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3.0 ORPS Data Entry 
 
The ORPS DATA ENTRY module is used to create new Notification Reports and edit existing 
Update Reports.  Note that existing reports created prior to the ORPS redesign utilize fields and 
formats no longer used for new reports created on or after the ORPS redesign.  Therefore the 
procedures regarding the old reports vary slightly from the new procedures.  Both will be 
discussed in this section. 
 

3.1 Occurrence Report Life Cycle 
 
The life cycle of an occurrence report is as follows: Notification Report, Update Report 
(optional), and Final Report.  The Notification Report consists of at least the first 19 data-entry 
fields of the occurrence report plus field 25.  Other fields may be required for specific occurrence 
types or report types.  The remaining fields are not required for a Notification Report; however, 
all data fields are available for entry during all stages of report preparation.  (See Table 1 in 
Section 3.2 for a list of all data-entry fields and the conditions under which they are required.) 
 
A new Notification Report is assigned a temporary working number (e.g., PSO-FO-RO-CON-
FAC-2005-TEMP).  This temporary number will remain assigned to the report until it is 
transmitted to the ORPS database.  At that time, the report will receive an official occurrence 
report number. 
 
Once a Notification or Update occurrence report is submitted as a Final, it will be stored in the 
database for future reference.  Occasionally it will be necessary to re-open a final report either to 
make minor editorial changes to it, or to back stage it and modify the reporting criteria.  The 
Administrative function of the ORPS DATA ENTRY is used to perform these functions (see Section 
3.6).  In the event that a report is back staged, it must go through the approval process required 
by the severity level of the occurrence. 
 
A Final Report is referred to as an Update Report until both the DOE Facility Representative and 
the required approvals are obtained.  An update report can be cancelled by clicking the CANCEL 

REPORT check box next to the SIGNIFICANCE CATEGORY field.  The cancelled occurrence report 
will no longer be displayed when using the default criteria for the ORPS Search and Reports 
function.  To search for cancelled reports, you must specify their inclusion in your search 
criteria. 
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3.2 Creating a New Notification Report 
 
To create a new Notification report: 
 
1. Select DATA ENTRY from the ORPS MAIN MENU screen. 
 

The ORPS DATA ENTRY OCCURRENCE INPUT SCREEN will be displayed, as shown in  
Figure 3-1: 
 
Figure 3-1:  ORPS Data Entry Occurrence Input Screen 

 
 
This screen is the starting point for entering data into ORPS. 
 

2. Select a Facility from the FACILITY dropdown menu on the ORPS DATA ENTRY OCCURRENCE 

INPUT screen. 
 
NOTE:  If you do not select a facility first, you will receive an error message.  To select a 

facility, click your mouse on the down arrow located at the right of the selection box.  
A drop-down list of facilities will be displayed. 

 
2. Select the NEW button to proceed to the Data Entry page shown in Figure 3-2.  The title, 

"DRAFT ORPS Notification Report": will be displayed across the top of the screen. 
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Figure 3-2: ORPS Data Entry Screen (Partial) 

 
 
NOTE: To scroll through the fields of the ORPS DATA ENTRY FORM, click the scrollbar to the right 

of the data entry fields.  To view help on any field, click the link corresponding to a 
particular field.  Online help explanations will appear in the frame to the right.  To resize 
any of the frames shown in Figure 4, place the cursor on the frame border, and click and 
drag the frame to the desired size. 

 
Table 3-1 provides instructions for completing the ORPS DATA ENTRY FORM.  Note that for 
Significance Category 4 reports, many fields are optional. 
 
Table 3-1:  Data Entry Assistance for Occurrence Reporting Fields (Redesigned GUI) 
 
Field Name Data Entry Assistance for Each Field 
Facility/Personnel Information 
*1. Occurrence Report No.  The occurrence report number consists of:  

• Program Secretarial Office 
• DOE Field Office  
• Regional Office (if applicable)  
• DOE contractor  
• Facility  
• Calendar Year the occurrence was first reported  
• sequential number of the occurrence by facility  

Items are separated from each other by a dash.  

A temporary number is assigned when a Notification Report is first 
created. When the Notification Report is successfully transmitted, a 
permanent number will be automatically generated by the ORPS 
system, and may not be modified.  

*2. Facility Name Select the Facility Name from the drop-down menu.  Note, only 
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Field Name Data Entry Assistance for Each Field 
facilities that you have authority for will show up in this drop-down 
menu. 

*3. Facility Function Code 
 
 

Select the Facility Function code from the drop-down menu that best 
describes the activity/function performed at the facility selected. Only 
one selection is allowed. 
 
Facility Functions are listed below: 
01 - Plutonium Processing and Handling 
02 - SNM Storage 
03 - Explosive 
04 - Uranium Enrichment 
05 - Uranium Conversion/Processing and Handling 
06 - Irradiated Fissile Material Storage 
07 - Reprocessing 
08 - Nuclear Waste Operations/Disposal 
09 - Tritium Activities 
10 - Fusion Activities 
11 - Environmental Restoration Operations 
12 - Category "A" Reactors 
13 - Category "B" Reactors 
14 - Solar Activities 
15 - Fossil and Petroleum Reserves 
16 - Accelerators 
17A - Laboratory - Analytical 
17B - Laboratory - Research & Development 
18 – Power Marketing Administration 
99A - Balance-of-Plant - Offices 
99B - Balance-of-Plant - Machine shops 
99C - Balance-of-Plant - Site/outside utilities 
99D - Balance-of-Plant - Safeguards/security 
99E - Balance-of-Plant - Storage (except SNM) 
99F - Balance-of-Plant - Laundries 
99G - Balance of Plant - Infrastructure (Other Functions not 
specifically listed in this Category) 

*4. Site Name This field is automatically generated by the system, and indicates the 
Originator's site.  This field may not be modified. 

*5. Manager/Designee Enter the name, title, and phone number of the responsible facility 
manager or designee who approved this report, either by personally 
transmitting the electronic report or by signing the hard copy report. 
By selecting a facility manager name from the drop-down menu, the 
title and phone number fields will be filled in automatically, but may 
be overridden if necessary.  Only Facility Managers that are 
registered ORPS users will appear in the drop down menu. If the 
appropriate facility manager's name does not appear in the list, you 
may alternatively enter a name in the input box next to the drop-down 
menu. You will also have to fill in the phone number and title as well. 
A selection made from the drop-down menu will override any 
information entered in the input box.  
This field is required for all reports. 

*6. Manager Phone Enter a telephone number, including area code, for this person. 
Telephone number format is AAAPPPNNNN, where AAA is the area 
code, PPP is the prefix, and NNNN is the number. Any amount of 
punctuation may be included in any way desired, as long as 10 
numeric digits are included and the field does not exceed 15 
characters in total length. Phone numbers are displayed as (AAA) 
PPP-NNNN.   
Example: 208/555-1212 --> (208) 555-1212 
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Field Name Data Entry Assistance for Each Field 
This field is required for all reports. 

*7. Job Title Enter the specific job title of the Manager/Designee. 
*8. Originator/Transmitter This field is automatically generated by the system, and displays the 

name of the Originator. 
*9. Originator Phone This field is automatically generated by the system, and displays the 

telephone number of the Originator. 
*10. Originator/Title This field is automatically generated by the system, and displays the 

title of the Originator. 
*11. Division/Project Identify the project or the contractor organization responsible for the 

facility at which the occurrence took place.  
This field is required for all reports.  

*12. Secretarial Office Select the DOE Secretarial/Power Administration Office to which this 
facility is operationally responsible from the drop-down menu.  

 
EE - Energy Efficiency and Renewable Energy 
HS - Health, Safety and Security 
EI - Energy Information Administration 
EM - Environmental Management 
FE - Fossil Energy 
ME – Management, Budget and Evaluation 
NA – National Nuclear Security Administration 
NE - Nuclear Energy, Science and Technology 
NP - New Production Reactor (no new reports) 
RW - Civilian Radioactive Waste Management 
SC - Science 
SE – Southeastern Power Administration 
SO - Security 
SW – Southwestern Power Administration 
UE - Uranium Enrichment (no new reports) 
WA – Western Area Power Administration 

 
Only one Secretarial Office/Power Administration may be selected. If 
the facility is operationally responsible to more than one Secretarial 
Office, enter the Secretarial Office that is most directly involved in the 
specific work activity during which the occurrence took place.  This 
field is required for all reports. 

*13. System/Building/ 
Equipment 

Identify all systems, equipment, or structural items involved in the 
occurrence, as applicable. In addition, in the case of component 
failures or defective parts or materials, provide such information as 
the manufacturer, model number, and size. The most significant 
item(s) should be listed here. Additional information can be provided 
in the Description of Occurrence. 

#14. Authorized 
Classifier/Reviewing Official 

Enter the name of the authorized classifier/Reviewing Official who 
reviewed this report and determined that it was unclassified and the 
date that the review was performed. Classified information MUST 
NOT be transmitted to the Occurrence Reporting and Processing 
System. For classified reports, an unclassified version of the report 
shall be submitted to ORPS.  

For facilities where classified operations are conducted or classified 
information is generated, this field is required for all reports.  

#15. Classification Date Enter the date and time when the authorized classifier reviewed this 
report and determined that it was unclassified.  

The date should be entered in MM/DD/YYYY format.  
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Field Name Data Entry Assistance for Each Field 
Examples:  06/03/1996, not June 3, 1996  

These fields are required for all reports.  
*16. UCNI When required and when appropriate UCNI guidance is available, a 

reviewing official needs to make a final determination that the report 
contains (enter "Y" for Yes) or does not contain (enter "N" for No) 
UCNI. Where appropriate guidance is not available, a reviewing 
official should make a preliminary review determination that the 
report may contain UCNI (enter "Y" for Yes) or does not contain 
UCNI (enter "N" for No).  Reports with UCNI = Y cannot be 
transmitted to the database. 

*17. Plant Area Indicate the name of the site-specific plant area (e.g., F-Area, M-
Area) where the occurrence took place.  This field is required for all 
reports. 

Important Date and Time Information 
*18. Discovered Date/Time Enter the date and time when the facility staff discovered the event 

or condition being reported.  
 
You must enter the date in MM/DD/YYYY format, and the time in 
military format (hhmm), with midnight represented as 0000 on the 
second day. 
.  
Examples:  
06/30/1996, not June 3, 1996 
0630, not 6:30 AM  
1830, not 6:30 PM  
These fields are required for all reports. 

*19. Categorized Date/Time Enter the date and time when the Facility Manager determined that 
the event or condition constituted a Reportable Occurrence and 
determined its category (Significance Category 1-4, R, or OE).  
You must enter the date in MM/DD/YYYY format, and the time in 
military format (hhmm), with midnight represented as 0000 on the 
second day.  
 
Examples:  
06/30/1996, not June 3, 1996 
0630, not 6:30 AM  
1830, not 6:30 PM  
These fields are required for all reports. 

Occurrence Description 
*20. Subject/Title of 
Occurrence 

Enter a brief title or description (140 characters or less) that best 
details the nature, cause, and result of the occurrence. This field is 
required for all reports.  
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Field Name Data Entry Assistance for Each Field 
*21. Reporting Criteria Select one or more reporting criterion/Criteria as discussed in 

Section 6 of DOE Manual 231.1-2.  All of the specific reporting 
criteria applicable for an occurrence should be identified.    
 
NOTE:  The Significance Category field will contain the highest 
significance category associated with the selected criteria.  For 
example, if criteria with significance categories 4, 3, and 1 were 
selected, then the significance category would be 1. 
 
Detailed Instructions: 
 
To select Reporting Criteria: 
 
Select all pertinent reporting criteria groups, subgroups, and 
sequence numbers from the dropdown menus. The definition of the 
selected reporting criterion will be displayed for review. To select a 
particular reporting criterion, highlight it and click the Enter button.  
 
- OR -  
 
If you know the exact reporting criterion number, enter the number 
manually into the Enter RCs box and click the Enter button.  
 
- OR – 
 
To review reporting criteria definitions, click the Reporting Criteria 
Lookup Table link. You may select reporting criteria directly from the 
Reporting Criteria Lookup Table. In the case of multiple reporting 
criteria, the Significance Category (SC) is automatically set to the 
most severe case. For example, if reporting criteria with significance 
categories 4, 3, and 1 were selected, then the highest significance 
category would be 1.  
 
The Reporting Criteria Lookup Table provides complete definitions of 
each reporting criterion. To choose a particular reporting criterion, 
click the Select button. Selected reporting criteria will be listed on the 
screen.   
 
NOTE:  An unlimited number of reporting criteria are now permitted. 
 
This field is required for all reports. 

*22. Significance Category Significance Categories determine the level of actions to be taken for 
each occurrence reported in ORPS.  
 
There are six Significance Categories, Operational Emergencies 
(OE), 1, Recurring (R), 2, 3, 4.  
 
With two exceptions [Group 10, Criterion (2) and (3)], each ORPS 
reporting criterion has specific Significance Categories assigned.  
 
When multiple reporting criteria are designated - as should be done 
when appropriate - the most significant of the various associated 
Significance Categories will apply to the occurrence.  
 
The Significance Categories are defined as follows: 
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Field Name Data Entry Assistance for Each Field 
Significance Category "OE" is for Operational Emergencies. 
From an ORPS Model standpoint, the requirements for Operational 
Emergencies are similar to the requirements for Significance 
Category 1 occurrences.  
 
However, the prompt notification requirements, definitions, criteria, 
and classifications of operational emergencies and appropriate 
responses differ and are provided in DOE Order 151.1A, 
Comprehensive Emergency Management System.  
 
Written Occurrence Reports must be completed in accordance with 
DOE Manual 231.1-2, Occurrence Reporting and Processing of 
Operations Information. 
 
There may be allowance for less detail than a Significance Category 
1 report if the causes are determined to have been outside of DOE’s 
control, (e.g., an offsite release of hazardous material [from a non-
DOE facility] that adversely effects onsite operations). 
 
Significance Category "R" is for Recurring as determined by 
periodic performance analysis of occurrences across a site. 
Significance Category R also has similar requirements as 
Significance Category 1. While Significance Category R will have 
some discussion in other modules of this course, most of the 
information is found in the Performance Analysis guide. 
 
Note that the following definitions were used as guidelines while 
correlating Significance Categories to the various reporting criteria.   
The ORPS user will not have to assign Significance Categories, 
except for those two where "1-4" is indicated under “Significance 
Category,” and those that become “R.” 
 
Significance Category "1" = Occurrences that are not Operational 
Emergencies and that have a "significant impact" on safe facility 
operations, worker or public safety and health, regulatory 
compliance, or public/business interest. 
 
Significance Category "2" = Occurrences that are not Operational 
Emergencies and that have a "moderate impact" on safe facility 
operations, worker or public safety and health, regulatory 
compliance, or public/business interest. 
 
Significance Category "3" = Occurrences that are not Operational 
Emergencies and that have a "minor impact" on safe facility 
operations, worker or public safety and health, regulatory 
compliance, or public/business interest. 
 
Significance Category "4" = Occurrences that are not Operational 
Emergencies and that have "some impact" on safe facility 
operations, worker or public safety and health, or public/business 
interest. (Significance Category 4 reporting criteria require only a 
Short Form Notification/Final report, as discussed in the next 
Module.) 
 
