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P-R—O-é-E-E-D-I—N—G-S
(8:31 a.m.)

CHAIRMAN BONACA: Good morning. The
meeting will now come to order. This is the first day
of the 503rd meeting ofr the Advisory Committee on
Reactor Safeguards.

During today's meeting the committee will
conduct a workshop on safety culture.

This meeting is being conducted in
accordance with the provisions of the Federal Advisory
Committee Act. Dr. John Larkins is the Designated
Federal Official for the initial portion of the
meeting.

We have received no written comments or
requests for time to make oral statements from members
of the public regarding today’s sessions.

A transcript of portions of the meeting is
being kept, and it is requested that the speakers use
one of the microphones, identify themselves, and speak
with sufficient clarity and volume so that they can be
readily heard.

Before I turn the meeting over to Dr.
Apostolakis, who is the chairman of the safety culture
workshop, I wouid}like to simply point out for those

of you not familiar with the conduct of ACRS meetings
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7
that typically the mpst‘time we assign to any given
topic in a day ié maybe two hours.

And today we have assigned a whole day to
one topic, whichrﬁells you the interest of the ACRS on
this topic and thé iﬁportance to the members here of
your views. We are iodking for insights, and we have
I think a well—étructured agenda to move us through
that.

I simply want to point out we have 12
speakers today, and then we have a lot of questions,
I'm sure, from members. So hopefully you’ll help our
chairman todaf'of:this workshop to make sure everybody
has a chance to give their point of view.

With that, I will turn it over to Dr.
Apostolakis.

MEMBER APOSTOLAKIS: Thank you, Mr.
Chairman.

While the issue of safety culture is of
great intérest to this committee and other federal
officials, especiaily since the incident at Davis-
Besse, there has been a lot that has been written
about safety culture. There is é vast literature out
there on safety culture.

I missed the boat. I still don’t know

what a good safety culture is or a bad safety culture

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgress.com




10
11
12
13
14
15
1le
17
i8
1s
20
21
22
23
24

25

8
is, and I suspect that maﬁy of my colleagues on the
committee feel the same way.

Sorthis unusual workshop, as the chairman
said, is intended to give us a better understanding of
what safety culture means, the words "safety culture"”
mean.

So we have two panels, as you know. In
the morning we will hear various views on what safety
culture is, hopefhlly'what the good culture is, and in
the afternoon we will hear about what are good
attributes of safety:dulture,'which is a subject of
particular interest to us, because we are not here
only to try to understand what culture is, we are
looking at it from the regulator’s point of view.

In other words, maybe the licensees may
want to do certain things on their own to improve
their culture, but we are looking at it from the point
of view of, what can the regulator do to perhaps help
the licensees, or monitor certain things, and so on.

As the chairman said, we have a crowded
agenda, so I will ask the speakers first to give us a
few words about themselves, why are you here, and
stick to the schedule, please. All éf you have half
an hour. I will ask that you speak for about 20

minutes, sc we’ll have about 10 minutes for questions
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of clarification.

And ﬁhen, as you knoﬁ, at the end of each
session we have one hour where we can discuss in a
roundtable kind of mode more general issues.

Andr‘now:rl, will walk into dangerous
territory and ask my colleagues to try to refrain from
asking questionsrf-

(Laughter.)

- dufing thebzo'minutes. I'm willing to
be chastised for that.

MEMBER SHACK: i Well, I think it’s -- I
mean, it’s just an unreasénable request.

| (Laughter.)

It’s not done, we don’'t traditionally do
it, and you’re asking usrto remember to try not to --

MEMBER APOSTOLAKIS: I’‘m just asking. I'm
not directing anybody to do anything.

So with that, we’ll start with Mr.
Thadani, the Director of the Office of Research of
this agency. Ashok?

MR. THADANI: Well, George, I'm here
because I guess I was invited to participate in this
panel. And I though: probably the best I could do
would be to give you a sense of where research has

been in the past; and where are we today.
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10

And I’'1l1 try torbe faitly brief in terms
of some of the things that have happened over the last
several years, but I do want to sort of capture a
sense of what’s been happening, not just in this
country but around the world. So if I may go to the
first chart, the next one.

Today you’ll be hearing from three groups
from the agency. Certainly, you’ll hear from NRR
later on about specifics of Davis-Besse. So I will
not be going through any details of any of the
specific issues.

But let me go back a little bit. It was
after Chernobyl that the International Nuclear Safety
Advisory Group coined the térm "gsafety culture." 2And
it’s documented in INSAG-3, 1988 book, and they call
"gsafety culture" the following. Let me read you a
part of it anyway. "Personal dedication and
accountability of >a11 individuals engaged in any
activity which has a bearing on the safety of nuclear
powerplants."

In 1989, the Commission issued a policy
statement, and they stated the following, and I‘'m
going to read to you again part of the statement.
"Management has the duty and obligation to foster the

development of a safety culture at each facility and
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11
to provide a professional working environment in the
control room and throughout'the facility that assures
safe operations."

ThevCommission also later on issued a
statement in terms of a safety-conscious work
environment, which I believe is a subset of safety
culture. But I won't say any more about that, except
to note that the Commission again recently asked the
staff to continue to monitor what’s happening in this
area.

Next chart, please.

Soon after INSAG-3 -- when INSAG-3 came
out with its definition, or at 1least  the
characterization of safety culture, there were a whole
range of comments thét were received on that. And
subsequently in 1991, INSAG-4 was issued, which
characterized safety culture as you see -- the
definition as you see on the chart.

And, of course, over the years some
further refinements have been made and some better
focus has been brought to bear on this issue, and
these are documented in subsequent INSAG reports.

I'll share with you what I think are some
of the -- probably the most importaﬁt elements. I

don’t mean to understate the importance of others, but
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12
I think there are some elements that seem to me are
particularly important, and I‘ll go through those.

First and foremost is the commitment of
organizations to safety'as the most important element.
Second, safety ought not to be compromised for prqfit.
Third, there needs to be a strong questioning attitude
towards safety. Fourth, and this philosophy must be
communicated in all direétions, up, down, sideways.
I think these are'—- in my mind, these are some of the
most important elements.

Next, please.

With this sort of bit of background, in
the mid-’80s, NRC Research Office initiated effort in
the area of organizational féctors, and in the mid-
‘808 published a document called "Organizational
Analysis and Safety for Utilities with Nuclear
Powerplants." This was sort of an extensive empirical
analysis relating mostly to organizational factors.

Subsequently, with the support of
Brookhaven, and Sonja Haber in:particular'-- I know
she’s here, is going to speak to the committee later
on -- was the principal author, published a report
called "Influence of Organizational Factors on
Performance"Reliability.“' "And this was focused,

again, on organizational factors, but on data
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collection and thé'analysis aspects.

And I recall some of the discussions, and
I know George was part of those discussions, how can
one really utilize this information? It was work that
was not complete, but where do we go at that point?
Tom Murley was actively engaged at the time as well
trying to see if some of these parameters could be
screened to a place where the agency could use them in
its decisionmaking. -

In the early days, in those days, we used
to have  what we called "systematic assessment of
licensee performance;" ~ where we’re trying to
understand how best torintegrate these concepts. The
other part that we thought it needed, and George was
engaged in this area, was how to bring in risk-
informed thinkiné’ also in addressing these
characteristics.

This led to Idaho holding a workshop to
identify factors and assess the technical basis for
modeling influence and how one could convert that into
some sort of risk analysis approaches and to be able
to assess impact of safety culture on plant safety.

About this time we -- the decision was
made that this was a very difficult area for the

agency to be engaged in, and that it wasn’t clear what
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14
research was going to reaily lead to. And so thé
research was terminated at this point, and the
decision was made that we aren’t really going to a
mode of monitoring what is happening out there.

I won’t really go into any of the -- what
the industry has been doing, because I know you will
hear from the industry;i So let me go on to the next
chart.

But I do waht to say a little bit of the
international effort -- I know Tom has been quite
engaged, so I’'ll be’extfemely brief on these. But I
do want to note that IAEA has really been a leader in
this area. They published lots of reports. I talked
about INSAG is the forerunner. There are a whole
bunch of technical documents that the IAEA folks have
written.

And they also play an active role in
providing service to various member countries when
there are issues of -- poténtial issues of safety
cultures and how one 'might go about doing self-
assessments, and so on.

NEA has issﬁed a nﬁmber of reports. I
won't say any more.'rI actually brought some copies,
and I notice Tom has -- he is one of the authors, I

believe, of these reports.
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But I do want to point out that within
NEA, within thel Committee for Safety of Nuclear
Installations, there is a group called the Spécial
Experts Group on Human and Organizational Factors.
And that group has been tasked to take a look at this
issue and to see what practical things could be
developed, and that group is currently engaged in this
area.

And as you know, the NEA and IAEA have
hosted a number of'workshops, and so on, and in fact
last week there was a workshop, and Bill Travers was
there, and the focus of the workshop was to look at
specific operating events which had implications in
terms of safety culture issues.

Next chart, please.

Besides the international organizations,
we have certainly been also keeping a look to see
what’s happening in various countries. And as I
suspect you know that several countries are really at
different levels of what I would call engagement in
the area of safety culture.

In fact, some of the early work that was
done by NRC Reseérch, early work by Sonja Haber, was
enhanced further and has been utilized by several

countries, starting with Canada early on, Spain, also
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16
Ukraine has utilized these approaches. And, as you
know, most recenﬁly at Davis-Besse this approach has
been utilized.

I will not go through what the specifics
or what the countries are doing, but, anyway, just to
indicate that in some cases they have very specific
requirements, particularly in the case of Finland. In
other cases, there is sort of what I would call fairly
general considerations of safety culture.

Go to the next chart, please.

I’'ve said this before to the committee in
other venues, but it seems to me that there is really
nothing more important than paying attention to
operating experience.

We at the Office of Research took a look
at a selected set of events covering the period of
1992 to 1997. We picked 37 most important events, and
these events were based oﬁ our accident sequence
precursor analysis. And we tried to understand the
causes. What were the underlying causes‘of some of
these events? And we found some rather interesting
insights.

You see some of the -- on the chart some
of the drivers. 'vaiously, the percentages go well

above 100 percent, because we don‘t -- it’s hard to
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try to distinguish at that level as to what the real
root cause is. But it was pretty clear that they were
driven by some coneiderations of human factors, if you
will.

An interestihgvinsight was some concerns
with correctivevactien pfograms, repetitive errors,
potentially indicative of a number of root causes one
can go through. But, again, it pointed out the
importance, and I muet say I was more convinced once
I realized that the events we were talking about
themselves were important to begin with.

So I continue to think this is clearly an
operating experience. I think he’s saying that this
is an important area that does need attention,
particularly by the industry. And then, I’ll come
back and say I think(regulators have responsibilities
as well. |

Next chart.

Going into these ;- continuing on into
these operating experience issues, I suspect most of
you are familiar with some of these better-known
international events which have relationship to issues
of safety culture. You know, Philippsburg had a
couple of situations having to do with boron

concentration in the tank as well as the level issues.
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There was tendency to ignore these
irregularities becausé tﬁese were believed to be --
oh, they’re not very important in terms of safety,
nevertheless. And there was an investigation, and the
root causes were believéd to be human factors related
issues. And, actually, a number of personnel actions
were taken at Philippsburg.

Brunsbuettél is this issue of explosion in
the hydrogen piping connectéd to the primary vessel,
and again tendency, in spite of some indications of
the operator, to continue to operate the plant at
power; And it did lead to an inquiry and follow-on
actions by the Ge;man government .

TEPCO -- I suspéct'you know a number of
issues relating to aging_effects and core internals
issues.

Dampierre -- during ‘99 and 2000, they
kept having a whole bunch of events. And once they
started to dig intorit again, they got down to this
issue of underlying -- some of the underlying factors
were procedural human-related things that we often
talk about.

‘Paks is certainly the most recent one,
where you know they -- there has been some fuel

failure, cleanup process that they were engaged in,
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ballooning, cracking, fragmentation, fuel perhaps.
And, again, it seems to indicate -- obviously, this is
most recent and we donft know for sure what the root
causes are, but it appears that there is a lack of
understanding of safety.- And some actions certainly
were taken which led to the situation that they are
in. We’ll wait and'see‘what comes out of it.

Next 6né, piéase.

Let me -- I will not talk about the
specific events at U.S. plants except to really note
these events seem to be characterized by procedures
and processes, issues of commitment, communications,
and use of operatingrexperience.

And my'own concern -- let me repeat what
I said earlier. I db'Worry about potential for
complacency, perhaps taking things for granted. And
the whole issue of inquiring mind or questioning
attitude I think is really, really critical in my
view.

And let me note when I say that, I don’t
mean just for the utilities industry. I think it
applies to the regulator just as equally to have that
kind of a challenging and inquiring attitude about the
issues.

And let me add to this, it’s important to
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have sound technical foundation. That understanding,
good fundamental understanding of safety I think is
very important. And this dedication that says that
safety really is number one, and so those are some
things that in my-mind they’re critical.

So the question then we keep asking
ourselves, well, can We -- and when I say 'we," I
don’‘t just mean the regulator or research
organization. Aé a nuclear community, can we develop
some sort of measﬁres and means to be able to
proactively understand what’s going on, and be able to
take preventive measures before things get much worse?
I think there is also great economic incentive to do
that.

Well, let me go on to my next chart. I'm
trying to stay very close to George’s admonition here.

So in conclusion, let wme note that,
consistent with Commission guidance, we have been
monitoring and really looking to see what’s happening
out not just in this country but internationally.

As I have indicated, safety culture has
been an important certainly influencing factor in what
has happened and is happening. And that it is
important for us, as nuclear -- I will say again as a

nuclear community, to ‘understand early, and
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particularly persistent, signs of deteriorating
performance.

And this points to, again, the need for
looking for some mechanism, some sort of performance
indicators, or some other guidance that one can
develop that wouldr be not only wvaluable to the
industry but would also be valuable to regulators in
understanding.

aAnd, finally, we are currently taking a
hard look -- "we" meaning both the Office of Research
and NRR -- are taking a hard look at this information
that I briefly describe to you, along with what you’re
going to hear later oh from the staff to see, where do
we go next? And we’re just in the assessment mode.

Thank you very much.

MEMBER APOSTOLAKIS: Thank you, Ashok.

Any questions for Mr. Thadani?

MEMBER ROSEN: Yes.

MEMBER APOSTOLAKIS: Okay. Steve?

MEMBER ROSEN: Yes, thank you.

Ashok, you had a slide early on on the

operating event analysis. The title is "Operating
Event Analysis: NUREG/CR-6753." Can we go back to
that?

Can we go back to a slide in Ashok’s --
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the one entitled "Cperating Event Analysis" --

MR. THADANI: It’s number 7.

MEMBER ROSEN: -- U"NUREG/CR-6753." One
more, one more, keep going. Oh, go back.

MEMBER APOSTOLAKIS: It was number 7?

MR. THADANI: Yes, number 7.

MEMBER ROSEN: All right. Now, in our
handout, youAdon't have -- it doesn’t have the last
bullet that’s on your slide, and you did not comment
on that bullet. Found that the ROP does not identify
many of these errors.

MR. THADANI: Yes, this is an issue -- as
you know, there is -- and when the cornerstones --
when you get down to it, the whole issue of human
errors, and particularly some cross-cutting issues,
are a difficult part. It is difficult to see how to
capture these. And this is what I was talking about

earlier with stepping back, looking to see, what can

we do?

Is there some reasonable approach we can
come up with which could be used both -- there are two
parts. You have the -- industry will do its thing,

and I'm sure you’ll hear about that from regulators
you have. Do you have some mechanism such as

indicators that might give you some information?
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Second question you have to ask yourself,
well, if you don’t have indicators, then is there some
mechanism such as inspection? 1Is there something you
can do within inspection that will help you uncover
some of these problems?

And I'm saying today it’s difficult.
We’'re not able to do this, and --

MEMBER ROSEN: At what point on this slide
is it the ROP does not now lead us that way?

MR. THADANI: it's not able to cépture
what I just describéd to you. That’s correct. That
is correct.

MEMBER APOSTOLAKIS: On this subject?
Because we have Peter, Graham, and I believe, Dana,
you wanted to --

CHAIRMAN BONACA: I raised my hand already
before.

MEMBER AfOSTOLAKIS: Okay. Peter?

MEMBER LEITCH: I had a question on this
particular slide, if you want to take me --

MEMBER APOSTOLAKIS: Go ahead.

MEMBER LEITCH: -- while we’re there.

"Ashok, I was wondering about operating
practices. You speak about design practices,

maintenance practices, and management and supervisory
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practices. Are opérating practices assumed in some of
those other threeicategories? Or did they fall less
than 30 percent?

MR. THADANI: I would ask Jay, just so
that -- because I don’t know a specific answer to your
question. Jake, can you respond to that?

MR. PERSENSKY: Jake Persensky from the
Office of Researéh. This is just a subset of the
number of root causes that we did identify in that
report. There were some operating events or operating
practices that are involved here, but what we were
finding in this report was we had like a four-to-one
margin for latent errors. Most of those latent errors
were in these categories as opposed to the more active
errors that you find in the operating experience.

MEMBER LEITCH: Okay. So you’re focusing
primarily on latent”erroré here.

MR. PERSENSKY: Well, I did in this
particular slide. But it’s because the data showed
that most of the events, if you go back and look into
them and do a detailed analysis, have multiple root
causes, multiple human causes or human errors in it.
Most of them that we were finding -- like I said,
about four-to-one -- were not in the operations but in

these other areas.
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MEMBER LEITCH: Okay. Thank you. I
understand. |

MR. THADANI: Graham, you are right.
Basically, it is -- it was the latent errors. That
was the driver.

MEMBER LEITCH: Thank you.

MEMBER SHACK: Let me ask just a question
of clarification here. It says organizational factors
contributed, and then it séye, okay, here are these
work practices and things 1like that. Is there
something I'm missing here? Are these, by definition,
organizational factors? Or are we just talking about
human errors here?

MR. THADANI: Let me characterize this
basically as humaﬁ errors. 1 think there is this
confusion of language as to what we mean. Let me
stick with human errérs as the real issue, I think.
And there can be certain factors, and théy could be
organizational, that can drive issues.

MEMBER APOSTOLAKIS: Peter? No?

MEMBER KRESS: I have one on this slide.

MR. THADANI: You have certainly seen the
UK license condition number 36, and I think there is
a clear connection there.

MEMBER KRESS: I’'m glad you are looking at
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the ASP program, because it’s the only place I know
who we can measure the importance --

MR. THADANI: Yes.

MEMBER KRESS: -~ of safety culture.
However, I think what we’ve done falls short of being
guantitative. These are root gquantitative, but
they’re really Qﬁalitative.

The question I woﬁld have is: this is a
view across the board of all the plants, because
you're doing it with all of the licensing event
reports. And you’'re looking at significant events in
the sense that they have some sort of relationship to
core damage frequency.

And my question is: can we quantify that?
I’'m not really certain that these safety culture
events are not well enough controlled by design and
the things -- regulationsl we already have to the
extent that they have an acceptable impact on CDF.

And that’s the question. Is there some
way to take this information and go that next step and
say, like in 1.174, how much CDF affect does it really
have?

MR. THADANI: I think that’s a difficult
statement, in my view. Before an event happens, if

you ask me to come up with an estimate, I’'d say that’s
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a pretty tough call. But after a&n event happens, I
can certainly come up with conditional probability.

MEMBER KRESS: And add them up.

MR. THADANI: Right. And I can come up
with conditional probabilities to give me some sense
of relative importance. Just the event happened.
Whatever happened did happen, so I -- I'm only looking
at the conditional part, which is a little easier to
quantify.

MEMBER KRESS: Let me give you a followup
question, then. Does that ﬁow say that if you indeed
wanted to have a regulation having to do with safety
culture, does that not make it almost impossible to do
a regulatory analysis?

MR. THADANI: It would be very difficult
to do a regulatory analysis, because if you say a
regulatory analysis has to be quantitative, it’s
tough.

MEMBER KRESS: Well, it dOeé.

MR. THADANI: It is tough.

MEMBER KRESS: That'’s part of the --

MR. THADANI: Oh, that’s an element.

MEMBER KRESS: Yes.

MR. THADANI: But, I mean, it doesn’t mean

that the agency can’t make decisions because it can’t
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quantify certain things. I mean, there are other
examples. This happens to be one of those.

MEMBER KRESS: So it may not be possible.

CHAIRMAN BONACA: I have Jjust one
question. Your concluding siide, Ashok, twice speaks
of the interest of the staff in monitoring, evaluating
international activities in developing objectivé
measures that serve as indicators of plant safety
concerns.

And then, you also speak about the
importance of understanding; and then developing maybe
a performance indicator or other regulatory guidance.
Have we seen anywhere, you know, in international
activities, and so on, some indication of some
quantitative measures that ére being used?

MR. THADANI: Quantitative measures I have
not seen.

CHAIRMAN BONACA: Quantitative, no. No
qgualitative?

MR. THADANI: Qualitative, yes. But I
haven’t seen --

CHAIRMAN BONACA: Okay.

MR. THADANI: -- quantitative.

MEMBER APOSTOLAKIS: Any other questions?

MEMBER RANSOM: Just a real quick comment.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 2344433 WASHINGTON, D.C. 20005-3701 www.nealrgrass.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

29

It would be interesting to hear the views, but has

deregulation in the power industry been a factor in
safety culture?

MR. THADANI: I would say that our focus
-- there are two parts. Let me address it in two
ways. We’ve been pretty focused on grid reliability
issues since deregulation.' And we are seeing some --
we are getting some interesting insights. 1’1l use an
example.

We find that the frequency of loss of off-
site power has been going down since deregulation. I
don’t want to give direct connection necessarily
either, but observation. And we’ve also found
something else, that because of the -- who is in
charge of generation, distribution, and operation
aspects, that recovery of off-site power seems to be
taking longer, because there are questions of, who is
in charge, how 1long does it take to get the
communication issues téken care of?

So I can tell you that we’re seeing a few
signs, but we’re not seeing anything so significant
that we ought to be moving quickly. But we'’re still
taking a look at it.

MEMBER APOSTOLAKIS: Okay. Thank you very

much, Ashok.
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The next speaker is Mr. Dugger of the
Nuclear Energy Institute.

MR. DUGGER: Well, thank you very much.
And I have some slides coming up, I think.

MEMBER APOSTOLAKIS: Would you tell us a
little bit about yourself?

MR. DUGGER: Certainly. I’'m currently
working at the Nuclear Energy Institute, and I'm on
loan as the VP of Operations from Energy Corporation
to NEI. And my background is site vice president,
general manager, and many manager positions within
various plants Qithin Entergy and a few other
utilities.

MEMBER APOSTOLAKIS: Okay. Thank you.

MR. DUGGER: I really appreciate the
opportunity to come and speak on this particular
topic. It’s a topic of great import to the industry,
and I'm in the unique position to speak not only for
NEI but also a little bit for the industry also.

When I was reviewing thé panel members
here, I think we have a real good opportunity to cover
this topic, and we might actually draw some conclusion
from it. And with 30 minutes, I think we really have
to focus in on what we in particular think is

important.
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Would you give me the first slide, please?
And if you’ll click four times, that will -- there we
go. There we go.

I'd like tb start by making a series of
statements that will either -- you’ll either agree
with or not agree with, but I think it will help
structure our walk through our discussion on safety
culture here.

The first should be obvious to everyone --
safety culture starts at the very top of an
organization. We all follow the leader. If the
leader says that safety is important, then it is. If
the leader doesn’t say that, then it isn’t.

Safety culture is a continuous challenge.
We can probably all name plants or have been at plants
where the culture has slipped. As a site VP, this was
a continuous worry. Are we putting enough emphasis on
safety culture? Are we just looking at where we have
been rather than continuous improvement?

