
Citation: Park, J.; Kim, B.-H.; Hwang,

S.-R.; Park, C. Chemical Release

Accident Caused by the Abnormal

Reaction of Potassium Permanganate

Mixtures during Optical Film

Manufacturing: A Brief Case Review.

Environments 2023, 10, 85.

https://doi.org/10.3390/

environments10050085

Academic Editor: Daisuke Minakata

Received: 17 March 2023

Revised: 8 May 2023

Accepted: 10 May 2023

Published: 12 May 2023

Copyright: © 2023 by the authors.

Licensee MDPI, Basel, Switzerland.

This article is an open access article

distributed under the terms and

conditions of the Creative Commons

Attribution (CC BY) license (https://

creativecommons.org/licenses/by/

4.0/).

environments 

Brief Report

Chemical Release Accident Caused by the Abnormal Reaction
of Potassium Permanganate Mixtures during Optical Film
Manufacturing: A Brief Case Review
Jihoon Park 1 , Byung-Hoon Kim 2, Seung-Ryul Hwang 2 and Choonhwa Park 3,*

1 Environment Team, Joint Inter-Agency Center for Chemical Emergency Preparedness of Ulsan,
Nakdong River Basin Environmental Office, Ministry of Environment, Ulsan 44988, Republic of Korea;
ichkann@korea.kr

2 Chemical Accident Investigation Team, National Institute of Chemical Safety, Ministry of Environment,
Cheongju-si 28164, Republic of Korea; kbh1982@korea.kr (B.-H.K.); komelong@korea.kr (S.-R.H.)

3 Accident Response Coordination Division, National Institute of Chemical Safety, Ministry of Environment,
Cheongju-si 28164, Republic of Korea

* Correspondence: ch51245@korea.kr; Tel.: +82-43-830-4110

Abstract: Small- and large-scale accidents often occur in workplaces handling hazardous chemical
substances. These accidents are usually caused by leaks, explosions, fires and complex chemicals; a
large proportion of these chemical accidents are caused by leaks. A chemical release accident that
injured four people occurred during an optical film-manufacturing process. This report analyzes the
causes of this accident and provides effective measures for accident prevention. This accident was
caused by an abnormal reaction during the input of raw materials prior to their heating. Tertiary
butyl alcohol (t-BuOH), distilled water (DW), and potassium permanganate (KMnO4) were mainly
used in this process. We found that this mixture reacted with unknown impurities. After KMnO4

was added to the mixture of t-BuOH and DW, a large amount of heat was suddenly released from the
reactor for one minute. In particular, a small amount of methanol (4%), which could have entered the
mixture during the cleaning process, and seal oil containing glycerin (13%) were suspected to be the
key materials influencing the rapid reaction. Given the significant findings about this accident, the
precautionary technical/administrative measures we provide herein may help prevent such accidents
in future.

Keywords: chemical accident; abnormal reaction; chemical release; cause analysis; preventive measures

1. Introduction

With the increasing complexity of advanced new technologies in the chemical indus-
try, many newly synthesized chemical substances have become available to consumers
in the global market. Based on the chemical abstracts service (CAS), as of April 2023,
approximately 204 million substances have been disclosed since the early 1800s. Moreover,
thousands of new substances are updated daily in the CAS registry system [1]. This phe-
nomenon is linked to the exponential increase in the number of chemical substances used
in several industries, which inevitably contributes to the high risk of chemical accidents
in industrial settings [2]. Regardless of its scale, an occurrence of a chemical accident in a
process can cause severe consequences over a large area. In addition, a relatively minor
accident can create a primary event source that leads to more severe consequences as per
the domino effect theory [3].

A number of chemical accidents repeatedly occur due to similar causes every year
in Korea. According to the Integrated Chemical Information System (ICIS) operated by
the Korean Ministry of Environment, 446 chemical accidents have occurred in Korea since
2016 [4]. These accidents were mainly caused by the non-compliance with safety rules
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and defects of facilities (78%), followed by transportation accidents (21%) and natural
disasters (1%). Chemical accidents inevitably release hazardous substances due to external
events such as explosions, fires, transportation accidents, and natural disasters. Chemical
accidents may also occur due to mechanical failures, human errors, and other man-made
factors [5,6]. Accidents involving single or abnormal chemical reactions, human errors, and
mechanical/facility faults occur frequently and account for approximately 83% of the total
accident cases. In particular, 17% of chemical accidents (61 out of 358 cases) over the last
five years (2018–2022) have involved the occurrence of an abnormal chemical reaction [4];
thus, it is also important to determine the causes of these accidents.

