U.S. Department of Energy ORDER

RS Y

Washington, D.C.

DOE 5000.3

SUBJECT:  UNUSUAL OCCURRENCE. REPORTING SYSTEM

PURPOSE. To set forth policy, assign responsibility, and provide criteria
and instructions for reporting unusual occurrences that have programmatic
significance at Department of Energy (DOE) operations, analyzing the informa-
tion reported, and disseminating the analysis results.

CANCELLATION. DOE 5484.2, UNUSUAL OCCURRENCE REPORTING SYSTEM, of 8-13-81.

SCOPE. The provisions of this Order apply to all Departmental Eiements
and contractors performing work for the Department as provided by

law and/or contract and as implemented by the appropriate contracting
officer.

REFERENCES.

a. DOE 5480.1A, SAFETY REQUIREMENTS FOR PACKAGING OF FISSILE AND OTHER

RADIOACTIVE MATERIALS, Chapter III, of 5-1-81, which establishes requirements

for the packaging of fissile and other radioactive materials.

b. DOE 5484,1, ENVIRONMENTAL PROTECTION, SAFETY, AND HEALTH PROTECTION INFOR-
MATION REPORTING REQUIREMENTS, of 2-24-81, which establishes requirements
and procedures for the reporting of 1nformat1on having environmental
protection, safety, or health protection significance for DOE operations.

c. DOE 5500.2, EMERGENCY PLANNING, PREPAREDNESS, AND RESPONSE FOR OPERATIONS,
of 8-13-81, which contains the emergency planning and preparedness needs
within DOE and assigns such responsibilities to the appropriate organi-
zations,

d. DOUE 5500.3, REACTOR AND NONREACTOR NUCLEAR FACILITY EMERGENCY PLANNING,
PREPAREDNESS, AND RESPONSE PROGRAM FOR DEPARTMENT OF ENERGY OPERATIONS, of
8-13-81, which establishes emergency plans and procedures for radiclogical
gmergencies occurring in existing or planned DOE reactor and nonreactor
nuclear faciiities.

e, DUE 5500.5, PUBLIC AFFAIRS POLICY AND PLANNING REQUIREMENTS FUR A FUEL
SUPPLY UISTRIBUTION EMERGENCY, of 12-30-82, which establishes responsi-
pilities and requirements for DUE public affa1rs actions in case of a fuel

supply disruption emeryency.
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" f. DOE 5610,3, PROGRAM TO PREVENT ACCIDENTAL OR UNAUTHORIZED NUCLEAR EXPLO-

SIVE DETONATIONS, Chapter VIIL, “Nuclear Explosive Occurrence Reporting,

lishes a program whereby operating experiences, unusual occurrences, inci-

dents, or - accidents occurring during operations with nuclear explosives,

which have potential nyclear safety implications, are reported and

analyzed. = _ . o
g. DOE 5633.1, VIOLATIONS OF LAWS, LOSSES, AND INCIDENTS OF SECURITY

- INTEREST, of 7-28-80, which establishes procedures to assure timely and
effective investigation and other follow-up action retating to violations
of Federal laws and to certain losses of security interest.

PROGRAMMATIC EXCLUSIONS.

a. Activities under the cognizance of the Deputy Assistant Secretary for Naval
Reactors and the Power Marketing Administrations are excluded from this
Order.

b. Incidents of safeguards and security interest are reported under DOE
5633.1, _ ‘

¢, The nuclear explosive pccurrence reporting, analysis, and information dis-

semination required by DOE §610.3, chapter VIII, are not subject to this

~Order, = _ o : : :

d. Events involving emergency planning, preparedness and re§ponse and subject
to DOE 5500.2, 5500,3, or 5500.5 are not reported under this Order. ‘

DEFINITIONS.

a. Facility. Equipment, systems, buildings, utilities, services, and related
activities whose use is directed to a common purpose at a single location.
Examples include accelerators, storage areas, test loops, nuclear reactors,
coal conversion plants, magnetohydrodynamics (MHD) experiments, windmiils,

~radiocactive waste disposal systems and burial grounds, testing tabora-
tories, research laboratories, and ccommodations for analytical exami-
" nations of irradiated and unirradiated components. : '

~ b, Unusual Occurrence., Any unusual or unplanned event having programmatic

significance such that it adversely affects or potentially affects the
performance, reliability, or safety of a facility. :

N
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C.

...a88ess 1ts significance, consequences, or. . implications and to determine . ...

