug-11 No No No Ombudsman
Buying Promotional Products: A Small Business
63 [Guide to Federal Safety Laws Business Guidance Guide for suppliers or distributors of promotional products complying with federal consumer product safety laws. Direct Link Jan-13 No No No Ombudsman
Resale and Thrift Stores Small Business
64 |Information Center Business Education A collection of resources to aid resellers in keeping unsafe products out of the hands of consumers. Direct Link Jan-13 No No No Ombudsman
Retailers: Product Safety and Your Small Business
65 [Responsibility Business Education Overview for retailers on complying with federal consumer product safety laws. Direct Link Jan-11 No No No Ombudsman
Duty to Report to CPSC: Rights Small Business
66 |and Responsibilities of Businesses |Recall Guidance/FAQ Overview and FAQs on the legal obligation to immediately report information to the CPSC. Direct Link Jan-13 No No No Ombudsman
Small Business
67 |Total Lead Content Business Education An overview on the federal requirements limiting lead in children's products. Direct Link Feb-12 No No No Ombudsman
Small Business
68 |Toy Safety Business Education Provides information for businesses seeking guidance on how to comply with the federal toy safety standard, ASTM F963-16. Direct Link No No No Ombudsman
Tracking Label Requirement for Small Business
69 |Children's Products Business Education/FAQ Overview of requirements and FAQ to help entities comply with tracking label requirements for children's products. Direct Link Dec-11 No No No Ombudsman
An Update on Formaldehyde This booklet provides information about what formaldehyde is, what products it may be found in, where you may come in contact Hazard Identification and
70 |(Publication 725) Guidance Document with it, how exposure to formaldehyde may affect your health, and how you might reduce your exposure to it. Direct Link Feb-16 No No No Reduction



https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Art-Materials
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/ATV/ATV-Action-Plan-List
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Safety-Academy/Step-6
https://www.cpsc.gov/Business--Manufacturing/Business-Education/childrens-products/
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Durable-Infant-or-Toddler-Products/Durable-Infant-or-Toddler-Product-Consumer-Registration-Cards
https://www.cpsc.gov/s3fs-public/pdfs/blk_pdf_QuickResourceGuide.pdf
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Durable-Infant-or-Toddler-Products
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Fidget-Spinners
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Apparel-Rugs-and-Mattresses/
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Household-Electrical-Products
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Lead/Lead-in-Paint
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Phthalates-Information
https://www.cpsc.gov/PromotionalProducts
https://www.cpsc.gov/Business--Manufacturing/Business-Education/ResaleThrift-Stores-Information-Center
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/Retailers-Product-Safety-and-Your-Responsibilities
https://www.cpsc.gov/Business--Manufacturing/Recall-Guidance/Duty-to-Report-to-CPSC-Rights-and-Responsibilities-of-Businesses
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Lead/Total-Lead-Content
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Toy-Safety/
https://www.cpsc.gov/Business--Manufacturing/Business-Education/tracking-label
http://www.cpsc.gov/PageFiles/121919/An-Update-On-Formaldehyde-725.pdf

Remediation Guidance for Homes
with Corrosion from Problem

Summarizes what the staffs of CPSC and HUD believe is an effective approach to addressing potential health and safety issues

Hazard Identification and

71 |Drywall CPSC/HUD Remediation Guidance |related to problem drywall. Direct Link Mar-13 No No No Reduction
Identification Guidance for Homes
with Corrosion from Problem Hazard Identification and
72  |Drywall CPSC/HUD Remediation Guidance [Guidance on identifying problem drywall. Direct Link Mar-11 No No No Reduction
Guidance for Outdoor Wooden CPSC/EPAJUSDA/US Forest Hazard Identification and
73 [Structures (Publication 270) Service Document Provides information on chromated copper arsenate (CCA) pressure treated wood. Direct Link Jun-11 No No No Reduction
What You Should Know About Hazard Identification and
74  |Using Paint Strippers Guidance Document Health and safety recommendations on using paint strippers. Direct Link Jan-13 No No No Reduction
Poison Prevention Packaging Act Hazard Identification and
75 [Business Guidance Business Guidance Overview and FAQs related to the Poison Prevention Packaging Act. Direct Link Jun-13 No No No Reduction
Hazard Identification and
76  [Crumb Rubber Information Center |Safety Education Status report on crumb rubber research and advice for communities concerned about playgrounds with recycled tire surfaces. Direct Link Feb-16 No No No Reduction
Notice of Availability of Draft
Guidance Regarding Which
Children's Products Are Subject to
the Requirements of CPSIA Hazard Identification and
77  [Section 108 Guidance Document Draft Guidance on Children's Products Covered by Section 108. Direct Link Feb-09 No No No Reduction
Public Playground Safety Hazard Identification and
78 |Handbook Guidance Document Recommendations related to playground-related injuries and mechanical mechanisms of injury. Direct Link Dec-15 No No No Reduction
CPSC’s Safety Barrier Guidelines
for Residential Pools (Publication Hazard Identification and
79 |362) Guidance Document Safety barrier guidelines to prevent child drownings. Direct Link Aug-12 No No No Reduction
Laboratory Test Manual for Toy Hazard Identification and
80 [Testing Guidance Document Test manual for testing toys and other articles intended for use by children 12 years and under. Direct Link Jun-10 No No No Reduction
Hazard Identification and
81 |Hoverboard Safety Alert Safety Education Safety alert and recommendations concerning hoverboards. Direct Link Nov-17 No No No Reduction
Examples of deaths caused by fireworks, injury statistics, description of agency action related to the regulation of fireworks and Hazard Identification and
82  [Fireworks (Publication 12) Guidance Document information on state fireworks laws. Direct Link Jun-15 No No No Reduction
Laboratory Test Manual for 16 A reference guide designed to assist with the testing procedures specified in the Standard for the Flammability of Clothing Hazard Identification and
83 |CFR part 1610 Manual Textiles codified at 16 CFR Part 1610. Direct Link Oct-08 No No No Reduction
Laboratory Test Manual for 16 A reference guide designed to assist with the testing procedures specified in the Standards for the Flammability of Children’s Hazard Identification and
84 [CFR parts 1615 and 1616 Manual Sleepwear codified at 16 CFR Parts 1615 and 1616. Direct Link Jul-10 No No No Reduction
Laboratory Test Manual for 16 A reference guide designed to assist with the testing procedures specified in the Standards for the Flammability of Mattresses and Hazard Identification and
85 |CFR part 1632 Manual Mattress Pads codified CFR part 1632. Direct Link Dec-14 No No No Reduction
Laboratory Test Manual for 16 A reference guide designed to assist with the testing procedures specified in the Standards for the Flammability (Open-Flame) of Hazard Identification and
86 [CFR part 1633 Manual Mattress Sets codified at CFR part 1633. Direct Link Jan-11 No No No Reduction



https://www.cpsc.gov/s3fs-public/remediation031513_1.pdf
https://www.cpsc.gov/s3fs-public/IDguidance031811.pdf
https://www.cpsc.gov/s3fs-public/270_0.pdf
https://www.cpsc.gov/s3fs-public/423%20Paint%20Stripper%20Publication.pdf
https://www.cpsc.gov/Business--Manufacturing/Business-Education/Business-Guidance/PPPA
https://www.cpsc.gov/Safety-Education/Safety-Education-Centers/Crumb-Rubber-Safety-Information-Center
https://www.cpsc.gov/s3fs-public/pdfs/blk_media_draftphthalatesguidance.pdf
https://www.cpsc.gov/s3fs-public/325.pdf
https://cpsc.gov/s3fs-public/362%20Safety%20Barrier%20Guidelines%20for%20Pools.pdf
https://www.cpsc.gov/PageFiles/109675/testtoys.pdf
https://www.cpsc.gov/s3fs-public/012_0.pdf
https://www.cpsc.gov/s3fs-public/Flammability%20of%20Clothing%20Textiles%20Test%20Manual_1610.pdf
https://www.cpsc.gov/s3fs-public/Flammability%20of%20Children%27s%20Sleepwear%20Test%20Manual_1615_1616.pdf
https://www.cpsc.gov/s3fs-public/pdfs/blk_media_testmatt.pdf
https://www.cpsc.gov/s3fs-public/pdfs/blk_media_labmanual.pdf

Appendix E

Chemical Safety and Hazard Investigation
Board



U.S. Chemical Safety and 1750 Pennsylvania Avenue NW, Suite 910 | Washington, DC 20006

. . Phone: (202) 261-7600 | Fax: (202) 261-7650
Hazard Investigation Board ww.csb.gov

Honorable Vanessa Allen Sutherland
Chairperson and Member

Honorable Manny Ehrlich, Jr.
Board Member

Honorable Rick Engler 1 99%01 8 U.S. Chemical Safety and

Board Member Hazard Investigation Board

Honorable Kristen M. Kulinowski
Board Member

January 25, 2018

The Honorable Trey Gowdy, Chairman

The Honorable Mark Meadows, Chairman, Subcommittee on Government Operations

The Honorable Jim Jordan, Chairman, Subcommittee on Healthcare, Benefits and Administrative Rules
The Honorable Gary Palmer, Chairman, Subcommittee on Intergovernmental Affairs

The Honorable Blake Farenthold, Chairman, Subcommittee on the Interior, Energy and Environment
Committee on Oversight and Government Reform

United States House of Representatives

2157 Rayburn House Office Building

Washington, DC 20515

Dear Chairman Gowdy, Chairman Meadows, Chairman Jordan, Chairman Palmer, and Chairman
Farenthold:

In response to your letter dated January 11, 2018, the U.S. Chemical Safety and Hazard Investigation
Board (CSB) has thoroughly reviewed the Committee’s request. Enclosed are the CSB’s responses to
the questions and the requested materials.

We have made a good faith effort to be fully responsive to the Committee’s request. Our staff conferred
with the members of your staff in response to the document request. At the suggestion of the Committee
staff, the CSB staff reviewed the April 2015 GAO report entitled “Regulatory Guidance Processes:
Selected Departments Could Strengthen Internal Control and Dissemination Practices.” After careful
analysis, we do not believe that the CSB’s investigative reports would be considered “guidance” as
defined by GAO.

The CSB is an independent, non-regulatory agency charged with investigating chemical disasters.
Authorized by the Clean Air Act Amendments of 1990, the agency does not issue fines or citations
related to regulations, but does make recommendations to plants, regulatory agencies such as the
Occupational Safety and Health Administration (OSHA) and the Environmental Protection Agency
(EPA), industry organizations, and labor groups. Congress designed the CSB to be non-regulatory and
independent of other agencies so that its investigations might, where appropriate, review the
effectiveness of regulations and regulatory enforcement.

As part of its legislative mandate, the CSB issues recommendations to other Federal agencies to revise
or expand existing regulations or issue additional guidance related to existing regulations. The CSB has
included all investigative reports resulting in such recommendations in the attached submission.



U.S. Chemical Safety and
Hazard Investigation Board

Although the CSB does not make statements of general applicability and future effect to “set[ ] forth a
policy or interpret[ ] a statutory or regulatory issue”! as the Office of Management and Budget defines
guidance documents, the CSB has made recommendations to other Federal agencies that relate to their
existing regulations, as Congress directed in the CSB’s authorizing legislation.? As such, we are
producing the information requested for those recommendations issued since January 1, 2008.

Over the last ten years, the CSB has issued twelve investigation reports that include recommendations
directed to Federal entities to revise, expand or issue guidance related to existing regulations. It is
important to point out that a CSB recommendation is non-binding and does not preclude an agency from
complying with all applicable statutes and rulemaking procedures. The CSB has included the relevant
answers to questions 1-7 as outlined by the Committee and provided a hyperlink to the relevant
investigative reports.

If iou need ani additional information, ilease contact Communications Manager Hillary Cohen at

Sincerely,
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Vanessa Allen Sutherland
Chairperson & CEO

cc: The Honorable Elijah E. Cummings, Ranking Member
Committee on Oversight and Government Reform

The Honorable Gerald E. Connolly, Ranking Member
Subcommittee on Government Operations

The Honorable Raja Krishnamoorthi, Ranking Member
Subcommittee on Healthcare, Benefits, and Administrative Rules

The Honorable Val Butler Demings, Ranking Member
Subcommittee on Intergovernmental Affairs

The Honorable Stacey E. Plaskett, Ranking Member
Subcommittee on the Interior, Energy, and Environment

1 Gov’T ACCOUNTABILITY OFFICE, GAO-17-404T, REGULATORY GUIDANCE PROCESSES: SELECTED DEPARTMENTS COULD
STRENGTHEN INTERNAL CONTROL AND DISSEMINATION PRACTICES 7 (April 2015), available at
http://www.gao.gove/assets/670/669688.pdf.

242 U.S.C. 87412(r)(6).



http://www.gao.gove/assets/670/669688.pdf

H 1750 Pennsylvania Avenue NW, Suite 910 | Washington, DC 20006
u.s. Chemlcal_ Safety and Phone: (202) 261-7600 | Fax: (202) 261-7650
Hazard Investigation Board www.csb.gov

Office of the General Counsel f"%‘
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January 25, 2018

Committee on Oversight and Government Reform
United States House of Representatives

2157 Rayburn House Office Building
Washington, DC 20515

To Whom It May Concern:

The CSB has searched all areas that could reasonably contain documents responsive to
the Committee’s request, and we have completed a diligent search of all documents in
our possession, custody, or control. All responsive documents identified during this
search have been produced to the Committee in the attached submission.

Sincerely,

NN Ir—

Kara A. Wenzel
Acting General Counsel



2007-06-1-KS-R1

Barton Solvents Explosions and Fire

Final Investigative Report

On July 17, 2007, explosions and fire erupted at the Barton Solvents facility
in Valley Center, Kansas, north of Wichita. The incident led to the evacuation
of thousands of residents and resulted in projectile damage offsite, as well as
extensive damage to the facility.

June 26, 2008

Tank Explosion
2008-08-1-WV-R11

Bayer CropScience Pesticide Waste

Final Investigative Report

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/file.aspx?Documentld=367

Two workers were fatally injured when a waste tank containing the pesticide
methomyl violently exploded, damaging a process unit at the Bayer
CropScience chemical plant in Institute, West Virginia.

January 20, 2011

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/assets/1/19/Bayer_Report_Final.pdf

and Fire
2011-06-1-HI-R1
2011-06-I-HI-R2
2011-06-1-HI-R3
2011-06-1-HI-R9
2011-06-1-HI-R10

Donaldson Enterprises, Inc. Fatal
Fireworks Disassembly Explosion

Final Investigative Report

On April 8, 2011, at approximately 8:50 am, an explosion and fire occurred at
a magazine located at Waikele Self Storage in Waipahu, Hawaii, that was
leased and used by Donaldson Enterprises, Inc. (DEI) for seized fireworks
storage and disposal-related activities. Five DEI personnel in the magazine at
the time of the incident were fatally injured.

January 17, 2013

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/file.aspx?Documentld=409

Explosion and Fire
2010-02-1-PR-R1
2010-02-1-PR-R3
2010-02-1-PR-R4

Caribbean Petroleum Refining Tank

Final Investigative Report

A massive fire and explosion sent huge flames and smoke plumes into the air
at the Caribbean Petroleum Corporation near San Juan, Puerto Rico. The
resulting pressure wave damaged surrounding buildings and impacted moving
vehicles.

October 21, 2015

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/file.aspx?Documentld=714+

Release
2010-06-1-WV-R1

DuPont Corporation Toxic Chemical

Final Investigative Report

On January 23, 2010, there was a release of highly toxic phosgene, exposing
an operator at the DuPont facility in Belle, West Virginia, and resulting in his
death one day later. The phosgene release followed two other accidents at the
same plant in the same week, including an ongoing release of chloromethane
from the plant’s F3455 unit, which went undetected for several days, and a
release from a spent sulfuric acid unit.

September 20, 2011

Fires
2011-4-1-TN-R1
2011-4-1-TN-R2
2011-4-1-TN-R3

Hoeganaes Corporation Fatal Flash

Final Investigative Report

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/assets/1/19/CSB%20Final%20Report.pdf

The CSB’s investigation report examines multiple iron dust flash fires and a
hydrogen explosion at the Hoeganaes facility in Gallatin, Tennessee. The first
iron dust flash fire incident killed two workers and the second injured an
employee. The third incident, a hydrogen explosion and resulting iron dust
flash fires, claimed three lives and injured two other workers.

January 5, 2012

U.S. Chemical Safety Board

Not Applicable

http://www.csb.gov/file.aspx?Documentld=418

Explosion
CSB2010-10-1-0S-R01
CSB2010-10-1-0S-R06
CSB2010-10-1-0S-R07
CSB2010-10-1-0S-R08
CSB2010-10-1-08-R11
CSB2010-10-1-0S-R14
CSB2010-10-1-08-R15
CSB2010-10-1-0S-R16

Macondo Well Blowout and

Final Investigative Report

On April 20, 2010, a sudden explosion and fire occurred on the Deepwater
Horizon oil rig. The accident resulted in the deaths of 11 workers and caused a
massive, ongoing oil spill into the Gulf of Mexico. The rig was located
approximately 50 miles southeast of Venice, Louisiana, and had a 126-
member crew onboard.

April 20, 2016

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/assets/1/7/20140605_Macondo_Vol2_(0605v1).pdf
http://www.csh.gov/assets/1/19/Macondo_Vol3_Final_20160527.pdf
http://www.csb.gov/assets/1/19/Macondo_Vol4_Final_20160527.pdf

Oil Site Safety Study

Final Investigative Report

This investigation focuses on the deaths of two teenagers killed on October

31, 2009, when an oil tank in Carnes, Mississippi, suddenly exploded. On October 27, 2011

U.S. Chemical Safety Board

Not Applicable

http://www.csb.gov/file.aspx?Documentld=419

bag dumping station. A second flash fire then occurred, injuring the
employees.

2011-1-H-R01 April 14, 2010, a similar tank explosion took the life of a member of the
public in Weleetka, Oklahoma, at an unattended oil and gas production site.
el
Fire Final Investigative Report p Ve . Y . Ve ) g P Y May 1, 2014 U.S. Chemical Safety Board ~ Not Applicable http://www.csb.gov/file.aspx?Documentld=600
2010-08-1-WA-RL during a maintenance operation to switch a process stream between two
parallel banks of exchangers at the Tesoro refinery in Anacortes, Washington.
This case study examines the explosion and flash fires that occurred at the US
Ink manufacturing facility in East Rutherford, New Jersey, on October 9,
US Ink Fire . - 2012. Seven workers suffered burn injuries when they congregated at the . " .
2013-0-1-NJ-R2 Final Investigative Report entrance to the ink mixing room after seeing signs of an initial flash fire from a January 15, 2015 U.S. Chemical Safety Board  Not Applicable http://www.csb.gov/assets/1/19/CSB_case_study.pdf

2013-02-1-TX-R1
2013-02-1-TX-R2
2013-02-1-TX-R3
2013-02-1-TX-R4
2013-02-1-TX-R5

West Fertilizer Explosion and Fire

Final Investigative Report

A massive explosion at a fertilizer storage and distribution facility fatally
injured twelve volunteer firefighters, two members of the public and caused
hundreds of injuries in West, Texas.

January 28, 2016

U.S. Chemical Safety Board

Not Applicable

http://www.csh.gov/file.aspx?Documentld=732

Penstock Fire
2008-01-1-CO-R1

Xcel Energy Hydroelectric Plant

Final Investigative Report

On October 2, 2007, a chemical fire inside a confined space at Xcel Energy‘s
hydroelectric plant in a remote mountain location 45 miles west of Denver,
Colorado, killed five and injured three workers. Flammable solvent being used
to clean the epoxy application equipment in the open penstock atmosphere
ignited, likely from a static spark. The initial fire quickly grew as it ignited
additional buckets of solvent and substantial amounts of combustible epoxy
material, trapping and preventing five of the 11 workers from exiting the
single point of egress within the penstock. August 25, 2010

August 25, 2010

U.S. Chemical Safety Board

Not Applicable

http://www.csb.gov/file.aspx?Documentld=452



http://www.csb.gov/file.aspx?DocumentId=367
http://www.csb.gov/assets/1/19/Bayer_Report_Final.pdf
http://www.csb.gov/file.aspx?DocumentId=409
http://www.csb.gov/file.aspx?DocumentId=714+
http://www.csb.gov/assets/1/19/CSB%20Final%20Report.pdf
http://www.csb.gov/file.aspx?DocumentId=418
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http://www.csb.gov/assets/1/19/CSB_case_study.pdf
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U.S. Chemical Safety Board Response to
House Committee on Oversight and Government Reform Request
Guidance Documents from January 1, 2008 to Present
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Case Study
- T
L.5. Chemical Safety and Hazard Investigation Board

Barton Solvents
Static Spark Ignites Explosion Inside Flammable
Liquid Storage Tank

Ho. 2007 -08-1-KB

ISSUES

= Moncondic tive flammabls bouides can accumulats atatic
alaciicity during rarser and storags.

= Static aparks coan resdily ignits Aemmabls vapo-air misturse
inmidks storags hnks

s Material Bafety Data Bhesta (MEDSa) often do not adeguately
comimurionts hazard data and plecnuti-:na.

000001

C88 - Baton Bolvaris Cass Bhady 1




Who's at Riak...
Coorm pani=s that transfer (pumpl bulk lammabls liguide mto or
from storage tanks.

1. INTRODUCTION

On July 17, 2007, at about 9 a.m., an explosion and fire occurred at the Barton Solvents
Wichita facility in Valley Center, Kansas. Eleven residents and one firefighter received
medical treatment. The incident triggered an evacuation of Valley Center (approscima tely
&,000 residents); destroyed the tank farm; and significantly interrupted Barton’s business.
An mmvestigation by the U.5. Chemical Safety and Hazard Investigation Board [ CSB)

has concluded that the initial explosion occurred inside a vertical above-ground storage
tank that was being filled with Varnish Makers® and Painters” (VME&P) naphtha. VME&P
naphtha is a National Fire Protection Association (WFPA) Class [B flammable liguid® that
can produce ignitable vapor-air mixtures inside tanks and, because of its low electrical
conductivity, can accumulate dangerous levels of static electricity.”

The CSB 15 publishing this Case Study to help companies onderstand the hazards
associated with static-accumulating flammable liquids that can form ignitable vapor-air
mixtures nside storage tanks. In addition, the C5B wants to urge companies to take extra
precautions to prevent explosions and fires like the one at Barton. This Case Study also
examines industry Material Safety Data Sheet (MS5D5) hazard communication practices
and makes recommendations to ensure that MSDSs identify these hazards and outline

appropriate precautions.

* Liquids most Hkety to fomn ignkable vapor-alr michures during tank filing st amblant operating tempsratures are nomaly those deasignated a3 Class
IE or Cless IC In NFPA, 30 flammablity hazard reting of *5" iIn WEPA 704). In the Amefcan Petroleum Instiute (AP dessAcation system thess liqukds
LiEally 131 Into the “Intermediate Wepor Pressure Froducts” category. A nofable excaption i mobor gasdine, an MFFA C1355 (5 Iguid that B designeted
&% & "High Vapor Pressure Product” n the APt system, Implying that {excapt st very Iow opersting temperaiunss) the vapor-alr mbdure formed during tank
ling repldiy becomes 1o 1ch b2 be ignilee. (Sea NP 30, Baction 4.3 *Clssafcation of Uguids" ard NFPA TO4 Ghapier 6 for 2 detaled discussion

of MFPAE classification end lammabdity hezerd reting syelema. Bes AP 2003 (2002 edition], Section 3 "Dafinitione” Tor an expianation of "*Hign,"
*Intermedste,” Bnd “"Low® ¥apor pressuns product cassas.

7 On Octobsar 29, 2007, fire destmyed 2 lame portion of 2 Barton Tacify i1 Des Mones, Jose. Fammabie Iquids Bnad Siehc aEciicy wers also nvoved I that
ncident. Bacause of the Incioent-speciic indings assocktsd 'win he Wichia Incident Investigation, this Casa Study focusas soksly on the WIhie Incidant.
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FEEURE 1

VMEP naphtha Enk
and photo of
an axampda foat

Liquid Lewsl
Tape Gouging
System

2. INCIDENT DESCRIPTION

The initial explosion occurred soon after the tank farm supervisor started the transfer of
the final compartment of a tanker-traller contaiming VME& P naphtha into 2 15,000 gallon
above-ground storage tank {Figure 1).
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............................................................................................................................................................................

The explosion sent the VM&P tank rocketing into the air, traihng a dowd of smoke and
fire from the burning liquid; it landed approscimately 130 feet away. Witnesses heard the
explosion and saw the firchall from several miles away. Within moments, two more tanks
ruptured and released their contents into the rapidly escalating fire that was concentrated
inside the earthen spill containment area surrounding the tank farm.* As the fire burned,
the contents of other tanks over-pressurized or ignited, launching steel tank tops (10-12 feet
in diameter); vent valves; pipes; and steel parts off-site and into the adjoining community.
A tank top struck 2 mobile home in the community (approximately 300 feet away) and a
pressurefvacuum valve hit a neighboring business neady 400 feet away (Figures 2 and 3.

FIGURE 2

Tank top projectie struck
B moda homa

FEGURE 3
Preszure vACLUM valve

projectiis stnuck
naighboning buskhess

Pressure Vacuum

Valve

2 appreedmaiey 20,000 gafions of flammabse bquid were released mo the spil containment. The tank farm Included 43 sbowe-ground sioege Enks wilh
capaciies ranging from 3,000 fo 20,000 galions. Tank helghts ranged from approsdmatety 15 to 40 feet
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3. FLAMMABLE LIQUIDS AND STATIC ELECTRICITY

Fire occurs when there 15 an igmitable vapor-air mixture and a source of ignition, such as a
static electric spark. At normal handling temperatures, lammable storage tanks, like those
containing gasoline, may contain vapor-air mixtures that typically cannot be ignited by a
static electric spark because the vapor-air mixture is too rich (Le., contains too much fuel
and not enough oxygen) to burn. VME&P naphthas, however, and other flammable liquids
(e.g., many MFPA Class IB Flammables ), may form ignitable vapor-air mixtures inside tanks
at normal handling temperatures.

St v.'_'[nc1.:|:i-:i1:_|r s gencrated e howid ﬁwa Common Static-Accumulating
through pipes, valves, and filters while being |':|=||'|‘lr'r1-!i:' . i-'|ui-'lf- -'I'i'uerr r.1;-; :
transferred.” It can also be produced by en- Form Ignitable VaporAir Mictures
trained water or air, splashing or agitation, =
and when sediment in the bottom of the
tank becomes suspended (Britton, 1999),

* Barzena

Becanse nonconductive liquids, such as o en
VMEP naphtha and other flammable * n-Hewans
hiquids, dissipate (or “relax™) static electricity
slowly, they pose a risk of dangerous static
electric accurmulation that can produce sparks
mside tanks.®

4. KEY FINDINGS

The CSB determined that several factors likely combined to produce the mitial explosion:

* The tank contained an ignitable vapor-air mixture i its head space.

* Stop-start filling, air in the transfer piping, and sediment and water (likely present in the
tank) caused a rapid static charge accumulation inside the VMECP naphtha tanl.

* The tank had a liquid level pauging system float with a loose linkage that likely separated
and created a spark during filling.

» The M5DS for the VME&TP naphtha involved in this incident did not adequately
communicate the explosive hazard.

Mermial Bonding and Grounding May Mat Be Enoughl

2o 1r||--- th-t I'I-Irll:“v-l tranefer, and stara r|11r||r||l1|:'|H |Il:|llll:|:-| th"l ild contact r anufacturars
3 i v = and if they

3 Prac altio -l—t||-|l||||r|!:|

The rte of siatic changs ganemtion durng fow through plpe Increases roughly wih the squers of the flow welodity. & Squid whose conductity 18 less
than 100 plco SEmenE per meter [pB4T) I8 panermsly considared nonconductive [Brition, 1898). The WP nephita Imvoived n the Barton noident had &
conductivly of 3 pS'm. Bome common nonconductve liquids are lizted in NFPA 77 (dnned B — Thbie B.2). Sae tha Rasources Sacon at the end of this

Cass Study for weh access InEtnictions.

“Thi lengih of the trenater piping Fom the pump 10 ths Elorage tenkwes approdmaiely 215 fest B8 metars); the piping was 2.5 inch NPS Schedule 40,
6.5 cm Inside diamstar); and the pump 1ow velocky ‘wes 4.8 meters per sscond (15 faet per second). A 425 micron [0.017 Inchj mesh strainer was

locatad at the purmp outiat

000005 8B « Barton Eolvaris Case Bhdy &



41, FLAMMABILITY OF V&P NAPHTHA

The C5B tested the VME:P naphtha involved in the Barton explosion to determine if an
igmitable vapor-air mixture could have been present inside the tank at the ome of the
exploston.® The results revealed that, at approsaomately 77°F {257°C) (the handhng temperature
of the VME&P naphtha at the time of the moadent), the tank head space likely contained a
readily ignitable vapor-air mixture. The energy from a static spark would have been adequate
to ignite this vapor-air mixture.’

4.2. TAMK LEVEL FLOAT DESIGH

The design of the tank hiquid level gauping system float used by Barton incorporates a loose
linkage at the floattape junction that can separate slightly, mterrupting grounding {see Section
4.3) and creanng the potential for a spark (Figure 4).° The CSB concluded that turbulence and
bubbling during the stop-start transfer pumping, in addition to creating rapid static charpe
accumulation, also kely created slack in the gauge tape connected to the foat, causing the
linkage to separate and spark.®

FGURE 4

Float lnkage and
areawhens the spark
Ikely oocurmed

%= fashpoint wes 52T (14 °C); Its vapor pressum was appeoadmalely 0.7 kP8 (5 mmHg) at 83 F [20°0) using an sotentscope; and fis flammabie range
wis approdmalely 0.8-5.7% in alt. The Reld WP of tha VMER naphiha was 5.1 pela (21.4 kPa) at 100°F (36°C).

" Tha C2E ectimates that the minimum ignition energy required for a spark to ignite the Sarton YWAARP naphiha was 0.22 mJ [pu=iminus 002 ma).

¥ Becincat iesing of an axempiar tank level Noat indicated that a looss Enkape coud producs 8 spark wih sufMclant energy o ignite & fammabie vapor-air
rmivtune inside 3 tank.

=Whila the CES8 has concluded hat the loose Eniags level Noat was the most Bkely spark location, & spark from a3 “brush dischange” cannot b nuked et
Brnush dischanges encomipass a varaty of “non- static dischanges that occur bebween a changed Bquid suface and a groundad conducive obect,
such 85 3 dip pipa or oifier medal componant scting &s an sleciroda, or even e tankwal isell. Brush dschargss £an oCow even whan all equioment Is
property bonded and groundad [Eritton, 1898). Saa the Resowroas Sechion ai the end of this Casa Shudy for meone Inforrmation on brush dschanpe.
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FIGLIAE &
Bonding and grounding

4.3. BONDIMG AND GROUNDIMG
Bonding is the process of dectrically connecting conductive objects, like tanker-trailers, to
transfer pumps to equalize ther individueal electrical potentials and prevent sparkimg (Figure 5).

j ==

CGrounding (earthing) means connecting a conductive object to the carth to dissipate electricity,
like accumulated static, lightning strikes, and equipment faults, into the ground, away from
employees/equipment and ipnitable midtures.

According to witnesses at Barton, the tanker-trailer, pump, piping, and storage tank were
bonded and prounded at the ome of the modent.” However, published safety puidance mdicates
that bonding and grounding measures applied to typical transfer and storage operations may
not be enough if nonconductive lammable liquids are involved. Nonconductive Liguids
accumulate static electricity and dissipate [relax) it more slowly than conductive ligueds,
and therefore require addibonal precautions {see Section 5).

4.4, STATIC ACCUMULATION IN THE PUMPED LIQLID

Barton pumped the VMECP naphtha from three separate compartments in the tanker-trailer
to the VMEP tank. Air pockets were miroduced into the Al paping, and then transferred nto
the tank when the transfer hose was reconnected to the tanker-trailer after compantments
were changed. Studies have found that static dlectnoty accumulates rapadly dunng pump
startup when nonconductive liquids are transferred to storage tanks {Walmsley, 1996). In
this case, the static electnaty acocumulation was likely exacerbated by the air pockets {bub-
bling} and the likely presence of suspended sediment and water in the tank.” In addition,
the VME&P tank was approximately 30 percent filled at the time of the explosion, which
would have produced a liquid surface potential (voltage) close to the maximum expected
duning filling.

