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The process industry and the health and safety regulator both have a need to learn the lessons from

process safety incidents. In the UK, the Health and Safety Laboratory is undertaking operational

research and analysis of data from process industry incidents to inform the Health and Safety Execu-

tive’s decision-making, prioritization and trend analysis. Sources of data are discussed. A prelimi-

nary incident analysis is provided: Process industry dangerous occurrences are reviewed for 2008

with explosive manufacturing having most incidents followed by oil refining. For a sample of 19 inci-

dents from 2006 and 2007 direct causes, underlying causes, safety management failings and “mitiga-

tion against escalation” are all discussed. Inadequate isolation was the most prominent direct cause.

Operating procedures and hazard analysis/risk assessment were significant underlying causes. Plan-

ning and implementation followed by organising/competence were significant safety management

failings. Process stopped and none/unknown were the most frequent “mitigation against escala-

tions”. Ways to improve the HSE incident data recording system are identified.
INTRODUCTION
Learning from incidents is necessary to help prevent future
reoccurrence. Both the regulator and the chemical industry
need to learn the lessons. HSE uses the analysis of incident
data as one of its operational intelligence streams to better
plan its interventions and to ensure resources are targeted
where they can be of most benefit. It also provides part of
the evidence base to steer operational policy decisions and
resulting guidance. This paper describes work, which is
still in progress, to provide analysis of process safety inci-
dents and to advise on better ways of capturing data for
future ongoing analysis.

Within the process safety community in HSE and
HSL a number of knowledge hubs have been set up. The
HSE/HSL process safety community are experts in
process safety issues who also have access to an internal
website. The process safety knowledge hubs manage knowl-
edge and promote a consistency of approach between HSE
process safety specialists in key areas. Incident analyses
are therefore of interest to these knowledge hubs, to other
specialist disciplines in HSE, and to wider HSE initiatives
such as the Remodelling Control of Major Accident
Hazards (COMAH) programme, which is reviewing the
way in which the COMAH Competent Authority regulates
under the COMAH Regulations. The work carried out on
process safety incident analysis was informed by discus-
sions with HSE staff representing the process safety and
other specialist disciplines.
SOURCES OF DATA

CURRENT HSE DATA SOURCES
Incident investigation reports by HSE inspectors are cur-
rently stored on HSE’s data storage systems (EDRM and
COIN). Both regulatory inspectors and specialist inspectors
2009. This article is published with the permission of th

104
would contribute to the investigation. The regulatory inspec-
tor, using a template, normally completes the investigation
report, which summarises the main investigation findings.
Other more detailed reports will also be available.

The regulatory inspector records causal analysis of
incidents. The causal analysis is in conformation to an
HSE semi-permanent circular (SPC/Enforcement/132)
(HSE, 2004c), which requires incident causes and activities
to be recorded after April 2007. Specialist inspectors may
only need to be consulted on the more complex larger inci-
dents. Figure 1 shows the available causal categories from
SPC/Enforcement/132.

The companies who have the incidents are legally
required to report injuries or dangerous occurrences under
RIDDOR (Form F2508, HSE 2009). There is an HSE
website which stores these reports. HSE staff can arrange
to search and download any RIDDOR report. There is
often an historical description of the incident. Other useful
information includes the Dangerous Occurrence (DO)
Type, the Standard Industrial Classification (SIC) and the
Process Environment (PE) code (the Chemical Engineering
operation or other work process) (The Stationary Office,
2003). Figure 2 defines the relevant and possible DOs,
SICs and PEs. These three types of information can be
used to sort the data. Data can easily be extracted from
the RIDDOR website and put into spreadsheets for further
analysis. The quality of the RIDDOR incident data is also
likely to vary.
PREVIOUS AND OTHER HSE DATA SOURCES
HSE used to produce annual sector reports covering the
onshore oil and chemical industries, based on RIDDOR
data (HSE, 2003b; HSE, 2003c; HSE, 2004b; HSE,
2003d; HSE, 2003e; HSE, 2003f). These reports were
e Controller of HMSO and the Queen’s Printer for Scotland.
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Figure 1. Available causal categories
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useful as RIDDOR was searched using SICs and infor-
mation on trends including DO type and Process Environ-
ment was presented. There would be some merit in the
annual reports being reintroduced.