Significance Category 1-4 – For   reporting criterion 10(2) and 
10(3), the report developer can assign a Significance Category from 
a range, based on judgment. This judgment, however, needs to 
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Field Name Data Entry Assistance for Each Field 
consider the potential risks and corrective actions thought to be 
appropriate. For example, if the planned causal analysis and the 
initial estimated corrective actions are similar to what one would do 
for a Significance Category 3 occurrence, than the occurrence should 
be designated as Significance Category 3. 
 
For all other criteria, the Significance Category is automatically 
assigned by ORPS and is dependent on the Reporting 
Criterion/Criteria. The Significance Category for the occurrence will 
be the highest significance category associated with the selected 
criteria. 

*23. Recurring Event If this is a recurring event, check this box.  Otherwise leave it blank.  
When this box is checked, the significance category will be set to “R” 
automatically regardless of what significance category is derived 
from the selected reportable criteria.   

*24. Subcontractor Involved 
 

If a subcontractor is involved in this occurrence, choose Yes.  
Otherwise choose No.  If Yes is selected, enter the name of the 
subcontractor(s).  This field is required for all reports.   

*25 Description of Occurrence The following instructions should be followed when entering the 
description of the occurrence: 
 
a. The first paragraph of the Occurrence Description should relay 

the essential nature of the event (i.e., a summary of the 
occurrence in newspaper style). 

 
b. All information should be clear and succinct.  Avoid redundant 

and unnecessary text, and lengthy “log book” accounts, unless a 
discussion of the event in chronological order is considered 
essential to understanding the event. 

 
c. Complex and more significant occurrences should warrant a 

greater level of detail.  Significance Category 4 occurrences 
would likely need only a short paragraph under Occurrence 
Description.  However, all reports should present enough 
information so that the general reader understands why the event 
needs to be reported and what the effect is. 

 
d. Avoid jargon and uncommon or site/facility-specific abbreviations 

and acronyms.  If used, acronyms should be initially spelled out.  
 
e. Unless necessary to record and explain the event (e.g., 

suspect/counterfeit items or material), use general descriptions of 
equipment, procedures, etc., rather than presenting lengthy 
detailed titles and the numbers and letters assigned to those 
items.   

 
f. Quantify the level of contamination, dose, release, and damage 

(e.g., estimate the acres of wild land burned) when possible, 
instead of merely stating a reportable limit was exceeded.     

 
g. Use active rather than passive voice whenever possible. For 

example, write, “the electrician severed the conduit” rather than 
“the conduit was severed.” 

 
The type of information to be provided in the description includes, but 
is not limited to, the following:  
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Field Name Data Entry Assistance for Each Field 

• The method of discovery;  

• Any component failures and the failure mode;  

• Any personnel errors involved, including the type and result 
of the error;  

• Any procedural problem encountered;  

• The response of any automatic or manual safety systems 
and the signals which initiated and terminated their 
operation;  

• The duration of any failures;  

• Operator actions that affected the course of events; and 

• The loss of any safety equipment.  

When appropriate for clarification, photos, sketches, and drawings 
should be maintained with the occurrence report record.  In addition, 
sites are encouraged but not required to make photos, sketches, and 
drawings available via a Web page, with the Web page address 
included as a hyperlink in the ORPS report. 
 
For recurring events, include all pertinent information to describe how 
the event was determined to be recurring. 
 
This field is required for all reports. 
  

Notifications 
NOTE:  There are now an unlimited number of "Other Notifications" permitted (NEW) 
#26 DOE HQ OC Notifications First select DOE HQ OC Notifications from the drop-down menu. 

 
Then enter the date and time when the DOE HQ Operations Center 
was notified and the name and organization of the person notified.  
Date format is MM/DD/YYYY, and the time in military format (hhmm), 
with midnight represented as 0000 on the second day.  
Examples:  
06/30/1996, not June 3, 1996. 
0630, not 6:30 AM  
1830, not 6:30 PM  
 
These fields are required for all reports that are categorized as 
Operational Emergencies and Significance Category 1 occurrences.  
The field is also required for Significance Category R and 2 
occurrences as directed by the Field Office.  In addition, the field is 
required for specific Significance Category 2, 3, and 4 occurrences 
identified with an asterisk next to the reporting criteria. 
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Field Name Data Entry Assistance for Each Field 
#27 Other Notifications Select Other Notification from the Notification dropdown menu.  

 
Then in the edit boxes, enter the dates(s) and time(s) of notification 
of state and local officials or other agencies and the name(s) and 
organization(s) of the individual(s) notified. Additional information can 
be provided in the Immediate Actions Taken field. Date format is 
MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
The time format is military time: hhmm, with midnight represented as 
0000 on the second day. 
 
Examples:  
06/03/1996, not June 3, 1996 or 6/3/96  
0630, not 6:30 AM  
1830, not 6:30 PM  

*28 Operating Conditions Describe the operational status of the facility or equipment at the time 
of the occurrence including, for example, pertinent temperatures, 
pressures, or other parameters necessary for evaluation of the 
occurrence and its consequences. If said information is not 
applicable, enter "Does not apply".   This field is required for all 
reports.  

*29. Activity Category Select the activity that best describes the ongoing activity at the time 
of the occurrence.  This field is required for all reports. 
 
01 - Construction  
02 - Maintenance  
03 - Normal Operations (other than Activities specifically listed in this 
Category) 
04 - Start-up  
05 - Shutdown  
06 - Facility/System/Equipment Testing  
07 - Training  
08 - Transportation (For search only) 
08A - Transportation Onsite 
08B - Transportation Offsite 
09 - Emergency Response  
10 - Inspection/Monitoring  
11 - Facility Decontamination/Decommissioning 
12 - Research 

*30. Immediate Actions Taken Describe the immediate or remedial actions taken to return the 
facility, system, or equipment item to service; to correct or alleviate 
the anomalous condition; and to record the results of those actions. 
These may include temporary measures to keep the facility in a safe 
standby condition or to permit continued operation of the facility 
without compromising safety until a more thorough investigation or 
permanent solution can be implemented.  This field is required for all 
reports.  

#31. Cause Codes 
 

From the Causal Analysis Tree, select all of the cause codes that 
best represent the cause(s) of the event.  To select cause codes, you 
may use either the cause code lookup table or the cause code 
scrolling lists provided on the ORPS data entry screen.  Click the 
Select button to add the causes to the report.   
 
Human Factors:  If you select A3 (Human Factors) as the cause 
code, a popup window will be automatically displayed that shows a 
list of associated cause codes (couplets) that are related to the 
human factor.  Select one or more couplets by clicking the Select 
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Field Name Data Entry Assistance for Each Field 
button beside the desired couplet(s) on the couplet selection pop-up.  
The selected couplet(s) will appear indented beneath their 
associated Human Factor cause code.  Appendix B provides a listing 
of ORPS Cause Code definitions.  This field is required for Final 
reports and optional for Significance Category 4 (Short Form) 
Reports. 

#32. Description of Cause Discuss the causes of the occurrence to include all causes and the 
corrective actions identified, including causal analysis contributing to 
a recurring event. Do not repeat a description of the occurrence, but 
discuss the results of the causal analysis. The root cause analysis 
methodology used should be identified. A detailed description of the 
corrective actions is required to demonstrate that the identified 
actions will adequately address the cause(s) of the problem. This 
field is required for all Final reports, except Significance Category 4 
(SC4) Reports. 

#33. Evaluation by Facility 
Manager 

With the information available, the Facility Manager should provide 
his or her evaluation of the occurrence and its effect or possible 
effect on the plant, system, program, etc. The Facility Manager may 
later supplement this evaluation with additional entries in Update 
reports or in the Update/Final report.  This field is required for all 
Notification reports where "Further Evaluation Required" is "Yes" and 
"Before Further Operation" is "Yes". It is also required for all Update 
and Final reports, but it is optional for Significance Category 4 (Short 
Form) Reports. 

#34. Further Evaluation 
Required 

If this occurrence will require further evaluation, choose “Yes”.  
Otherwise choose “No”. For Cancelled and Update/Final Reports, 
"Further Evaluation Required" should be "No".  This field is required 
for Notification, Update, Final, and Short Form Reports. 
  
If further evaluation is required, specify if this occurrence will require 
further evaluation before further operation. For Cancelled and 
Update/Final Reports, "Before Further Operation?" should be "No". 
This field is required for all reports where "Further Evaluation 
Required" is "Yes". 
 
If further evaluation is required before further operation, enter the 
name of the person who will perform further evaluation on this 
occurrence and the date when the further evaluation will be 
completed. Date format is MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
These fields are required for all reports where "Further Evaluation 
Required" is "Yes" and "Before Further Operation" is "Yes".  

#35. Integrated Safety 
Management (ISM) Codes 

 

Enter one or more ISM codes from the following list to identify an 
observed weakness(es) in the facility's implementation of the ISM 
program (e.g., failure to properly define the work scope, or failure to 
perform an adequate activity level hazards analysis). 
 
Available ISM codes are: 
 
1 – Define Scope of Work - Missions are translated into work, 

expectations are set, tasks are identified and prioritized, and 
resources are allocated. 

 
2 – Analyze the Hazards - Hazards are associated with the work 

identified, analyzed, and categorized. 
 
3 – Develop and Implement Hazard Controls - Applicable standards 
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Field Name Data Entry Assistance for Each Field 
and requirements are identified and agreed-upon, controls to 
prevent/mitigate hazards are identified, the safety envelope is 
established, and controls are implemented. 

4 – Perform Work Within Controls - Readiness is confirmed and work 
is performed safely. 

 
5 – Provide Feedback and Continuous Improvement - Feedback 

information on the adequacy of controls is gathered, opportunities 
for improving the definition and planning of work are identified 
and implemented, line and independent oversight is conducted, 
and, if necessary, regulatory enforcement actions occur. 

 
6 – N/A (Not applicable to ISM Core Functions as determined by 

management review) - Items that do not fall into the realm of ISM 
Core Functions; e.g., Natural Phenomena, Wild Fires, 
Counterfeit/Suspect Parts, Notifications of non-compliance 
(Federal, State, Local), Legacy Issues that could not have been 
anticipated, End of Life equipment failures where maintenance is 
not an issue, etc. 

 
This field is required for all Final reports, including Short Form 
Reports. 

#36. Lessons Learned Describe what lessons can be learned from this occurrence, in order 
to help prevent similar events from happening.  
 
This field is required for Final reports with Significance Category OE, 
1, and 2, and optional for Significance Category 3 and Short Form 
(Category 4) reports.  

#37. Similar Occurrence 
Reports 

Indicate by their report numbers any similar occurrence(s) of which 
you are aware for this facility or other facilities, including similar 
occurrences contributing to a recurring event. A discussion 
describing the analysis of similar occurrence reports should be 
included in Field 30 or Field 31, as appropriate.   Also, identify any 
known commercial reactor Licensee Event Reports (LER) or other 
related documents that describe similar occurrences. The purpose of 
this item is to identify, if recognized, occurrences that might suggest 
a generic problem. It also serves to identify generic problems that 
may result in single or common lessons learned.  
This field is required for Final reports and optional for Short Form 
Reports.  

#38. User Defined Fields –1 
User Defined Fields - 2 

These optional fields can be used to store facility-specific information 
(e.g., a cross-reference to performance indicator data or a site-
specific number or name). They cannot exceed 124 characters in 
length for each field. 

#39. Corrective Actions 
 

A facility may choose to use ORPS or its own local corrective action system 
to track and close out corrective actions (CA).  However, in either case, enter 
a complete description of the CA and the target date when completion of the 
CA is anticipated.  A complete list of corrective actions should be included in 
the report to ensure it can stand on its own (i.e., reviewers do not have to 
search for other reports, etc).  For facilities using ORPS to track and closeout 
the corrective actions, the Actual Completion date is entered when the CA is 
completed and closed.  For facilities that choose to use their local CA 
tracking systems, the Actual Completion Date is not required.  However, the 
reference number of the CA stored in the local corrective action tracking 
system needs to be entered.  All CA items entered in ORPS with local CA 
reference numbers are considered closed.  
 
Corrective Actions are required for Final reports and optional for Short Form 
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Field Name Data Entry Assistance for Each Field 
Reports. 

Line Management Comments 
#40. Facility Representative 
Comments 

The Facility Representative or designee can provide his or her 
evaluation of the occurrence, including an evaluation of the initial and 
proposed corrective actions and any follow-up by the facility 
personnel, and can describe any other actions that DOE has taken 
since the occurrence.  The Facility Representative may supplement 
such information with subsequent additional entries, as appropriate.  
After completing the input, the Facility Representative’s name and 
date will be automatically entered by ORPS.  If a Final Report is 
being rejected, the Facility Representative should use this space to 
indicate why. 
 
This field is optional on all occurrence report types except for reports 
that are already Final, including Short Form Reports.  This field is 
required only on Final Reports rejected by the Facility 
Representative. 

#41. Program Manager 
Comments 

The Program Manager or designee can provide his or her evaluation 
of the occurrence, including an evaluation of the initial and proposed 
corrective actions and any follow-up, and can describe any other 
actions that DOE has taken since the occurrence.  The Program 
Manager may include additional information, as appropriate.  After 
completing the input, the Program Manager’s name and date will be 
automatically entered by ORPS.  If a Final Report is being rejected, 
the Program Manager should use this space to indicate why.   
This field is optional on all occurrence report types except for reports 
that are already Final, including Short Form Reports.  This field is 
required only on Final Reports rejected by the Program Manager. 

 

3.3 Editing Existing Reports Created Prior to the ORPS Redesign 
 
The creation of new reports must be accomplished using the redesigned ORPS GUI.   
 
To edit existing reports created prior to the ORPS redesign: 
 
1. Select Data Entry from the ORPS main menu screen.   
 

The ORPS Data Entry Occurrence Input screen will be displayed, as shown in Figure 3-3: 
Figure 3-3:  ORPS Data Entry Occurrence Input Screen 
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This screen contains two dropdown menus, Facility (create new report) and Report (edit 
existing report). 

 
2. Select a report from the Report dropdown menu. 
 
2. Select the Edit button.  The selected report will be displayed on the screen.   
 
NOTE: If you select an OR Number created on or after the ORPS redesign, the redesigned ORPS 

Data Entry screen will be displayed.  However, if you select an OR Number created prior 
to that date, the old ORPS Data Entry screen will be displayed. 

 
Modify the fields of this screen as required, and click the Save button.  The fields of the Data 
Entry screen were described in detail in Table 1, Section 3.2. 

 

3.4 Nonfinal/Rejected Reports 
 
If a report is rejected for any reason during the approval process, it will need to be revised and 
corrected prior to resubmission.   
 
To select a nonfinal report for editing: 
 
1. From the ORPS Data Entry Occurrence Input Screen (Figure 5), select the Number, Title, 

Date, or Status button to specify the report column that will be used to sort the listed reports.   
 

A list of draft reports will be presented, and will be sorted on the selected column, as shown 
in Figure 3-4: 
 
Figure 3-4:  List of Nonfinal Reports Sorted by Report Number 
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2. To select a report for editing and finalizing, click the checkbox to the left of the report, and 
click the Copy Selected Reports to Work Area button. 

 
The report will be copied to the Reports dropdown list on the ORPS Data Entry Occurrence 
Input screen shown in Figure 5.  These draft reports may now be edited and finalized. 

 
To return to the previous screen, click the Back to Previous Screen button. 
 

3.5 Editing Existing Reports Created Prior to the ORPS Redesign 
 
Until all reports created prior to the ORPS redesign are closed, it may be necessary to edit them 
and/or close them out.   
 
