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The BlueDragon IPS Value Proposition
The BlueDragon Integrated Problem-solving 
System (IPS) is a next-generation holistic 
problem-solving framework that helps 
organizations improve safety & performance 
and reduce overhead by solving problems 
faster and more accurately than any other 
methodology on the market, returning lost 
time and resources to mission critical tasks.
BlueDragon has been vetted and 
implemented at some of the most technically 
challenging sites in the world. 
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Differentiators
• Lean, agile, scalable framework to 

solve tame, complex and wicked 
human-centric problems.

• A holistic approach that incorporates 
Systems Theory and integrates the 
best features of many traditional, 
proven methods.

• Can be used for event investigations 
or proactive self-assessments & risk 
management.

• Founded on principles of Critical 
Thinking, Socratic Questioning and 
High Reliability Organizations.

http://www.bluedragon1-ips.com/
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• Infinitely Scalable, with very little overhead
• Small projects can be done quickly and efficiently
• Large, highly complex problems use the same method, same tools

• The method is “application agnostic” and can be used for a vast 
number of socio-technical systemic applications
• Highest application experience is in safety and security domains
• Effective for any complex, multi-systemic problem

• Can be used for pre- or post-event circumstances
• Pre: Analyses of defenses, vulnerability and risk assessment
• Post: Root cause analyses

http://www.bluedragon1-ips.com/
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Scalability and Application
• The figure illustrates a small 

example event analysis
• Additional timelines, 

organizational aspects, defenses, 
data sources can be added with 
virtually no method overhead

• The example illustrates a safety 
related problem, but security or 
any other complex problem can 
be the subject

http://www.bluedragon1-ips.com/
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Pre and Post Event Application: The Whole View

BlueDragon
Use Cases

Proactive 
Self-assessments

Real-Time 
Event 

Investigations

Real-Time 
Trending & 

Analysis
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Blue Dragon was born as an RCA methodology, but is equally 
as effective for pre-event vulnerability/risk/threat assessment

Examples:
• Proactive Safety Program Reviews
• Vulnerability Analyses
• Threat Assessments
• Safety Culture Assessments
• Risk Evaluations 
• Minor Event Trending and Analysis
• Audits & Self-assessments  

http://www.bluedragon1-ips.com/
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BlueDragon is in use at some of the most technically challenging sites in the world, including 
most of the Department of Energy’s National Laboratories and the Nuclear Weapons Complex.

and Others Using BlueDragon
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Intro to BlueDragon IPS

Phase 1

Phase 2

Phase 3

Questions

Causes

Solutions

http://www.bluedragon1-ips.com/
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Investigation of a 
Negative Trend of 
Dropped Objects

Uranium Process Facility 
Construction, Oak Ridge
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Negative Trend

Five objects were 
dropped from 300 feet 
during construction of 
the Uranium 
Processing Facility
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NS&E Bi-Weekly Incident Report
Organizational Learning Opportunities

Date Incident Type Severity Ranking

10/01/2018 Near Miss 60

Incident Title: Dropped Object – Plastic bottles from West tower crane

P
H
O
T
O
S

Description

A UPF CNS Operating Engineer (OE) was assigned to the West tower crane (TC#2) after reporting to work.  While the UPF/CNS OE was in the operator’s cab, a UPF CNS Laborer 
(LB) on the ground heard a noise (“pop”) and noticed two plastic soda bottles containing liquid inside the cool down tent next to the SAB elevator sump. Upon further 
investigation, a third bottle was noted to have landed on the cool down  tent roof.  Each 18.1 ounce bottle weighed ~ 1.17 pounds and fell from a height of ~235 feet. No craft
personnel were in the cool down tent at the time.

After Supervision and Management was notified, the investigation commenced which included a statement from the OE.   The OE stated that the bottles were placed on top of a 
small refrigerator located on the rear deck, behind the operator cab.  During normal operating movement of the crane, the bottles  rolled off the refrigerator; passing through 
the rear deck handrail and fell to the ground.  The  LB witness and 6 (six) UPF CNS carpenters were working near-by in the SAB elevator sump area within 10 to 20 feet of where 
the bottles fell.

Contributing Factors  / Error Precursors Prevention Methods / Best Practices References & Resources

Crane Operator placed the bottles in an at risk area 
based on success of  no dropped objects in this area 
prior to this event.

Management policy guidance/expectations not well-
defined, understood or enforced:  e.g. personal items 
secured/ convenience breaks.