HSE’s Hazardous Installations Directorate Inspectors
using both RIDDOR and Incident Investigation Report Data
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produced a database (FIREX). Only Fire and Explosions
were considered, as DO types. All fires and explosions
were searched for not just those on chemical plants. The
extraction process was quite time consuming. Runaway
reaction incident data was particularly difficult to extract
(Fowler & Baxter, 2000; Bradley & Baxter, 2002).

HSE has to report any large COMAH incidents every
year to the EU (HSE, 2000a; HSE, 2001a; HSE, 2002a;
HSE, 2003a; HSE, 2004a). There is a great deal of infor-
mation on such large incident investigation as teams of
HSE staff are generally involved. The reports could be
used to identify large incidents for further study.

Large scale incidents are investigated by a team of
regulatory and specialist inspectors. The data is likely to
be of high quality with good incident history, causes and
lessons to be learned. Examples include the Grangemouth
and Humber Refinery Incident Reports (HSE, 2003g;
HSE, 2005b).

An HSL report (HSL, 2003) and subsequent SPC
(HSE, 2004c) tried to provide a causal analysis of incidents
using incident investigation reports. The technique of relat-
ing the direct cause, release site, operating mode (activity at
time of release) and primary risk control system (underlying
cause) in the same table seemed to be a good one. The health
and safety management system failings were also classified
using POPMAR (ref HSG 65). Underlying causes also
needed to be captured.

During 2004/05 the chemical industry was asked to
provide their own simple causal analysis of incidents. A
report (HSE, 2005a) on this voluntary reporting of loss of
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containment incidents has been published by HSE. There
were also some anonymised incident descriptions. The
report looks at both chemical and refinery incidents in sep-
arate sections.

Generally data varies in quality, detailed investi-
gations of a few large-scale incidents generally provide
high quality data whilst general incident data involving a
high number of incidents may be variable in quality.
EXTERNAL DATA SOURCES
The IChemE’s Loss Prevention Bulletin provides useful
information on process incidents and lessons learned. The
incidents described occurred in the UK and other countries.
IChemE also ran a worldwide accident database, which has
now been discontinued. Worldwide incidents can also be
identified using regular literature reviews. The Major
Hazards Incident Data Service (MHIDAS) (Fewtrell and
Hirst, 1998), which was operated by AEAT on behalf of
HSE, did this until the late 1980’s/early 1990’s. There
may be a case for the reintroduction of such a service. The
EU’s Major Accident Reporting System (MARS) (EU
Joint Research Centre) is a database containing all incidents
reportable to it, under the Seveso Directive (implemented as
COMAH in the UK). Both MHIDAS and MARS data is
stored in a searchable database. In the United States, the
Chemical Safety and Hazard Investigation Board (CSB),
undertakes thorough investigations into large chemical
plant incidents and produces useful reports on them. The
CSB report into the Texas City Refinery incident (CSB,
2007) would be an example of such a report.
PRELIMINARY INCIDENT ANALYSIS
Some preliminary analysis of process safety incident data
has been carried out or is planned within the project and is
described here. As well as producing intelligence on
process safety incidents, the process of analysis enabled
issues and difficulties with the analysis of incident data to
the identified and possible improvements to be suggested.
IDENTIFYING INCIDENTS USING RIDDOR

AND COIN
Incidents may be identified from either RIDDOR or COIN.
The search terms used for RIDDOR were firstly “loss of
containment DO with relevant Process environment
codes” and secondly “all DO in relevant manufacturing
industries by SIC codes” for the calendar years 2006,
2007 and 2008. Figure 3 details the search terms used.
The RIDDOR web pages were downloaded and the data
transferred into a spreadsheet.