Unusual Uccurrénce Report (UOR}., A written evaluation of an unusual

occurrence tnat i1s prepared in sufficient detail to enable the reviewer to
the means of avoiding a recurrence with minimal additional inquiry.

Generic Significance. Those unusual occurrences which by their nature are

capable of occurring at more than one specific DOE facility, Tocation, or
site., o : :

Program Secretarial Officer (PSO). OQutlay program managers which include:

the Assistant Secretaries for Conservation and Renewable Energy; Fossil
Energy; Nuclear Energy; Policy, Safety, and Environment; Defense Programs;
and the Directors of Energy Research and Civilian Radivcactive Waste Manage-
ment. For purposes of this Urder, this definition also includes the Adminis-
trators of the Bonneviile Power and Western Area Power Administrations,

Program Significant or Programmatic Significance. Factors that relate to

cost, delay, efficiency, maintainability;—-performance, reliability, and
safety as developed by the PSO.

PULICY AND OBJECTIVE.

d.

b.

It is the DOE policy that:

(1) Unusual occurrences be promptly reported to responsible authority and
investigations documented; _

(2) Unusual or unplanned events which meet minimum criteria established
for programmatic significance be formally reported as unusual occur-
rences;

(3} Reports of unusual occurrences be critically reviewed by the origi-
nator, cognizant field and responsible DOE Headquarters organizations;

(4) Corrective action be taken to prevent or minimize the probability of
recurrence of unusual occurrences; and

(56) Information of generic significance be disseminated to other inter-
ested DUE organizational elements.

The principal objectives of this policy are to:

(1) Establish the UOR system as a management mechanism within the con-
tractor organizations and DOE line organizations for achieving opera-
“tional improvements;

(2) Enhance management awareness of significant technical and operational
problems; and
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(1)

(2)

Estab}1sh a system for prompt not1f1cat1on evaluation,. and reporting
‘of unusual occurrences for DOE fac111t1es and related activities
under their cognizance;

Assure that contractor procedures for internal reporting of unusual

~or unplanned events are compatible with and serve the policies and

objectives of this Urder;

Assure that contractors prepare and promulgate formal procedures for
implementing this Order. Such procedures shall define responsibility
for preparation, review, distribution, and followup of UURs, and
include provisions for extending UOR criteria to subcontractors;

4
11-7-84
(3). Identify respons1b1i1t1es for 1mp1ementat10n and overv%ew of the UOR
o system. ‘ _ S _ :

.a, The Deputy Assistant Secretarv for Eny L fety and Health (PE-20),
" who reports to the Assistant Secretary for Poilgy, Satety, "and Env1ronment
(PE-1), has overall responsibility for overview of unusual occurrence

 reporting activities, develops pplicies and procedures, interfaces with
- similar reporting sygtems and spec1f1ca11y sha]]* = \
{1) Assemb]e UORs, Nuciear Regulatory Comm1ss1on Inspect1on and Enforcement
. Bulletins, Circulars and Notices and other information derived from
licensee event reports which may be of benefit to the safe and reliable
operation of DOE facilities; .
(2) Review and evaluate all UORs and the information in 8a(1) above for
: multi-program generic quality assurance and safety 51gn1f1cance,
(3) Provide results of generic eva]uat1ons as Unusua] 0ccurrence Informa-
tion Notices to appropriate organizations; :
(4) Maintain a central UOR file of UORs and information from 8a(1) above;
{(5) OQverview the 1mp}ementat1on of the UOR system to appraise its
effectiveness; and
- (6) Analyze UORs to determine generic trends and lessons to~be-learned
- for dissemination, as appropriate,. : _ _
b. Heads of Field Organfzations shail:

TN
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(4) Assure that contractors exercise reasonable 6udgment in deciding what
o const1tutes an unusual occurrence and that U Rs are prepared for a]i

as appropr1ate and are: acted upon;
{5) Assure that the originating organizations review individual: UORsS for
clarity, completeness and accuracy prior to d1str7but1on, and perform
: per10d1c aud1ts of : the1r report1ng system, ' _
‘(6) Review each UOR for the qua11ty of the report and assure its timely
- 'closeout through the comp]etIon of correct1ve act1ons and issuance of
a final report :

(7) Verify that actions are taken by responsible organ1zat1ons to mini-
© mize or prevent recurrence;

(8) Assure that UORs and similar information received from other organiza-
tions are disseminated to appropriate organizational ‘elements and
reviewed‘for‘1essons-to-be-1earned and possible adverse ‘trends;

©(9) Perform independent management reviews and audits to ver1fy UOR
- system effectiveness; and

(10) Execute provisions cpntained in paragraph 9 of: this Order.

c. Program Secretarial Ufficers (PSU) sha]]

(1) Perform the act1v1t1es defined in paragraph 8b for DOE programs not
.~ assigned to a f1e1d organ1zat10n or proaect off1ce.