To edit information entered prior to the ORPS redesign: 
 
1. Select Data Entry from the ORPS Main Menu screen. 
 

The ORPS Data Entry Occurrence Input Screen will be displayed, as shown in Figure 3-5: 
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Figure 3-5:  ORPS Data Entry Occurrence Input Screen 

 
 

2. Click the Reports dropdown menu.  
 
3. Select any OR Number that contains a date prior to 7/1/2003, and click the Edit button. 
 

The old ORPS Data Entry screen will be displayed as shown in Figure 3-6 on the following 
page.  This screen is unchanged from the existing system.   
 
NOTE: This screen is only used for closing out old reports.  If you were closing out reports 

created on or after 7/1/2003, the redesigned data entry screen would be displayed. 
 



ORPS User's Manual, Section 3:  ORPS Data Entry  1/2007 
 

 18 

Figure 3-6:  Old ORPS Data Entry Screen (Partial) 

 
 

NOTE:  To obtain online assistance on any field of the ORPS Data Entry screen, click on the link 
corresponding to the field name.  Instructions for completing the field will appear on the 
right side of the screen (highlighted in Figure 4).   

 
5. Complete all data fields either by entering the information or by making selections from 

dropdown menus.  When data entry is complete, click Validate Final for final reports, and 
click Validate Update for nonfinal reports.  
 

Table 3-2 provides descriptions of each field of the old data entry screen. 
 
Table 3-2:  Data Entry Assistance for Occurrence Reporting Fields (Old GUI) 
Field Name Description 

1. Report Number The occurrence report number consists of:  

• Program Secretarial Office (PSO) 

• DOE Field Office (FO) 

• Regional Office (RO) (if applicable)  

• DOE contractor (CONT) 

• Facility (FAC) 

• Calendar Year the occurrence was first reported  

• Sequential number of the occurrence by facility  
Items are separated from each other by a dash.  
A temporary number is assigned when a Notification Report is first created. When 
the Notification Report is successfully transmitted, a permanent number will be 
automatically generated by the ORPS system.  
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Field Name Description 

Notification Date • Notification Date is when the report was submitted as a notification report.  

• Initial Update Date is when the report was first submitted as an update 
report.  

• Latest Update Date is the date the most recent update report was 
submitted.  

If not applicable, a date will not appear. Thus, a notification report would not show 
an initial or latest update date. A new report shows no dates at all. If only one 
update report exists, the initial and latest update dates will be the same. 

Initial Update Date 
Latest Update 
Date 
 

• Notification Date is when the report was submitted as a notification report.  

• Initial Update Date is when the report was first submitted as an update 
report.  

• Latest Update Date is the date the most recent update report was 
submitted.  

If not applicable, a date will not appear. Thus, a notification report would not show 
an initial or latest update date. A new report shows no dates at all. If only one 
update report exists, the initial and latest update dates will be the same. 

Facility Function Select the Facility Function code from the drop-down menu that best describes the 
activity/function performed at the facility selected. Only one selection is allowed. 

Manager/Designee Enter the name, title, and phone number of the responsible facility manager or 
designee who approved this report, either by personally transmitting the electronic 
report or by signing the hard copy report. By selecting a facility manager name 
from the drop-down menu, the title and phone number fields will be filled in 
automatically, but may be overridden if necessary.  
Only Facility Managers that are registered ORPS users will appear in the drop 
down menu. If the appropriate facility manager's name does not appear in the list, 
you may alternatively enter a name in the input box next to the drop-down menu. 
You will also have to fill in the phone number and title as well. A selection made 
from the drop-down menu will override any information entered in the input box.  

Telephone 
Numbers 

Enter a telephone number, including area code, for this person. Telephone number 
format is AAAPPPNNNN, where AAA is the area code, PPP is the prefix, and 
NNNN is the number. Any amount of punctuation may be included in any way 
desired, as long as 10 numeric digits are included and the field does not exceed 15 
characters in total length. Phone numbers are displayed as (AAA) PPP-NNNN.  
Example: (208) 555-1212 --> 208/555-1212 Example: (208) 555-1212 --> 208555-
1212  

Classifier Name Enter the name of the authorized classifier who reviewed this report and 
determined that it was unclassified and the date that the review was performed. 
Classified information MUST NOT be transmitted to the Occurrence Reporting and 
Processing System. For classified reports, an unclassified version of the report 
shall be submitted to ORPS. Dates may be entered either as MM/DD/YYYY or as 
YYYYMMDD, but are displayed as MM/DD/YYYY.  
Example: June 3, 1996 --> 19960603 or 06/03/1996  
For facilities where classified operations are conducted or classified information is 
generated, this field is required for all reports.  

3. Occurrence 
Category 

Indicate which category has been determined for the occurrence. Only one 
occurrence category can be selected. Possible entries are given in the Occurrence 
Category Codes.  
This field is required for all reports.  
To cancel an occurrence report, select "Cancelled" under Occurrence Category. 
You may only submit a cancelled report as a final report (e.g., you may not submit 
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Field Name Description 

an update report with an occurrence category of "cancelled"). Cancelled reports 
must be finalized and go through the same approval process as all other 
occurrence reports; however, items 20 through 35 are not required fields for 
cancelled reports. 

4. Number of 
Occurrences 

Enter the number of occurrences included in this report. The number will always be 
one unless the occurrences meet the specific criteria for roll-up reports for off-
normal occurrences, as discussed in Section 4.7 of DOE Manual 232.1-1. If the 
occurrences meet those criteria, be sure to change this field each time additional 
occurrences are added.  
This field is required for all reports. 

Original OR 
Number 

For roll-up reports with an approved final report, enter the occurrence report 
number for the original occurrence that is on the ORPS host system as an 
approved final report. 

5. Division/Project Identify the project or the contractor organization responsible for the facility at 
which the occurrence took place.  
This field is required for all reports.  

6. Secretarial 
Office 

Select the DOE Secretarial Office to which this facility is operationally responsible 
from the drop-down menu. Only one Secretarial Office may be selected. If the 
facility is operationally responsible to more than one Secretarial Office, enter the 
Secretarial Office that is most directly involved in the specific work activity during 
which the occurrence took place.  
This field is required for all reports.  

7. 
System/Building/ 
Equipment 

Identify all systems, equipment, or structural items involved in the occurrence, as 
applicable. In addition, in the case of component failures or defective parts or 
materials, provide such information as the manufacturer, model number, and size. 
The most significant item(s) should be listed here. Additional information can be 
provided in the Description of Occurrence.  
This field is required for all reports.  

8. UCNI When required and when appropriate UCNI guidance is available, a reviewing 
official shall make a final determination that the report contains (enter "Y" for Yes) 
or does not contain (enter "N" for No) UCNI. Where appropriate guidance is not 
available, a reviewing official shall make a preliminary review determination that 
the report may contain UCNI (enter "Y" for Yes) or does not contain UCNI (enter 
"N" for No).  
This field is required for all reports. 

9. Plant Area Indicate the name of the site-specific plant area (e.g., F-Area, M-Area) where the 
occurrence took place.  
This field is required for all reports.  

10. Discovered 
Date/Time 

Enter the date and time when the facility staff discovered the event or condition 
being reported. Date format is MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
The time format is military time: hhmm  
Examples:  

• 6:30 AM - 0630  

• 6:30 PM - 1830  
These fields are required for all reports. 

11. Categorized 
Date/Time 

Enter the date and time when the Facility Manager determined that the event or 
condition constituted a Reportable Occurrence and determined its category 
(Emergency, Unusual, or Off-Normal occurrence). Date format is MM/DD/YYYY.  
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Field Name Description 

Example: June 3, 1996 --> 06/03/1996  
The time format is military time: hhmm  
Examples:  

• 6:30 AM - 0630  

• 6:30 PM - 1830  
These fields are required for all reports. 

12. DOE HQ EOC Enter the date and time when the DOE HQ EOC was notified and the name and 
organization of the person notified. Date format is MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
The time format is military time: hhmm  
Examples:  

• 6:30 AM - 0630  
• 6:30 PM - 1830  

These fields are required for all reports that are categorized as Unusual or 
Emergency 

13. Other 
Notification 

Enter the dates(s) and time(s) of notification of state and local officials or other 
agencies and the name(s) and organization(s) of the individual(s) notified. Up to 
five entries can be made here. Additional information can be provided in the 
Immediate Actions Taken field. Date format is MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
The time format is military time: hhmm  
Examples:  

• 6:30 AM - 0630  
• 6:30 PM - 1830  

14. Subject/Title Enter a brief title or description (140 characters or less) that best details the nature, 
cause, and result of the occurrence. If the occurrence involved an Unreviewed 
Safety Question, the acronym "USQ" should be placed at the end of the Subject or 
Title of the Occurrence. If the report is a Roll-Up Report, include the word "Roll-Up" 
enclosed in parentheses at the end of the title.  
This field is required for all reports.  

15. Nature of 
Occurrence 

Enter the nature(s) of the occurrence as discussed in DOE Manual 232.1-1. Up to 
three selections can be made by holding the CONTROL key (PC) or OPEN-APPLE 
key (MAC) while clicking the selections.  
At least one Nature of Occurrence is required for all reports 

16. Description of 
Occurrence 

Enter a clear, concise, objective description of what happened and what was 
observed. To the maximum extent possible, a sequence of events shall be 
provided. The type of information to be provided in the description includes, but is 
not limited to, the following:  

• The method of discovery 
• Any component failures and the failure mode 
• Any personnel errors involved, including the type and result of the error 
• Any procedural problem encountered 
• The response of any automatic or manual safety systems and the signals 

which initiated and terminated their operation 
• The duration of any failures 
• Operator actions that affected the course of events 
• The loss of any safety equipment. 
• Or contamination events, the information described in Sections 9.3.1 and 
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Field Name Description 

9.3.2 of DOE Manual 232.1-1A. 

All photos, sketches, or drawings relative to the report should be referenced as 
attachments to the occurrence report, with specifics as to where or from whom they 
can be obtained.  
To the extent possible, avoid the use of plant-specific terms and acronyms. When 
used, such terms should be clearly defined.  
This field is required for all reports.  

17. Operating 
Conditions at 
Facility at Time of 
Occurrence 

Describe the operational status of the facility or equipment at the time of the 
occurrence including, for example, pertinent temperatures, pressures, or other 
parameters necessary for evaluation of the occurrence and its consequences. If 
said information is not applicable, enter "Does not apply".  
This field is required for all reports.  

18. Activity 
Category: 

Select the activity from the drop-down list that best describes the ongoing activity 
at the time of the occurrence.  
This field is required for all reports.  

19. Immediate 
Actions Taken and 
Results 

Describe the immediate or remedial actions taken to return the facility, system, or 
equipment item to service; to correct or alleviate the anomalous condition; and to 
record the results of those actions. These may include temporary measures to 
keep the facility in a safe standby condition or to permit continued operation of the 
facility without compromising safety until a more thorough investigation or 
permanent solution can be implemented. For contamination events, include the 
information described in Sections 9.3.1 and 9.3.2 of DOE Manual 232.1-1A.  
This field is required for all reports.  

20. Direct Cause 
(select one) 

Select the one cause from the drop-down list that directly resulted in the 
occurrence.  
This field is required for all Final reports.  

21. Contributing 
Cause (select up 
to 3) 

Select the cause(s) from the multiple-selection (scrolling) list that contributed to the 
occurrence but that by itself would not have caused the occurrence. Up to three 
causes may be selected by holding the CONTROL key (PC) or OPEN-APPLE key 
(MAC) while clicking the selections.  
This is not a required field.  

22. Root Cause 
(select 1) 

Select the cause from the drop-down list that, if corrected, would prevent 
reoccurrence of this and similar occurrences. The root cause does not apply to this 
occurrence only, but has generic implications to a broad group of possible 
occurrences, and is the most fundamental aspect of the cause that can logically be 
identified and corrected. There may be a series of causes identified, one leading to 
another. This series should be pursued until the most fundamental, correctable 
cause has been identified.  
This field is required for all Final reports. It is also required for all roll-up reports 
(Notification, Update, and Final).  

23. Description of 
Cause 

Discuss the cause of the occurrence to include root, direct, and contributing 
causes, if applicable, and the corrective actions identified. Do not repeat a 
description of the occurrence, but discuss the results of the causal analysis. The 
root cause analysis methodology used shall be identified. A detailed description of 
the corrective actions is required to demonstrate that the identified actions will 
adequately address the cause(s) of the problem.  
This field is required for all Final reports.  

24. Evaluation by 
Manager 

With the information available, the Facility Manager should provide his or her 
evaluation of the occurrence and its effect or possible effect on the plant, system, 
program, etc. The Facility Manager may later supplement this evaluation with 
additional entries in Update reports or in the Update/Final report.  
This field is required for all reports where "Further Evaluation Required" is "Yes" 
and "Before Further Operation" is "Yes". It is also required for all Update and Final 
reports.  
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Field Name Description 

25. Further 
Evaluation 
Required 

If this occurrence will require further evaluation, choose Yes.  Otherwise choose 
No.  For Cancelled and Update/Final Reports, "Further Evaluation Required" must 
be "No". This field is required for all reports. If further evaluation is required, specify 
if this occurrence will require further evaluation before further operation. For 
Cancelled and Update/Final Reports, "Before Further Operation?" must be "No". 
This field is required for all reports where "Further Evaluation Required" is "Yes". If 
further evaluation is required before further operation, enter the name of the person 
who will perform further evaluation on this occurrence and the date when the 
further evaluation will be completed. Date format is MM/DD/YYYY.  
Example: June 3, 1996 --> 06/03/1996  
These fields are required for all reports where "Further Evaluation Required" is 
"Yes" and "Before Further Operation" is "Yes".  

27. Impact on 
Environment, 
Safety, and Health 

Provide an assessment of the environment, safety, and health consequences and 
implications of the occurrence. Describe the impact of the occurrence on the 
environment, safety and health of workers, the public, and onsite and offsite 
environs. This should include amounts of hazardous or radioactive materials 
released, levels and types of contamination, exposure levels of workers and the 
public, and known or projected environmental, safety, and health impacts. This 
assessment may be based on the conditions existing at the time of the occurrence. 
The evaluation must be carried out to the extent necessary to fully assess the 
safety consequences and safety margins associated with the occurrence.  
This field is required for all Final reports.  

28. Programmatic 
Impact 

Describe the impact of the occurrence on the program or project affected. This 
could be a loss of data, loss of plant availability for a specified period, additional 
costs, schedule delays, or other measurable consequences of the occurrence.  
This field is required for all Final reports.  

29. Impact on 
Codes/Standards 

If the occurrence affects the requirements of national codes and standards, 
program standards, or DOE Orders, a statement regarding the adequacy of the 
codes or standards should be provided, along with any recommended changes.  
This field is required for all Final reports.  

30. Lessons 
Learned 

Describe what lessons can be learned from this occurrence, in order to help 
prevent similar events from happening.  
This field is required for all Final reports.  

31. Similar 
Occurrence 
Report Numbers 

Indicate by their report numbers any similar occurrence(s) of which you are aware 
for this facility or other facilities. Also, identify any known commercial reactor 
Licensee Event Reports (LER) or other related documents that describe similar 
occurrences. The purpose of this item is to identify, if recognized, occurrences that 
might suggest a generic problem. It also serves to identify generic problems that 
may result in single or common lessons learned.  
This field is required for all Final reports.  