" The transfer hosa was severely damagad during tha fire, howeavar, which prawenied Investigators from datermining I bonding grounding was affecthe.
" Barton indicated that it had no reconds of the WAARS tank ever being cieaned, and ihe tenk had no maneay o access opening to facitate cleaning.
Employeas stated ihat thay scooped zedment from the bottoms of simisr tanks to prapare them for nspaction.
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4.5. MATERIAL SAFETY DATA GHEETE

According to the Occupational Safety and Health Administration (OSHA) Hazard
Communication Standard (HCS)," employees both need and have the right to know the
identities and hazards of the chemicals they are exposed to when workmg. The purpose of
the HCS is to ensure that chemical manufacturers and importers evaluate the hazards
and communicate them, along with appropriate precantonary measures, to employers
and employees through a hazard communication program.™ The primary method of
communicating this information is via detailed technical bulletins called Material Safety
Drata Sheets [ MSDSs).

The M5E5s supplied by the manufacturer of the Barton VMEZP naphtha indicated that
the material may accumulate a static electrical charge that could discharge and ignite
accumulated vapors. It did not, however, provide critical phy=ical and chemical property
data and warnings that the material may form an ignitable vapor-air mixture inside storage
tanks. Mor did it list any precautionary measures, beyond normal bonding and grounding
practices, or reference relevant consensus guidance that Barton could have used to help

prevent this explosion.

To prevent explosions with flammable liquids like VMEBCP naphtha, M5D5s

should communicate

» warnings that the material is a static accumulator and can form an ignitable vapor-air
mixture inside storage tanks;

¢ that bonding and grounding may not be enough;

» specific examples of additional precautions (see Section 5) and references to the published
puidance targeted at preventing static electric discharge; and

» conductivity testing data,™ so that companies know the degree to which the matenal will
accumulate static and can compare it to the published puidance. Information about the pub-
lished guidance is induded in the Information Besources section at the end of this report.

Baterial Gafety Data Sheets (M5D5s)

critical l:::.f-:!l‘_.l information.

30 CFR 18101200,

20 CFA 1810.120048)1) and ().
“The unite routingly used to report conductiviy arm ploo Slamens par mater [pEimy
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4.5.1. INDUSTRY MSDSs REVIEW
The C5B reviewed 62 MSDSs of some of the most widely used nonconductive flammable

liquids to determine if they provided the warnings, precautionary measures and references,
and conductivity testing data discussed abowve.

+ Static Accumulator and Storage Tank Ignitable Vapor-Air Mixture Potential: OF the
MS5D5s reviewed, 39 (67 percent) contained a warming about the potential for the matenial
to accumulate static electncity. Mearly all {97 percent) inchuded a warning about ipnitable
flammable vapors. However, only one specifically warned of the potential for the material to
form an gnitable vapor-air mixture inside a storage tank.

= Specific Precautions and References to Prevent Explosions: Of the MSDSs reviewed, 52
{84 percent) advised companies to properly bond and ground equipment, but only seven
{all prepared by the same manufacturer) indicated that bonding and prounding alone
may not be enough to prevent a static discharpe. Each of the seven also referenced NFPA
77 and AP1 2003." and 11 others referenced MFPA 77 andfor APL 2003, but did not
specifically wam that bonding and grounding may not be enough. Only eight of the 62
provided one or more specific precautionary measures such as adding nonflaimmable
{incrt) gases to tank head spaces, adding an anti-static agent, or reducing the pump flow
veloaty during transfer

» Conductivity Testing Diata: Only three M5D5s (all prepared by the same manufacturer)
included conductivity testing data.

4.5.2. REGULATORY AND COMSEMSUS GUIDANCE FOR PREFARING MSDSs

The three chemical hazard dassification systems discussed in this section contain guidance
to assist manufacturers who prepare MSDEs, O5SHA establishes the regulatory requirements
govermng the content of an MSD5.

» Occupational Safety and Health Admunistration: OSHA describes the HCS as bargely a
performance-oniented standard that gives employers the flexability to adapt the rule to the
needs of the workplace, instead of having to follow specific, ngd requirements. Consequently,
the HCS penerally identifies categories of mformation to be included in the MSDS, including
physical and chemical characteristics, physical hazards, and applicable precautions and/
or control measures for handling matenals safely. However, neither the standard nor its
compliance directive™ identifies the specific physical and chemical dara, hazard wamings or
precautions necessary to address some chemical hazards. The HCS places the responsibility
on the preparer to identify the specific hazards within these broad categonies.

The O5HA advisory document, " Guidance for Harard Determination For Compliance with
the OSHA Hazard Communication Standard (2% CER 1910.1200),” 5 miended to help
MSDS preparers identify and communicate chemical hazards. While the document lists cer-
tain data and physical hazards recommended for induston in labels and M55, it does not
address relevant data and hazards assocated with static-accumulabong Aammable hguids.

SHEPA TT and AR 2003 are consansus standands ihat prowide static secinc sakety guidance.
=0 02-02-038 - CRL 2-2.330, "nspacion Procedures fof the Hazand Communication Standad.”
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» Globally Harmonized System of Classification and Labeling of Chemicals (GHS): The GHS,
first adopeed by the Sub-Committes on the Globally Harmonized System of Classification
and Labeling of Chemicals (SCEGHS) in December 2002, i an iniative to establish meer-
naticnal consensus on cntena for classifying chemical hazards for mternational distnbution,
and to create consistent requirements for MSDSs. The GHS has been revised twice: once m
2005, and again in 2007, According to the GHS Sub-Committee of Experts, the GHS 15
now ready for worldwide implementation.

The GHS provides specific critenia for identifying and classifying Bammable hguids, but it
does not provide identification cnitenia or warming gudance for iquids that, in addioon to
being ignitable inside tanks at ambient temperatures, also accumulare static electnicity that
can 1igmic them. In addion, the GHS does not require a preparer to include conductivity
testing data 1o an M5D35, data that are essential to identfy a3 matenal as nonconductive.
OSHA participates in the GHS criteria development process, and on September 12, 2006,
published an Advance Motice of Proposed Rulemaking (71 FR 53617), indicating its intent
to adopt the GHS puidance into the requirements of the HCS.

» American National Standards Institute (ANSI Z400.1-2004 “ Amenican National
Standard for Hazardouws Industrial Chemicals - Material Safety Data Sheets - Preparation™:
AME] Z400.1-20MM is a voluntary consensus standard, and is recognized by OSHA's
HCS compliance directive as a consensus standard that provides valuable puidance to
M55 preparers.

Because the OSHA HCS is performance-based, it provides minimal substantive puidance
for MSDS preparers. ANSI Z400.1 was developed to provide such puidance; it identifies
informabon that must be included inan M5D5 to comply with O5HAs HCS, and includes
additional purdance to help MSDS preparers comply with state and federal environmental
and safety rukes.

ANSI F400.1 mves the following example of a general warning about what practioess to avoed
or restrict: “ To reduce the potential for static discharge, bond and pround contamers when
transferring material.” However, the example does not warn that bonding and grounding may
be insufficient to ciminate the potential for static discharge, particularly if the matenial s a
nonconductive flammable iquid. The standard mcludes no additional precautions or relevant
consensus guidance references, and no requirements for a preparer to include conductivity
testing data in an MSDE.
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5. ADDITIOMAL PRECAUTIONS

Companies that handle, transfer, and store nonconductive flaimmable liquids, such as
naphthas, toluene, benzene, and heptane, should tale additional precautions to avoid an
incident like the one at Barton.

Additional Precawtions

= Requeat additional manufacturar guidance

» Add an inart gas to the tank head space

= Modify arrep
= Add an arti-atatic ag

= Reducs flow ([purnping) walocity

5.1. REQUEST ADDITIONAL MAMUFACTURER GUIDANCE

As discussed, MSDSs do not typically provide conductivity testing data or specific examples

of additional precantions that should be observed, and do not typically reference the relevant
consensus guidance pertaining to statc electricity and storage tank vapor-air mixture hazards,
Therefore, to determine if additional precautions to eliminate the potential for an explosion
are necessary, companics that transfer flammable liguids should contact the manufacturers,
or a qualified expert, to determine if the flammable liquid is

» ponconductive (a static accumulator); and

» capable of producing an ignitable vapor-air mixture inside a storage tank.

5.2. ADD A NONFLAMMABLE, NONREACTIVE [INERT) GAS TO TANK HEAD SPACES"

Using an inert gas such as nitrogen, if done correcty, 15 effective in reducing the potential
for an ignitable incident (explosion) as it renders tank head spaces incapable of supporting
ignition from a static sparl.™ However, becanse this practice can produce oxygen-deficient
environments inside tanks, extreme caution should be exercised when opening tanks for
routine inspections and maintenance.™

T Eee NP B8 "Stenderd on Bxplosion Prevention Systems” (2008 for guidance pataining to propsar inerting practicss.
% Befona uaing Inert gases In 1anks, comparies should contact the kuid manutachurer to deberming If the proposed gas ke appropriats for the partioular liquid,

* Employars Who require amployess 1o antar conined Spaoss—partiouerly hoss wih aoygen-dafident or othar hazandous stmosphems—must complysth
1he Tequirements of the OSHA "Permit Reguired Corfned Space Progem’ (28 CFR 1810.146)
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5.3. MODIFY OR REPLACE LOOSE LINKAGE TANK LEVEL FLOATS
Companics with tanks that may contain ignitable vapor-air mixtures and that are equipped
with conductive loose linkape level floats should take one or more of the following measures:

* Use an appropriate gas to inert tank head spaces.

* Inspect and replace, as appropriate, Aoats with level measuring devices that will not
promote sparks inside the tank.

» Modify floats so that they are properly bonded and grounded {see Figure £).%

* Reduce the hiquid flow (pumping) veloaty®

+ Remove any slack i the tape connected to the float mechanism that could allow a spark
gap to form.

5.4, ANTI-STATIC ADDITIVES:

Anti-static (conductivity-enhancing) additives increase the conducoivity of liqmds, helpmg
reduce stabic accumulation. Before relying solely on these addibves, however, companies should
contact the lammable hguid manufacturer to determine if such an additive 15 appropnate
and effective for the particalar ligud.

5.5. REDUCED FLOW (PUMPING]) VELOCITY

Varous guidance supgests that nonconductive fammable quids capable of forming ipnitable
vapor-air mixtures inside tanks should be transferred at reduced fow (pumping) velocities to
minimize the potential for a static ignition.™

FIGURE &
Tank keved ficat
bonding wire

M This fgure Busirates the modfication recommendad by the menutaciurer of the Toats used at Sartor's Wichiia facify. Companias with foats equipped
wifih Inoes Bnkagas should contact the manufaciueer for modifcation recommendations.

TUNFPA 77 (2007); AP 2003 (2008); and Brition {1008 racommend a fiow [pumping) veloclhy of 1 meler per second when the risk of stabic igniilon Is
highu Lingl the spark potential inside the tank 1= sfiiminated, compenies should use 3 pump ow weloctty at for near) 1 meter per second to fransfes
nonconductine Tammabie guids.

= Tha guidance pertalning te reduced flow [pumping) veloctties nclude AFY 2003 [2008), Sections 4.2.5.5 and 4.5.1: NFPA 77 {2007), Table 8.6
{fooinota 1); and Leurence Britton, “Awolding Static ignifion Hazards fn Chemlcal Cparations®, Chaplers 2-1.8 and 5-4. While tolusna and haptana
are speciically identiied In MFPA 7T, Table 8.6 {footnota 1), typical VMER naphifias exhibit simiar characteristics and should al=o ba fransfared
al reducad fow rates. Recommended madmum fow {pumping) velocities providad In the various guidance differ. However, the most profective
recommandad iow [pumping) velogty s 1 meler par sacond.
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6. RECOMMENDATIONS
6.1. DCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION

2007 -0e-1-K5-A1

Revise the "Gandance for Hazard Determination for comphance with the O5HA Harard
Commumnication Standard” to advise chemical manufacturers and importers that prepare
MSDSs to

» Evaluate flammable hiquids to determine their potential to accumulate static electricity and
form ignitable vapor-air moctures in storage tanks.

* Test the conductivity of the Aammable liguid and include the testing results in the MSD5.

2007 -0e-1-K5-R2

Prior to the next revision, communicate to the Sub-Committes on the Globally Harmonized
System of Classification and Labeling of Chemicals (SCEGHS) the need to amend the GHS
to advise chemical manufacturers and mporters that prepare MSDSs to

¢ [dentify and include a warning for materials that are static accumulators and that may
form ignitable vapor-air mixtures in storage tanks.

= Adwvise users that bonding and gprounding may be insufficient to eliminate the hazrard from
static-accumulating fammable liquids, and provide examples of addiional precautions
and references to the relevant consensus puidance (e.g., MFPA 77, Becommended Practice
on Static Electricity (2007}, and APl Recommended Practice 2003, Protection Against
Igmitions Arnsing Ouwt of Static, Lightming, and Stray Currents {2008]).

* Provide conductivity testing data for matenials that are static accumulators and that may
form ignitable vapor-air mixctures in storage tanks.

6.2 AMERICAN MATIONAL STANDARDS INSTITUTE (ANSI) £400.1 COMMITTEE

20T -D6-1-K5-R3
Revise AMSI Z400.1 to advise chemical manufacturers and importers that prepare M5SD3s to

* [dentify and include a warning for materials that are stanc-accumulators and that may
form ignitable vapor-air moctures in storapge tanks:

» Advise users that bonding and grounding may be insufficient to diminate the hazard from
static-accumulating lammable hquids, and provide examples of additional precautions and
references to the relevant consensus puidance (e, NFPA 77, Recommended Practice on
Static Electricity (2047 ), and APl Recommended Practice 2003, Protection Against Ipnitions
Aring Out of Static, Lightning, and 5tray Currents {20038]}; and

» Provide conductivity testing data for materials that are static accumualators and that may
form ignitable vapor-air mixtures in storage tanks.

6.3. INDUSTRY ASS0OCIATIONS

AMERKZAN CHEMISTRY COUMNCIL

20T -D6-1-KE-Rd

AMERICAN PETROLEUM INSTITUTE

2007 -0 -1-K5-R5

NATHOMAL ASSOCIATION OF CHEMIGAL DISTRIBUTORS
20607 -0 -1- K5~

MATIOMAL PAINT AMD COATINGS ASSOCIATION
20007 -D6-1-K5-RT
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NATIOMAL PETROCHEMECAL AMD REFINERS ASSOCIATION
2007 -06-1-KE-RE

SOCIETY FOR CHEMICAL HAZARD COMMUMNICATION
2007 -06-1-KS-Ra

Recommend to your membership companies that prepare M53DSs to update the M50DSs to

* [dentify and include a warning for matenials that are static accumulators and that may
form ignitable vapor-air mixtures in storape tanks.

* Include a statement that bonding and grounding may be insufhcent to eliminate the
hazard from stabc-accumulating lammable liguids, and provide examples of additional
precautions and references to the rddevant consensus puidance (e.g., WFPA 77, Recommended
Practice on Static Electricity (2007), and APl Recommended Practice 2003, Protection Against
Ignitions Arnsing Out of Static, Lightming, and Stray Currents { 2008]).

* Include conductivity testing data for the materials that are static accumulators and that
may form ignitable vapor-air mixtures in storage tanks.

7. INFORMATION RESOURCES

The following references include additional information on the safe use of static-accumulating

fAammable hguids:

1. American Petroleum Institute [API}, " APl Recommended Practice 20M3: Protection
Agamst Ignitions Arsing Out of Static, Lightning, and Stray Currents,” 7th ed., 2008,

2. Britton, L.G., and J.A. Smuth, “5Static Hazards of Drum Filling,” PlantfOperations
Progress, Wol. 7, Mo. 1 {1988} pg. 53-7E.

3. Bntton, L.G., ®Avordmg Static Ipnion Hazards m Chemical Operatrons,” AIChE-CCPS
Concept Book, 1999,

4. National Fire Protection Association {MFPA), “NFPA 30: Flammable and Combustible

Liqud Code,” 2008.

. MFPA, “"MNFPA £9: Standard on Explosion Prevention Systems,”™ 2008 ed.

6. MFPA, "NFPA 77: Recommended Practice on Static Electnaity,”™ 2007 ed. NFPA 77 can
be viewed, free of charge, on the MFPA website (www.nfpa.org). Access directions: At
the MFPA Homepage, go the *Codes and Standards™ pull down tab, then click on *Code
development process™ and scroll down to “Online access.™

. Walmsley, H.L., "The Electrostatic Potenbals Generated by Loading Multple Batches of
Product into a2 Boad Tanker Compartment,”™ . Electrostatics, Vol. 38, 1996, pe.177-184.

L

oK rrh..- all aspacts of chemical a:a:‘b:::r'l.. Ir-"..u-:lln, Fﬂjl“’i.i] CELISES ..Lr..n a5 aqulp'rpnﬂ..-uurﬂ =5 wel 25 ha..-ﬂql.a..irf. h' r-amlaﬂ-l:lr'
Indusstry standards, and safety managemant systams.

The Board does nof s citations or fines but does make safety recommendations to companies, Incusiy organtzations, labor groups,
} Bge & OSHA and EPA. Piease vislt curwsbslts, wesr.csbugow.
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Executive Summary

On August 28, 2008, at about 10:35 p.m., a runaway chemical reaction occurred inside a 4,500 gallon
pressure vessel known as a residue treater, causing the vessel to explode violently in the methomyl
unit at the Bayer CropScience facility in Institute, West Virginia. Highly flammable solvent sprayed
from the vessel and immediately ignited, causing an intense fire that burned for more than 4 hours.
The fire was contained inside the Methomyl-Larvin insecticide unit by the Bayer CropScience fire

brigade with mutual aid assistance from local volunteer and municipal fire departments.

The incident occurred during the restart of the methomyl unit after an extended outage to upgrade the
control system and replace the original residue treater vessel. Two company employees who had been
dispatched by the control room personnel to investigate why the residue treater pressure was
increasing were near the residue treater when it ruptured. One died from blunt force trauma and burn
injuries sustained at the scene; the second died 41 days later at the Western Pennsylvania Burn Center
in Pittsburgh, Pennsylvania. Six volunteer firefighters who assisted in the unit fire suppression
activities and two contractors working at the facility were treated for possible toxic chemical

exposure.

The Kanawha-Putnam County Emergency Management Director advised more than 40,000 residents,
including the resident students at the West Virginia State University adjacent to the facility, to
shelter-in-place for more than three hours as a precaution. The fire and drifting smoke forced the state
police and local law enforcement authorities to close roads near the facility and the interstate

highway, which disrupted traffic for hours.

The Chemical Safety Board (CSB) investigation team determined that the runaway chemical reaction
and loss of containment of the flammable and toxic chemicals resulted from deviation from the
written start-up procedures, including bypassing critical safety devices intended to prevent such a

condition. Other contributing factors included an inadequate pre-startup safety review; inadequate
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operator training on the newly installed control system; unevaluated temporary changes,
malfunctioning or missing equipment, misaligned valves, and bypassed critical safety devices; and

insufficient technical expertise available in the control room during the restart.

Poor communications during the emergency between the Bayer CropScience incident command and
the local emergency response agency confused emergency response organizations and delayed public
announcements on actions that should be taken to minimize exposure risk. Although Bayer
CropScience reported that “no toxic chemicals were released because they were consumed in the
intense fires,” the CSB later confirmed that the only air monitors suitably placed near the unit to
detect toxic chemicals were, in fact, not operational at the time of the incident. No reliable data or
analytical methods were available to determine what chemicals were released, or predict any

exposureconcennaﬁon&

The methomyl unit used the highly toxic chemical, methyl isocyanate (MIC), in a series of complex
chemical reactions to produce methomyl, a dry chemical used to make the pesticide, Larvin. MIC is
manufactured in a separate production unit at the facility and stored in large underground pressure
vessels. Liquid MIC was pumped to a “day tank” pressure vessel near the Methomyl-Larvin unit,
which provided the daily production quantity of MIC for the methomyl unit and the carbofuran unit,
which is about 200 feet west of the methomyl unit. The MIC storage tank adjacent to the methomyl
unit and the MIC transfer piping between the production unit and the manufacturing units were not
damaged, nor did the MIC storage tank overheat or pressurize above the operating limits during the

fire.
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The CSB investigation identified the following incident causes:

1. Bayer did not apply standard Pre-startup Safety Review (PSSR) and turnover practices to the
methomyl control system redesign project. The equipment was not tested and calibrated

before the unit was restarted.

2. Operations personnel were inadequately trained to operate the methomyl unit with the new
distributed control system (DCS).

3. Malfunctioning equipment and the inadequate DCS checkout prevented the operators from

achieving correct operating conditions in the crystallizers and solvent recovery equipment.

4. The out-of-specification methomyl-solvent mixture was fed to the residue treater before the
residue treater was pre-filled with solvent and heated to the minimum safe operating

temperature.

5. The incoming process stream normally generated an exothermic decomposition reaction, but
methomyl that had not crystallized due to equipment problems greatly increased the
methomyl concentration in the residue treater, which led to a runaway reaction that

overwhelmed the relief system and over-pressurized the residue treater.

Many industrial facilities in the Kanawha river valley that surrounds Charleston, West Virginia, the
state capital, handle thousands of pounds of toxic and flammable materials. Local community
involvement in safe handling of hazardous chemicals and emergency planning and the Kanawha
Valley Industrial Emergency Planning Council date back to the 1950s. In 1995, the planning council
was renamed the Kanawha Putnam Emergency Planning Committee, which functions as the local
emergency planning committee (LEPC) as required by the Superfund Amendments and

Reauthorization Act, Emergency Planning and Community Right-to-Know Act (SARA Title 111).

Although federal law requires the owner or operator of the facility to promptly provide information to
the LEPC necessary for developing and implementing the emergency plan [EPCRA 303(d)(3)], it
does not provide LEPCs or other local agencies with the authority to conduct reviews of facility

process safety programs or directly participate in hazard reviews or incident investigations. A few
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state governments have passed laws that authorize local governments to become directly involved
with industry process safety programs. For example, the New Jersey Toxic Catastrophe Prevention
Act, * created in 1986, significantly expands the requirements contained in the U.S. Environmental
Protection Agency Risk Management Program (40 CFR68). In 1999, the Contra Costa County,
California Board of Supervisors approved an industrial safety ordinance? that established broad
authority to the county health services department to oversee local refining and chemical industries.
The ordinance includes mandatory safety plan submission by regulated industries, and audit and

facility inspections by the county.

Like Contra Costa County, the Kanawha valley has many facilities that handle large quantities of
hazardous materials, some of which are acutely toxic. Furthermore, the valley contains
environmentally sensitive areas such as the Kanawha River, which is an important transportation
corridor. Yet, the local government does not have the authority to directly participate in facility safety
planning and oversight even though many community stakeholders have long campaigned for such
authority and involvement. The local government could adopt regulations and implement a program
similar to Contra Costa County that would likely improve stakeholder awareness and improve

emergency planning and accident prevention.

The Bayer CropScience investigation was the agency’s first case involving company assertions of
Sensitive Security Information (SSI) under the Maritime Transportation Security Act of 2002. Federal
law requires a company to mark all SSI containing documents and notify the recipient that the
documents must be controlled in accordance with Department of Homeland Security regulations.
Early in the investigation, Bayer CropScience management asserted that most of their records

contained SSI information, and therefore the CSB was prohibited from releasing it to the public. The

! New Jersey Administrative Code Title 7 Chapter 31.

2 Contra Costa County, California, Ordinance Code Title 4 — Health and Safety, Division 450 — Hazardous
Materials and Wastes, Chapter 450-8 — Risk Management.
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CSB consulted with the U.S. Coast Guard and determined that the Bayer claim was without basis.
The president of Bayer CropScience, LP later admitted in testimony to the U.S. House of
Representatives Committee on Energy and Commerce “[W]e concede that our pursuit of SSI
coverage was motivated, in part, by a desire to prevent that public debate [concerning the use of MIC]

from occurring in the first place.” ®

The controversy created by the SSI issue and the Bayer CropScience admission prompted the U.S.
Congress to enact legislation to amend Section 70103(d) of Title 46, United States Code. The new
law, titled ““American Communities’ Right to Public Information Act,”” prohibits designating
information to be SSI to “prevent or delay the release of information that does not require protection
in the interest of transportation security, including basic scientific research information not clearly

related to transportation security.”

Ever since the 1984 tragic accident in Bhopal, India, which released highly toxic MIC into the
community and killed thousands of nearby residents, many in the Kanawha valley community have
tried to convince the owners of the Institute facility to drastically reduce or eliminate MIC. In fact,
the Institute facility is the only facility in the United States that stores and uses large quantities of the
highly toxic chemical. The August 2008 incident, which could have caused an MIC release into the

nearby community, reinvigorated community pressure to reduce the MIC risk to the public.

In 2009, the U.S. House of Representatives Committee on Energy and Commerce asked the CSB to
provide recommendations to Bayer CropScience, and federal and state regulators to “reduce the
dangers posed by on-site storage of MIC.” Many of the recommendations contained in this report

address that request. Also in 2009, the U.S. Congress appropriated $600,000 to the CSB to directly

® Statement of William B. Buckner, president and chief executive officer of Bayer CropScience, LP before the
U.S. House of Representatives Committee on Energy and Commerce Subcommittee on Oversight and
Investigations, April 21, 2009.
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fund a study “by the National Academy of Sciences to examine use and storage of MIC...and

feasibility of implementing alternative chemicals or processes at the facility.”

Bayer CropScience has taken specific action to reduce the risk of an incident involving MIC. The
company did not rebuild the damaged methomyl unit and discontinued production of two of the MIC-
based pesticides. The company also made an investment of more than $25 million to redesign and
modify the MIC production unit to significantly reduce the on-site inventory of MIC and make other
process upgrades to reduce the risk associated with handling large quantities of MIC. The
improvements including eliminating the aboveground MIC storage vessels and replacing the
underground storage vessels were scheduled to be completed by late 2010. In January 2011, Bayer
announced it would eliminate the production of the two remaining carbamate pesticides, aldicarb and

carbaryl, during 2012 and end all production, use, and storage of MIC.

Based on the findings of this report recommendations are made to Bayer CropScience located in
Research Triangle Park, North Carolina, and in Institute, West Virginia. The Board also makes
recommendations to the Secretary of the West Virginia Department of Health and Human Resources
Commissioner of the Kanawha-Charleston Health Department, the West Virginia State Fire
Commission, Kanawha Putnam Emergency Planning Committee, the Environmental Protection
Agency, and the Occupational Safety and Health Administration. Implementation of the
recommendations will improve hazardous chemicals management, and improve local government and

community involvement with companies that use large quantities of hazardous chemicals.
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1.0 Introduction

1.1 Background

On August 28, 2008, at about 10:25 p.m., two Bayer CropScience employees at the Institute, West
Virginia, manufacturing facility were asked to investigate why pressure was unexpectedly increasing
in the residue treater, a pressure vessel located on the south side of the Methomyl-Larvin unit about
midpoint along an adjacent road. About 10 minutes later, as they approached the newly installed
residue treater, it suddenly and violently ruptured. Approximately 2,200 gallons of flammable
solvents and toxic insecticide residues sprayed onto the road and into the unit and immediately
erupted in flames as severed electrical cables or sparks from steel debris striking the concrete ignited

the solvent vapor.

Debris was thrown in all directions, some hundreds of feet. The 5,700-pound residue treater ripped
out piping, electrical conduit, and a structural steel support column as it split apart and careened
northeast into the Methomyl-Larvin production unit structure (Figure 1). The blast overpressure
moderately damaged the unit control building and other nearby structures. Flying debris struck the
protective steel shield blanket surrounding a 6,700-gallon methyl isocyanate (MIC) “day tank”
located about 70 feet southwest of the residue treater (Figure 2), but did not damage the day tank. The
steel blanket also protected the MIC day tank from the radiant heat generated by the nearby fires that

burned for more than 4 hours.

One employee died at the scene from blunt force trauma and thermal burn injuries. Responding unit
personnel helped the second employee out of the unit. He was transported to the Western
Pennsylvania Burn Center in Pittsburgh, Pennsylvania, and died 41days later. Five Tyler Mountain
firefighters and one Institute firefighter who assisted the Bayer CropScience fire brigade at the unit

reported possible chemical exposure symptoms. Two Norfolk Southern railroad employees working
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at the facility the night of the incident also reported chemical exposure symptoms. None reported

acute or long-term effects. Doctors identified heat exhaustion in at least two of the cases.

Figure 1. Residue treater came to rest inside the Methomyl-Larvin unit

The in-house fire brigade immediately responded to the incident. The Tyler Mountain and Institute
Volunteer Fire Departments also arrived at the front gate of the facility to assist the fire brigade as
planned in the mutual aid emergency response protocol. However, poor communications with the
Metro 9-1-1 call center delayed the community shelter-in-place notification and interfered with

effective off-site response activities.

The St. Albans, West Virginia, fire chief, unable to obtain specific information about the chemicals
involved or the extent of the incident, prepared to issue a shelter-in-place for his community after he
assumed that the smoke drifting across the river might contain toxic chemicals. After many
unsuccessful attempts to communicate directly with the Bayer incident commander (IC) during the

first hour of the incident, the Kanawha/Putnam County Emergency Management director declared a
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shelter-in-place, which affected approximately 40,000 residents. Approximately 3 hours later county

authorities lifted the shelter-in-place about 3 hours later.

Figure 2. MIC day tank shield blanket structure

As far as 7 miles from the explosion epicenter, residences, businesses, and vehicles sustained
overpressure damage that included minor structural and minor exterior damage and broken windows.
Acrid, dense smoke billowed from the fire into the calm night air for many hours. Smoke drifted over
Interstate 64 and nearby roads to the north of the facility, forcing many road closures and disrupting

highway traffic.
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Methomyl and solvents were released from the residue treater, and solvents and other toxic chemicals
were released from ruptured unit piping including flammable and toxic MIC. The released chemicals
rapidly ignited, producing undetermined combustion products. MIC air monitoring devices in and
near the Methomyl-Larvin unit were not operational the night of the incident. Only two fenceline air
monitors were operational, but they were more than 800 feet away and not located downwind of the
smoke; in addition these fenceline monitors were only designed to detect carbon monoxide, hydrogen
sulfide, flammable gas and oxygen. The four-gas air monitors* worn by emergency responders did not
detect hazardous chemicals in the air near the unit. There were no reports of river water

contamination from fire suppression water runoff.

The incident occurred during the first methomyl restart after an extended outage to install a new
process control system and replace the old carbon steel residue treater with a stainless steel pressure
vessel with equivalent pressure and temperature operating limits. The residue treater was designed to
decompose methomyl in a heated methyl isobutyl ketone (MIBK) solvent. During normal operations,
dissolved methomyl and other waste chemicals were fed into the preheated residue treater partially
filled with solvent. The methomyl safely decomposed inside the residue treater to a concentration of
less than 0.5 percent by weight.® The liquid was then transferred to an auxiliary fuel tank where it was

mixed with other flammable liquid waste materials and used as a fuel in one of the facility boilers.

On the night of the incident, methomyl-containing solvent was pumped into the residue treater before
the vessel was pre-filled with clean solvent and heated to the required minimum operating
temperature specified in the operating procedure. The emergency vent system was overwhelmed by

the evolving gas from the runaway decomposition reaction of methomyl, and the residue treater

* Fire department and other emergency responder personnel typically wear a “four-gas air monitor” to measure
concentrations of carbon monoxide and hydrogen sulfide, flammable gas, and oxygen concentration. An
alarm sounds if any of the measured gases exceed the setpoint programmed in the detector.

> All percent values used in the report are weight percent unless noted.
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violently exploded. The estimated energy of the explosion was equivalent to about 17 pounds of TNT

(See Appendix C).

1.2 Investigative Process

The CSB investigation team arrived at the Bayer CropScience facility the morning of August 30,
2008, and met with the Bureau of Alcohol, Tobacco, and Firearms and Explosives (ATF),
Occupational Safety and Health Administration (OSHA) investigators, and Bayer management
personnel to explain the CSB purpose and authority for conducting an investigation independently of
other agencies and organizations. On September 2, 2008, the ATF concluded that the incident was not

a criminal act and ceased its on-scene investigative activities.