Lack of information and insufficient findings from an accident may increase the likeli-
hood of its recurrence in the near future [7]. A systematic approach that provides detailed
information about accidents is also imperative for effective investigations of accidents [8].
To prevent the recurrence of similar accidents, the National Institute of Chemical Safety,
which is affiliated with the Ministry of Environment, has recently launched an investigation
into the major chemical accidents that have occurred since 2021. Consequently, this case
report describes the results of the investigation of the causes of a chemical release accident
that occurred through an abnormal reaction during an optical film manufacturing process.
This study also specifies preventive measures for similar processes.

2. Case Description
2.1. Summary of the Manufacturing Process

The manufacturing process consisted of the following steps: input of base materials,
heating/cooling, reaction, and filtering/cleaning to obtain the raw material used for optical
film manufacturing. In the first step, tertiary butyl alcohol (t-BuOH) and distilled water
(DW) were added into a batch reactor vessel. The temperature of the mixture temperature
was maintained at 60 ◦C prior to the addition of solid-phase potassium permanganate
(KMnO4). Subsequently, the mixture containing t-BuOH, H2O, and KMnO4 was heated to
70 ◦C. The next steps included the addition of more raw materials (trade secrets), quality
control, filtration/cleaning, and crystallization (collection of final substance) (Figure 1). The
abnormal reaction event occurred during the input of raw materials (the first step of the
manufacturing process) prior to the heating step.
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Figure 1. Schematic diagram of the optical film manufacturing process.

2.2. Work Conditions before and after Accident

The work conditions at the time of accident were recorded through closed-circuit
television (CCTV), and the workers present at the site at the time of the accident were
interviewed (Figure 2). A team of four workers added t-BuOH (976.3 kg) and DW (1250 kg)
into the reactor and moved the KMnO4 drums, while increasing the temperature of the
mixture (t-BuOH and DW) to 60 ◦C. Two workers opened the reactor cover and added
675 kg of KMnO4 powder into the reactor. However, the workers stated that different from
the usual conditions, the added KMnO4 powder was in the form of agglomerated bulk.
The KMnO4 is usually added in the form of a fine powder, but in this case, some of the
powders were partially agglomerated into a bulk form at the time of the material input.
The origin of this KMnO4 powder agglomeration was not identified. After approximately
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6 min, the mixtures suddenly bumped outside the reactor for 1 min. We estimated that
approximately 2500 kg out of 2900 kg of the mixture had spilled (bumped) outside the
reactor and injured four workers with dermal burning.
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Figure 2. Work conditions before and after the accident in the chronological order.

The temperature variation in the mixtures in the reactor with time was automatically
logged in a programmable logistic controller (PLC). The internal temperature of the re-
actor was maintained at 60 ◦C for the initial few minutes after the addition of KMnO4
(18:35–18:40). However, the temperature increased rapidly to above 70 ◦C with bumping
due to unknown causes (18:41–18:42). After a massive release of the mixture for approx-
imately 1 min, the temperature of the reactor increased continuously to 78.0 ± 2.7 ◦C
(18:43~). In particular, it increased up to approximately 82 ◦C, which is the boiling point of
the mixture, in the initial 10 min after the release event (Figure 3).
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3. Cause Analysis

The fundamental question regarding the accident is why KMnO4 was agglomerated
at the time, and what gave rise to the rupture of the seal oil reservoir. As mentioned above,
the cause of the KMnO4 powder agglomeration could not be identified. We observed that
the seal oil reservoir had been damaged by an unknown cause. When the workers added
the KMnO4 into the reactor, some of the KMnO4 was added in the agglomerated bulk
form. The impact of the heavy agglomerated bulk on the agitator may have caused the
reservoir damage.
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Next, the most important issue is to identify the substances involved in the abnormal
reaction. Some reactive substances including KMnO4, methanol (MeOH), and glycerin may
have contributed to the rapid release of the mixture after the abnormal reaction. KMnO4 is
a substance that is likely to cause chemical accidents due to its hazardous and explosive
nature; hence, it requires the use of accident prevention measures. It may also severely
damage the site of the chemical accident, as publicly announced by the Korea Ministry of
Environment [9]. We assumed that certain substances other than the aforementioned raw
materials may have influenced the abnormal reaction.