Safety culture is at best a slippery
thing. To understand where an organization is on
safety culture we really have to look at the entire
organizational structure and the underpinnings of
management. Is there management engagement? Are they

spending enough time in the plant? 1Is there a strong
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corrective action program?

What are the performance indicators doing?
Do the people in the field know the management team?
And the questions go on and on.

We may part ways here, but I believe the
industry has done'a.tremendous amount in the area of
safety culture. I believe that safety culture has
improved. And at the risk of being accuséd of looking
backwards, the industry has come a long way.

Next siide, please.

I believe there is a place for regulation
in the broader theme of safety culture, not so much to
regulate culture itself but more the components of
safety culture. And then, finally, I don’t believe
there is a place for direct regulation of safety
culture, so let us explgre these statements further
and see if they stand up.

Next slide, please.

Safety must lead all other goals -- is a
very easy statement to make. And I doubt that you
will find any CEO or CNO or site vice president that
would say anything else. Almost every nuclear
organization has a vision statement, and a high-level
goal that states safety is number one.

So if this is the case, then we’ll never
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have any other problems with our plants. But we know
that’s not true.

Although the statement is there, it’s how
the statement is applied that counts. The way senior
management behaves will determine how the organization
behaves. And it takes more than just a platitude or
a value statement to drive an organization. The
values must be demonstrated by management.

Next slide, please.

So let’s take a look at a few values.
Here are some representative wvalues that one might
find in a nuclear organization. On the surface, all
of these seem reasonable, and we would probably
believe easy to apply. But, again, if that’s true,
then we, again, wouldn’t have any more plant problems.

Next slide, please.

So if high-level goals, platitudes, and
values won’t by themselves do the trick, what will
drive a safety culture? To really get a better view
of how a safety culture develops and is maintained,
we'd have to take a more global look.

These are not all the things we’d look at,
but these things that you see up here give a
representative view of what we should look at for

safety culture. Communications, alignment, and the
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rest set the stage for'potentially a solid safety
culture.

Notice there is no magic here. There is
nothing but the way people manage an organization and
prepare an organization toiperform.

Next slide, blease.

So let’s start with communication. One
indicator of safety culture is how accessible
management is to the workforce. Does senior
management attend the daily meetings and provide input
to those meetings? Are there multiple forums for
employees to ask questions and get answers from these
people that set pdlicy and have a higher view of the
organization?

Does management go out in the plant and
get a first-hand feedback on the message they have
been delivefing? Are people aware of the message?
And does management keeprtrying, through multiple
forums, to ensure that message is delivered?

This is not an easy task for an
organization that has rotating shift work, training
cycles, and other things to contend with. One
important aspect of developing and maintaining a good
safety culture is management’s ability to get out and

develop a relationship with the workforce.
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Trust and integrity are necessary
components to good communication and management.
Going out to the workforce in the work areas gives
management an.oppértunity'to exhibit the standards and
expectations they talk about through demonstration.
This adds emphasis to the message and credibility to
the management team.

Management must be willing to address
employee concerns, and not just the ones that deal
with safety but all concerns; That way, when a hard
concern does come up-that deals with safety or some
other contentious issue, the relationship is already
developed. Communication is practiced, and there is
an expectation and confidence that the issue will be
addressed and resolved.

Next slide, please.

In every organization there are barriers
to communications. These barriers are sometimes at
the supervisor level and often times at other levels.
All it takes is someone that doesn’t believe the
message or doesn’t communicate well with the group,
and that layer is formed.

This can be cultural from years of the
same person supervising a group or from promotions

within that perpetuate the same communication
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problems. Clay layers will prevent the organization
from achieving the alignment needed to ensure that the
organization has the right view of safety culture.

This is important when trying to educate
the organization on certain issues, such as reactivity
management. Mechanists, chemists, plant service
people all affect reactivity management. And if the
message is not made clear and doesn’t get through that
clay layer and alignment on that issue is not
achieved, then a wvulnerability exists that could
affect safety culture.

People have to understand how they can
affect the safety of the plant. Management has to
verify that that message has been received. The goals
and vision of an organization must be understood top
to bottom, and this isn’t a case of verbatim repeat
back. It’s a case of understanding.

Next slide, please.

Continuing with the global look, we can
tell a lot about an organization by looking at the
self-assessing and benchmarking capability that that
plant has done or the utility has done. A strong
safety culture requires that a plant look outside
their organization to see what others are doing.

Being able to measure yourself against the
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best helps an organization grow. You have the
opportunity to bring best practices back to your
organization, as well as share the best practices that
you know.

An inward approach to plant management can
create a stagnant or declining organization. The
plant can be 1left behind as the industry moves
forward. A good self-assessment organization at least
will appear to have a good safety culture, but it
takes a little more. It’s not enough to just go look.
You have to act on the information that you bring
back.

Management, again, has the responsibility
to probe the benchmafking effort and find out what’s
been brought back. _Given‘that it’s good material,
then management has the responsibility to drive that
change. Effective change management will determine
how much of a positive or a negative effect that
change has on the organization.

Without good change management, you can
almost bet the results will be bad. Good change
management can be a whole discussion by itself, so
we’re not going to go forward with that. But change
management is an overall good safety culture aspect

and part of what we’re talking about here today.
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Next slide, please.

The next component of a strong safety
culture I would like to discuss is human performance.
Back during the ‘80s and early ‘'90s, we were trying to
improve plant performance, and for the most part we’re
successful by addressing the material condition of the
plants, fixing problems that had plagued the industry
for quite a while, and reducing outage duration.

The improved material condition and
problem resolution could only take us so far. The
second great step the industry took was to address
human performance aspects of plant operation, and I
mean the big operation, not the operations group.

We realized with much effort that we were
not training people to be aware of human performance
issues. Procedures were not structured correctly.
There were traps in maintenance and operational
activities that set workers up to make errors.

By addressing these issues and giving the
workers the tools to identify traps, we were able to
reduce the human performance error rate and learn from
our experiences as we went. And we shared those
experiences through the industry.

Performance in this area is monitored by

several methods that collectively give a picture of
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human performance. Management présence in the field
doing -- performing observations, tracking error
precursors in the corrective action program, and
tracking errors per number of hours worked are a few
of the measures used to map human performance.

Overall, by focusing on the results, we
get a pretty good picture of human.perfbrmance and its
effect on safety culture,

Next slide, please.

Of all the indicators the industry has
used over the course of time, the industrial safety
indicator has given us the best look of what’s going
on in an organization. Industrial safety is an
indicator of how the standards of an organization are
accepted by the workforce.

Do people wear their safety equipment? Do
they help others in their workgroup remember to wear
their protective equipment? Are the number of first
aid cases seen as a precursor to greater injuries?
Although industrial safety is a small component of
safety culture of an organization, it speaks volumes
about the internal aspects of the organization.

Before human pérformance became a focus
for the industry, industrial safety was the measure of

things to come in plant operations.
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Next slide, please.

The last component of safety culture I'm
going to discuss is training. One of my favorite
leaders in the nuclear industry once told me that if
I want to see what my organization and plant will look
like in five years, go take a look at training today.

Training is the best opportunity we have
as an industry to establish the right expectations for
performance, to set the right standards for work, to
train people on huﬁan performance techniques and
generally establish the right safety culture within
the organization.

Training has to be the cornerstone of
performance at the plant. If training falters or is
neglected, the culture of the plant suffers. There
are many examples of this in the industry. I’m sure
you’'re familiar with all of them.

Safety culture is dependent on a strong
training program, and management must, once again,
observe training to ensure the right standards and
expectations are trained on. Then, management must
observe performance in the plant to ensure the lessons
are carried forward into the plant.

Without this verification step, management

does not have a good feel for the safety culture of
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the workers or whether thefe is a declining trend in
safety culture issues.

Next slide, please.

We have discussed some of the components
of safety culture and find a common thread throughout.
The common thread is the management of the
organization. Safety culture is, at best, an
amorphous concept. Safety culture requires constant
pressure from management with a sensitivity of how
change affects the organization.

We can train on the right things, do all
of the observations, and track all of the performance
indicators just to have safety culture undermined by
poor management focus and performance. If management
fails to communicate, changes the organizational
structure without thought to change management,
promotes too often from within, changes the
relationship with the bargaining unit, or just
generally relaxes, safety culture can be affected.

As a site vice president, I am constantly
worried about communications going out to the
organization, whether we were changing rapidly enough
or not changing fast enough. Without good management
awareness of the organization, a declining safety

culture can be the result.
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Next slidé, please.

We discussed some of the ways that we
measure components of safety culture, and I hope by
now you can see that there are a lot of measures that
give a piecemeal look at the safety culture of a
station. To help round this out, let me discuss
several more that individually do not reflect the
actual state of safety culture but that collectively
give us a better look.

The general plant performance indicators
that we all track as an industry, such as capacity
factor, forced outage rate, chemistry parameters,
contaminated floor space, give us some more insight
into the safety culture of a plant.

Corrective action programs can be sliced
and diced to show the categories of errors,
precursors, failures, potential failures, procedure
deficiencies, and the list goes on. And this all
gives us a better view of the safety culture of the
plant.

The humaﬁ performance indicators and how
the organization reacts to those human performance
indicators give even more insight, and certainly
surveys that reveal to us whether a worker will

approach a supervisor with a safety issue or not gives
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us a little more insighﬁ.

And the external looks from assessments,
visitors, INPO evaluations, assist visits with INPO,
safety review committees, and the NRC, help the
picture to develop even further. But nothing takes
the place of management in the plant interacting with
the workers and verifying that the message of
standards and expectations has been heard and is
practiced for determining the safety culture of the
plant and its management.

Next slide, please.

Regulatibn already exists that monitors
the peripheral aspects of safety culture. Baseline
inspections monitor the effectiveness of programs on
how the expectations of management are met. The
oversight process looks at a variety of performance
indicators and the trend of programmatic controls.
Though not a direct view of safety culture, it
certainly monitors the results of safety culture in
the organization.

Every inépection looks at the inputs of
the performance indicators to ensure that guidance is
followed and that accuracy is maintained. Management
visits from the region, a tour of the plant, and

discuss with workers and management, give another
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broad look at safety culture. Even the day-to-day
obgervations of the resident inspectors give insight
into the safety culture of the plant.

As a licensee, many times the observations
from the inspectors gave us a heads-up insight that
caused us to redirect the staff to improve safety
culture. What would additional regulation do, and
would it be effective?

Next slide, please.

I think that safety culture is, thus, best
handled through the interaction of the licensee
management staff. Flexibility is needed to change
management techniques in keeping with the other
cultural aspects of an organization. New employees
need to be trained differently than the more seasoned
employees. Company changes that can create negative
aspects on safety culture are best handled through
comprehensive change management programs where one
size does not fit all.

The NRC and Commission should focus on
results and the indicators that exist today. They
should look at the various aspects of the corrective
action programs, employee concerns programs, and draw
a conclusion about the safety culture of the plant.

Root causes can give some insight into the
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safety culture without undermining the efforts of
management to changg an organization. Regulation
generally sets the minimum standard for performance.
Once regulation could be -- overregulation could be
detrimental by leading an organization to that minimum
standard.

This is a subjective issue that does not
play well in our new, more objective regulations that
we’re moving towards.

The industry has been effective in
managing a very soft issue. Performance has shown the
improvements. If the results of this meeting are a
recommendation to the Commission, then my input is to
tell them that rulemaking in this area of safety
culture does not make sense.

Thank you.

MEMBER APOSTOLAKIS: Thank you very much.

Dana?

MEMBER POWERS: Yes, I’ve got a question,
and I have to admit that I’m not sure how to formulate
the question. Okay?

MR. DUGGER: Sure.

MEMBER POWERS: But you began your talk
making two important points, and one is that nearly

every institution that I know of, not just nuclear
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powerplants, will assure me in no uncertain terms upon
visiting them that safety is their number one
consideration, and that that’s a lot. If it were
true, they would shut the thing down and never do
anything. And who is their number one consideration?

MR. DUGGER: You bet.

MEMBER POWERS: And the question, really,
then comes down -- is, how does one balance the
considerations of safety against all of the other
demands on the organization to produce something, and
what not. And what I'd like to pursue just a little
bit with you, because of your experience, is something
specific, and that specific thing that gets mentioned
all the time in connection with safety culture is a
guestioning attitude.

And the problem that I have with a
questioning attitude is that it seems to me that if I
am an employee of an organization that aspires to a
questioning attitude ~- and T am -- that it is simply
a trap for me, that if something bad happens to me the
bumper sticker can be right, you know? That the
management will come back and say, "Well, you didn’t
have a questioning attitude."

On the other hand, if I stop doing things

because I start asking ever and ever deeper questions,
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the management comes back and slaps me around the head
and says, "Well, you’re not very productive."”

So could you pursue that a little bit? I
mean, when does a questioning attitude get in the way?
And when is it the right thing to do? Or is it simply
something that we can only answer after the fact?

MR. DUGGER: You know, questioning
attitude is not a tool that is something that we
easily understand. As a young reactor operator or
building operator, when I was with the Carolina Power
and Light System, it was not something that just came
easily to me to question why we did things one way or
another or why the material condition existed the way
it was.

It was something that I had to be trained
in, and it was the training that I got through
observation of management that helped me understand
what a questioning attitude was. And it was through
many training sessions and workshops such as this
where we discussed the factors of safety culture and
how to generate a good workforce and develop a good
workforce where questioning attitude really came to
play. And many of those were through the Institute of
Nuclear Power Operations.

The fact is, or as I see it, that we have
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to train our workers on questioning attitude, and we
do that by being a senior manager or being a vice
president or general manager or superintendent
supervisor, sitting in meetings and advising and
coaching and helping people understand where they
should be asking questions, and training them on that
questioning attitude.

Otherwise, you know, I can ask questions
all day. You know, I can look at a procedure and say,
"Gee, why did we write it this way? Why didn’t we
change this word?" And certainly mechanisms exist to,
you know, through a process to change procedures or
change words or change process, but that’s not
productive, and management does have a role to
maintain productivity.

But management also has a role in being
able to determine when an issue is something they have
to respond to or when they tell the person, "That'’s
good insight. Thank you very much," and we’ll write
up a procedure change document or we’ll write a
corrective action report and go address that.

We should never turn off our employees
from asking questions. We should encourage them to
ask questions, but we also have a job to do. And many

of the jobe that we do are time-dependent in the
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industry. When we’re running surveillances or
performing maintenance activities, some of those
activities require close coordination with other
groups.

So to head off a lot of that questioning

attitude that could occur, one of the mechanisms that

the industry has developed -- and it’s not just the
nuclear industry -- and certainly we didn’t get this
just -- we didn’t just make this up, but we observed

it through the aviation industry and other places --
is the use of very good pre-job briefs that cover all
aspects of the Jjob from industrial safety to
procedures to questions that people have about the
procedures, so we can cover all that and get it out of
the way.

And sometimes people believe that those
pre-job briefs are too'timely and time-consuming and,
you know, are way too detailed for the activity that’s
going to take place. But it helps establish that
mentoring of the people, and it helps establish the
focus of the organization from a safety culture
standpoint.

And it allows that individual to raise
that question in a non-combative environment before

the activity takes place, so that he has the
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opportunity to get an answer. Many times corrective
action documents are generated out of that, procedure
changes are generated out of that, mechanisms of
monitoring or looking at that activity or change based
on those pre-job briefs, and then the activities
performed and all of the questions are answered before
we get there.

If there’s too many questions, that
activity will be postponed. That activity will be
stopped, and we’ll back up and retrench and take a
look at what that employee is talking about. They are
our best ears and eyes in the plant, so we try to pay
attention to them.

MEMBER APOSTOLAKIS: I have a question.

MR. DUGGER: Sure.

MEMBER APOSTOLAKIS: You made a strong
argument that also others have made that senior
management is really the key to a good safety culture.
And I'm willing to go along.

MR. DUGGER: Okay.

MEMBER APOSTOLAKIS: But then I find
myself having problems with that. Your slide 14 with
the title "Working on and Improving Safety Culture"
says nothing about senior management. I mean, if

that’s the key, why didn’t you say anything here? Why
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didn’t you put something in your bullets?

And then, I’ll go one sﬁep beyond that.
If this agency accepts your argument, then we know
what a potentialr vulnerability is. If senior
management at a particular facility does not set the
right tone, then things will happen. So we know that.

But at the same time, we know that we have
to stay away from it, that we are not supposed to
regulate management. So are we finding ourselves,
then, in the positidn where we know of a potential
vulnerability but our hands are tied?

MR. DUGGER: = I think, first of all,
addressing the slide that you got exactly the point
that I intended from the slide, and you obviocusly got
the fact that I think management is the key to a good
safety culture. I dén't think your hands are tied.
I think there is many ways to address the management
of a station and management of safety culture at a
station.

Through my interactions with regional
administrators through the various reports that we get
through the cross-cutting observations that we get in
the reports at individual sites, we see comments about
culture, we see commentsrabdut human performance. So,

obviously, this is being observed at some level.
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And they are drawing these conclusions
based on doing what we do, which is to take a hard
look at the corréctive action program, to take a hard
look at the root cause analyses that are being
performed at a station.

And if they’re not rparticularly
comprehensive, or there are activities going on at a
utility where they’re not being identified and rolled
into their corrective action program, or that
corrective action program is not being timely in
resolving those issues, that shows up in the report
also, and we may get some type of finding associated
with that.

So I don’t think your hands are tied at
all. I think that your -- I think you have all the
leeway you need today to go forward and regulate the
industry and push for better safety culture.

Now, obviously, this has‘ been pretty
successful to date, with the exception of a few
indicators that the pefformance of the units has been
tremendously improved over the past io years.

MEMBER APOSTOLAKIS: By the way, on 15 --
just one last point. On 15, you say that regulation
is already there, and one of the bullets says

inspector observations.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

i8

19

20

21

22

23

24

25

53

MR. DUGGER: Yes.

MEMBERVAPOSTOLAKIS: I believe these are
not part of the regulations.

MR. DUGGER: I think that can be true,
that we get insight from our resident inspectors that
are not regulation-drivén, and that we value that
input. We highly value that input; let me put it that
way. That these are people that are in the plant
sometimes more often than management, observing in the
control room and observing specific activities in the
plant, again sometimes more often than management.

And they provide very good insight. If
they see something is changing and they can’t
understand why it‘s changing, or they see an
expectation that’s not being met, and they bring that
to management attention, that is real value added to
safety culture of a station.

MEMBER APOSTOLAKIS: Steve?

MEMBER ROSEN: Let me agree with you, that
I think you have -- the industry has been successful
over the years in managing this issue in the main.
However, it’s not the main that we’re worried about.
It’s the outlier. And it’s the outlier that we have
-- is the reason why we’re here today, one particular

outlier.
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But I think you need to think about your
presentation in that sense. One of the ways to do
that is to look at the same slide 14, which is about,
how does an orgénization measure safety culture? And
how would we measure it to find the outlier? What
data would we get to find the outlier?

We are already getting plant performance
indicators. We don’t get a very clear -- here at the
agency I'm talking about; and particularly I'm talking
about ACRS. We don’'t see a clear portrayal of the
corrective action categories, and we have almost no
visibility of the human performance indicators. So
those are sort 6f bold assertions of mine.

Can you tell us, just for example, maybe
for some of my colleagues’ benefit maybe more than
mine, because I do see these in some interactions I
have with people and ofgénizations in the industry,
what human performancé indicators yéu think are
important, and that we should maybe monitor in a more
direct way than we do now.

MR. DUGGER: The human performance
indicators that I think are particularly valuable to
me and that I would use at a plant are really the --
we monitor errors per number of worker hours, and we

loock at those errors in various categories. You know,
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sometimes they lead to a failu¥re, and they’'re a
significant error.

Butmore often than not they’re an error
that is a precursor to something else, and it’s being
able to take the information that you get from those
precursors errors and being able to roll that back
into the organization that -- where the benefit lies
from that. It’s not just thé indicator and monitoring
the indicator.

It just tells you'that, you know, you’ve
got .15 errors per 10,000 hours work. And, you know,
although that’s of some wvalue, that doesn’t really
help your organization any at all. It’s what has
created those errors, and what you do with that
information, that counts.

So if you’re seeing a lot of errors,
particularly in procedure compliance or people are
suddenly making valve manipulation errors, or
something of that nature that is -- does not create a
real plant problem, but is a precursor that could
create a plant problem, then that’s something worth
monitoring and worth-measuring.

MEMBER ROSEN: So now in our three-part
communication, I‘ve asked you a question, you answered

it by saying errors per number of worker hours, is
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that correct?

MR. DUGGER: Errors per number of worker
hours, that’s correct.

MEMBER ROSEN: Now, that means that we
should see that in some way, or the agency should see
it and report to the ACRS when we ask about how a
plant is doing, but we don’t. I think that’s just a
useful thing to think'about._

MEMBER APOSTOLAKIS: Okay. Any other
burning questions? Thahk you very much, Mr. Dugger.

MR. DUGGER: Thank you.

MEMBER APOSTOLAKIS: The next speaker is
Dr. Murley. Tom, you haﬁe a lot of slides. Do you
want to go over -- okay.

DR. MURLEY: No. There are far too many
slides there, and I‘1l1 just go through --

MEMBER APOSTOLAKIS: So what qualifies you
to be here?

(Laughter.)

DR. MURLEY: I have lots of free time.

(Laughter.)

MEMBER ROSEN: We question your judgment
to spend your free time here.

(Laughter.)

DR. MURLEY: For those who don‘t know my
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background, I retired from the NRC staff in 1994. I
was Regional Administrator in Region I from 1983 to
1987, and that’s where I formed a lot of my original
ideas about -- it wasn'trcalled safety culture then,
but that’s what it tﬁrned out to be.

And then, from 1987 until 1994, I was
Director of Nuclear Reactor Regulation, worked closely
with Ashok at thatrtime.

I'd like to start with -- I have thought
deeply about this issue for many years, and so I’1ll
share my thoughts and how they arrived.

As Ashok Thadani said, the INSAG, thé IAEA
expert panel, in 1986 mentioned safety culture, but
they didn’t really define it or talk about it very
much. And I was at an IAEA conference in 1988, and
Herb Kouts was there. I was in the audience. Herb
Kouts was talking, and some Russian members asked
Herb, what did you mean by "safety culture"? Because
he was on the INSAG at that time.

And Herb said, "I don’t know." And then
he turned to me‘and said, "Tom, what do you think?"
And I hadn’t really put my thoughts together, so that
got me to think about and put my thoughts together.
And in the next year, 1989, was the first regulatory

information conference.
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And I led off the conference with a paper
titled "Developing a Safety Culture," and that7s the
first time I know of that anything was written on
just, what is saféty culture? What does it mean?
What are some attributes?r And it stemmed, as I said,
from my experiende aé a regional administrator in
Region I.

And ﬁhere's one interesting chart from
that talk that I gave that I thought I would mention
to you. I call it the Plant A/Plant B comparison, and
it became moderately famous among the staff about --
because it illustrated, what do we mean by two
different cultures?r‘And at the time, for example,
plant-specific simulatbfé weren't required, and some
utilities didn’t ha#e them.

And there’s a lot of attributes on Plant B
that we saw everyvday at plants in that era. And,
likewise, we saw attributes of Plant A, and they were
very mixed. And therpoint I made at the conference
was most of these plants meet NRC’s regulations, still
do probably, except for the simulator.

And the point I wanted to make was that
they’'re not equally safe. That’s self-evident. We
didn’t know how to quantify it. We didn’t know what

to do. But this started the dialogue about how one
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should look at safety, and particularly the regional
inspection staff fqund this chart to be very
interesting. I went to each of the regions and talked
about this concept. |

Okay. Thét was 1989. The nuclear
industry was not very comfortable with that concept
back then. I wish they were as enlightened as Chuck
was just now in his discussion, but théy ﬁeren't. And
the Commission, in fact, was not easy with that
concept, and at a Commission meeting the staff was
told in so many words, "Don‘t use that concept." In
fact, I was told, "Don’t even use that language."