Over the following 6 weeks, the CSB investigators examined and photographed the residue treater
and associated process equipment; MIC day tank, blast blankets, and support structure; surveyed the
control building damage; mapped the debris field; interviewed employees working at the facility on
the night of the incident; and interviewed outside emergency personnel who participated in the
response. The team examined methomyl unit operating procedures, control system data, process
chemistry documents, worker training records, and maintenance records. Finally, the CSB

commissioned computer modeling to evaluate the blast shield used to protect the MIC day tank.

1.2.1  Agency Access to Security Related Documents

The Bayer CropScience investigation is the first incident investigated by the CSB that involves the
Maritime Transportation Safety Act® and Sensitive Security Information (SSI). SSI is information
that, if publicly released, would be detrimental to transportation security.” Federal law requires a
company to mark all documents containing SSI and to notify the recipient that the documents must be

controlled in accordance with Department of Homeland Security regulations. Bayer’s attempts to use

® 46 U.S.C. § 70102
" 49 CFR 1520.
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the SSI designation to suppress public disclosure of information related to the investigation forced the
CSB to delay the planned interim public meeting and ultimately led to congressional action to prevent

future misuse of the regulation.

In January 2009, the Head of the Health, Safety, and Environment Expertise Center at the Bayer
CropScience Institute facility contacted the U.S. Coast Guard Commanding Officer, Marine Safety
Unit in Huntington, West Virginia and suggested “to discuss this [SSI] further with your headquarters
so that we can better communicate to the CSB and possibly discourage them from even seeking this
information.” ® Then, in March 2009, Bayer CropScience sent a letter to the CSB asserting that many
of the documents already delivered to the CSB contained SSI and requested the documents be
returned to them so each page could be marked as required by the regulation. The company also
claimed photos, interview records, and other CSB produced investigatory documents might contain
SSI. The CSB declined the request to return the documents and a later request to examine the
documents at the CSB office and directed Bayer CropScience to properly label and resubmit all SSI
containing documents. Bayer CropScience officials later admitted they had attempted to use the
Maritime Transportation Safety Act to block public disclosure of information related to methyl

isocyanate and possible negative publicity.

The controversy created by raising the SSI issue to restrict CSB investigative activities resulted in the
U.S. Congress enacting legislation on October 8, 2009, to amend Section 70103(d) of title 46, United
”9

States Code. The new law, titled the “American Communities’ Right to Public Information Act

added the following restriction on SSI claims:

& E-mail from the Head, Health, Safety, and Environment Expertise Center, Bayer CropScience, to the
Commanding Officer, Marine Safety Unit Huntington, U.S. Coast Guard
(Jan. 29, 2009).

° Public Law 111-83.
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*“(d) Nondisclosure of information, 2) Limitations.—Nothing in paragraph (1)
shall be construed to authorize the designation of information as sensitive
security information (as defined in section 1520.5 of title 49,Code of Federal
Regulations ; (A) to conceal a violation of law, inefficiency, or administrative
error; (B) to prevent embarrassment to a person, organization, or agency; (C) to
restrain competition; or (D) to prevent or delay the release of information that
does not require protection in the interest of transportation security, including

basic scientific research information not clearly related to transportation security.

1.2.2 CSB Interim Public Meeting

On April 28, 2009, the CSB held a public meeting in Institute, West Virginia, which was attended by
more than 250 people. The investigation staff presented the incident timeline, described the processes
and equipment involved, described the county emergency response activities, and summarized the
preliminary findings of the investigation. The meeting included presentations from Bayer
CropScience, the West Virginia State Fire Marshal, the Kanawha Putnam County Emergency
Management Director, a representative from the International Association of Machinists, a chemical
industry expert, and a representative from the community advocacy group People Concerned about

Methyl Isocyanate.

The Board also heard testimony from 16 people in attendance including residents who live near the
facility, the president of West Virginia State University, workers from Bayer CropScience, and other

interested individuals.

1.3 Facility Description
1.3.1 Institute Manufacturing Industrial Park
The Institute facility is located 9 miles west of Charleston, West Virginia, and is bordered on the

north by Route 25 and Interstate 64, on the east by the West Virginia State University, and along the
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south by the Kanawha River. St. Albans, West Virginia, is across the river 3 miles west (Figure 3).
Raw materials and products used or manufactured at the facility are transported by truck, rail, and

barge.

Figure 3. Institute Manufacturing Industrial Park

1.3.2 Facility Ownership History

The site was originally Wertz Field Airport and closed in 1942 to become a large, government-
sponsored synthetic rubber production plant for the World War 1l effort managed by the Carbide and
Carbon Chemicals Corporation and the United States Rubber Company. In 1947, the Union Carbide
Corporation (UCC) purchased the plant to produce carbamate insecticides. In 1986, Rhone-Poulenc, a
French-owned chemical company, purchased the agricultural division of UCC and operated the
Institute facility until 2000. Aventis, formed by a merger of Rhone-Poulenc and AgrEvo, took over

the facility until Bayer CropScience acquired it in 2002.
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In August 2008, the 460-acre, multi-tenant Institute Manufacturing Industrial Park employed
approximately 645 workers. The seven tenants on the facility included Bayer CropScience, Adisseo,
FMC Corporation, Dow Chemical, Catalyst Refiners, Reagent Chemical, and Praxair (Figure 4). The
site contains 16 production units and five utility and support units. Some of the tenants produce

chemicals that are used as feedstocks in units owned or operated by other tenants.

Figure 4. Seven tenants own or operate processes at the Institute Industrial park

Bayer owns and operates nine production and utility units. Two additional process units are operated
by Bayer employees under contractual agreements with the unit owners, Adisseo, and FMC. Bayer

employs approximately 545 at the Institute facility.

1.4 Bayer CropScience, LP

Bayer CropScience is an independently operated company within Bayer, AG, (Bayer Group) which is
the chemical and pharmaceutical parent company headquartered in Leverkusen, Germany. Bayer
CropScience, Bayer HealthCare, and Bayer Material Science make up the three business areas of the

Bayer Group.

15
000037



The Bayer CropScience business, headquartered in Monheim, Germany, employs more than 18,000
personnel in more than 120 countries. A 12-member global executive committee, including the Bayer
Board of Management chairperson, manages Bayer CropScience. Executive committee members
oversee research, operations, planning, and administrative functions, as well as regional business
areas. A 12-member supervisory board composed of Bayer Group executives, independent experts,
and trade union representatives comprise a supervisory board to oversee company operations. The

Bayer CropScience U.S. headquarters is in Research Triangle Park, North Carolina.

Bayer CropScience (Bayer) is a global provider of crop protection agents, such as insecticides,
herbicides, and fungicides for commercial and private consumer use. The Crop Protection division
serves the agriculture sector and the BioScience division uses gene technology to produce genetically
modified crops as an alternative to conventional pesticide applications. The Environmental Science

division provides services for professional weed and pest control customers.

1.4.1 Institute Operations

Bayer has three insecticide manufacturing complexes on the Institute site supported by two
powerhouses and a wastewater treatment unit. The East Carbamoylation Complex (ECC) includes the
MIC and Phosgene production unit and the Aldicarb and Carbaryl units. The MIC and phosgene
production unit supplies feedstock to the Aldicarb and Carbaryl unit for the production of
insecticides. The Methomyl-Larvin® unit occupied the West Carbamoylation Complex (WCC), along
with the FMC-owned carbosulfan and carbofuran unit, which was operated by Bayer. The Adisseo-

owned Rhodimet® unit makes up the third complex that Bayer also operates.

1.5 Bayer Operating Organization
For many years the methomy! unit operated in a traditional organizational structure for chemical plant
operating units; that is, with a first-line supervisor who directed the work of a team of operators. Four

operating crews typically covered rotating shifts, and each team included a supervisor and a crew of
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operators. The supervisor’s responsibilities included monitoring the operators’ work to ensure that
they were successfully running the process and included completing administrative tasks for those
operators, such as scheduling, payroll, sick-time call-out, safety and health, and other supervisor
duties. The supervisor and the operators worked the same rotating shift, and except when filling in as
substitutes on other shifts or units for worker vacations and sick days, the operators reported directly
to the same supervisor when they worked their normal schedule. The operators worked with the
supervisor an average of 40 hours per week. If the operators had questions about their job or
administrative procedures, they generally asked the supervisor who was in the unit with them at that

time.

From 2004 to 2007, Bayer management analyzed and restructured the unit supervisory and technical
oversight staffing. First-line supervisor positions in each operating unit were eliminated and self-
directed, or self-empowered work teams were implemented. Four teams of operators worked rotating
shifts, supported by a Technical Advisor and Run Plant Engineer, both day-shift workers. Instead of a
first-line supervisor, all operators including the Technical Advisor report to the Production Leader

(Figure 5).

A single Industrial Park Site Shift Leader, which management describes as a “first among equals,” is
responsible for all facility operations, rotates on shift with the shift operators, and oversees site
operations. Some personnel in the Shift Leader role have prior experience as first-line supervisors on
various operating units. However, the Shift Leader is not a first-line supervisor, as none of the
operators report to him/ her. Instead, the Shift Leader oversees the entire facility and can advise in
any area of the plant as necessary. The Shift Leader also serves as the Incident Commander if an
incident requires emergency response. Bayer management describes Shift Leaders as “very good

operators who have worked their way through the technical advisor role.”

Bayer intended the Technical Advisor, who is not a first-line supervisor, to be an experienced

operator who works the day shift, helps schedule production to meet demand, and advises the on-shift
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operators. The operators can call the Technical Advisor and ask questions any time of the day or
night. The other operators do not report to him/her, and the Technical Advisor does not have the
strong work-checking or “looking over the shoulder” function of a historical first-line supervisor or

foreman.

Figure 5. Institute site organization structure.

1.6 Process Chemicals

1.6.1  Methomyl

Bayer produced methomyl for international customers and as an intermediate feedstock used to make
Larvin® (Thiodicarb), an insecticide and ovicide.'® Methomyl is a white, crystalline solid with a slight
sulfurous odor. Methomyl dust is combustible and can form explosive mixtures when dispersed in air.

It was introduced in 1966 as a carbamate insecticide and registered by the U.S. Environmental

1% An ovicide is a chemical used to control insect larvae. Larvin is used worldwide on crops such as corn,
cotton, fruits, grapes, sorghum, soybeans, and vegetables
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Protection Agency (EPA) in 1968 as a restricted use pesticide™" due to its high human toxicity. It is a
broad-spectrum insecticide used on vegetable, fruit, and cotton crops worldwide and targets insects

though direct contact and systemic absorption.

Methomyl is a cholinesterase inhibitor that disrupts central and peripheral nervous system functions.
Routes of exposure include inhalation, ingestion, and skin and eye absorption. Reversible and
irreversible effects can result depending on the concentration and duration of the exposure. The
National Institute for Occupational Safety and Health (NIOSH) recommended exposure limit (REL)
for methomyl is 2.5 mg/m3. When burned, methomyl decomposes to form toxic gases and vapors
such as nitrogen oxides, sulfur oxides, acetonitrile, hydrogen cyanide, and methyl isocyanate

(Sittig, 2008).

Table 1 lists the exposure limits, characteristics, and OSHA Process Safety Management (PSM) and
EPA Risk Management Program (RMP) threshold quantities for the principal chemicals used to make
methomyl. Phosgene is used to make MIC and MIC is used to make methomyl; both phosgene and

MIC are highly toxic.

1.6.2 Phosgene
Phosgene is a colorless, dense gas that smells like freshly cut hay or grass. Although highly toxic,
phosgene is an important industrial chemical used to make thermoplastics such as eyeglass lenses,

and isocyanates, intermediate chemicals used to make polyurethanes and pesticides.

! Restricted use pesticides are limited to commercial applicators certified by the EPA and the Food and Drug
Administration (FDA) state programs for pesticide safety education under the Federal Insecticide, Fungicide
and Rodenticide Act (FIFRA).
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Table 1. Characteristics of the toxic chemicals used to manufacture methomyl

NIOSH | NIOSH | OSHA | ACGIH | Odor RMP PSM
Chemical | IDLH* | REL PEL | TLV Threshold® | Odor Threshold | Threshold
(ppm) | (ppm) | (ppM) | (ppm) | (ppm) (Ibs) (Ibs)
Chlorine | 10 05 1 05 0.002 gzzrra“e”s“c 2500 1500
Methyl | 002 |002 |o002 2 sharp, strong | 1 599 250
Isocyanate odor
garlic or
" Methyl |, - 05 10 05 0.002 rotten 10,000 5000
ercaptan
cabbage
Phosgene | 2 0.1 0.1 0.1 0.4 hay or grass | 500 100

The NIOSH-recommended time-weighted average concentration limit is 0.1 ppm.** Phosgene reacts
with proteins in the pulmonary alveoli, disrupting the blood-air barrier in the lungs. The onset of
symptoms may be delayed and, based on available information, there appears to be no specific proven
antidote against phosgene-induced lung injury. However, clinical experience indicates that early
treatment of suspected phosgene exposure may be more effective than treating clinically overt
pulmonary edema. Early treatment options include steroids and positive airway pressure ventilation,

Patients are expected to fully recover from low-dose exposure.

Bayer produces phosgene at the Institute facility by reacting carbon monoxide and chlorine gas in the

presence of a carbon catalyst. The phosgene is stored in the ECC until it is used in three nearby

12 The NIOSH definition for an IDLH exposure is a condition that poses a threat of exposure to airborne
contaminants when that exposure is likely to cause death or immediate or delayed permanent adverse health
effects or prevent escape from such an environment.

3 An odor threshold is the lowest airborne concentration that can be detected by a population of individuals.
 Time-weighted average concentration is based on up to a 10-hour workday during a 40-hour work week.
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process units and to make methyl isocyanate, an intermediate chemical used to make four additional

products.

1.6.3 Methyl Isocyanate

Methyl isocyanate, or MIC, is one of the key chemicals used to make methomyl and two other
products at the Institute site. MIC is a clear, colorless liquid with a strong, pungent odor, is highly
reactive with water, and must be stored in stainless steel or glass containers at temperatures below

40 °C (104 °F) to prevent a highly exothermic™ self-polymerization reaction.

The NIOSH-recommended time-weighted average concentration limit is 0.02 ppm. MIC can damage
human organs by inhalation, ingestion, and skin contact in quantities as low as 0.4 ppm. Exposure
symptoms include coughing, chest pain, dyspnea, asthma, irritation of the eyes, nose, and throat, and
skin damage. Exposure levels above about 21 ppm can result in pulmonary or lung edema,

emphysema and hemorrhages, bronchial pneumonia, and death.

Bayer is the only facility in the U.S. that manufactures, stores, and consumes large quantities of MIC.
It stores the liquid in underground pressure vessels in the MIC production unit located in the ECC,
about 2,500 feet east of the Methomyl-Larvin unit. Each pressure vessel is insulated and double-wall
construction, with leak detection in the annulus between the inner and outer wall. The MIC is

refrigerated to between -10 °C and 0 °C (14 and 32 °F).

Prior to the incident, liquid MIC was transferred through an insulated piping system to an

aboveground pressure vessel called a “day tank” located on the southwest corner of the Methomyl-

> An exothermic reaction is a chemical reaction that generates heat.
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Larvin production unit near the control room.*® After refilling the day tank, operators drained the

transfer line and purged it with nitrogen.

The maximum MIC inventory in the 6,700-gallon capacity, stainless steel day tank was
approximately 37,000 pounds (about 75 percent full). The pressure vessel was rated at 100 psig, but it
was normally operated at 10 psig using a dedicated nitrogen supply system. The MIC was circulated
through a chiller, and cooling coils were attached to the outside of the insulated day tank to maintain
the MIC between -10 °C and 0 °C (14 and 32 °F). The chiller used a non-MIC reactive solvent,
MIBK, rather than a water-ethylene glycol mixture to prevent a possible MIC-water reaction should
the chiller leak. The MIBK system pressure was maintained greater than the MIC system pressure and
the refrigerated ethylene glycol-water mixture system pressure in the MIBK chiller to ensure that

water would not enter the MIC system in the event of a leak in both heat exchangers.

The control system contained redundant pressure, temperature, and flow instruments including high-
pressure and high-temperature alarms and refrigeration system failure alarms. The area around the
tank was equipped with air monitors to detect MIC. Firewater monitors (stationary spray nozzles)
were located nearby to mitigate an MIC leak and suppress a fire that might threaten the tank. A wire
rope blast blanket surrounded the entire tank and top piping connections (Figure 2) to stop debris
from striking the day tank and to provide a thermal shield from radiant heat from a nearby fire.
Finally, an emergency dump tank adjacent to the day tank was available to receive the contents of the

MIC day tank and cross plant transfer line.

The MIC recirculation system, carbofuran unit transfer line, and the cross plant transfer line were

equipped with emergency block valves that were operated from the control room. Emergency

18 The day tank at the Methomyl-Larvin unit also supplied MIC to the FMC-owned carbosulfan - carbofuran
unit through a double wall piping system. Bayer stopped using the day tank, cross-unit transfer piping and
FMC unit in August 2010 as part of the MIC storage reduction effort.
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generators provided power to the refrigeration system in the event of a loss of normal plant electricity.

MIC system vents were connected to the process and emergency vent systems.

1.7 Methomyl-Larvin Unit

The Methomyl-Larvin unit is located in the West Carbamoylation Complex (Figure 6). Methomyl
was produced, packaged, and stored in a unit warehouse for later use in manufacturing Larvin or sold
directly to commercial customers. Control room and outside operators were trained to work on both
the methomyl and Larvin units. Although independent, both units were operated from the same

control room (Figure 7).

Figure 6. Aerial view of Bayer Institute Manufacturing Park. Methomyl-Larvin unit

(circled) is in the West Carbamoylation Complex

23
000045



Figure 7. Overhead view of the Methomyl-Larvin production unit

1.7.1 Methomyl Synthesis

Methomyl production involved a series of complex chemical reactions. The process began by reacting
aldoxime and chlorine to make chloroacetaldoxime, which was reacted with sodium methyl
mercaptide in MIBK solvent to produce methylthioacetaldoxime (MSAQ). Finally, MSAO was
reacted with methyl isocyanate in MIBK to produce methomyl (Figure 8). Excess MIC was removed
from the methomyl-solvent solution and then the solution was pumped to the crystallizers where an
anti-solvent was added to cause the methomyl to crystallize. Finally, the crystallized methomyl was
separated from the solvents in the centrifuges and the methomyl cake was removed from the
centrifuges, dried, cooled, packaged in drums, and moved to the warehouse. The liquid exiting the
centrifuges, known as mother liquor, contained MIBK and hexane, very small quantities of

methomyl, and other impurities.

24
000046



Figure 8. Methomyl synthesis process flow (dashed lines are unit-to-unit transfer pipes)

Distillation separated the solvents in solvent recovery flashers and recycled the solvents back to the
beginning of the process (Figure 9). The unvaporized solvents and impurities including up to about 22
percent methomyl, accumulated in the bottom of the flasher. The flammable liquids could be used as
fuel in the facility steam boilers. However, before this flammable waste liquid, called “flasher
bottoms,” could be pumped to an auxiliary fuel tank, the methomyl concentration had to be reduced

to not more than about 0.5 percent for environmental and processing considerations.*’

7 The maximum methomyl concentration limit in the auxiliary fuel was based on environmental effluent
criteria and the prevention of an uncontrolled methomyl decomposition reaction in the auxiliary fuel storage
tank.
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The residue treater was used to dilute the incoming flasher bottoms in MIBK solvent and was

designed to operate at a high enough temperature, and with sufficient residence time, to decompose

the methomyl in the flasher bottoms stream to below 0.5 percent. The solvent and residual waste

material were transferred to the auxiliary fuel tank for use as a fuel in the facility steam boiler. Vapor

generated in the methomyl decomposition reaction exited through the vent condenser to the process

vent system where toxic and flammable vapor were removed.

1.7.2 Control System Upgrade

Operators were qualified to operate the methomyl and the Larvin units, each from a separate work

station in the control room. In 2007 Bayer upgraded the Larvin unit control system to a Siemens

000048
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distributed control system (DCS)™® and upgraded the methomyl control system during the 2008
methomyl outage.*® Bayer, with assistance from Siemens, conducted formal operator training on the
Larvin control system upgrade in 2007 and by spring 2008, the operators were proficient in using the

Larvin DCS.

The DCS contains three control system interlock matrices: Safety, Operating, and Control. The safety
matrix consists of pre-defined process deviations and computer-controlled process actions that
determine how and when fail-safe automatic control functions are activated. The status of all safety
matrix interlocks is displayed on a color-coded spreadsheet on the display console. Process mimic
screens” also displayed safety matrix component cause/effect® status next to the component icon. A
password, which board operators did not have access to, was required to bypass (override) or change

a safety matrix cause/effect fail-safe control.

Like the Larvin system upgrade, board operators and unit engineers directly participated in
configuring the design of the methomyl DCS. New display screens designed to mimic the process
flow incorporated automated icons for critical equipment to show operating status and other

parameters, included a mouse user interface, and featured improved human-machine interfaces.

8 DCS are dedicated systems used to control manufacturing processes that are continuous or batch-oriented.
The DCS is connected to sensors and actuators and uses setpoint controls to control process variables.

% The methomyl process was not run year-round, as demand for methomyl was such that the methomy! unit
was operated for a few months at a time with extended outages between runs. The optimal time to perform
major repairs and system upgrades was during these outages.

2 A mimic screen is a simplified graphical representation of a process that uses icons to display piping and
equipment with color-coded operating status, instrumentation with output values and setpoint data, and other
key equipment and information maintain situation awareness and to control the process.

2 A safety matrix cause element is a pre-defined process deviation value that triggers the specified process
component action or effect. For example, if the tank level exceeds the high-high setpoint (the cause), the fill
line process valve is commanded to close (the effect).
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1.7.3 Residue Treater
The residue treater was a 4,500-gallon pressure vessel with a maximum allowable operating pressure
of 50 psig. The relief system on the residue treater was designed to handle a maximum methomyl

concentration not to exceed 1.0 percent.

The vessel mechanical integrity program inspection results found that the 25-year-old vessel had
sustained significant wall thinning due to generalized corrosion. Using the management of change
(MOC) program, Bayer replaced the vessel during the summer 2008 outage with a new stainless steel
pressure vessel to improve corrosion resistance. The existing recirculation piping, controls, and

instruments were not modified.

The vent condenser piping at the top of the residue treater was prone to blockages during unit
operation. Gases that evolved from the methomyl decomposition reaction passed through the vent
condenser to the flare system. The gas flow carried trace amounts of solid material into the vent
system where they were deposited on the surface of the pipe. Over time, the accumulating deposits
would choke the flow and cause the residue treater pressure to climb. The board operator directed
outside operators to attach a temporary steam line to the vent pipe and flush the deposits from the
vent pipe whenever the deposits blocked the vent and caused the residue treater pressure to approach

the upper operating limit.

Because the original design did not consider the need to periodically clear blockages, the valves and
connection ports were hard to reach, so Bayer repositioned them during the unit outage to improve

access.

1.7.3.1 Residue Treater Operation
The residue treater (Figure 10) had an automatic level control system to control the liquid level at
about 50 percent. The residue treater recirculation system was used to heat the solvent at the

beginning of a new production run, mix the incoming flasher bottoms into the partially filled vessel,
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and remove excess heat generated from the exothermic decomposition of the methomyl inside the

vessel.

An automatic temperature control system on the residue treater monitored both the bulk liquid
temperature in the residue treater and the liquid in the recirculation loop. During startup, the control
system modulated the recirculation and steam flows through the heater. When the liquid temperature
increased to the setpoint limit, the control system closed the steam flow valve, and changed the
position of the circulation valves to redirect the recirculation flow from the heater to the cooler. The
cooler was provided with constantly circulated 80 °C (176 °F) water, which was sufficient to remove
excess heat from the decomposing methomy!l and to maintain the liquid temperature within the
operating limits, provided that the bulk methomyl average concentration inside the residue treater

remained below about 0.5 percent.

Figure 10. Residue treater piping system layout
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At normal operating conditions, the temperature of the flasher bottoms liquid was kept at about 80 °C
(176 °F) to prevent an uncontrolled auto-decomposition of the higher concentration methomyl. The
contents of the residue treater were maintained at approximately 135 °C (275 °F), the temperature that
assured the incoming methomy! quickly decomposed so as not to accumulate to an unsafe
concentration inside the residue treater. As the flasher bottoms liquid entered the hot solution in the
residue treater, the methomyl began to decompose. The exothermic heat of decomposition was
controlled by vaporization, and condensing of the solvent in the vent cooler, supplemented as needed

by the recirculation loop cooler.

1.7.3.2 Operating Limit Control Interlocks
The residue treater control system was equipped with operating limit controllers integrated into the
automatic feed control valve operation. A minimum temperature interlock and a maximum pressure
interlock prevented the feed control valve from opening until the minimum temperature of the residue
treater contents were at or above the setpoint and the residue treater pressure was below the setpoint,
respectively. Both were designated as safety interlocks; thus, bypass control was password-protected.
A third interlock, designated “operating,” also prevented the feed control valve from opening until
residue treater recirculation flow was established. The standard operating procedure (SOP)
specifically discussed the importance of these interlocks:

Mother liquor flasher tails [flasher bottoms] can not be introduced into the

residue treater until the pressure is not high-high, the tank temperature is not

high-high or low-low and the circulation flow is not low-low.

The SOP contained an administrative control®

that the operator had to perform before putting the
residue treater methomyl feed in automatic operation: “If the tank is allowed to cool below 130 °C

[266 °F], for any reason, it must be sampled before being heated up again.” Furthermore, the SOP

22 An administrative control is an action or activity that is described and managed through a specific operating
or maintenance procedure.
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cautioned, “[1]f the methomyl concentration is above 1.3 %, a run away [sic] reaction could result
upon heating the tank.” Furthermore, the process hazards analysis stated:

[R]egular samples of residues [flasher bottoms] from the flasher would assure

proper operation and safety... Take regular samples of residues from the flasher

and residue treatment tank. This will assure proper operation and safety since

safety relief sizing is based on a certain maximum methomy! concentration in

each item.
However, the SOP did not require analyzing the flasher bottoms, nor was the system configured such
that operators could collect a liquid sample for analysis. As discussed in the incident analysis, one key
factor contributing to the incident was that the operators were unaware the flasher bottoms contained

an excessively high concentration of dissolved methomyl.

1.7.3.3 Startup and Operation

The SOP contained specific steps for starting the residue treater. During these startup steps, the
flasher bottoms flow control valve was to be set in the manual, closed position. The safety interlocks
on the flasher bottoms flow control valve were designed to prevent feeding methomyl into the residue
treater until the limit conditions were satisfied. The startup sequence also required the operator to
sample the liquid remaining in the residue treater from the previous run and send it to the lab to

confirm that it contained less than 0.5 percent methomyl.

The startup sequence required the board operator, with the assistance from an outside operator, to
manually pre-fill the residue treater with solvent to the minimum level of about 30 percent and to start
the pump and achieve steady state recirculation. After reviewing the residue treater sample lab results
to confirm the methomyl concentration was below 0.5 percent, the board operator started the solvent
heating cycle, which was typically controlled automatically by the computer system. Finally, the SOP

required the outside operator to collect another sample of the residue treater contents and send it to
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1.2 Once

the lab for analysis to re-verify that the liquid contained not more than 0.5 percent methomy
confirmed, the board operator set the flasher bottoms flow control valve in the automatic position, and
flasher bottoms would begin entering the residue treater. These steps ensured that when the flasher

bottoms began flowing into the residue treater, the flasher bottoms were diluted and heated so that the

methomyl would decompose rather than accumulate above safe limits.

As long as the flasher and residue treater level controllers and temperature controllers were set to
automatic, no further operator action was required to control the system. The SOP required the
outside operator to collect a liquid sample from the residue treater only once every 24 hours and send
it to the lab to confirm that the methomyl concentration in the liquid being transferred to the alternate

fuel tank remained below 0.5 percent.

The residue treater liquid level control was designed to operate in the automatic, continuous flow
mode. However, in this operating mode, the flow rate was very low; thus, the alternate fuels outgoing
transfer pipe frequently became plugged with viscous material. Therefore, the board operators kept
the level controller in the manual operating mode and allowed the residue treater level to increase to
the upper fill limit, and periodically transferred the liquid at a much higher flow rate to prevent the

line from becoming plugged. The SOP was not revised to incorporate this change.

% Since the residue treater was new and not previously operated, this step was not needed for the August restart.
However, the SOP did not allow this deviation.
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2.0 Incident Description

The incident is described in chronological order, beginning with pre-startup activities that contributed
to the conditions leading up to the explosion. It continues with equipment preparation, then through
the startup of the principal methomyl unit subsystems. This section next discusses the specific
conditions that led to the runaway reaction in the residue treater and ends with the emergency

response discussion.

2.1 Pre-Startup Activities

Unlike the normal methomyl restart after a routine shutdown, the August restart involved operations
personnel, engineering staff, and contractors working around the clock to complete the control system
upgrade and residue treater replacement. Work included finalizing the software upgrades, modifying
the work station, calibrating instruments, and checking critical components. Board operators were
provided time at the methomyl work station so that they could familiarize themselves with the new
control functions, equipment and instrument displays, alarms, and other system features. Other
personnel were completing the residue treater replacement, reinstalling piping and components, and
reconnecting the control and instrument wiring. These activities progressed in parallel with the

ongoing Larvin unit operation.

The methomyl control system upgrade required a revision to the SOP to incorporate the changes
needed to operate the methomy! unit with the new Siemens system, and to reformat the SOP to a
computerized document. However, at the time of the incident the SOP revision remained incomplete;
the operators were using an unapproved SOP ** that did not contain the new control system operating

details.

% The review and approval record of the working copy in use at the time of the incident was unsigned. A
watermark on each page read “draft in review 11/13/07.”
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2.1.1  Solvent Flush and Equipment Conditioning

Many of the subsystems in the methomyl unit required a solvent flush and nitrogen gas purge to clean
and dry the systems before startup. These activities were critical to safely start the residue treater
system as the feed, recirculation, and vent piping had been disconnected and a new pressure vessel
had been installed. The solvent-only run was also needed to verify instrument calibrations, proper

equipment operating sequences, and other operating parameters in the new DCS.

The staff flushed the process equipment with solvent to remove contaminants and water that might
have gotten into the system during the outage. However, contrary to the SOP  the staff did not
perform the residue treater solvent run.?® Operators reported that solvent flow restrictions upstream
impeded completion of instrument calibrations because the proper adjustments could not be made at
low flow rates. Even had the staff not needed to verify the control system function and operability, the
solvent run was required to pre-fill the residue treater to the minimum operating level and to heat the
liquid to the minimum operating temperature before adding the methomyl containing flasher bottoms
feed.?” This was essential for safe, controlled methomyl decomposition. As discussed in Section
1.7.3.2, the control system design prevented adding methomyl until the solvent was at minimum

volume and temperature, but the operators bypassed the safety devices during the startup.

2.2 Unit Restart
Although the operations staff acknowledged that management had not prescribed a specific deadline
for resuming methomy! production, onsite stockpiles of methomyl necessary to make Larvin were

dwindling. Unit personnel recognized the important role of methomyl in the business performance of

% Although the SOP had not been reviewed and approved, as with the prior approved SOP, it required the
solvent run.

% The staff acknowledged that the solvent-only run was not performed on the residue treater, but were unable to
explain who decided to proceed with feeding methomyl to the empty, unheated residue treater.

%" The SOP warned that a runaway reaction would result if methomy! were allowed to accumulate in the residue
treater before the treater is properly heated.
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the facility, and a recent increase in worldwide demand for Larvin created a significant, sustained
production schedule. Methomyl-Larvin operating staff told CSB investigators that they looked
forward to resuming methomyl production and a return to the normal daily work routine after the long

unit shutdown.

Operator logs documented the plan to start the MSAO (a.k.a. Oxime) unit Monday morning, August
25. Methomy! synthesis needed to begin shortly thereafter. However, critical startup activities were
not completed, and the staff struggled with many problems as they attempted to bring each subsystem
on line. To complicate the startup problems, process computer system engineers had not verified the

functionality of all process controls and instruments in the new control system.

2.2.1 Equipment Malfunctions

Although the methomyl unit outage and new DCS implementation were incomplete, the staff
proceeded with the unit restart. Some of the equipment was not yet operational and some equipment
malfunctioned. For example, a few days before the incident, operators discovered that a valve had not
been installed on a solvent feed line, which resulted in excessive solvent consumption. During one
shift, operators discovered that heat tracing on a process line was not operating, which allowed the

contents in the pipe to cool and solidify.