A small quantity of certain impurities, such as MeOH, may have entered the reactor
either during the t-BuOH reuse or during the cleaning of the mechanical parts. We found
that the reactor was in fact cleaned with MeOH prior to its use in the manufacturing process.
In addition, seal oil containing glycerin was applied between the axis of the agitator and
the sealing cover for lubrication, and may have also influenced the reaction. The seal oil
reservoir in the reactor was damaged during the accident, and no residual seal oil was found
in the reservoir. The glycerin content of seal oil (volume: 2 L) is usually approximately 13%
under normal conditions. Hence, the seal oil may have been released into the reactor and
mixed with the other substances. Other substances, such as hydrochloric acid and sodium
thiosulfate, can cause the decomposition of KMnO4. However, these materials were not
handled during the reaction. Thus, simple pilot experiments to reproduce the abnormal
reaction under similar conditions were conducted to identify the causes of the accident
(Table 1).

When the internal temperature of the reaction vessel rises, the risk of fire or explosion
increases, because KMnO4 generates a large amount of oxygen. Moreover, many organic
substances react with KMnO4; therefore, unknown impurities or foreign substances may
have contributed to the abnormal reaction (Figure 4). When t-BuOH is used as a solvent, it
is often recycled through reaction, collection, and distillation. However, recycled t-BuOH
may contain a few impurities that may have flown into the reactor at each stage. The
concentration of the recycled t-BuOH was 96.54% in the reactor, and the reactor contained
a residual amount (3.56%) of MeOH, as revealed by quantitative analysis.
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rotational reactor.

According to the process manager’s statement, the concentration of recycled t-BuOH
is usually higher than 99.5% during the normal process, and the reusable internal standard
is set to 95%. When the mixture contained reagent-graded t-BuOH (99.9% ≤), DW, KMnO4
and seal oil in the test flask, no significant reaction occurred, irrespective of the order
of KMnO4 input (Cases (1) and (3), as described in Table 1). The internal temperature
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increased slightly to 63 ◦C, but no rapid reaction or boiling was observed in the laboratory
test (Figure 5).

Table 1. Summary of the test conditions used for reproducing the abnormal reaction.

Substances Test
Scenario Conditions

− Distilled water (DW)
− t-BuOH 99.9% ≤ (Reagent grade)
− t-BuOH (96.0%) + MeOH (4.0%) 1

− KMnO4

Release of seal oil
after KMnO4 input

Case (1)

− Step 1. DW 100 g + t-BuOH (99.9% ≤) 78 g→ Up to 60 ◦C
− Step 2. KMnO4 input (54 g) into the mixture in

3 continuous doses (18 g × 3)
− Step 3. The addition of 0.5 mL-aliquot of seal oil

containing glycerin (13%)

Case (2)

− Step 1. DW 100 g + t-BuOH (96.0%) and MeOH (4.0%)
mixture 78 g→ Up to 60 °C

− Step 2. KMnO4 input (54 g) into the mixtures in
3 continuous doses (18 g × 3)

− Step 3. The addition of 0.5 mL-aliquot of seal oil
containing glycerin (13%)

Release of seal oil
before KMnO4 input

Case (3)

− Step 1. DW 100 g + t-BuOH (99.9% ≤) 78 g→ Up to 60 ◦C
− Step 2. The addition of 0.5 mL-aliquot of seal oil

containing glycerin (13%)
− Step 3. KMnO4 input (54 g) into the mixture in

3 continuous doses (18 g × 3)

Case (4)

− Step 1. DW 100 g + t-BuOH (96.0%) and MeOH (4.0%)
mixture 78 g→ Up to 60 °C

− Step 2. The addition of 0.5 mL-aliquot of seal oil
containing glycerin (13%)

− Step 3. KMnO4 input (54 g) into the mixtures with 3 doses
(18 g × 3) continuously

