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Date                      REF/Trigger 

 

Reoccurrence  Yes    No   Originator                                Facilitator  

 

Program                          Area/                      Owner 

                         Location                      

 

 

 

 

 

 

Practical Problem Solving 

1 

PPS Number:____________ 

Impact ( P box and add details)   

S       .............Q       …………..C       …………..D       …………..P      ……….…     

   

Problem Description/Topic (i.e. a detailed description of one object and one defect compare to a reference point/spec) 

Prioritisation 

Score/ 

Assessment 

 

6 

2 

3 

4 

(e.g. NC, MISP, part ... ) (PPS start date) 

What is the part/process affected?  

What is the problem/defect and the 

gap to the standard? 
 

Where does the problem occur? 

Where the defect has been created? 

(e.g. on the object/on the process) 

 
When did the problem occur?  

When the defect has been created? 

 

Who found the problem? 

 
How did it happen?  

(e.g. context description) 

How has it been detected ?  

(e.g. Technical or Team leader) (optional) 

Action Identified Owner/Target 

date Identified 
Action in progress 

Action closed & 

efficiency checked 

a) Immediate containment  action/Result (Current product) 

 
 

 

 

 

 
 

b) Customer Protection action/Result for the impacted products 
 

 

 

 
 

 

 

 

Who When Status Escalation 
5 
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Action plan & Results for Root Cause(s) Elimination   

 

 

 

Consideration  (link to other processes) 

Is the solution applicable in other cases? 

Has error proofing been performed (Poka-Yoke)? 

Is the documentation up to date (i.e. SOI, Control plan, FMEAs, Single Point Lessons...)? 

     Doc Ref.:........................................................................................................................................................... 

Has the problem and corrective actions been communicated to relevant stakeholders? 

Have you considered using operational surveillance/process confirmation for action verification? 

 

 

 

 
Number of parts/assemblies/AC 

 or confirmation  of occurrences: 

Closure date 

Signature of Owner……………...………………………………..Date:………... 

Signature of Originator..……………………………………..…..Date:………... 

Signature of Facilitator…………………………………………...Date:……….. 

       Description of Root Cause(s) 

                 

9 

11 

NOK 

Who                              Status   Escalation 
Target date 

Closure  

date 

Date action 

plan defined 

10 For the Action plan consider:- Physical Factors (Error proofing tools and techniques), Process Factors 

(SOI’s), Human Factors (Skills/Training Matrix), Detection factors to ensure such a problem cannot reoccur. 

     Yes  No 

Confirmation of successful resolution 
Monitor a minimum of 5 events   
(e.g MSNs/Parts/Occurrences …) 

12 

OK 

Electronic  PPS template Electronic  PPS template 
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Why? 

Why? 

Why? 

Why? 

Why? 

Root Cause Analysis - ”5 WHY tool” 

Action Plan/Results to confirm Root Cause(s)                             Who               When        Status    Escalation 

 

8 

If further analysis is required or for multiple root cause analysis you may use Ishikawa tool and/or 5 why’s tree 