Another problem was traced to a broken stem on a water cooling system valve on a vapor condenser.
The closed valve prevented adequate condenser cooling, which led to an imbalance in the crystallizer
solvent ratios and excess MSAOQ in the flasher bottoms. Operators also encountered many problems
tuning control loops and calibrating instruments for the newly installed computer control system.
These issues were compounded because the operators had not become familiar with all of the

methomyl work station functions and changes made to some process variables.
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2.2.2 Methomyl Synthesis and Crystallization

The board operator startup log reported many continuing adjustments and corrections to the computer
system. By mid-week, methomyl was being synthesized in the methomyl reactor and the crystallizers
were put in service. The next step was to start the centrifuges to separate the crystallized methomy!l
from the solvents. The SOP was written such that two centrifuges operated in parallel. While one was
progressing through the crystal-liquid separation cycles, the other was emptied of the crystallized
methomyl “cake” and then refilled with a new batch of slurry. From there the methomyl cake went to
the drying and packaging stages. This operating sequence assured that the upstream methomyl

synthesis processes could run continuously.

At the beginning of this startup, only one centrifuge was operational; the other had continuing
problems with electrical connections. Regardless, the operators proceeded with the restart, using only
one centrifuge to separate the crystallized methomyl from the liquid solvents. An operator told CSB
investigators that maintaining the proper solvent ratios was much more difficult during the startup,
and that he needed to closely focus on the operating conditions and frequently adjust control variables

in the DCS.

After feeding what they presumed to be normal methomyl-solvent slurry into the centrifuge, the
outside operators opened the centrifuge to remove the methomyl crystal cake but discovered there
were no methomyl crystals in the centrifuge basket. The absence of methomyl crystals could have
been due to two causes: either a malfunction prevented methomyl from being synthesized in the
methomyl reactor, or the crystallizer solvent/anti-solvent ratio was incorrect and the methomyl
remained in solution rather than being crystallized. If the former was the cause, methomyl would not
be present in the flasher bottoms feed to the residue treater—there would be no methomyl to
decompose in the residue treater. If the latter was the cause, the methomyl concentration in the
residue treater feed would likely be significantly greater than expected—uncrystallized methomyl

would remain in solution and eventually accumulate in the flasher bottoms.
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2.2.3 Solvent Recovery

As the operators worked through the ongoing myriad problems during the methomyl startup, they
were depleting the fresh solvent inventory faster than expected. Therefore, they needed to get the
solvent recovery system on line as quickly as possible to replenish the solvents. The residue treater

was the last processing step in the solvent recovery system.

The liquid exiting the centrifuge normally contained only about 0.5 percent methomyl, some MSAO,
trace impurities, and solvents. Routine collection and testing during startup indicated that the
methomyl concentration was more than double the maximum operating limit value and as high as 4.0
percent, eight times greater than the specified operating limit for the four collected samples. These
samples confirmed that methomyl was being synthesized in the reactor and that the solvent ratio was
off specification in the crystallizer so the methomyl did not crystallize. Again, ongoing equipment
issues and improperly calibrated and tuned instruments distracted the staff. They did not review the
lab results so were unaware of the over-concentration problem and continued solvent recovery startup

activities.

The solvent flasher separated and extracted the solvents for reuse. Trace impurities and MSAO
accumulated in the bottom of the flasher along with the non-recoverable solvents and methomyl.
These so-called flasher bottoms typically contained about 22 percent methomyl when all upstream
process equipment was operating within the specified parameters. However, unknown to the startup
team, the gross solvent imbalance in the crystallizer caused the methomyl concentration to climb to as

high as 40 percent, nearly twice the design basis amount.?

% The process hazards analysis (PHA) discussed the importance of sampling the residue treater feed (flasher
bottoms) to verify that the methomyl concentration did not exceed the residue treater design limits. However,
the SOP did not require such a sample, and no sample collection point was available in the system. The
designers presumed that the flasher feed sample and in-specification flasher column operation would assure
methomyl concentration in the flasher bottoms would not exceed the design limit.
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2.2.4 Residue Treater Startup

The residue treater was the last equipment to be started. The critical startup safety prerequisites, pre-
startup solvent fill and heat-up were omitted from the restart activities. Furthermore, the board
operators bypassed the minimum operating temperature interlock that prevented adding methomyl
into the residue treater, as some operators were accustomed to doing. The minimum recirculation loop
flow interlock on the feed valve was also left bypassed by the computer programmers. Without
recirculation flow, the concentrated methomyl feed was not adequately mixed with what should have

been preheated solvent already in the residue treater.

Operators told CSB investigators that, based on operating experience, there would be little methomyl
in the system “this early in the startup.” That is most likely the reason the operators skipped the

sample collection and analysis steps.

On August 28, at approximately 4 a.m., the board operator manually opened the residue treater feed
control valve and began feeding flasher bottoms into the nearly empty vessel. With a low flow rate of
about 1.5 gallons per minute, more than 24 hours would be required to fill the residue treater to 50
percent, the normal operating level. The operations staff did not discuss the residue treater operating

status at the 6 a.m. shift change, as they were preoccupied with other startup issues.

Samples from the second sample point, the residue treater outlet, were not collected and tested as
required by the startup procedure or at the normally scheduled time, the beginning of the day shift.
Operators offered two explanations for not sampling the residue treater contents during the restart
activities. First, since the centrifuges contained no methomyl cake, the staff incorrectly concluded that
methomyl had not been synthesized. Second, the outside operator on the day shift was unaware that
the residue treater had been put into operation—the night shift crew did not tell the day shift crew that

the feed to the residue treater had been started.
The outside operator started the recirculation pump at 6:14 p.m. as directed by the board operator.

The residue treater liquid level was approximately 30 percent (1,300 gallons) and the temperature
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ranged between 60 and 65 °C (140-149 °F), still significantly below 135 °C (275 °F), the critical
decomposition temperature. The pressure remained constant at 22 psig. At 6:38 p.m., the temperature
began steadily rising about 0.6 degrees per minute (Figure 11). At 10:21 p.m., the level was 51
percent when the recirculation flow suddenly dropped to zero.? In less than 3 minutes, the
temperature was at 141 °C (286 °F), rapidly approaching 155 °C (311 °F), the safe operating limit,

and climbing at the rate of more than two degrees per minute.

Figure 11. Residue treater process variables before the explosion. Failure occurred at 22:33, as

shown at vertical dotted line

2 A Bayer review after the incident determined that the split-range temperature control was incorrectly
programmed in the DCS. In the process of changing from heating to cooling, the residue treater recirculation
flow valves to both the heater and cooler closed, blocking all recirculation flow. However, the CSB
concluded that this was not causal to the runaway reaction and vessel rupture.
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At approximately 10:25 p.m., the residue treater high pressure alarm sounded at the work station. The
board operator immediately observed that the residue treater pressure was above the maximum
operating pressure and climbing rapidly. Not understanding what was wrong, but suspecting a
blockage in the vent line, he contacted the outside operator and directed him to go to the residue
treater to check the vent system.*® He also asked a second outside operator to assist. He then manually
switched the residue treater recirculation system to full cooling, hoping that that might slow or stop

the climbing pressure.

2.3 Explosion and Fire

At 10:33 p.m., a few minutes after the board operator talked to the outside operators, a violent
explosion rocked the control room. A huge fireball erupted on the south side of the unit as alarms
sounded on the methomyl and Larvin work stations. Operators scrambled to shut the systems down.
The onsite fire station located nearby shook from the explosion as the emergency alarm sounded.
Outside operators rushed to close valves, de-energize equipment, and activate stationary water
cannons to begin fire suppression efforts. Water cannons were also directed at the MIC day tank blast

blanket structure to help keep the day tank cool and prevent the fire from spreading to the tank.

Shortly after the explosion one of the two outside operators who had gone to investigate the residue
treater problem was seen walking toward the control room. Coworkers quickly came to his aid and
took him to a safe area until help arrived. He was badly burned. The body of the other outside

operator was located about 4 hours later.

The bolts holding the residue treater support legs to the concrete foundation sheared off as the shell
and top head of the 5,700-pound residue treater careened into the methomy! unit. The bottom head

separated from the shell (Figure 12 and Figure 13) and came to rest about 20 feet from the residue

%0 The CSB was later told that, in hindsight, plugging in the newly installed vent system could not have been the
cause of the pressure excursion. The residue treater had not operated long enough to cause deposits to
accumulate inside the vent pipe.

40
000062



treater foundation. The explosion destroyed nearby pumps, heat exchangers, and electrical
switchgear. The fire was fueled primarily by the solvent inside the residue treater and other

flammable liquids that spilled from the ruptured piping systems.

Figure 12. Residue treater bottom head (left); vessel shell and top head (right)

Figure 13. Residue treater shell and top head recovered from inside the

Methomyl-Larvin unit
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The residue treater struck a large support column on the four-story process unit structure and sheared
it off the baseplate on the concrete foundation (Figure 14). Small debris, including conduit, valves,

small diameter pipe segments, and insulation, was thrown in all directions, some of which struck, but
did not penetrate the MIC day tank blast blanket. The blast blanket also functioned as a heat shield to

protect the tank and attached piping from the intense solvent-fueled fire.

Figure 14. Structural column (arrow) ripped from the steel baseplate (left)

The overpressure produced by the rupturing residue treater damaged properties in the surrounding
community. Mobile homes, houses, businesses, and vehicles sustained primarily window breakage
and minor structural damage. The majority of the property damage reports were within 1.5 miles of
the explosion epicenter; however, some damage was reported as far away as 7 miles (Figure 15).

Bayer received 57 property damage claims from residences and businesses totaling about $37,000.
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Figure 15. Aerial view of locations of reported offsite property damage

2.4 Emergency Notification and Response

2.4.1 Bayer CropScience Response

The Bayer fire brigade was at the scene within minutes of the explosion and set up a command post
northeast of the methomyl unit, where the incident commander began coordinating the response as
fire equipment and personnel arrived. Plant responders established and directed a water stream to the

fire zone from the north.

About 5 minutes after the explosion, Metro 9-1-1 contacted the Kanawha County Emergency
Ambulance Authority (KCEAA) and advised the agency of a large explosion at the Bayer plant.

Emergency Medical Services (EMS) personnel began staging at the main gate about 2 minutes later.
Within 6 minutes of the explosion, fire alarms sounded at the Institute and Tyler Mountain volunteer
fire departments in accordance with the established mutual aid protocol. Institute fire department

responders staged at the main gate with backup equipment and supplies. Tyler Mountain firefighters
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joined the Bayer fire brigade at the methomyl unit to battle the blaze. A Metro 9-1-1 operator

contacted the security guard at the Bayer main gate 9 minutes after the explosion.® Bayer activated
its Emergency Operations Center (EOC) at 10:45 p.m. Twelve minutes into the incident, the Bayer
security guard asked the Metro 9-1-1 operator to dispatch an ambulance for a worker burned in the

fire. The emergency response timeline is shown in Appendix B.

2.4.2 Local and State Emergency Response Agencies

As provided in the Kanawha Putnam Emergency Management Plan, the Kanawha Emergency
Management Director ordered the Kanawha Putnam Emergency Operations Center (EOC) to be
activated. County personnel staffed the EOC, which served as the centralized communications hub for

all emergency response dispatch of police, fire, and EMS for Kanawha and Putnam counties.

The Kanawha County Sheriff heard a loud explosion at about 10:30 p.m. After hearing state and
county radio traffic indicating that an explosion had occurred near the Bayer plant, he radioed Metro
9-1-1 while en route to the facility. He then requested that Metro Communications contact the Nitro
and Dunbar Police Departments to arrange for roadblocks of Route 25 at the city limits to restrict
traffic flow into the Institute area. The county EOC also routed information to and from the various
responding municipal, state, and county agencies. Responding agencies included South Charleston,
Nitro, and Dunbar Police Departments; the Jefferson and St. Albans Fire Departments; the Kanawha
County Sheriff’s Department; the State Fire Marshal’s Office; the U.S. Bureau of Alcohol, Tobacco,
and Firearms and Explosives, (ATF); and the KCEAA. All of these agencies routed their
communications through the EOC during the emergency (Figure 16). As the night progressed, the

Metro 9-1-1 call center received more than 2,700 phone calls, which overwhelmed the system.

%! The Bayer security guard told investigators that he tried many times to get through to Metro 9-1-1 but the line
rang busy. The Metro 9-1-1 operator also had trouble getting through to the Bayer guard shack.
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Upon arrival at the main gate about 10 minutes after the incident occurred, the Institute Volunteer
Fire Department chief set up a command post and assumed the role of resource commander. In this
role, he coordinated with the Bayer IC to provide outside mutual aid resources of personnel and
equipment as needed. After the Institute fire department chief made the initial contact, the Bayer IC
advised him that based on air monitoring information, “everything [was] being consumed in the fire”
and that a shelter-in-place was not necessary. However, when the Kanawha County Sheriff arrived, he
noticed an acrid smell in the air and not knowing the source, felt that he and his deputies might be at
risk; thus, he ordered his deputies and state police to relocate to the Shawnee Park EOC, the location

so designated in pre-planning exercises.

Immediately after the incident began, the Director of Regional Response Teams (RRT) for West
Virginia, who works in the State Office of Emergency Services (OES) and was unsatisfied with the
information being provided by Bayer, called the State Fire Marshal to assess the incident.*? Bayer
EOC personnel directed the Fire Marshal to the onsite EOC, where he tried, unsuccessfully, to get
information that would allow an accurate assessment of the conditions and status of the incident
response. Based on his observations of fire suppression operations, the Fire Marshal ordered the RRT
unit, a trailer with supplies and other resources stationed in Nitro, be brought to the site for use if

needed. He then went to the EOC at Shawnee Park.

%2 The State Fire Marshal is responsible for hazardous material incidents, incidents involving weapons of mass
destruction, and mass casualty operations. The State Fire Marshal also provides guidance to 447 departments;
more than 11,000 firefighters; and is responsible for code enforcement, fire safety, and investigations.
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Figure 16. Methomyl unit explosion emergency communications diagram
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At about 11:00 p.m., the St. Albans fire chief, after seeing a smoke cloud advancing towards St.
Albans, requested information from Metro 9-1-1 about the composition of the cloud. As it
approached, the chief advised Metro 9-1-1 dispatchers that if he did not get clear information
regarding the make-up of the cloud, he would initiate a shelter-in-place advisory for the St. Albans

community.

At 11:19 p.m., Metro 9-1-1 announced a shelter-in-place for the immediate area surrounding the
Bayer facility, and initiated a reverse ring-down notification® to the residents in the affected
community. Five minutes later, Bayer recommended that Metro dispatchers issue a shelter-in-place
for the St. Albans area. At about 11:34 p.m., the KPEPC activated the County Emergency Alert
System, which in turn initiated a shelter-in-place for the areas west of Charleston to Putnam County

line. The shelter-in-place affected about 40,000 residents (Figure 17).

Figure 17. Areas and population affected by the shelter-in-place

% A reverse ring-down notification system is an automatic calling system that automatically calls residents and
businesses in pre-defined areas. It delivers a pre-recorded message advising action to be taken in response to
a community emergency.
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At 12:34 a.m., a little more than two hours after the incident occurred, Bayer notified the National
Response Center. At 2:05 a.m., about 3 hours and 30 minutes after the incident began, Kanawha
Putnam EOC declared the area west of Charleston, which included St. Albans, Nitro, Jefferson,

Dunbar and Institute safe to re-enter and canceled the shelter-in-place action.

243 Emergency Operations Center Activations

As the response to the emergency progressed, three EOCs were activated, which contributed to
confusion and communication difficulties. The first, the Bayer EOC, was located along the northern
boundary of the plant adjacent to Route 25, and was staffed by Bayer personnel including the WCC
unit manager; Health, Safety, and Environmental Manager; and operations manager. This site was
less than one-half mile from the incident and was part of the Bayer emergency planning process. One
function of the Bayer EOC was to coordinate communication with Bayer corporate staff in Raleigh,
North Carolina, and provide updates to the media. It was also responsible for communicating incident

status and mutual aid assistance with the outside emergency response agencies.

The Kanawha Putnam EOC was activated at the Metro 9-1-1 call center in South Charleston. The
center was staffed by county personnel and served as the centralized communications hub for all

emergency response dispatch of police, fire, and EMS for Kanawha County.

As part of the Bayer emergency notification ring-down system, the plant’s environmental specialist
was notified of the incident and advised to report to the Kanawha Putnam EOC in response to its
request for a Bayer representative to relay information directly to the county authorities. The
environmental specialist arrived at the Kanawha Putnam EOC between 11:40 p.m. and 12:00 a.m.
Shortly after arriving, he phoned the Bayer EOC to obtain information regarding the location of the
fire and the substances thought to be involved. He spoke to the Health, Safety, and Environmental
Manager and his supervisor and was able to provide the dispatchers with information regarding three
substances thought to be involved in the incident: dimethyl disulfide (DMDS), methyl isobutyl ketone

(MIBK), and acetonitrile. However, Bayer was slow to provide additional details.
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The Kanawha Emergency Management Director also activated a mobile EOC at Shawnee Park,
which was located on Route 25 less than a mile to the southeast of Bayer. Two Bayer environmental
specialists reported there to act as liaisons with non-Bayer responders. Representatives from the
Department of Highways, State Police, and the Sheriff’s office also reported to the Shawnee Park

EOC.

2.5 Air Monitoring

At the time of the incident, the two AreaRae® fence line air monitors®* were positioned on the east
end of the plant and on the west riverbank to detect concentrations of airborne chemical contaminants
and alert facility occupants if air concentrations exceeded safe levels and had traveled beyond plant
boundaries. The CSB investigators examined the monitor data and determined that the fence line
monitors did not detect hazardous concentrations of the chemicals sampled. Another AreaRae system

monitor recorded atmospheric winds, temperature, and barometric pressure.

Continuous air monitors were located in and around the production units to detect fugitive leaks in
process equipment™ or leaks resulting from process upsets. The Methomyl-Larvin unit had 16
localized MIC sample points connected to an analyzer, which Bayer installed in March 2006 to
continuously sample and record MIC concentrations at 2-minute intervals. If concentrations exceeded
1.0 ppm, the system was designed to activate a visual alarm display in a room on the second floor of

the Methomyl-Larvin control building.

However, in May 2008, the analyzer malfunctioned, causing spurious alarms. Although technicians
investigated, they had not resolved the problem before the August methomyl unit startup. The CSB

learned that the system had not been repaired and restarted even though the MIC storage tank had

% An AreaRae instrument is a direct-reading device that continuously samples for a wide range of chemicals
including oxygen, carbon monoxide, chlorine, volatile organic compounds (VOC), and methane.

% A fugitive leak is a small leak in process equipment. Such leaks are commonly called “fugitive emissions,”
which must be identified and corrected.
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remained in service. On the night of the incident, the personnel in the Bayer EOC were unaware that
the monitoring system was not active, therefore they assumed it would alarm if it detected airborne
MIC or other detectable chemicals during the incident response. They had no way of knowing if toxic

vapors from chemicals used in the methomyl unit were escaping into the air.

The MIC production unit, located about 1,800 feet from the Methomyl-Larvin unit, had a similar MIC
air monitoring system with 16 stationary sample points. The analyzer recorded the results at 2-minute
intervals. This analyzer was operational on the night of the incident but did not detect any chemicals

including MIC during or after the incident.
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3.0 Incident Analysis

3.1 Residue Treater Replacement

The Mechanical Integrity program on the original, 25 year old carbon steel residue treater identified
significant service degradation. Bayer, through the MOC program, replaced it with a corrosion-
resistant stainless steel vessel in anticipation of the planned increase in methomyl production. With
the exception of substituting stainless steel for the carbon steel and associated material thickness
changes required by the American Society of Mechanical Engineers Boiler and Pressure Vessel Code
(ASME Code), Section VIII design rules, the new ASME Code-stamped vessel was identical to the
original. The CSB concluded that this process modification did not contribute to the incident cause or

consequences.

3.2 Internal Compliance Auditing

3.2.1 Corporate Process Safety Management Audits

The Bayer North America corporate assessment team conducted an audit of the Methomyl-Larvin
unit in July 2005. The team, composed of four auditors from other Bayer facilities and business units,
specialized in process safety, mechanical integrity, and pressure vessel engineering. The team audited
against 7 of the 14 elements in the OSHA Process Safety Management standard® and the emergency

response requirements in the EPA Risk Management Program.

The final report, issued in 2006, identified 17 PSM compliance issues in the audit focus areas. Several
findings included deficiencies with tracking the status of recommendations and corrective actions
from PHASs, equipment inspections, and compliance audits. As required by Bayer corporate standards,

the Institute site developed a list of recommendations and corrective actions to resolve the findings

% The 2005 corporate PSM audit focused on process safety information, process hazards analysis, operating
procedures, mechanical integrity, management of change, incident investigation, and compliance audits.
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and entered them into a new action tracking system with an assigned responsible person for

completion.

3.2.2 Audit Action Tracking System Upgrade

In 2006, Bayer implemented a new action tracking system in response to OSHA citations issued in a
2005 Institute facility inspection, which faulted Bayer for not having a tracking system to assure PHA
recommendations were resolved, documented, and communicated. In 2006, Bayer program
developers in Research Triangle Park, North Carolina developed the system for the Bayer facilities. A
new tracking system feature contained a workflow integration function that automatically sent
notifications to responsible parties and required electronic approval by managers to close completed
actions. However, even with this new system, problems with action item tracking and closure

continued.

3.2.3 Process Safety Management Self Assessments

Institute site personnel audited the Methomyl-Larvin unit against the PSM standard in 2004 and in
2007. The PSM “facilitated self assessment” was conducted every three years as required by the PSM
standard. The 2007 facilitated self assessment found that action tracking deficiencies identified in
previous corporate PSM audits and facilitated self assessments remained unaddressed. The audit also
found that even after the OSHA citation 2 years earlier, action items generated in PHAS on the

Methomyl-Larvin unit still were not being tracked and closed.

CSB investigators reviewed the corrective action plans identified in the corporate PSM audits and the
PSM facilitated self assessments and identified similar shortcomings. For the 2005 corporate PSM
audit, some listed corrective action items were still open. Some of the items listed on the 2007
facilitated self-assessment action plan were overdue by more than 9 months at the time of the August

2008 incident including one requiring the revision of Methomyl-Larvin unit SOPs.
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3.3 Process Hazards Analysis

A Bayer team that included an experienced facilitator, process engineer, and experienced unit
operations personnel conducted the methomyl system process hazards analysis (PHA) in 2005 using a
hazard and operability study (HAZOP) technique. The team also used Bayer’s semi-quantitative risk
matrix to analyze whether additional protections were required for the various scenarios identified in
the HAZOP. Properly applied, these tools can identify improvements that could have prevented the
residue treater incident. However, the relatively short duration of the PHA, and the team’s poor
application of the tools during the process, produced results that failed to identify significant

unmitigated scenarios that needed recommendations.

3.3.1  PHA Duration and Staffing Deficiencies

Poor execution of the PHA was due in part to the way Bayer had structured it and the total hours the
PHA team worked. Bayer assigned methomyl unit operators to the PHA team, but most were only
present for a few hours each. Most revealing is that in just 12 meeting days, for an average of 6 hours
per day, the team analyzed 37 HAZOP nodes, including analyzing risks to determine if additional
protections were needed. Considering the complexity of the unit the time spent on the HAZOP was
insufficient to address all the critical process safety information, draw logical conclusions, and

determine appropriate recommendations.

3.3.2 PHA Assumptions Deficiencies

The 2005 PHA team failed to validate critical assumptions used in their analyses. For example, the
team accepted defined procedure steps without confirming that the operators rigorously followed the
procedures. They also incorrectly assumed that the automatic safeguard controls listed in the safety
matrix remained operational during all operating modes. Through staff interviews, CSB investigators
learned that some board operators bypassed the two safety interlocks on the residue treater feed

control valve during startups based on their experience with the residue treater heater not heating the
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solvent to the minimum temperature interlock setpoint. With the interlocks in bypass, they manually
opened the flasher bottoms feed valve when the residue treater temperature was about five degrees
below the required operating temperature. The heat generated by the decomposing MSAQ and

methomyl would finally increase the residue treater temperature to the minimum operating value.

Because the PHA team was apparently unaware of any problem with the residue treater heater, and
assumed the safeguards were active, it did not recommend that management resolve the residue
treater startup issues. However, with the interlocks in bypass, the residue treater had insufficient
protections to prevent accumulating a large quantity of cold, highly concentrated methomyl and

MSAQO in the residue treater.

The CSB investigators noted another significant PHA performance deficiency, namely that the PHA
team identified an issue with the old control system that persisted in the new system:

The control system for methomyl is antiquated and there is no Safety

Instrumented System (SIS) for a process with an above average level of hazards

and risks. The operators have access to the control system that allows them to

make unauthorized program changes and to alter alarm settings...
ANSI/ISA standard 84.00.01-2004 (Functional Safety: Safety Instrumented Systems for the Process
Industry Sector) — which is a recognized good engineering practice required for compliance with the
OSHA Process Safety Management standard — recommends a Safety Instrumented System that is
separate and independent from the basic process control functions. Among other requirements, the
standard provides that “Bypass switches shall be protected by key locks or passwords to prevent

unauthorized use.”

Despite knowing that interlock settings could be accessed and changed by the operating staff without
proper safety reviews as required by the management of change program, the PHA team did not make

any recommendations to improve computer access control. In the August 2008 incident, lack of
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password access control to the new DCS allowed the staff to bypass the safety interlocks, which

directly resulted in the runaway reaction and catastrophic residue treater failure.

3.3.3 Inadequate Process Safety Information Reviews

The PHA did not adequately incorporate the process safety information used as a basis for the
assumptions and conclusions. The process safety information package from the original construction
project discussed the importance of controlling the methomyl concentration in the flasher bottoms
feed to the residue treater to preclude a runaway reaction. The Methomyl Process Description in the
SOP discussed the importance of controlling methomyl concentration in the residue treater at least
five times. For example, it cautioned, “Even with normal flow rates, care must be taken to prevent
over concentrating residues in the mother liquor flasher tails.” Again, it warned, “The interlocks
should prevent feeding the tank when it is cold, but if the methomyl concentration is above 1.3%, a
run away [sic] reaction could result upon heating the tank.” In contrast, the PHA team concluded that
a high residue concentration in the flasher feed was an operations issue having “no consequence.”
Another PHA item concluded, without substantiation, that the residue treater feed valve low-
temperature safety interlock would “function as intended” and prevent a high methomyl concentration

runaway reaction.

A September 1994 PHA considered high methomyl concentration caused by off-specification solvent
in the crystallizer. However, that PHA team concluded that the solvent recovery system and the

residue treater system could handle the excess methomyl because they considered the existing safety
interlocks to be adequate protections. The team did not consider any operational errors or startup and
shutdown scenarios that could lead to a large quantity of under-temperature methomyl and MSAQ in

the residue treater.

The 2005 PHA team used the “Bayer CropScience PHA Quick Reference Guide” to qualitatively
evaluate the unmitigated and mitigated risk for various scenarios and determine whether the system

needed more protections. It concluded that high methomyl concentration downstream of the
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crystallizer was only a product quality problem, which the operations staff would resolve. In
analyzing a possible residue treater rupture caused by a runaway reaction scenario, the team assumed
that the low temperature interlock and the operating sequence described in the SOP provided
adequate controls to prevent feeding methomyl until the system was at the minimum safe operating
conditions. Based on these protections, the team determined that the outcome was in a range that the
guide listed as not requiring additional protections. However, the original design basis concluded that
a relief system could not be designed to prevent a catastrophic failure of the residue treater if the

methomyl concentration exceeded the design limit.

3.3.4 Analysis Deficiencies

In addition to analyzing the hazards of a process based on the equipment information, the PHA should
examine the human interactions with the equipment. In particular, for operational tasks that depend
heavily on task performance and operator decisions, the team should analyze the procedures
step-by-step to identify potential incident scenarios and their consequences, and to determine if the

protections in place are sufficient.
According to “Guidelines for Hazard Evaluation Procedures” (CCPS, 2008),

Personnel may have less operating experience with procedure-based operations
that are heavily dependent on task performance and operator decision-making. In
addition, safeguards may be bypassed or not fully functional during some modes
of operation such as at start-up of a continuous process. Performing a hazard
evaluation of procedures can identify steps where the operator is most vulnerable
and point to means of reducing the risk of an incident, such as by adding

engineered safeguards and improving administrative controls.

The publication further recommends that procedures expected to involve major hazards should be

subjected to a detailed procedure-based HAZOP study using guidewords similar to those used for
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batch chemical processes. CCPS also gives guidance for hazard analyses for processes that include
programmable control systems, chemical reactivity hazards, facility siting, and the combination of
tools such as Hazard and Operability Studies with Layer of Protection Analysis. The PHA team could

have addressed all these topics in analyzing the methomy! process.

3.4 Pre-Startup Safety Review

The CSB concluded that Bayer did not conduct an adequate Pre-Startup Safety Review (PSSR) for
the control system upgrade and the residue treater replacement. Furthermore, staff interviews
indicated that the limited PSSR work did not directly involve operators or other subject matter
specialists. An eight-page checklist recorded the PSSR for the residue treater and required a “yes,”
“no,” or “not applicable” checkbox mark for a series of questions and key subjects; a field at the
bottom of the page was available for comments. The PSSR team incorrectly identified some items as
being completed when they clearly had not been. For example, the team did not identify the SOP
inadequacies that should have been addressed in the PSSR checklist item, “Do operating procedures
exist that adequately cover the MOCR (management of change review)?” The existing operating
procedures were not revised to address information specific to the new control system. However, the

PSSR question was incorrectly answered “yes.”

The PSSR for the control system change had errors involving equipment checkouts that were marked
as complete. A thorough PSSR should include verification that all equipment has been installed and
configured for startup before any chemical is introduced into the system. As discussed in Section
2.2.1, while starting the unit, staff discovered that a valve had not been installed on a solvent drip line
and that another valve was broken. The PSSR missed these two equipment installation problems that
directly contributed to the overconcentration of methomyl in the flasher bottoms and ultimately led to

the residue treater explosion.
The control system PSSR also had errors involving incomplete items. Although the PSSR marked the

items as incomplete, the team did not record due dates for follow-up items. For example, the PSSR
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asked whether adequate technical coverage had been specified for the startup, and the PSSR team
marked the item “no.” They listed two people as responsible for this follow-up, but did not specify a
due date for completion. Section 0 discusses the lack of sufficient technical coverage during the

startup.

3.5 Human Factors Deficiencies
3.5.1  Control System Upgrade

The introduction of the Siemens PCS7 control system significantly changed the interactions between
the board operators and the DCS interface. The Siemens control system contained features intended to
minimize human error such as graphical display screens that simulated process flow and automated
icons to display process variables. But the increased complexities of the new operating system
challenged operators as they worked to familiarize themselves with the system and units of

measurement for process variables differed from those in the previously used Honeywell system.*’

Human interactions with computers are physical, visual, and cognitive. New visual displays and
modified command entry methods, such as changing from a keyboard to a mouse, can influence the
usability of the human-computer interface and impair human performance when training is
inadequate. Operators told CSB investigators they were concerned with the slower command
response times in the Siemens system and they talked about the methomy!l process control issues they
would face during the restart, which was much more difficult to control than the Larvin process.
Board operators also told CSB investigators that the detailed process equipment displays in the DCS
were difficult to navigate. Routine activities like starting a reaction or troubleshooting alarms would
require operators to move between multiple screens to complete a task, which degraded operator

awareness and response times.

%" For example, one variable in the old computer system was displayed as “percent full” whereas the new
system recorded total “pounds” in the vessel.
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The old system display and command entry was basically a spreadsheet, or line-item display. The
new system used a graphical user interface (GUI) that displayed an illustrative likeness of the process
and its various components (Figure 18). The board operator selected the device that needed to be
changed. This made data entry clearer, but much slower. In the old system, board operators could
change multiple process variables simultaneously, but they could select and change only one variable

at a time in the Siemens system.

Figure 18. Typical Siemens work station screen display
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The new control system also changed how board operators monitored multiple pieces of equipment.
The methomyl board operators’ station had five display screens available to monitor the methomyl
processes and one display screen dedicated to process alarms. However, operating some methomyl
equipment required the operators to use at least three of the five display screens. To simplify the
operation, they asked the Siemens project engineers to add equipment overview screens to display
multiple pieces of equipment. The board operators believed that the overview screens would provide
more effective control of the unit; however, the screens were not available for the August 2008

startup.