32. User Field 1 
33. User Field 2 

These optional fields can be used to store facility-specific information (e.g., a 
cross-reference to performance indicator data or a site-specific number or name). 
They cannot exceed 124 characters in length for each field. 
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3.6 Data Change 
The Data Change function is used to modify final and update/final reports. To access the Data 
Change screen, select the Data Change command button from the ORPS Data Entry screen, 
shown in Figure 3-1.  The ORPS Data Change page will be displayed, shown below. 
 
Figure 3-7:  ORPS Data Change 

 
 
The Data Change page provides three options to assist in searching for a specific Final Report to 
modify.  
  
Option 1: Use the selection boxes to select an occurrence report number. Select one or more of 
the following from the selection boxes: Program Secretarial Office (PSO) Field Office (FO), 
Regional Office (RO), Contractor (CONT), Facility ID (FAC ID), and Year. Enter the number 
(e.g., 0015) into the NUM edit box.  
 
Option 2: Type in elements of an occurrence report number. Enter all or part of the OR number 
manually into one or more of the FO, AO, CONT, FAC ID, YEAR, and NUM edit boxes.  
 
Option 3: Paste in an occurrence report number. Copy and paste the number in its entirety into 
the Option 3 edit box.  
 
When you have identified a report to modify, choose either the Editorial Change or the Back 
Stage a Report command button.  Please read the following carefully prior to selecting a 
command button.  
 
Editorial Change:  
 
Choose this action if you want to change wording in a text field, modify corrective action items, 
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or make any other modification EXCEPT a change to the significance category. This will result 
in the submittal of either a revised Update/Final Report or a revision to a Final Report.  
 
Note: If you are making a modification to the reporting criteria that does not affect the 
significance category, use the Editorial Change button.  
 
Back Stage a Report:  
 
Choose this action if you want to change the significance category level or re-submit a rejected 
report. This will reopen the occurrence report as an Update Report in Data Entry and, if 
appropriate, will ultimately remove the existing Final Report from the ORPS Database.  
 
Note:  If you are making a modification to the reporting criteria that does affect the significance 
category, use the Back Stage a Report button.  
 
Note:  These commands apply to Update/Final and Final Reports only. Please edit nonfinal 
reports under ORPS Occurrence Input.   
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3.7 Data Entry Exercises 

Exercise 1:  Significance Category 3 
 
Read the following event description, and develop an ORPS Report for the event. 
 
At approximately 1155 hours the ABC Operations Office Incident Commander (IC) was notified 
of a potential gas leak in Building 3333. Upon arriving at the scene, the IC called the XYZ 
Operations Center (XYZC) and requested initiation of a building evacuation and emergency 
notification of the Wharton Air Force Base (WAFB) Fire Department. WAFB FD responded 
with four engine trucks and one command vehicle. WAFB Security Forces also responded with 
one police vehicle for traffic control of surrounding streets and parking lots.  
 
After making entry to building 3333 by WAFB FD and in consultation with WXW maintenance 
personnel it was determined that one of the boilers in the building basement was leaking natural 
gas. After the initial order to evacuate building 3333, the determination to evacuate adjacent 
buildings 3334, 3335, and 3332 was made by the WAFB Fire Chief/IC. Maintenance personnel 
shut down the subject boiler and initiated a start of boilers #2 and #3. No additional gas leaks 
were found and after airing out building 3333, WAFB Fire Chief/IC terminated the incident at 
1402 hours. Evacuated ABC Operations Office employees were allowed to return to the complex 
and cordons were disbanded at approximately 1420 hours. 
 
 
ANSWER 
 
Complete the fields of the ORPS Data Entry form as described in Table 1.  For the Nature of 
Occurrence/Report Criteria field, choose 4B(3).  The system will automatically assign 
Significance Category 3. 

The components of this selection are: 

Group 4 Facility Status 

Subgroup B(3) Operations 

Significance Category 3 Any facility evacuation, not including a precautionary evacuation, in 
response to an actual event. If the event fell under another reporting 
criterion, then evacuation should be reported as well by noting 
multiple reporting criteria for the single occurrence. 

 
For the Cause Code field, choose A1B5C02: 
 
"Physical environment LTA:  Did inadequate equipment controls or control systems [e.g., push-
buttons, rotary controls, J-handles, key-operated controls, thumb-wheels, multiple switches, 
joysticks] contribute to the occurrence? Did the control fail to provide an adequate range of 
control for the function it performs? Was the control inadequately protected from accidental 
activation? Were similar controls indistinguishable from one another? Were controls in close 
proximity of each other? Did operating conditions [e.g. room temperature, work location, 
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physical location, restricted vision, PPE, excessive noise, arrangement or placement of 
equipment] affect performance of task? Was lighting adequate? Was noise a factor?" 
 

Exercise 2:  Significance Category 4 
 
Read the following event description, and develop an ORPS Report for the event. 
 
On March 17, 2001 at approximately 1300 hours, an employee fell from a ladder in the bay area 
of Building 3333.  The employee was working on ductwork using an 8-foot fiberglass ladder. 
The employee was approximately 6 feet up on the ladder, working overhead when he fell.  There 
was another employee in the room where the work was being performed however, he was 
looking at the floor at the time the employee started to fall and does not know what initiated the 
incident.  The injured employee fell from the third step from the top (59 inches) and struck his 
head on the concrete floor. The employee has a head injury as well as injuries to his right elbow 
and forearm. There is no property damage associated with this incident.  The employee was 
transported by ambulance to Holy Cross Hospital (HSC) where he was admitted for further 
treatment.  As of April 1, 2001, the employee has not returned to work. Although the 
neurological functions of the employee have improved significantly, he has no memory of the 
accident itself.  On May 3, 2001, the injured employee did return to work after receiving a 
release from his primary care physician. The employee is on several permanent restrictions, 
including no use of a ladder over 4 feet, and no work at unprotected elevation.  The employee 
does recall the day of the accident and his task at the job site that day. He has no memory of the 
accident itself and cannot aid in the discovery of the cause of the accident.  Without detailed 
information from the employee as to any actions that may have initiated the accident, the 
investigation is limited to a Why analysis of the incident. There is speculation that the employee 
was over-extended to his back when working on the ductwork. It is also speculated that the 
employee became disoriented or dizzy when looking down at the other employee entering the 
room, precipitating his fall. Although the employee was previously on medication that would 
have restricted his ability to perform this type of activity, that was not the case at the time of the 
accident.  
 
 
ANSWER 
 
Complete the fields of the ORPS Data Entry form as described in Table 1.  Note for Significance 
Category 4 reports, the following fields are optional: 
 
Description of Cause 
Evaluation by Manager 
Lessons Learned 
Similar Report Numbers 
User Field #1 
User Field #2 
Corrective Actions 
 
For Significance Category 4 reports, you may complete the above fields if you wish (they are 
available on the screen), but they are not required. 
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For the Nature of Occurrence/Report Criteria field, choose 2A(5).  The system will 
automatically assign Significance Category 4 
 
The components of this selection are described below: 
2 Personnel Safety and Health 
A(5) Occupational Illness/Injuries 
Significance 
Category 4 

Any single occurrence resulting in a serious occupational injury.  A serious 
occupational injury is an occupational injury that: (a)  Requires 
hospitalization for more than 48 hours, commencing within 7 days from the 
date of the injury was received.  (b)  Results in a fracture of any bone (except 
simple fractures of fingers, toes, or nose). (c)  Causes severe hemorrhages, 
nerve, muscle, or tendon damage. (d)  Involves any internal organ.  (e)  
Involves second- or third-degree burns, or any burns affecting more than five 
percent of the body surface. 

 
Cause Codes are not required for Significance Category 4. 



ORPS User's Manual, Section 3:  ORPS Data Entry  1/2007 
 

 29 

Appendix A. ORPS Reporting Criteria 
 
For every Occurrence Report, you must select at least one Report Criteria (RC) as discussed in 
DOE Manual 232.1B Rev 3.  An unlimited number of Report Criteria may be selected. 
 

A-1 Using the GUI to Select Report Criteria 
 
1. On the Date Entry screen, scroll down to the Report Criteria field., shown in Figure 3-8: 
 
Figure 3-8:  Report Criteria/Fields 

 
 
1. Select an RC Group, Subgroup, and Sequence from the dropdown menus.  The definition of 

the selected RC will be displayed for review.  
 
2. To select the RC, click the Select button.  
 
- OR -  
 
If you know the exact number, enter the number manually into the Input s box and click the 
Select button. 
 
- OR –  
 
If you do not know the exact RC and you need to review definitions: 
 
1. Click the RC Lookup Table link.   
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The table provides complete definitions of each.   
 
2. After reviewing the definitions, select one or more RCs directly from the RC Table.  To 

choose a particular RC, click its Select button.   
 
3. When selection is complete, click the [x] icon in the upper right corner of the Lookup Table 

window to close it. 
 

Selected RCs will appear in the Selected RCs box on the ORPS Data Entry screen (directly 
beneath the Significance Category). 

 
4. To delete an RC, highlight it and click the Delete RC button.  
 
In the case of multiple RCs, the Significance Category is automatically set to the most severe 
case.  For example, if RCs with significance categories 4, 3, and 1 were selected, then the highest 
significance category would be 1.  
 
Figure 3-7 shows the Reporting Criteria fields of the ORPS Data Entry screen.  Figure 3-8 
shows the Report Criteria Lookup Table. 
 
Figure 3-9:  Report Criteria (RC) Lookup Table 

 
 
The following sections reflect the contents of the ORPS Reporting Manual 231-1A. 
 
ORPS REPORTING CRITERIA 
 
The following are the reporting criteria, categorized into 10 major groups and appropriate 
subgroups related to DOE operations.  This list provides a minimum set of requirements 
necessary to develop local procedures and report occurrences applicable to local operations.  
Categorization of occurrences must be done at the criterion level.  
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Site/contractor corrective action programs will manage actions for important events that do not 
meet the ORPS reporting herein (as well as Significance Category 4 occurrences, whose 
corrective actions are not managed through ORPS).   
 
The reporting of safeguards and security events is addressed by DOE N 471.3, Reporting of 
Events of Security Concern.  Such events are no longer reported in ORPS unless they involve 
other consequences that met the ORPS reporting criteria presented herein.   
 
This Manual does not absolve the cognizant parties from making required reports to other 
agencies. 

A.2 Major Criteria Groups 
 

The 10 major groups of categorized occurrences are as follows. 

Group 1 - Operational Emergencies  

Group 2 - Personnel Safety  

Group 3 - Nuclear Safety Basis  

Group 4 - Facility Status  

Group 5 - Environmental  

Group 6 - Contamination/Radiation Control  

Group 7 - Nuclear Explosive Safety  

Group 8 - Transportation  

Group 9 - Noncompliance Notifications  

Group 10 - Management Concerns/Issues 
 

A.3 Categorizing Instructions 
 

1. An event can meet multiple reporting criteria that establish it as an occurrence.  
All of the specific reporting criteria applicable for an occurrence must be 
identified.   Some criteria are “secondary” in that they complement other 
reporting criteria that require occurrence reporting. In these cases, all of the 
applicable criteria must be recorded.  Each criterion is denoted by its Group, 
Subgroup (if applicable), and sequence number (#).  Thus, for example, the 
violation of a safety limit is denoted as Group 3, Subgroup A, Sequence (1) or 
“3A(1).” 

 
2. The reporting criteria presented below list a specific Significance Category (SC) 

for each criterion, between the sequence number (#) and the criterion text.  
Significance Categories are designated as “OE” for Operational Emergencies,  
“R” for recurring occurrences, or 1, 2, 3, or 4.  Thus, for example, the 
Significance Category for a Stop Work Order issued by a DOE office, criterion 
4B(1), is SC 2.  



ORPS User's Manual, Section 3:  ORPS Data Entry  1/2007 
 

 32 

 
3. Operational Emergencies, Significance Category 1, and some other occurrences in 

lesser significance categories require prompt notification to the DOE HQ OC.  
Asterisks (*) next to the significance categories below denote those 
occurrences requiring prompt notification to the DOE HQ OC.  Section 5.3.2 
of this Manual defines the prompt notification requirements. 

 
4. DOE O 151.1A describes initiating events that are considered Operational 

Emergencies.  DOE O 225.1A defines when Type A or B accident investigations 
should be initiated.  While some Operational Emergencies and some other ORPS 
occurrences involve conditions that would be sufficient to initiate accident 
investigations, criterion 10(1) herein will report the actual initiation of Type A or 
B accident investigations.   

 

A-4 Occurrence Reporting Criteria 

Group 1 - Operational Emergencies 
 

# SC Criterion 
 
(1)   *OE An Operational Emergency not needing further classification, as 

defined in DOE 151.1A, Chapter 5, Paragraph 2.   
 
(2)   *OE An Alert, as defined in DOE 151.1A, Chapter 5, Paragraph 3a. 
 
(3)   *OE A Site Area Emergency, as defined in DOE 151.1A, Chapter 5, 

Paragraph 3b. 
  
(4)   *OE A General Emergency, as defined in DOE 151.1A, Chapter 5, 

Paragraph 3c. 
 

Group 2 - Personnel Safety and Health 
 
Subgroup A Occupational Illnesses/Injuries  

 
# SC Criterion 
 
(1)   *1 Any occurrence due to DOE operations resulting in a fatality or 

terminal injury/illness.  For fatalities caused by overexposures, the 
intent of this criterion is to report those caused by acute rather than 
chronic effects. 

 
(2)   *1 Any single occurrence requiring in-patient hospitalization of three 

or more personnel. 
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(3)     2 Any single occurrence resulting in three or more personnel having 
Days Away, Restricted or Transferred (DART) cases per 29 CFR 
Part 1904.7. 

 
(4)   *2 Personnel exposure to chemical, biological or physical hazards 

above limits established by the Occupational Safety and Health 
Administration (refer to 29 CFR Part 1910) or American 
Conference of Governmental Industrial Hygienists, whichever is 
lower, and that requires the administration of medical treatment 
beyond simple first aid on the same day as the exposure. [29 CFR 
1904.7(b)(5)(i) and (ii) define “medical treatment” and “first aid.”]  

 
(5) 3 Personnel exposure to chemical, biological or physical hazards 

above limits established by the Occupational Safety and Health 
Administration (refer to 29 CFR Part 1910) or American 
Conference of Governmental Industrial Hygienists. 

 
(6) 3 Any single occurrence resulting in a serious occupational injury.  

A serious occupational injury is an occupational injury that: 
 

(a) Requires hospitalization for more than 48 hours, 
commencing within 7 days from the date the injury was 
received;  

 
(b) Results in a fracture of any bone (except simple fractures of 

fingers, toes, or nose, or a minor chipped tooth);  
 
(c) Causes severe hemorrhages or severe damage to nerves, 

muscles, or tendons;  
 
(d)  Damages any internal organ; or  
 
(e) Causes second- or third-degree burns, affecting more than 

five percent of the body surface. 

 
Subgroup B Fires/Explosions  

 
# SC Criterion 

 
(1) *1 Any unplanned fire or explosion within primary 

confinement/containment boundaries for nuclear or hazardous 
material within a facility. 

 
[Note: Facility specific documents need to define what constitutes 
the primary confinement/containment boundary.] 

 
(2) *2 Any unplanned fire or explosion in a nuclear facility that activates 

a fire suppression system (e.g., halon discharge, sprinkler heads 
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activating), is extinguished by a fire department, or disrupts normal 
facility operations. 

 
  [Note:  The activation or degradation of Safety Class and Safety 

Significant fire suppression systems are addressed by Group 4 
Criteria.] 