tool and template 

7a 

COMPLEMENTARY INFORMATION 
Please add here any further information you feel appropriate to the root cause analysis e.g. drawings, documents, analysis… 
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Root Cause(s) Analysis - ”Ishikawa tool” 
7b 
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	PPS Reference Number: FM00149
	Identified Root CausesRow1: The emissions limit were breached due to the overhaul of a CHP by an inexperienced engineer who was not aware of the limits or a deteriorating situation. 
	Practical Problem Solving: 2-12-15
	REF eg NC MISP part: N.C. Emissions Report
	Raised by: C. Powell
	reoccurrencefeld2: Choix3
	Facilitator: 
	program:  n/a
	AreaLocation: FM
	Owner: M .Ashley
	Assessment: 
	S: Off
	Texte8: 
	Q: On
	Texte9: 
	C: Off
	Texte10: 
	D: Off
	Texte11: 
	P: Off
	Texte12: 
	date action plan: 
	Action plan for Root Causes Elimination ActionRow1: Communication to CHP maintenance supplier to ensure all operators are aware of the importance of the emissions limits and reset to optimuim level as part on monthly testing regime and after any maintenance is completed on the CHPs
	date 1 AC1: 7-12-15
	WhoRow1: Norland
	date 2 AC1: 7-12-15
	ImstAC73: 
	EscalationRow1: 
	ImstAC71: 
	ImstAC74: 
	ImstAC70: 
	ImstAC72: 
	What is the part/process affected? What is the defect?: The CHP's Stringer 2 and Skin Mill exceeded the emissions limit set for NOx set in the Broughton EPR Permit.
	Action plan for Root Causes Elimination ActionRow2: Emissions reported every month at CHP performance review
	WhoRow2: Norland
	date 1 AC2: 7-12-15
	date 2 AC2: 7-12-15
	ImstAC83: 
	ImstAC81: 
	ImstAC84: 
	ImstAC80: 
	ImstAC82: 
	EscalationRow2: 
	Where does the problem occur: At the Broughton Stringer 2 and Skin Mill CHP's
	Action plan for Root Causes Elimination ActionRow3: Emissions test papers to be store in CHP file on site for reference
	WhoRow3: Norland
	date 1 AC3: 10-12-15
	date 2 AC3: 
	ImstAC93: 
	ImstAC91: 
	ImstAC94: 
	ImstAC90: 
	ImstAC92: 
	EscalationRow3: 
	When did the problem occur: The Issue came to light following annual emissions testing
	Action plan for Root Causes Elimination ActionRow4: Norland to review their processes to ensure no inexperienced personnel can undertake work again. 
	WhoRow4: Norland
	date 1 AC4: 31-12-15
	date 2 AC4: 
	ImstAC13: 
	ImstAC11: 
	ImstAC10: 
	ImstAC14: 
	ImstAC12: 
	EscalationRow4: 
	Who found the problem: Environmental Compliance Emissions Testers
	Action plan for Root Causes Elimination ActionRow5: Norland need to establish a process for anomaly detection and reporting.  
	WhoRow5: Norland
	date 1 AC5: 31-12-15
	date 2 AC5: 
	ImstAC23: 
	ImstAC21: 
	ImstAC20: 
	ImstAC24: 
	ImstAC22: 
	EscalationRow5: 
	date 1 AC6: 31-12-15
	How did it happen eg context description How has it been detected: During annual emission testing the two CHP's mentioned above were found to be operating above the required limit.
	Action plan for Root Causes Elimination ActionRow6: Norland to instigate post maintenance monitoring to within compliance levels
	WhoRow6: Norland
	date 2 AC6: 
	ImstAC30: 
	ImstAC33: 
	ImstAC31: 
	ImstAC34: 
	ImstAC32: 
	EscalationRow6: 
	Action plan for Root Causes Elimination ActionRow7: 
	WhoRow7: 
	date 1 AC7: 
	date 2 AC7: 
	ImstAC44: 
	ImstAC43: 
	ImstAC41: 
	ImstAC40: 
	ImstAC42: 
	EscalationRow7: 
	00: Ja
	Texte 1: The Skin Mill CHP was producing 661.56 mg/m3 NOx
The Stringer 2 CHP was producing 527.18 mg/m3 NOx
	01: Ja
	Texte13: 
	02: 2
	03: Ja
	Texte2: Skin Mill CHP mixture was adjusted following notification during tests.
	WhoRow1_2: Ener-G
	When 1-2: 6-11-15
	Imst14: 
	Imst12: 
	Imst11: 
	Imst10: 
	Imst13: 
	Escalation1: 
	04: Ja
	Texte3: Stringer 2 CHP mixture was adjusted following notification of the report results were send to energy team.
	WhoRow2_2: Ener-G
	When 2_2: 1/12/15
	Imst24: 
	Imst22: 
	Imst20: 
	Imst23: 
	Imst21: 
	Escalation2: 
	msn: 
	Texte4: 
	WhoRow3_2: 
	When 3_2: 
	Imst32: 
	Imst33: 
	Imst30: 
	Imst34: 
	Imst31: 
	Escalation3: 
	WhoRow4_2:  
	When 4_2: 
	Imst41: 
	Imst43: 
	Imst40: 
	Imst44: 
	Imst42: 
	Escalation4: 
	Texte5: 
	Optionsfeld1: Ja
	Optionsfeld2: Off
	Optionsfeld3: Off
	Optionsfeld4: Off
	Optionsfeld5: Off
	Optionsfeld6: Off
	Optionsfeld7: Off
	Optionsfeld8: Off
	Optionsfeld9: Off
	Optionsfeld10: Off
	Texte6: 
	WhoRow5_2: 
	WhenRow5: 
	Imst51: 
	Imst53: 
	Imst50: 
	Imst54: 
	Imst52: 
	Escalation5: 
	owner name: 
	Date: 
	Texte7: 
	WhoRow6_2: 
	WhenRow6: 
	Imst61: 
	Imst60: 
	Imst64: 
	Imst62: 
	Escalation6: 
	closure date: 
	originator name: 
	Date_2: 
	Imst63: 
	facilitator name: 
	Date_3: 
	Why: The CHP's exceeded the emission limits of 500 mg/m3
	Root cause Ishikawa: 
	Why_2: The CHP's had been overhauled by inexperienced engineer who was not aware of the emissions limits or recognise a deteriorating situation.
	Texte14: CHP's exceeded
emission limit 
	Why_3: The CHP maintenance company was new to site and importance of emissions limits were not known by all the staff.
	Why_4: The permit with the emission limits had previously been held by another company under an energy supply agreement and had not been formally communicated to the new supplier.
	Why_5: A poor hand over process due to the previous maintenance sub contractor company withdrawing from site in an unprofessional manner.
	Ishikawa2: Sampling Method
 Emissions points
Frequency