(2) Review and evaluate UORs received from various sources for program-
matic impact and trends;

(3} Wnen appropriate, provide results of UOR evaluations to PE~1 and
other appropriate BOE organizations;

(4) Verify that effective UOR activities are implemented by DOE organi-
zations for programs under their cognizance; and

(5). Take action to define those factors considered- ‘to be programmatically
significant for programs under their cognizance. '

d. All_PSUs and Heads of Field Organizations shall assign a UOR coordinator
responsible for maintaining awareness of DUE facilities and activities to
which this Urder applies, and serving as the focus for the UOR system for
that organization. The UOR coordinator will receive copies of UORs,
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& eva]uatlons and other related information from the originating organiza-
+.tion, and shalil assure ‘that this information is distributed to appropriate

-DOE and angﬂdFt E onpe) and reviewed for pe§s;b1engrogrammenlc_Jmpl1—”““e,nu,_efﬁ.”

" "cations t

&Tr fact]ities aﬁd“ac%1v1tfés.

9. REPURTINb LRITERIA.

d.

Events reported in accordance thh the Urders referenced in paraqraph 4 should
not be reported as unusual occurrences unless otherwise directed by a PSO,

<. ‘Enyironment, safety and health events meeting DOE 5484,1, Type C, reporting
- requirements, as well as the criteria in paragraph 9b below, shall be

reported also as UURs. Field organizations shall use Attachment 1 as guid-

rance only, and to support their responsibilities in paragraph 8b establish

1istings of examples of events considered to be reportable for facilities or
sites under their jurisdiction which shall be submitted for information to
cogn1zant PSOs and PE 20,

.Q_The fo1loW1ng cr1ter1a shall be conSIdered as the basis for report1ﬂg of an
-unplanned event as-a UOR. through the cognizant field organization. The

¢riteria are applicable to the extent that reporting against the criteria
is practical, and is consistent with the policy of this Order and the
guidance of the cognizant PS0O. Nothing in this Order:-shall preclude any
field organization or PSO from establishing more detailed or extensive
criteria than. those - reflected herein. .

(1) Any v1olat1on of an approved technical spec1f1cat10n or 0perat1ng
safety requ1rement or other safety 11m1ts prescribed by DOE.

(2) An unp]anned event in any portlon of a program conducted in accord-

ance with approved requirements and procedures wh1ch results in a
program significant delay. : .

(3) A deficiency such that a system or cdmponent v1ta1 to prdgram per-

- formance does not. conform to stated criteria and cannot perform its
intended function. : .

(4) A def1c1ency in construction, manufacturing, operat1on, testing,

maintenance, modjfication, or damage to a structure, system, compo-
nent, or fac111ty vital to program contipuity which to redesign or

. repair or otherwise establish the adequacy of the item to perform its
1ntended function will result in a program s1gn1f1cant delay or cost.

{5) An unplanned event during field, laboratory, or fac111ty testing

_wh1ch results in the loss. of essent1a1 test data, or is due to a
computer code or programming error that will:result in a program
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significant delay to evaluate, redesign, retest, or repair to meet
stated design or test requirements or to otherw1se establish the

(6) A series of related events which 1ndividua11y do not warrant
reporting under preceding criteria one through five, but which col-
lectively are considered significant enough to warrant reporting.

{7) A near miss whiéh defined as an event if coﬁp]ed with another cred-
ible event or cond1t1on, coultd result in a Type A or Type B occur-
rence as defined in DOE 5484.1.

