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Selected Excerpts from Alyeska Management Action Plan Objectives (2007) 
and Pump Station 9 Incident Investigation Report (2010) 

 
________ 

 
Alyeska Management Action Plan Approved, October 2007 
 

 
 

– Alyeska Pipeline Service Company, Management Action Plan Approved, October, 2007, 
page 4 of 6. 

 
 

________ 
 
Pump Station 9 Tank Farm Overflow Incident Investigation Report,  
June 2010 

 
Root Cause #2 - Previous Incident MAPs & Lessons Learned LTA (Less Than Adequate).  

Over the last several years, there have been a number of incidents with resulting Management 
Action Plans (MAPs) intended to implement recommendations identified during the investigations. 
. . . Despite the efforts made to address previous incidents and to learn from previous work 
activities, there continues to be a pattern of significant incidents occurring. As an organization, we 
are not optimizing our opportunities to learn. Personnel are working hard to complete all 
requirements and remain in compliancer, but the completion of actions intended to prevent inc 
idents and the opportunities to learn from work activities have not been effective in influencing the 
culture or behaviors. . . .  There is usually no continuity between the Incident Investigation Team 
and the MAP Development Team. . . .  The Operations Incident Review Board has not been 
meeting as routinely as intended and has not effectively communicated incident learning's [sic] 
throughout the organization. 

 
–     Alyeska Pipeline Service Company, TK-190 Overfill Incident Root Cause Analysis 

Report And Post Accident Review, June 22, 2010, pages 12-13. 
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