Abbreviations: t-BuOH, tertiary butyl alcohol; MeOH, methanol; KMnO4, potassium permanganate. 1 This
proportion was set to the same condition of mixtures sampled from the reactor at the scene of accident.
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When recycled t-BuOH (96.0%) containing MeOH (4.0%) was used, abnormal reactions
were observed (Cases (2) and (4), as shown in Figure 5). After KMnO4 and glycerin were
added to the mixture, the internal temperature increased to 70 ◦C, and the reaction suddenly
proceeded more rapidly. The internal temperature finally reached approximately 80 ◦C
with a rate of 1 ◦C per 10 s. We also observed that the internal volume of the mixtures
in the test flask expanded by approximately a factor of two due to boiling. Thus, based
on the results of the laboratory tests, MeOH is suspected to be a key factor influencing
the rapid abnormal reaction. In this process, the following reactions may have occurred,
accompanied by the release of both bubbles and gases:

1. Reaction between KMnO4 and MeOH:

• Decomposition of KMnO4: 2KMnO4 → K2MnO4 + MnO2 + O2
−

• Chain reaction with MeOH: CH3OH + O2 → HCOOH + H2O or CO2 + 2H2O

2. Reaction between KMnO4 and glycerin:

• 6KMnO4 + C3H8O3 → C2H2O4 + CO2 + 3H2O

According to the PLC records in the reactor, the internal temperature increased by
more than 10 ◦C after the mixture was released. Bubbles may have been generated as the
temperature of the mixture reached its boiling point (82 ◦C). Peroxides originating from
KMnO4 decomposition also generate carbon dioxide (CO2) and oxygen (O2) that can evolve
with the reaction. When the agglomerated form of KMnO4 (bulk) is added under these
conditions, rapid eruptions or bumping may occur.

Finally, the accident would have been prevented if the process safety management
system was properly operated. There were some deficiencies with regard to the safety
system of the reactor and human errors. The reactor was not equipped with a safety system
or an automated emergency shutdown system; therefore, the workers could not recognize
the abnormal status. The injured workers also did not wear any appropriate personal
protective equipment (PPE). The harm to humans could have been minimized if they had
followed the safety rules.

4. Measures for Preventing Similar Accidents

Identifying the causes of chemical accidents is important to mitigate or remove po-
tential risks such as facility failures, unsafe actions, human errors, and administrative
faults [7,10]. If more information regarding the causes of accidents is accumulated based on
evidence, it will become easier to implement precautionary measures that may prevent sim-
ilar accidents [11]. Based on the findings of our investigation, we suggest some preventive
measures below.

4.1. Technical Measures

The outward release of the mixture was caused by the abnormal reaction between the
raw materials (t-BuOH and KMnO4) and external impurities. We strongly suspect that
this reaction was the main cause for this accident. Hence, the inflow of impurities during
each process should be blocked by methods such as substance regeneration, cleaning, and
filtration. In addition, the current internal criteria for t-BuOH reuse should be raised from
95.0% ≤ to 98.0% ≤. If the purity of reused t-BuOH is found to be below the specified
criteria, a new product should be used. Periodic sample analysis of raw materials in the
reactor should be performed to prevent the inflow of impurities and to obtain a high quality
control level. Moreover, all reactors in the process should be periodically cleaned using
substances that do not react with the raw materials (e.g., every monthly, quarterly, or
half yearly).

The seal oil also may have caused the abnormal reaction. The glycerin (13%) in the
seal oil leaked out of the reservoir and reacted with the mixture, increasing the internal
temperature and pressure of the reactor. The input amount can be controlled by using a
reactor with a safer design, for example, by employing a meshed sieve or a hopper with
materials that do not generate static electricity (Figure 6). In addition, when selecting the
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seal oil, it is absolutely imperative to check whether it reacts with the raw materials. If
necessary, the seal oil should be replaced with a non-reactive lubricant; alternatively, an
effective approach is to determine the optimal glycerin concentration range that provides
sufficient lubricating action and prevents any abnormal action.
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The use of monitoring systems that can detect unusual symptoms and provide imme-
diate feedback to process managers and operators should be also considered. Each reactor
was equipped with an individual monitoring system (PLC) for recording the internal
temperature and pressure, but the alarm or feedback system was not operated properly.
Since the internal temperature of the reactor may rise rapidly due to the abnormal reactions
between the raw materials and impurities, it is necessary to use such a monitoring system
so that immediate action can be taken if the temperature rises considerably or is outside
the normal range (e.g., operating temperature ± 10 ◦C). It may also prevent an increase in
pressure, which can be caused by malfunctions in or damage to some parts of the reactor.
The pressure in the reactor may rise if the agitator does not operate in normal conditions.
Therefore, the reactor should be equipped with safety devices that can monitor the regular
movements of the agitator.