10. PROCEDURES.

a. Immediate Notification.: Each unusual occurrence shall be reported expedi-
tiously to the cognizant DOt field organization as soon as conditions
permit when the general nature and extent of the occurrence are known.
Field organizations shall promptly report to the appropr1ate PSO those
unusual occurrences of major significance. .

b. Investigation. Each unusual occurrence shall be investigated and .
evaluated to determine probable cause-and programmatic impact. Remedial
and corrective actions (e.g., design changes, personnel training, or
prog?dure rev1s1on) shall be initiated to resolve immediate and long-term
problems.

c. Written Report. Each unusual occurrence shall be reported in writing. The
UOR shall be written so that it can be readily understood by reviewers who
may not be familiar with the circumstances, facilities, or activities
involved., UORs may be of three types: initial, interim, and final. A
compined initial-final report may be submitted for an unusual occurrence
that can be quickly resolved. Classified information shall not.be included
in a UOR. Reports concerning certain sensitive facilities or activities
shall be reviewed for classification where appropriate,

(1) Initial Report. An initial (or initial-final) UOR shall be issued
within a period of time to be established by the field organization,
not to exceed 10 working days.

{2) Interim Report. At the discretion of the field organization, an
interim UOR may be required. An interim UOR will provide current
status and progress achieved toward resolution as well as schedule |
for completion and issuance of a final UOR,

(3) Final Report. A final UOR shall be issued when corrective action has
been completed. The final UOR shall retain the information provided
in the initial and interim UORs as necessary to provide a complete
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'descr1pt1on of the occurrence; an evaluation {including a determina-
tion of cause), and action: taken to prevent recurrence. 'A final UOR

-ghall be reyised and reissied if 1; is detepmined to be incomplete or

-"j~tpgqu1rgs c]ar1f1cat}on,

(4).'Status Report A contractor quarterly report of all UORs initjated or
© ‘remaining open during the past quarter ghall be submitted to the cogni-
zant field organization hy the 20th of the month immediately following
~the end of the quarter; At the discretion of the cognizant PS0s, the
Field UOrganization shall submit status reports to Headquarters, The
quarterly UOR status report shall include each UOR number, title,
~evaluation, current resolution status, and name of person d1rect1y
-respons1ble for resolution, .

- d. UOR Format and Content, The speciffed'uoR fgpmat and cohtent isjprovided
n Attachment Z, ‘ ALl t is

e;"Review, tach UOR shall be reviewed and 51gned by management of the origi-
nating organization. Those responsible for review shall assure that:

(1y Each' unusual occurrence is clearly, completely, and accurateiy described
o= (w1th drawings and sketches as needed);

(2) Evaluation of the occurrence includes a concise exp1anat10ﬂ of cause,
' immediate actions taken, and effect on the program or the facility; and

“{3) Corrective actions are suff1c1ent to treat the under]ying causes and
I prevent recurrence : _

f. D1str1but1on. Each UOR sha11 be d1str1buted to appropriate PSOs, the
- Uffice of Quality Assurance and Standards (PE-23) and other organizations
- in accordance with distribution 1ist(s) established by the F1e1d Organi~-
zations in concert witn the appropr1ate PSOs.' o

BY ORDER OF THE SECRETARY OF ENERGY;
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CATEGORIZED TYPICAL EXAMPLES OF EVENTS

The following examples are offered as guidance to assist field organizations in
developing examples for their facilities or programs of reportab]e events subject
to the criteria listed in paragrapn 9b:

1. Loss of capability by a protective system (control, safety, shutdown) to
perform its intended function,

a. Partial or total loss of the radiation sh1eld on Type B packagyes (Ref. DOE
‘ 5480.1A, Chapter III).

b. Failure of the shipping cask external cooling system.

¢. Failure of effluent monttors, high radiation alarms, and evacuation
signals.

d. Failure of a safety channel to cause an emergency shutdown (for any reason)
when conditions are more severe than those expected to produce a scram on
an unscheduled shutdown.

e. Discovery of a shut valve controlling a sprinkler system when the reason
for the closure is unknown,

f. Failure of a building or site alarm system where an emergency power supply
was not adequate to supply backup power for the duration of the outage.

-y, Failure of a primary supply system (water tank, reservoir water supply
mains) due to freezing, mechanical damage, shut valves, earthquake,
droughts, leakages, or other unplanned cause.

h. Failure of instrument systems designed to warn of airborne hazards, criti-
cality, stack releases, etc.

2. Unplanned activation of an emergency system.
a. Transfer of electrical loads to emergency diesel or battery sources.
D. Activation of isolation valves. |
C. Activation of poison injection systems,
d. Unscheduled shutdowns.