 
(3) *3 Any unplanned fire or explosion in a non-nuclear facility that  

a) Activates a fire suppression system,  

b) Takes longer than 10 minutes to extinguish following the 
arrival of fire protection personnel, or  

c) Disrupts normal operations in a high hazard facility. 
 

(4) *4 Any wild land fire (e.g., forest fire, grassland fire) or other fire 
outside of a DOE facility that has the potential to threaten the 
facility. 

 
Subgroup C Hazardous Energy Control  

 
# SC Criterion 

 

(1) 2 Failure to follow a prescribed hazardous energy control process 
(e.g., lockout/tagout) or disturbance of a previously unknown or 
mislocated hazardous energy source (e.g., live electrical power 
circuit, steam line, pressurized gas) resulting in a person contacting 
(burn, shock, etc.) hazardous energy. 

 
(2) 3 Failure to follow a prescribed hazardous energy control process 

(e.g., lockout/tagout) or a site condition that results in the 
unexpected discovery of an uncontrolled hazardous energy source 
(e.g., live electrical power circuit, steam line, pressurized gas).  
This criterion does not include discoveries made by zero-energy 
checks and other precautionary investigations made before work is 
authorized to begin.  

 

Group 3 - Nuclear Safety Basis 

Subgroup A  Technical Safety Requirement Violations 
 

# SC Criterion 
 

(1) *1 Any violation of a Hazard Category 1, 2, or 3 nuclear facility’s 
Technical Safety Requirement (or Operational Safety 
Requirement) Safety Limit.  
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[Note: Safety Limits are high-level Technical Safety Requirement 
controls, used infrequently across the DOE Complex. As defined 
in 10 CFR 830.3, a Safety Limit is a limit on process variables 
associated with those safety class physical barriers, generally 
passive, that are necessary for the intended facility function and 
that are required to guard against the uncontrolled release of 
radioactive materials.] 

 
(2) 2 Any violation or noncompliance of a Hazard Category 1, 2, or 3 

nuclear facility’s Technical Safety Requirement (or Operational 
Safety Requirement) Limiting Control Setting, Limiting Condition 
for Operation, Administrative Control, or Surveillance 
Requirement. 

 
Exception: An event consisting solely of a surveillance test 
performed after the prescribed surveillance period, and in which 
the equipment was found to be capable of performing its specified 
safety function.  (See separate criterion for late surveillance tests 
below.) 

 
(3) 3 Any violation or noncompliance of a hazard control specified in a 

Hazard Category 1, 2, or 3 nuclear facility’s DOE approved 
Documented Safety Analysis [issued pursuant to 10 CFR 830.204 
and including Basis for Interim Operation (BIO), etc.], or DOE 
issued Safety Evaluation Report that are not addressed by Criteria 
3A(1) and 3A(2). 

 
Exceptions: 
(a) An event consisting solely of a violation of a safety 

management program (e.g., quality assurance, personnel 
training) cited in the Documented Safety Analysis.  

 
(b) An event consisting solely of a surveillance test performed 

after the prescribed surveillance period, and in which the 
equipment was found to be capable of performing its 
specified safety function.  (See separate criterion for late 
surveillance tests below.) 

 
(4) 4 An event consisting solely of a surveillance test performed after 

the prescribed surveillance period, and in which the equipment was 
found to be capable of performing its specified safety function.  

 

Subgroup B Documented Safety Analysis Inadequacies 
 

# SC Criterion 
 

(1) 2 Determination of a positive Unreviewed Safety Question (USQ) 
that reveals a currently existing inadequacy in the documented 
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safety analysis [e.g., Safety Analysis Report (SAR) or Basis for 
Interim Operation (BIO)]. 

 
(2) 3 Declaration of a potential inadequacy of the documented safety 

analysis (a potential positive USQ), per 10 CFR 830.203(g). 
 

Subgroup C Nuclear Criticality Safety  
 

# SC Criterion 
 

(1) *1 A loss of multiple nuclear criticality process-condition controls, 
where processes include operation, transport, and storage of 
fissionable materials, such that no valid controls are available to 
prevent a criticality accident. 

 
(2) 2 A loss of one or more nuclear criticality process-condition controls 

such that an accidental criticality is possible from the loss of an 
additional process-condition control, where processes include 
operation, transport, and storage of fissionable materials. 

Group 4 - Facility Status 
 

[Note:  The criteria below apply to both nuclear and non-nuclear facilities, where 
applicable.] 

Subgroup A Safety Structure/System/Component Degradation 
 

# SC Criterion 
 

(1) 3 Performance degradation of any Safety Class or Safety Significant 
Structure, System, or Component (SSC) that prevents satisfactory 
performance of its design function when it is required to be 
operable.  

 
(2) 4 Performance degradation of any Safety Class SSC when not 

required to be operable. 
 

Subgroup B Operations 
 

# SC Criterion 
 

(1) *2 A Stop Work Order issued by a DOE office.  
 
(2) 2 Actuation of a Safety Class Structure, System, or Component 

(SSC), or its alarms, resulting from an actual unsafe condition.  
Spurious alarms (e.g., due to electronic noise, radon/thoron decay) 
should not be reported.  
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(3) 3 Actuation of a Safety Significant Structure, System, or Component 

(SSC), or its alarms, resulting from an actual unsafe condition.  
Spurious alarms (e.g., due to electronic noise, radon/thoron decay) 
should not be reported. 

 
(4) 3 Any facility evacuation, not including a precautionary evacuation, 

in response to an actual event.  If the event fell under another 
reporting criterion, then evacuation should be reported as well by 
noting multiple reporting criteria for the single occurrence. 

 
(5) 4 A facility operational event caused by deviating from a written 

procedure or using an inadequate procedure resulting in an adverse 
effect on safety, such as: an inadvertent facility or operations 
shutdown (i.e., a change of operational mode or curtailment of 
work or processes), facility or operations shutdown due to alarm 
response procedures, inadvertent process liquid transfer, or 
inadvertent release of hazardous material from its engineered 
containment. 

 
(6) *4 A facility or operations shutdown (i.e., a change of operational 

mode or curtailment of work or processes) directed by 
management for safety reasons. 

 
(7) 4 A facility or site stand-down resulting from safety reasons 

reportable as an occurrence or occurrences. 
 

[Note:  This is a secondary reporting criterion and does not require 
a separate occurrence report.] 

  
(8) 4 Any event or condition that would prevent immediate facility or 

offsite emergency response capabilities. 
 

Subgroup C Suspect/Counterfeit and Defective Items or Material 
 

# SC Criterion 
 

(1) 3 Discovery of any suspect/counterfeit item or material found in a 
Safety Class or Safety Significant Structure, System, or 
Component (SSC).   

 
  A suspect item or material is one whose documentation, 

appearance, performance, material, or other characteristics may 
have been misrepresented by the vendor, supplier, distributor, or 
manufacturer.  A counterfeit item or material is one for which 
sufficient evidence exists that deliberate misrepresentation has 
occurred. 
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(2) 4 Discovery of any suspect/counterfeit item or material other than 
office supplies, office equipment, or household products. 

 
(3) 4 Discovery of any defective item or material, other than a 

suspect/counterfeit item or material, in any application whose 
failure could result in a loss of safety function, or present a hazard 
to public or worker health and safety. 

 
  A defective item or material is any item or material that does not 

meet the commercial standard or procurement requirements as 
defined by catalogues, proposals, procurement specifications, 
design specifications, testing requirements, contracts, or the like.  
It does not include parts or services that fail or are otherwise found 
to be inadequate because of random failures or errors within the 
accepted reliability level.   

 

Group 5 - Environmental 
 
Subgroup A Releases  

 
# SC Criterion 

 
(1) *2 Any release (onsite or offsite) of a hazardous substance, material, 

waste, or radionuclide from a DOE facility, that is above permitted 
levels and exceeds the reportable quantities specified in 40 CFR 
302 or 40 CFR 355.  

 
(2) 2 Any discharge that exceeds 100 gallons of oil of any kind or in any 

form, including, but not limited to, petroleum, fuel oil, sludge, oil 
refuse, and oil mixed with wastes other than dredged spoil.  For 
operations involving oil field crude or condensate, any discharge of 
100 barrels or more is reportable under this criterion. 

 
(3) 4 Any release (onsite or offsite) of a hazardous substance, material, 

waste, or radionuclide from a DOE facility that is above permitted 
levels and exceeds 50 percent of the reportable quantities specified 
in 40 CFR 302 or 40 CFR 355.  

 
(4 4 Any release (onsite or offsite) of a hazardous substance, material, 

waste, or radionuclide from a DOE facility that must be reported to 
outside agencies in a format other than routine periodic reports.  
(However, oil spills of less than 10 gallons and with negligible 
environmental impact need not be reported in ORPS.) 

 
Subgroup B Ecological and Cultural Resources 

 
# SC Criterion 
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(1) 2 Any occurrence causing significant impact to any ecological 
resource for which DOE is a trustee (e.g., destruction of a critical 
habitat, damage to an historic/archeological site, damage to 
wetlands). 

 
Group 6 - Contamination/Radiation Control 
 

Subgroup A Loss of Control of Radioactive Materials 
 

# SC Criterion 
 

(1) 2 Identification of radioactive material offsite due to DOE 
operations/activities that exceeds applicable DOE-approved 
authorized limits (pursuant to DOE O 5400.5).  This applies to 
items/areas consisting of radioactive material.  This does not apply 
to items with surface radioactive contamination.  See Criterion 
6B(1) below for criteria for identification of items with surface 
radioactive contamination. 

 
(2) 2 Loss of radioactive material that exceeds 100 times the quantities 

specified in 10 CFR Part 835, Appendix E (excluding consumer 
products such as smoke detectors), or loss of accountability of such 
material for more than 24 hours.  The 24-hour time period begins 
when the loss of accountability is discovered. 

 
(3) 3 Loss of radioactive material which exceeds 1 times and no greater 

than 100 times the quantities specified in 10 CFR Part 835, 
Appendix E (excluding consumer products such as smoke 
detectors) or loss of accountability of such material for more than 
24 hours. The 24-hour time period begins when the loss of 
accountability is discovered. 

 
Subgroup B Spread of Radioactive Contamination 

 
# SC Criterion 

 
(1) 2 Identification of radioactive contamination offsite due to DOE 

operations/activities that exceeds applicable DOE-approved 
authorized limits (pursuant to DOE 5400.5) or, if there are none, 
the values found in 10 CFR Part 835, Appendix D. 

 
[Note:  All releases of property containing or potentially 
containing residual radioactivity are subject to requirements in 
DOE 5400.5.  Compliance with 10 CFR Part 835, Appendix D 
values does not necessarily satisfy the requirements in DOE 
5400.5.] 

 
(2) 2 Identification of onsite radioactive contamination greater than 100 

times the total contamination values in 10 CFR 835 Appendix D 
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and that is found outside of the following locations:  
Contamination Areas, High Contamination Areas, Airborne 
Radioactivity Areas, Radiological Buffer Areas, and areas 
controlled in accordance with 10 CFR 835.1102(c).  For tritium, 
the reporting threshold is 100 times the removable contamination 
values in 10 CFR Part 835, Appendix D. 

[Notes:  

(a) This does not apply to contamination from residual 
radioactive material meeting applicable DOE-approved 
authorized limits.  

(b) This also does not apply to legacy radioactive 
contamination, which will be reported under a separate 
criterion below.  

(c) The exclusion from reporting contamination in a 
Radiological Buffer Area applies only when the area has 
been established next to a Contamination Area, High 
Contamination Area or Airborne Radioactivity Area and its 
exit requirements have adopted guidance from Article 
338.2 of DOE-STD-1098-99.] 

 
(3) 3 Identification of onsite radioactive contamination greater than 10 

times the total contamination values in 10 CFR 835 Appendix D 
and that is found outside of the following locations:  
Contamination Areas, High Contamination Areas, Airborne 
Radioactivity Areas, Radiological Buffer Areas, and areas 
controlled in accordance with 10 CFR 835.1102(c).  For tritium, 
the reporting threshold is 10 times the removable contamination 
values in 10 CFR Part 835, Appendix D.  

 
  [Notes:  

(a) This does not apply to contamination from residual 
radioactive material meeting applicable DOE-approved 
authorized limits.  

(b) This also does not apply to legacy radioactive 
contamination, which will be reported under a separate 
criterion below.  

(c) The exclusion from reporting contamination in a Radiological 
Buffer Area applies only when the area has been established 
next to a Contamination Area, High Contamination Area or 
Airborne Radioactivity Area and its exit requirements have 
adopted guidance from Article 338.2 of DOE-STD-1098-99.] 

 
(4) 4 Identification of onsite legacy radioactive contamination greater 

than 10 times the total contamination values in 10 CFR 835 
Appendix D and that is found outside of the following locations:  
Contamination Areas, High Contamination Areas, Airborne 
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Radioactivity Areas, Radiological Buffer Areas, and areas 
controlled in accordance with 10 CFR 835.1102(c).  For tritium, 
the reporting threshold is 10 times the removable contamination 
values in 10 CFR Part 835, Appendix D. 

 
[Notes:  
 
(a) Legacy radioactive contamination is radioactive contamination 

resulting from historical operations that are unrelated to current 
activities.    

(b) This does not apply to contamination from residual 
radioactive material meeting applicable DOE-approved 
authorized limits.  

(c) The exclusion from reporting contamination in a 
Radiological Buffer Area applies only when the area has 
been established next to a Contamination Area, High 
Contamination Area or Airborne Radioactivity Area and its 
exit requirements have adopted guidance from Article 
338.2 of DOE-STD-1098-99.] 

 
Subgroup C Radiation Exposure 

 
# SC Criterion 

 
(1) *1 Determination of a dose that exceeds the limits specified in 10 

CFR Part 835, Subpart C, Occupational Radiation Protection or 
DOE O 5400.5, Chapter II, Item 1 [i.e., 100 mrem Total Effective 
Dose Equivalent (TEDE) for offsite exposures to a member of the 
public]. 

 
(2) 2 Any unmonitored exposure that exceeds the values for providing 

personnel dosimeters and bioassays as stated in 10 CFR 835.402(a) 
or 10 CFR 835.402(c).  

 
(3) 3 Any single occupational exposure that exceeds an expected 

exposure or dissymmetry result by: (1) 500 mrem Committed 
Effective Dose Equivalent (CEDE), or (2) the greater of 10 percent 
or 100-mrem effective dose equivalent due to external exposure.  

 
(4) 3 Determination of an estimated annual dose that exceeds 10 mrem 

Total Effective Dose Equivalent (TEDE) for offsite exposures to a 
member of the public from air pathways only.  

 
Subgroup D Personnel Contamination 

 
# SC Criterion 
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(1) *2 Any occurrence requiring offsite medical assistance for 
contaminated personnel, including transporting a person to an 
offsite medical facility or bringing offsite medical personnel onsite 
to perform treatment or decontamination. 

 
(2) 2 Identification of personnel or clothing contamination offsite due to 

DOE operations that exceeds the values for total contamination 
found in 10 CFR Part 835, Appendix D.  For tritium use the values 
for removable contamination found in 10 CFR Part 835, Appendix 
D.  

 
(3) 4 Any onsite contamination of personnel or clothing (excluding site-

provided protective clothing) that exceeds 10 times the values for 
total contamination identified in 10 CFR Part 835, Appendix D.  
The contamination level must be based on direct measurement and 
not averaged over any area.  This criterion does not apply to 
tritium contamination.  

