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requirement — it is a
responsibility that
protects lives. Every
Standard Operating
Procedure (S0OP)
exists for a reason:
it is built on lessons
learned from past
incidents and real
experiences. These
procedures are not
merely guidelines,
but safeguards
designed to prevent
harm and ensure
that everyone
returns home safely.

“EVERY
INCIDENT IS
PREVENTABLE”

However, incidents
continue to occur —
not because safety
systems do not
exist, but because
they are sometimes
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Isolate people from the hazard | CHITS

LEAST EFFECTIVE

LEAST EFFECTIVE

overlooked,
underestimated, or
bypassed in daily

work. In many
cases, it 1s not
complex failures
that lead to

accidents, but small
decisions made in
routine situations: a
missed step, a
shortcut taken, or a
moment of reduced
attention.

This Safety Month,
we reflect on real
incidents from 2024
to 2026 to remind
ourselves that safety
is mnever optional.
The consequences of
unsafe actions are

real, and their
impact can be
immediate, long-
lasting, and
sometimes

irreversible —

affecting not only
individuals, but also
families, teams, and
the organization as a
whole.

Each case 1is a
reminder that risks
are always present,
and that safety
depends on the
choices we make
every day —
especially when no
one is watching.

30 MAY 2024

REFINERY
ZONE 2
FIRE ACCIDENT

19 SEPT 2024

REFINERY
ZONE 1
FIRE

ACCIDENT

06 JAN 2025

PORT & STORAGE
PERSONNEL
INJURY ACCIDENT

30 MAR 2026

REFINERY
ZONE 4
SCALDING
ACCIDENT
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DIRECT REASONS

Rapid and significant temperature
fluctuation at the reactor outlet
caused flange seal failure, leading
to leakage and fire.

INDIRECT REASONS

The incident was primarily driven
by human and procedural factors. wes
During DCS operation, the operator

made an

REFINERY ZONE &
"830" FIRE ACCIDENT

incorrect adjustment, &

which led to abnormal temperature :
conditions in the reactor. In the =

subsequent handling process,
proper operating procedures were
not followed, ©particularly in
managing abnormal temperature
excursions. In addition, a critical
safety interlock was bypassed
without proper authorization,
preventing the protection system
from functioning as intended. These
actions reflect gaps in adherence to

process  discipline, o
control, and safety management
practices.

“THE INCIDENT
WAS NOT CAUSED
BY EQUIPMENT
FAILURE ALONE -
IT WAS DRIVEN BY
UNSAFE DECISIONS
AND PROCEDURAL
VIOLATIONS”

operational §
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The incident resulted in a fire that

led to an immediate shutdown of

£ the

' operations.
was
pipelines,

This the

incident highlights
importance of strictly following

operating procedures at all
times, especially during
abnormal conditions. Operators
must maintain full situational
awareness and avoid shortcuts
or unauthorized actions such as
bypassing safety interlocks.

affected
disruption to normal production
Significant damage
sustained to
and instrumentation,
requiring extensive repair and
replacement efforts.

unit, causing

equipment,



NEWSPAPER EDITION

PAGE &

R

HENGYI

LCTION ON INCID.

HENGYI (BRUNEI) SAFETY MONTH POSTER
L F L]

ENT'S

FOR INTERNAL USE ONLY

MAY 2026 EDITION I

UNSAFE CHANGES TO STANDARD PROCEDURES TURN ROUTINE
WORK INTO HIGH-RISK OPERATIONS

REFINERY ZONE
“919" FIRE
ACCIDENT

High-temperature oil sprayed
out from the sampling line
and ignited spontaneously
due to improper sampling
operation. The incident was
mainly caused by improper
changes to the sampling
method, which did not comply
with standard procedures for
handling high-temperature
media. There were no
established or approved
sampling procedures, and
necessary safety precautions
were not implemented. In
addition, supervision and
process management were
inadequate, as the
modification of the sampling
device was not properly
reviewed or controlled,
allowing unsafe practices to
be carried out during routine
operations.
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The incident resulted in a
fire at 11:31AM during
routine sampling work
operations, causing injury
to personnel and damage
to sampling valves. The IP
sustained second-degree
burns to both hands and
face. Site emergency
response actions were
activated, leading to
operational disruption.
This particular incident
highlishted weaknesses in
company process control,
operational discipline, and
management of change
within the organization.

This incident highlights the
importance of strictly
controlling any modification
to operating methods and
ensuring all procedures are

properly  established and
approved before any
implementation.  Operations
involving high-temperature
media must follow

standardized procedures with
adequate safety precautions in
place. Also, strengthening
supervision, enforcing process
discipline, and improving
change management control
are essential to prevent
similar incidents from
recurring.