So rsafety culture then went by the
wayside. It wasn’t in our regulations. We didn’t
need it. We did -- we 1looked at many of the
attributes that were on these Plant A/Plant B kind of
things, but within the context of the current
regulations at the #ime.'

The IAEA continued with their effort.
They put out a number of booklets on developing safety
culture. The SWiés Regulatory Agency, in 1997, put
out safety culture in nuclear installations. Whole
forests have been developéd or lost to writing about
safety culture'now.»

And eveh INPO has reports that touch on
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safet-y culture. And I was very piéased to see that at
the December 2002 INPO CEO conference Chairman Meserve
talked about safety culture in an NRC perspective. So
at long last, safety culture is back from the
graveyard of forbidden lexicon in this country, and
oh, be still my heart.

(Laughter.)

I am pleased to hear that.

The way I got back into this topic,
George, was that the Nuclear Energy Agency in Paris,
OECD, has a committee on nuclear regulatory
activities, which I’'m sure you know. Sam Collins
represents NRC.

But there are senior regulators from all
agencies of OECD countries. And in 1998, I was asked’
to be the facilitator of a report, a task group, and
write a report on regulatory approach to safety
culture issues. And that’s what I’1ll talk about
today.

And you’ve got the pamphlets in front of
you. There’s two of ﬁhem. The Vfirst one was the role
of the nuclear regulator in promoting and evaluating
safety culture, and the second one was, what happens
if you don’t have a good- safety culture?

Steve’s point about the outlier, you're
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exactly right. If we could go by averages, things
would be fine. But it’s the outlier that can cause
accidents in this country.

The ideas in these booklets are from many
people in the task group. They’re not only my ideas.
I wrote the pamphlets, and I agree with them, but it
was approved by the full CNRA and it is, in fact, a
Nuclear Energy Agency publication. And I don’t speak
for NEA or CNRA. The reports speak for themselves.

CNRA members were generally agreed that
regulators could not regulate safety culture directly.
In other words, that was a premise of writing these
reports, what was behind it.

Ashok has mentioned license condition 36
in the UK. 1I’ve looked at that. 1I’'ve talked with
people, and it’s really just a small, tiny part of
safety culture. |

Main themes in the reports are, I would
say, four. One is that safety culture is essential
for safety. Second theme is, how can you promote good
safety culture? How can a regulator promote good
safety culture? These, by the way, are written for
the regulator.

I think anybody can find them useful to

read, but they’re aimed at the regulators of OECD

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

62
countries. And in that éense, they’re unique. Most
of the other reports you find on safety culture are,
what are the attributes, and how can you develop those
attributes? This is different.

A third theme is, how can a regulator look
for signs of a weak éafety culture and the signs of -
declining performance that flow from a weak safety
culture? And then, finally, a theme is, | what are
appropriate regulatory actions to take to intervene

before declining safety culture leads to actual safety

problems?

So thét's the background, then, of these
reports.

I'1ll zip through a few slides, George, and
then I’'11 --

MEMBER APOSTOLAKIS: That’s fine.

DR. MURLEY: -~-- stop and ask questions.

We know now that a good safety culture is
essential for overall nuclear safety. I suppose

there’s still some debate about that, I don’t know,
but I’‘'m very encouraged to hear my colleagues here at
the table talk about the recognition of the
importance.

The regulator has a role to play in all of

this, because the relationship between the regulator
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and the operator can influence an operator safety
culture either positively or negatively. I won’t
dwell on that. It is discussed in the report. The
safety regulatof has to have its own safety culture.
Imagine that.

NRC has no other job but to be worried
about safety, and yet it’s nonetheless important that
NRC have a good safety culture. And it’s not a given.
That is, it’s not all that matters, if that’s the
case.

Regulatory body should set a good example
in its own performénce. Technically competent, high
safety standards, good 3judgment, and deal with
operators in a professional manner. If that -- those
are essential, it seems to me. If the NRC or any
regulator is going to hoid an operating company, a
utility, to high standards, they’ve got to exhibit at
least these minimum standards themselves.

And here again, we list some attributes of
a good safety culture. Othér people can speak better
about these than I can,'I'm sure, but I think they are
generally accepted now. Most pamphlets that I read,
most reports I read, talk about some combination of
these attributes. And Mr. Dugger’s slides had many of

them in there as well.
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But I do agree with you, Mr. Chairman,
that it’s -- even though you can writé the attributes
down, it’s not easy to Qé in and look and say yes or
no. And that’s why I think at the end of the day
there was not -- there was no consensus that one can
really regulate safety culture, because it’s so -- to
do it even approximately correctly, a regulatory
agency would have to be so intrusive that they would
almost take over operation of the plant.

That’s my view, I think, and that’s why if
we could regulate safety culture I would like to do
it. But I don’t think it’s practical.

So a large part of these booklets has to
do with -- if you can’t do that, what can you do as a
regulator? And there are many things. You can look
for signs, and there’s whole pages in here discussing,
what are some signs of possible weaknesses in safety
culture?

This is the model that these pamphlets are
based on. Namely, that if a' weak safety culture
exists, then that will lead to declining safety
performance, and thét, in turn, will lead to safety
probl.ems. And that it’ srnot as clean-cut as these
boxes indicate, but you can intervene at either stage

here.
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And it depehds, really, on the philosophy
of the --

MEMBER APOSTOLAKIS: Which stage is that
-- you said "eitﬁer stage."

DR. MURLEY: You can intervene either
here, George, or —

MEMBER APOSTOLAKIS: Oh, okay.

DR. MURLEY: And that means you have to
look for signs of safety culture.

MEMBER APOSTOLAKIS: Yes.

DR. MURLEY:' Or you can wait until that
manifests itself in declining performance. These are
easier to recognize.

MEMBER APOSTOﬁAKIS: Right.

DR. MURLEY: That chart shows regulatory
intervention at this latter stage, but it can be done
at either stage. And it -- the books discuss how one
might go about that.

MEMBER POWERS: Don’t we do it the other
way around? That wheﬁ we see either safety problems,
an event occurs, or we get some massive information
about declining performance, many events occur, small
events occur.

DR. MURLEY: Right.

MEMBER POWERS: But then we conclude there
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must be a weak safety culture?

DR. MURLEY: That’s usually how it works,
yes. But it doesn’t ha#e‘to work that way. One can
look -- again, I don’'t want to go into all of the
details, but‘ you can look and find weak ALARA
programs. Postings around the plant aren’t very good,
sloppiness. You can look for those kinds of things
and then try to put them together, and you don’t have
to wait for events, eveh small issue events.

Now, I recognize that’s tricky. That
makes the regulator very intrusive, but you can do it.

MEMBER POWERS: No, I don’‘t think you can.
I mean, if I come in and I say, "Find something that
I, as an observer, find is weak" --

DR. MURLEY: Yes.

MEMBER POWERS: -- and there’s no tech
spec or condition of operation I can write up against,
I can’t say anything about it.

MEMBER SIEBER: No, you can‘t.

MEMBER POWERS: I have to - find
something --

DR. MURLEY: Yes.

MEMBER POWERS: -- you could write up
against.

DR. MURLEY: Yes.
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MEMBER POWERS: And if I can’t find
anything, there is --

MEMBER APOSTOLAKIS: Evidently, that’s not
the way it works, Dana. We were told yesterday at --
Tuesday that -- and I think Mr. Dugger confirmed it,
that the regional étaff can bring up issues that are
not necessarily in the regulations, and the utilities
are usually very f-ralways responsive.

MEMBER POWERS: I can bring up anything I
want to. I can‘t write it up.

MEMBER APOSTOLAKIS: And they can write it
up.

DR. MURLEer That’s true. Maybe some
people in this room might recall my days as a regional
administrator, but I didn’t feel --

MEMBER APOSTOLAKIS: No.

DR. MURLEY: -- particularly constrained.

MEMBER APOSTOLAKIS: We have letters that
they do write it up.

DR. MURLEY: Yes.

MEMBER APOSTOLAKIS: They do write it up.

DR. MURLEY: You can take enforcement
action.

MEMBER POWERS: That’s the whole thrust of

the ROP. All those Level 4 findings are now
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disappearing.

MEMBER APOSTOLAKIS: There is a lot going
on with the first column of the ROP that we were not
aware of, a lot, and we --

MEMBER POWERS: We can disduss it later.

MEMBER APOSTOLAKIS: -- we will, yes.

MEMBER POWERS: But how many regions have
we been to? How many inspectors have we talked to
that say, "I’m curious about this. I’m bothered by
this. But I can’t write anything up because I can’t
find a regulation to write it up against, or it
doesn’t make the ROP"?

MEMBER APOSTOLAKIS: That was not a
message we got the other day. Maybe things have
changed. I don’‘t know.

MEMBER POWERS: But it’s the message we’ve
consistently gotten from now four regions.

MEMBER APOSTOLAKIS: Not from Region I.

MEMBER POWERS: This is a recent visit to
Region I. We’ve been to Region I before, and we got
an earful. I taught a class in Regién I the other
day, and I got more than an earful on this.

MEMBER SIEBER: My experience is more on
the line of Dana’s otherwise. When things are written

up in your reportr, they’'re based on a regulatory
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requirement.

MEMBER APOSTOLAKIS: Yes.

MEMBER SIEBER: On the other hand,
briefings can be further afield.

MEMBER APOSTOLAKIS: 1Is there a fegulatory
requirement that we could take a correction -- a
corrective actiqn now? It has to be effective, and
the same thing should hot happen a year from now? I
don’t know that there is a regulation, and yet I have
six letters here to the vice presidents that point
that out.

So things'have changed, it seems to me.
People do write up thihgs that -- but I think we’re
getting away frdm -~ we are interrupting Tom too much.

MEMBER ROSEN: I want to interrupt to ask
you a question about this slide, because to me it’s --
the way you’ve poftfayed it is simply not good enough.
The endeavor we are engaged in here, the safety of --
the public’s health and safety, and reasonable
assurance thereof, seems to me not adequately served
to allow declining safety performance before a
regulatory intervention. So that leads me very
quickly to the gquestion of detecting weak safety
culture.

MEMBER APOSTOLAKIS: I think, Steve --
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MEMBER ROSEN: And that declining safety
performance is a élippery slope whose slope you don’t
know. It can be much steeper than you think. And,
therefore, I'm over4on the left-hand side trying to
intervene based on a weak safety culture, before the
signs of declining safety performance are evident to
everyone.

And I think you said it could be done.
It’s hard, you said, but some things that are hard are
worth doing.

DR. MURLEY: I didn’‘t want to get into it,
because it’s -- but one can take regulatory actions
earlier when you‘ve got change conditions that
indicate they may be a weak safety culture. Again, I
have to refer you to the pamphlet, because it does
acknowledge that, Steve,rthat there is the possibility
of regulatory intervention early. It depends on what
the regulator wants to do.-

MEMBER APOSTOLAKIS: Your previous slide,
Tom, was really very interesting. But I think you
need to massage your words a little bit. Let’s go
back to the previous slide.

DR. MURLEY: Yes.

MEMBER APOSTOLAKIS: For example, in the

first box, weak safety culture. I mean, you are not
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really -- you don’t mean the whole culture. You are
identifying weak safety culture attributes. I mean,
no licensee would be, you know, bad at everything. I
mean, that would be an extreme case.

But ybu can identify, 1like you said
earlier, ALARA and éther things that you pointed out.
And declining safety performance, yes, is really a red
flag for us. I would say if -- I don‘t know how
familiar you are with t;he action matrix of the revised
oversight process. This really you have to be on the
left, the licensee respénse column.

CHAIRMAN BONACA: But this doesn’t say
declined 70 -- it says declining. So there is an
implication of a trend --

MEMBER APOSTOLAKIS: Yes.

CHAIRMAN BONACA: -- and some intervention
somewhere in that trend. So, I mean, if you are still
at a level where you cannot perceive any decline in
safety performance, and you want to intervene, I think
it’s an impossibility. It means that YOu don’t have
enough indicationvtor even see it.

So_IA think you have to take it -- you
know, is not really -- there is a continuum there, the
way I see it from --

MEMBER APOSTOLAKIS: And also, we have to
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understand better what regulatory intervention is --

DR. MURLEY: ' Keep in mind, I wrote this
for an international -- |

MEMBER APOSTOLAKIS: Yes, I --

DR. MURLEY; -- group.

MEMBER APOSTOLAKIS: -- appreciate that.

DR. MURLEY: And they don‘t have the same
system as NRC does.

MEMBER APOSTOLAKIS: That’s right.

DR. MURLEY: By far.

MEMBER APOSTOLAKIS: I know.

DR. MURLEY: And so these are kind of
generic terms.

MEMBER APOSTOLAKIS: Yes, yes.

DR. MURLEY: To illustrate the concept.

Well, I’l]l move on, and briefly the -- it
talks about periodic safety assessments that a
regulator can do. It talks about early signs of
deteriorating performance. Now you ask, what can they
be? And there’s whole pages in these books that
describe specific examples of deteriorating
performance in each of these areas that a regulator
can look for.

And not only was I a former regulator

writing this, but there were many, many very good

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W,
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

73
experienced people on this task force. Sam Collins I
mentioned. Roy Zimmérman was on it for a time. And
people from the UK, from France, from Sweden, Germany,
so it had a lot of good, thoughtful input to it.

MEMBER POWERS: I guess I’'m struggling a
little bit. I look at that list, and I look at
dominant -- risk-dominant accidents, and I don’t see
much of a relatibnship between the two.

DR. MURLEY: Well, there are. That is,
these have to be pegged to safety and regulatory
requirements. I mean, they have to have a legal
foundation, and that féundation has to be safety.

Oon this one chart, I don‘t have room,
Dana, to go into --

MEMBER POWERS: Well, I'm sure of that.
But what I’'m asking you is suppose my documentation
was abysmal, like it typically is on the -- their
design basis for fire protectiqn. That doesn’t affect
-- it’'s not evident to me that that affects the
incidence of fire at a plant.

DR. MURLEY: It may not. And I don’t
think you would take any single item like that by
itself. But you would look at every one of these
areas -- the idea is you would - the inspector would

look for a whole sign of attributes in the operations
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area -- I mean, just to give you -- in the reports,
each one of these items has a whole list of specific
examples -- valve misalignments, electrical/mechanical
system misalignments.

And what an inspector does is look for
instances of this, and then they put it all together.
I don’t know, have any of you ever heard of SALP?

MEMBER POWERS: Yes.

{Laughter.)

But usually with some derogatory adjective
right before it.

{Laughter.)

DR. MURLEY: It’s a cromagnﬁm concept.

(Laughter.)

MEMBER APOSTOLAKIS: Isn’t that, though,
an important dimension to this that perhaps we are not
emphasizing enough? I mean, we will always find
errors in operations or in précedures, or whatever.

DR. MURLEY: Sure.

MEMBER APOSTOLAKIS: I’'m really interested
in whether these are systematic and they are, in fact,
a cause for common failures -- common cause failures.
I mean, that really should be the driver here,
because --

DR.‘ MURLEY: Yes.
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MEMBER APOSTOLAKIS: -- it’s the same
thing with~thé list of causes that Ashok put up there.
Yes, I mean, I can look at particular human action and
find the causes and say it was this and that, and that
-- but what really worries me is that if the next one
has the same cause, and the next one, I mean, it’s
really the dependencies that are created by these
things that give them importance, not the fact that
you have individual lapses in judgment.

And this is not really emphasized enough
in the documents that I have seen, not just the NEA,
but in general this aspect of potential common cause
failures. What is your view on that? Or is it
implied by what you are saying?

DR. MURLEY: It is partly implied, George,
but I don’'t think enough careful thought has been
given to the particular vulnerabilities to common mode
failure that -- to my mind, a poor safety culture is
the granddaddy of all common mode problems in a plant,
because it cuts across -- I mean, just go back and
look at what happened at Chernobyl.

I thought it was very insightful for INSAG
to use the term "safety culture," but it -- because
that’s the thing that caused people to run the test in

the first place, to keep running the test or planning
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the test when they shouldn’t have, to shut off ECC
systems. What is the common theme to that? And it
was the attitude of the people at the plant that
allowed them to do ﬁhat, which was safety culture.

But other than that, I don’'t know that a
lot of regulatory inspection thought has been given to
focusing particularly on common mode --

MEMBER APOSTOLAKIS: Ashok, you want to
comment on this?

MR. THADANI: Just a brief comment. I
think I completely agree with the point you’re making.
In the end, that’s really what you ought ‘to be
concerned about. What we were trying to search for,
and if we get back into this area -- and I’'m speaking
for Research now -- was can we -- valve misalignments,
or whatever. Pick some examples.

Can we point to the causes? Are they
coming from improper maintenance of components, if you
will? Can you integrate the information that you are
looking at and move it up to say, "Well, perhaps the
issue is maintenance training."

MEMBER APOSTOLAKIS: That’s right.

MR. THADANTI : And.that's what you’re after
in the end. 1It’s not the individual problem. 1It’s

the collective impact of those problems on what could
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go wrong down the road.

'MEMBER APOSTOLAKIS: Yes.

MR. THADANI: And that’s really -- and I
personally think that we have -- "we," again Research
-- has not done a'very'good job of articulating how
some objective inforﬁation» could be collected,
analyzed, and translated into what could really be
important in terms of safety. You can apply that same
thing to training of operators, if you go to root
causes and move up and integrate that information.
And that’s really the area that at one point we were
interested in pursuing.

MEMBER VAPOSTOLAKIS: And my point -- I
know that you guys believe that, but my point was that
in the 1literature on éafety culture, this is not
emphasized enough, that you are not really looking for
an individual error. You are really trying to see
whether there is a systemaﬁic problem.

MR. THADANI: Yes.

MEMBER APOSTOLAKIS: Which, of course, is
consistent with what Mr. Dugger told us about senior
management, and so on, because they set the tone.

Okay, Tom.

DR. MURLEY: I will close, Mr. Chairman,

with just these thoughts, then. 1It’s very difficult
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-- and{ in fact, the conclusion of the CNRA, when they
-- when we wrote this report and when they approved
it, was that you can -- a regulator cannot regulate
safety culture és an enﬁity like that. But that
doesn’t mean that regulaﬁbrs are helpless.

MEMBER APOSTOLAKIS: Right.

DR. MURLEY:r There are many things they
can do, and thesé are some -- what was proposed was a
graduated approach. You do ;- where you start to get
inspection signs, iesident inspectors telling you
things. You do special surveillances. You meet with
plant management.

And here, Dana, you can go beyond the .
regulations. Regionél'management frequently -- I
think probably always is not inhibited in saying,
"You’ve got a problem in your radiological control
program. Do you know that?" And those things happen
all the time, you know, and --

MEMBER POWERS: Yes, sure they do.

DR. MURLEY: You meet with top corporate
management, sometimes meet with the Board of
Directors, and sometimes have to take enforcement
action. Sé there are things that can be done, not
enough time to go into all of those, but I think I’'ve

given a flavor --
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MEMBER APOSTOLAKIS: No, that’s fine.
That’s fine. |

Okay. Any quéstions for Tom? And we’ll
come back to these issues, I'm sure, at the end of the
panel.

Okay, great " Thank you very much. I will
thank the first three speakers.

We’ll take a break now until 10:30.

(Whereupon, the proceedings in the

foregoing matter went off the record at

10:14 a.ﬁ. and went back on the record at

10:32 a.m:)

MEMBER APOSTOLAKIS: Back into session.

The next speaker is Mr. Howard Whitcomb?

MR. WHITCOMB: Yes.

MEMBER APOSTOLAKIS: Please say a few
words about why you’re here, and then proceed.

MR. WHITCOMB: Mr. Chairman, and members
of the committee, thank YOu for the opportunity to
share my comments on the underétanding‘ of safety
culture. I'm a resident of Ottawa County, Ohio, the
county of residence of the Davis-Besse facility.

I suspect I’'m here today because of my
interest in the matters of safety culture. 1I’ve asked

Mr. William Keisler of the Nuclear Maintenance
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Integration Consultants Corporation to share his
experiences with the committee this fnorning. We offer
this information in hopes that you find it helpful in
framing anything that’s necessary towards the future.

Before I suggest the characteristics of an
appropriate safety culture, I would like to take a
step back and look at where the. industry has been.
The concept that an appropriate safety culture is a
necessary ingredient: for the safe operation of a
nuclear facility is notrnew.

Safety culture and its contribution
towards the effective material condition management of
a nuclear plant has been known for over two decades.
It has its origins all the way back to Three Mile
Island. The discovéry of the seriously corroded
reactor vessel head at Davis-Besse in February of 2002
is the most recent reminder of the safety and economic
consequence resulting from a lack of genuine
commitment to the safe operation of a nuclear reactor.

In this case, the irreparable damage to
the reactor vessel head was the result of a deliberate
refusal to perform routine inspection and maintenance
on a critical reactor pressure vessel component. This
is not the first time that the failure to perform

requisite maintenance on plant equipment has occurred
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at the Davis-Besse nuclear plant.

The types of problems recently identified
in determining the root cause at the Davis-Besse
nuclear plant resultr from a 1lack of technicél
competence and management integrity. A degraded
reactof vessel head is only a symptom of the problem.

Subsequent to the loss of the main and
auxiliary feedwater event at the Davis-Besse plant in
1985, the Nuclear Regulatory Commission promulgated
its findings and conclusions as to why the event
occurred in NUREG-1154.

Specifically, the NRC’s investigation
concluded that the underlying causes of the event
were, one, a lack of aﬁtention to detail in the care
of plant equipment.

Two, a history of performing
troubleshooting maihtehance and testing of equipment
and of evaluating operating experience relating to
equipment in a superficial manner.‘ And as a result,
the root causes of the problem were not always found
and corrected.

Three, the engineering design and analysis
effort to address equipment problems was frequently
either not utilized or was not effective. And,

finally, the equipment problems were not aggressively
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addressed and resolved.

With fespect to specific characteristics
of an appropriate safety culture, I offer the
following. Number one, aﬁ appropriate safety culture
mandates the existenée of a proactive maintenance
regimen for all plant equipment, regardless of its
safety classificaﬁion.

Two, an appropriate safety culture exists
when employees are confident that their concerns
affecting the material condition of the plant
equipment will be expeditiously addressed and
resolved.

Three, 'én appropriate safety culture
exists when employees who raise legitimate equipment
concerns receive positive recognition for raising
those concerns.

Four, an appropriate safety culture exists
when equipment issues are timely reviewed by all
facets of plant management.

Lastly, an appropriate safety culture
exists when plaﬁt economics does not indiscriminately
interfere with a decision to perform immediate
corrective action. |

With respect to why some nuclear

facilities perform better than others, Commissioner
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Zech of the NRC, in thé March-April 1988 issue of
Nuclear Industry,rstated that, "If there is one key,
it is what I call leadership involvement -- leadership
involvement, with an emphasis on and real
understanding of quality."'

How far'down the organization does the
chief executive officer look to find out why his plant
isn’t operating as well as it should? Through the
operators, to the maintenance people, to the
technicians, communications is 80 important.
Standardization is impoftant, if the industry is going
to survive in ourrcouﬁtry.

I submit to you, gentlemen, that the
necessary ingrediehts to achieve a desirable safety
culture include ﬁanagement leadership, personal
integrity,technicaléompetence,personalreliability,
and two-way communications.

Mr. Keisler will provide more detail as to
the attributes that are necessary.

Thank you.

MR. KEISLER: Culture is not a soft issue
in reactor and ?ublic safety. It is the most domiﬁant
factor. Just as radiological material decays to a
lower energy, the same is true of organization

personnel behaviors.
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Organization half-life is a characteristic
that becomes visible when it is ignored. Organization
half-life must be proactively manéged to prevent
material condition degradation if actual reactor and
public safety are to be achieved.