 
Group 7 - Nuclear Explosive Safety  
 

# SC Criterion 
 

(1) *1 Damage to a nuclear explosive that results in a credible threat to 
nuclear explosive safety. 

 
(2) 2 The unauthorized introduction of electrical energy into a nuclear 

explosive. 
 
(3) 2 The unauthorized compromise of a nuclear explosive safety feature 

when installed on a nuclear explosive. 
 
(4) 2 Inadvertent substitution of a nuclear explosive for a nuclear 

explosive-like assembly (NELA) or vice versa. 
 
(5) 2 A violation of a nuclear explosive safety rule (NESR). 
 
(6) 2 Damage to a training unit during training operations indicative of a 

hazard to a nuclear explosive.  
 
(7) 3 The use of uncertified personnel or unauthorized 

equipment/tooling during a nuclear explosive operation. 

 
(8) 3 A violation of the two-person concept of operations. 
 
(9) 3 Revocation of the Personnel Assurance Program (PAP) 

certification of an individual (for cause). 
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Group 8 - Transportation  
 

# SC Criterion 

(1) *1 Any offsite transportation incident involving hazardous materials 
that would require immediate notice pursuant to 49 CFR Part 
171.15, namely: 

 
(a) As a direct result of hazardous materials: 

(i) A person is killed, 

(ii) A person receives injuries requiring hospitalization, 

(iii) Estimated property damage exceeds $50,000, 

(iv) An evacuation of the general public occurs lasting 1 
hour or more,  

(v) One or more transportation arteries or facilities are 
closed or shut down for 1 hour or more, or 

 
(b) Fire, breakage, spillage, or suspected radioactive 

contamination occurs involving shipment of radioactive 
materials, or 

 
(c) Fire, breakage, spillage, or suspected contamination occurs 

involving shipment of infectious substances (etiologic 
agents), or 

 
(d) There has been a release of a marine pollutant in a quantity 

exceeding 450 liters (119 gallons) for liquids or 400 
kilograms (882 pounds) for solids, or 

   
(e) The operational flight pattern or routine of an aircraft is 

altered. 
 

(2) 3 Any offsite transport of hazardous material, including radioactive 
material, whose quantity or nature (e.g., physical or chemical 
composition) is different than intended, such that the receiving 
organization’s operations were impacted/disrupted or the transport 
resulted in the initiation of corrective actions by the originating 
organization. 

 
(3) 4 Any onsite transport of hazardous material, including radioactive 

material, whose quantity or nature (e.g., physical or chemical 
composition) is different than intended, such that the receiving 
organization’s operations were impacted/disrupted or the transport 
resulted in the initiation of corrective actions by the originating 
organization. 
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(4) 4 Any packaging or transportation activity involving the onsite 
release of radioactive materials, etiologic agents, hazardous 
substances, hazardous waste, or marine pollutants.  

 
Group 9 - Noncompliance Notifications 
 

# SC Criterion 
 

(1) 3 Any enforcement action (other than associated with the Price 
Anderson Amendment Act) involving 10 or more cited violations, 
and/or an assessed fine of $10,000 or more.  

 
[Note: This criterion applies to the enforcement action as initially 
received from the regulator. Thus the enforcement action would 
still be reportable even if the fine is later reduced below $10,000 or 
the number of violations reduced below 10.] 

 
(2) 4 Any written notification from an outside regulatory agency that a 

site/facility is considered to be in noncompliance with a schedule 
or requirement (e.g., Notice of Violation, Notice of Intent to Sue, 
Notice of Noncompliance, Warning Letter, Finding of Violation, 
Finding of Alleged Violation, Administrative Order, or a similar 
type of notification or enforcement action). 

 

Group 10 - Management Concerns/Issues 
 

# SC Criterion 
 

(1) 2 Any event resulting in the initiation of a Type A or B accident 
investigation as categorized by DOE O 225.1A, Accident 
Investigation. 

 
[Note:  This reporting criterion may raise the significance category 
of an occurrence already reported under separate criteria.  Multiple 
reporting criteria should be noted when appropriate.]   

 
(2) 1-4† An event, condition, or series of events that does not meet any of 

the other reporting criteria, but is determined by the Facility 
Manager or line management to be of safety significance or of 
concern to other facilities or activities in the DOE complex.  One 
of the four significance categories should be assigned to the 
occurrence, based on an evaluation of the potential risks and the 
corrective actions taken. 

 
  [† Note:  An SC 1 occurrence report requires Prompt Notification.] 
 
(3)  1-4† A near miss, where no barrier or only one barrier prevented 

an event from having a reportable consequence.  One of the four 
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significance categories should be assigned to the near miss, based 
on an evaluation of the potential risks and the corrective actions 
taken. 
 
[† Note:  An SC 1 occurrence report requires Prompt Notification.] 
 

(4) *4 Any occurrence that may result in a significant concern by affected 
state, tribal, or local officials, press, or general population; that 
could damage the credibility of the Department; or that may result 
in inquiries to Headquarters. 

 
(5) *4 Any occurrence of such significant immediate interest to offsite 

personnel and organizations that it warrants prompt notification to 
the DOE Headquarters Operations Center (DOE HQ OC), and 
which is not already designated elsewhere in this set of reporting 
criteria to have prompt notification [denoted by having an asterisk 
(*) next to the significance category]. 
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Appendix B:  ORPS Cause Code Definitions 
 
A1 - Design/Eng. Problem 
An event or condition that can be traced to a defect in design or other factors related to 
configuration, engineering, layout, tolerances, calculations, etc. 

  A1B1 - Design input LTA 
Input to a design was lacking adequate information that was necessary for the design. 

    
A1B1C01 
 

Design input cannot be met 
Were the criteria and other requirements so stringent that they could not be met? 
Were there conflicting criteria? Were all of the necessary references included? 

    

A1B1C02 
 

Design input obsolete 
Were the criteria out-of-date? Was an old version of a requirement or specification 
used? Did process requirements/conditions change and the changes omitted from the 
input? 

    
A1B1C03 
 

Design input not correct 
Were the wrong standards or requirements used? Were the requirements transcribed 
in error? 

    
A1B1C04 

 
Necessary design input not available 
Were the necessary requirements, codes, standards, etc. available to the designer? 

  A1B2 - Design output LTA 
Inadequate design output that did not meet the customer's expectations or design requirements. 

    
A1B2C01 

 
Design output scope LTA 
Did the design consider all the possible scenarios? Were all the operating conditions, 
normal and emergency included in the design? 

    
A1B2C02 
 

Design output not clear 
Were the drawings difficult to read? Were the specifications difficult to understand? 
Could the specification be interpreted in more than one way? 

    
A1B2C03 
 

Design output not correct 
Were the drawings and other specifications incorrect? Did the final design output 
include all changes? 

    
A1B2C04 
 

Inconsistent design output 
Were there differences between different output documents? Did the drawings and 
other design documents agree? 

    
A1B2C05 
 

Design input not addressed in design output 
Did the specifications include all the requirements? Were some criteria left out of 
the design output? 

    

A1B2C06 
 

Drawing, specification or data error 
Was the latest drawing revision referenced? Was the latest vendor information 
included in the design documentation? Were the correct data noted on the design 
documentation request? 

    
A1B2C07 
 

Error in equipment or material selection 
Was the correct vendor identification number used for procurement of equipment? 
Was the correct grade of stainless steel specified for the material? 

    A1B2C08 Errors not detectable 
Were personnel unable to detect errors [by way of alarms or instrument readings] 
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 during or after the occurrence? Did a serious error go unnoticed because there was 
no way to monitor system status? 

    
A1B2C09 
 

Errors not recoverable 
Was the system designed such that personnel were unable to recover from error 
discovered before a failure occurred? 

  
A1B3 - Design / documentation LTA 
Design or documentation that did not include all of the required information and did not comply 
with document control and record requirements. 

    
A1B3C01 

 
Design/documentation not complete 
Were the designs and other documentation for equipment complete? Were items 
missing from the documentation? Did a complete baseline exist? 

    
A1B3C02 
 

Design/documentation not up-to-date 
Were drawings and documents updated when changes were made? Did 
documents/drawings reflect the current status? 

    
A1B3C03 
 

Design/documentation not controlled 
Was the design documentation controlled per site requirements for document control 
and records? 

  
A1B4 - Design/Installation verification LTA 
Design reviews, testing, independent inspections, and acceptance were not in compliance with 
customer expectations and/or site requirements. 

    

A1B4C01 
 

Independent review of design/documentation LTA 
Was a review performed on the design? Was the review performed by an 
independent reviewer? Did the design have problems passing the functional testing? 
Were all of the Independent Inspection attributes acceptable? Did the customer 
accept the final design installation? 

    

A1B4C02 

 
Testing of design/installation LTA 
Was testing included as part of the design acceptance process? Did the testing verify 
the operability of the design? Did design parameters successfully pass all testing 
criteria? 

    

A1B4C03 
 

Independent inspection of design/installation LTA 
Were Independent Inspection attributes included in the design installation? Were 
required Hold/Witness points verified by Quality Assurance? Did Hold/Witness 
points pass the acceptance criteria? Was material Commercial Dedicated Grade and 
adequately documented? 

    
A1B4C04 
 

Acceptance of design/installation LTA 
Did the customer have problems with acceptance of the design, testing, and/or 
verification? 

  A1B5 - Operability of design/ environment LTA 
Personnel or environmental factors were not considered as part of the design. 

    

A1B5C01 
 

Ergonomics LTA 
Ergonomics is defined as the science that seeks to adapt work or working conditions 
to suit the worker. The design should include provisions for eliminating problems 
encountered by personnel performing tasks. This may also include problems 
resulting from Physical or Environmental factors. 

    
A1B5C02 

 
Physical environment LTA 
Did inadequate equipment controls or control systems [e.g., push-buttons, rotary 
controls, J-handles, key-operated controls, thumb-wheels, multiple switches, 
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joysticks] contribute to the occurrence? Did the control fail to provide an adequate 
range of control for the function it performs? Was the control inadequately protected 
from accidental activation? Were similar controls indistinguishable from one 
another? Were controls in close proximity of each other? Did operating conditions 
[e.g. room temperature, work location, physical location, restricted vision, PPE, 
excessive noise, arrangement or placement of equipment] affect performance of 
task? Was lighting adequate? Was noise a factor? 

    

A1B5C03 
 

Natural environment LTA 
Was exposure to heat, cold, wind, and rain included in the design. Were earthquake 
tested devices included in the design? Was system designed to withstand flooding, 
freezing, or high wind conditions? Were lightning suppressing devices included in 
the design? Was the event caused by excessive exposure of personnel to a hot or 
cold environment? 

A2 - Equipment/ material problem 
Is defined as an event or condition resulting from the failure, malfunction, or deterioration of 
equipment or parts, including instruments or material. 

  
A2B1 - Calibration for instruments LTA 
Did the calibrations include all the essential elements? Was equipment as-found condition less 
than adequate? 

    

A2B1C01 
 

Calibration LTA 
Was the equipment involved in the incident included in a routine calibration 
program? Were calibrations performed too infrequently? Did the calibration include 
all the essential elements? 

    

A2B1C02 
 

Equip. found outside acceptance criteria 
Did an event occur as a result of equipment that was found outside of the specified 
acceptance criteria? Did the instrument calibration drift outside of the acceptable 
range? Was process instrumentation outside of acceptable range criteria due to a 
standard that was out of calibration? 

  

A2B2 - Periodic/Corrective Maintenance LTA 
Was periodic maintenance established for the equipment, instrument or component? Was the 
periodic maintenance adequate? Was corrective maintenance adequate to correct the problem? 
Did equipment history exist for the instrument or component? Was the equipment history 
complete? 

    

A2B2C01 

 
Preventive maintenance for equipment LTA 
Was an equipment malfunction caused by a failure to carry out scheduled preventive 
maintenance? Was preventive maintenance established for the equipment or 
component that failed? Was preventive maintenance scheduled too infrequently? 
Was the preventive maintenance incomplete? Was it performed on some of the 
components but not others? 

    

A2B2C02 
 

Predictive Maintenance LTA 
Was predictive maintenance established for the equipment? Was the established 
frequency adequate to prevent or detect equipment degradation? Was the established 
method used to prevent or detect equipment degradation adequate? 

    

A2B2C03 

 
Corrective Maintenance LTA 
Was corrective maintenance performed but failed to correct the original problem? 
Was the equipment or component reassembled improperly during corrective 
maintenance? Were other problems noted during maintenance activities that were 
not corrected? Was the actual job of performing a maintenance activity complete, 
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but was not performed correctly? 

    

A2B2C04 
 

Equipment history LTA 
Did equipment history / records exist for the equipment that malfunctioned? Was the 
history for the equipment that malfunctioned complete / adequate? Did the history 
contain all the information necessary to assure equipment reliability? Would 
knowledge of equipment history have prevented the incident or lessened its severity? 

  

A2B3 - Inspection/ testing LTA 
Did scheduled inspection/testing exist for the instrument or equipment? Was the 
inspection/testing adequate or performed as required? Did the inspection/testing include all the 
essential elements? 

    

A2B3C01 
 

Startup testing LTA 
Did functional testing exist for the equipment or system prior to placing it in 
service? Was start-up testing adequate for the equipment or system being placed into 
service? 

    

A2B3C02 
 

Inspection/ testing LTA 
Was required testing / inspection established or performed for the equipment 
involved in the incident? Was the required testing / inspection performed at the 
correct frequency? Were the acceptance criteria for the required testing / inspection 
adequately defined? Were all essential components included in the required testing / 
inspection? 

    

A2B3C03 
 

Post-maintenance/Post-modification testing LTA 
Was the post-maintenance or post-modification testing specified not performed or 
performed incorrectly? Was the post-maintenance or post-modification testing 
completed, but the testing requirements were less than adequate? Was the post-
maintenance or post-modification testing performed in accordance with the schedule 
for testing? 

  

A2B4 - Material control LTA 
Was the problem due to the inadequate handling, storage, packaging or shipping of materials or 
equipment? Was the shelf life for material exceeded? Was an unauthorized material or 
equipment substitution made? Were spare parts inadequately stored? Was there an error made in 
the labeling or marking? 

    
A2B4C01 
 

Material handling LTA 
Was material / equipment damaged during handling? Was material / equipment 
"mixed up" during handling? 

    

A2B4C02 
 

Material storage LTA 
Was the material, equipment or part stored improperly? Was the material, 
equipment, or part damaged in storage? Did the material, equipment, or part have 
weather damage? Was the material, equipment, or part stored in an environment 
[heat, cold, acid fumes, etc.] that damaged it? Was adequate preventive maintenance 
[cleaning, lubrication, etc.] performed on spare parts? 

    

A2B4C03 
 

Material packaging LTA 
Was material or equipment packaged properly? Was the material or equipment 
damaged because of improper packaging? Was material or equipment exposed to 
adverse conditions because the packaging had been damaged? 

    
A2B4C04 
 

Material shipping LTA 
Was the material / equipment transported properly? Was the material / equipment 
damaged during shipping? 
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A2B4C05 
 

Shelf life exceeded 
Were materials, equipment, or parts that had exceeded the shelf life installed? Did 
materials continue to be used after the shelf life was exceeded? 

    
A2B4C06 

 
Unauthorized material substitution 
Were incorrect materials or parts substituted? Were materials or parts substituted 
without authorization? Did the requirements specify no substitution? 

    
A2B4C07 
 

Marking/labeling LTA 
Was there an error made in the labeling or marking? Was equipment identification, 
labeling, or marking less than adequate? 