After 6 weeks of recovery
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PORT & STORAGE “106” CREW
PERSONNEL INJURY ACCIDENT 20&5

The incident occurred at dJetty #4
during routine testing of firefighting
equipment while a vessel was actively
conducting unloading operations. At

. = the time, crew members were working

: *. near the vessel manifold area, creating
a high-risk environment due to
| simultaneous operations (SIMOPS).
. The presence of multiple activities in

B the same area increased the
e | complexity of the work environment
and required strict coordination,

communication, and control measures.

During a fire monitor test, the
operator mistakenly activated the
water discharge, and the high-

pressure water jet struck a vessel
crew member, causing severe injuries.
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The incident was driven by a combination of human error
and management gaps. The operator failed to confirm the
surrounding work environment and did not ensure that no
personnel were within the discharge range before starting
the test. In addition, the test was conducted while a vessel
was berthed, indicating poor work arrangement and lack of
risk awareness for simultaneous operations. Existing
procedures were unclear and lacked specific guidance for fire
monitor testing, while training and supervision were
insufficient. Furthermore, risk identification and assessment
for such operations were not adequately carried out, allowing
unsafe conditions to persist.

IMPACT ON COMPANY

The incident resulted in severe
injuries to the wvessel crew
member, which ultimately led to
a fatality. This caused
significant impact on the
company, including the need for
substantial compensation and
follow-up handling.

LESSON LEARNT

This incident highlights the
critical importance of verifying
work conditions before any
operation and strictly
controlling testing activities in
active operational areas. Fire
monitor testing must not be
conducted when vessels are
present, and clear, detailed
procedures must be established
and followed.
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FLEXICOKING UNIT “330”
SCALDING ACCIDENT 20&6

Following an emergency shutdown of
the flexicoking unit on the 30t of
March, maintenance work was
arranged to clean and isolate the
SR102B filter through blind plate
installation. During the operation,
additional cleaning of coke deposits
inside the pipeline was introduced,
creating a change in the original work
SCope.

The 1incident was caused by
incomplete process isolation and
inadequate risk identification.
Residual o0il slurry remained under
™ pressure due to insufficient purging,
fed 8 creating a hidden hazard.
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When coke deposits were cleared, the resistance in the
pipeline decreased, resulting in sudden release and
splashing of high-temperature oil slurry. In addition, the
change in work scope was not properly assessed, and no |
new risk analysis was conducted. Personnel proceeded
with the task without adequate heat protection
measures, reflecting gaps in change management, risk
assessment, and operational control. The incident
resulted in personal injuries, where one worker
sustained burns from hot oil slurry and another suffered |
a foot fracture while evacuating the area. The case led to
operational disruption, medical treatment costs, and g
increased safety management pressure. It also exposed ! »
weaknesses in process handling, emergency shutdown A
management, and work control practices. o

This incident highlights the importance of ensuring complete
isolation and wverification before any maintenance work. Any
change in work scope must trigger a new risk assessment and
approval process. High-temperature systems require strict
confirmation of zero pressure and adequate protection measures
before intervention. Strengthening JHA quality, enforcing change
management, and maintaining strict operational discipline are
critical to preventing similar incidents.
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P Reflecting on Safety
Through Incidents

In a high-risk industry,

a single mistake can affect not
just one task, but the stability of »

operations, team performance,

and even the future of the

organization.
Safety

of everything we do.

9. Community
Emergency Response

8. Plant Emergency

Response

6. Physical
Containment (Bunds)

5. Physical
Protection (Relief Devices)

4 .Safety
Instrumented System

3. Alarms &
Operator Intervention

2. Basic Process
Control System

1. Process

is never an optional S .
condition — it is the foundation

Every incident is not an isolated event

— it is the result of accumulated risks

and a series of wunsafe decisions.

Looking back at past incidents, we see

more than injuries.

We see equipment damage, financial

& loss, operational disruption,

ll and lasting impact on the company’s
reputatlon and credibility.

é: /

Without safety,
there is no
productivity.
Without safety,
there is no stability.
Without safety,
there is no future.

Every procedure exists for a reason.
Every requirement is written to prevent
history from repeating itself.

The risks we face may not always be visible,
but they are always present —
and they can escalate at any moment.

Before every task, take a moment to pause,
observe, and think.

This is not about slowing down work —

it is about doing the work correctly, with full
awareness of the risks.

Safety first is not just a principle —
it is a decision made at every moment that matters.
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