3.5.2 Operator Training

The Siemens system switchover configuration for the Larvin unit began in early 2006, and the Larvin
unit startup with that new DCS occurred in early 2007. The Larvin board operators attended four
sessions of formal training during their shifts prior to the actual Larvin start-up. A Bayer process
engineer and a contractor from the engineering company that configured the DCS conducted
comprehensive training on the Larvin system before the Larvin unit was restarted. Board operators
also used a Siemens operating station simulator to learn the Larvin system DCS functions and
familiarize themselves with controlling different devices such as block valves, control valves, and
pumps. Informal, on-shift training also took place and resources were available during the Larvin

startup to assist operators, and support continued to be provided as needed.

For the Larvin system, board operators received a document labeled the “Siemens training manual”
that included a system architecture description; glossary of tag names for controllers, alarms, and
indicators; and an overview of the screen layouts. The manual also included a description of the
application of operational and safety interlock matrices. Well-designed training manuals typically
contain precise descriptions of computer control steps, icon definitions, menu hierarchy, and

equipment-specific control examples. However, the Siemens training manual was not a well-designed
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computer system training tool. The information in the manual did not correspond with the procedural
steps the operators would take to run the control system. According to the Center for Chemical
Process Safety (CCPS, 1994) control system providers should develop training tools and procedures
based on how the user perceives the task. Using those tools in conjunction with classroom sessions
and simulator training on normal and abnormal conditions fully prepares operators for transitioning to

a new control system.

Management concluded that comprehensive formal training and practice using the new DCS on the
methomyl process was unnecessary. They incorrectly assumed the methomyl and oxime board
operators had become proficient from the many operating hours using the DCS on the Larvin unit.
Methomyl and oxime board operators had minimal training on a few specific processes, but general
training took place during the operators’ shift as time allowed, and was self-directed and self-paced.
Informal, on-the-job training intended to develop the necessary skills to run the system can lead to
inappropriate or incorrect practices that became the norm in the absence of proper training tools and

instruction (CCPS, 1994). The CSB concluded the training was inadequate.

Prior to the methomyl startup, management provided operators time on the console during the DCS
upgrade to practice using the new system. However, management did not require any methomyl
operator to use this time to learn and practice operating the methomyl unit, and operators could decide
for themselves how much time they needed to become familiar with the new DCS. Management also
assumed that operators directly involved in designing the mimic displays, such as the one in Figure

18, and other customizable features would have had adequate exposure to the new system.

Although operators had become proficient using the system on the Larvin unit, they acknowledged
that the new methomyl control system created new challenges with operating the methomyl process
unit, some of which were driven by the highly complex process chemistries involved in synthesizing

methomyl. Substituting previous control system experience for training on a new process can be
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problematic. Even minor differences in operation challenge an unfamiliar operator unless the operator

has had process-specific training on the new equipment (CCPS, 1994).

Operators also told CSB investigators that the mouse interface command entry sequence responded
slower than the Honeywell keyboard command entry process. They also reported that they were not
familiar with some of the revised units of measure used to display equipment status and operating
conditions that had been changed with the new DCS system installation. For example, one operator
reported that the old control system used “percent full” to indicate the level in a vessel, but the new
control system listed the level in total gallons inside the vessel. The methomyl operators had to
improvise solutions to resolve the confusion by attaching paper conversion sheets on the work
console for quick reference. However, at the time of the incident, some conversion charts had not yet

been made. One operator told investigators:

There was an issue with the solvent ratio, because when we went to the Siemens
system the ratio was a different number...We were not sure if we were feeding
the wrong amounts...When we first started this process we were pretty much
guessing...No one came in and told us what amounts to put in for the new

system.

As with any new control system, the Siemens system required process tuning before it was placed in
service. Specifically, an issue arose in the MIBK-hexane separation column: high MIBK
concentration prevented the automatic control system from effectively operating the separation
column. The board operators observed that the column temperature was fluctuating undesirably and
that the automated valves were operating sluggishly. The unstable MIBK-hexane separation column
caused excess methomyl to pass downstream as there was too little hexane in the system to achieve
proper methomyl crystallization. Had the board operators received comprehensive DCS training, they

might have recognized the problem much sooner.
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3.5.3 Operator Fatigue

Unit startups and shutdowns typically involve significant increases in staff workload, which may
result in longer work hours and extended back-to-back workdays. Many operators and other key staff
were working 60 to 70 hours per week prior to the August 2008 methomyl startup, and some reported
working 18-hour shifts with only 6 hours of downtime. Overtime and shift work demands disrupt

sleep cycles and cause fatigue, which can adversely affect performance and safety (Stanton, 2010).

The rigors of shift work, rotating between day and night shifts, and working large amounts of
overtime can impair decision-making, reaction times, and degrade communications. Performing
infrequently used startup and shutdown procedures while fatigued increases the chance of errors.
Fatigue also degrades competencies and alertness necessary to successfully operate an unfamiliar
control system. Personnel are more likely to make mistakes as fatigue increases. Labor-intensive,
non-routine activities including integrating utilities such as steam and other ancillary systems into the

startup sequence complicate operator startup duties.

The staff was confronted with many startup problems and equipment malfunctions. The startup was
further complicated because of the new, unfamiliar process control system. However, the CSB was
unable to determine if fatigue specifically contributed to any of the staff actions during the startup, or

the decisions to continue the startup in spite of the ongoing problems.

3.6 Shift Change Communications

Operators maintained an electronic notepad (eLog) on the computer system to summarize daily
progress and identify ongoing activities for the incoming shift. They also held a verbal turnover
meeting in the control room when shifts were changing. However, a number of key items were
inadequately addressed in the shift change during the morning and evening shift changes the day of
the incident. Had the written and verbal shift turnover activities been properly performed, the incident

most likely would not have occurred.
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As discussed, the solvent run and residue treater prefill and heatup were not performed on the residue
treater, yet these deficiencies were never entered in the eLog nor were they discussed in the shift
change meetings by either the board or the outside operators. Second, the night shift staff did not
inform the day shift crew that they had started filling the residue treater with flasher bottoms. Third,
the methomyl unit day shift operator, distracted while assisting another board operator with an
operational problem at the end of his shift, neglected to inform the incoming night shift operator that
the lab results from the scheduled flasher bottoms sample identified excessively high methomyl
concentration. Believing that the operators had not yet started the residue treater system and it
remained empty, the day shift outside operator did not collect the residue treater liquid sample as the

residue treater SOP required.

3.7 Procedure Deficiencies
The CSB identified significant problems with the methomyl unit SOP. As noted, the operators were
using an unreviewed, unapproved draft SOP. Regardless, the draft SOP was essentially the same as

the previously approved SOP; the deficiencies discussed below existed in the earlier version.

The SOP was so complex that the table of contents spanned more than 12 pages. The SOP contained
more than 1000 pages organized in 16 major sections that included much more than procedures
typically used by unit operations staff to operate the process equipment. Subjects unrelated to process
operations such as Change Procedure, Vendor Information, and History of Major Incidents were in

the SOP. The methomyl unit SOP was last updated and approved in May 2006.

Only about 400 pages of the SOP contained detailed startup, normal operation, and emergency

shutdown procedures for operating the unit with the Honeywell computer operating system. It was
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available only from the computerized document control system. Operators could print specific pages

for information only purposes.®

Many operators reported that they did not rely on the SOP: they felt that they understood how to run
the unit correctly without instructions. The SOP complexity may have also discouraged its use. This
may be acceptable for frequently performed tasks but, to prevent errors, directly using the written

procedure is critical especially when performing infrequent or uncommon tasks such as start-up after

a major turnaround.

3.8 Process Chemistry Problems
Safe and correct operation of the methomyl unit involved closely controlling many complex chemical
reactions. However, during the August startup the staff was confronted with equipment malfunctions
and process chemistry problems in key equipment including:

e The methomyl reactor,

e The MIC stripping still (MSS) side-draw condenser,

e The crystallizers,

e The MIBK-hexane column, and

e The residue treater.

During steady-state conditions in the methomyl reactor, MIC and MSAQ react to form methomyl.
Bayer ran the reactor with enough excess MIC to consume as much MSAO as possible, which
minimized the MSAO content in the methomyl product. On the day of the incident, the MIC to

MSAOQ ratio was lower than normal, which left more MSAO unconverted and formed less methomyl.

Adding hexane to the dissolved methomyl and solvent caused the methomyl to crystallize. The

crystallized methomyl could then be separated from the liquid solvents in the centrifuges. However,

* Printed pages contained a note at the bottom of each page that said “Uncontrolled when printed.”
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excess MIBK caused the MIBK-hexane ratio to be out of specification so that the methomyl remained
in solution and passed directly through the centrifuge. Not understanding the chemistry imbalance,
the staff concluded that methomyl was not being synthesized in the reactor. Had they reviewed the lab
results from routine flasher feed liquid samples downstream of the crystallizer they would have
quickly recognized that the reactor was producing methomyl and the problem was related to the
solvent ratios. Four flasher feed samples that had been collected over 2 days contained methomyl
significantly above the acceptance criteria. During the solvent recovery step, uncrystallized methomyl
accumulated in the flasher bottoms significantly above the concentration normally fed to the residue

treater.

The residue treater cooler had enough capacity to remove the heat of reaction from the decomposing
methomyl if the average concentration in the residue treater did not exceed about 0.5 percent. As the
methomyl concentration in the residue treater climbed, the decomposition reaction rate increased
exponentially®® until the heat and evolving gases generated enough pressure to overcome the relief

system capacity and rupture the residue treater.
The methomyl decomposition reaction had important characteristics:

e It was an exothermic, or heat-releasing, reaction;

e It was a self reaction, as methomyl needed no other chemicals to begin decomposing;

e The reaction rate was faster at a higher temperature and higher methomyl
concentration; and

o It rapidly produced non-condensable gases and solvent vapors.

¥ As the temperature increases, the rate of a chemical reaction generally increases exponentially.
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The original design of the residue treater included features to control the reaction rate. First, the
residue treater was intended to operate between 30 and 70 percent full of MIBK to ensure the feed to

the residue treater flowed into a large volume of hot solvent. The hot solvent provided four functions:

o It diluted the incoming feed, which reduced the concentration of methomyl;

e It heated the incoming methomyl so that the methomyl would decompose quickly and not

accumulate to a high concentration in the residue treater; and

e It absorbed the heat from the methomyl decomposition.

The second important safe operating condition involved the startup sequence, which was intended to
ensure a safe decomposition rate at the beginning of the run. The control system contained interlocks
to prevent opening the residue treater feed valve if the temperature, level, and pressure were not
within the specified operating ranges. First, the operators had to fill the residue treater with solvent
and start the recirculation pumps. Next, the circulation loop had to heat the solvent to the minimum
operating temperature. Only then would the automatic feed control system open the flasher bottoms
feed valve to begin feeding the methomyl-solvent into the preheated and circulating MIBK. This
sequence assured that enough solvent was present to absorb the heat generated from the MSAO and
methomyl decomposition reactions, and that the solvent was hot enough to ensure rapid

decomposition to prevent the methomyl from accumulating in the residue treater.

The purpose of the residue treater was to eliminate the methomyl from the solvent before the solvent
was used as a fuel in the boiler. The feed also contained unconverted MSAOQ. Like methomyl, MSAO
decomposes exothermically, but will begin decomposing at a lower temperature than methomyl. As
MSAO content in the auxiliary fuel was not a concern, the staff likely was not aware that MSAO

decomposition played a role in residue treater performance and temperature control.

Although the temperature in the residue treater was lower than normal operation, the MSAO and

methomyl began decomposing. Because they were both present in abnormally high concentrations,
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the decomposition generated a significant amount of heat. The operators filled the residue treater to
about 35 percent with flasher bottoms and then pumped hot MIBK into the residue treater to bring the
level up to 50 percent. After starting the recirculation pump, the board operator set the recirculation
temperature control to the automatic mode to begin the normal heating cycle. As discussed earlier, the
closed steam valve prevented the heater from heating the liquid. The board operator was unaware that
the temperature was climbing because large quantities of MSAO and methomyl were decomposing in

an uncontrolled fashion.

The rapidly forming gases overwhelmed the vent system and the residue treater pressure started
climbing. The rate of reaction continued increasing until the evolving gases caused the relief system
to activate and then overwhelm the relief system. The pressure rapidly rose until the residue treater

suddenly ruptured.

The relief device was sized to handle an external fire around the residue treater, but only if the residue
treater contained less than 2 weight percent methomyl equivalent (280 pounds). Post-incident analysis
estimated that the residue treater contained at least 40 weight percent methomyl and 7 weight percent
MSAO just before the runaway reaction initiated, which could not be safely vented by the existing

relief system.

The most important layer of protection against over-concentrating methomyl in the residue treater
was the minimum temperature and minimum flow interlocks on the flasher bottoms feed valve, which
were bypassed the night of the incident. The administrative controls requiring laboratory sampling
were not robust. The most important variable, the chemical composition of the flasher bottoms going
to the residue treater, was not required to be analyzed before or during residue treater operation.
Although analysis results for samples would likely have alerted the operators to the high risk situation
of concentrated methomyl accumulating in the residue treater, these lab results took more than an

hour to process, too long to be an effective input to the operators to prevent overcharging the residue
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treater with concentrated methomyl. The existing layers of protection were inadequate to prevent a

runaway reaction.

3.9 Unit Restart Equipment Problems
Unit staff encountered many problems with equipment during the restart activities. One involved a
longstanding issue with the residue treater heater operation. Others were directly related to the new

control system installation, and some involved equipment malfunctions or misaligned valves.

3.9.1  Residue Treater Heater Performance

The original design basis specified the minimum residue treater operating temperature to be 85 °C
(185 °F), but early system runs did not adequately decompose the methomyl at that temperature.
Subsequent Kinetic studies determined that the ideal safe operating temperature to achieve the
required methomyl decomposition was 135 °C (275 °F). Engineers added a heater in the residue
treater recirculation system to preheat the MIBK solvent to the higher minimum temperature.
However, more than one board operator told CSB investigators the heater could increase the
temperature to only about 130 °C (266 °F). To resolve the issue during start-ups, some board
operators bypassed the minimum temperature safety interlock and manually opened the flasher
bottoms feed valve when the residue treater solvent temperature was within about 5-10 degrees of the
operating temperature. After feeding methomyl and MSAO into the solvent, the exothermic
decomposition reactions generated enough energy to heat the contents the remaining few degrees
needed to satisfy the minimum temperature interlock setpoint, but not enough energy to cause an
explosion. Thus, operators became accustomed to bypassing the interlocks and manually opening the

feed valve before the residue treater contents were at the minimum operating temperature.

On the night of the incident, the residue treater was not pre-filled with solvent, and based on
experience with the heater, the minimum temperature safety interlock was bypassed. The flasher

bottoms were hot enough for the concentrated MSAO and methomyl to begin decomposing. The
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temperature continued climbing until the reaction reached a runaway condition that led to the

explosion.

3.9.2 Broken, Missing, and Misaligned Valves
Other equipment problems continued to disrupt the operators and cause chemical imbalances in the

system.

3.9.2.1 Instrument Drip System Valve

The instrument drip system provided MIBK solvent to various components and instruments to
prevent solids from depositing and accumulating inside pipe and equipment. As “drip system”
implies, MIBK was intended to be added using a minute, drip-wise flow rate into the process stream.
During the methomyl unit outage, a valve on the instrument drip system was inadvertently left out of
a line, so that MIBK flowed continuously into the system. This oversight was not discovered and
fixed until the day before the incident, which allowed off-specification material to proceed through
the process. This “hydraulic load” made maintaining balanced operating conditions in the methomy!l
crystallizers more difficult, which contributed to the high methomyl content in the flasher bottoms

feed to the residue treater.

3.9.2.2 Cooling Water Valve
A broken cooling water valve on an upstream distillation column side-draw condenser further over-
concentrated the MIBK. Without the cooling water, MIBK was not condensing out of the vapor

stream, worsening the solvent ratio imbalance.

3.9.2.3 Residue Treater Recirculation System Block Valves

While examining the damaged unit, CSB investigators discovered, and Bayer later confirmed, that a
valve on the residue treater recirculation heater steam supply was closed, instead of fully opened as
intended. This incorrect valve position should have been identified either during a formal valve

alignment checkout before the unit restart began, or during a residue treater system solvent run.
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However, the staff did not perform either activity before they began the unit restart so the misaligned

valve was not detected during the startup.

The board operator told investigators that he believed that the heater was working correctly because
the residue treater temperature was increasing in a similar way to what he had expected during a
residue treater startup. The CSB concluded that the residue treater liquid temperature was climbing
because highly concentrated methomyl and MSAO were already decomposing and the self-sustaining

decomposition reactions were rapidly increasing and would soon go out of control.

Post-incident examination of the computer data suggested that steam was flowing into the heater
(Figure 19). However, the CSB concluded that with the steam supply block valve confirmed to have
been in the closed position,* the only possible explanation for indicated steam flow was an
improperly calibrated instrument, misaligned vent valve, or malfunctioning flow instrument. This was

yet another example of the inadequate system checkout.

Another equipment malfunction that should have been identified before the restart involved the
residue treater heating/cooling control configuration in the DCS. About 15 minutes before the residue
treater explosion, the data indicated that recirculation flow suddenly dropped to zero

(Figure 11, bottom trace).

“0 The valve was removed from the pipe and visually examined. Water placed in the valve body did not leak
past the seat in any measurable amount.
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Figure 19. Indicated steam flow through the residue treater heater. Vertical dashed line

shows point of vessel failure. Actual flow was zero because valve was closed

Figure 20. Closed steam block valve recovered from residue treater heater steam supply valve
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It was determined that the automatic temperature control system closed both the heater and cooler
flow control valves (see Figure 10) at the same time when the recirculation temperature control
transitioned from heating to cooling. Bayer examined the temperature controller and its investigation
team concluded that

[An] undocumented change in the heating/cooling control scheme was made

during the control system upgrade that resulted in a flow restriction when

changing from heating to cooling.
Regardless of this control system error, both the CSB and Bayer concluded that even if full flow had
been established, the cooler could not remove enough heat to stop the runaway reaction and prevent

the explosion.

3.9.3 Other Process Equipment Problems
At the Institute facility, supervisors commonly left their passwords logged in to allow operators to
bypass safety systems considered troublesome during startup. Without supervisors’ direct

involvement, best practices were ignored to get the process underway quickly.

The excessively high concentration of MIBK caused by the equipment malfunctions upstream
prevented the methomyl from crystallizing in the crystallizers: the methomyl remained dissolved in
the solvent. Dissolved methomyl remaining in the solution caused the liquid level in the centrifuges to
trip a high-level alarm and abort the centrifuge cycle. Operators, unaware that the problem involved a
solvent ratio imbalance in the crystallizers, used the unsecured control system supervisory access*

screen to bypass the centrifuge high-level trip interlock and operated the centrifuges manually.

*! Safety matrix and operating matrix function changes were administratively controlled using a secure
password to prevent inadvertent or unauthorized changes or bypassing without engineering approval.
However, during startup, a supervisor logon to the operator matrix edit screen was left active so that anyone
could defeat the control functions.
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Improper or incomplete checkout and calibration of the Siemens control system caused more
centrifuge problems. A malfunctioning relay in the new system caused the centrifuges to trip off
when the operators attempted to run both at the same time, which was the normal condition. That
problem combined with many recurring high-level alarms in the centrifuges led operators to believe
that the two issues were linked. They did not recognize the real issue: the malfunctioning equipment
upstream of the crystallizer prevented proper methomyl crystallization. Uncrystallized methomyl

increased the liquid level in the centrifuges, which triggered the high level alarms.

3.10 Air Monitoring Systems Deficiencies

3.10.1 Fenceline Air Monitors

Fenceline air monitors are often relied on to determine if chemicals released from a plant enter the
community. The locations of the monitors, as well as their limited chemical sensitivity, often make
release determinations difficult. On the night of the incident, two property fenceline monitoring
devices were operating, one on the east side and one on the west side of the facility. The closest
monitor was more than 800 feet from the methomyl unit and would be effective only if it were
downwind of a release. The monitors were configured to detect chlorine, carbon monoxide, methane,
and oxygen. Each monitor contained a 10.6 eV (electron volt) lamp and a VOC sensor capable of
picking up chemical compounds only within a certain range of ionization energies. Because the VOC
sensor can detect several different chemical compounds, it is useful only in estimating a concentration
if the released material is suspected and possesses an ionization energy in the detectable range. The
AreaRae monitor, which was used the night of the incident, could not detect specific compounds such
as methomyl or some of its intermediates. Laboratory analyses of air or swipe samples were the only
sampling methods available to determine if methomyl was released, but those tests were performed

days later.

The fence line monitors were also unreliable because they could not detect buoyant gas releases

unless strong wind currents drove the gas back down to the detector locations. Weather conditions the
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night of the explosion, including wind direction and velocity, were unfavorable for proper detection

of any toxic or flammable gas by either fence line monitor.*

3.10.2 Unit Air Monitors

The air sample analyzer collected and analyzed samples at 16 locations in the Methomyl-Larvin unit
and near the MIC day tank at 2-minute intervals. The analytical results were recorded in a data
historian and any concentrations exceeding 1.0 ppm triggered a visual alarm notification on a display
panel on the second floor of the Methomyl/Larvin control building and at the board operator’s
console. The analyzer used a fixed filter photometer consisting of an infrared radiation (IR) source to

absorb and detect the concentration of MIC within a range of 0 to 10 ppm.

In May 2008, the analyzer malfunctioned and reported erroneous concentrations in excess of 1 ppm
and failed to activate control building alarms. Two weeks before the August incident, the monitor
data logging system stopped recording for an unknown reason. The analyzer manufacturer worked
with Bayer to resolve the problem, but the analyzer was not repaired and returned to service before

the incident.

Unknown to EOC personnel the monitor was not operating the night of the incident. Assuming it was
working, they concluded that the explosion did not cause an MIC release, or if MIC had been
released, it was being consumed in the fires. The PSSR for the residue treater, completed prior to the
methomyl restart, did not specifically list MIC analyzer operation as a requirement for startup or

operation.

“2 \Weather conditions the night of the incident were 66° F (19° C) and calm wind conditions.
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3.11 Organizational Deficiencies
One experienced methomyl unit operator described how the organizational structure changes
degraded the technical support available during unit operations:

When we started getting rid of people--not getting rid of people--“thinning”--less

technical assistance, if you will. There were some guys, they were in charge--we

had a guy in charge of methomyl, a guy in charge of oxime, and a guy in charge

of the warehouse. And that was their baby. And now we have like one guy doing

it all. No shift supervisor.
This and other interviews led the CSB investigation team to conclude that the multiple shortcomings
in the technical support available to the operators made recognizing and addressing problems with the

system more difficult.

The reorganization resulted in only one Technical Advisor assigned to the entire Methomyl-Larvin
unit who worked the day shift. The Shift Leader was also available to assist but did not work with the
operators on a daily basis, operators relied primarily on the Technical Advisor. However, the night
shift did not have a Technical Advisor on duty. If the board operators had a process question during
their shift, they could call the Shift Leader or Technical Advisor who was on-call on nights and

weekends. The Technical Advisor also served as a liaison to the capital project team.

For the system upgrade capital project, Bayer assigned a second Technical Advisor to assist with the
increased workload. The first Technical Advisor focused on Larvin production, and the new
Technical Advisor, who had no methomyl unit operating experience, focused on methomyl
production. The second Technical Advisor had experience as a technical advisor and had DCS control
system training. That experience, however, was in a different unit and the training was on a different

brand of control system. A highly experienced methomyl unit operator helped the Technical Advisor
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with limited project work such as the functional acceptance testing, but the Technical Advisor was the

primary contact.

In the days leading up to the incident, the only assigned Technical Advisor had worked as many as 15
to 17 hours a day, and 10 hours on the day shift preceding the incident. Throughout the evening
preceding the incident, operators struggled with stabilizing the operating conditions in the methomyl
unit, and yet the Technical Advisor had already left for the day. During this critical first startup using
a new control system, management should have ensured that a highly experienced Technical Advisor

was assigned to the control room staff during both shifts.

A Run Plant Engineer was another person operators could consult for technical assistance. The role of
the Run Plant Engineer varied depending on the needs in the particular unit and mainly involved
working on improvement and repair projects, and turnarounds. The Run Plant Engineer had little
involvement on day-to-day operational support. The Methomyl-Larvin unit Run Plant Engineer had
less than one year of experience before the incident. In his previous assignment, he had primarily
defined and installed improvement and repair projects and did not typically deal with unit startup and
operating issues. This engineer told CSB investigators that he knew very little about the details of the
DCS upgrade project and was not even sure who had been designated as the project manager. More
importantly, he said he lacked knowledge of the methomyl unit equipment and chemistry. He had
hoped to learn more about the process by having greater involvement in the unit startup, but was

unable because operational difficulties on the Larvin unit demanded his attention.

The Production Leader was another resource available to the operators. However, the reorganization
also changed the relationship between the operators and the Production Leader. In the traditional
structure, only one team of board operators reported to a supervisor, but in the self-directed work
structure, the Production Leader was responsible for four self-directed work teams. The methomyl
Production Leader worked the day shift and was responsible primarily for administrative activities

and had little interaction with the operators related to unit startup and operation.
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The organizational changes directly contributed to the incident causes. With the self-directed team
organization in place, management did not directly advise or control the unit restart schedule. The
self-directed work team ultimately decided to start the methomy! unit even though the control system
and some equipment were not ready and the SOP was not up-to-date. Furthermore, management was
so far removed from the process operation that they were unaware that the operators seldom used the
SOP and some bypassed the critical safety interlocks, which directly led to the residue treater

explosion.

3.12 Previous Methomyl-Larvin Unit Incident

On August 18, 1993, at approximately 10:15 a.m., an explosion occurred in the chloracetaldoxime
(CAO) reactor loop of the methomy! unit. At the time of the incident the facility was owned and
operated by Rhone-Poulenc. The explosion caused one death and injuries to two workers who were in
the unit at the time of the incident. Investigators concluded that a flow indicator malfunction led to
over-chlorination of acetaldoxime, which led to a violent decomposition. They further concluded that
the workers’ activities were not causally related to the incident. The explosion ignited a massive fire,

which was fueled by flammable liquids being released by ruptured pipes.
The investigation team made the following recommendations:
o Identify, and treat as critical, all ESD interlock alarms. Examine and rigorously apply the

Institute Plant Alarm Management procedure with regard to nuisance alarms; and

e Review and revise the unit procedures for “Disabling Alarms” and “By-passing
Interlocks” to address a temporary bypass of a safeguard for operational purposes, such

as during a unit startup.

Contrary to the 1993 recommendation to improve administrative controls involving critical process
interlocks, the residue treater incident more than 15 years later directly involved similar improper

control system interlock changes.
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3.13 Emergency Planning and Response

3.13.1 National Incident Management System

The National Incident Management System (NIMS) is an organized system of roles, responsibilities,
and procedures for the command and control of emergency operations. OSHA 1910.120(q) requires
that both public safety and industrial emergency response organizations use a nationally recognized
Incident Command System (ICS) for emergencies involving hazardous materials. ICS is an organized
system of roles, responsibilities, and standard operating procedures used to manage and direct

emergency operations (Figure 21).

Another important component of this network is the Unified Command System (UCS). UCS is a
process of determining overall incident strategies and tactical objectives by having all agencies,
organizations or individuals who have jurisdictional responsibility participate in the decision-making

process.

As part of a comprehensive national incident management system, most state, local, and volunteer
organizations are familiar with the NIMS process and use it for even routine incidents. Interviews
with the St. Albans fire chief, the Kanawha County Sheriff, and Metro 9-1-1 staff revealed knowledge
of the NIMS system and their use of the process in routine incidents such as traffic accidents and

residential emergencies.

On the night of the incident, all of the responding outside agencies communicated via the Kanawha
Putnam EOC. However, the Bayer EOC did not use a shared network to communicate with all
responding agencies; thus, the responding agencies did not receive timely status updates. Important
information updates about the continually changing conditions at the fire scene were not

communicated to the other responding agencies (Knoll, 2005).
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3.13.2 Kanawha Putnam Emergency Planning Committee

The Kanawha Putnam Emergency Planning Committee (KPEPC) history dates back to the 1950s
when it began as the Kanawha Valley Industrial Emergency Planning Council to serve as a mutual aid
group doing business in Kanawha County. In 1995, the KPEPC began functioning as the Local
Emergency Planning Committees (LEPC)* in Kanawha and Putnam counties. The federally
mandated committee includes volunteers from the community, industrial businesses, and
representatives from the emergency response organizations in the area. KPEPC has 12 board
members, 10 annex committees, and about 125 members that oversee emergency response planning.
It is funded by its membership, the U.S. Department of Transportation, and West Virginia state

grants.

KPEPC activities include conducting emergency drills (e.g., fire or hazardous materials spills) with
member companies; holding monthly meetings; and interfacing with other LEPCs in West Virginia.
The committee also serves as a resource and supports training of various emergency response

agencies.

3.13.3 Kanawha Putnam Emergency Management Plan

The Kanawha Putnam Emergency Management Plan provides “general guidelines for planning,
managing and coordinating the response and recovery activities of local government” in the event of a
major emergency or disaster.** The president of the County Commission is responsible for executing
the plan when the emergency involves the county. The plan is divided into a “basic plan” and two
annexes. The “Functional” annex contains guidelines for participating agencies to use in developing

agency-specific operating documents. The “Hazards” annex contains non-routine emergency

** An LEPC is a committee appointed by the state emergency response commission, as required by SARA Title
I11, to formulate a comprehensive emergency plan for its jurisdiction.

* West Virginia Emergency Act Chapter 15, Article 5, “Emergency Services.”
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scenarios. The Emergency Management Director is responsible for the operational aspects of the plan

and plan revisions.

The Basic Plan addresses only governmental organizations—it fails to address roles and
responsibilities of facility personnel in the event of a chemical incident at a facility. The Basic Plan
requires that only one EOC be in place for an emergency and all staffing functions be provided by
emergency response agencies. Furthermore, the plan states, correctly, that an Incident Commander
(IC) is responsible for tactical operations in the field and assigns “absolute control over all on-scene

operations” and requires all emergency activities to conform to the ICS and NIMS.

However, the Basic Plan does not address the facility owner’s roles and responsibilities to establish
an internal incident command structure in accordance with the NIMS process. It does not provide any
information or direction when the facility owner assigns the IC and establishes an EOC, as was the

case during the August 2008 Bayer incident.

The CSB also found that at least two functional annexes contradict the Basic Plan. Chemical HazMat
Response, Annex Al6, states that “the manufacturing facility (plant) Incident Commander will be
part of the Unified Command structure.” Additionally, Mining Accidents, Annex 26, states that
“Initially, the coal company is in charge of the incident.” The annex defines the criteria for official
transfer of the incident command to state and federal government agencies when they arrive on-scene.
The omissions and contradictions in the Basic Plan are likely to confuse critical emergency response

activities in the event of a fire or chemical release at a facility.

3.13.4 Chemical Release Notification Law

In 2009, the State of West Virginia revised the Mine and Industrial Accident Rapid Response System
regulation (West Virginia Code Chapter 15 Article 5B), to require prompt reporting of chemical
releases. The new law applies to all facilities regulated by the EPA Risk Management Program

regulation (40 CFR 68). It does not apply to facilities regulated only by the Occupational Safety and
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Health Administration (OSHA) Process Safety Management standard (29 CFR 1910.119). The law
requires the facility to notify the Mine and Industrial Accident Emergency Operations Center by
telephone within 15 minutes of the industrial facility ascertaining the occurrence of an emergency
event. The regulation also requires the reporting facility to:
e Implement a communications system designed to provide timely information to
appropriate state and local officials;

e Upon request, provide appropriate state and local officials with timely authorized access
to the person or persons charged with managing the event on behalf of the facility and the
area(s) where the emergency event is being managed or the industrial facility's response

to the emergency event is being coordinated; and

e Provide appropriate state and local officials with timely authorized access to any areas

affected by the emergency event.
The law also requires that within 30 minutes of obtaining information that affects the public health,
safety and welfare, state and local officials shall notify the public of any hazardous materials or

events which may affect the area.