  

A2B5 - Procurement control LTA 
Was the error due to inadequate control of changes to procurement specifications or purchase 
orders? Did a fabricated item fail to meet requirements or was an incorrect item received? Did 
product acceptance requirements fail to match design requirements or were they otherwise 
unacceptable? 

    

A2B5C01 
 

Control of changes to procurement specification/ purchase order LTA 
Were changes made to purchase orders or procurement specifications without the 
proper review and approvals? Did the changes result in purchase of the wrong 
material, equipment, or parts? 

    
A2B5C02 
 

Fabricated item does not meet requirements 
Was the item of concern fabricated according to the requirements specified in the 
procurement specifications/purchase requisition? 

    
A2B5C03 
 

Incorrect item received 
Was an item received not the one ordered? Was the inconsistency recognized? Was 
the item accepted rather than returned? 

    

A2B5C04 
 

Product acceptance requirements LTA 
Were the product acceptance requirements complete? Did the product acceptance 
requirements address all the safety concerns for the item? Did the requirements 
address all the concerns for efficiency? 

  

A2B6 - Defective/failed or contaminated 
Was an event caused by a failed or defective part? Was the material used defective or flawed? 
Was the weld, braze or soldered joint defective? Did the component reach the end of its 
expected service life? Was there electrical or instrument noise interference or interaction? Did 
foreign material or contaminant cause the equipment or component to fail? 

    
A2B6C01 

 
Defective or failed part 
A part/instrument that lacks something essential to perform its intended function. 

    
A2B6C02 
 

Defective or failed material 
A material defect or failure. 

    
A2B6C03 
 

Defective weld, braze or soldering joint 
A specific weld/joint defect or failure. 

    
A2B6C04 
 

End of life failure 
A failure where the equipment or material is run to failure and has reached its end of 
design life. 

    
A2B6C05 
 

Electrical or instrument noise 
An unwanted signal or disturbance that interferes with the operation of equipment. 

    A2B6C06 Contaminant 
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 Failure or degradation of a system or component due to foreign material (i.e., dirt, 
crud, impurities, trash in river intake, etc.) or radiation damage due to excessive 
radiation exposure. Can be related to any material in an unwanted location. 

A3 - Human Performance LTA 
An event or condition resulting from the failure, malfunction, or deterioration of the humans in 
the process. 

  A3B1 - Skill based error 
Was there inattention or over-attention to performance of work? 

    
A3B1C01 

 
Check of work was LTA 
Individual(s) made an error that would have been detectable and correctable if a 
check of the completed work was performed. 

    
A3B1C02 
 

Step was omitted due to distraction 
Attention was diverted to another issue during performance of the task and 
individual(s) committed an error in performance based on the distraction. 

    
A3B1C03 
 

Incorrect performance due to mental lapse 
Individual(s) knew appropriate action(s) to take, but failed to initiate the correct 
action(s) based on inattention/over-attention. 

    
A3B1C04 

 
Infrequently performed steps are performed incorrectly 
Individual(s) are not completely familiar with the tasks required based on not 
frequently performing the tasks and not operating at a fluency level. 

    
A3B1C05 
 

Delay in time cause LTA actions 
Individual(s) perform the wrong actions based on an extended length of time 
expiring between the time the task was defined and the time the task was completed. 

    
A3B1C06 
 

Wrong action selected based on similarity with other actions 
Individual(s) select a wrong action out of a series of actions that appear to be the 
same, but are not. 

    

A3B1C07 
 

Omission/repeating of steps due to assumptions for completion 
Individual(s) based on lack of knowledge or assumptions conclude that activity steps 
are not completed or completed. Based on the perceptions, an error occurs because 
the incorrect decision or assumption was made. 

  
A3B2 - Rule based error 
Was there a misapplication of a good rule for behavior or application of a bad rule applied for 
behavior during the work process? 

    

A3B2C01 

 
Strong rule incorrectly chosen over other rules 
Individual(s) chose behavior rules based on the number of times the rule(s) has been 
used successfully in the past. The more times the rule(s) have been used 
successfully, the stronger the desire to apply the rule(s) become. 

    

A3B2C02 
 

Signs to stop are ignored and step performed incorrectly 
Error precursors to an event exist and, if recognized, can prevent the event. These 
precursors are grouped based on Task Demands, Work Environment, Individual 
Capabilities, and Human Nature. 

    

A3B2C03 
 

Too much activity is occurring and error made in problem solving 
This error is initiated when the individual(s) committing the error experience 
information overload. The right set of decisions is not made based on too many 
details to process mentally. 

    
A3B2C04 
 

Previous success in use of rule reinforces continued use of rule 
If a rule for behavior has been used successfully in the past, there is an 
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overwhelming tendency to apply the rule again, even though circumstances no 
longer warrant the use of the rule. 

    

A3B2C05 
 

Situation incorrectly identified or represented results in wrong rule used 
Individual(s) interpret facts based on training and experience that have helped form 
stored mental knowledge from which the individual(s) rely on to help interpret the 
facts. When the individual(s) use the stored knowledge, the right set of training and 
experience is sometimes not selected based on the existing facts. A broader search of 
the stored knowledge would have been necessary to explain the existing facts. 

  
A3B3 - Knowledge based error 
Was the problem solved without using stored rules for behavior? Were you in a problem 
solving/troubleshooting mode? 

    

A3B3C01 
 

Attention given to wrong issues 
Selective mental processing of information is targeted at the wrong issues and is not 
focused on the right issues. Often the individual(s) focus is centered around what is 
psychologically important instead of targeted on what is logically important. 

    

A3B3C02 

 
LTA conclusion based on sequencing of facts 
Individual(s), when establishing a timeline or recalling step-by-step compilation of 
facts as they occur in an event sometimes reorder the sequence which affects the 
conclusion based on the facts. 

    

A3B3C03 
 

Individual justifies action by focusing on biased evidence 
Individual(s) are overconfident in evaluating the correctness of their knowledge. The 
chosen course of action is selected based on evidence that favors it and contradictory 
evidence is overlooked. 

    
A3B3C04 
 

LTA review based on assumption that process will not change 
Individual(s) believe that no variability exists in the process and overlook the fact 
that a change has occurred leading to differing results than normally realized. 

    
A3B3C05 
 

Incorrect assumption that a correlation exists between two or more facts 
Wrong assumptions are made based on the belief that two or more facts are related 
to each other and incorrect actions are taken based on the assumption. 

    

A3B3C06 
 

Individual underestimates the problem by using past events as basis 
Individuals tend to oversimplify events. Based on stored knowledge of past events, 
the individual(s) underestimates problems with the existing event and plans for 
fewer contingencies than will actually be needed. 

  
A3B4 - Work practices LTA 
Was the capacity to perform work impaired? Was the act to incorrectly perform work 
deliberate? 

    

A3B4C01 
 

Individual capabilities to perform work LTA 
a) Sensory/Perceptual Capabilities LTA - Was the problem due to less that adequate 
vision [e.g., poor visual acuity, color blindness, tunnel vision]? Was the problem due 
to some defect in hearing [e.g., hearing loss, tone deafness]? Was the problem due to 
some sensory defect [e.g., poor sense of touch or smell]? 
b) Motor/Physical Capabilities LTA - Can the causal factor be attributed to trouble 
with inadequate coordination or inadequate strength? Was the problem due to 
inadequate size or stature of the individual involved? Did other physical limitations 
[e.g., shaking, poor reaction time] contribute to the problem? 
c) Attitude/Psychological Profile LTA - Was the problem due to a poor attitude on 
the part of an individual? Did the individual involved show signs of emotional 
illness? 
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A3B4C02 
 

Deliberate violation 
Was the action on the part of the individual a deliberate action to commit human 
error? 

A4 - Management Problem 
An event or condition that can be directly traced to managerial actions or methods. A 
"management" problem may be attributed to management methods (directions, monitoring, 
assessment, accountability, and corrective action), inadequate resource allocation, work 
organization and planning, supervisory methods and/or change management practices. 

  

A4B1 - Management methods LTA 
This evaluates the processes used to control or direct work-related plant activities, including 
how manpower and material is allocated for a particular objective. Management is considered to 
be any individual above the immediate supervision. This cause section addresses management-
controlled practices and policies and requires that the investigator gain familiarity with the 
standards or expectations that exist for performing work. Examples of standards are: using 
required procedures, using signature and check-off blanks in a step-by-step fashion and N/A or 
N/R as required, using work control and tag-out systems when performing work and repeat-
backs during communications, etc. Recurring events may indicate a problem in this area since 
this implies either living with known problems or that previously implemented corrective 
actions were inadequate or were not implemented in a timely manner. 

    
A4B1C01 
 

Management policy guidance/expectations now well-defined understood or enforced 
Personnel exhibited a lack of understanding of existing policy and/or expectations, 
or policy/expectations were not well-defined or complete. 

    
A4B1C02 

 
Job performance standards not adequately defined 
Measurement of effectiveness could not be performed for specific job functions due 
to lack of defined standards. 

    
A4B1C03 
 

Personnel exhibited insufficient awareness of impact of actions on safety/reliability 
Management failed to provide direction regarding safeguards against non-
conservative actions by personnel concerning nuclear safety or reliability. 

    
A4B1C04 
 

Management follow-up or monitoring of activities did not identify problems 
Management's methods for monitoring the success of initiatives were ineffective in 
identifying shortcomings in the implementation. 

    

A4B1C05 
 

Management assessment did not determine cause of previous event or known 
problem 
Analysis methods failed to uncover the causal factors of consequential or non-
consequential events. 

    

A4B1C06 
 

Previous industry or in-house experience was not effectively used to prevent 
recurrence 
Industry or in-house experience relating to a current problem existed prior to the 
problem, but was not assimilated by the organization. 

    

A4B1C07 

 
Responsibility of personnel not well defined or personnel not held accountable. 
Responsibility for process elements (procedures, engineering, training, etc.) was not 
placed with individuals or accountability for failures of those process elements was 
not placed with individuals. 

    
A4B1C08 
 

Corrective action responses to a know or repetitive problem was untimely 
Corrective action for known or recurring problems was not performed at or within 
the proper time. 

    A4B1C09 Corrective action responses to a know or repetitive problem was not adequate to 
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 prevent recurrence 
Management failed to take meaningful corrective action for consequential or non-
consequential events. 

  

A4B2 - Resource management LTA 
Evaluation of the processes whereby manpower and material are allocated to successfully 
perform assigned tasks. B2 serves as an expansion to B1, Management Methods, since both B1 
and B2 are important inter-related factors. B2 provides more in-depth causal nodes for 
evaluating manpower and material issues impacting performance of work-related activities, 
including work-related activities performed under a procurement action such as contract 
services. 

    
A4B2C01 
 

Too many administrative duties assigned to immediate supervisor 
The administrative load on immediate supervisors adversely affected their ability to 
supervise ongoing activities. 

    
A4B2C02 

 
Insufficient supervisory resources to provide necessary supervision 
Supervision resource is less than that required by task analysis considering the 
balance of procedures, supervision and training. 

    
A4B2C03 
 

Insufficient manpower to support identified goal/objective 
Personnel were not available as required by task analysis of goal/objective. 

    
A4B2C04 
 

Resources not provided to ensure adequate training is provided/maintained 
Training resources were not available as required by task analysis. 

    
A4B2C05 

 
Needed resource changes not approved/funded 
Corrective actions for existing deficiencies that were previously identified were not 
approved or funded. 

    

A4B2C06 
 

Means not provided to ensure procedures/documents/records are of adequate quality 
and up to date 
A process for changing procedures or other work documents to assure quality and 
timeliness was nonexistent or inadequate. 

    
A4B2C07 

 
Means not provided for assuring adequate availability of appropriate materials/tools 
A process for supplying personnel with appropriate materials or tools did not exist. 

    
A4B2C08 

 
Means not provided for assuring adequate equipment quality, reliability, or 
operability 
A process for assuring personnel's equipment was satisfactory did not exist. 

    
A4B2C09 

 
Personnel selection did not ensure match of worker motivations/job descriptions 
Personnel selection processes failed to determine a mismatch between motivation 
and job description prior to task. 

    
A4B2C10 
 

Means/method not provided for ensuring adequate services contract quality 
A process for assuring quality contract services was being provided was nonexistent 
or inadequate. 

  

A4B3 - Work organization & planning LTA 
This category considers problems in how the work to be performed was organized. This would 
include work scope, planning, assignment and scheduling of a task to be performed. The 
investigator should review copies of applicable job orders, work packages, etc., to assess 
applicability of this cause category. While B3 addresses the organization and planning of work, 
failures in this node usually imply related failures in Supervisory Methods addressed in B4. 

    A4B3C01 Insufficient time for worker to prepare task 
Scheduling of the task did not adequately address the time frame required for 
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 accepted worker preparation practices to occur. 

    
A4B3C02 
 

Insufficient time allotted for task 
Scheduled duration of the task did not adequately address known conditions or 
account for reasonable emergent issues. 

    

A4B3C03 
 

Duties not well-distributed among personnel 
The work loading of individuals within a group or team did not adequately address 
training, experience, task frequency and duration, or other situational factors such 
that responsibility was inappropriately distributed. 

    
A4B3C04 
 

Too few workers assigned to task 
Job planning did not allot a realistic number of man-hours based on the scope of 
work described. 

    

A4B3C05 
 

Insufficient number of trained or experienced workers assigned to task 
Though the overall number of personnel assigned matched the planned man-hour 
allotment, organization methods failed to identify that the personnel assigned did not 
have adequate experience or training to perform the work. 

    

A4B3C06 
 

Planning not coordinated with inputs from walkdowns/task analysis 
The job plan did not incorporate information gathered during field visits or task 
analysis concerning the steps and conditions required for successful completion of 
the task. 

    
A4B3C07 

 
Job scoping did not identify potential task interruptions and/or environmental stress 
The work scoping process was not effective in detecting reasonable obstructions to 
work flow (e.g., shift changes) or the impact of environmental conditions. 

    
A4B3C08 
 

Job scoping did not identify special circumstances and/or conditions 
The work scoping process was not effective in detecting work process elements 
having a dependency upon other circumstances or conditions. 

    
A4B3C09 
 

Work planning not coordinated with all departments involved in task 
Interdepartmental communication and teamwork were not supported by the planned 
work flow. 

    
A4B3C10 
 

Problem performing repetitive tasks and/or subtasks 
The work flow plan repeated tasks or sub tasks to the detriment of successful 
completion of the evolution. 

    
A4B3C11 

 
Inadequate work package preparation 
Though scoping and planning were adequately performed, the work package did not 
reflect the information gathered from these activities. 

  

A4B4 - Supervisory methods LTA 
This category identifies causes that can be traced back to the immediate supervision and 
evaluated techniques that were used to monitor, direct and control work assignments. These 
problems are suspected in situations where better planning, preparation, selection of workers, 
better teamwork or supervision of work in progress could possible have prevented the incident. 
Information can be obtained during interviews with the supervisor and the personnel performing 
the work to determine if supervision was performed and if adequate feedback on job 
performance was received as the job progressed. 

    
A4B4C01 
 

Tasks and individual accountability not made clear to worker 
Tasks (and the individual accountability for the task) that were outside written 
guidance or training were not made clear to the worker. 

    A4B4C02 Progress/status of task not adequately tracked 
Supervision did not take the appropriate actions to monitor the task progress or 
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 status. 

    
A4B4C03 
 

Appropriate level of in-task supervision not determined prior to task 
Supervision did not adequately assess the task for points of supervisory interaction 
prior to assignment to workers. 