The HSE COIN data mining team was also asked to
provide information on all Dangerous Occurrences assigned
to HSE Hazardous Installations Directorate Chemical Indus-
tries Division (HID CI) between 01/04/2006 and 31/03/
2008. This should capture many onshore process safety
dangerous occurrences. The DO type, Process environment
code, regulatory inspector, HIDCI team details and incident
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description were all provided. The HSE COIN data mining
team were also asked to provide information on all Danger-
ous Occurrences assigned to HID CI between 01/04/2008
and 31/03/2009.
RIDDOR ANALYSIS GRAPHS
Percentage bar charts were produced for each year (2006,
2007 and 2008) showing the numbers of each LOC dangerous
occurrences on each bar for each relevant Process Environ-
ment and manufacturing SIC. Examples are provided for
the year 2008: Figure 4 shows the Process Environments
and Figure 5 shows the manufacturing SICs. Figure 4
shows that incidents involving chemical reactions can
result in explosive dangerous occurrences. This is likely to
be in the manufacture of explosives and Figure 5 shows
that most dangerous occurrence incidents occur in the manu-
facture of explosives, but this industry is known to be par-
ticularly hazardous. A significant number of dangerous
occurrences incidents also occur in the oil refining industry.
RIDDOR AND COIN SPREADSHEETS
The incidents identified using RIDDOR were arranged in a
spreadsheet in order of Dangerous Occurrence, Process
Environment and SIC. The incident spreadsheet supplied
by the HSE COIN data mining team can also be arranged
to show relevant Dangerous Occurrences or Process
Environments, but not SICs, using a data filter. These
spreadsheets enable incidents of interested to particular
HSE Process Safety Knowledge Hubs and other inspector
disciplines (Mechanical Engineering and Electrical/
Control and Instrumentation (C&I)) to be easily identified.
Table 1 suggests which particular codes may be most rel-
evant to the various hubs and disciplines. An improvement
to COIN would be to also record the SIC.
DATA ANALYSIS USING HSE

INVESTIGATION REPORTS
For the years 2006 and 2007 a selection of RIDDOR incidents
were identified and searched for on COIN using the ICC
number. If a standard HID Investigation Report was avail-
able, it was noted and saved. The information from the HID
investigation reports has been collected into a spreadsheet
with headings based on the investigation report template. If
the causal analysis drop down menu had been completed
this too was noted and saved. The causal analysis was intro-
duced by SPC/Enfocement/132 and would be expected after
April 2007. A similar process will be done for the 2008 inci-
dents identified with RIDDOR. Thus information from
RIDDOR, the HSE investigation report and causal analysis
results can be stored in the same spreadsheet.

HSL plans to also undertake a full analysis of all process
safety incidents, but only where HSE investigation reports are
available, for the years 2006, 2007 and 2008. The analysis will
be based on both the HSE investigation report and the
RIDDOR report using SPC/Enforcement/132 causal cat-
egories (Figure 1), but more than one cause will be recorded.
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Table 1. RIDDOR codes most relevant to particular knowledge hubs and disciplines

Hub/discipline Dangerous occurrence Process environment SIC

DSEAR &

Petroleum

licensing

19 Explosion or Fire 0421 Bulk transfer and storage

0422 Non bulk transfer and

storage

Refineries 23200 Refined Petroleum Products

23201,23209 – Mineral oil refining

and other treatment of petroleum

products

Bulk Toxics 21 Escape of Substance 0421 Bulk transfer and storage

LFG & Fire 20 Escape of Flammable

Substances

19 Explosion or Fire

0421 Bulk transfer and storage

Exothermics &

Energetics

0426 Chemical reactions

Mech Eng 02 Pressure System

14 Pipelines and Pipeworks

Elec/C&I 05 Electrical Short Circuit
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The analysis, including causes and activities, will be reported
in the HSE Research Report, to be produced on this project.

To illustrate the data analysis process, a sample of
19 sample incidents, will be discussed here. Figure 6
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shows the direct causes of these sample incidents.
The direct causes seem to be variable but inadequate iso-
lation does seem to be most prominent. Figure 7 shows
the underlying causes (risk control system) of the sample
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incidents. Problems with operating procedures and hazard
analysis/risk assessment seem to be highlighted here. For
the sample incidents, the activity at the time of release
(operating mode) was generally normal operation.
However the reasons for the incident may have started pre-
viously during planned maintenance, shut down, start-up or
plant modification. For the sample incidents the site of
release varied but “valve open end” and “pipe body” did
seem to be more prominent than other release sites.
Figure 8 shows the health and safety management system
failing of the sample incidents. Planning and implemen-
tation is the most prominent with organising/competence
also significant. Figure 9 shows the “mitigation against esca-
lation” for the sample incidents. “Process stopped” and
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“none/unknown” were the most common mitigation
methods. However a variety of other mitigation methods
are also employed, as shown in the figure.
WAYS TO IMPROVE THE HSE INCIDENT

RECORDING SYSTEM

DATA COLLECTION
Possible improvements to the incident recording system
arose during the project, and are listed below:

. An improvement to COIN would be to also record the
industry in which the incident took place using the stan-
dard industrial classification (SIC) code.