3.14 Incident Response and Communication Deficiencies

3.14.1 Bayer CropScience Facility

The Bayer IC led the plant’s internal emergency response team but did not have direct contact with
the Kanawha Putnam EOC. Because the information to and from the Bayer EOC was not part of a
UCS, responding municipal, county, and state agencies were not provided updated and reliable

information regarding the status of the incident throughout the response.

Concerns expressed post-incident cited a number of troubling issues, including police and fire
responders’ potential exposure to toxic substances while performing their duties. Responding
agencies also cited the threat to the surrounding communities due to the lack of timely information
that would have made for better coordination of the shelter-in-place decision-making process. The
CSB could find no evidence of an effort by Bayer to align operations with other responders in a UCS.
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The Bayer IC established radio communication with the Institute VFD fire chief, who was also a
Bayer employee; Bayer fire brigade members; and the Bayer EOC. Information relayed to municipal,
county, and state agencies that responded to the incident was not first-hand in most cases and so was

prone to errors as information was relayed from one source to another.

3.14.2 Facility and Emergency Responders’ Communications

Timely and accurate information updates from the Bayer EOC to the outside emergency responders
were an issue throughout the incident. The quality and lack of timely information regarding the status
of the incident and information necessary to make decisions advising shelter-in-place emerged as
recurring concerns post-incident from participating agencies. The agencies also felt that communities
were placed at greater risk and that better information would have helped in providing useful

advisories to police and fire units.

More than 10 minutes elapsed before Bayer was able to alert Metro 9-1-1 and even then, the
information was inadequate. The guard at Bayer’s main guard shack told investigators that he tried
several times to call them but was unable to get through.* Finally, at 10:42 p.m. contact was made
when the guard was calling for an ambulance to transport a burn victim to the hospital. When the
Metro 9-1-1 operator questioned him about the explosion, the caller indicated that he could not
provide any information.“® Similar exchanges continued throughout the night until the all-clear was

sounded at about 5:50 a.m. the following morning.

Another control and communication deficiency involved possible toxic exposure to on-scene
emergency responders. The decontamination area located outside the fire zone was shut down shortly

after the all-clear was sounded, but before all the emergency responders involved in the fire

*® The Metro 9-1-1 operator made a similar observation as he attempted to call the Bayer site.

%6 Bayer management instructed the guard, who was the official point of contact with Metro 9-1-1 for such
communications, not to provide any information other than what the IC directed.
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suppression activities had decontaminated their clothing and equipment. The responders from the

Tyler Mountain Fire Department returned to their fire station with contaminated gear. The CSB

learned that the next day they complained of symptoms indicative of toxic exposure.

3.14.3 Kanawha Valley Emergency Communications Process Improvement
Initiatives

The Kanawha Putnam Emergency Plan requires that police, fire, and EMS dispatch be coordinated

and directed from the Metro 9-1-1 call center. Located in Charleston, West Virginia, the facility

employs about 100 dispatchers, administrative support, and supervisors. All calls for emergency

assistance requiring municipal or county resources are consolidated through the call center. Metro 9-

1-1 is also a member of the KPEPC and participates in the committee meetings.

To address the communication issues that occurred during the Bayer incident response, Metro 9-1-1
and KPEPC developed new tools and processes for use by the agencies charged with emergency
response in the Kanawha Valley. Post-incident, Metro 9-1-1 participated in a drill with the Institute
site and local emergency response organizations and implemented the following emergency response
improvements:
e Developed a list of questions to use when any fixed facility calls the center and trained all
telecommunications personnel;

e Toimprove response times when receiving calls for assistance, Metro 9-1-1 no longer
serves as the conduit for KPEPC reporting requirements.*’ Plants complete and submit

chemical release information forms to the KPEPC within 14 days of an incident;

o Established one-mile zones around fixed facilities for rapid, automatic reverse ringdown

phone calls in the event of a release;

*" Releases of Extremely Hazardous Substances as listed in 40 CFR 355, Appendix A, or chemicals that require
release reporting as defined in section 103(a) of the Comprehensive Environmental Response, Compensation
and Liability Act (CERCLA), Must be reported to LEPCs within 14 days of a chemical release.
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Table 2. New Metro 9-1-1 questionnaire for fixed chemical facilities
(Courtesy Metro 9-1-1)

Fixed Facility Chemical Questions

1 What is your name?

2 What is your title?

3 What is the address/Location of the actual alarm?

4 What phone number do we use to call back about the alarm?
5 Is any outside assistance requested?

If the nature of the alarm or chemical is not known at this point, cease questions

On initial call only:

until plant personnel call back

6 - How is it spelled? and/or

What is the Chemical involved?

- What is the CAS number?

7 Is the chemical involved on the "extremely hazardous" list?

Has the chemical been released into the air, water, or ground?
If there has been a release, is it a "reportable quantity"?

9 Are there any recommended protective actions for the public?

Established a 15-minute rule (starting when the call is first received) for the Metro 9-1-1
Emergency Management Director to call for an advisory shelter-in-place if the call center
has knowledge of an event, but the company has not provided timely or quality
information about the material involved in the release. (Section 3.13.4 discusses the new
state law that requires facility owners to report certain chemical releases to the Mine and

Industrial Accident Emergency Operations Center);
Developed a process for emailing residents in the affected zone when a release occurs;

Developed a protocol for notification when a release is reported to Metro 9-1-1 that uses

email, reverse ringdown phone calls, and emergency sirens;

Increased call center phone capacity by 50 percent to address increased telephone traffic

during emergencies;
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e Identified mid-level personnel contact information for Bayer, DuPont, and Dow who are

authorized to talk directly with Metro 9-1-1 staff during an emergency; and

o Developed a matrix that identifies the information that should be provided to the public

as soon as it becomes available.

To address the communication problem between the Bayer EOC and METRO 9-1-1, Bayer installed a
dedicated telephone line that directly connects the Bayer EOC to Metro 9-1-1. This is intended to
ensure that overloaded phone lines do not block calls between the two parties, which typically occur

in such incidents.

3.15 Environmental Impact

More than 2,000 gallons of toxic and flammable liquid was expelled from the residue treater, ruptured
piping, and other equipment, most of which burned in the ensuing fire. Although the residue treater
feed contained significant quantities of methomyl and MSAO, those chemicals were rapidly
decomposing in the residue treater. Post-incident, trace amounts of methomyl were found in swipe
samples from equipment in the vicinity of the explosion; however, the specific quantities of un-
decomposed or unburned methomyl or other toxic chemicals that might have escaped into the

atmosphere were indeterminate.

The MIC day tank and cross-unit transfer piping were not damaged in the incident. However, the
liquid in the residue treater contained significant quantities of methomyl and MSAOQ products of
decomposition and possibly some quantity of methyl isocyanate.*® MIC might have also been
released from ruptured process piping and vent piping. MIC is flammable and highly reactive with

water; at least some of any released MIC likely burned in the fire or reacted with the water used to

“8 The flasher bottoms likely contained small amounts of MIC, and MIC could have been one of the products of
the methomyl decomposition reaction.
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fight the fires. There were no reports of river water contamination or other offsite ground

contamination.

3.16 MIC Day Tank Blast Shield Analysis

The MIC day tank was adjacent to the methomyl-Larvin unit. A steel rope mesh ballistic shield (blast
blanket), mounted on the sides of and on top of a structural frame, protected the tank in the event of
an explosion in the unit or nearby equipment (see Figure 2). Flying debris from the residue treater

explosion struck the blast blanket. The fires radiated intense heat on the blast blankets.

After the incident, Bayer removed the blast blanket and the MIC day tank insulation and associated

piping. They visually examined the day tank for impact or heat damage. They also pressure tested the
day tank. The day tank showed no evidence of heat damage— the blast mat provided highly effective
protection against radiant heat from the external fires. The examination and testing confirmed the day

tank and associated piping were not damaged by the explosion.

As reported by the blast mat manufacturer and confirmed by independent studies, the blast mat
provided effective protection against penetration by small projectiles traveling at near sonic velocity,
as well as penetration by a large fragment travelling more than 100 miles per hour.*® An analysis
commissioned by Bayer after the August 2008 incident also concluded the blast mat provided

effective protection against small, high-velocity projectiles.

To fully protect the day tank, the blast blanket and frame assembly had to absorb the dynamic energy
from any debris strike. The original structural frame design only considered the blast mat weight and
wind loading, it did not examine dynamic loading. The CSB analyzed the structural frame to

determine if it provided adequate protection against overpressure blast energy and a large projectile

*® The manufacturer worked with the Israeli Defense Force and the Southwest Research Institute to evaluate the
ballistic shield design. Testing demonstrated that it is capable of withstanding detonation pressures resulting
from thousands of pounds of TNT more than 30 feet from the source of the detonation.
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impact into the blast mat (Appendix C). The analysis examined both maximum theoretical deflection
and structural component failure. It concluded that the structural frame was adequate to prevent
damage to the MIC day tank and attached vent pipe from the overpressure energy. The analysis
concluded that the structure provided only marginal impact energy absorption protection from a large

fragment strike at velocities predicted to result from the residue treater explosion.

Therefore, had the residue treater traveled unimpeded in the direction of the day tank, and struck the
shield structure just above the top of the MIC day tank, the shield structure might have impacted the
relief valve vent pipe. A puncture or tear in the vent pipe or MIC day tank head would have released

MIC vapor into the atmosphere above the day tank.
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4.0 Methyl Isocyanate Risk Reduction at the Institute
Facility
4.1 Congressional Action
In May 2009, the U.S. House of Representatives Committee on Energy and Commerce sent a letter to
the U.S. Chemical Safety Board Chairman requesting that the Board:
1. *“Conduct an investigation to determine options for Bayer to reduce or eliminate the use
or storage of MIC by switching to alternative chemicals or processes.”

2. “Determine whether Bayer has adequately examined the feasibility of switching to

alternative chemicals or processes.”

3. “Provide specific recommendations for Bayer and its state and federal regulators on how

to reduce the dangers posed by on-site storage of MIC.”

4. “Brief our staff on the Board’s findings and recommendations at the end of its

investigation.”

In the fall 2009, the Congress appropriated $600,000 to the CSB fiscal 2010 budget and directed that

the funds

[S]hall be for a study by the National Academy of Sciences [NAS] to examine the
use and storage of methyl isocyanate including the feasibility of implementing
alternative chemicals or process and an examination of the cost of alternatives at
Bayer CropScience facility in Institute, WV.
The NAS study was designed to address item 1 in the May 2009 committee request. Historical studies

addressing MIC alternatives conducted by Bayer and the prior owners of the Institute facility are

discussed in Section 4.2.
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The CSB published a draft scope of work for the NAS study in The Federal Register™ on April 23,
2010, to solicit public comment. The CSB reviewed all submitted comments and revised the NAS
scope of work. The CSB awarded the contract to the NAS in September 2010. The CSB is currently
considering the impact of Bayer’s announcement concerning the planned total elimination of MIC on

the NAS study.

4.2 Alternative MIC Technology Analysis History

4.2.1  Union Carbide Corporation Studies

UCC began alternative MIC technology research in November 1976. The initial research focused in
the area of “adducts,” which are chemical structures that can be easily added and removed from the
desired chemical. The intention of an adduct is to change undesired characteristics of the chemical to
which the adduct is attached. In the case of MIC, the adduct made it water soluble and ultimately less
hazardous should it escape containment. However, the MIC adduct was not easily removed, so it

contaminated the insecticide products.

In July 1984, UCC researched a palladium catalyzed reaction that had the potential to completely
eliminate both MIC and phosgene use. However, the cost of the catalyst greatly outweighed any
potential feasibility for this process. At the time, it would have cost more than $14 per pound of

insecticide, merely to cover the cost of the palladium catalyst, which was cost prohibitive.

During its ownership, UCC reviewed 97 patents dealing with alternative technologies to MIC
production but concluded that none could perform as well as the existing process. In the last year of

the facility ownership, UCC found three different pyrolysis> techniques that showed promise to

*® The Federal Register. Chemical Safety and Hazard Investigation Board, National Academy of Sciences
Study, Vol. 75, No. 78 / Friday, April 23, 2010, pg. 21223.

51 pyrolysis is a term for chemically decomposing organic materials through heating--a form of thermal
decomposition.
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eliminate phosgene and/or reduce the MIC stockpile, but sold the facility before completing the

studies.

4.2.2 Rhone-Poulenc Studies

Rhone-Poulenc continued research into pyrolysis through March 1989, but determined that the
pyrolysis approach to manufacturing pesticide products was not cost-effective. Rhone-Poulenc also
researched different approaches to operating the processes that use MIC and phosgene, intending to
reduce the stockpiles of both. In all five new techniques studied, Rhone-Poulenc concluded that either
the stress placed on the process equipment was too great or the new process would be unacceptably

difficult to control.

Following the deadly MIC release from the Union Carbide facility in Bhopal, India, in 1984, DuPont
implemented a new technology for producing the carbamate pesticide methomyl at its plant in La
Porte, Texas, which did not require a large inventory of MIC. The technology also eliminated
phosgene from the production process. In DuPont’s technology, the less acutely toxic chemical
methylformamide is converted into MIC on an as-needed basis and immediately consumed in a
subsequent reaction, avoiding the need to store MIC. In the 1980s, Bayer itself used a similar
approach to producing the carbamate pesticide propoxur in Europe; according to a published account,
Bayer used an alternative chemistry where MIC was produced and consumed in tandem

(Worthy, 1985).

Rhone-Poulenc also researched various in-situ processes for MIC, which would allow MIC to be
synthesized and almost instantly consumed in the process line. This form of production eliminates the
MIC stockpile and often removes the need for phosgene. In February 1989, Rhone-Poulenc analyzed

the in-situ process DuPont used but did not adopt the technology, possibly due to patent restrictions.

In December 1989, Rhone-Poulenc reviewed what was thought to be a promising in-situ process

proposed by Enichem. The Enichem process was going to be used at a facility in Brazil, and the
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suggestion was that it could also be used at the Institute facility. The available historical records did

not explain why Rhone-Poulenc did not implement the Enichem technology.

4.2.3 Bayer CropScience Studies

Bayer CropScience continued to research the Enichem in-situ process that would eliminate phosgene

and the MIC stockpile. However, the company reported that a byproduct of this reaction degrades the
effectiveness of pesticide products by nearly 50 percent. As of August 2010, Bayer claimed that it has
had not found an alternative to MIC suitable for its products manufactured in Institute, West Virginia.
Bayer however committed to cooperate with the NAS and consider the recommendations that result

from the NAS study.

4.3 Bayer CropScience MIC Storage Reduction

Concern expressed by many in the community, local regulators, and Congress ultimately prompted
Bayer CropScience to reevaluate MIC use at the Institute facility. In August 2009, the company
reported that the use of MIC would not be eliminated at the facility and that in-situ production of MIC
at the operating units where MIC is used was not a viable alternative. However, Bayer committed to
significantly reduce the on-site inventory of MIC, make process unit upgrades, and continue to study
alternate chemistries that could eliminate the need for MIC for pesticide production. The full text of

the Bayer CropScience announcement is contained in Appendix D.
Bayer management announced the following planned changes at the Institute facility:

1. Reduce the MIC storage at the Institute facility by 80 percent;
2. Eliminate all aboveground MIC storage;
3. Eliminate all transfer, storage, and use of MIC in the West Carbamoylation Center; and

4. Eliminate manufacturing methomyl and carbofuran.

Bayer did not repair the damaged Methomy! unit and abandoned methomyl production at the Institute

facility. Bayer negotiated a carbofuran unit shutdown schedule with FMC, the owner of the unit,
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which ended carbofuran production in August 2010.> Bayer then stopped storing MIC in the

Methomyl-Larvin unit day tank.

Bayer also committed to replacing the MIC production unit underground storage system with new,
smaller storage vessels and a new underground containment vault. Bayer further committed to
decommissioning the remaining aboveground storage vessels at the facility. Bayer CropScience
management also stated to the CSB it would revise the MIC system Process Hazard Analysis and
commission an independent review of the PHA. The facility upgrade work is scheduled to be

complete by February 2011.

Subsequent to Bayer’s announcement of its MIC inventory reduction plans, in August 2010 the
Environmental Protection Agency and Bayer reached an agreement to phase out the production of
aldicarb, one of two remaining MIC-derived pesticides made in Institute, by the end of 2014. On
January 11, 2011, Bayer announced plans to end the production of both aldicarb and carbaryl by mid-
2012 and thereby eliminate the production, storage, and use of all MIC and phosgene. Bayer stated it
would continue to produce Larvin at the plant by the conversion of methomyl purchased from

commercial sources; however, this process does not require MIC or phosgene to operate.

%2 On May 15, 2009, the Environmental Protection Agency revoked all food tolerances for carbofuran and
effectively prohibited the use of the pesticide. The EPA stated that “dietary, worker, and ecological risks are
unacceptable for all uses of carbofuran.” See
http://www.epa.gov/opp00001/reregistration/carbofuran/carbofuran_noic.htm, January 9, 2011.
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5.0 Regulatory Analysis

5.1 Occupational Safety and Health Administration

5.1.1 Process Safety Management Program

The PSM standard requires employers to prevent or minimize the consequences of catastrophic
releases of highly hazardous chemicals. PSM applies to processes that involve any of 137 listed toxic
chemicals at, or above, threshold quantities and processes with flammable liquids or gases onsite in
one location in quantities of 10,000 pounds or more. The Methomyl-Larvin unit was covered by the
PSM standard because it contained listed toxic chemicals including methyl isocyanate (threshold
guantity [TQ] = 250 pounds); methyl mercaptan (TQ = 5,000 pounds); and various flammable liquids
including hexane and methyl isobutyl ketone, each in quantities significantly above the 10,000 pound

flammable liguid/gas TQ. Chlorine (TQ = 1,500 pounds) is also used in the methomyl unit.

The PSM standard requires the owner to perform an initial PHA [1910.119(e)], and to revalidate the

PHA at least every five years thereafter. Furthermore, the standard requires the employer to

[A]ssure that recommendations are resolved in a timely manner and that the
resolution is documented; document what actions are to be taken; complete
actions as soon as possible; develop a written schedule of when these actions

are to be completed.

5.1.2 PSM Inspections at the Bayer Facility

OSHA conducted a planned inspection of the Bayer Institute facility in 2005. The inspection
identified deficiencies in PSM program elements including conduct of PHAs and compliance audits.
After the August 2008 incident, OSHA conducted a compliance audit that focused on the Methomyl-

Larvin unit.
In addition to the PHA deficiencies discussed in Section 3.3, both the CSB and OSHA investigations

found that many PHA recommendations had not been resolved, including operating procedure

95
000117



deficiencies and deficient hazard analyses. Delays in addressing these issues persisted even after the
methomyl system PHA conducted in 2005 identified the problem.> The Bayer PSM-facilitated self-
assessment, dated Oct 30-Nov 9, 2007, again identified that many action items, called “risk sheets,”
from the 2005 PHA remained incomplete and unassigned. An internal Bayer memo dated August 7,

2008, three weeks before the incident, noted 48 open risk sheets.

The CSB investigation team also identified other significant PSM program deficiencies associated
with Operating Procedures [1910.119(f)]; Training [1910.119(g)]; and Pre-startup Review
[1910.119(i)], which are discussed in Section 3.0. The OSHA inspection conducted after the incident
identified 12 items that violated the PSM program requirements, two of which OSHA classified as

“repeat” violations.

5.1.3 PSM Program Deficiency Findings in Other CSB Investigations
The PSM program deficiencies identified in the Bayer incident investigation parallel findings in many
other CSB investigations (Table 3). Notably, the BP Texas City refinery investigation identified PSM

deficiencies in MOC, PHA, PSSR, and operating procedures practices.

At the BP Texas City refinery CSB investigators found that, “deviations from the procedure were
made without performing MOC hazard analyses.” The same situation occurred during the methomyl
unit startup at Bayer. The CSB identified organizational change control deficiencies existed at both
BP and Bayer. In the case of the BP incident, the company did not apply the PSM MOC process to
evaluate the organization changes in the Isom unit operation. Although Bayer applied the MOC
process to the organization redesign implemented in 2007, the MOC failed to adequately address the
impact the changes had on technical support during special operating situations, such as the methomyl

unit startup with a completely new control system.

%% The recommendations and corrective action listed in the 2005 PHA report to Bayer management contain the
finding that “some areas of concern were identified...Many of the risk sheets identified in previous PHAs
have not been mitigated.”
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Table 3. Common PSM program deficiencies identified in CSB investigations

Standard
PHA MOC | PSSR Operating
Procedures
Bayer (2008) [ X X X X
BP (2005) | X X X X
Formosa (2004) [ X X X
DPC (2002) | X X
Honeywell (2003) | X X
INDSPEC (2008) [ X X
Motiva (2001) | X X X
Sierra (1998) | X X X
Tosco (1999) X
Valero (2007) | X X

The CSB determined that PHAs and PSSRs performed at both BP Texas City and Bayer were not
sufficient. In both cases, the PHAs failed to address operating conditions involving bypassed or
inoperative safety devices. At BP Texas City, the CSB determined that, “none of the PSSR procedural
steps were undertaken for the ISOM startup.” This is echoed in the Bayer case, as personnel
improperly identified the PSSR as complete, and thus they proceeded with the methomy! unit startup

even though equipment was not properly installed or calibrated.

At Bayer, longstanding operating procedure deficiencies played a significant role in the accident. As
was the case in the BP incident, the CSB found that, “management did not effectively review the
available computer records of [SOP] deviations and intervene to prevent future deviations.” The staff
should have corrected the operational problems before they proceeded with the unit restart.
Furthermore, management did not enforce procedural compliance or proper application of MOC to

ensure SOP errors were corrected. In all six CSB investigations that identified SOP problems, each
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incident involved SOP deviations that became “necessary violations” to get the job done

(Hopkins, 2000).

514 OSHA PSM Chemical National Emphasis Program

Since the Process Safety Management of Highly Hazardous Chemicals standard was promulgated in
1992, OSHA has found that even employers with extensive written PSM programs may not
effectively implement the programs on their covered processes. On July 27, 2009, OSHA issued a
directive to implement a pilot national emphasis program (NEP) for chemical facilities covered by the
PSM standard. The NEP directs certain OSHA regional offices to verify that the activities actually
performed by employers are consistent with the employer’s written program and with the
requirements of the standard. This NEP requires auditors to use investigative questions focused on a
limited number of specific PSM program activities, rather than the traditional PSM program
inspections that involved comprehensive, but broad, open-ended, and resource-intensive compliance
evaluations. The NEP is intended to “allow for a greater number of inspections by better allocation of
OSHA resources” [OSHA Directive 09-06 (CPL 02)]. It applies to planned inspections in the pilot
regions, and unplanned inspections OSHA-wide. On July 8, 2010, OSHA superseded Directive 09-06
with Directive 10-05. The revision extended the NEP through September 2010 and encouraged State
Plan adoption of the program. In October 2010, OSHA extended the directive in Regions 1, 7, and 10.
OSHA continues evaluating the results of the pilot chemical industry NEP, and plans to make

appropriate modifications to improve its effectiveness, and extend the NEP to all ten regional offices.

5.1.5 OSHA PSM Citations Follow-up Deficiencies

OSHA has issued many citations to companies for failure to comply with the PSM standard.
Generally, the companies are required to submit written certifications to OSHA that assert the
corrective actions have been implemented, as Bayer submitted in response to the citations that

resulted from the 2005 planned inspection. Furthermore, OSHA can levy significant penalties when
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they determine that a company has a repeat violation, or has failed to abate workplace hazards cited in

a previous inspection.

The CSB found, as did OSHA, that contrary to the certifications made by Bayer, some corrective
actions were not implemented adequately. The CSB further found that OSHA does not always
conduct follow-up field inspections to verify that companies have, in fact fully implemented agreed-
upon corrective actions. OSHA field inspections that occur through planned inspections, complaints,
referrals, or accident investigations do not necessarily examine the adequacy of corrective actions
from previous inspections that a company has certified to be complete. Follow-up inspections

specifically intended to confirm corrective action status are utilized only occasionally.

5.2 Environmental Protection Agency
Risk Management Program

The EPA Risk Management Program (RMP) regulation (40 CFR 68), mandated by Section 112(r) of
the Clean Air Act Amendments of 1990, regulates the use of highly hazardous chemicals at facilities
(stationary sources). The purpose of the RMP is to prevent accidental offsite releases of these
substances and ensure that the company and community are able to respond effectively in case of a
release. The regulation applies to facilities that use or store regulated substances that exceed threshold

guantities specified in the EPA regulations.

5.2.1 Application of the Bayer CropScience Risk Management Program

The Methomyl-Larvin unit and other units in the facility are subject to the RMP rule. The unit
contained two listed toxic chemicals, methyl isocyanate (TQ = 10,000 pounds) and methyl mercaptan
(TQ = 5,000 pounds). Bayer also reports six additional RMP regulated chemicals are used at the

facility (Table 4).
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Table 4. RMP covered chemicals in Bayer process units

Chemical

Threshold Quantity
(pounds)

ammonia

10,000

chlorine

2,500

trichloromethane

20,000

methylamine

10,000

methyl mercaptan

5,000

phosgene

500

trimethylamine | 10,000

The EPA requires the facility owner to assign to each covered process one of three “prevention
program” levels based on offsite consequence analyses, incident history, and PSM program
applicability. Program 1 is the lowest, simplest management program. Program 2 is an intermediate
management level program with added program elements and basic documentation requirements.
PSM-covered processes cannot be designated Program 2. Program 3 is the highest level management
program. All PSM program activities and records are directly applicable to the Program 3 regulatory
activities. Most PSM-covered processes fall into Program 3, as do the Bayer Institute facility

processes that involve the seven RMP listed chemicals.

Each covered process must undergo a hazard assessment (40 CFR 68, Subpart B) in which the owner
is required to prepare a “worst case release scenario” and an “alternative release scenario” for each

covered process. Different analysis criteria apply based on whether the covered chemical is a toxic or
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flammable material. The hazard assessment also requires inclusion of the “five year accident history.”
The results of the hazard assessment, along with other pertinent information for each covered process,
must be submitted to the EPA. This Risk Management Plan (40 CFR 68, Subpart G) is prepared and

submitted electronically and must be periodically updated by the facility owner.

The most recent Bayer CropScience Institute facility Risk Management Plan submittal preceding the
August 2008 incident was dated July 2007. It states:

The phosgene and MIC units [sic] on-site inventories have been minimized as far

as practicable in order to minimize the potential impact in the event of a release.

In 1992 and 1993, the phosgene process was rebuilt and the MIC process was

modified to achieve these improvements following a thorough study of potential

release scenarios.

The Risk Management Plan also discusses air emissions controls: “All of the processes covered by
RMP utilize scrubbers and flares to destroy emissions from the process to minimize releases to the

atmosphere.”

The five-year accident history for the RMP-regulated chemicals reports an accident that released
approximately 15 pounds of phosgene (October 1999), another that released less than 1 pound of
chlorine (May 2000), and a third that released approximately 3,000 pounds of liquid chloroform
(August 2001). Each resulted in one or more worker exposures, and the phosgene release prompted a
shelter-in place-alert. However, the company reports none of the releases involved offsite

consequences.

5.2.2 EPA Inspections at the Bayer Institute Facility
The CSB searched the EPA Enforcement and Compliance History Online database for a record of
EPA program audits or inspections at the Bayer facility. The database identified three evaluations of

the Clean Air Act, Section 112(r), the first in 2005 and the second in 2006, which involved the MIC
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production unit. A third evaluation occurred in 2007.>* None of the evaluations resulted in any

enforcement action by the EPA.

5.2.3 EPA Office of Inspector General Risk Management Program Review

In 2008, the Office of Inspector General (OIG) of the U.S. Environmental Protection Agency
conducted a review of the EPA implementation and oversight of the Risk Management Program
(40 CFR 68). The OIG issued the final report, EPA Can Improve Implementation of the Risk

Management Program for Airborne Chemical Releases, Report No. 09-P-0092 on February 10, 2009.

The OIG review found that EPA had not inspected or audited more than half (296 of 493) of the high-
risk facilities. EPA Region 3, which includes West Virginia, had the highest RMP inspection rate
of high-risk facilities (96 percent).
The report contained two significant recommendations to the EPA:

e Strengthen its inspection process to provide greater assurance that facilities comply with

Risk Management Program requirements, and
o Develop inspection requirements to target higher-priority facilities for inspection and
track its progress in completing inspections of these facilities.
The CSB also found during other incident investigations involving RMP covered processes that the
EPA has seldom performed comprehensive audits or inspections of RMP programs at the facilities

where the incident occurred.

In a May 2009 memorandum to the Office of Inspector General, EPA Office of Enforcement and
Compliance Assurance agreed with the OIG recommendations. It revised the definition of a high-risk
facility and reported that it would “work with the regions to develop an approach for targeting high

risk facilities to make the best use of our limited inspection resources.” EPA also revised the fiscal

* The EPA Enforcement and Compliance History Online database lists Bayer as the owner for the 2006
evaluation and Union Carbide Corporation as the owner for the 2005 and 2007 evaluation.
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year 2010 National Program Managers Guidance to require the regions to “require at least 10 percent
of the total number of 112(r) inspections at defined high risk facilities.” Finally, EPA agreed to

improve compliance inspection tracking of high-risk facilities.

5.3 State and Local Government Programs

5.3.1 Contra Costa County California Hazardous Materials Safety Ordinance

In 1999, the Contra Costa County, California Board of Supervisors approved an industrial safety
ordinance® that established broad authority to the county health services department to oversee
stationary sources in the refining and chemical industries in unincorporated areas in the county. The

ordinance contains the following key elements:

e The owner shall prepare a Facility Safety Plan and submit it to the department. The Plan shall
include:

- Human factors and safety culture assessments

- Consideration of inherently safer technologies in the PHA.
e The county health services department shall:

- Conduct tri-annual audits of all submitted Safety Plans,

- Hold public meetings on the facility safety plan,

- Collect and maintain certain documents in a public information bank, and

- Conduct an annual program performance review and issue a written report.
e The facility owner shall:

- Allow the department to investigate an accident site and directly related facilities and
submit an annual report of all accidents,

- Document the decision made to implement or not implement all process hazard analysis

recommended action items and the results of recommendations for additional studies, and

- Periodically conduct a safety culture assessment.

%% Contra Costa County, California, Ordinance Code Title 4 — Health and Safety, Division 450 — Hazardous
Materials and Wastes, Chapter 450-8 — Risk Management.
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The State also authorized the county to collect fees from each covered facility to fund the program.

The department maintains a full-time staff of technical specialists who administer the program,

perform the required audits, and conduct incident investigations. The City of Richmond adopted a

similar ordinance in 2002 that mirrors the Contra Costa County ordinance.

The ordinance requires the Health Services department to conduct annual program reviews to

evaluate the effectiveness of the program, discuss the results of audits completed by the department,

and present various program metrics. The November 2009 annual audit®® concluded:

The number and severity of the Major Chemical Accidents or Releases have been
decreasing since the implementation of Industrial Safety Ordinance. The
implementation of the Industrial Safety Ordinance has improved and, in most
cases, is being done as required by the ordinance. It is believed that by continuing
implementation of the Industrial Safety Ordinance and strengthening the
requirements of the Ordinance that the possibility of accidents that could impact

the community has decreased.

The ordinance applies to three refineries and four chemical facilities in the county as
reported in the audit. The audit report also includes the results of the City of Richmond
ordinance, which includes one refinery and one chemical facility. The total fees assessed
to the covered facilities in 2008 were less than $440,000. For the same period, the county
reported that 4400 hours were charged in support of the ordinance. The report notes a
significant decrease in the number of “major chemical accidents and releases” at covered

facilities, from 11 incidents in 2001 to zero incidents in 2009.

As the CSB previously noted in its BP Texas City refinery investigation, the Contra

Costa program has the benefit that covered facilities are regularly inspected for process

% http://cchealth.org/groups/hazmat/industrial _safety ordinance.php, October 2010.

000126

104


http://cchealth.org/groups/hazmat/industrial_safety_ordinance.php�

safety compliance every three years by a team of trained engineers employed by the
county and funded through fee collection. By contrast, as the CSB and others noted,
comprehensive OSHA and EPA safety inspections of high-hazard chemical facilities
have historically been infrequent. OSHA and EPA process safety inspections do not

occur on a regular schedule and often result only from a serious accident or complaint.>’

5.3.2 New Jersey Toxic Catastrophe Prevention Act

The New Jersey state legislature enacted the Toxic Catastrophe Prevention Act (TCPA) in 1985 in
response to the release of MIC in 1984 from the Union Carbide India Limited plant in Bhopal. The
TCPA was one of the first regulatory programs in the nation to impose more stringent requirements
on chemical facilities to reduce the risk of accidental releases. The TCPA is part of the New Jersey
Department of Environmental Protection (DEP) Bureau of Release Prevention and has been accepted

by the U.S. EPA for implementing the Risk Management Program regulation (40 CFR 68).