3. Violation of a DOE approved technical specification, or operating safety
requirement or other safety Timits prescribed by DOE.

a. Violation of critical mass limits,
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b. Violation of power, pressure temperature or trans1ent Timits spec1f1ed . '_
“_for safety purposes. _ﬁwnmu:.___“.wwdﬁm et e “__“:_Mhn,hmﬁme oo
c. ,A react1v1ty tran51ent which momentar1ly exceeds. the estab11shed safety :
limit for reactor power (or neutron flux). : :
d. An increased fire loss potential beyond DOE limits where the increase is
. due to a failure of administrative controls to limit the values at risk.
e. An instrument. found set to provide an emergency . shutdown signal at-a level
less conservative than the actuation limit. :
f. Failure to maintain required shutdown margins during refueling activities.
g. Deviations. from designated operat1ona1 Timits of predicted. cr1t1ca1 con=

trol rod positions,

Degradat1on of a barrier designed to contain radijation or toxic material or

- unplanned release of radiocactive or toxic material past this barrier.

Leaks from pipes, valves, tanks, cells, or drums wh1ch could create onsite,
offs1te, or public concern,

Holding pond failure or overflow.
Failure of stack. emission controls.
Failure or deter1orat1on of radiation sh1e]ds or eng1neer sefety systems.

Breach in a g]ovebox operat1on.

- Release of toxic materials which results or could. resu]t in. exposures to
personnel.

Failure of vent11ation system or fire doors and dampers in radioactive
cells,

A crack detected in a reactor primary system pipe, or a reactor primary
system leak. : S :

Channeling in charcoal filters.

- Unexpected fuel cladding breaches or melting of fuel or fuel c]adding

material,

Loss or d11ut1on of nuc]ear po1son 1n systems where 1t 15 used to- protect
against a nuclear cr1t1cai1ty

The loss of control of radioactive material or processes involving radioactive
substances which 1nd1cates either operat1ng or adm1n1strat1ve contrel inade-
quacies,
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a. Release of rad1oact1ve mater1a1 in excess of Release Guides or of unknown

b. Personnel contamination,

¢. Loss of accountability of a nuclear source in excess of exempt guantities
as specified in 10 CFR 30, Appendix B and State Standards.

d. Loss of contamination control which results in spread of contam1nat1on
outside established contamination/radiation zones,.

e. Personnel exposure in excess of approved limits.,

Unplanned accumulation of fissionable material in a process system.

a., Condensation in a gaseous diffusion plant.

b. Precipitation in equipment designed for dilute solution.

c. Residue buiidup in any process equipment,

d. Malfunctioning of a bypass cleanup system of a homogeneous reactor that
ieads to discovery that fuel has crystallized (solidified) in the process
vessel .,

Unplanned or unexpected change in a process condition or variable (tempera—

ture, pressure, pH, reactivity, flow, concentration, radiation level, etc.} of

importance to performance, reliability or safety whether abrupt or long term,

a. pH changes resulting in precipitation of fissile materials in equipment
designed to be safe for dilute processes.

b. Unexpected radiation levels during radioactive liquid batch transfers
which could cause excessive personnel exposure,

c. Significant changes in reactor coolant chemistry conditions,

d. Excessive 1ncreased or decreased temperatures in a yaseous diffusion
stage,

e. (Abrupt) - Un restarting the reactor, the critical rod positions indicate
a core reactivity well outside the expected error of the predicted
reactivity value,

f. (Long-term) - A fuel channel T (temperature} has increased over the past
week of operation until it is now only 5 Celsius below the maximum
acceptable, instead of the normal 20 Celsius.
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10.
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_permanent, "

Fire or explosion, which substantially affects or d]rectly threatens safe or
re]1ab1e operation of the fec11ity, | _ o

a,

bl

C..

d.

e.

Je

A glovebox fire, a ‘transformer fire, a shield’ mater1a] fire, or any fire

1nvo]v1ng f1551onab1e or other rad1oact1ve mater1als.

Explosions as-app11cab1e to above.
Explosions in process or storage equipment.

Fire in a reactor or process control room, 1nc]ud1ng fire limited to
within control pane]s. _

A roof or lube ofl fire at a gaseous diffusion plant.

Fire in electronic equipment, electrical power supply or sw1tchgear.
supplying or controlling critical ~process or safety equipment, '

fFire in electronic equ1pment such as tape drives and process control
'e]ectron1cs.

Fire in electrical power supply or sw1tchgear supp]y1ng or control]1ng
cr1t1ca1 process or safety equipment. _

Detonation or fire occurr1ng “in chemical exp]os1ves intended for use in

nuclear weapons or devices, -

Fires and explosions in containment areas {hoods, gioveboxes, ce115) that

resu1t 1n re]eases of hazardous mater1a1s.'