. Allow more than one causal type to be selected by the
regulatory inspector from the drop down menu, this
would improve SPC/Enforcement 132.

. There may be a case for the reintroduction of a database
to record worldwide process incidents.

. Have all data come together in the same place so it can
be searched and causal analysis examined. This avoids
over analysing the data.

. Use supplementary forms for each chemical industry
sector (e.g. chemical and onshore oil) to capture more
detailed incident information. This approach is similar
to the forms used on a voluntary basis by the offshore
oil and gas industry (Form OIR12, HSE 2009) to
record additional data on hydrocarbon releases.

. Involve specialist inspectors in causal analysis by way of
supplementary forms for their discipline. The regulatory
inspector would decide which specialists (generally
those involved in any investigation) would assist with
the additional forms.
va
lv

e 
op

er
at

or
s

N
on

e 
/ U

nk
no

w
n

P
re

ss
ur

e 
R

el
ie

f
S

ys
te

m

P
ro

ce
ss

 S
to

pp
ed

inst Escalation

19 sample incidents from 2006 & 2007



IChemE SYMPOSIUM SERIES NO. 155 Hazards XXI # 2009 Crown Copyright
. Encourage the regulatory inspector and the operating
company to cooperate in the generation of RIDDOR
and HSE Investigations Reports.

. RIDDOR reports could be amended to include incident
causes once they have been determined.

INFORMATION EXCHANGE
A Process Safety Incidents page was created on the internal
HSE Process Safety web community. It has project reports
and power point presentations. Spreadsheets were provided
which give information on incidents. It provides a focal
point for information exchange with the inspector teams
and knowledge hubs. Topics were suggested for the individ-
ual knowledge hubs to search on – Dangerous Occurrences
(DO), Process environment and SIC manufacturing codes,
see Table 1. Process incidents have been raised as an issue
with all the knowledge hubs. The incidents page could
also provide a link to incident reports. Changes to the
page are generally notified to members of the internal
HSE web community.
COMAH REMODELLING – OPERATIONAL

INTELLIGENCE
Analysis of incidents is an important input into HSE’s plan-
ning cycle. The planning cycle is the process used to assign
priorities for HSE. HSE’s COMAH remodelling – oper-
ational intelligence work seeks to make best use of all
such intelligence – inspection, assessment and incident
analysis in the planning cycle. This paper and its associated
project will contribute to the redesign of HSE’s operational
intelligence system for COMAH.
CONCLUSIONS
A method HSE can use to collect, attribute and analyse
process safety incidents has been described. Collecting
information on dangerous types, process environments and
industrial sectors for process safety incidents also allows tar-
geting of HSE’s resources. Methods to attribute incidents to
particular HSE topics and specialist disciplines have been
described. Incident analysis needs to consider a range of
causal factors (direct cause, underlying cause, health and
safety management failing) as well as other factors (site of
release, activity at time of release, mitigation against escala-
tion). The incident analysis approach described could con-
tribute, as one operational intelligence strand amongst
others, to HSE’s plans for future interventions on
COMAH sites in Great Britain.
REFERENCES
Bradley P.L & Baxter A, “Fires, explosions and related inci-

dents at work in Great Britain in 1998/99 and 1999/
2000”, Journal of Loss Prevention in the Process Industries,

15, (2002), 36–372.

EU Joint Research Centre, “Major accident reporting system”

http://mahbsrv.jrc.it/mars/default.html.
111
Fowler, A.H.K & Baxter A, “Fires, explosions and related inci-

dents at work in Great Britain in 1996/97 and 1997/98”,

Journal of Loss Prevention in the Process Industries, 13,

(2000), 547–554.

Fewtrell and Hirst, “A review of high-cost chemical/petro-

chemical accidents since Flixborough 1974”, IChemE Loss

Prevention Bulletin, April 1998, no 140.

CSB, (US Chemical Safety and Hazard Investigation Board)

“Investigation Report, BP Texas City, March 23 2005”,

Report No 2005-04-I-TX, March 2007. http://www.csb.gov/
completed_investigations/docs/CSBFinalReportBP.pdf.