4.2. Administrative Measures

To further safeguard the process, administrative measures should be followed in
addition to technical measures. First, the safe operation conditions must be modified. In
this case, the optimal operating temperature should be determined and the agitation speed
should be increased to prevent bubble generation. The current operating temperature
(60 ◦C) can be also revised within a range that does not affect the production efficiency.
Increasing the agitation speed may prevent an increase in the local temperature and bubble
generation. Therefore, the bubbles can be sufficiently degassed.

Preventive safe procedures for abnormal conditions should include each emergency
scenario, and should also enable manual operation of the main device in the emergency
state [12]. In particular, the process conditions should be stably maintained, even in a
state of emergency. Most importantly, it is more advantageous to introduce precautionary
methods such as the use of a safety instrument systems or a system that enables immediate
shutdown in an emergency [13,14].

Failure to control the amount of added KMnO4 was one of main causes of the accident.
Therefore, safety procedures for the input of raw materials should be developed. After
adding the required amount of raw material, it is important to check whether the inner
temperature of the reactor increases. Further raw materials should only be added if the
temperature does not increase abnormally. The modified processes should reflect the safety
procedures, and the workers should be aware of all of the details.

Finally, the use of appropriate PPE is highly important for workers in chemical indus-
tries. In this case, the workers did not wear PPE suitable for the process, such as respirators,
chemical protective clothing, and safety gloves. Therefore, four workers were inevitably
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injured via dermal burning during this accident. The number of victims can be reduced by
ensuring that all workers use PPE.

5. Conclusions

This report investigated the causes of a chemical release accident caused by an abnor-
mal reaction and recommended certain safety steps to prevent the reoccurrence of similar
accidents. An abnormal reaction occurred during the input of raw materials (t-BuOH,
KMnO4, and H2O), and some foreign impurities (4% MeOH, 13% glycerin) that may have
influenced the reaction were identified. The MeOH may have entered the reactor during
t-BuOH reuse or the cleaning of mechanical parts, and glycerin was released from the
seal oil reservoir to enhance lubrication with the agitator in the reactor. The pilot test
carried out to reproduce the abnormal reaction revealed a rapid reaction, with an increase
in the mixture temperature when the KMnO4 and glycerin (13%, released from the broken
seal oil reservoir) were added to the mixture that contained 96% t-BuOH and 4% MeOH
(impurity). Furthermore, some deficiencies in the safety system and some human errors
were discovered. The reactor was not equipped with either a safety instrumental system
or an automated emergency shutdown system, and the workers did not wear PPE. These
factors could have had a significant impact on the accident.

Learning from accidents is useful in preparing preventive/precautionary measures.
Moreover, the investigation of similar accident cases raises awareness among stakehold-
ers about safety concerns. Based on our findings, we identified that the accident had
several possible causes, namely non-compliance with safety rules and insufficient safety
processes/preventive measures. If feedback regarding accident cases is widely discussed
in workplaces, it may improve the safety culture in chemical industries.

Author Contributions: Conceptualization, J.P., B.-H.K., S.-R.H. and C.P.; data curation, J.P.; writing—
original draft preparation, J.P.; visualization, J.P. and B.-H.K.; writing—review and editing, J.P.,
B.-H.K., S.-R.H. and C.P.; supervision, S.-R.H. and C.P.; project administration, C.P. All authors have
read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Data Availability Statement: Data are available upon request due to corporation’s privacy. The data
presented in this study are available on request from the corresponding author.