    
A4B4C04 
 

Direct supervisory involvement in task interfered with overview role 
Supervision became so involved with the actual task steps that overall command and 
control were adversely affected. 

    
A4B4C05 
 

Emphasis on schedule exceeded emphasis on methods/doing a good job 
Accepted standards for methods were not met due to supervision's focus on 
completing the activity within a certain time frame. 

    
A4B4C06 
 

Job performance and self-checking standards not properly communicated 
Supervision failed to adequately communicate how standards for job performance 
and self-checking could be applied to the actual job at hand. 

    
A4B4C07 
 

Too many concurrent tasks assigned to worker 
Supervision failed to detect that concurrent job assignments for an individual 
exceeded the individual's abilities. 

    
A4B4C08 

 
Frequent job or task 'shuffling' 
Supervision transferred a worker from one task to another without adequate time to 
shift attention away from previous task. 

    
A4B4C09 
 

Assignment did not consider worker's need to use higher order skills 
Supervision did not consider the worker's talents or innovative strengths that could 
be used to perform more challenging work. 

    
A4B4C10 
 

Assignment did not consider worker previous task 
Supervision did not adequately assess the previous task's impact upon the worker's 
ability to implement the current task. 

    
A4B4C11 
 

Assignment did not consider worker's ingrained work patterns 
Supervision failed to assess the incompatibility between worker's ingrained work 
patterns and necessary work patterns for successful completion of the current task. 

    
A4B4C12 
 

Contact with personnel too infrequent to detect work habit/attitude changes 
Supervision not aware of deviation from desired work habits/attitudes due to lack of 
interaction with personnel. 

    
A4B4C13 
 

Provided feedback on negative performance but not on positive performance 
Worker's performance adversely affected by supervision's focus on negative 
performance feedback. 

  

A4B5 - Change Management LTA 
This category considers the process by which changes are controlled and implemented by 
management as organizational needs change to accommodate new business needs. When 
change occurs in organizations, problems can occur from the fact that consideration was not 
given to the impact of the change on other components of the system and its related processes. 
When combined with other organizational or system changes occurring at or near the same 
time, potential for error increases if change management techniques and methods are not 
factored in as part of the new change being implemented. 

    
A4B5C01 
 

Problem identification did not identify need for change 
Existing problem identification methods did not recognize the difference between 
actual practices and expectations. 

    A4B5C02 Change not implemented in timely manner 
A change in expectations was not realized in practices within an acceptable time 
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 period. 

    
A4B5C03 
 

Inadequate vendor support of change 
Management failed to adequately assess the ability of vendors to supply products or 
services in support of changing expectations for a particular objective. 

    
A4B5C04 
 

Risks/consequences associated with change not adequately reviewed/assessed 
Elements of the process change were not recognized as having adverse impact or 
increased risk of adverse impact prior to implementing the change. 

    
A4B5C05 
 

System interactions not considered 
Changes to processes or physical systems caused interactions with other processes or 
physical systems that had were not identified prior to implementation. 

    
A4B5C06 
 

Personnel/department interactions not considered 
Changes to processes created new requirements for interaction between personnel or 
departments that were not considered in the implementation phase of the change. 

    
A4B5C07 
 

Effects of change on schedules not adequately addressed 
Changes to processes that resulted in scheduled changes had effects on personnel or 
equipment that were not addressed in the change implementation. 

    

A4B5C08 

 
Change related training not performed or not adequate 
Changes to processes resulted in a need for new training or revisions to existing 
training activities that were not performed or were not adequate to meet the needs of 
the new process. 

    
A4B5C09 
 

Change related documents not developed or revised 
Changes to processes resulted in a need for new forms of written communication 
which were not created or changes to existing documents which were not revised. 

    
A4B5C10 
 

Change related equipment not provided or not revised 
Changes to processes resulting in a need for new or revised software/hardware, 
which was not provided or revised. 

    
A4B5C11 

 
Changes not adequately communicated 
Changes to processes were not communicated to affected personnel effectively. 

    
A4B5C12 
 

Changes not identifiable during task 
Changes to processes were not distinguishable from the previous process such that 
personnel performance of the change was adversely affected. 

    
A4B5C13 
 

Accuracy/effectiveness of change not verified or not validated 
Verification/validation practices for process changes failed to identify inaccurate or 
ineffective methods. 

A5 - Communications LTA 
Inadequate presentation or exchange of information. "Communications" is defined as the act of 
exchanging information. Each individual involved in the occurrence should be questioned 
regarding messages he/she feels should have been received or transmitted. Determine what 
means of communication was used [i.e., the technique]. Persons on all sides of a communication 
link should be questioned regarding known or suspected problems. 

  A5B1 - Written communications method of presentation LTA 
Problems with visual attributes of accurate information. 

    

A5B1C01 

 
Format deficiencies 
Did the layout of the written communication make it difficult to follow? Did the 
format differ from that which the user was accustomed to using? Were the steps of 
the procedure logically grouped? 
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A5B1C02 
 

Improper referencing or branching 
Did the written communication refer to an excessive number of additional 
procedures? Did the written communication contain numerous steps of the type 
"Calculate limits per procedure XYZ"? Was the written communication difficult to 
follow because of excessive branching to other procedure? Did the written 
communication contain numerous steps of the type "If X, then go to procedure ABC. 
If Y, then go to procedure EFG." Did references to the different processes and areas 
contribute to the event? 

    

A5B1C03 

 
Checklist LTA 
Was an error made because each separate action in a step did not have a checkoff 
space provided? Was the checklist confusing? Did each instruction clearly indicate 
what was required? Was enough room provided for the response? Did it require 
unique responses for each step? 

    

A5B1C04 
 

Deficiencies in user aids (charts, etc.) 
Was an error made because graphics or drawings were of poor quality? Were the 
graphics or drawings unclear, confusing, or misleading? Were graphics, including 
datasheets, legible? 

    

A5B1C05 

 
Recent changes not made apparent to user 
Was the written communication user required to carry out an action different from 
those he was accustomed to doing? Did the written communication identify that the 
step for this action had been revised? Did the written communication user perform 
the action as the previous revision specified rather than the current revision? 

    
A5B1C06 

 
Instruction step/information in wrong sequence 
Were the instructions/steps in the written communication out of sequence? 

    
A5B1C07 
 

Unclear/complex wording or grammar 
Wording, grammar or symbols fail too clearly and concisely specify the required 
action: instructions provided for team of users fail to specify roles of each user. 

  

A5B2 - Written communication content LTA 
Any written document used to perform procedures, work orders, memos, standing orders, 
vendor manuals, surveillance, etc. Investigation of written communications problems requires a 
copy of the applicable document[s] for review. 

    
A5B2C01 
 

Technical Inaccuracies 
Were limits expressed clearly and concisely? Were limits or permissible operating 
ranges expressed in absolute numbers instead of a ( format? 

    

A5B2C02 
 

Difficult to implement 
Were Standards Policies and Administrative Controls not followed because no 
practical way of implementing them existed? Would implementation have hindered 
production? 

    

A5B2C03 
 

Data/computations wrong/incomplete 
Was the error made because of a mistake in recording or transferring data? Were 
calculations made incorrectly? Was the formula or equation confusing? Did it have 
multiple steps? 

    
A5B2C04 
 

Equipment identification LTA 
Was the equipment identification too generic? Did equipment identification or 
labeling in the field agree with the identification in the procedure? 

    A5B2C05 Ambiguous instructions/requirements 
Were the instructions in the written communication unclear, uncertain, or 
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 interpretable in more than one way? Did different procedures related to the same 
task contain different requirements? Were their conflicting or inconsistent 
requirements stated in different steps of the same procedure? Were requirements 
stated in different units? 

    
A5B2C06 
 

Typographical error 
Was a typographical error in the written communication responsible for the event? 

    

A5B2C07 
 

Facts wrong/requirements not correct 
Was specific information in the written communication incorrect? Did the written 
communication contain current requirements? Did the written communication reflect 
the current status of equipment? 

    

A5B2C08 

 
Incomplete/situation not covered 
Were details of the written communication incomplete? Was sufficient information 
presented? Did the written communication address all situations likely to occur 
during the completion of the document? 

    
A5B2C09 

 
Wrong revision used 
Was the wrong revision of the written communication used? 

  
A5B3 - Written communication not used 
Was written communication used to do the job? Did the written communication exist for the 
job? Was the written communication system required to be used or was it just for training? 

    
A5B3C01 
 

Lack of written communication 
Did some form of written communication exist for the job task being performed? 

    

A5B3C02 

 
Not available or inconvenient for use 
Was the written communication readily available? Was there a copy of the written 
communication in the designated file or rack? Was there a "master copy" or the 
written communication available for reproductions? Was the written communication 
use inconvenient because of working conditions (e.g., radiation areas, tight quarters, 
and plastic suits)? Considering the training and experience of the user, was the 
written communication too difficult to understand or follow? Was there sufficient 
information to identify the appropriate written communication? Was the written 
communication designed for the "less practiced" user? 

  

A5B4 - Verbal communication LTA 
This general cause category focuses on the transmission or receiving of information by voice or 
signal. This segment addresses many modes of communication [e.g., face-to-face, telephone, 
radio, and video display terminal]. It does not address the more formal methods of 
communication involving written procedures, specifications, etc. Each individual involved in 
the occurrence should be questioned regarding messages he/she believes should have been 
received or transmitted. 

    

A5B4C01 
 

Communication between work groups LTA 
Did lack of communication between work groups [production, technical, or support] 
contribute to the incident? Did methods exist for communicating between work 
groups? 

    

A5B4C02 
 

Shift communications LTA 
Did lack of communication between management and the shifts contribute to the 
incident? Had management effectively communicated policies to the employees? 
Were concerns of employees communicated to management? Was there incorrect, 
incomplete, or otherwise inadequate communication between workers during a shift? 



ORPS User's Manual, Section 3:  ORPS Data Entry  1/2007 
 

 60 

Could a more effective method of communication have been used? 

    

A5B4C03 
 

Correct terminology not used 
Was standard or accepted terminology used? Could the communication be 
interpreted more than one way? Did one piece of equipment have two or more 
commonly used names? Could the terminology have applied to more than one item? 

    
A5B4C04 
 

Verification/repeat back not used 
Was a communication error caused by failure to repeat back a message to the sender 
for the purposes of verifying that the message was heard and understood correctly? 

    

A5B4C05 

 
Information sent but not understood 
Was there incorrect, incomplete or otherwise lack of communication between 
personnel and their supervision? Why was the problem not communicated to 
supervision? Could different methods of communication be used to help personnel 
communicate with supervision? 

    
A5B4C06 
 

Suspected problem not communicated to supervision 
Was a message or instruction misunderstood because of noise interference? 

    

A5B4C07 
 

No communication method available 
Did a method or system exist for communicating the necessary message or 
information? Was the communication system out of service or otherwise unavailable 
at the time of the incident? 

A6 - Training deficiency 
An event or condition that can be traced to a lack of training or insufficient training to enable a 
person to perform a desired task adequately. A training deficiency is usually exposed by a human 
error, so the use of this branch of the CAT should be coupled with the Human Performance 
branch. 

  

A6B1 - No training provided 
Had the task been identified? Had the task been identified for training? Had the training 
requirements been identified? Had training on the task been developed? Had training been 
conducted? 

    

A6B1C01 
 

Decision not to train 
Was the decision made not to provide specific training on a task? Were some 
employees not required to receive training? Was experience considered a substitute 
for training? 

    
A6B1C02 
 

Training requirements not identified 
Was training on the task part of the employee's training requirements? Had the 
necessary training been defined for the job description? 

    

A6B1C03 
 

Work considered skill of the craft 
Was the work a 'skill' that could only be developed through extensive job 
experience? Did the operator have enough experience in the job to develop this 
"skill-of-the-craft"? Were provisions made to assure operators have developed this 
"skill-of-the-craft" prior to assignment to this task? 

  A6B2 - Training methods LTA 
Was the correct training setting used? Was there enough practice (or hands-on) time allotted? 

    

A6B2C01 
 

Practice or hands on experience LTA 
Did the on-the-job training provide opportunities to learn skills necessary to perform 
the job? Was there sufficient on-the-job training? Was there an inadequate amount 
of preparation before performing the activity? Had the employee previously 
performed the task under direct supervision? 
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A6B2C02 
 

Testing LTA 
Did testing cover all the knowledge and skills necessary to do the job? Did testing 
adequately reflect the trainee's ability to perform the job? 

    

A6B2C03 

 
Refresher training LTA 
Were training updates performed? Was continuing training performed to keep 
employees equipped to perform non-routine tasks? Was the frequency of continuing 
training adequate? The frequency of refresher training was not sufficient to maintain 
the required knowledge and skills. 

    

A6B2C04 
 

Inadequate presentation 
Were the qualifications for the instructor adequate? Did the qualification include all 
that is necessary to perform training on this task? Was the instructor who performed 
the training qualified on this task? Was the training equipment adequate? Were 
simulators used? Was the equipment used in training like that used on the job? 

  

A6B3 - Training content LTA 
Were job/task analyses adequate? Were the program design and objective complete? Did the 
training have adequate instructors and facilities? Was the task identified for refresher training? 
Was refresher training performed? Does testing adequately measure the employee's ability to 
perform the task? Does training include normal and abnormal/emergency working conditions? 

    

A6B3C01 
 

Training objectives LTA 
Did the task analysis correctly identify the knowledge and skills necessary to 
complete the task? Was the proper setting identified in which to train the operator? 
Were the objectives written to accurately represent the task analysis? Did the 
objective satisfy the needs identified in the task analysis? Did the objectives cover 
all of the requirements necessary to successfully complete the task? 

    

A6B3C02 
 

Inadequate content 
Did the lesson content address all the training objectives? Did the lessons contain all 
the information necessary to perform the job? The knowledge and skills required to 
perform the task or job were not identified. 

    

A6B3C03 
 

Training on new work methods LTA 
Was training provided when the work methods for this task were changed? Was 
training provided on changes to the procedure for the task? Was training provided on 
new equipment used to perform the task? 

    

A6B3C04 
 

Performance standards LTA 
Were the requirements for performance on a system stringent enough? Did meeting 
the standards for training qualification on a task provide sufficient training to 
perform the task under normal, abnormal, and emergency conditions? 

A7 - Other problem 
This 'A' node is a compilation of two nodes of the ORPS tree. The use of these codes is restricted 
to ORPS causal analysis only. 

  
A7B1 - External phenomena 
An event or condition caused by factors that are not under the control of the reporting 
organization or the suppliers of the failed equipment or service 

    
A7B1C01 
 

Weather or ambient condition 
Unusual weather or ambient conditions, including hurricanes, tornadoes, flooding, 
earthquake, and lightning. 

    
A7B1C02 
 

Power failure or transient 
Special cases of power loss that are attributable to outside supplied power. 
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A7B1C03 
 

External fire or explosion 
An external fire, explosion, or implosion. 

    
A7B1C04 
 

Other natural phenomena 
This node covers all natural phenomena not addressed by A7B1C1, for example, 
animal intrusion. 

  
A7B2 - Radiological/hazardous material problem 
An event related to radiological or hazardous material contamination that cannot be attributed to 
any of the other causes. 

    
A7B2C01 
 

Legacy contamination 
Radiological or hazardous material contamination attributed to past practices 

    
A7B2C02 
 

Source unknown 
Radiological or hazardous material contamination where the source cannot be 
reasonably determined. 

 
 