The management of organization half-life
was first advanced by Mr. Ollie Bradham at the V.C.
Summer Nuclear Plant.- Davis-Besse illustrates and
confirms that organization half-life is the
disintegration factor in reactor and public safety
that is presently unmonitored.

The lack of safety culture at a nuclear
plant does not mean there is no culture. At Davis-
Besse, that culture is one of systemic refusal to
perform requisite maintenance. Retrospective from
today, the Davis-Besse culture has sustained through
three management regimes. Approximately every eight
years since commencing commercial operations, the
Davis-Besse nuclear powerplant has yielded an
unacceptable equipment challenge to the nuclear
plant’s established margin of safety.

The common denominator in each of these
eight-year half-life periods is the recurring failure
of regulatory oversight to recognize the degrading

culture prior to the equipment challenge of the margin

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

85
of safety. That regulatory failure is not by
complacency, nor laxity, nor nuance.

Davis-Besse has a distinctive organization
half-life regarrdingrreactor and public safety that
must not be ignored'.’ As the nuclear industry postured
towards risk-based management, the culture at Davis-
Besse was inapproprirately not factored. The culture
at Davis-Besse, embracing superficial ané.lysis and
inspection as well as the systematic refusal to
perform maintenance, has always been incompatible with
the risk-based managément strategies.

The hole in the reactor vessel head, or
something similar to it, was inevitable, and the
occurrence was anticipated, if not even predicted, as
early as 1988. Since771988, the nuclear industry has
deviated from its ethical foundations.

Risk-based management is sound science; I
support it. But risk-based management requires a much
higher degree of organizational srelf-discipline than
other more prescriptive strategies. The écience of
risk-based management has truly ,been} misapplied in
some applications. Risk-based management can stratify
maintenance priorities. However, risk-based
management cannot eliminate maintenance.

This fallacy is being articulated from the
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highest levels of the nuclear industry. This is not
so nuanced in the percéptions. Thé articulations are
contrary to nuciear industry experience.

The pinnécle events in the nuclear
industry over the years show interactive failure
between safety-related‘ and non-safety related
equipment. Nothing in a nuclear plant should be
allowed to run to failure, not enough lightbulbs. The
hole in the reactor vessel head at Davis-Besse is an
indicator. It is not simply a statistical outlier.

The premise of operating some equipment by
a run-to-failure premiseris unacceptable in lieu of
proactive maintenance where there is a lack of safety
culture, or the culture is those refusals. The run-
to-failure mentality affects the managing organizatioh
and impacts safety-réiated and quality-related
structure system and components.

Erosion and corrosion are known to be
functions of how a nuclear plant is managed. Just as
the Davis-Besse reactor vessel head is being
destructively examined for the industry, the same
level of examination needs to be performed regarding
the historical culture of this licensee.

NuMIC'’s determinations are

counterintuitive as to how risk-based management
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strategies have been implemented to date. Material
condition control -- when that becomes the focus as a
byproduct of organization culture management, more so
than simply syétematic maintenance

While human emotion cannot will a pressure
vessel’s integrity to retain pressure, the fact is
human emotion dictates human action. Degradation is
a continual, time-related process that challenges
material condition. |

Degradation always demands that humans
perform some actions upon the systems, structures, and
components in a timely'mannef, at a nuclear plant that
time constants and material condition degradation are
generally longer than inherent organization half-life,
creating an impact.

The attributes déta of safety culture are
identifiable and quantifiable. That'’s premised on the
basis that human performance being the dominant
influence upon the material conditions of the plant,
then there become cause and effect scenarios between
human behaviors and structures, systems, and
components.

There was a good deal of work done
privately in the 1atev"805 with senior nuclear

executives at some of the top-performing plants in
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this country. And at that time I was a senior
consultant at the Davis-Besse facility. Also, I spent
20 years in ASME Section 11 activities, in repairs and
replacements, pressure testing, welding.

In fact, I was the initial chairman of
ASME 11’'s working group on replacements. So I have
been somewhat involved in the regulatory process over
the years, and evenrthe culture changes that occurred
within those code-making bodies.

From our work, number oﬁe, nuclear safety
culture is an integration of moral and technical
requisites. Leadership actions promulgate the ethical
standards into technical confidence and organization
etiquette.

Leadership philosophy and its beliefs --
and its beliefs are purely on how it acts, not what it
says -- are the determinant of the resulting
organization’s culture. It is the personal integrity
of executives in leadership that governs a nuclear
plant’s material condition over the long license life
of the plant.

Execﬁtive actions demonstrate their core
values, and they must communicate from the highest
level. And it is people who drive programs and not

that programs drive people. Leadership actions more
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so than statements signal the convictions that earned
the management’s réspect.

The overall margin of safety is a
combination of personnel Vintegrity and equipment
material conditionjmahagement. Personnel integrity
influences the material condition. Material condition
must never influence in personnel integrity.

In én'effective nﬁclear safety culture,
personnel reliability profile standards are prevalent
throughout the 1icénsée'at all organizational tiers.

MEMBER LEITCH: Could you slide your
viewgraph up just a little bit, please?

MR. KEISLEk: I’'m sorry. Is that better?

MEMBER LEITCH: Yes, that’s great. Thank
you.

MR. KEISLER: Okay. I’'m ready to change
that one anyway.'

MEMBER SHACK: Put it all the way up, as
far up as you can. Good.

MR. KEISLER: Does that work? One thing
that’s key is that the orgénization recognizes that
degradation of the material condition is a function of
wear, aging, and culture. This degradation trend over
the long license lifé, it does introduce a continuous

dynamic into information management, equipment
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management; ahd productivity management that is
constantly changing throughout the life ofrthe plant.

Proactive material control is a strategic
byproduct of four concurrent managements --
information managemeht, which I think a lot of us can

relate to back in configuration control through the

design bases -- equipment management, organization
management, and productivity management -- all of that
integrated.

Organization management is the dominant in
the integration of these other three managements. The
reason for that, and we’ve heard it stated --
obviously, I think there is some convergence of
thoughts here, just even as we progress from what this
simple graphic is showing.

Operations, maintenance, and engineering
are enterprise-wide, interrelated functions, and not
managed departments. Each function is a subculture in
itself that requires obvious and continual executive
leadership of personnel and administration
integrations.

Organizational feedback from the lowest
levels to the executive level is requisite, and it
must be continuously sold and acted upon by senior

leadership through formal programmatic efforts.
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Leadership recognizes that organiéational
communications from the bottom to the top is the
foundation of material condition management.

Data in and of itself is not information.
The feedback from maintenance personnel -- and that is
maintenance with a capital M, not just in the craft
personnel -- throughout the iicensee organization is
the most critical ’freedback in material condition
management.

Programmatic architectures and procedures
for systematic maintenance alone do not inherently
deliver effective material condition management over
the long term. |

What should the ACRS recommend to the
Commission? The linkage of organizational culture
indicators to the plant material condition indicators
is necessary to assure the continued reactor and
public safety.

The linkage should be codified in law
similarly to the regulation of the maintenance rule.
It has already been demonstrated that not all
licensees can perform meaningful self-assessment with
appropriate resolution.

" The ACRS is the only entity with vested

interfaces to the Nuclear Regulatory Commission, the
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Department of Energy, the Department of Defense, and
the Defense Nuclear Facilities Safety Board. The ACRS
is the only body that is currently empowered to lead
an industry advance towards the establishment of a
meaningful nuclear safety culture within both the
industry and the regﬁlatory agencies with
responsibility for the protection of the public.

It seems that two efforts appear
requisite. The ACRS should demand the research,
development, and cddification of standards which marry
organization cultﬁre relative to nuclear plant
material condition. Nuclear safety culture that
delivers an actualrmargin of safety requires a more
advanced integration of the behavioral sciences with
engineering and physics than currently exists today.

There is evidence suggesting that the
demise of the nucleaf industry from its early ethical
foundations is at a level of deterioration that could
become alarming.

The ACRS, secondly, should demand that a
nuclear industry code of ethics be created and
formally promulgated through training of all nuclear
plant personnel throughout the nation in an effort to
begin elevating personnel integrity and reliability to

a common standard.
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The nuclear industry has drifted into an
era where the most critical aspects to nucleaf safety
from organizational feedback regarding the material
condition management are routinely forwarded as anti-
company, anti-industry, and whistle-blowing.

This mentality has permeated the ranks of
some licensees and the regulators alike to the point
where reactor and public safety are now being
seriously challenged.

In conclusibn, I mention in the research
that I had done I had worked -- some people I had
mentored under early thét brought the first plants in
this nation to the top of the world in performance.
That did not just happen. There were culture changes
that happened then.' I started my career with Duke
Power Company at Oconee Nuclear Station.

The leaders in the nuclear industry of
just one generation removed understood one thing
profoundly. No one can make a nuclear plant perform
by rhetorical superlatives. Those who set the
industry standards understood that excellence is the
personification of ideals. Exceilence was a single
word -- integrity.

The hole in the reactor vessel head at

Davis-Besse has illustrated that no amount of science
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or financial resburces Vcan offset those original
understandings thét had briginally garnered the
public’s trust.

The 'c.;halle'nge now before the Advisory
Committee on ReactorvSafeguards is truly qf national
and internationaldimensioh, It is not unprecedented.
The culture change that occurred at the Oconee Nuclear
Station between 1974 and 1984 delivered Duke Power
Company from the brink of financial defauit to
becoming the first American nuclear plant at the top
of the world in performance. Was I witness to that
change?

Duke Power'srsuccess was achieved from its
leadership and 6rganiZation-advancing technology to
address reality. It was not the application of
technology to offset leadership. The number one
candidate of the ASME International’s éode of ethics
in its nuclear cogent standards policies and
procedures clearly states, "Engineers shall hold
paramount the public safety, health, and welfare."

The licehse of a ﬁuclear plant is a
contract with the public. The license was issued upon
a premise that the licensee continually assure the
public that the material condition of structures,

systems, and components conform with the design from
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its fit and function.

Nuclear plants are not cars, nor trains,
nor planes. Butr decades-old cdmparisons for
justifying nuclear safety are of technological naivete
now that we have experienced a throughwall breach of
a reactor vessel head’s pressure boundary.

The staggéring energy that is contained in
a nuclear plant core must never be underestimated.
That is the most pro-nuclear industry statement that
can be made in light.bf the past realities.

The ASME code of ethics states that it is
the engineers -- people, not the science -- that shall
hold paramount the public’s safety, health, and
welfare. Culture is reactor and public safety.
Culture is shaped exclusively by the integrity of
executive leadership. Excellence must be personified.

A senior executive at the Davis-Besse
plant once made the following question regarding the
Davis-Besse plant. He said, "If my superior tells me
that the wall is brown, why should I ask the cleaning
lady what color it is?" Sitting here today, that
answer is so simple -- and it was then -- you must ask
her, because she knows what color the wall is. If you
do not ask her, éxecutives can end up with a hole in

the head, and that’s not a metaphor and it never was
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then.

Thank you for the opportunity to appear
today.

MEMBER APOSTOLAKIS: Thank you very much.

Any questions for these gentlemen?

MEMBER POWERS: ‘I guess there is a
question maybe just to explain a little bit on your
philosophical approach here. Earlier in your talk you
said, "Gee, we shouldn't run anything to failure," not
-- shouldn’t run anything, any equipment to failure,
not even lightbulbs.

MR. KEISLER: Right.

MEMBER POWERS: I think that quotes you.
Which I interpreted as saying there’s no gradation in
your approach here.

MR. KEISLER: No. I said that risk-based
management can stratify maintenance.

MEMBER POWERS: Okay. So --

MR. KEISLER: There can be a hierarchial
tier to it.

MEMBER POWERS: So there can be a
degradation.

MR. KEISLER: Right. But what I think
we’ve drifted into, sir,‘is that the run-to-failure

mentality, because we’re -~ it’s obvious in -- now we
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know we‘ve had sublicense life 6f steam generators

that ruin your curve and bring it to 10 years out, or

20 years.

MEMBER POWERS: Okay.

MR. KEISLER: That’s an obvious component.

MEMBER POWERS: Okay. I was just --

MR. KEISLER: You‘ve got 15,000 valves in
a plant.

MEMBER POWERS: You have to have some sort
of --

MR. KEISLER:V Safety-related numbers and
all of these other-things --

MEMBER POWERS: You have to have some sort
of degradation.

MR. KEISLER: Right. That same
degradation trend, though, we’ve now seen it with a
license life of the reactor vessel head going from
hundreds of years to iess'than 25 years, into a
function of how you do business.

So when you introduce this other thing, it
affects the entire'mentality. And you end up with
10,000 backlog valves you hadn’t gone to do any
leaking on, bedauée it doesn’t directly in the PRA
show up. Nevertheless, the corrosion that’s coming

from all of that is going to take you over the edge of
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the cliff. Does that make any sense, whaﬁ I was
trying to illustrate?

MEMBER POWERS: Yes. I think I --

MR. KEISLER: Because I tried to do with
the curved trend that} theoretically, when you put all
of the hundreds of thousands of pieces together,
there’s a single point -- overall material condition.
That’s that that approximated; and all of these other
things come into play.

But I do believe that risk-based
management, and particularly in how you do your
preventive maintenance p:ogram -- to get the biggest
bang for the buck,rwe stay in front of it. Those
correlations have to be.

But the one point back that it -- it'’s
what I understood always, and close involvement at
that timé, almost led to where this body did recommend
the maintenance rule, because wé talk about tech specs
and surveillance tests that are all legislative. In
early years, we had people doing no PMs, and some
people doing too much PM. We went to reliability-
centered maintenance} and a number of other things.

But it came to a point of emotional
constrictions where it’s not regulated, and that’s the

organizational discipline you have to perform.
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MEMBER POWERS: Another area that vyou
brought up that I struggled with} is you pointed out
that -- you had a little triangular diagram, | and it
had the engineering maintenance operations. That
diagram is not so pe:tinent here as the concept.

Each of those areas has a vculture, a
subculture. |

MR. KEISLER: Sure.

MEMBER POWERS: Within an overall culture.
And when I look at safety culture by going in and
examining each one of those elements, I will find a
different safety culture in each one of those. How do
I arrive at an overall éafety culture from those
component parts?

MR. KEISLER: In that case --

MEMBER POWERS; I can think of a lot of
addition -- I caﬁ take the average. I could take the
worst, you know, whichever had the worst safety
culture by whatever measure I had for safety culture.
And so that’s the safety culture I’ll ascribe to the
plant.

Is there some other additional mechanism
that I should be using here?

MR. KEISLER: Wéll, there was another

point I was trying to make. First of all, the
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function is enterprise-wide. It moves through all of
these. But the only thing, you can look at the first
bullet under that in -- back in the text.

These interfaces regquire continuous
leadership involvement’by executive management. That
would be what we’ll be hearing characterized all day
is their visibility and their interaction. That’s a
management responsibility to control. And so that you
don’t have that deviation -- even within the distinct
cultures they have different roles that they play.
But if you’re seeingrthat as what you start to sense
as a culture, it indicates there’s a leadership
question.

MEMBER POWERS: I always will, though. I
mean, only in the ‘ideal will you be able to have
uniformity, even across those interfaces. So that if
I have -- if I were to have some measure of safety
culture, and I would apply that to each of those three
elements, I’d get some differences.

This is a really good tool. I don’t know
what it is, but I’'ve got a really good tool for
measuring safety culture. I’ll get some difference.
How do I get from those examinations of the
subelements of a facility a measure of the safety

culture for the overall plant?
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MR. KEISLER: I think it’s like some of
the earlier commentary was, that there is a number of
things that start showingué because to do an outage
well, refueling outages, forced outages, or whatever,
it takes all of those departments and everybody
working together.

So there are other things thaﬁ start
showing up early on andrkeep cascading the other way.
If it’s not truly there, in a way it will continue to
deteriorate. But it will manifest in what we could
look at -- outage durations, inability to keep
schedules, just it will show up in aggregate in some
ways that would be symptomatic of I think the
condition that you're'describing, as I understand it.

MEMBER.APOSTOLAKIS: Any other questions?
I mean, you also emphasize the leadership -- the
importance of leadership, which I believe the other
speakers did, too. But that brings me back to my
pattern, my question that I raised earlier.

What can a regulatory agency do about the
leadership? I mean, we’re not supposed to run these
plants. But that creates a problem for me because,
again, as you correctly'pointed out and other speakers
did, this agency is charged by the American people

with protecting the health and safety of the public.
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Period.

It doesn’t say, you khow, but don’'t get
involved in senior management issues, and so on. It
says, just protect the health and safety of the
public.

MR. KEISLER: That’s ultimately what it’s
all about. |

MEMBER APOSTOLAKIS: Right. And it seemé
to me that we are all agreeing here that leadership of
the plants is extremely important. And yet we are
very reluctant to get into that. And do you have any
thoughts on that? I mean --

MR. KEISLER: Well, I made --

MEMBER APOSTOLAKIS: -- what do you see
the agéncy doing?

MR. KEISLER: I made a statement in there
that in the organization half-lives, and i am
intimately familiar with the history of this plant --

THE WITNESS: Right.

MR. KEISLER: -- you will go look -- and
I think there’s more work to be done, but there was a
common theme in each of the half-lives, and that was
a regulatory failure to act, even in the aftermath of
obvious events, things that occﬁrred that should not

have occurred.
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There'’s a'mentality being conditioned by
that. Those requisites were already there. I think
that the labyrinth to protect the public health and
safety does exist. -What's so perplexing now is this
failure didn’t happe_n' overnight, and all of the
signals were ignored. So I --

MEMBER APOSTOLAKIS: Do you know why?
Does anyone know why?

MR. KEISLER: Those signals were there.

MEMBER APOSTQLAKIS: Okay.

MR. KEISLER: And those archives will
reflect that even now. I think there is more work to
be done, and in the vein; too, that it is that
important to where we are as an industry, because
there is now -- the entire spectrum has widened. A
lot more plants are better, I would agree with that.

But the single event that we’re talking
about on a nuclear Vplant can never be allowed to
happen. 1It’s not a matter of averages.

MEMBER APOSTOLAKIS: Right.

MR. KEISLER: There can be done. We came
to the brink of now -- no airplane crash could ever
approximate what might have been, to the point that
none of us ever assumed that that could even be there.

They didn’t assume that people could ignore what got
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ignored for that 1ong.

So but also again, too, in my mind
everything in a plant exists -- its design basis, and
that other curve looked at distinct errors, and there
was one reason fgr that. Design and construction
startup, HFT, this could \)'erify that we build it to
what we designed it to. We can operate it within the
bounds.

So there is some maximum level there from
the design bases of ah overall physical condition, and
that’s where we start, and say we do have enough
history now to know that there is a slow physical
decline in aggregate over time. That’s what throws
the challenge continually to organization.

In particular, aging it forces a different
diagnostic technique. 1It’s not just like change the
oil filters, do this. We get into passive
degradations, the NDE technologies that go -- not
every -- I mean, this area is a specialization, and
you have to build an organization proactivély to have
that capability to si:ay in front of it, because it’s
constantly detg:iorating and coming at you.

And once you get behind it -- I had a
farmer once tell me, he said, "It seems like you lose

money on a property. If it’s down a dollar, you need
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two dollars to get back even." He said, "I don’t know
why it is, but it‘takes'three."

Well,—you'are behind, and you’ve got to
get up front and get your profit money back, toco. And
once you're behindvthat curve, it accelerates faster.
And I think we’ve all been disturbed with
erosion/corrosion aé to how fast it can affect the
total plan. You know, and that trend is coming at us
at a 25-year interval rather than what we would have
thought maybe in 30 to 40 years on a piant, and we’'ve
also gone into-life:extension now. We're'already in
six-year intervals here.

But I stillAsee it that -- and what the
researchers, the people who had led those plants, and
we sat down many, many'hours trying to figure out why
it worked. These other things came out, and the thing
was you’ve got to manage the organization with an
intense effort. This isn’t a part-time effort. It
probably takes 80 percent of your efforts to deliver
that byproduct.

And if you just function on maintenance
procedures and other things, you will build that wall,
but it will be so straight and so tall that it will
collapse in the wind. It won’t have the integrity

that you need to hold that place solid.
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That’s how I see it. I don’t know whether
I'm explaining it --

CHAIRMAN BONACA: The question I have is
the issue of leadership was recognized from the time
of TMI. I mean, that has really led to the formation
of INPO. Do you see a role for an industry
organization such as INPO or NEI, I mean, to -- you.
know, in this sense? I mean, where the regulator
cannot interfere in‘ the running of a plant? The
industry has organizations that, in fact, do monitor
leadership and --

MR. KEISLER: Well, I don’t think that --
I'm not sure I'm buying completely that you can’t do
that. I think that’s part of the culture drift that
is occurring now and that we’re hearing, because in
the obvious cases that are really.in the outliers,
like a hole in a reactor vessel.

And we had an indication -- we had the
same problem happen at Turkey Point way back. That’s
what largely influenced Generic Letter 88-05. There
was special -- and what you’re seeing now in the
industry, ASME Section 11, we were all required to
attend special sessions of those meetings to look at
the physical films of that reactor vessel head.

This is not something new. It got
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ignored: That was in, what; ‘86 or ‘87. I mean, I
sat through those preseniations, and what was clear
then, Dbecause Tufkey Point’s reliability had
increased, and all of a sudden they got into
continuous runs that were unprecedentedf And I think
it was a canopy seal leak that caused that drip, and
in that 200- or 300-day run there was a crevice from
the top of the vésgel that nobody would have ever
thought before could have gotten there that fast that
deep. | |

There was a problem on a reactor coolant
pump motor stand mount at Rancho Seco that -- with the
main closure gaskets leaking, literally eroded four to
8ix inches back up into the motor stand that was
invisible. You almost had a structural integrity of
the motor to the pump.

MEMBER APOSTOLAKIS: I think we should
move on.

MR. KEISLER: Okay.

MEMBER APOSTOLAKIS: And then if we have,
as I said, some time at the end of the presentations,
to revisit some of these issﬁes.

Thank you, gentlemen.

MR. KEISLER: Thank you.

MEMBER APOSTOLAKIS: The next speaker is
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Mr. Alan Price. David Collins, s6rry. Now, that was
not a systematic erfor, you understand.

(Laughte:.)

MEMBER SHACK: What do you call that, a
slip or a lapse? o

MEMBER APOSTOLAKIS: It was a lapse.

So tell us a few :words about yourself, and
then proceed with your presentation.

MR. COLLINS: Okay. Good morning, members
of the ACRS and guests.

MEMBER APOSTOLAKIS: Speak - into the
microphone, please.

MR. COLLINS: How is that? Can everybody
hear me now?

MEMBER APOSTOLAKIS: This is good.

MR. COLLINS: Is that good? I work at
Millstone, which a few years ago was auctioned by
Northeast Utilities and bought by Dominion. The views
I express here are my own, and may or may not be
shared by Millstone or Dominion.

In the early ’'80s, Northeast Utilities was
considered one of the top nuclear operators in the
U.S. By the mid '90s, it was viewed as one of the
worst. Like many opverators, NU began to aggressively

manage costs in reaction to deregulation, preparing
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for competition. NU did a good ﬁob with costs, but
not as good a job with culture. This presentation
will discuss some reasons why andrsuggest gsome tools
for measuring and managing culture.

Now, if George thought that Tom Murley had
too many slides -- I will be moving fairly briskly,
not sharing quité a bit as I go along. And at the end
we can go back and review any particular slides people
would like in detail,

How about if I -- Slide Operator?

MEMBER APOSTOLAKIS: 1It’s over here.

MR. COLLVINS: Oh.

MEMBER APOSTOLAKIS: You're already up
there.

MR. COLLINS: Okay. How about if I just
raise my hand for the next slide? Okay.

Okay. So why is it important to manage
culture? INPO analysis of evénts says that 70 percent
of the most significant ones are related to culture.