Unauthorlzed use of flammable, toxic, explos1ve corros1ve ‘or other unsafe or
dangerous processes, chem1cals, mater1als, or methods prev1ous]y proh1b1ted

Failure of a process controlling device of importance to safety and relia-
bility ‘to function as intended during operat1on, or periodic in- serv1ce
testing,

Fai]uhe_of pressure or temperature controfs in a gaseoos diffuéion plant,
Failure of pH control in a dissolving or prec1p1tat1ng operat1on.
Fa11ure of gas re1ease detectors and a]arms. o

Failure of control and isolation valves.

Unexgla1ned or unexpected react1v1ty changes, whether tranSTent or ‘ . f.
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e. Failure of a safety rod 1n a reactor to scram on demand dur1ng a pre« f

~-Shartup--eheck-

f. Failure of oven, boiler, or furnace controls; especially fiame-failure
‘devices, fuel shutoff valves, and temperature limit switches,

g. Loss of pressure protection on pressure vessels.

h. Failure of circuits that signal unsafe/safe conditions when radiation
producing machinery (X-ray, accelerators, etc.) is activated/deactivated.

Design deficiency, construction or fabrication error found subsequently during

construction, testing, modification or operation which, had it remained unde-

tected, could have had an adverse effect on the performace, reliability or

safety of the facility at some point during its design lifetime.

a. Discovery of a design deficiency, such as an overstress condition or
errors in dimensions or tolerances, which requires extensive modification
of fabricated components or systems.

b. Improper location of temperature sensing devices or high radiation
detectors,

c. Insufficient fire profection devices.
d. Inadequate shielding for the projected operation.

e. Detected cracking of a reactor component. Breakage could potentially
result in interference with safety devices or coolant flow,

f. Failure to install fire dampers or automatic door and damper releases, or
improper instaliation of such devices preventing proper operation.

g. Omission of vents, drains, curbs, or other devices intended to limit flam-
mable vapor or liquid accumulations.

h. Personnel barrier or guards missing or not correctly installed.
i. Inadequate or improperly located air sampling devices.

J. Inadequate insulation of heat transfer surfaces that would reduce design
iife of concrete containments,

kK. Failure of a prototype component reactor powerplant system during testing
or failure of an important test.

1. Use of improper welding electrodes or materials.
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m, _Latent defects or rejection

Condition resulting from natural events or man-made activities which substan-

tial
aI

b.

c.

ly affects or threatens performance, reliability or safe operation.
Disruption of water supply. |
ﬁersdnhe] operations efrbrs;

Nearby construction activity that results in an unplanned loss of all
water to the complex containipg a reactor ysing water for cooling pur-

- poses.

G«

Devi

Any penetratioh‘of an existing fire/radiatfon barrier which'tempofariiy
deminishes its integrity and thereby increases the risk to people,
property, or the environment. B} : . -

Flood, rainstorms, or windstorm occurrences that damage étacks, ducts,
filter banks, or power sources or cause sgil stability problems threat-
ening important buildings or facilities. : _

5011 stability problems affecting important utility lines or threatening
the structural integrity of vital buildings.

Natural or man-made barriers that limit emergency access to, or egress
from, important facilities, ' . —

ation. from approved procedures that results in performance, reliability or

safety degradations.

d.

Operation of equipment or processes at temperatures and pressures above

those specified.

. Repeated or flagrant failure of workers to Usé protective equipmént.

Deviation from a procedure that requires verbatim compliance.

bamage to systems/components attributable to'failure'to follow approved

operating procedures.

=

- Unauthorized bypassing of a safety system,

Foreign object or substahté'fntrodUCéd ofldiséb#ered'in'é facility which
attects or could threaten the performance,.reliabiijty or safety of operation,

aI

A foreign object recovered from the plenum of a heat exchanger.
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b. Rad1oact1ve contamtnated mater1a1 in a non- rad10act1ve waste dtsposai
G ) L 1 0

¢. Valve internals discovered missing.

d. Foreign objects of significant size=1ost_in a_reqctor.coo1ant system,
e. Uil discovered in a sodium reactor coolant system.

f. Water in a system to be operated in the absence of meisture,

15. Structure, system, or component failure which directly affects or threatens
performance, reliability or safe operation,

a. Failure of structural timbers, g1rders, beams, prestressed concrete, and
similar items.

b. Failure of fire fighting equipment.