The TCPA is intended to protect the public from catastrophes caused by the release of Extraordinary

Hazardous Substances (EHS) *® and Reactive Hazard Substances (RHS).*® Facilities covered under

%" In 2007, the CSB recommended in its BP Texas City investigation that OSHA “strengthen the planned
comprehensive enforcement of the OSHA Process Safety Management (PSM) standard” and “establish
the capacity to conduct more comprehensive PSM inspections by hiring or developing a sufficient cadre
of highly trained and experienced inspectors.”

*8 An EHS is any substance or chemical compound used, manufactured, stored, or capable of being produced
from on-site components in this State in sufficient quantities at a single site such that its release into the
environment would produce a significant likelihood that persons exposed will suffer acute health effects
resulting in death or permanent disability.

% An RHS is an EHS that is a substance, or combination of substances, which is capable of producing toxic or
flammable EHSs or undergoing unintentional chemical transformations producing energy and causing an
extraordinarily hazardous accident risk.
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the act must submit a Risk Management Plan for all covered processes. Additionally, the DEP may

require owners or operators to do the following under the TCPA:

¢ Immediately submit a risk management program for the DEP to review,
e Perform a safety review, hazard analysis, or risk assessment,
e Immediately take risk reduction actions or implement a risk reduction plan, and

o Cease operating until the identified risks have been abated.

The TCPA incorporates the EPA RMP list of toxic chemicals and threshold quantities; however, the
TCPA EHS list contains several chemicals with lower thresholds than the RMP. The TCPA list also
contains some chemicals for which the RMP does not apply. Facilities in New Jersey that process
listed EHSs or RHSs in excess of the threshold quantities must submit a TCPA-specific Risk
Management Plan to the DEP. The facility must also submit an EPA-specific Risk Management Plan
as required by 40 CFR 68 Subpart G if the chemical is listed in the EPA RMP and the quantity

exceeds the EPA threshold quantity.

Facilities with substances or mixtures containing substances on the RHS list must conduct a hazard
assessment under the TCPA. The RHS list contains 30 specific reactive chemicals and 43 functional
groups that exhibit reactive hazards such as water reactivity and pyrophoric or self-reacting
properties. Operators must determine applicability of substances and mixtures to the RHS
requirements by conducting calorimetry tests, literature reviews, or engineering calculations to
determine the heat of reaction. The RHS threshold quantity ranges from 13,100 pounds for the lowest
heat of reaction value (100 calories per gram) to 2400 pounds for a heat of reaction at, or above 1000

calories per gram.

In June 2008, the state amended the act to require facilities to conduct inherently safer technology
(IST) reviews, to provide improved risk reduction. A team of qualified experts are required to conduct

the IST reviews, as well as operations and union representatives. Each covered facility must
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determine whether IST is feasible and take into account environmental, health and safety, legal,
technological, and economic factors into the analysis. The IST review must be submitted to the TCPA

and updated on a 5-year basis, or with major process modifications.

As of March 2010, the TCPA has eliminated the less rigorous RMP Program 1and Program 2 criteria
[40 CFR 68.10(b) and (c)]; it now requires all covered processes to be classified and managed in
accordance with Program 3. It is the most rigorous toxic chemical environmental regulatory program

in the United States.

5.3.3 Hazardous Materials Regulatory Oversight in West Virginia

Like Contra Costa County, the Kanawha valley has many facilities that handle large quantities of
hazardous materials, some of which are acutely toxic. The EPA RMP database contains 15 facilities
that report EPA Risk Management Program covered chemicals assigned as Program level 3 in
Kanawha County. Statewide, the RMP database contains 54 facilities with Program level 3 plans. The
region contains environmentally sensitive areas such as the Kanawha River, which is also an
important transportation corridor. In addition to the serious incident at Bayer’s Institute plant in
2008, the CSB is currently investigating a series of incidents that occurred in 2010 at the DuPont
chemical plant in nearby Belle, West Virginia, including a fatal release of phosgene gas on January
23. Although the CSBs final report on the DuPont incidents remains to be completed, the incidents at
DuPont also reveal process safety deficiencies that were not detected or corrected through existing
regulatory enforcement mechanisms. In the Kanawha valley where both Bayer and DuPont are
located, neither the state nor the local government has a program or regulation in place that requires
or authorizes direct participation with facility safety planning and oversight even though many

community stakeholders have long campaigned for such involvement.

The West Virginia Code Chapter 16, Public Health, charges the state public health agency with
providing “Essential public health services” i.e., activities necessary to promote health and prevent

disease, injury and disability for the citizens of the state.” The code authorizes the commissioner of
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the bureau for public health “To make inspections, conduct hearings, and to enforce the legislative
rules concerning occupational and industrial health hazards.” The Secretary of the state department
of health and human resources may also propose “Fees for services provided by the Bureau for Public

Health.”

If the West Virginia Department of Health and Human Services were to implement a program similar
to the California safety ordinance, it would likely improve stakeholder participation and awareness,

and improve emergency planning and accident prevention.
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6.0 Key Findings

6.1

6.2

Process Hazard Analysis

1.

The PHA team did not validate the assumptions in the PHA including accuracy of the

SOP, conformance to the SOP, and control of process safeguards.
The residue treater layers of protection to prevent a runaway reaction were inadequate.

Previous PHA action items were not closed in a timely manner, including operator

training and control of process safeguards.

The methomyl unit SOP was overly complex and not reviewed and approved prior to the

methomyl unit startup.

The SOP did not include flasher tails methomyl concentration testing as required by the

original construction process safety information package.

Pre-Startup Safety Review

1.

2.

The PSSR did not include a formal process involving multiple disciplines.
The PSSR did not verify the completion of modifications in the field, including:
a. Methomyl-Larvin unit toxic gas monitoring system was not in service.

b. Project engineers did not verify the functionality of critical DCS control and

indication circuits.

c. Operating equipment and instruments were not installed before the restart, some of

which were discovered to be missing after the startup began.
Equipment checkouts as required by the pre-startup safety review were incomplete:
a. Methomyl-Larvin unit toxic gas monitoring system was not in service.

b. Project engineers did not verify the functionality of critical DCS control and

indication circuits.
c. Valve lineups were incomplete or incorrect.
Control system training was inadequate. The operators were not formally trained on the

methomyl DCS and were not familiar with some of the changed units of measure used on
the DCS displays.
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6.3 Methomyl Unit Startup

1.

Methomyl unit board operators were not provided with computer screen displays to

effectively operate all assigned process and utility systems.
Multiple operational problems diverted the staff’s attention:
a. Only one of the two centrifuges was operating properly.

b. The new Siemens operating system was not calibrated; consequently, the staff

struggled with balancing the MIBK- hexane ratio in the crystallizers.

c. Operators were pressured to start the MIBK solvent recovery system because the

MIBK stockpile levels were getting low.

Operations personnel incorrectly assumed that methomyl was not being produced in the
reactor even though the flasher feed sample lab results were available, which reported

excessively high methomyl content in the process downstream from the reactor.

Operators and technical staff did not troubleshoot why the centrifuges did not contain

methomyl cake.

Several required SOP steps were not completed during the methomyl unit startup:

a. The residue treater was not pre-filled with solvent.

b. The solvent was not circulated and heated to the minimum operating temperature.

c. The 7 a.m. daily residue treater liquid sample was not collected and analyzed for

methomyl concentration.

Management did not strictly enforce the safety matrix control policies. Bypassing the
safety interlocks on the residue treater flasher bottoms feed valve allowed the empty

residue treater to be filled with concentrated methomyl.

Oxime system startup problems diverted operators’ attention, resulting in poor

communication between methomyl board operators at shift change.
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6.4

6.5
6.5.1

The residue treater relief system design basis was invalidated during the methomyl unit

startup:

a. The design basis assumed that the safety interlocks were active, but the interlocks

were bypassed.

b. The resident treater relief system design basis relied on administrative controls such
as sample collection and analysis to prevent overcharging methomyl, but these

controls were either incomplete or not implemented before startup.

A runaway methomyl decomposition reaction inside the residue treater overwhelmed the

vent system and caused the vessel to violently explode.

MIC Day Tank Shield Structure Design

1.

The blast blanket design basis did not consider an impact of a large object moving at high
velocity. Had the residue treater traveled in the direction of the day tank and struck the
shield structure near the top of the frame it might have resulted in an MIC release into the

atmosphere (see Appendix C)

Emergency Planning, Response, and Communication

1.

Bayer CropScience

The Bayer onsite emergency response did not conform to the unified command structure

contained in the National Incident Management System (NIMS) protocols.

Bayer did not assign a Public Information Officer (PIO) to directly communicate with the
Kanawha Putnam EOC and Metro 9-1-1.

Unknown to Bayer emergency personnel, the Methomyl-Larvin unit air monitor system
that they relied on to determine and report airborne concentrations of possible toxic

chemicals was not in service the night of the incident.

Bayer had only two distant fenceline air monitors to determine the extent of chemical

contaminants traveling off site.

Although the Bayer IC recommended a shelter-in-place, the Bayer EOC did not notify
Metro 9-1-1.

Bayer discontinued hot zone decontamination activities before all emergency responders

were able to clean their safety gear.
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6.5.2 Outside Responding Agencies

1. The overloaded telephone system prevented Bayer from promptly notifying the Metro 9-

1-1 center of the incident.

2. County emergency responders established three separate EOCs in response to the
incident, which resulted in duplication of effort, poor communication, and conflicting

control.

3. First-responders working near the explosion and fire did not wear adequate respiratory

protection and were not decontaminated.

6.5.3 Kanawha County Commission

1. The Kanawha Putnam Emergency Management Plan does not adequately address
emergency response personnel responsibilities and communications between the facility
IC and outside emergency response organizations when a facility owner is responsible for

incident command during an on-site emergency involving hazardous chemicals.

6.6 Environmental Impact

1. MIC air monitoring devices in the Methomyl-Larvin unit were not functioning at the time
of the incident, preventing the accurate measurement of any MIC release from piping or

equipment that might have resulted from the explosion and fires.

2. Two fenceline monitors located hundreds of feet from the incident location were
ineffective for detecting toxic chemicals that might be released into the atmosphere either

from process equipment leaks or spills, or combustion products from a major fire.

6.7 Regulatory Oversight

1. Both the Occupational Safety and Health Administration (OSHA) and the Environmental
Protection Agency (EPA) had conducted process safety related audits and inspections at
the Bayer facility prior to the incident in August 2008. However, the inspections did not
detect or correct all the serious, longstanding process safety problems that were revealed

by investigations conducted after the incident.

2. OSHA cited Bayer for deficient process hazard analyses in 2005; however OSHA did not
subsequently verify that corrective actions were fully implemented by Bayer. Deficient

PHAs were a causal factor in the August 2008 incident.
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7.0

Incident Causes

Bayer did not apply standard PSSR and turnover practices to the methomyl control
system redesign project. Bayer restarted the unit before the equipment was properly

tested and calibrated.

Operations personnel were inadequately trained to operate the methomyl unit with the

new DCS control system.

Malfunctioning equipment and the inadequate DCS checkout prevented the operators
from achieving correct operating conditions in the crystallizers and solvent recovery

equipment.

The methomyl-solvent mixture was fed to the residue treater before the residue treater

was pre-filled with solvent and heated to the minimum safe operating temperature.

The incoming process stream normally generated an exothermic decomposition reaction,
but methomy! that had not crystallized due to equipment problems greatly increased the
methomyl concentration in the residue treater, which led to a runaway reaction that

overwhelmed the relief system and over-pressurized the residue treater.
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8.0 Recommendations

The CSB makes recommendations based on the findings and conclusions of its investigations.
Recommendations are made to parties that can effect change to prevent future incidents, which may
include the companies involved; industry organizations responsible for developing good practice
guidelines; regulatory bodies; and/or organizations that have the ability to broadly communicate

lessons learned from the incident, such as trade associations and labor unions.

8.1 Bayer CropScience — Research Triangle Park, NC

2008-08-1-WV-R1 Revise the corporate PHA policies and procedures to require:

a. Validation of all PHA assumptions to ensure that risk analysis of each
PHA scenario specifically examines the risk(s) of intentional bypassing

or other nullifications of safeguards,

b. Addressing all phases of operation and special topics including those
cited in chapter 9 of “Guidelines for Hazard Evaluation Procedures”

(CCPS, 2008), and

c. Training all PHA facilitators on the revised policies and procedures prior

to assigning the facilitator to a PHA team.

Ensure all PHAs are updated to conform to the revised procedures.

8.2 Bayer CropScience - Institute, West Virginia

2008-08-1-WV-R2 Review and revise, as necessary, all Bayer production unit standard operating
procedures to ensure they address all operating modes (startup, normal
operation, temporary operations, emergency shutdown, emergency
operations, normal shutdown, and startup following a turnaround or

emergency shutdown), are accurate, and approved.
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2008-08-1-WV-R3 Ensure that all facility fire brigade members are trained in the National
Incident Management System, consistent with municipal and state

emergency response agencies.

2008-08-1-WV-R4 Evaluate the fenceline air monitor program against federal, state, and local
regulations, and Bayer corporate policies, and upgrade and install air
monitoring devices as necessary to ensure effective monitoring of potential

releases of high-hazard chemicals at the perimeter of the facility.

2008-08-1-WV-R5 Commission an independent human factors and ergonomics study of all
Institute site PSM/RMP covered process control rooms to evaluate the
human-control system interface, operator fatigue, and control system
familiarity and training. Develop and implement a plan to resolve all
recommendations identified in the study that includes assigned

responsibilities, required corrective actions, and completion dates.
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8.3 Director of the Kanawha-Charleston Health Department

2008-08-1-WV-R6 Establish a Hazardous Chemical Release Prevention Program to enhance the
prevention of accidental releases of highly hazardous chemicals, and
optimize responses in the event of their occurrence. In establishing the
program, study and evaluate the possible applicability of the experience of
similar programs in the country, such as those summarized in Section 5.3 of

this report. As a minimum:
a. Ensure that the new program:

1. Implements an effective system of independent oversight and other
services to enhance the prevention of accidental releases of highly

hazardous chemicals

2. Facilitates the collaboration of multiple stakeholders in achieving

common goals of chemical safety; and,

3. Increases the confidence of the community, the workforce, and the
local authorities in the ability of the facility owners to prevent and

respond to accidental releases of highly hazardous chemicals
b. Define the characteristics of chemical facilities that would be covered by
the new Program, such as the hazards and potential risks of their

chemicals and processes, their quantities, and similar relevant factors;
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Ensure that covered facilities develop, implement, and submit for review

and approval:

1. Applicable hazard and process information and evaluations.

2. Written safety plans with appropriate descriptions of hazard controls,
safety culture and human factors programs with employee
participation, and consideration of the adoption of inherently safer

systems to reduce risks
3. Emergency response plans; and,

4. Performance indicators addressing the prevention of chemical

incidents.

Ensure that the program has the right to evaluate the documents
submitted by the covered facilities, and to require modifications, as

necessary
Ensure that the program has right-of-entry to covered facilities, and
access to requisite information to conduct periodic audits of safety

systems and investigations of chemical releases;

Establish a system of fees assessed on covered facilities sufficient to
cover the oversight and related services to be provided to the facilities

including necessary technical and administrative personnel; and,

Consistent with applicable law, ensure that the program provides
reasonable public participation with the program staff in review of

facility programs and access to:

1. The materials submitted by covered facilities (e.g., hazard

evaluations, safety plans, emergency response plans);

2. The reviews conducted by program staff and the modifications

triggered by those reviews;
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3. Records of audits and incident investigations conducted by the

program;

4. Performance indicator reports and data submitted by the facilities,

and;

5. Other relevant information concerning the hazards and the control

methods overseen by the program.

h. Ensure that the program will require a periodic review of the designated
agency activities and issue a periodic public report of its activities and

recommended action items.

8.4 Secretary of West Virginia Department of Health and Human
Services and the West Virginia Department of Environmental

Protection

2008-08-1-WV-R7

Work with the Director of the Kanawha-Charleston Health Department to
ensure the successful planning, fee collection, and implementation of the
Hazardous Chemical Release Prevention Program as described in
Recommendation 2008-08-WV-R6, above, including the provision of

services to all eligible facilities in the State.

8.5 Kanawha-Putnam Emergency Planning Committee

2008-08-1-WV-R8

Work with the Kanawha and Putnam counties Emergency Response
Directors to prepare and issue a revision to the Kanawha Putnam County
Emergency Response Plan and Annexes to address facility emergency
response and Incident Command when such functions are provided by the

facility owner.

118
000140



8.6 West Virginia State Fire Commission

2008-08-1-WV-R9 Revise the Fire Department Evaluation Administrative Section Matrix
addressing the periodic inspection of local fire departments to include a
requirement for inspectors to examine and identify the status of National

Incident Management System fire department personnel training.

8.7 Occupational Safety and Health Administration

2008-08-1-WV-R10 In light of the findings of this report and the serious potential hazards to
workers and the public from chemicals used and stored at the Bayer Institute
site (such as phosgene, MIC, and methomyl), conduct a comprehensive
Process Safety Management (PSM) inspection of the complex. Coordinate

with the Environmental Protection Agency, as appropriate.

2008-08-1-WV-R11 Revise the Chemical National Emphasis Program and the targeting criteria

to:
a. Expand the coverage to all 10 OSHA regions,

b. Include in the targeting criteria from which potential inspections are
selected all establishments that have submitted certifications of

completions of actions in response to previous PSM citations;

c. Require NEP inspections to examine the status of compliance of all
previously cited PSM program items for which the company has

submitted certifications of completion to OSHA.
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8.8 Environmental Protection Agency

2008-08-1-WV-R12 In light of the findings of this report and the serious potential hazards to
workers and the public from chemicals used and stored at the Bayer Institute
site (such as phosgene, MIC, and methomyl), conduct a comprehensive Risk
Management Program (RMP) inspection of the complex. Coordinate with

the Occupational Safety and Health Administration, as appropriate.
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Appendix A.

Appendix A — Causal Analysis Charts

Appendix A is a "Why Tree" diagram showing the events that led to the incident and its
consequences. Each box in the Why Tree is from information discovered in the investigation, and is a
statement of something that happened in the chain of events. To construct a Why Tree, the
investigation team starts with a concise description of the on-site and off-site human health,
environmental, and business impacts, and asks why each impact occurred. The team continues asking
why each preceding event occurred until they determine that they have reached a root cause. The
arrows show the direction of flow from the root causes to the final impacts. When the evidence shows
that a particular hypothetical event did not happen, the box in the Why Tree has a diagonal line
crossed through it and a statement next to the box describing the evidence that the event did not

happen.
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Appendix A.

SIX FIREFIGHTERS AND
TWO RAILWAY
WORKERS REPORTED
SYMPTOMS OF
CHEMICAL EXPOSURE

[

RELEASED CHEMICALS FROM
THE RESIDUE TREATER TO
THE ENVIRONMENT

SHEET 1

i

ONE BAYER EMPLOYEE
DIED FROM SEVERE
THERMAL BURNS

i

SECOND BAYER
EMPLOYEE DIED FROM
BLUNT FORCE TRAUMA
AND SEVERE THERMAL

BURNS

DAMAGED
PROPERTY ON SITE
AND OFFSITE

i

SEE SHEET 2

RESIDUE TREATER LOSS
OF CONTAINMENT AND
EXPLOSION EXPOSED
PEOPLE AND
ENVIRONMENT TO
RESIDUE TREATER
CONTENTS AND FIRE

I

EMPLOYEES WERE IN
THE VICINITY OF THE
EXPLOSION

\d
METHOMYL UNIT
CONTROL PANEL
OPERATOR ASKED TWO
FIELD OPERATORS TO
CHECK THE RESIDUE
TREATER VENT LINE FOR
PLUGGAGE

SEE SHEET 3
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Appendix A.

SHEET 2

SEE SHEET 1

I

]

BAYER REPORTED THAT
THEY HAD DETECTORS
THAT WERE NOT
DETECTING ANY
CHEMICALS LEAVING THE
SITE

EMERGENCY
RESPONDERS REPORTED
CHEMICAL ODORS
THROUGH THE NIGHT

EMERGENCY
RESPONDERS DID NOT
WEAR RESPIRATORY
PROTECTION

FIREFIGHTERS
RESPONDED TO THE
EXPLOSION AND FIRE

RAILWAY WORKERS
WERE TRANSPORTING
RAILCARS IN AND OUT

FROM THE PLANT

RAILWAY WORKERS DID
NOT WEAR RESPIRATORY
PROTECTION AND WERE
TOLD TO SHELTER IN
PLACE RATHER THAN
EVACUATE

CHEMICAL MONITORS IN
THE METHOMYL AREA
WERE NOT FUNCTIONING,
AND THE TWO WORKING
FENCELINE MONITORS
WERE NOT CAPABLE OF
DETECTING CHEMICALS
SUCH AS METHOMYL AND
MIBK

TYLER MOUNTAIN
VOLUNTEER FIRE
ALL CHEMICALS WERE DEPARTMENT HEARD
NOT BEING CONSUMED IN THE INFORMATION THAT
THE FIRE ALL THE CHEMICALS
WERE BEING CONSUMED
BY THE FIRE.

THE BAYER INCIDENT
COMMANDER
COMMUNICATED TO THE
BAYER EMERGENCY
OPERATIONS CENTER
AND THE INSTITUTE FIRE
DEPARTMENT THAT THE
CHEMICALS WERE BEING
CONSUMED IN THE FIRE

000147

RAILWAY WORKERS
WERE NOT IN AROLE
THAT WOULD HAVE
BEEN TRAINED TO
WEAR RESPIRATORY
PROTECTION

RAILWAY WORKERS
CALLED METRO 9-1-1 AND
RECEIVED
COMMUNICATIONS TO
STOP OPERATIONS AND
SHELTER IN PLACE, BUT
DID NOT RECEIVE ANY
COMMUNICATIONS ABOUT
POTENTIAL CHEMICAL
EXPOSURE

Y

BAYER DID NOT SHARE
RELEVANT INFORMATION
WITH METRO 9-1-1
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SHEET 3

SEE SHEET 1

f

METHOMYL UNIT
CONTROL PANEL
OPERATOR
INCORRECTLY ASSUMED
RESIDUE TREATER VENT
LINE WAS PLUGGED

3

UNPLUGGING THE VENT
LINE WAS A MANUAL
TASK

f

3

METHOMYL UNIT
CONTROL PANEL
OPERATOR ATTENTION
WAS PARTIALLY
DIVERTED TO THE LARVIN
UNIT

SHIFT CHANGE AT 6:00
AM DID NOT DISCUSS
THE STATUS OF THE

RESIDUE TREATER AND

THAT THEY HAD

STARTED FEEDING THE
RESIDUE TREATER AT

4:24 AM WITH FLASHER

BOTTOMS (RATHER
THAN SOLVENT).

SHIFT CHANGE AT 6:00
PM DID NOT DISCUSS
THE STATUS OF THE

RESIDUE TREATER.

1

METHOMYL UNIT
CONTROL PANEL
OPERATOR WAS ASKED
TO HELP TROUBLESHOOT
THE LARVIN UNIT

THIS WAS THE FIRST
TIME THAT OPERATIONS
TRIED TO RUN LARVIN
AND METHOMYL AT THE
SAME TIME (SINCE
INSTALLING THE NEW
DCS IN METHOMYL)

000148

METHOMYL UNIT
CONTROL PANEL
OPERATOR WAS LIKELY
FATIGUED
(OPERATOR HAD A ONE
DAY BREAK AND
WORKED 84 HOURS
THAT WEEK.)

PLUGGING IN THE
RESIDUE TREATER VENT
LINE WAS A KNOWN
COMMON ISSUE

METHOMYL UNIT
CONTROL PANEL
OPERATOR RECEIVED
RESIDUE TREATER HIGH
PRESSURE ALARM AT
22:19

THE RESIDUE TREATER

METHOMYL AND MSAO
DECOMPOSITION

PROCESS CREATED VENT DESIGN ALLOWED FORMED GASES AND
ENTRAINED LIQUID OR PLUGGING INCREASED THE
CONDENSIBLE VAPORS PRESSURE IN THE

RESIDUE TREATER
OPERATIONS AND VAPOR STREAM
TECHNICAL DID NOT CONDENSED IN VENT
RESOLVE THE ISSUE LINE

T

FAILED TO MANAGE THE
HAZARD; TREATED AS A
MINOR OPERATING
ISSUE RATHER THAN A
SAFETY ISSUE

SEE SHEET 5
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SHEET 4

T

RATE OF PRESSURE
INCREASE EXCEEDED
THE DESIGN BASIS FOR
THE PRESSURE RELIEF
SYSTEM

i

-~

SEE SHEET 1

i

PRESSURE SAFETY
VALVE DESIGN BASIS
CONSIDERED A

i

2005 PHA ASSUMED THAT]
THE AUTOMATED
CONTROLS WOULD
PREVENT THE EVENT,
BUT OPERATIONS
FREQUENTLY BYPASSED
THE INTERLOCKS

MOC PROCESS FOR
THE 2008 DCS PROJECT
DID NOT PERFORM A
PHA THAT CONSIDERED
THE POTENTIAL TO
BYPASS INTERLOCKS

UNCONTROLLED RUNAWAY CASE WITH A
DECOMPOSITION
REACTION ACCELERATED MAXIMUM OF 280 LBS
METHOMYL VERSUS
THOUSANDS OF POUNDS]
DURING THE INCIDENT
BAYER CONCLUDED
THAT THERE WERE
DECOMPOSITION OTHER PROTECTIONS

REACTION BECAME SELF-
SUSTAINING (RUNAWAY)

TO PREVENT
OVERLOADING THE
RESIDUE TREATER

f

1

HIGHER TEMPERATURE

INCREASED THE RATE OF] DCS PROGRAMMING
REACTION AND THE ERROR INACTIVATED THE P'\F;OEIIEDIE‘?ISLTIEEVJ/?Y
RATE OF SOLVENT COOLING SYSTEM. CONDITIONS
EVAPORATION

COOLING SYSTEM WAS

T

HEAT GENERATION
INCREASED THE
TEMPERATURE IN THE
RESIDUE TREATER

SEE SHEET 5

T

ADAPTED FROM OLD

SETPOINT

COOLING SYSTEM WAS

HEATING SYSTEM TO
COOL FOR CONTROL TO

000149

1994 PHA TEAM
IDENTIFIED THE LOSS OF
CONTAINMENT EVENT
BUT DID NOT
RECOMMEND CHANGES
TO PREVENT THE EVENT

THE 2005 PHA
DEPENDED TOO
HEAVILY ON THE

EXISTING PHA RATHER
THAN PROVIDING IN
DEPTH ANALYSIS

THE PHA TEAM GAVE
TOO MUCH CREDIT TO
THE AUTOMATIC
CONTROLS
(INTERLOCKS) BEING IN
PLACE

i

T

PHA TRAINING AND
EXECUTION WERE
INADEQUATE
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SHEET 5

D SEE SHEET 3 SEE SHEET 4

A

DECOMPOSITION
REACTIONS
GENERATED HEAT

RESIDUE TREATER
LIQUID BEGAN
DECOMPOSING

I I

PUMPING HOT MIBK INTO DECOMPOSITION IS A MSAO DECOMPOSES
THE RESIDUE TREATER FUNCTION OF BOTH AT ALOWER
HEATED THE LIQUID AT TEMPERATURE AND TEMPERATURE THAN
HIGH CONCENTRATION. CONCENTRATION METHOMYL
A
< F SEE SHEET 6
METHOMYL

CONCENTRATION IN
RESIDUE TREATER
LIQUID WAS MANY TIMES
MORE THAN THE SOP
LIMIT.

A

RESIDUE TREATER
LIQUID WAS MOSTLY
MOTHER LIQUOR
FLASHER TAILS INSTEAD
OF HOT MIBK

SEE SHEET 7
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SHEET 6

SEE SHEET 5 D

THERE WERE
SOURCES OF HEAT IN

THE SYSTEM

MOTHER LIQUOR
FLASHER TAILS
TEMPERATURE WAS
80 °C WHILE
RESIDUE TREATER
WAS BEING FILLED

THE MOTHER
LIQUOR FLASHER
SYSTEM WAS
OPERATING

HEAT EXCHANGER
E-257%
(TEMPERED WATER
OLER)

HEAPED THE LIQUID

OPERATOR SWITCHED

THE TEMPERATURE
CONTROLLER TO
AUTOMATIC AT 18:15
TO HEAT THE
RESIDUE TREATER
CONTENTS

THE AUTOMATIC VALVE TO
HEAT EXCHANGER E-2575
WAS CLOSED.