25774 UPF

Five soda bottles placed 
on top of refrigerator 

against the back of cab, 
lying flat.  Three rolled 

off and fell.

Two soda bottles hit top of cool 
down tent and broke through 
the fabric.  Third bottle hit the 

tent structure and did not fall to 
ground. 

• Enhance crane operations documents to include
granularity in regards to personal items,
convenience breaks, storage, self/peer checks.

• Train and document operator expectations.
• Daily inspection regimen to commence with OE,

line supervisors and periodically with neutral 3rd

party.

Y73-95-100 UPF Dropped Object Prevention 
Procedure
Tower Crane Access Checklist 

134534739 , Rev. 0
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NS&E Bi‐Weekly Incident Report
Organizational Learning Opportunities

Date Incident Type Severity Ranking

08/30/2018 Near Miss 6 + 30 + 36

Incident Title: Dropped Object – box of plastic forks from East tower crane

P
H
O
T
O
S

Description

A UPF CNS Operating Engineer (OE) assigned to the East tower crane (TC#1)  opened the sliding window after AC unit fogged up windows shortly after start of shift.  When the 
primary UPF CNS OE arrived later in the shift, there was direction by  the supervisor to relieve the current OE in the crane. After the change in OE’s were made and  the 
primary UPF CNS OE was in the operator’s cab; the OE noted the sliding window was opened and closed the window. At approximately 0915, a  UPF/ CNS Laborer (LB) on the 
ground observed a box of plastic forks fall (with some individual forks falling separately) from the crane to the ground below ~ 320 Ft. 

The investigation revealed that in the cab of TC#1, a wood shelf was installed measuring approximately 3ft long by 1ft wide.  The shelf is job‐made and not part of originally 
installed equipment.  The shelf was located in front of two sliding windows on the left‐hand side of the operators cab.  At the time of the event, the shelf was holding a box of 
plastic forks (1), an AM/FM portable radio (2), and the microwave oven (3),  and other miscellaneous items.  During the incident interview, the primary UPF/CNS OE stated that 
they did not anticipate that other crane operators would open the sliding window due to the unsecured items placed on the shelf.  

Contributing Factors  / Error Precursors  Prevention Methods / Best Practices    References & Resources

Level 3 – Bechtel Internal & Select External DistributionIncident Number:

Incident had the following Error Precursors:
• Crane operators storing non-essential

items in the cab.
• Items not positively secured to prevent

dropped objects.

• The equipment operation manual states that items must
only be stored in locations provided for that purpose.

• Positively secure essential items; radios, binoculars
within the provided storage locations in the crane cab.

• Modifications/alterations to crane cabs are not allowed.

Project:   25774 UPF

Approximate location of 
where the box landed 
80’ from the base of the 

crane.
Sliding windows open 
approximately 18” to 

the center post.

Potain tower crane safety instructions.
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Level of Effort:
• 4 team members
• 30+ defenses
• 60+ LOI questions
• 50+ SMEs
• 15 organizations
• 8 Causal Sessions

Duration:
• 3.5 days



Investigation 
of an Electrical Shock 

(Near Miss)
Oak Ridge National Lab
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Near Miss:

Non-qualified 
Electrical Worker 
Cuts Into a Live 
20-amp Wire

© 2020, DLE Technical Services, LLC. All rights reserved.
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Snippets used by the 
construction worker were 
not insulated. The arc blew 
one tip off and left a half 
moon on the other side.  

The worker was sent to the 
hospital, treated and 
released. 

© 2020, DLE Technical Services, LLC. All rights reserved.
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HCA Team:
• Team lead/facilitator
• 2 BlueDragon trained 

personnel (HPI Lead, 
QA Engineer)
• 1 non-HCA trained 

Issues Management 
Root Cause Analyst 
• 0 SMEs from the 

affected organization

© 2020, DLE Technical Services, LLC. All rights reserved.
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HCA Team:
• Team lead/facilitator
• 2 BlueDragon trained 

personnel (HPI Lead, 
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Issues Management 
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Details: 
• 90 procedures/requirements
• 40 lines of inquiry
• 9 causal analysis sessions
• 50+ SMEs participated in the 

analysis

Level of Effort: 
• 4 days to complete the analysis
• 4 RCA team members 
• 0 SMEs on the team
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Contact us:
Rob De La Espriella, BD3
CEO, DLE Technical Services, LLC 
rob@bluedragon1.com
1+(772) 341-1093
www.bluedragon1-ips.com

We are an SBA certified 
Veteran Owned Small Business
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