Now, how does one go about managing
culture? To manage something yoﬁ have to be able to
measure it, and to measure something you have to be
able to define it.

Former Chairman Richard Meserve said at an

INPO CO conference last year that the term "safety

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 2344433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

110
culture" hasn't; been crisply defined, and that’s
really the reason the NRC has trouble measuring it.
So what I'm going to talk about is defining,
measuring, and managingrculture, and along the way
what creates it and what destroys it.

Now, defining safety culture starts with
defining safety. Ethics is caring about people, and
safety is caring that no physical harm comes to
people. So safety is a fype of ethical behavior.
Next we need to define culture.

The simplest definition of culture is --
this is from Edgar Schein -- the way we do things
around here. Now, Schein is considered by many to be
the gooiest guru of culture. He’s an MIT professor.
And one of the quotes from him is, "We could argue
that the only thing of real importance that leaders do
is to create a managed culture." And I think that
that’s been expressed here many times.

So leaders create culture. How exactly do
leaders create culture? By a'leadership attitude of
ethical management. You can see that safety culture
is part of the -- part of leadership culture and part
of human performance A cultuge and part of
organizational culture. Leadership creates the

culture in the other two, and flows from leadership to
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the other two.

So pﬁtting all of this together, we come
up with a new definition for safety culture, which is
a leadership attitude that ensures a hazardous
technology is managed ethicly, so individuals in the
environment are not harmed.

Dr. Jonathan‘Wert, President of Management
Diagnostics, says fhe#e must be a champion for nuclear
safety culture. The chief nuclear officer/president
should be that champion. Leadership drives the
culture. So what exactly are the tools? What are the
attitudes that leadership uses to drive the culture?

The first one ié‘trust, and dﬁring most of
recovery that was the huge issue. That was basically
expressed as the root cause, that the public and the
regulator had lost trust that Millstone was operating
safely. John Carroll of MIT did a wonderful paper
which I just shipped over -- I hope we can find the
stuff -- called Managing Change -- or Driving Change
in the Midst of Crisis. |

And Rickover had a word that he coined
called "say-do," which is basically trust, doing what
you say. And in Dominion reactor headrreplacements,
I think I read an NRC transcript, they were pointed

out as a good example of doing the right thing.
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The next value is commitment to
excellence. Again, we have Rickover with his rising
standards of excellence. We have INPO’s excellence in
human performance. And Lee Olivier, when he was at
Millstone, established a best of the best program.
The third énd final one we have is care
and concern. The motto of Hugh Kelleher, CEO of
Southwest Airlines, one of the only airlines making
money I think, is take care of the employees, and they
will take care of the company. That was very much an
attitude of Mr. Olivier. And Dominion’s work-life
balance -- Thomas Capps is very big on ethics. He has
written about it. James O’Hanlon is another very
impressive guy. I think he headed up the excellence
in human performance task force for INPO. And Mr.
Alan Price, to my right, I think is a good example of
that. |
So my key concept, third key concept, is
that determinants of a safety culture are the
leadership-demonstrated ethical attitudes of trust,
commitment to excellence, and care. Really, all we’re
talking about is-doing what’s right, which is trust,
doing your best, which is commitment to excellence,
and treating people right. It’s really pretty simple.

Now, the most important of these when you
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-- an.organization.needs to adapt to cost-cutting lean
production is care and concern for all stakeholders
and individuals, which is called an adaptive culture.
An adaptive culture is one that maintains a proper
safety focus as production beéomes more and more lean,
and this is out of this strategic management textbook.

It says the outstanding trait of an
adaptive culture is that top leadership demonstrates
genuine care and concern for the well being of all
constituencies.

And the nextrslide is just basically a
rehash of that.

So when ﬁe have a safety culture like --
problem like Millstone had in the /908, where the
safety culture failed to adapt along with thevcross-
cutting, it’s usually because of a lack of the care
and concern.

So what is it that destroys safety
culture? Here we have some words from -- John Beck
was told by the NRC to monitor safety culture for a
while after Millstone recovery. And he said in his
last report, his final rebort to Millstone leadership,
"Never forget that previous management failed so
miserably not because they were not intelligent, not

because they did not understand clearly what
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successful economics look 1like in a competitive

environment; they failed because they were arrogant,
dismissive, and refused ﬁo listen to the issues and
concerns of the people who make this place run."

And here are some of the messages that
were rolled out by NUrieadérship in the early -- late
‘808 and early '9057from‘the NU CNO. We can no longer
-- these are in the'generalvmeetings with employees.
We can no longer afford to be a Cadillac. We must
become more like a Chevy.r If it is not absolutely
necessary to do something, it is necessary to not do
it. We have to do “things differently now to be
competitive. If you don’t iike it, there are 100
people wai;ing outside the door to take your place.

An emplofee responded at the meeting,
"What about company loyalty to employees?" and the CNO
responded, "If yéu want loyalty, I suggest you get a
dog."

MEMBER APOSTOLAKIS: Are these in writing
somewhere?

MR. COLLINS: These are -- I can go and
get you as many, you know, witnesses at Millstone as
you want. This is right open in public meetings.

I actually went to a stockholders meeting

and asked the NU Board of Trustees, "Where were you
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guys when all this stuff was going on?" because there
were so many reports. And they said they never saw
the 14 different reports on the pervasive, shoot-the-
messenger attitude with any nuclearrorganization.

Now, the question is: is this a lack of
care on the -- by the trustees, or is this a lack of
culture metrics? And I would say that they weren’t
getting the information that they needed to make the
calls.

I have a élide on the same stuff on Davis-
Besse, but I‘m really not here to discuss it. A lot
of other people are going to discuss that, so I'll
just move on and éome back to it if people want.

Okay. Metrics -- how do you measure this
stuff?

Leadership skills. The INPO SER in Davis-
Besse says, "Assess that your organization has the
leadership skills to maintain the proper focus on
gsafety, and identify long-term, underexplained,
abnormal conditions."

wa, Lou Holt says if you want to know if
you have a good leader you just need to ask three
questions. Can I trﬁst you? Are you committed to
excellence? Do you care about me?

And when I started thinking about culture,
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really, can I trust you just connected with the trust
issue at Millstone, and‘I started thinking about the
other ones and I:‘ said, "If leadership drives the
culture, maybe these are the kind of litmus-type
questions that we can assess therleadership culture."

So I went around at Millstone and I asked
a bunch of employees these three questions about the'
chief nuclear officer that we had and about Lee
Olivier, who was the officer we had at the time, which
most people didn’t know Lee felt he had an excellent
culture. And without a single exception, the answers
were all no for the first guy and all yes for the
second guy. So I said maybe these are the questions
in our litmus to see if the leadership has the skills
to manage a -- properly manage a safety culture.

Now, back to this Venn diagram of the
leadership skills. You’ll see at the top that the
leadership behaviors are really the determinants of
the culture. That’s what controls the culture. And
the others -- the human performance attributes in the
culture are the resultants of the culture.

This is John Sorenson cemmenting on this
approach, looking at leadership. He says, "David, I
think the idea of wusing" -- let me back up. Mr.

Sorenson wrote this paper, which I consider to be
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probably the most excellent paper on nuclear safety
culture. I don’t know how long he spent on it. He

did it for the ACRS, and he loocked at safety culture

methods from all around the world. An incredible
paper -- I suggest anybody read it to learn about
culture.

But he éaid, "I think the idea of using
leadership culture as a surrogate for safety culture
is a good one." And then he goes on to say, "You’ve
laid out a promising approach. I think it has a good
chance of advancing the state of the art."

So back to 'this measuring the
determinants. Now, if you iook at the second block,
body fitness, how do you measure youf weight? You
step on a scale. But this isn’t really information
you need to know to manage your weight. The
information you need to know are the determinants of
weight, which is diet and exercise. So you need to
measure and control what you eat and how much you
exercise, and the result will be that you’ll control
your weiéht.

I'm sorry. Back up to that slide for a
second. So it’s the same thing. Up here I have
leadership behavidr, attitudes, as a determinant, and

I have the organization culture, latent organizational
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weaknesses, and humaﬁ performance culture. BAnd this
just sums up the same concepts. Skib that.

Now, where do you get this information on
how the culture is doing, both leadership and LOWs?
INPO fundamentals, HP fundamentals, say the worker is
the best source of information about the weakness of
the organization.

Back to John Carroll of MIT, who wrote
that paper that I held up a while ago, he says,
"Really, the most important thing is to
institutionalize surveys and dialogues with workers."
And, again, that’s the key to effective safety culture
management .

Now, what are some methods for measuring
safety culture? Now, as far as actually what this is
is the different’organizétions that we have. What is
something that INPO could do to help measure safety
culture? Well, they could develop approaches for
institutionalizingAwbrker feedback.

What I did at Millstone was I ran a sample
survey, if I could find it here -- where did that go?
Do you have some paper that's'blue over there? Oh,
there it is. 1It’s a simple survey. It just asks the
basic questions. Do you care about me?  Are you

committed to excellence? Can I trust you? And it
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does it through the whole worker’s food chain, and it
basically gives a read to the leaders on his culture.

And it cross-references to lots of the
different latent organizational weaknesses that we’d
find in the culture. So, basically, it doesn’t just
say, do I like you or don’'t like your face, it says,
what are the specificvissueé that I feel I don’'t --
that the leader is weak on.

Now, methods for managing culture -- we
have INPO here promoting human perfofmance leadership
and organizational training. I think they have
something' called the Academy, and they have some
wonderful human performance literature on leadership
and organization, whichrreally every leader should
read.

And thé second one is promote training
abové the chief nuclear officer level.. People like
Peter Berg of FENOC -- I mean, I think he’s a great
CEO, but some of the things that he talked about as
far as how he -- metrice he was using for culture, he
was saying he was using -- how long was the plant
online, what was the industrial safety metrics. I
think he needs different metrics.

Now, the plant needs to improve leadership

behavior through feedback -- somehow kind of feedback
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by talkirng to workers, and that survey is a way to do
it, improve the corrective action program when there’s
not enough resources for it and focus resources, and
for the NRC they need to monitor all of these things.
And also, they neéd to start using the reactor
oversight procéss performance indicators to flag when
there’s culture problems.

Here's a quote from reactor oversight from
an ACRS transcript from somebody who works in reactor
oversight. Mr. Johnson 'said, "The problem was we
predicted, " or "we predicated," I should say, "about
15 out of the last four of them. You know, we
overpredict." So how do we assess risk without
overpenalizing the plants?

I suggest that we could take a look at the
type of information that was -- all the plants culled
together from the résponse to the Davis-Besse SER, and
here’s a sample from the plant I worked at. There’s
about 70 items. Risk assess those, you could use the
EPRI assessment tool, the action matrix, and make a
weighted plot of the latent organizational weaknesses
for risk on a normal distribution.

And then, the small tail on the right side
of the distribution would be that the plants that have

an unusual number of these risky weaknesses that
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haven’t been addressed, and the other side of the
equation would be plants that don’t seem to be
reporting them effectively.

So a kéy concept here is to create -- we
need to create an objective risk-based management
method, safety culf.ure, and it requires developing a
baseline, which requires analyzing latent
organizational weakness data from U.S. plants.

That’s a summary that you can read if you
like. I'm just goian tq skip through it for now.

And COnciuéions is that plants need INPO
and the NRC to do a better job with safety culture,
and corrective action program assessments. My opinion
is that Davis-Bessé's safety culture is probably no
worse than many other plants out there, and that
everyone who manages nuclear should be trained in
safety culture, both posturing and assessing it,
especially above the CNO level.

This is a slide from the ACRS meeting
transcript, and it’s basically saying that, should we
just keep doing the same things over and over with
safety culture? And isn’t that the definition of
insanity?

So concluding remarks is safety culture is

really a safety-related system, but it’s a human
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behaviqral system, hbt an electromechanical one like
we’re used to. Sb wé don’t maintain it like a safety-
related system, but we should.

This concludes my presentation. 1I‘ll be
happy to try to answer any questions.

MEMBER APOSTOLAKIS: What did you mean by
the second buliet iﬁ'your conclusion that the Davis-
Besse safety culfure is probably no worse than many
other plants out there. - Ié there a message there?

MR. COLLINS: 7Yes, there is definitely a
message there. I’‘m saying that there’s no objective
way to assess whether the'safety culture at Davis-
Besse is necessariiy the'worst in the industry or
necessarily repfesenté risk wunless we create a
baseline on some‘kind oﬁ a distribution of risk.

I think ﬁandy Fast of Davis-Besse said in
one of the-meetings thét Davis-Besse has the best
material condition of any of the FENOC plants, and the
operators have one of the lowest error rates of any
plant in the country. So there’s a couple of
indicators that don’t -- that say that there may not
be all that bad a safety culture at Davis-Besse. It
may be a localized type thing.

But the NRC has been reporting -- now we

have an event at Davis-Besse, and everyone says, well,
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Davis-Besse has just the worst safety culture that
there is. But the NRC has been reporting that the
safety culture is accgptable, and the corrective
action program is acceptable.

So with those kind of indicators, to
someone like Pe;er'Berg at FENOC, how is he supposed
to focus more resources on corrective actions if he is
getting information from the NRC that says the safety
culture seems fine? |

MEMBER APOSTOLAKIS: Any questions?

MEMBER ROSEN: I have one, George.

MEMBER APOSTOLAKIS: Yes.

MEMBER ROSEN: David, I Jjust don’t
understand the slide on -- which gets to the heart of
the question for ﬁe,‘the methods for oversight, ROP
slide. They don’t have any numbers of them, but it’s
the one with the distribution on it.

MR. COLLINS: Yes.

MEMBER ROSEN: And what you’re suggesting
we do is analyze some data, these latent
organizational wéaknesses --

MR.'COLLINS: " Specifically, this data.

MEMBER - ROSEN: -- data which we don’t
have.

MR. COLLINS: Well, okay. I‘m not saying
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you have it. I‘'m saying it exists.

MEMBER ROSEN: Well, tell me more about
it. Since I doh’t have it, I havén't seen it, and,
therefore, I don’‘t know what it is.

MR. com.ms; Okay. This is probably the
disconnect between INPO and the NRC. INPO has asked
all the plants to dorthree things in response to
Davis-Besse. Qné ié to train people on the event.
Another thing is to assess the leadership skills
necessary to maintain a safety culture. And the third
one is to assess --

MEMBER ROSEN: Is this all in the SOER?

MR. COLLINS: Yes. There’s three -- and
this INPO guy here, he:cén talk more about it. And
the third one was to assess the long-term issues that
are out there, the latent'organizational weaknesses.

MEMBER ROSEN: So that when INPO asks the
plants to do that, this particular piece:of paper is
Millstone’s -- |

MR. COLLINS: VYes.

MEMBER ROSEN: -- assessment, and it --

MR, COLLINS: Yes.

MEMBER ROSEN: -- and what kinds of things
are there in it?

MR. COLLINS: Well, I don’t know if Al
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wants me to talk about that or not.

MEMBER ROSEN: Well, I’'m not asking -- I'm
just asking what are the categories of things.

MEMBER APOSTOLAKIS: The type of things.

MEMBER ROSEN: In Millstone.

MR. COLLINS: It all cuts across the
spectrum. The categories éf types of things that INPO
asks for were long-term’unexplained conditions. And
some of them will have some risk significance.

MEMBER ROSEN: Those are the LOWs, those
long-term --

MR. COLLINS: Yes. Some will have some
risk significance, and some won'’t. And what I'm
suggesting is that the ROP already has some pretty
good tools for assessing risk, and you can see from
that slide that they predicted 15 out of the last four
of them. So they get some -- a lot of information on
risk. But what do you do with that information? You
don’t want to hammer a plant, you know, unnecessarily.

So what I'm saying is, by distributing the
plants on a normal disﬁribution,' a weighted
distribution, so it’s not just quantity but it’s risk
significance, and then what you do is you go after the
plants that have the worst risk represented by the

latent organizational weaknesses, and you tell that
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plant that that ROP performance indicator is going to
stay that color until you put enough resources into
your corrective actions program, until you get that
down to where James Reason says you get that wheel of
cheese that’s got those holes in it. You get those
holes down inrsize and number, so that you’re back in
this distribution where you don‘t represent an
unreasonable risk.

DR. MURLEY: I would just comment, if I
could, Mr. Chairman -- |

MEMBER APOSTOLAKIS: Sure.

DR. MURLEY: -- that unfortunately, David,
plants with a poor' safety culture would 1look at
themselves and respond to the SOER by saying, "We
looked real hard at ourselves, and we’re just fine."

MR. COLLINS: That’s why part of this --
and I think I go back on this slide, methods for
managing, is that the NRC’s job ﬁould be to monitor
how the plant is doing these. The resident inspector
would have to go out and say,bokay, let’s take a look
at -- are these people reporting responsibly?

MEMBER APOSTOLAKIS: So this dialogue that
you would iike to see institutionalized, this would be
done by industry groups, not by us.

MR. COLLINS: No, it would be done by the

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

127
plant.

MEMBER APOSTOLAKIS: By the plant.

MR. COLLINS: They could use this or any
type of survey.

MEMBER APOSTOLAKIS: Right.

MR. COLLINS: Something that Dr. Carroll
said is this survey is really the least important part
of it. The important thing is you initiate the
dialogues with the employees, and what’s important
about a survey is that>you'ask the kinds of -- the
important -- that you ask the right questions.

And the Millstone culture surveys that
were done typically»had,lso to 200 questions and took
about 40 minutes to fill out. This takes about five
minutes to fill out. It really only asks three
questions of everyone in your food chain. So it’s
really designed to be administered quarterly
initially. And then, if there’s no problems, maybe
yearly.

So it’s not a tremendous resource thing at
all for the plant to do. 1It’s not a difficult thing
for the NRC to assess. And it’s -- something that
Edgar Schein said was --

MEMBER.APOSTOLAKIS: So NRC will get into

this?
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MR. CQLL'INS: The reports, the summary
reports. NRC ién’ﬁ going to do any of this legwork,
but the NRC will get the summary reports on the
leadership. And all they’ll do is watch to see that
the leaders thatrshdw a bad -- you know, a culture
that’s substandénd or -~ will be corrected, where
there will be séme reinforcement coaching of those
leaders to get them above some minimum.

MEMBER APOSTOLAKIS: So are you
recommending, then, that this committee recommend to
the Commission that something like this happen?

MR. COLLINS: Yes.

CHAIRMAN BONACA: But you said that the
NRC will have to nmniﬁor thaf, in fact, they have
properly provided --

MR. COLLINS: Right.

MEMBER ROSEN: That’s not usual, Mario.
The NRC always has to check to see that it’s accurate.

CHAIRMAN BONACA: I‘m trying to understand
how that --

MR. COLLINS: Let me make a quick -- can
I make a quick --

MEMBER APOSTOLAKIS: Sure.

MR. COLLINS: A quick comment is I read

through a lot of pages of ACRS transcripts on safety
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culture: One of the concerns that ACRS raised was
they don’t want to get into -- the NRC‘doesn't want to
get into management’s shorts. They don’t went to get
into the game of managing the plant.

I just wanted to quote something from
Edgar Schein. He said, "If you can make a distinction
between leadership and menagement, it’s that leaders
create the culture and managers 1live within the
culture."” So this isn’t management. This is
leadership that we’re talking about, and there’s a
difference.

We're notr just talking about the top
leaders of the company either. We'rertalking about
point leadership -- the people who are right where the
rubber meets the road, ﬁho are right at -- you know,
if it was Davis-Besse, the people doing’the boric acid
control. And so that’s the dual message, really, that
has to go out. But it’s the same thing; it’s
leadership.

MEMBER APOSTOLAKIS: Any other questions?
Last question. I notice that whenever you quoted
somebody you included their picture. |

(Laughter.)

_MR. COLLINS: Not everybody. I'm sorry

that --
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MEMBER APOSTOLAKIS: Except for Mr.
Sorenson, who --

MR. COLLINS: ‘Well, actually, I quote you
at the end, too, and I‘--

MEMBER APOSTOLAKIS: -- who didn’t work
for us. But Jack Sorenson, he deserves his picture --

MR. COLLINS: is Mr. Sorenson here? All
right. He is quite a guy. A very impressive -- once
again, everybody has goﬁ to read that paper he wrote.
It’s really -- it’s incredible.

And I apologize for not quoting you, too.

MEMBER POWERS: Let me ask just a question
that continues to nagrat me. Quite a few speakers
have said, gee, these are the characteristics of a
good or a bad safety cﬁlture, and it was really just
an inverse, we’ll convert it to the proper adjective.
And if you look at ﬁhese things, you’ll decide what
kind of safety cultﬁré you have.

But then, Mr. Collins, you pointed out
that Davis-Besse had a superb material condiﬁion, few
operator errors, which one or another speaker or
various authors have characterized poor material
conditions as indicative of a bad safety culture, and
high operator errors as indicative of a bad safety

culture.
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What I never see is something quantitative
that says, oh, I’'ve measured these characteristics
that I think are indicative of a safety culture, and
indeed when I compare that to the event rate at this
plant, there’s some sort of a positive correlation.

MR. COLLINS: You want something
quantitative on DaQis-Besse?

MEMBER PbWERS: And what I know from Mr.
Sorenson’s work is tha_.t he did find within the
chemical industry some characteristics of plants which
had a positive corrélation with some measure of
events. But I never see the corresponding thing for
the nuclear industry.

MR. COLLINS: Okay. Let me -- I can
sketch it out real quick for you. 1I’ll just go back
to a slide. Thie is a slide on Davis-Besse that I
just skipped over and said if'you want to come back to
it we can, but I can give you an idea of what kind of
quantitative analysié we can do to come up with the
safety culture for Da{ris-Besse if you want.

MEMBER POWERS: Well, that doesn’t help me
very much.

MR. COLLINS: No? Okay.

MEMBER POWERS: Because the going-in

assumption is that Davis-Besse had a poor safety
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culture. Okay? - And so wé'll find a correlation
between something. I mean, you can look around and
you will find some correlation.

What I‘m looking for is a plant thét has
not had an eventA that you can find something to
measure that says, “Willrthat plant have event?" and
you can validate.

MR. COLLINS: A plant that has not had an
event?

MEMBER POWERS: Well, I'm looking for
gsomething -- some'corfelation that has some prédictive
capacity to it. ﬁot an after-the-fact sort of thing,
because I always find something after the fact.

~ MR. COLLINS: I think the type of
predictive capacity I’‘m talking about is -- and there
may have to be some research to generate the type of
statistics I think you’re talking about, but if you
look at statistics, let's say, on drunk driving, a
drunk driver will drive about 100 times on average
statistically before he gets into a serious accident.

So the assumption that I'm making is that
the plants that live with a lot of these latent
organizational weaknesses long term set theﬁselves up
statistically for more évehts. That'’s an assumption.

MEMBER POWERS: Yes. And what I’'m asking
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for is, is there any' truth or wvalidity to the
assumption? |

MR. COLLINS: I think the way to get your
handle on that, if someone wanted to do a research
project on it, would be  to start with the INPO
analysis of 20 most significant events, and take a
look at the cultures. You;d have to kind of backfit
the culture studies to these plants, and then take a
loock at the leadership behaviors and the
organizational weaknesses for those plants and take a
look if they’re more'significant than the average
plant. ”

That'é something I actually talked to the
guy who wrote that paper about at INPO, and he thought
it was a very interesting idea.

MEMBER POWERS: And the trouble is -- with
that again is there’s something blind about it. We
know that an event has oécurfed.

MR. COLLINS: Well, then, what you do --

MEMBER POWERS: — Therefore, I will
interpret things in lightxof that.

MR. COLLINS:V Well, then, what you do is
you go to plants that, by whatéver assessment the NRC
or INPO has, considered the top performing plants, and

then you do a similar study.
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MEMBER POWERS: And sit around waiting for
them to have an évént.