¢. Vibration resuiting in a component in the reactor vessel beinyg free of its
normal constraints.

d. Failures that allow personnel to enter hazardous areas unknowingly. (Work
spaces with high residual ozone, CO, COZ’ airborne radicactivity, high
gamma levels, etc.)

e. Failure of ventilation/isolation systems to perform intended functions.

f. Unexpected leakage, rupture, or degradation of integrity (e.g., cracks,
excessive corrosion) of equipment or systems,

16. Series of related events which individually do not warrant reporting, but
which collectively reach a level of substantial concern related to the per-
formance, reliability, or safety of the facility.

a. Failure of a redundant circuit; e.g., a diode in a reactor scram circuit
found shorted during a routine maintenance check. The scram function is
not impdired because of a second good diode, Checks of other identical
circuits reveal a number of similar failures.

b. Failures or impairments of individual fire detectors or sprinklers which
do not prevent the overall system from functioning but which are occurring
in increasing numbers or with increasing frequecy.

c. Frequent tripping of circuit breakers; ground fault circuit interrupters,
and similar protective devices -of a common type or which service a common
area.
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17.

18.

19,

20.

21.

d. . Numerous or increasingly frequent failures ‘'of one make or type of safety

ders, during periodic pressure testing programs,

Perfqrmange; reliability or safety problems cau§ed_by inaccurate or inadequate
information on design requirements, specifications, or procedures,

a. Lifting or handling damage of critical items.
b, Major insuiation'or air conditioning inadequacies.
c. Errors in engineering ahalytical codes,

Unexpected .failure of a system or component essential to facility operation to
meet performance requirements during operations or in-service testing, =~

a. Containment failing to meet its ]eak-test requirements.

b. Cooling system failures that cause capacity to go below facility required
minimums. - _ o

Inadéquate expefimental test design, fabrication, or performance that jeo-
pardizes a major test facility or major program objective. ‘ ‘

a. Failure to obtain important temperature or flow information on an in-
reactor experiment. ) :

b. Unexpected in-reactor experiment meltdown.
C. Gross contamination of reactor coolant caused by experimént'failure.

d. Components of an experiment in the reactor vessel are found to be missing
- when the experiment is removed. :

Opeféting problems or failuhes_that detract from. the safety or reliability of
a test or experiment, reduce the amount of useful information to be obtained
from the test activities, or result in significant delay of facility opera-
tions., - S . o

Any gvent or occurrence defined by the DOE field organization to warrant a UOR,

‘.
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UNUSUAL OCCURRENCE REPORT
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Page _1 of
1. UOR Number .
2. Status and Date: Initial
Interim
Final
3. Division or Project:
4. Facility, System, or Equipment: 5. Date of b, Time of
Occurrence: Occurrence:
7. Subject of Occurrence:
8. Apparent Cause: Design Material Personnel
Procedure Other (Explain in Item 14.)
9. Description of Occurrence:
10. Operating Conditions of Facility at Time of Occurrence:

11.

Immediate Evaluation:
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. MOR Pate

12, -Immediate_Aétfoh Taken and Resilts: .

13. Is Further Evaluation Required:
Yes No

If Yes, Before Furthek Operation: Yes

No

If Yes, By Whom?

14, Final Eva1uation and LéSsOns'Léawned:

15. Corrective Action:

Taken: , _ Recommended:"' o

To Be Supplied: _

16. Programmatic Impact:

17. Impact Codes and Standards:

18. Similar Unusual Occurrencé-Reporf Numbers :

19. 'Signafures:
Originator

Approved by

Approved by

~ Approved by

Date

Date

Date

Date
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INSTRUCTIUNS FOR COMPLETING AN UNUSUAL OCCURRENCE REPORT

The following item numbers correspond with the numbers used on the sample UOR.
Efforts concerning certain sensitive facilities of activities may contain
classified information and shall be reviewed for classification where appropriate.
Spacing of items in the form may be altered as necessary to provide adequate space
for full exposition of items. When there is insufficient space for providing
complete information on pages 1 and 2, add a supplemental page for additional
information referencing back to the appropriate text item(s) number and title.

1. UOR Number. Assign an alphanumeric designation consisting of the acronym of
the contractor/laboratory, the last two digits of the year in which the
incident occurred, and a sequential report identification number. This
number shall be followed by a facility designation consisting of the acronym
of the facility in which the event occurred followed by either: (1) a
sequential number; or (2) the last two digits of the year followed by a
sequential number; e.g., EG&G 81-21-ATR 81-8. The number assigned to an .
initial UOR shall be used to identify subsequent interim and final UORs for
the same occurrence, ‘

2. Status and Date. Show all dates. Dates of initial and interim reports
should be shown on all subsequent issues of the same UQR,

3. Division or Project. Identify in full the organizational unit responsible

for the facility in which the occurrence took place and the cognizant PSO.