Acknowledgments: All the authors appreciate Byung-Chol Ma and the on-site officials of the
company, who provided assistance and information on processes when the accident investigation
was conducted.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. American Chemical Society (ACS). CAS Registry—Features. Available online: https://www.cas.org/cas-data/cas-registry/

(accessed on 20 April 2023).
2. Broughton, E. The Bhopal disaster and its aftermath: A review. Environ. Health 2005, 4, 1–6. [CrossRef] [PubMed]
3. Darbra, R.; Palacios, A.; Casal, J. Domino effect in chemical accidents: Main features and accident sequences. J. Hazard. Mater.

2010, 183, 565–573. [CrossRef] [PubMed]
4. National Institute of Chemical Safety (NICS). The Integrated Chemical Information System, The Status of Chemical Accidents

and Cases. Available online: https://icis.me.go.kr/ (accessed on 20 April 2023).
5. Krewski, D.; Bakshi, K.; Garrett, R.; Falke, E.; Rusch, G.; Gaylor, D. Development of acute exposure guideline levels for airborne

exposures to hazardous substances. Regul. Toxicol. Pharmacol. 2004, 39, 184–201. [CrossRef] [PubMed]
6. Öberg, M.; Palmen, N.; Johanson, G. Discrepancy among acute guideline levels for emergency response. J. Hazard. Mater. 2010,

184, 439–447. [CrossRef] [PubMed]
7. Jung, S.; Woo, J.; Kang, C. Analysis of severe industrial accidents caused by hazardous chemicals in South Korea from January

2008 to June 2018. Saf. Sci. 2020, 124, 104580. [CrossRef]
8. Center for Chemical Process Safety (CCPS) of the American Institute of Chemical Engineers. Overview of chemical process

incident causation. In Guidelines for Investigating Process Safety Incidents, 3rd ed.; Wiley: New York, NY, USA, 2019; pp. 13–24.
9. Korea Legislation Research Institute (KLRI). Chemical Substances Control Acts—Article 2 (Definitions). Available online:

https://elaw.klri.re.kr/ (accessed on 20 April 2023).

https://www.cas.org/cas-data/cas-registry/
https://doi.org/10.1186/1476-069X-4-6
https://www.ncbi.nlm.nih.gov/pubmed/15882472
https://doi.org/10.1016/j.jhazmat.2010.07.061
https://www.ncbi.nlm.nih.gov/pubmed/20709447
https://icis.me.go.kr/
https://doi.org/10.1016/j.yrtph.2003.11.009
https://www.ncbi.nlm.nih.gov/pubmed/15041148
https://doi.org/10.1016/j.jhazmat.2010.08.054
https://www.ncbi.nlm.nih.gov/pubmed/20851517
https://doi.org/10.1016/j.ssci.2019.104580
https://elaw.klri.re.kr/


Environments 2023, 10, 85 9 of 9

10. Sadeghi, F.; Fatemi, F.; Gilani, N.; Alizadeh, S. Effective Parameters on Chemical Accidents Occurrence: Findings from a
Systematic Review. J. Fail. Anal. Prev. 2020, 20, 1184–1191. [CrossRef]

11. Kidam, K.; Hurme, M. Analysis of equipment failures as contributors to chemical process accidents. Process Saf. Environ. Prot.
2013, 91, 61–78. [CrossRef]

12. Li, X.; Liu, T.; Liu, Y. Cause analysis of unsafe behaviors in hazardous chemical accidents: Combined with HFACs and Bayesian
network. Int. J. Environ. Res. Public Health 2020, 17, 11. [CrossRef] [PubMed]

13. Carson, P. Accident involving a runaway reaction. Loss Prev. Bull. 2018, 259, 2–6.
14. Kao, C.-S.; Hu, K.-H. Acrylic reactor runaway and explosion accident analysis. J. Loss Prev. Process Ind. 2002, 15, 213–222.

[CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s11668-020-00923-9
https://doi.org/10.1016/j.psep.2012.02.001
https://doi.org/10.3390/ijerph17010011
https://www.ncbi.nlm.nih.gov/pubmed/31861332
https://doi.org/10.1016/S0950-4230(01)00070-5

	Introduction 
	Case Description 
	Summary of the Manufacturing Process 
	Work Conditions before and after Accident 

	Cause Analysis 
	Measures for Preventing Similar Accidents 
	Technical Measures 
	Administrative Measures 

	Conclusions 
	References