	confirm root cause0: Review historical maintenance reports
	who 0: M A
	when 0: 4-12-15
	ImstRAC81: 
	ImstRAC80: 
	ImstRAC83: 
	ImstRAC84: 
	ImstRAC82: 
	escalation 0: 
	confirm root cause1: Re-Test CHP emissions
	who 1: Ener-G
	when 1: 4-12-15
	ImstRAC70: 
	ImstRAC71: 
	ImstRAC73: 
	ImstRAC74: 
	ImstRAC72: 
	escalation 1: 
	confirm root cause2: Ener-G to investigate possible causes of emission results due to servicing.
	who 2: Ener-G
	when 2: 7-12-15
	ImstRAC63: 
	ImstRAC61: 
	ImstRAC64: 
	ImstRAC60: 
	ImstRAC62: 
	escalation 2: 
	confirm root cause3: 
	who 3: 
	when 3: 
	ImstRAC51: 
	ImstRAC53: 
	ImstRAC54: 
	ImstRAC50: 
	ImstRAC52: 
	escalation 3: 
	Ishikawa3: skilled Operator

Operator Experience

Training

	Ishikawa1:  
	confirm root cause4: 
	who 4: 
	when 4: 
	ImstRAC41: 
	ImstRAC42: 
	ImstRAC40: 
	ImstRAC43: 
	ImstRAC44: 
	escalation 4: 
	complementary information12: Emissions Spreadsheet
	complementary information12a: 1
	Ishikawa4: Weather Impact

knowledge of Limits
	Ishikawa6: manual adjustment of mixture to achieve emission limit 
calibrated gas analyzer

	Ishikawa5: Maintenance company

Frequency

Previous maintenance

Service reports
 
	complementary information6a: 
	complementary information3: 
	complementary information2: 
	complementary information6: 
	confirm root cause5: 
	who 5: 
	when 5: 
	ImstRAC31: 
	ImstRAC30: 
	ImstRAC33: 
	ImstRAC34: 
	ImstRAC32: 
	escalation 5: 
	complementary information11a: 2
	complementary information11: Service Reports
	complementary information5a: 
	complementary information10a: 3
	complementary information10: Ener-G Investigation Report
	complementary information4a: 
	confirm root cause6: 
	who 6: 
	when 6: 
	ImstRAC21: 
	ImstRAC20: 
	ImstRAC23: 
	ImstRAC24: 
	ImstRAC22: 
	escalation 6: 
	complementary information9a: 4
	complementary information9: Picture of Mixture adjustment on CHP
	complementary information3a: 
	complementary information8a: 
	complementary information8: 
	complementary information2a: 
	confirm root cause7: 
	who 7: 
	when 7: 
	ImstRAC11: 
	ImstRAC10: 
	ImstRAC13: 
	ImstRAC14: 
	ImstRAC12: 
	escalation 7: 
	complementary information7a: 
	complementary information1a: 
	complementary information7: 
	complementary information4: 
	complementary information: 
	complementary information5: 