4. Facility, System, or Equipment. Identify the facility in which the occur-
rence took place, and the system or equipment item involved as applicable.

5. Date of Occurrence. Enter the date of the occurrence, if known; otherwise
enter the date on which the occurrence was identified and so state.

6. Time of Uccurrence. Enter the exact time of the occurrence, or the best
approximate time i1f the exact time is not known. This may be important in
~ the case where a sequence of events may have occurred, and thus provide some .
clue as to what might have happened, ' '

7. Subject of Occurrence. Enter a brief title or description (20 words or
' less) that best details the nature of the occurrence.

8. Apparent Cause. Check the box that best describes the apparent cause, . If
more tnan one cause, check all that apply and identify the primary cause
with a "P," If the pox "Other" is checked, it is to be explained under item
14,
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9.

10.

11,

12.

14.

15.

16.

DOE 5000.3
1-7-84

Descri gt1on of Occurrence.' Enter a c]ear conc1se obJect1ve descr1pt1on of

what happened and what was observed 1nc1ud1ng, when applicable, the mode of

- failure and the effect of the failure.. Do not include in this item an

evaluation of the occurrence or corrective actions taken., Include, as
attachments, copies of photos, sketches, or draw1ngs_ when appropr1ate, for .
c]ar1f1cat1on._ S .

Operating Conditions of FaCTllty at_Time of Occurrence. Descr1be the opera-
tional status of the fac111ty or equipment at the time of fa11ure, including
pert1nent temperatures, pressures, or other parameters necessary for evalu-

ation of the occurrence and its consequences, If this information is not

“applicable, enter "Does not apply."”

Immediate Evaluation. With the information available, prov1de'a deécr1pt1on
of the 1mmediate evaluation as to the cause of the unusua] occurrence and ’
its effect or. poss1b]e effect on the plant, system, program, etc.

ImmedTate Action Taken and_Resu}ts. Descr1be the immediate or remedial_
actions taken to return the facility, system, or equipment item to service,
or to correct or alleviate the anomalous condition, and the results of those
actions. These may be 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 solu-
tion can be effected.

Fina]'Evaluat1on and Lessons Learned. This item should be completed only in

- the final UOR. The final evaluation should include a discussion of cause,

if approprlate, to supplement item 8, including an analysis of the root. and
contributing causes, and contributory factors disclosed by 1nvest1gat1on.
Include any lessons that others might learn from the occurrence that could

‘be of importance to facility operators or that should be addressed in per-

sonnel training or facility procedures. Consequences of the occurrence and
steps taken to alleviate those consequences should not be described un1ess

they contr1bute to an understand1ng of the occurrence.

Corrective Action. Check the appropriate box and_describe the act{on_taken'

to prevent recurrence. Corrective action which is identical to the imme-
diate action identified in Item 12 need not be repeated; however, a refer-
ence to Item 12 should be entered, The UOR cannot be considered final until
corrective action has been completed,

Programmatic Impact. Describe the impact on the program or progect affected
by the occurrence, This could be a loss of data, 1oss of plant availability
for a specified period, additional costs, delay in’ schedu]e, or other

measurable consequences of the occurrence,




17.

““adeqiiacy of the codes or standards to prevent recurreénce should be stated.

18.

19.

Note:

DOE 50003 Attachment 2
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Impact Upon Codes and Standards. If the unusual occurrence jmpacts upon the

requirements of the national codes and standards, or program standards, the

Similar Unusual Occurrence Report Numbers., Indicate any similar unusual
occurrences for this tacility or other facilities of which you are aware.
Also enter any known commercial reactor License Event Report (LER) or other
related documents that describes a similar occurrence, The purpose of this
item is to identify, if recognized, occurrences that might suggest a generic

problem, o

Signatures. Each UOR must be signed by, as a minimum, the individual origi-

nating the report, the cognizant supervisor, and the responsible line
manager, In addition to the written signatures, the typed names and titles

of the signers shall be provided.

Each page of the UOR shall be numbered (preferably at the top right) using
the following format: Page of . The total number of pages is
to include any continuation pages or extra attachments,