MR. CQLLINS: Well, I think you can
probably use your ROP process at that point and take
a look at some of the things that they’ve had and
probably -- you know, you may not have an event like
Davis-Besse, but you’ll probably have --

MEMBER POWERS: Yes, I can define an event
any way I want to.

MR. COLLINS: Right, right.

MEMBER POWERS: But I --

MR. COLLINS: Anyway, the point isrthere's
many different waysrto --

MEMBER POWERS: If that’s the case --

MR. COLLINS: -- I think get at the
solution that you’re talking about.

MEMBER POWERS: If that’s the case, if I
can use the ROP, then I'm in good shape, because I’'ve
got the ROP. I don’t have to do anything. I just sit
there and wait.

MR. COLLINS: Right. Exactly. Exactly,
that’s right. You wait until you see --

MEMBER POWERS: Well, okay.

MEMBERVROSEN: But I don’t think that'’s

right, Dana. I mean, the ROP we have, but it doesn’t
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have the indicatorsrin it that we need.

MEMBERVPQWERS: Well, he says it does.

MR. COLLINS: No, no, I'm not saying that.
I'm saying the ROP needs to be changed to do that
normal distribution, so that when you'fe in the tail
that your color changes on your ROP. We don’t have a
real risk assessment'I think of LOEs that’s cohnected
to the ROP.

‘MEMBER‘ROSEI;T: LOEs? = LOWs?

MR. COLLINS: I’m sorry. LOW, yes, latent
organizational weaknesses.

MEMBER ROSEN: So they need to change the
ROP to incorporaté some of the information that you
say is now being routinély collected but we don’t see.

MR. COLLINS: Right. To connectrthe long-
term latent organizétional weakness risk iteﬁs that
the plants are now collecting in response to INPO,
connect those to the ROP.

MEMBER APOSTOLAKIS: Can we have that or
is that --

‘MR. COLLINS: It would be up to Alan
Price.

MEMBER APOSTOLAKIS: Okay.

MEMBER ROSEN: I think what we need to do

is let Mr. Price talk here at some point. Dana, why
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don’t you conclude when you’re comfortable, but we do
have one more presentatién this morning.

MEMBER POWERS: Well, again, I mean, I --
I see lots of things saying -- I have no difficulty,
actually, with the fact that we can’t define safety
culture. I can’‘t define defense-in-depth very well
either, but I live:with that.

So the fact that we can’‘t define safety
culture doesn’t bother me>very much, but I see lots of
people saying this is indicative of a good safety
culture.

MR. COLLINS: I would disagree that we
can’t define safety culture. I would ask people to
read the definition I gave.

MEMBER POWERS: Well, let me stick with
mine. I think I -~

MR. COLLINS: Okay.

MEMBER POWERS: I think I am on safe
grounds when I quote Professor Apostolakis by saying
there is no universally-acdeptedrdefinition of safety
culture.

MR. COLLINS: I think until that becomes
the case, I think probably the first thing for safety
culture would be to get some kind of a task force that

the ACRS might --
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MEMBER POWERS: That’s not my point.

MR. COLLINS: No, I'm saying it’s a huge
point. For managing culture, if you don’t define it
clearly, that’s your basis for manéging safety
cultufe. You have to start with that. If you don’t,
you’re never going to be able to really manage
culture. | |

MEMBER POWERS: My point is that I see
lots of people telling me this is indicative of a good
safety culture, and that a good safety culture will
prevent you from havihg ‘events. But I don’‘t éee
anything quantitativé. I don‘t see ~-- I mean, they
seem plausible enough to we, but T --

MR. COLLINS: Is a normal distribution --
is that quantitative énough for you? Wouldn’t that be
quantitatife? |

MEMBER POWERS: I would like to see
something that borders on a correlation.

MEMBER APOSTOLAKIS: Yes, this is a
subject more approﬁriate for the general discussion
later. But I think the point has been madef

Is there a clarification question here?

MEMBER RANSOM: A comment.

MEMBER APbSTOLAKIS: Go ahead.

MEMBER RANSOM: I was very glad to hear
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you talk about leadership and its importance, and, you
know, and the management céring for the people, you
know, who work in the organizations. The only comment
I have is it seems like these attitudes in management
organizations persist through many, many years, the
ones I have worked for maybe 10, 20 years.

You can go in and find that they still
have the same kind of dharacteristics in their
management style that they had 10 Years ago or 20
years ago. So thé problem I see is when you find bad
management, which I think has a big effect on the
culture and safety culture, what do you do about it?

MR. COLLINS: I think there is, in my
view, a misconception about culture in that it takes
years and very, very slow change. I don’t think
culture change is a function of time at all. I think
it’s a function of expectations and reinforcing
expectations.

If Alan Price here were to tell everyone
at Millstone they needr to wear a red shirt tomorrow or
they’'re not going to be allowed access to the plant,
I guarantee you everyone at the plant is going to be
wearing a red shirt tomorrow. 1It’s just a question of
the expectations that ’you set and how you reinforce

those expectations.
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MEMBER RANSOM: It’s a lot more subtle
than that I think.

MR. COLLINS:V I would --

MEMBER RANSOM: It’s the arrogance of the
management style, you knéw, that an organization has
created over time, and it’s péssed on from generation
to generation.

MR.ACOLLINS:V You can certainly get an
entrenched, arrogént management style, and I
definitely saw that athillstone.' And I’'ve got to
tell you, it’s no fun workihg at a plant 1ike that.
But I also tell you it can change instantly if you get
dynamic leadership in there that sets a different
course, and I saw that at Millstone II.

MEMBER RANSOM: The only one I’‘ve seen is
in National Labs, where you throw out one management
team and bring in another one. There is a definite
change.

| MR. COLLINS: What I'm hoping is that
there will be a method in place, instilled by the
plants, so that if ryou do have an arrogant,
unacceptable nanagemént team, one that’s toxic to
culture, one that’s toxic to safety, that the NRC ROP
drives change and doesn’t let that stand.

MEMBER APOSTOLAKIS: Let’s move on now and
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maybe we can revisit these issues during the panel
discussion.

The last speaker for this morning is Mr.
Alan Price.

MR. PRICE: Good morning.

MEMBER.APOSTOLAKIS: Good morning. Maybe
you can take one of»the microphones.

MR. PRICE: Oh, thank you. Is that
better? Can you hear me now?

You mentionéd'eérly on to please describe
why we’re here. Ciearly, I'm here because I was
issued an invitation.

(Laughter.) 

I wasn’t sure why I was issued an
invitation. |

MEMBER APOSTOLAKIS: "You could have
refused, of course. - |

MR. PRICE: Oh, I didn’t realize that was
an option. |

(Laughter.)

I’'ve been with Dominion for 24 years. I
began my career at Surry Power Station. And in 1996,
when the three units at Millstone were shut down, I
had the offer £o go to Millstone at the time for what
I thought was going to be a fairly brief period, and
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I was there fo: close to three years. Most of that
time was spent as the plant manéger for Unit Number 2
during the recove:y;

Whén~the_p1ant was purchased by Dominion
just over two years ago, I had the opportunity to gé
back in June of,2001, ahd I'm now the sgite vice
president. So I preéume that has some of the reason
for me being invited to speak.

The slide behind meryou'll see on the
left-hand margin there is an open lock, and as we
proceed forward through the next set of overheads
you’re going to see keys for the lock. I thought very
seriously about trying to find a picture of a chain
with a broken link, because we’re only as good as the
weakest link in the chain.

The first overhead that‘ I have is the
definition of safety culture, which we have gone over
several times today. I am going to leave it up --
request that we leave it up justAas a backdrop for an
opening statement.

I don’t know what else I can add after Mr.
Dugger and others have preceded me this morning with
regard to the effect that 1leadership and senior
management has on the safety culture for an

organization. And I truly appreciate the positive
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comments that Dave Coilins made about me personally.

From‘my perspective, it’s much more of a

struggle than Dave gives me credit for. I believe

that it is slow and constant, slow and steady, and it

is definitely walking'the talk. It’s leading by

example; and it’s also -- 1 think it takes much longer

to change the culture of an organization, and at least

my current experience is that it’s taking longer than
I ever thought that it would.

I also believe that if I make a bad
decision, or if senior management makes a bad decision
-- when. I say "I," I'm not referring to myself
personally, but ratﬁer senior management -- if senior
management makes a bad decision, its impact is prompt,
and its impact goes through the organization very
quickly. And its impact from a single act can have an
impact that lasts for a long time.

Trying to change things for the better,
trying to achieve standards of excellence, however,
takes constant reinforcement over and over and over
again. And the things that senior management would
like to have happen in the plant is not always what --
those characteristics are not always exemplified in
the organization immediately.

If we could go to the next overhead on the
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safety Culture model,.please.

Many of the attributes of a safety culture
that we’ve heard about this morning I believe are
properly preéented on this overhead. What this
represents is a three-tier approach. One is at the
corporate level, where policies are established to
depict what the overall pelicy and organizational
characteristics that aré desired by the corporation.

For bominioh, this includes 6ur nuclear
safety policy. Itralsorincludes our principles of
professionalism. VThe twb things that are included in
the nuclear safety“'policy and the principles of
professionalism is we try to make a tie from the
corporation to the individual team member at the power
station, no matter who it is, no matter whether it’s
the reactor operator on the bench board or the
individual who is delivering the boric acid from the
warehouse tovthe aux building where we’re going to
make a boric acid batch.

Everyone at the plant owns nuclear safety,
and one of the things that we try to do is we try to
personalize that, so that e?erybody understands that
they own part of reactivity management. And we are
all stewards of the plant, and we all represent the

plant to the local community as well as the global
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community.

Oﬁ.the left-hand side, the plaques that we
have around the power station has a large red circle
around it with the words "you are here," and we use
those in our managément meetings. What we try to do
is we try to drive home to the people in management,
from first-line supervisors right through to senior
managers at the power stations, that this is the
regime where we normally operate.

We’re the peopie who are representing what
the corporate policies are.

MR. éRICE: . We’re the people who are
living the nucleaf safety policy and their principles
of professionalism eVery‘daYu We’re the folks who are
demandipg rigorously that we do the pre-job briefs
before we go outrevéﬁ on the most mundane activity,
because afmundane activity'remains mundane when things
go as you expeét, bﬁt a mundanélactivity can qﬁickly
turn into an accident situation if things don’t go as
you expect. So wertry to drive home to our managers
that you can’t take ﬁhe eye off the ball even if
there's something out there that you think is quite
routine. |

And then at the individual level, as I

said before, throughfour training programs, through
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the interactions that'we have with the Plant stéff,
whether it‘’s in the pre-job briefs, whether it‘’s in
department meetings, tailgate meetings, post-job
briefs, all-hands meetings or whatever series of
meetings that we :have, we try to reinforce the
individual responsibiiity. Would you gé to the next
overhead, please.

Senior plant managers’ role. It’s our
duty and responsibility to affirm and articulate a
strong safety culture vision. That’s not only the
words that we say'in the plagques that hang on the wall
but as I‘ve indicated before also the actions that we
have. We have to establish clear organizational
values and prioritiés. That's everything through our
business plan rigHt down through our outage goals,
what our acceptablerinduStrial safety accident rate
is, what plant key performance indicators we’re going
to track. We have t6 bé accountable ourselves and to
expect organizational accountability and encourage
teamwork and to build trust within the organization.

It’s not just a management thing, it’s a
management thing that includes every member on the
team so that there’s an environment that exists where
anybody on the team is encouraged to bring forth a

question or an example of a degraded plant condition
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and know that that individual is going to be listened
to. That individual may not go away happy, but the
individual should go away knowing that he’s been
listened, he’s had an opportunity to air his or her
thoughts or concerns. And also if he or she is not
happy or satisfied with the answer that someone in
management is providing, they need to know that
there’s a work environment that exists at the power
station where they have other a;srenues that they can go
and express their opinions without fear of retaliation
-- intimidation, retaliation or discrimination or
harassment.

We also need to understand and expect the
organization will share an understanding of the
details. What that means is that we can’'t just trust
that -- I can’t just rtrust that what I say is going to
actually manifest itself in performance at the power
station. We have to fbllovf up, which means being in
the field, observing and not ' doing drive-by
observations but going out and having meaningful
interactions with the client staff. It means
recognizing that our business is not an eight to five,
five days a week business; it’s 24/7, 365. And senior
managers need to be in the Plant talking with the

plant staff on off-hours, on weekends, nights and
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holidays in various different work environments. And
what that means is we need to be visible, we need to
be vigilant and we need to champion safe operations.

I'm going to talk about three departments
today. I’'m going to talk about plant operatiohs, I'm
going to talk abbut’plantAmaintenance, and I’'m going
to talk about plant engineering. Plant operations,
the operators in the Plant, this is the PEOs right up
through the shift managers, need to know that we
demand and we respect conservative operational
decisions. Sometimes a conservative decision is
manually trip the reactor from 100 percent power.
Sometimes a conservative decision is don’t start the
Plant up. Sometimes a conservative decision is I‘'ve
got a unexpected degraded'condition on the unit, and
we really should not be maneuvering the unit right at
this time, the Plant is stable, let’s get the degraded
condition repaired and then we’ll maneuver the unit if
necessary.

There needs to be an extreme commitment to
training, not only the fundamental training for the
reactor operators in the Plant, equipment operators
but also the continuous training that we learn
internally or within our company or externally

throughout the global community. We always need to
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try to learn from others’ mistakes in a tiaining
environment rather than replicate them at our own
plant with either‘a unit of power 6r in a shutdown
condition.

Operatidns sets the standard of the Plant.
What we tell our operators is that the Plant will
never exceed the command and control, the rigor, the
diligence that exists in the control room. So you all
set the standard, youlhave set the bar as high as it’s
going to go. The Plant can always perform at a lesser
value than you all set in the control room, but if you
don’'t set the highest standards of excellence in the
control room, then the rest of the Plant will never
reach those levels of excellence that we desire.

Defense-in-depth of plant management,
making sure that we maintain our safety systems, we
always maintain those degtees of redundancy. And
degrees of redundancy are not only in plant.equipment
-- charging pumps, HPSI pumps, LPSI, containment spray
-- it’s also in how we make our decisions. If you’'re
an unexpected or an unusual situation, one of the
things that I require of my shift managers when we’re
training them or when somebody’s up for a promotion to
a shift manager is don’t think that you’re carrying

the world on your shoulders. If something unusual
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comes up, we have a number of telephones in the
control room for a reason. Pick up the telephone and
call somebody and get some assistance.

Risk-inférméd decisions, I believe very
strongly in the risk-informed environment that we’re
in now. I think that it’s helping us make better
decisions, and I’'m a huge proponent of it. Adherence
to procedures, we have-'fo havé good quality
procedures, we have to héve been trainéd in their use,
and then we have to go oﬁt and adhere to those
procedures. If wercén?t adhere to thdsé procedures,
then we need robust.processés to get the procedure
changes done. I"ve already spoken to continuous
learning. |

And the last thing that I’1l]l mention is on
the focus on nuclear safety. As we were going through
the SOER 0204 training, I persqhally'conducted, either
myself or when I was not at the power station my
senior directors conducted the training, we remind our
folks that while we’re in a training environment, we
have two nuclear reactors right across our alleyway
that have nuclear boilihg sites right now, and no
matter what decisions we make with regard to training
or administrativerprocesses or questioning attitudes,

the reactor demands that the heat be safely removed
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from it and never ever forget it. And that brings it
right back to our prinoiples of professionalism.

What we ask of oui-plant maintenance staff
is adhere to plans, procedures and schedules.
Sometimes there’s a balance when -- perhaps balance is
not the correct word -- sometimes there’s a struggle
when we get into our refueling outage or an outage of
a piece of equipment; Is there a sense of urgency to
adhere to the schedule? Is there an oversense of
urgency to adhere to the schedule. I believe that
there needs to be a sense of urgency to adhere to a
schedule. Schedules are developed to make sure that
we have proper coordination between different crafts,
that we have adequate margin to 1imi£ing conditions of
operations. So we askvour maintenance staff to get
involved very early on, make sure that our schedules
and our scope of work is appropriate, that they’re
well thought out, and then when we have a schedule
established stick to the plan. If you can’t stick to
the plan, make peopie's phones or pagers ring very,
very quickly.

We need a strong interface between

maintenance and plant operations, and this is plant

' operations, the bit "0, " which includes operations and

engineering. Someone mentioned earlier in one of the
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models that was up there that there could be a
different safety culture in Engineering, Operations
and Maintenance. 1Is that a good thing or a bad thing?
I personally believe that that’s a good thing if we
handle it correctly. I think that one of the
strengths of our business if we leverage it
appropriately is the diversity that our industry has.
People in Maintenance look at the world through a
different set of glasses than the people in Operations
or the people in Engineering. If we can bring that
collective togéther in a  healthy respectful
environment, we'rev a lot Dbetter off than just
listening to one group of people or to expect that
we’'re going to have the saﬁe culture in each of those
organizations.

Strong quality assurance programs. I like
an intrusive quality assurance program. I like an
assertive quality assurance program. I think that
having an assertive quality assurance program helps us
rub the two pieces of metal together, perhaps, and
keep it nice and shiny and keep a nice sharp edge at
the power station. 8o I like it when our QA auditors
of QC inspectors or'whomevér come in and say, "We went
out and we saw this. This is what we saw, we didn’t

like what we saw." Gets us together and helps us
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improve.

Continuous learning, I‘’ve mentioned that
before. A strong operai:ing experience program. That
includes internal operating experience as well as
external operating experience.

The last thing I’1l mention is craft
ownership. I love it when I go out in the field and
you don’t need the first-line supervisor to exhibit
craft ownership, it’s the mechanical in the valve or
the electrician in the breaker that you just have
confidence that thet individual is not going to leave
that piece of equipment until they can guarantee that
it’s going to work tortheir satisfaction.

Moving to Engineering, I believe a healthy
Engineering Department understands and controls their
design basis. They establish and they maintain a
strong and healthy set of engineering programs. These
are your high-energy 1line break programs, your
Appendix R programs, the EQ programs and the like. I
also believe that there needs to be a healthy and
respectful interface with Operations, Maintenance and
Training. You’ve got to have the engineers working
elbow to elbow with the operetors in the Maintenance
craft. They need to know each other by name, they

need to know who the system engineers are. The system
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engineers need té be in:the Maintenance shop and in
the field and understand their equipment. The
operators in the Maintenance craft need to know who to
call when they have an equipment problem.

Engineering is a very tough job, in my
opinion, these days. There are many more demands made
of our Engineering Department than they can ever
achieve. They can’t please everybody, and sometimes
our Engineering management feels like théy' re pleasing
nobody. They have to attend to day-to-day operations
to make sure the Plant operates today safety and
reliably. They also have to think long term, where
are we going to be two years from now? We need to
have resources allbcated to this modification that
we’re not going to implement for another two refueling
cycles. Sometimé_s tﬁat doesn’t give you the
satisfaction when yoﬁ're going home, when the engineer
goes home and says, "Gee, I met my milestone today.
We’re going to be successful two years from now." The
engineer doesn’t feel nearly as good as knowing that
he went home and was Vout: in the aux building woiking
with a craft or an operator getting a heat exchanger
repaired.

And then the engineers need to help us

assess equipment reliability. How are we making use
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of operating experience? How are we evaluating our
equipment officer license? Do we see degrading
equipment problems based on the trends that we see,
whether it’s from our Section 11 programs, our ISI
programs or our vibration monitoring?

Moving to employee training and skill.
The balance here is highly skilled operatofs and
technicians, use 6f indﬁstry, internal and external
OE, use of the training programs. When we benchmark,
one of the biggest benefits I think we get of
benchmarking is attributes that we can come back and
we can put out in our training program so that we can
learn in a simﬁlated environment and make mistakes in
a simulated environment before they’re transferred
into the operating environment.

Management knowledge of the Plant. Our
Company is a strong believer that people in senior
management positions need to have a knowledge of the
Plant, need to have a diverse background, need to know
what the operators are doing, need to know what the
craft is doing, need to know what’s happening in the
training environment in the RP and the chemistry
areas. This includes controlled management rotation
and use of mentoré to make sure that we’re continually

improving and that our managers are not getting stale
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and also that a départment is not hearing only one
person’s perspective of how to do business. 8o we do
do reasonably frequent rotation and fairly frequent
use of mentors.

Performance monitoring, programs need to
be robust in measuring and paying attention to trends,
whether it’s = vibrations thermography, human
performance errors, industrial safety accident rates,
contaminated square footage. We have well over 100
key performance indicatofs that we monitor at our
Plant.

Predictive risk analysis, if we’re going
to have a refueling outage or a forced outage or take
a piece of equipment out of service or a system out of
service, proactively do risk-based analysis to make
sure that what we're doing is appropriate aﬁd we have
taken the appropriate compensatory actions. Use of
internal and external performance assessments, that’s
using our own hen house resourceé as well as inviting
others in to assess our performance.

And work environment feedbacks. Mr.
Collins mentioned earlier some surveys that he is
personally associated with. We have done surveys and
interviews as part of our recommendation for the SOER

0204. We also do at 1least on an annual basis
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management surveys wheré' we get that feedback on
management kndwledge, skills and abilities at the
power station.

Plant investments. It takes a lot of
resource to maintain our plants and to have them
prepared for future long-term reliability. I believe
that in an appropriate safety culture there’s a
consistent model that’s wused to help management
prioritize where it’s ~resources are going to be
allocated, and I‘m talking résources kof the human
resource, the dollars, the materials, the engineering.
I believe that a good way to inculcate safety culture
into your decision ﬁéking process is to ask yourself
is this modification or activity going to improve
safety of the plant, is it going to improve industrial
or environmental safety for the plant, is it a
regulatory requirement, is it a equipment or plant
reliability requirement, and, last, what’s the return
on investment for the utility?

So where does the Plant staff come in?
Employee behaviors, sensitivity to degraded plant
conditions, a willingness to question wunusual or
unexpected results, a focus on continuous learning,
demanding for the management team that they be

provided adequate training, a focus on human
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performance, which includes peer coaching and peer
monitoring in the fieid, not only of themselves, the
people that they work with but also senior management.
Just yesterday at one of our management mestings I was
given some observations, and I asked our management
team, am I only the person that gets coaching from the
Maintenance craft when I‘m in the Plant, because I get
coaching all the time. Maybe it’s just me. Also
willingness to advance items that they feel is
important to safety.

Which brings me to my next to the last
slide, I believe. That’s the safety conscious work
environment. Employees at all levels _heed to be
knowledgeable of the avenues that they have ts advance
their concerns, and they need to have confidence that
they can advance their safety concerns without fear or
reprisal. We’ve conducted extensive training for our
employee staff as well as our management team. We've
provided alternate paths for employees to pursue their
concerns, which includes a senior Vmanagement review of
potential or perceived reprisalsr and a shared trust
and respect at all organizational levels.

- Some of the metrics that we use to assess
our safety culture is equipment reliability. What are

the performance trends of the systems and components?
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What are our long-range plans, are we planning for the
future? What about our forced outages, how many have
we had, how have we performed? And then how are we
doing on our refueling outage planning and execution?
From an organizational effectiveness perspective, have
we done integrated cross-functional assessments, and
what have they told us and what are we doing about
them? How is our reactivity management, are we having
events, are we haVing precursors? What are the
trends? What are we doingrabout it?

How effective are we using our operating
\experience? Has it be inculcated throughout the
organization? Do we do leadership assessments? What
are we doing with the leadership assessments? And I
think, very important, are we providing back to the
Plant staff what th¢ 'ieadership assessments are
telling us? At our power station, we do them and we
do provide feedback to the Plant team. And then with
regard to adherence to standards, how are we doing
with regard to procedure, quality, use and adherence,
our commitment td training and corrective actions?