CIRCULATION PUMP
HEATED THE LIQUID
(NEGLIGIBLE
CONTRIBUTION)

THE MANUAL BLOCK VALVE
ON THE STEAM SUPPLY LINE
WAS CLOSED

HEAT EXCHAN
E-25
(STEAMMHEATER)
ED THE LIQUID

OPERATOR ADDED
80 °C MIBK TO THE
RESIDUE TREATER
SYSTEM AT 6:30 PM

000151

OPERATOR TURNED
ON CIRCULATION
PUMP (MANUAL)
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SEE SHEET 8

SHEET 7

SEE SHEET 5

SEE SHEET 8

1

I

WITHOUT COMPLETING THE
SOLVENT RUN, THE OPERATOR
SET RESIDUE TREATER FEED
VALVE TO MANUAL AND OPEN
TO INCREASE LEVEL IN RESIDUE
TREATER

OPERATIONS TRAINING ON
PROCESS HAZARDS DID NOT

I

1

TRAIN THE OPERATORS THAT
UNREACTED MSAO ALSO

DECOMPOSED AND COULD LEAD
TO A RUNAWAY REACTION

OPERATORS ASSUMED THAT

THERE WAS ONLY SOLVENT IN

THE MOTHER LIQUOR FLASHER
(NO METHOMYL)

OPERATORS WERE
ACCUSTOMED TO NORMAL
START-UP (WITH MATERIAL LEFT
IN THE RESIDUE TREATER FROM
THE END OF THE PREVIOUS
RUN)

OPERATORS
SOMETIMES
DEVIATED FROM SOP|
DURING RESIDUE
TREATER START-UP

OPERATOR PERCEPTION THAT
THE SAMPLING WAS TO VERIFY
QUALITY OF MATERIAL GOING
TO FUEL USE RATHER THAN
FOR SAFE OPERATING LIMITS

UPSTREAM PROCESS NEEDED
TO MOVE MATERIAL OUT OF THE

MOTHER LIQUOR FLASHER
OPERATORS WERE USED TO MOTHER LIQUOR FLASHER
RUNNING THE RESIDUE MANAGEMENT DID NOT
TREATER IN BATCH MODE

J

RATHER THAN CONTINUOUS
(PROCEDURES ARE WRITTEN

ENFORCE COMPLIANCE WITH
SOP

OVERHEAD STREAM FED THE
MIBK / HEXANE COLUMN, AND

HEATER WAS NOT ABLE TO
REACH MINIMUM TEMPERATURE

MANAGEMENT DID

NOT ENFORCE
THEY NEEDED TO PRODUGE (ACCORDING TO OPERATIONS COMPLIANCE WITH
HEXANE PERSONNEL) SOP
TO RUN IN CONTINUOUS MODE)
RUNNING LOW ON HEXANE FOR HEAT EXCHANGER
SEE SHEET 8 CENTRIFUGES

PERFORMANCE DEGRADED

J

ALREADY CONSUMED THE MECHANICAL
FRESH HEXANE WHILE TRYING OPERATIONS, TECHNICAL, AND INTEGRITY
TO GET THE METHOMYL TO MAINTENANCE DID NOT PROGRAM DID NOT
PRECIPITATE AT THE RESOLVE THE PROBLEM IDENTIFY THE
CRYSTALLIZERS PROBLEM
000152
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SEE SHEET 9

SHEET 8

>,

SEE SHEET 7

> H

K

SEE SHEET 10

1

METHOMYL UNIT CONTROL
PANELOPERATOR THOUGHT THERE
WAS NO METHOMYL IN THE MOTHER
LIQUOR FLASHER TAILS (FEED TO THE
RESIDUE TREATER)
-

1

METHOMYL UNIT CONTROL PANEL
OPERATOR ATTENTION WAS
PARTIALLY DIVERTED TO THE OXIME
PROCESS

THIS WAS THE FIRST TIME THAT
OPERATIONS TRIED TO RUN LARVIN
AND METHOMYL AT THE SAME TIME
(SINCE INSTALLING THE NEW DCS IN

METHOMYL)

1

OPERATIONS DID NOT FOLLOW SOP TO
SAMPLE RESIDUE TREATER BEFORE
STARTING FEED (FROM MOTHER
LIQUOR FLASHER) IF RESIDUE
TREATER TEMPERATURE WAS BELOW
130 DEGC

-

OPERATIONS DID NOT
FOLLOW SOP TO SAMPLE
RESIDUE TREATER AT 7AM

SEE SHEET 7

OUTSIDE OPERATOR THOUGHT THAT
THE RESIDUE TREATER WAS NOT IN
SERVICE

OPERATIONS THOUGHT THAT
THE REACTOR WAS NOT
PRODUCING METHOMYL

CONTROL ROOM OPERATOR DID NOT

HAVE A NEED TO COMMUNICATE TO

THE OUTSIDE OPERATOR YET, AND THE

COMMUNICATION DID NOT OCCUR AT
SHIFT CHANGE

CENTRIFUGES WERE NOT
PRODUCING
WET CAKE
(RAN ONE AT A TIME)

4

A

INADEQUATE ENFORCEMENT OF SHIFT
CHANGE POLICY OR INADEQUATE
SHIFT CHANGE POLICY

CRYSTALLIZERS WERE NOT
CRYSTALLIZING METHOMYL

SOLVENT / ANTISOLVENT
RATIO WAS WRONG

J

SEE SHEET 7

» J

L
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SHEET 9

OPERATIONS BYPASSED
INTERLOCKS THAT SHOULD
HAVE KEPT THE RESIDUE
TREATER FEED VALVE
CLOSED UNTIL REACHING
MINIMUM TEMPERATURE

SEE SHEET 8

T

T

OPERATORS SOMETIMES
BY-PASSED RESIDUE
TREATER LOW
TEMPERATURE
INTERLOCK ON START-UP

OPERATORS SOMETIMES BY-|

PASSED RESIDUE TREATER

HIGH PRESSURE INTERLOCK|
ON START-UP

THE DCS CHANGEOVER
PROJECT LEFT
RESIDUE TREATER
LOW CIRCULATION
FLOW INTERLOCK BY-
PASSED

f

1

1

SOME OPERATORS WERE
USED TO STARTING THE
FEED TO THE RESIDUE
TREATER BEFORE IT
REACHED 135 °C
(DEVIATION FROM SOP)

OPERATIONS SOMETIMES
BYPASSED THESE
INTERLOCKS (USED TO
DEVIATING FROM SOP)

OPERATOR DID NOT
NOTICE OR DID NOT

REMOVE THE BYPASS
BEFORE START-UP

CONTRACTOR
BYPASSED THE RESIDUE
TREATER MINIMUM
CIRCULATION FLOW
INTERLOCK DURING THE
DCS CHANGEOVER

PSSR DID NOT
ENSURE THAT THE
SAFETY SYSTEMS
WERE READY FOR

OPERATION

I

f

NO COMMUNICATION
FROM THE PHA OR
OTHER SOURCES
THAT OPERATIONS
SHOULD NOT START
THIS WAY.

1

MORE THAN ONE BOARD
OPERATOR TOLD CSB
INVESTIGATORS THE

HEATER COULD INCREASE

THE TEMPERATURE TO

ONLY ABOUT 130 °C (266 °F).

MANAGEMENT DID NOT
ENFORCE POLICY FOR
CONTROL OF
BYPASSING SAFETY
INTERLOCKS

PROJECT PROCESS DID
NOT CHECK ALL
CRITICAL INSTRUMENT
SETTINGS BEFORE
HANDOVER

1994 PHA TEAM IDENTIFIED
THE LOSS OF
CONTAINMENT EVENT BUT
DID NOT ACCOUNT ACTUAL
PRACTICE OF BYPASING
INTERLOCKS

THE 2005 PHA
DEPENDED ON THE
EXISTING PHA
RATHER THAN
PROVIDING
IN-DEPTH ANALYSIS

THE 2005 PHA TEAM GAVE
TOO MUCH CREDIT TO
THE CONTROLS BEING IN
PLACE

MANAGEMENT DID NOT
RESOLVE THE DIFFERENCE
BETWEEN OPERATING
PRACTICE AND THE
STANDARD OPERATING

PROCEDURES

t

t

PHA TRAINING AND
EXECUTION LED TO
THESE DEFICIENCIES
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SHEET 10

SEE SHEET 8

DATA ENTRY,
RESPONSE, AND
FEEDBACK WERE
ALL DIFFERENT
FROM PREVIOUS

CONTROL SYSTEM.

INADEQUATE TRAINING
TECHNIQUES ON THE
NEW CONTROL SYSTEM,
AND INADEQUATE
TRAINING TIME ON THE
NEW CONTROL SYSTEM.

ABILITY TO FOCUS ON
SPECIFIC PIECES OF
EQUIPMENT WAS LOST
IN THE CONVERSION

i

UNITS OF MEASURE
WERE DIFFERENT
FROM PREVIOUS

CONTROL SYSTEM,

AND NO CONVERSION
TABLE WAS SUPPLIED
TO OPERATIONS.

f

PSSR DID NOT IDENTIFY
THESE DEFICIENCIES

CAPITAL PROJECT DID
NOT PERFORM HUMAN
FACTORS ANALYSIS

000155

THERE WAS MIBK IN
THE RECYCLE
HEXANE

MIBK / HEXANE
COLUMN WAS NOT
OPERATING
PROPERLY

A

HIGH FLOW AT MIBK
DRIP TO INSTRUMENT
TAP

A

WRONG SIZE VALVE
FOR DRIP CONTROL

A

f

MANAGEMENT DID NOT
ENFORCE

MANAGEMENT OF

CHANGE PROCESS

PSSR DID NOT VERIFY]

EQUIPMENT IN FIELD

WAS READY FOR
START-UP

» L
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Appendix B — Emergency Response Timeline

The following is a key for the abbreviations used to denote the

organizations agencies in the table below:

CAD Computer Aided Dispatch

EQOC Emergency Operations Center

KCEAA Kanawha County Ambulance Authority
KCSD Kanawha County Sheriff’s Department

000156
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Date Time Information Source
8/28 22:34 |Explosion and Fire on Methomyl Unit
8/28 22:34 Metrp 'to Jefferson fire department (FD): unknown source of explosion, KCSD-1
receiving numerous calls
8/28 2935 EMS to Metro '91 1: wants address for explosion; Metro states it might be at KCEAA
Bayer CropScience, not sure
8/28 22:36 | First report of explosion--caller to Metro CAD Operations
Report
8/28 22:36 | Alarm--Tyler Mountain FD Tyler I\élguntam
8/28 29:37 Metro to Dunbar an-d Institute FD--Epro_3|on at Baygr plant, f|rebz_=1ll 100 ftin KCSD-1
air, numerous calls; no telephone or radio contact with plant at this time
. st . . . .
8/28 22:38 Dispatch to 1600 1~ Ave South (Bayer); scene of incident confirmed to be at KCSD-1
the center of the plant.
8/28 22:38 | Emergency alarm at Larvin unit EOC Log
. Metro calls Main Gate: gate guard says he has been instructed not to give out 911 call
8/28 22:39 |. . : .
information; emergency alarm in progress Transcript
8/28 22:41 | Haze coming towards Cross Lanes KCEAA
8/28 22:41 | EMS to Metro 911: ambulance staging outside Bayer KCEAA
. Metro contacts Bayer: gate guard requests ambulance immediately for a burn 911 call
8/28 22:42 Co ; e . . .
patient; will not provide additional information Transcript
Call from Metro to Dunbar FD to stand by for Institute Station 24. Large
8/28 22:42 | explosion reported at the Bayer plant. No contact with plant at this time; Dunbar Fire
multiple calls to plant have been made
8/28 22:43 | Metro to EMS: a burn patient is at main gate KCEAA
8/28 22:44 | Need medics at gate for burn patient CAD Operations
Report
8/28 22:44 | Bayer has not called Metro KCEAA
8/28 22:44 | Metro advises that burn patient is at the main gate KCSD-1
8/28 2944 BThey Ee not giving us anything, | don’t know if they’ve even called in from KCSD-1
ayer.
8/28 22:45 | Unit 245 on-scene command established KCSD-1
8/28 22:45 | EOC activated, Shift A and B ring-down EOC Log
135

000157




Appendix B

Date Time Information Source
8/28 22:46 | Metro calls Bayer, no answer; gate guard not giving information. KCEAA
8/28 22:47 | EMS enters plant KCEAA
8/28 2248 Talks to someone at the gate, he doesn't know what is going on but they need KCEAA
an ambulance at the front gate
8/28 22:49 | Tyler FD arrives on scene Tyler l\élguntam
8/28 | 22:51 | ATF on way to scene CAD Operations
Report
8/28 22:51 | Route 25 closed Dunbar Police
8/28 29:53 Station 31, power line down at1014 Ellis Street. Pole and line in front of St. Albans FD
' residence still smoking and leaning against a tree. Power still on to residence and Nitro FD
8/28 2253 Spoke t.o a gentleman in the plant_an_d mformgd thgt the evltlent is located in KCSD-1
the Larvin unit. Told that the material involved is poisonous.
Metro to Dunbar: No contact from plant, getting info from many different
8/28 22:54 | sources. Keep roads closed unless you hear otherwise from Metro 9-1-1 Dunbar Police
EOC only.
. Cloud observed moving towards metro; seeks guidance on what cloud St. Albans FD
8/28 22:57 ; )
consists of. and Nitro FD
8/28 23:00 | Notification to shut down river traffic CAD Operations
Report
. St. Albans FD orders SIP unless hears otherwise about the cloud over CAD Operations
8/28 23:00 :
explosion Report
8/28 23:04 Still no qontact fr_om plant to Metro 911; Dunbar FD gathers a copy of Dunbar FD
evacuation plan just in case
8/28 2259 _The explosion |s.|r’1 the.Larvm u'|"nt; someone talked to a mechanic they know KCEAA
in the plant [and] it’s poisonous.
8/28 23:04 | Metro advises command that the unit involved is the Larvin KCSD-1
8/28 23:06 | No SIP per Chief 24 (Institute) Dunbar Police
8/28 23:06 |Burn victim in ambulance EOC Log
8/28 23:13 | KC-1 directed to Shawnee Park (designated as EOC) KCSD-1
Bayer contacts Metro: a Bayer representative informs Metro that they "might 911 call
8/28 23:15 | want to alert the community that there is an emergency at the plant right now." .
) . . transcript
The rep. does not confirm Larvin unit as source
] . St. Albans FD
8/28 23:18 | Secondary explosion noted and Nitro FD
8/28 23:24 | SIP recommended for St. Albans and Nitro EOC Log
136
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Date Time Information Source
828 | 23:33 |NWAS issues SIP; informs media CAD Operations
Report
. Bayer contacts Metro with update; Bayer representative tells Metro that Bayer 911 call
8/28 23:34 . , . : . . .
CropScience still having emergency and is responding to it. transcript
8/28 23:34 Bayer informed that Metro Emergency Service director putting community SIP 911 call
' order for South Charleston, Dunbar, Nitro, St. Albans transcript
] . St. Albans FD
8/28 23:34 | SIP declared for western portion of the county and Nitro FD
By order of the Kanawha County Office of Emergency Services, SIP ordered
8/28 23:43 |for all cities west of the City of Charleston (South Charleston, Dunbar, Nitro & KCSD-1
St. Albans, specifically.)
8/28 23:48 | Individual transported to hospital EOC Log
Status update: 1-64 shut from Nitro to Dunbar; Rt. 25 from Dunbar to Putnam
8/28 23:58 | County line; Rt. 60 from South Charleston to Putnam County line; SIP for all KCSD-1
areas west of South Charleston
8/28 TV/radio announcement acknowledges SIP SCPD
8/29 0:01 | Praxair is SIP location EOC Log
. Bayer contacts Metro with update: still having emergency and is responding to 911 call
8/29 0:06 |. .
it. Bayer rep. on way to Metro 911 center transcript
8/29 0:13 | West of Larvin unit under toxic cloud; SIP in west end of plant EOC Log
8/29 015 Norfplk Southern railroad personnel onsite with rash and itching goes to EOC Log
medical
8/29 0:21 | One employee in medical with heat-related problems EOC Log
8/29 0:25 | Shawnee Park requests MSDS EOC Log
8/29 0:35 | Chemical in the explosion is highly toxic and flammable methomyl Dunbar Police
8/29 0:37 | MIC tank warming EOC Log
. Bayer contacts Metro with update: still having emergency and is responding 911 call
8/29 0:40 ; .
toit transcript
8/29 0'55 EE sent to ho_sp|tal is not decontaminated (HCN, Sulfide, Hexane, MIBK, EOC Log
methomyl residue)
8/29 1:10 | Another emergency responder being transferred to medical (firefighter) EOC Log
. Bayer contacts Metro with update: still having an emergency and is 911 call
8/29 1:12 . ; i
responding to it transcript
8/29 1:12 | Another emergency responder sent to medical for heat stress (firefighter) EOC Log
137
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Date Time Information Source
8/29 1:20 | SIP lifted in St. Albans EOC Log
8/29 1:25 | Another BCS employee to medical department with heat fatigue EOC Log
8/29 1:27 | Third BCS emergency responder sent to medical (heat stress) EOC Log
8/29 1:32 | Bayer makes official statement to media EOC Log
8/29 1:40 | SIP all clear accept Larvin unit EOC Log
8/29 1:42 | All community SIPs lifted; Metro notified EOC Log
. Bayer contacts Metro with update: still having emergency and is responding 911 call
8/29 1:43 ; .
toit. transcript
8/29 1:47 | Two heat stress and one injured knee in medical EOC Log
8/29 1:55 | Metro wants written request from BCS to lift SIP EOC Log
8/29 2:04 | Roadways re-opened, SIP lifted Dunbar PD
8/29 2:08 | Metro 911 to all units: be advised SIP has been lifted. Dunbar Fire
) o . St. Albans FD
8/29 2:08 | SIP lifted; roadways being re-opened and Nitro FD
8/29 2:08 | Department of Environmental Protection notified incident over EOC Log
8/29 2:14 iI:S|r§l1:|tght|ng operations to be released, and begin to return to quarters. The fire KCEAA
. Bayer contacts Metro with update: response team has situation under control, 911 call
8/29 3:01 s .
plant still in alarm state transcript
. Bayer contacts Metro with update: response team has situation under control, 911 call
8/29 3:33 s .
plant still in alarm state transcript
8/29 4:07 | Tyler FD leaves scene Tyler I\élguntam
8/29 5:31 | "Governor is now on scene" EOC Log
) . ] . . 911 call
8/29 5:50 | Bayer contacts Metro with update: all clear except Larvin unit .
transcript
138
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Appendix C — Methyl Isocyanate Day Tank
Blast Shield Analysis
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1.0 Introduction

Methyl isocyanate (MIC) has been manufactured and used at the Institute site since at least the 1970s.
Union Carbide Corporation (UCC) owned the facility when the equipment was designed and
installed. Recognizing the acute toxic hazard associated with MIC, UCC specified a more rigorous
design than what is often applied in chemical processes: redundant and backup instrument systems,
augmented fire suppression systems, and an ammonia-steam emergency vapor suppression system. In
addition, the bulk storage systems were more robust than a typical aboveground storage vessel. In
particular, Union Carbide installed specialized blast-resistant structures around the aboveground MIC
storage vessels to protect the vessels from projectiles in the event of an explosion in nearby

equipment. The blast blankets also provided a thermal heat shield in the event of a nearby fire.

In 1994, the owner of the Institute facility, Rhone-Poulenc, increased the height of the blast shield on
the MIC day tank in the Methomyl-Larvin unit. The added height protected the relief valve piping and

the vent line that is attached to the top head of the vessel.

The August 2008 incident and Bayer’s subsequent effort to restrict public information about the
proximity of the MIC day tank to the explosion resulted in renewed concern about MIC use and
storage at the plant. This appendix presents a CSB analysis that evaluates whether the exploded
residue treater could have damaged the MIC day tank and piping, if it had followed a hypothetical

trajectory in that direction.
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2.0 Methomyl and Carbofuran MIC Supply System

2.1 MIC Manufacturing

Bayer, the only user of large quantities of MIC in the U.S., manufactures MIC and at the time of the
incident stored up to 200,000 pounds in large underground pressure vessels and smaller aboveground
vessels. Liquid MIC was transferred from the MIC production unit about 2500 feet through an
insulated piping system to an aboveground pressure vessel called a “day tank” located adjacent to the
Methomyl-Larvin production unit. After refilling the day tank, operators removed all MIC from the

transfer pipe and purged the pipe with nitrogen gas.

The transfer piping and storage vessel incorporated multiple layers of protection, both active and
passive:
e The MIC recirculation system, carbofuran unit transfer line, and the cross-plant transfer

line were equipped with emergency block valves that were operated from the control

room;

¢ Anemergency dump tank adjacent to the day tank was available to receive the contents

of the MIC day tank and cross-plant transfer line; and

e The day tank and dump tank were installed on a concrete foundation and surrounded by a
concrete dike wall with the capacity to contain the maximum MIC inventory in the day

tank and transfer piping.

2.2 Production Storage
The MIC day tank was a 6,700-gallon-capacity stainless steel pressure vessel. Maximum inventory
was approximately 37,000 pounds (4,400 gallons). The tank was designed, fabricated, and tested in

accordance with the American Society of Mechanical Engineers Boiler and Pressure Vessel Code
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Section V11 and was rated for lethal®

service. Union Carbide specified the vessel to be designed with
a maximum allowable working pressure of 100 psig, even though the MIC system would operate at
only 1-2 psig; the rupture disk and relief valve were set at 20 psig. UCC also installed a dedicated

nitrogen supply system to maintain an inert atmosphere in the tank and piping system.

The day tank was equipped with additional layers of protection. The refrigeration system chilled the
MIC to about 0 °C (32 °F). A multiple stage chiller system first used ethylene glycol to cool methyl
isobutyl ketone (MIBK). The MIBK was then used to cool MIC in a separate heat exchanger. This
two-step cooling process prevented a possible MIC-water reaction should the ethylene glycol chiller
system leak.®* The MIBK system pressure was also maintained greater than the MIC system pressure,
and the MIBK pressure in the MIBK-ethylene glycol heat exchanger was greater than the ethylene
glycol pressure. This ensured that water could not enter the MIC system. Finally, emergency

generators provided power to the refrigeration system in the case of normal plant electricity loss.

The day tank control system contained redundant pressure, temperature, and flow instruments
including high-pressure, high-temperature, and refrigeration system failure alarms. The MIC system

vents discharged into the process and emergency vent scrubber system.

The area around the tank was equipped with air monitors to detect MIC. Firewater monitors were
located nearby to mitigate an MIC leak and suppress a fire that could threaten the tank. Surveillance
cameras provided full-time visual display on video display panels inside the Methomyl-Larvin control
room. A blast shield structure fully enclosed the day tank to protect it from flying debris and thermal

radiation in the event of an explosion and fire.

% ASME defines lethal substance as a poisonous gas or liquid of such a nature that a very small amount of the
gas or of the vapor of the liquid mixed or unmixed with air is dangerous to life when inhaled (ASME 2001).
Lethal service rated vessels are designed and fabricated to a higher quality standard than non-lethal rated
vessels.

® The coolant is a mixture of ethylene glycol and water.
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2.3 Impact From the Explosion and Fire

The day tank contained approximately 13,700 pounds of MIC on the night of the residue treater
explosion and fire. Neither the empty cross-plant transfer line nor the carbofuran unit transfer system,
which was operating at the time of the incident, was damaged. Debris from the explosion struck the
blast blanket surrounding the day tank (Figure C-1), and the blast blanket was exposed to radiant heat

from the fires. However, the MIC day tank was not damaged.

Figure C-1. MIC tank blast shield post-incident

Power to the MIC refrigeration system was interrupted, so an emergency generator was put in service.
The MIC temperature rose to 8.9 °C (48 °F) and the pressure rose to 12.7 psig, which were both less
than the maximum allowed values of 30 °C (86 °F) and 20 psig, respectively. The day tank

temperature was below 2 °C late the next day. The day tank was then depressurized and drained.
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2.4 Day Tank Inspection and Return to Service

Bayer removed the blast blankets and removed the tank insulation, then inspected the tank, piping,
and refrigeration system to verify that the explosion and fire did not damage the equipment. Bayer
reinsulated the tank and piping systems and purchased and installed new blast blankets to replace
those that were exposed to the fire. The blankets not directly exposed to the fire were reused. Finally,
the MIC tank was returned to service to provide MIC to the carbofuran unit until the unit was shut

down in August, 2010.
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3.0 MIC Day Tank Blast Shield Analysis

When the day tank was installed in 1983, a wire rope blast blanket system was installed to protect it
from flying debris. The blast blankets also provide a radiant heat shield from nearby fires. In 1994,
the structure was extended up to completely surround the entire tank and top piping connections
(Figure C-2). The original frame design considered static (blast blanket weight) and wind loads only,
and did not analyze the structure for dynamic side loading, one of the functional purposes of the

assembly.

Figure C-2. MIC day tank shield structure
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3.1 Postulated Worst-Case Event Analysis

The shell and one head careened into the methomyl unit when the residue treater violently exploded.
The other 800-pound head (Figure C-3) sheared off and came to rest near the installed location of the
residue treater. A small piece of the vessel cylindrical shell separated and lodged between a catwalk
and the shell of a distillation column (Figure C-4) some 15 to 20 feet from the residue treater installed

location.

Figure C-3. 800-pound residue treater bottom head

Figure C-4. Residue treater shell fragment lodged in catwalk of
adjacent distillation column
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The blast shield showed no evidence of an impact by any significant projectile. However, because of
the proximity of the residue treater to the structure, the CSB conducted a dynamic analysis of the
shield structure and compared the results to a postulated residue treater impact with the structure. The

analysis consisted of the following steps:

e Calculate the residue treater theoretical rupture pressure,®

e Calculate the TNT equivalent energy at the rupture pressure and temperature,

e Calculate the initial velocity of various size residue treater fragments,

e Calculate impact forces from residue treater fragment impacts with the shield structure,

e Calculate the forces required to deflect the shield structure into the MIC day tank or

attached piping, and

o Compare the results of the fragment energies to the shield structure frame analysis.

3.2 Residue Treater Rupture Pressure and TNT Energy

The newly installed 4,500-gallon residue treater was an ASME Code-stamped, SA-240 316L stainless
steel pressure vessel manufactured in 2008. It had a maximum allowable working pressure (MAWP)
of 50 psi at 400 °F and the vessel hydrostatic test pressure was 68 psig. The following calculations
estimate the burst pressure and TNT equivalency of the energy released in the August 2008

explosion.

The Faupel method (Faupel, 1956) is a theoretical method used to predict vessel burst pressures
+/- 15 percent based on vessel geometry and yield and ultimate tensile strengths of the stainless steel.

The formulas were developed from nearly 100 static cylinder tests. According to Faupel, if a cylinder

82 The maximum pressure range of the control system residue treater pressure instruments was 0-50 psig.
Therefore, the actual vessel pressure near the failure point was not recorded.
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wall yields at a constant stress, it will burst at a pressure required to overstrain the wall®. The residue

treater burst pressure, Py, is estimated using the following equation.

P —2% 1nrl2_%
=7 -
where

oy, Ultimate tensile strength = 70,000 psi

oy = yield strength = 25,000 psi

Cylinder wall ratio, R = b/a
a = inner radius (47.6875 in)
b = outer radius (48 in)
R =1.0066

P, =310 psig

When the residue treater ruptured, the stored energy was released nearly instantaneously, creating a
blast wave that spread over a distance from the vessel. The energy of the blast wave can be compared

to a high explosive detonation through a TNT equivalency calculation using the conversion factor of

1.545 x 10°ft Ibs/Ib of TNT.

% Though the Faupel method is intended for thick-walled vessels, it can be applied to thin-walled vessels as
well. All thin- and thick- walled equations derived in the Faupel method yield the same result as the cylinder
wall ratio, R, approaches the value 1.0 (Faupel, 1034).
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Using the calculated burst pressure, the blast energy and TNT equivalence (Cain, 1995) are:

7-1

AP LA
-1 P

where
W = total explosion energy
P, = 310 psia = 46,760 psfa
P, = 14.7 psia = 2117 psfa
V, = 295 ft* (volume above liquid level: 4500-gallon vessel @ 51% full)

v = specific heat ratio of CO, = 1.23 (because CO; is a principal byproduct of methomyl
decomposition)

W=263¢e° ft-lbs
Using the TNT equivalency factor of 1.545 e ® ft-Ibs/Ib, the mass of TNT required to generate the

calculated explosion energy is:

TNT = 26.3 ft-Ibs
1.545 ft-Ibs/lb

TNT =17 Ibs

The American Institute of Chemical Engineers, Center for Chemical Process Safety (CCPS)

Guidelines for Chemical Process Quantitative Risk Analysis (AIChE, 2000) contains other methods

for estimating the TNT equivalent energy from a pressure vessel explosion. The CSB compared the

result from the Cain method with the methods contained in the CCPS publication. Table C-1 contains

the summary of the results.
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Table C-1. TNT equivalency values

Method | TNT (Ibs) Energy (ft-1bs)
Baum | 13 20,690,000
Brode | 36 57,000,000

Brown | 44 69,900,000
Crowl | 19 29,500,000
Cain | 17 26,300,000

3.3 Fragment Kinetic Energy Estimates

The explosion caused the vessel to separate into three pieces: the bottom head, a small segment that
embedded in the catwalk, and the main vessel shell with the top head attached. Initial velocities were
calculated and applied to various trajectory departure angles in the direction of the MIC day tank.
Aerodynamic drag coefficients were then applied to predict the velocity and kinetic energy of each
fragment at impact with the day tank shield structure at the same elevation as the top of the day tank.
The analyses ignored the pipe rack and other large structures between the residue treater and the day

tank that would likely deflect the object, or absorb some of the kinetic energy.

3.3.1  Fragment Velocity Estimates

The energy released in an exploding pressure vessel is distributed among the energy consumed to
fracture the steel vessel, shock wave, kinetic energy of the fragments, and heat energy. The energy
distribution depends on the vessel failure characteristics (e.g., ductile vs. brittle fracture)®* and can

change throughout the explosion.

% post-explosion visual examination of the new residue treater confirmed ductile failure of the shell and heads,
as expected for stainless steel.
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Assuming a complex expansion process (e.g., gas/liquid mixtures are contained in the pressure

vessel), a simple kinetic energy calculation can be used to estimate the fragment upper limit velocity:

KEzlmv2
2
2KE
soV=,|——
m

where
KE = kinetic energy Ibs (ft-1bs)
v = initial velocity (ft/s)
m = mass (Ibs)

However, according to Baum (1988), less than 20 percent of the vessel expansion energy is
transferred to projectiles. To improve the understanding of pressure vessel failure energies, the U.S.
Air Force and U.S. Naval Surface Warfare Center commissioned the General Physics Corporation to
develop a computer model to calculate fragment velocity and energy, called LIMIT-V, as part of the
Pressure Vessel Burst Test Study (Cain, 1995). The study compared the Baum predicted values to

actual fragment velocities measured from high-pressure, gas-filled pressure vessel burst tests.

Assuming a vessel axial split, which was similar to the residue treater failure, and assuming a burst
pressure of 310 psig, the LIMIT-V program predicts that the fragment projectile energy and velocity

for the main residue treater shell and top head are:

Fragment energy = 14.3e® ft-lbs

Initial velocity = 81 ft/sec

The LIMIT-V method likely over-predicts the residue treater fragment velocity because the residue

treater was approximately half-full of liquid rather than vapor filled, and the method does not
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consider a foamy gas-liquid mixture inside the pressure vessel. However, the results are reasonable to

use for evaluating the MIC blast shield structure.

3.3.2 Fragment Range and Strike Velocities

TRAJ is a two-dimensional fragment trajectory model developed for the U.S. Naval Surface Warfare
safety program to estimate fragment velocity and range at various angles. The program uses velocity

and shape characteristics to plot fragment flight path height and range and accounts for aerodynamic

drag and fragment ricochets off barriers or interferences in the fragment path. The program calculates

the velocity and energy at the point of contact with a specified barrier or interference.

The residue treater vessel shell and top head scenario generated the greatest fragment kinetic energy
that could impact the MIC day tank blast mat frame. Barriers representing the MIC day tank structure
were input into TRAJ at a range of 70 feet and a height of 22 feet from the residue treater. Figure C-5
shows the path traveled by the vessel shell and top head having an initial velocity of 81 feet per

second.

If a large, high velocity fragment strikes the shield structure at the elevation where the MIC tank
piping passes through the grating with enough energy to deflect the structure more than about 4
inches horizontally, the piping could be damaged. The model predicts that the residue treater main
fragment will strike the structure at this elevation (circled area on Figure C-5) when the departure
trajectory angle from the explosion epicenter is about 30 degrees above horizontal. The fragment

energy at impact is 137,000 foot-pounds.
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Figure C-5. TRAJ plot with fragment impact with the blast shield structure (vertical line at 75 feet

range). The curves represent fragment departure angles of 0, 15, 30, and 45 degrees.

3.3.3 Shield Structure Dynamic Analysis

Union Carbide installed the blast shield structure in 1983. A 1994 modification added additional
shielding above the MIC day tank. The assembly consisted of a structural frame bolted to the concrete
foundation. Steel wire rope ballistic shield mats were suspended on all sides. The shield mats served
multiple functions: prevent small projectile penetration or significantly reduce the projectile exit
velocity, attenuate energy from an explosion generated pressure wave, and absorb heat from an

explosion or fire. The structural frame supported the heavy steel mats.

A steel grating floor deck was installed a few inches above the top of the MIC day tank. The vessel
relief valve piping passed through a circular opening in the floor deck. The clearance between the
floor opening and the pipe was approximately 4 inches. Therefore, contact between the steel grating
and the pipe will occur if the frame is deflected 4 inches horizontally. An MIC release was assumed

to occur if the grating contacts the pipe—the analysis ignored the strength of the pipe and vessel
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nozzle. The analysis did not evaluate the additional fragment energy (greater impact velocity) that

would be necessary to puncture or break the pipe and release MIC.

3.3.4 Blast Mat Design

The blast mat is a commercially available ballistic shield product that was originally intended to
protect personnel from high-energy explosive detonations. The manufacturer worked with the Israeli
Defense Force and the Southwest Research Institute to determine the ability of the blast mat to absorb
potential debris or pressure waves from an explosion. Testing conducted using explosive devices
showed that the shield is capable of containing very high energy explosions. The testing also
demonstrated that the shield is capable of withstanding detonation pressures resulting from thousands

of pounds of TNT more than 30 feet from the source of the detonation.

The CSB estimated that the residue treater exploded with the force of about 17 pounds of TNT
equivalent, many orders of magnitude lower that the energy absorbing capacity of the ballistic shield.
Therefore, the CSB concluded the shield mat would withstand any postulated explosion pressure

wave from the residue treater.

3.3.5 Structural Frame Assembly Design

Frame assembly design records address only the capacity of the frame to support the deadweight of
the installed mats, plus wind loads. The records do not include a frame dynamic analysis to
demonstrate that the frame assembly was strong enough to protect the day tank from a large object

strike at high velocity.

The CSB commissioned a structural analysis of the frame assembly to evaluate it for resistance to two

load cases:
1. Blast wave overpressure from approximately 40 pound TNT equivalent explosion at 75 feet.

2. Impact force from the residue treater vessel.
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The structural and civil drawings were used to analyze the assembly using GTStrudul,® a
comprehensive structural analysis tool. Failure was assumed if the maximum calculated stresses
exceeded the material strength of any primary component in the frame assembly, or if the frame
structure deflected 4 inches horizontally at the elevation of the top floor grating, the space between

the hole in the grating and the pipe. The results are shown in Table C-2.

Table C-2. Frame loading analysis results

Frame component stress

Load condition limit Maximum Deflection