HSE, “COMAH Major Accidents Notified to the European

Commission England, Wales & Scotland 1999-2000”,

2000a. http://www.hse.gov.uk/comah/eureport/images/
1999-00.pdf.

HSE, “COMAH Major Accidents Notified to the European

Commission England, Wales & Scotland 2000-2001”,

2001a. http://www.hse.gov.uk/comah/eureport/images/
2000-01.pdf.

HSE, “COMAH Major Accidents Notified to the European

Commission England, Wales & Scotland 2001-2002”,

2002a. http://www.hse.gov.uk/comah/eureport/images/
2001-02.pdf.

HSE, “COMAH Major Accidents Notified to the European

Commission England, Wales & Scotland 2002-2003”, 2003a

http://www.hse.gov.uk/comah/eureport/car2003.htm.

HSE, “Industry Sector Profile Chemical Production Industry

2002/03”, 2003b. http://www.hse.gov.uk/chemicals/
chemprod02-03.pdf.

HSE, “Industry Sector Profile Chemical Industry 2002/03”,

2003c. http://www.hse.gov.uk/chemicals/chemsect02-03.

pdf.

HSE, “Industry Sector Profile Paints and Coatings Industry

2002/03”, 2003d. http://www.hse.gov.uk/chemicals/
paints02-03.pdf.

HSE, “Industry Sector Profile Pharmaceutical Industry

2002/03”, 2003e. http://www.hse.gov.uk/chemicals/
pharmaceutical02-03.pdf.

HSE, “Industry Sector Profile Onshore Oil Industry 2002/03”,

2003f. http://www.hse.gov.uk/chemicals/onshoreoi02-03.

pdf.

HSE, “Major Incident Investigation Report BP Grangemouth

Scotland 29th May – 10th June 2000”, 2003g. http://www.

hse.gov.uk/comah/bpgrange/images/bprgrangemouth.pdf.

HSE, “COMAH Major Accidents Notified to the European

Commission England, Wales & Scotland 2003-2004”, 2004a.

http://www.hse.gov.uk/comah/eureport/car2004.htm.

HSE,“Industry Sector Profile Chemical Industry 2003/04”,2004b.

http://www.hse.gov.uk/chemicals/chemsect03-04.pdf.

HSE, “Loss of Containment Incident analysis”, SPC/
Enforcement/90, 2004c. http://www.hse.gov.uk/foi/
internalops/hid/spc/spcenf90.pdf.

HSE, “Findings From Voluntary Reporting of Loss of Contain-

ment Incidents 2004/05”, 2005a. http://www.hse.gov.uk/
chemicals/vrlci.pdf.

HSE, “Public Report of the Fire and Explosion at the Conoco

Phillips Humber Refinery on 16 April 2001”, 2005b.

http://www.hse.gov.uk/comah/conocophillips.pdf.



IChemE SYMPOSIUM SERIES NO. 155 Hazards XXI # 2009 Crown Copyright
HSE, “Investigation of loss of containment dangerous occur-

rences”, SPC/Enforcement/132, 22, 2007a. http://
www.hse.gov.uk/foi/internalops/hid/spc/spcenf132.pdf.

HSE, “HSE Forms – Incident Reporting”, HSE, 16 January

2009. http://www.hse.gov.uk/forms/incident/index.htm.

HSL, “Loss of Containment Incident Analysis” HSL/2003/07,

2003 http://www.hse.gov.uk/research/hsl_pdf/2003/
hsl0307.pdf.

The Stationary Office, National Statistics, “UK Standard Indus-

trial Classification of Economic Activities 2003”, UK
112
SIC(2003), London, 2003. http://www.statistics.gov.uk/
methods_quality/sic/downloads/UK_SIC_Vol1(2003).pdf
DISCLAIMER
The views expressed in this paper are those of the
authors and do not necessarily reflect the policy of the
Health and Safety Executive or the Health and Safety
Laboratory.


	INTRODUCTION
	SOURCES OF DATA
	PRELIMINARY INCIDENT ANALYSIS
	WAYS TO IMPROVE THE HSE INCIDENT RECORDING SYSTEM
	CONCLUSIONS
	REFERENCES
	DISCLAIMER
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Figure 5
	Figure 6
	Figure 7
	Figure 8
	Figure 9
	Table 1


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