While the units were offline, a very
detailed set of metrics were developed that got you to
a number for safety culture, which included these

types of attributes. Each was weighted for its
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significance and then there was an algorithm that went
in, and every month we trended our éafety culture
index. We have modified that over time as the needs
of the station and performance of the station have
changed. We still rﬁonitor safety culture inde#. We
use these types 6f metrics and we look for trends. We
look not only for trends but we look for specific
individual activiﬁies . or events,  precursors,
transients tha£ need to tell us something.

I guess in closing I know that one of the
questions that’s been asked of a number of presenters
before me is should we pursue regulation with regard
to safety culture? I personally do not believe that
we should. I believe that the current regulatory
process is more than adequate. for giving us the tools
that we need. I also believe that we are getting very
valuable feedback from our resident inspectors as well
as our visiting inspectors and from senior NRC
management. I believe that if we try to regulate
saféty culture and we txy to put a set of metrics in
that is a one-size-fits-all for every power station in
the United States, that we’re going to miss something,
and then two years from now we‘re going to be back
saying what did we miss, what other regulations should

we put in place? I think the current regulatory
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infrastructure is adequate, I think it’s up to us just
to implement it appropriately. Andrthat concludes my
presentation.

MEMBER APOSTOLAKIS: Thank you very much.
Steve?

MEMBER_'ROSEN: - Okay. What sort of
additional information should we ask for, if any, from
the plants?

MR. PRICE: What sort of additional
information should you ask --

MEMBER ROSEN: Yes, data, indicators we
get on safety culture. 1Is there something that we
should be doing different than what we’ve done before,
in your view? I understand you don’t-ﬁhink,we ought
to recommend to the Commission that there be new
regulations. I happen to share that view, but there’s
a lot you can do short of new regulation.

MR. PRICE: Yes.

MEMBER ROSEN: And is there something that
you think the staff and the ACRS ultimately should see
short of regulation in terms of information, perhaps
indicators, perhaps some of the things you just laid
out on your 1ést slide and the data from those
efforts, all to the idea of looking for trends or

changes that one could then say, "Hey, Alan, this is
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different than it used to be. Do you see these
differences? Are they meaningful?"

MR. PRICE: I really don’‘t know. That’s

- my answer, I don‘t know. I know that for -- I was at

our Surrey Plant for 16 years, and the culture, the
work environment, the needs of Surrey were very, very
different fronlour'North,Anna Plant and very different
from our Millstone Plant. I believe that our senior
executive management recognizes the difference in the
needs, recognizes the differences in ﬁhe weaknesses
between the three locations, and we don’t use a one-
size-fits-all. So for me to try to give you an answer
that you all could apply to over 100 plants I just
don’t think I can do that.

MEMBER ROSEN: Do you think we should ask
the plants what they think makes sense for them to
submit and to avoid the one-size-fits-all question?
Would that make sense? Because I recognize that makes
sense, not to have a one-size-fits-all --

MR. PRICE: i think it would make sense to
ask licensees how they assess their safety culture.
I think that would make sense. In effect, that’s what
INPO has done of the individual licensees as part of
the SOER. And I think it’s been very healthy for us

to do that. That gives us the flexibility to
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determine what is appropriate for our power stations
with where we are in our time and give an assessment
for ourselves, what type of environment that would be
done in. What type of protocol would be used, I don’‘t
know, but I do think that would be appropriate.

I think it’s also appropriate, and we will
do this, to share the fesults of our SOER reviews with
our resident'; inspectors. I believe that we have
already done that. VSo a lot of this work has already
been done and is done én a monthly basis for us.

MEMBER APOSTOLAKIS: Any other questions?
Tom?

MR. MURLEY: I regret that I have to leave
for an airplane in about ten minutes. I agree with
what Alan just said, though, that it may be the best
approach, if you accept that we’re not ready yet for
a regulation in this cbuntry of some kind, but to ask
the utilities themselVes how do you measure your own
safety culture? That could get them -- some do, some
do a very good job, like David said. It might be best
if it wefe an industry initiative with some help from
NRC prodding along the way.

MEMBER APOSTOLAKIS: Yes. I‘d like to
come back to what Mr‘. Price said. I do appreciate the

point that you don’t want to see any new regulations.
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Now, I assume thét means rules, but would you object
to what Tom Murley presented, some sort of'regulatory
intervention in the -- again, I come back to my
earlier point: We have an action matrix here which is
part of the reactor oversight process. Its first
column is really the most benign one. It says
licensee response column.

Basicaily, what the agency does is tells
the licensee you’re all green but here are some
problems that you may want to look at. That would be
a form of intervention which can be either after the
second box or after the first box in the diagram that
Tom showed us. And the mere fact that the NRC is
raising the question attracts attention by the utility
and usually there is a response. Would you object to
something 1like that, to make it a 1little more
systematic, perhaps, so that we make sure that all the
regions do this or maybe they’re doing it already, I
don’t know.

MR. PRICE: It’s not so much that I would
object to it, it’s that I believe that almost all of
us are already doing it, so it’'s a question of making
use of what we are already doing. So I believe that
all the tools are there. I also believe that the

interactions are already taking place with the
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resident inspectors as well as with regional
management. It’s arquestion of what are we doing
about it.

MEMBER APOSTOLAKIS: But don’t we have a
problem, though, if we say, yes, all the tools are
there, and yet Davis ﬁésse happened. And as someone
said earlier, we can't’really regulate this industry
based on averages, everybody has to be on board. How
would that look to the public? I mean one of the
strategic goals of the Commission is to enhance public
confidence in our activities and of course in nuclear
power plant safety. ‘How would it 1look if the
Commission said, "Yes, Davis Besse happened but what
can you do? It was an exception.' We have all the
tools we need so we’re not going to do anything about
it." Would that hélp us in gaining public confidence
in what we’re doing. By we I mean the Agency, but you
can extend that a little looking at really the input
in the industry. And by the way,"it seems'to me we’re
moving now into the general part of the discussion, so
anybody who wants tO‘participate élease feel free.

MR. PRICE: It’s my opinion that safety
culture 1is very subjective -- I'm sorry, the
measurement of safety‘culture is subjective: How far-

reaching do you want to go? Dave has brought with him
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one of the early outputs from our vreview of
unexplained conditions at our power station. I don’t
agree that all of those represent latent
organizational weaknesses. Some}of them are just
unexplained things or recurring problems that weAjust
have not taken care of over the years.

I also believé that the regulatory
processes’ expectations have changed over the two plus
decades that I’'ve beén associated with the industry,
and it’s not like under the ROP process, we’ve just
now had a significant event. We’‘ve had other
significant events under the SALP process and under
other enforcement processes. So I don’t think it’s a
failure of the current regulatory process. I think
the current regulatory prodess has a lot of strengths
in helping us iook at the risk associated with
activities and with deficiencies that are identified.

I think that depending on what the
decisions of the ACRS are, that good intentions that
you all may have could have unintended consequences
for the industry. For us to assess safety culture,
I‘'m not saying that we needAto do things outside of
the light of the day and.in'closed rooms that you all
are unaware of, but for us to assess our safety

culture and for us to assess our management and our
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leadership we need to be very, very critical and we
need to be very critical sometimes subjectively.

Someone was asking earlier how can we come
up with a set of metrics that are predictors of future
failure? That’s tough to do, but I think you all know
that that’s what management’s all about. When we're
assessing a first-line supervisor’s performance or a
senior manager’s performance or a site Vice
President’s performance, my boss is looking at how I’'m
conducting my business, what type of decisions am I
making, how am I expressing myself, how effective is
the unit being operated, and it’s his job to make sure
that I'm removed before we have a significant event.
So that’s not part of the regulatory process, but
those things happen every day in our industry.

MEMBER APOSTOLAKIS: Anybody who would
like to address this issue? The issue in my mind is
would we enhance public confidence in this Agency if
we say the regulatory gsystem is fine, David Besse was
an outlier and do nothing? Let’s give the Panel
first, I’'ll come to you. Please. You have to have a
microphone in front of you. Go ahead.

MR. KEISLER: Can you hear me now?

MEMBER APOSTOLAKIS: Sure. No, it’s for

the reporter.
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MR. KEISLER: There is precedence. ASME
Section 11 was an entire retrofit code on an existing
industry, not just the commercial industry, all the
experimental reactors, everything in the nation.
That's exactly why there were over a pair of programs,
replacement programs. Where you go from here I don’t
know. There are a lot of things in place, but the
whole concept ﬁnderlying and the underpinnings are
still evident within that code quy, the actual
documents. The diversity what’s there to reach back
in and have everyone that needed to be but at the same
time there was control. And that data started coming
in, and you keep adjusting to that, and you set an
ongoing process within there.

So the issue of safety culture now began
through all of breach. In fact, I don’t know of ever
sitting an inquiry session in 20 years that allowed
the cladding to be taken credit for as a pressure
boundary. 1It‘s a point of law. The cdde becomes law
by incorporation. There’s been a year and a half of
discussion about how they protected everything. It’s
a moot point. But there are strategies and those
things have been used. It is an arduous process, but
it becomes a continuum too, and yourset in motion to

do. And one key example of that would be ASME 11 and
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how it was retrofitted into evolution over the long
haul as to how that bréught it into play to where it
is now used in the sites by the industry. He
mentioned in his slides how he takes credit for those
programs, a vital part of managing that Plant.

MR. WHITCOMB: Dr. Apostolakis, I would
just like to try~to address your question perhaps with
one perception. With respect to the findings of the
Inspector General’s Office in December regarding the
safety culture of the NRC, my sense is that the public
is concerned that thefe are some safety culture issues
within their own regulétory agency that's tasked with
protecting its interest. So to do nothing perhaps
wouldn’t bode well or support that perception, and I
think that it would oniy manifest itself and grow.
And I think there’s a mistrust because of information
that comes in spurtsrand pieces and doesn’t always
appear to be forthright. And I think that that
coupled with this perception or the findings that the
NRC itself has to wrestle with its own internal
problems apart from the industry I think is a concern
for the public at iarge.

MEMBER APOSTOLAKIS: Please identify
yourself.

MR. MEYERS: I'm Lew Meyers. 1I'm with
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FENOC, and I present later today so I’ve got to watch
how I ask this question. You know, I’1ll talk about
Davis Besse, and my advice is look‘at Davis Besse as
a plant. When Davis Besse event happened, I was the
VP of another plant, and I had to respond back from
the other plant from a regulatory process and an INPO
process and everyfhing else on the material condition
of the reactor vessel head at the plant I was working
at. I had to respond back in a certified letter, I
had to have telephone calls, and I had to do
ingpections. And I look at the differences of the way
we approached the issue at the plant that I worked at,
the same company, versus at Davis Besse. So there’s
plants and there’s differences in plants, like Mr.
Price talked about a while ago and the cultures and
the behaviors of the ﬁnions and everything else.

But then I alwaYs step one step higher and

I look at the industry through INPO’s eyes and the

regulatory process through the NRC's eyes. And what
I'm proud of today sitting here is that the industry
experience that we had in this country and others
drove us to assess our headé'andrforced us to shut
down and go really do a thorough inspection of the
heads that we have today in this country. And as a

result of that, you know, there was no real Davis
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Besse loss of integrity. We were fortunate, and it
wasn’t as timely aé I‘'d like to have seen it, but
somewhere along the line you all guys got to realize
that the process that you had in place did work. I'm
not talking'abouf'b;vis Besse, I'm not talking about
the NRC process. Itrdid work. It protected the
health and safety of the public. Now, do you have
enhance that? I don’t know. But it did work. That
would be my comment.

CHAIRMAN BONACA: Something mundane but
it’s important too I would like to point out. We just
found out that the cafeteria is going to close today
at one o’clock. -

MEMBER SIEBER: Why?

CHAIRMAN BONACA: Because there is some
ceremony. SO my suggeétion would be that maybe you
wrap up by 12:30, leave at least half an hour for
people to get something to eat and continue the
discussion in the beginning of the second session,
however you want to handle it.

MEMBER RANSOM: Or we can start at 1:30.

CHAIRMAN BONACA: Yes. We’ll start it
again at 1:30. Or whatever. I mean we can continue
for ten minutes, but at least we leave some time for

people to feed themselves.
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CHAIRMAN APOSTOLAKIS: Okay. Any other
comments? Yes, please.

MR. COLLINS: I‘d just like to say that I
believe that there’s a couple of NRC inspection
procedures for safety culture and for a corrective
actions program. And after -- it seems like what
happens is we don’t flag any problems until after an
event like Davis bBesse, and‘ then we say, "Oh, the
safety culture is terrible or the corrective action
program is terrible at this plant." And I think that
we're at the point now where weAreally need to -- the
NRC really needs to take a look at those tools that
they use to assess those things and whether they
should keep using them in the form that they are.

Becausertherproblem is if you’re feeding
information to an operator like FENOC that you’re not
really sure of, 1 mean“right now we’re all sitting
here saying that -- or at least Chairman Meserve saici
last year that safety culture hasn’t been clearly
defined, so we can’‘t -- NRC or anyone else hasn’t
found a way to uhambiguously measure it. Well, if
that statement is true, then what business does the
NRC have telliné plants that their safety culture
looks fine? That’s my comment.

CHAIRMAN BONACA: Well, let me go back to
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the issue of Davié Bessé now. We have an event, and
at the end of that one could conclude that you have an
isolated event and so we will reac;t to it accordingly.
And the other possibility is that a number of
indications then are found which corroborate or
substantiate the perspecti\}e that says, oh, there is
a safety culture issue. That came out pretty quickly.
I mean we were juét looking at what evolved there, and
the number of the indications that were brought to
bear were, for example, action statements on a very
frequentr basis. Well, very unusual and yet didn’‘t |
anybody not;ice that? = And so the clogging of the
filters and a lot of other things that happened.

Now, the conclusion of that is there is a
safety culture problem, and now we’re all jumping on
safety culture. So let me forget about safety culture
now and simply say how did we miss, not only the Plant
but also the NRC and everybody else, this issue, these
indicators that were telling us something was going
on? Okay? I mean it just is a legitimate engineering
technical question. I mean it’s a just a legitimate
leadership question. How did we miss this?

And the next question is for safety
culture that'’s okay, but it’s so much more intractable

than safety culture. Let’s just talk about the
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indications and what can we do at other plants today
to make sure if we see these indications we jump on it
and infer, and we are raising issues about questioning
attitude and so on and so forth. And that’s simply
the facts of the matter now. I‘m afraid at times when
we begin to say ail these indications are safety
culture and now we juﬁp on safety culture we really
lose sight somewhat of what the job has to be. And so
what we’re looking for here, I think, is alsoc some
perspective from people with experience in running
power plants and ffom NEI and everybody else on what
can we learn that we can pﬁt in place so that an event
like Davis Besse will not occur again, and I think we
all héve the same objective there. I mean nobody’s
trying to say our objective is to regulate safety
culture, it‘’s just simply to prevent that lapse from
occurring again.

CHAIRMAN APOSTOLAKIS: Yes. To expounci on
this, does thevSafetyrReview Board have a question,
are they really doing anything or are we just
visiting, saying -- receive a few presentations, say
a few nice words and leave? Where was INPO? I mean
we have to answer these questions first. For years
now I’ve been hearing here that INPO has these great

programs to do this and this and that, but they can’t
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tell usbabout it beéaUse it’s proprietary. Well,
where were they? I mean they are famous for being
very frank with plént management. Did they forget to
be frank this time? - These are the real issues I
think. I mean on paper it looks very good. You have
the plant, you have external oversight, you have the
NRC inspectors, and then the whole system seems to
collapse. Why? Why? Why did that happen?

CHAIRMAN-BONACA: One disturbing element
is some of the eiements that we normaily consider
attributes of safety cﬁlture as an effective
corrective action pfogram seém to be okay. That’s
really the message we got. I mean it wasﬁ't that bad.
Now, when you say it wasn’'t that bad about a situation
like Davis Besse it means it probably was pretty good,
and so on and so on. So thaﬁ's the other intriguing
part, that some of thosé‘atﬁributes that we normally
consider elements of safety culture as indicators were
not so bad after all. So that’s why we’re left with
that puzzling question about how do we prevent a
repeat in the future. I mean not necessarily that
there’s going tokbe one. I'm saying --

CHAIRMAN APOSTOLAKIS: Do the Panel
members care to make a comment on this?

MR. WHITCOMB: Yes.
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CHAIRMAN APOSTOLAKIS: You don'’t have to.
MR. WHITCOMB: I would like -- before I
address that specifically, I'd like to echo what Mr.
Collins said about ,reassessing what the tools are in
place. And the reason I say that’s twofold. On the
afternoon of the éame day that it was reported at a
public meeting the rprdblem with the reactor vessel
head, the NRC had kan exit and gave Davis Besse all
green in performing assessment -- performance
assessment, okay? VN'ow, later, perhaps six weeks
later, there'’s a dei:érmination that this is -- the
root cause is a safety culture issue, okay, which
perhaps wouldn’t have been identified “through the
normal routine assessment of plant performance.
But I would echo Mr. Collins’ concern from
a little different; perspective. In 1985, at Davis
Besse there were the independent failure of 14
different systetﬁs, and that’s why they issued a
blistering assessment as to the superficial
maintenance practices. Now, that was 18 years ago, 17
years before the identification of the reactor vessel
head. How did we ever let that get to that point
where we were once again surprised by that very same
plant that had the same kinds of problems? That’s the

issue of safety culture that truly hasn’t been
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addressed in any of the assessments. And particularly
when they get a glowing all green réport card it just
is unfathomable.

And the public is concerned, Mr.
Apostolakis. They really are concerned because
they’re scratching their heads saying how can we have
such great performancerréviéws but have this near
disaster? So I thinkAthére has to be a review, and I
think it’s got to'gqrbeyond that. I think there has
to be a new road paved. I agree with Mr. Price,
there’s a lot of things that are being reported, and
I think to a large degree many of the plants are doing
the right things, aﬁd they are assessing their
culture, because that’s the right way to manage. But
for those who don’t give the same attention to that,
I believe their guidance needs to be put in place.
Thank you.

MR. COLLINS: Can I just mention what I
think is probably the single most fundamental issue
for measuring safety culture? And 1I‘ve been
corresponding with this Dr. John Carroll of MIT who
wrote this wonderful paper, I recommend people reading
it, really analyzing Millstone, but he’'s élso studied
many different nuclear plants’ safety culture. And

what he says, and it’s part of my presentation, and
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this is shared by INPO as well, that, well, INPO says
the most importantr source of information is the
worker, and Dr. Carroll says we need to start
institutionalizing dialogues with workers.

Now, after Davis Besse there was a root
cause report done and it said that a large amount, I
believe, of the Operating staff felt like the keys
were taken away from them starting early ‘90s. Is
that a good characte:ization, Mr. Meyers? And I think
that was very similar to what happened at Millstone,
and I also believe it talked about the focus on the
cost control as being part of the issue.

So really I obviously respect -- I don’t
want to say anything'what the Panel is saying, but I
don’t think we need safety culture studies done of
Millstone right now because I think the culture is
great, but I think we would definitely need the NRC to
take a look at the Millstone‘culture before 1996. So
can we leavevit up to the licensees to just manage it
on their own? I‘think there needs to be at some point
something -- some involvement by the NRC that can
remove toxic leaderéhip when it gets installed.

CHAIRMAN APOSTOLAKIS: Is this idea of
getting feedback from the workers isn’t this what the

Japanese industry did with the quality surplus, not
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the nuclear ihdustry, where they had these -- I think
that’s what it is. They had managers and workers
getting together in groups of eight to ten.

MR. COLLINS: There’'s models of Japanese
and also Saturn in this country, they have the same --

CHAIRMAN APOSTOLAKIS: Saturn, yes.

MR. COLLINS: -~ guality surplus.

CHAIRMAN APOSTOLAKIS: Which was more than
the Japanese.

MR. COLLINS: Right.

MR. KEISLER: Some of the private work
done in what waer going on in this Vnation, and I
interfaced with Pétel'Human Affairs Research Centers
substantially through this period. I knew a number of
people through the code activities individually just
like you guys know everyone. They did a number of the
comparative analyses for this nation against the
Japanese industry, the European industries, against
FAA and aerospace industries domestically. Also what
was evident then, and it was overall efforts to assess
the status of maintenahce at the domestic industry now
that the larger plants were coming into ﬁlay and
larger numbers of them. But they had not dissected
what was going on at the 1leading plants in this

nation, and I happened to have worked close in with
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the leadership of those in my own career, which was
the essence of why I went back to look in detail to go
through that.

But what you’re seeing thefe, there were
modified <quality surplus plants, there were
psychologists on staff - working to create
programmaticaliy‘the innovation I cited, Mr. Ollie
Bradham with the V.C. Summer Plant. Ollie had been
the Maintenance Superintendent at Oconee, and actually
when he had executive migration into the start-up of
the V.C. Summer Plant, I wouid go back to what Mr.
Price said, different plants were there. And that was
true in Duke with Catawba and MacGuire versus Oconee
and the culture changes and differences.

V.C. Summer and also being a very small
utility with one reactor but they implemented some of
the lessons learnedrthat were not well-documenﬁed
through that era. There was no INPO at that time at
all, but we went back ih and what were the elements of
that and very formal programs to assure that those
craft personnel had access all the way to the Board of
Directors if they needed that and set up of
architecture procedurally, programmatically and then
actually. brought in professional expertise of

psychologists to work with and to do that. And they
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went to a couple other plants in the nation in 1987
and that’s what wés the premise of my point in talking
about a generation digress now, we moved in the other
direction. VWe were headed there, it didn’t captured
in all the officialrdocumentation, as I understand it.

CHAIRMAN A?OSTOLAKIS: 0kay. I thiﬁk
we’re pressed for timé now. So before we recess, I'd
like to ask the Paneirmembers, are there any issues
that you would like to raise that were not discussed
so we can spend 15 minutes with the same panel after
lunch or do you believe we’ve covered everything and
this is it for Panel 1?

MR. WHITCOMB: I think I have nothing else
to raise.

CHAIRMAN APOSTOLAKIS: Very good. So
thank you, gentlemen, for comingAhere. This was very
helpful to us. We’ll recess until 1:40. Thank you.

(Whereupon, the foregoing matter went off

the record at 12:39 p.m. and went back oﬁ

the record at 1:40 p.m.)

CHAIRMAN’BONACA: All right. It’s time to
start the meeting again. So we will resume the
meeting with the second panel discussion.

CHAIRMAN APOSTOLAKIS: Okay. The subject

of this afternoon’s panel is attributes of safety
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culture, which,isrof course what the ACRS is réally
interested in, whether we can define these attributes
and maybe measure some of them. We’ll follow the same
rules as this mdihiné. —flease try to keep to your
time to allow, the allotted time. And then we’ll have
some discussion aﬁd then ét the end we’ll have a
roundtable discussion.

The first item on the agenda is the
overview and status of the NRC staff’s activities.
Mr. Trimble? 7

MR. TRIMBLE; ‘Thank you. My name is Dave
Trimble. I'm the Chief Operator in Licensing and
Human PerformanceASection within thevNRR staff. And
as you’ll see shortly; the Commission has tasked the
staff with monitoring efforts of foreign regulators to
measure and regulate safety culture and the
effectiveness and monitoring efforts‘ to develop
objective measures and indicators of safetyrculture.

We'revcurréntly doing this through a team
from across offices, and it consists of Team Leader,
Clare Goodman, who’s on my left, who Qill be
presenting the details of the information that is in
this presentation. And Clare is our -- as a Senior
Human Factors Analyst within my section. Also,

although he’s not actively participating in this panel
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discussion, Jim Bongara is also on the team of my

staff. I also have Lisamarie Jarriel. Lisa is -- you
want to stand up, Lisa? Lisa is the Agency’s
Allegation Advisor. And we also have -- she’s within

NRR. And we also ﬁave Dr. J -- Julius J. Persensky
who’s from the Office of Research, and I don’‘t think
Jay’s in the room right now:but he will be shortly.
And he’s also a member of the team.

Consistent with the mission of this team,
several of the members, Clare, Lisamarie and Jay, are
also members of the NRC inspection team working on the
-- looking into the Davis Besse issue;

Our purposé today is to -- go to the next
slide -- just to‘give you an overview, we. want to,
first of all, refresh everybody’s memory as to what
the current guidance that we have provided by the
Commission, and then we'’re going to list the set of
attributes of the safety culture that was developed by
the -- under the IAEA’s auspices, the International
Safety Advisory Group and set forth in INSAG 15, which
I was very impressed with when I first read that
document. And, anyway, it certainly represents a lot
of thinking that’s evolved on the issue, but -- well,
we use those as sort of a baseline document. And for

each attribute we will describe what characterizes

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 2344433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

183
these attributes and then what guidance we Vhave
against these attributes, what guidance we currently
have.

And VI want to say on the outset we
currently assess and monitor séfety culture within the
inspection program,rbutrit's on a limited basis. And
we’ll try to showryou'what we do and then give you a
little flavor for what we don‘t do. At the end, we’ll
provide some conclusions regarding our plans. And
simply put, our plans are tortry and work within the
guidance that we’ve received from the Commission. And
if we do find that we see a need for regulatory
enhancement, then we would be obligated and we would
plan to go back to the Commission to basically get
their buy-in and approval to move into a new area.

I want to now -- again, time is limited,
but I want to shift seats here with Clare Goodman as
our team leader. 1I'd like Clare to go through those
attributes, and then we’ll get on with the discussion.

MEMBER POWERS: Weil; maybe just ask your
one question --

MR. TRIMBLE: Please.

MEMBER POWERS: -- before I leave.
Suppose that you said, "Gee, we’ve got to regulate in

this area," wouldn’‘t you have to do a backfit
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analysis? 7

MR. TRIMBLE: Yes, we would.

MEMEERVPOWERS: How do you do a backfit
analysis?

MR. TRIMBﬁE:V How would you do it?

MEMBER POWERS: Yes.

MR. TRiMELE: I think it was mentioned
this morning that it could be difficult and
challenging. I ‘haven’t really ﬁhought about it
enough, Dr. PoWeré, to know whether it would be
impossible or not  but- it certainly would 'be
challenging.

MEMBER ROSEN: What you really mean, Dana,
I think ié if you wanted to establiéh a new fule to
regulate in this area without a backfit analysis.

MEMBER POWERS: 'Né, you can’t regulater--

MEMBER ROSEN: But you couldn’t eétablish
a new rule.

MR. TRIMBLE: Yes. That'’'s a good point.

- MEMBER POWERS: 1If you try to impose new
requirements on a reactor, you have to do a backfit
analysis.

MEMBER ROSEN: 1If you try to impose new
requirementé; that’s right. But I’'m not talking about

that.
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MR. TRIMBLE: Right.

MEMBER ROSEN: I’'m talking about what you
look at within‘fhe’scope of what you have.

MR.'TRIMBﬁE: Right. If you have -- yes.
In other words, if‘ycu -- I think what you’re saying
is if you were to enhance your inspection program or
something, it may not --Vof course, you’d have torbe
very careful in thatraréa that you’re not through the
inspection program --

MEMBER ROSEN: You’'re adding new
requirements.

MR. TRI»MBLE:V -- purtting new requirements,
right. But maybe in the monitoring area, NRC staff
monitoring.

MEMBER SIEBER: Even with that you can’t
impose a monitoring data requirement except by
agreement with the industry or with the licensee.

MR. TRIMBLE: | Yes. That’s wmy
understanding.

MEMBER SIEBER: Right.

MR. TRIMBLE: We’'re going to do a
switcharoo here and let Clare have the microphone.

MS. GOODMAN: Although I’ve been known to
speak plenty 1loud enough that I don‘t need a

microphone. Just as some background for some people,
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I've been working on the NRC staff since 1980 in a
number of areas of Human Performance. And if I put up
my hand, can you see, that means the next slide.

I'm goihg vto basically skip over this
fairly quickly because this ﬁorning we went over the
definition for safety culture. NRC is using the
definition, as Thadani indicated this morning, that
was put forth in INSAG 3 and 4. And also in the
nature of time I'm going to move to the current
Commission guidance = fairly quickly. As Dave
indicated, I'm going to go through what currently is
our Commission guidance and within the boundaries that
we’re operating at the moment.

First on this 1list is a 1989 policy
statement. It was prdbably issued during Tom Murley’s
time as NRR Director on fhé conduct of operation. And
it’s the only regulatory document that we have that
directly addresses 'safety culture. It starts out by
stating that, "The Commission believes that the
working envirqnment ‘provided for the conduct of
operations at nuclear power facilities has a direct
relationship to safety." - It also states that,
"Management has a duty and obligation to foster the
development of a safety culture," and it does use the

word, "safety culture," "at each facility and to
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provide the professional working environment in the
control room and thréughout the facility that assesses
safe operationé." And throughoﬁt this talk I‘ll give
a couple more quotes frdm that policy statement.

The Commission has also provided further
guidance in three staff SRMs that have been issued
that are listed here. The first SRM, issued in 1998,
approved only the current staff practice of inferring
licensee management performance from'pérformance-based
inspections, réutine assessments and event follow-up.
That SRM specifically Séid that efforts to develop
leading indicators of performancek should not use
licensee management performance or coﬁpetency as an
input, and the inspection program should focus on
performance-based inspection findings. And, lastly,
that SRM eliminated résources directed at developing
a systematic method for inferring management
performance.

Probably the mosﬁ important thing that
came out of this SRM is that NRC should not be
addressing management cqmpetencies. And I think it’s
important language-wise that that SRM was addressing
management . competencies more than it was safety
culture as we’re talking about today.

In the second SRM, which was mainly about
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safety conscious work ehvironment, but at that point
the definitional differences between safety conscious
work environment and safety culture were used
interchangeably, so it’s unclear if the guidance was
referring just to safety conscious work environment or
also to safety éulture. But the guidance of that SRM
was the staff should continue with current policy'with
the addition of de\}elopment;. and implementation of
additional guidancerand training in support of more
complete and consistent program'implementation. It
didn’t further give any details.

Lastly, and more recently, the Commission
in an SRM this year issued quite a bit of guidance on
safety conscious work environment, and at the end of
that SRM had two additional points related to safety
culture. Those points were that the stéff should
monitor the efforts of foreign regulators to measure
and regulate safety culture and assess their
effectiveness. In particular, because‘ the
subjectivity is a principal objection to the direct
regulation of safetyvcultufe, the staff should monitor
efforts to develop objective measures, indicators of
safety culture. And that’s probably the most recent
guidance that we’ve received.

This slide lists the key issues of safety
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‘culture £from INSAG 15. I1'll refer to them as
attributes. Others have referred to them as
principles or elements. In any event, they’re the

selected topics by the International Nuclear Safety
Advisory Group, or INSAG, and these are the group of
attributes that have resulted frém a maturation of a
number of documenté.

First, INSAG 3, which dealt with basic
principles of safety, to INSAG 4, which specifically
dealt with safety culture, all the way through INSAG
11, which dealt with developing safety culture and
practical suggestions for utilities to use. INSAG 13
dealt with the managéhent of operational safety. And,
finally, the documentr,r INSAG 15, dealt with a number
of attributes that are listed here for safety culture.
And I think the important.: thing to take away from this
slide is that this is an international set of
principles that have wide applicability and cut across
multiple Cultufesrand applications.

The first attribute, COmmitmenﬁ to safety,
means that safety is put cleariy and unequivocally in
first place from the top of the organization. There’s
absolute clarity from the organization safety
philosophy. The f'qllowing slide addresses some of the

places that NRC talks about this type of commitment.
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MEMBER POWERS: Does your previous slide
mean that you’re demanding that organizations say
safety is
their number one priority?

MS. GOODMAN: Correct.

MEMBER POWERS: That can’'t possibly be.

MS. GOODMAN: Yes. I heard you this
morning that -- I think it’s best stated that
management exhibits safety first practices. And by
that we’re not talking about the ultimately shutting
down the facility because the only way for a facility
to be safe is shut down.

MEMBER POWERS: : Yes, but some of our
facilities are not safe if we shut down.

MS. GOODMAN: Yes, that tmé.

MEMBER POWERS: It would be bad to shut
down a spent fuel pool.

CHAIRMAN APOSTOLAKIS: Why are you giving
us the INSAG 15 attributes? 1Is ﬁhere anywhere -- did
the Commission say you should look at those?

MS. GOODMAN: No. The guidance from the
Commisgion is limited to three SRMS --

CHAIRMAN APOSTOLAKIS: Righﬁ.

MS. GOODMAN: -- that we received. I'm

using those attributes because those are the best
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definition for séfety culture and attributes of safety
culture agreed upon at the »moment by a 'panel of
experts, they’ve mratured'over time, a number of years,
a number of committees havérmet that have led to the
development of tﬁese attributes. and I’'m using these
attributes to show you where there are pieces of NRC
regulatory rules or guidance and where there are not.
It’s more a methodology to sort of present what we do
cover and what we don’t cover.

'CHAIRMAN APOSTOLAKIS: Okay. Okay.

MS. GOODMAN: So it’s an effective list to
start from.

CHAIRMAN APOSTOLAKIS: So you may go back
to the Commission then and give some recommendations
at some point -- |

MS. GOODMAN: Yes.

CHAIRMAN APOSTOLAKIS: -- regarding the
ones that are not covered.

MS. Goopmz Yes.

CHAIRMAN APOSTOLAKIS: Okay.

MS. GOODMAN:  The policy statement on
conduct for nuclear power plant operations, I’ve read
from it already, it also says that, "Management must
provide the leadership that nurtures and perpetuates

the safety culture." It says that, "The starting
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point for the necéssary full attention to safety
matters 1is with the senior management of all
organizartions concerned." And it, lastly, sort of
wraps up by saying, "Management should review their
procedures and policies on the conduct of operations
to assure they support an environment for professional
conduct."

We also have ﬁechnical specifications that
require certain adminisﬁrative controls related to
organizations, including 'PORC and other senior
management review groups, and we also have an SRP that
has some limited guidance..

So in summary, we have limited coverage of
this attribute, and we should in particular understand
that policy statements are not directly enforceable,
they’re not rules.

Next attribute, use of procedures. Very
quickly, this states what the characteristics are of
that attribute. " ‘Procedures need to be clearly
written, simple, understandable, fit for their
purpose, appropriate for task and accomplish what is
needed to maintain safe operations.

The next slide identifies a number of
areas where the NRC does have some rules and guidance.

Appendix B addresses procedures directly. Reg Guide
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1.33 endorses ANSI 3.2, which provides a 1list of
activities that should be proceduralized. Also, there
are inspection procedures. There’s one inspection
procedure listed here. Now, the copies of your slides
that you haverare a prior one where I listed some
supplemental inspection procedures. Under'the reactor
oversight process, we have baseline procedures, and
then we have special inspection procedures or
supplemental inspection procedures, such as this 95003
and then we have further sﬁpplemental pro;ﬁedures, such
as plant procedures or‘EOPsror human performance that
could be used in conjunctibn with 95003 if that was .
the appropriate iséue that was being.dealt with.

So, in éummary, we have -- we’ve written
guidance that cover this attribute, though to some
extent implementation is restricted by the ROP process
because a number of our items are in supplemental
procedures and not part of the baseline.

The next attribute deals with conservative
decision making. Most incidents in the industry occur
because somebody failed to consider or question in a
conservative manner decisions that they'vé made, and
this slide is jﬁst a list of thpse characteristics.
The next slide provides again a number of places where

NRC does provide documentation or guidance to the two
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inspection proceduréé listed here, 71111.15 and
71111.14, are part of the baseline ROP process. So
they would be conducted at all plants on a regular
basis.

The - operability evaluations reviews
evaluations to ehsure that operability is properly
justified and that compoﬂents or systemé remain
available. The personnel performance baseline

inspection procedure reviews personnel performance

during planned non-routine plant evolutions or non-

routine unplanned events. It also reviews all LERs.

Lastly, the policy statement, again the
same one‘that'I falked about previously on Conduct for
operations, addresses this attribute by stating that
open attitudes are required in such staff to ensure
that information felevant to plant safetf is freely
communicated. When errors of practice are committed,
their admissionvis éncouraged. By these means and all
pervading safety thinking is achieved allowing an
inherently questioning attitﬁde. The prevention of
complacency, a commithent of excellence and the
fostering both of 'personal ‘accountability and
corporate self-regulation in safety matters.

So, inj summary, we have a number of

specific indirect guidance in this area, but we have
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a limited coverage in the global sense of conservative
decision.making.r And, again, just to repeat what I‘ve
already said, the policy statements of course are not
directly enforceable.

The next attribute is reporting culture.
The characteristics are listed in this slide. In
summary, in this particular area, we have a fair
amount of coverage of this‘attribute. There is a
policy statement -- go on to the next slide -- there’s
a policy statement on ﬁreedonlto raise safety concerns
which sets forth expectations that licensees will
establish and maintain safety conscious environments
in which employees feel free to raise safety concerns,
both to their management and to the NRC, without fear
of retaliation. A safety conscious work environment
is critical to a licensee’s ability to safely carry
out licensed activities. The baseline procedure, IP
71152, which is called the identification resolution
of problems, has been revised to give guidance to
inspectors on the topics of willingness to raise
safety concerns. -

The next attribute is challehging unsafe
acts and conditions. This attribute speaks to the
process for identifying, reporting and correcting

unsafe acts in the plant. An important feature of
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‘this attribute is that employees are fully involved in

the process and are trained to kﬁowrhow to challenge
in a constructive way. The next slide.

Thies attribute is a cost-cutting issue in
the reactor oversight process, or ROP. In the ROP
process, it’s addressed through the inspection
procedure IP 71152. VA fundamental goal of actually
the NRC’s ROP process is to establish confidence that
each licensee is detecting and correcting problems in
a manner that limits the risk to members of the
public, and in fact a key premise of the ROP process
is that weakgessés in licensee’s problem,
identification and resolution programs will manifest
themselves as pefformance issues which will be
identified during the baseline inspection program or
by crossing performancé indicator thresholds. And so,
in summary, we have a fair amount of coverage for this
particular attributé.

The next attribute, learning organi zation.
This is a little bit trickier. TIf an organization
stops searching for improvements in new ideas by means
of eliminating say benchmarking or seeking out best
practices, there’s a danger that it will slip
backwards. Ideally, all employees are involved

proactively and --
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MEMBER POWERS: What does that mean that
there’s a danger it will slip backwards?

MS. GOODMAN:V Operational experience and
benchmarking both are crucial ways that a facility can
find out about either prior near misses at their
facility or at other facilities. And I -- can you --
am I answering your question or --

MEMBER POWERS: 1It’s to slip backwards.
If somebody stays constant, how do they slip
backwards? That’s what I’'m struggling with.

MR. TRIMBLE: I think the point was that
if you’'re ﬁot -- it’'s one of these things that you --
the old saying is if'you're not out there constantly
looking at how others are doing, others are improving
around you, are you keeping up with them, not that we
have a rising standard necessarily but for the
organizations that don’t keep looking, then obviously
have missed opportunities to find problems.

MEMBER POWERS: This sounds 1like the
continuous improvément‘kind.of philosophy that the DOE
likes to pursue with their facilities, and I thought
we were smart enough in this Agency to avoid that kind
of thing.

MR. TRIMBLE: Well, like I said, I was

trying not to go so much at the rising standards as
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more as the missed opportunities. I don’t know

whether you call it going backwards, but at least you
miss the opportunity to see some other event or see
other issues at facilities, and I guess that’s what we

MEMBER POWERS: I think you want to avoid
the accusation of rétcheting. |

MS. GOODMAN: Yes. I donft think we’re
really speaking of fatCheting here. We are speaking
of making yourself éwaré of near misses. Resgarch has
shown that approximately -- is it ten -- ten near
misses occur for every event. Now, I could go back
and get you more informatibn én that, but if you miss
those ten near misseé and you don’‘t know anything
about those ten near misses, you've missed
information. I think that this Agency does recognize
that assessing operational experience, though, is in
important. In fact, the prior Chairman of the
Commission did at Housg testimony on Davis Besse did
say, "The asséssment of operating  experience,
integration of operating experience into training and
revieﬁ of prégranl effectiveness action plan will
provide for a comprehensive evaluation of the current
programs for collecting, evaluaﬁing énd disseminating
operating experience."
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MEMBER VP‘OWERS: I won’t hold you
responsible for that statement.

MS. GOODMAN: Yes.r

MEMBER POWERS: How fortunate he’s not
here. |

MS. GOODMAN: Yes. And he was -- well,
I’'m quoting from somerpast testimony.

CHAIRMAN APOéTOLAKIS: But this, though,

implies that you have a good root cause analysis

methodology, right, in order to 1learn from the

experience. And if root cause analysis, say, stops at
hardware failures;1YOu really don’t learn much. I
mean that'’s something ﬁhat -~ does the Commission
encourage anybody to do thét or does the industry do
that? I mean depends' oﬁ -- ,

MS. Goommuhr'vx think in the new LER
rules, although those éeople aren't4here right at the
moment, I think we did take a step in the direction of
trying to get licensees to gokconsiderably further
when evaluating and writing up and LER té go into
Human Performance items. The guidance in NUREG 1022,
is it, on LERs gives a number of human performance
areas, and we do expect that they do discuss not just
hardware failures. And in fact when we review LERs

still about half of the LERs, actually maybe a little
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bit ﬁore than that, do contain and write up human
performance items. VSo we do get feedback from the
licensees on Human Performance. I’m sure the industry
would feel that they véry much are involved in
reporting human performance. It may not be at the
level.of detail that we’d like but it’s come a long
way in the last 20 years. |

CHAIRMAﬁ‘APOSTOLAKIS: We are running out
of time, so let’s --
MS. GOODMAN: . Yes. Okay.
. CHAIRMAN APOSTOLAKIS: So what’s your --
MS. GOODMAN: There are --

CHAIRMAN APOSTOLAKIS: Go ahead. 1I'm

sorry.

MS. GOODMAN: Yes. Let me very quickly,
maybe I can just skip through. With regard to
training,rwe're definitely -- we have some guidance.

We’'re possibly missing guidance on management
training, but that may or may not be an issue here.
We’'re not really ready to make recommendations in that
area. The underpinning issues are communications,
clear priorities and organization. Those three areas
are covered by Appendix B which deals with corrective
action, and we have a very limited coverage really

with these attributes. We don’t have certainly any
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direct guidance in the area of communications.

Lastly; in conclusion --

MEMBER ROSEN: Before you get to the
conclusion, one point about training. In the area of
training, the Agency has agreed with the industry to
support the National Academy for training and to use
the requirements thereof in lieu of a rule on
training.

MS. GOODMAN: Well, we have a rule on
training --

MEMBER ROSEN: So in a sense -- but in a
sense, we are coordinating with the industry on that
one.

MS. GOODMAN: 'Mosit:r definitely. That does,
as you well know, involve ten positions that are named
-- Oor ten categories, positions, that are named in
50.120.

MEMBER ROSEN: But to say that we don’t
have much on training is not exactly the whole story.

MS. GOODMAN: No, that’s really not. I'm
sorry, I was starting to rush. We are on --
management training is not an area --

MEMBER ROSEN: Oh, management training.

MS. GOODMAN: That’s what I meant to say.

So in conclusion, the Commission has provided some
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direction to the staff with regard to safety culture.
They’ve directed us to monitor safety culture
developments in the internétional arena and to monitor
events, both domestic and international. In fact, our
EEO Bill Travers recently chaired a meeting on safety
culture of operational events.

In summary, we sample attributes to
various degrees, but our program is limited. We don’t
have a process to look at issues as a set or a whole.
We admittedly looked at safety culture from sort of
performance individﬁal facets rather than as a whole.
In fact, using an overused cliche, we tend to focus on
the trees and not the forest. You might say the
forest is possibly still elusive.

CHAIRMAN APOSTOLAKIS: Well, the gquestion
that comes to my mind after your presentation is it
appears that we are addréssing various degrees, most
if not all, of the attributes from INSAG 15, and yet
we give all green to Davis Besse and then it happens.
Something is missing here. I don't know what it is.
Is it because of our limited involvement? Is it
because these attributes are not a complete list? I
mean they seem reasonable. What is it that creates
that?

And if you are to make any recommendations
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in a SECY, I assume, to the Commission, perhaps you
should expand whatiyou're doing and look at actual
events. Mr. Thadani this ﬁorning had a slide where he
said domestic events, Indian Point 2, Cooper,
Millstone and David Besse. And go back and see what
is it that happened there and if we had a reasonably
good system covering these attributes, would we have
prevented it or we would have known ehough in advance
to do something about it?

I think, as yoﬁ pointed out, also as many
others as well, Voperating experience 1is the most
important input you can Qet, right, because that shows
you how things really wdrk. So I'm still puzzled. I
mean we are past the first panel, we’re beginning the
second, and I stili don’t know why Davis Besse
happened. I mean how can you help with me that?

MR. TRIMBLE: Well, I think, as I -- we
did want to bring out the limitatipns of the program,
as you referred to. It is iimited in its scope, and
I know this morning one or two of the speakers
mentioned the dangers of making an assessment based on
a limited program that can give you a false degree of
confidence in the area. And I guess I have to say
that we’re in the thinking process. As we go and

we’re doing the inspection at Davis Besse, we're
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learning and we’re trying to keep an eye on, okay, is
there a way that we could have or should have known
about these problems, and I guess we haven’t gotten
the answer, but it’s an open question and we’re
working on it. That’s about the best I can do right
now.

CHAIRMAN APOSTOLAKIS: One thought that
occurs to me is, is it possible that because of Davis
Besse we are focusing on the wrong things? We were
urged this morning to bring behavioral scientists into
the way we do business around here. If you look at
Davis Besse, they explained away the indications they
had and then some people argued that they didn’t have |
the required questioning attitude to lead them to
alternate models, alternate hypothesis that would
explain also, which tells'me now that maybe we should
train them to understand uncertainties in models,
which has nothing to do with behavioral science. 1It’s
an engineering issue,'vit's a risk assessment issue.
So do our people out there understand that there may
be very different hypotheses that can explain the
symptoms and -- it’s not just behévioral science here,
and it seems that we are all focusing on safety
culture because .everybody says safety culture is

important, and maybe it’s an engineering problem.
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MEMBER ROSEN: Well, George, I know you’re
pushing hard on this issue, but there are three people
on this panel who I think would have a fairly good --
ought to have a fairly good answer to that: Mr.
Meyers, Mr. O’Connor -- not Mr. O’Connor, Mr. Meyers
and Jack Grobe.

CHAIRMAN APOSTOLAKIS: Okay.

MEMBER ROSEN: At least, maybe Sonja.

CHAIRMAN APOSTOLAKIS:"You guys know our
charge, for you to answer this question.

MEMBER ROSEN: And they may be able to
address why our regulatory system --

CHAIRMAN APOSTOLAKIS: I hope my point is
clear.

MEMBER ROSEN: Yes, but you’re pushing on
the wrong spring.

CHAIRMAN APOSTOLAKIS: I‘m not pushing,
I'm just raising --

(Laughter.)

MEMBER SIEBER: There is an answer to
this. The question is the same question as why didn‘t
the PRA give you a probability that this event would
occur. And the answer to that is underlying all the
trees is a deterministic‘analysis of what can happen.

And it turns out that hobody anticipated that leaking
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boric acid in this configuration would 1lead to
creating a large hole in ﬁhe reactor vessel head.
When you get to the point of should the utility have
been able to identify it, the answer to that, in my
view, is they probably should have. They should have
questioned why the léak rate changed and went up.
They should have questioned why the filters needed to
be changed all the time. I mean there were
indications out there that something was wrong, but
not necessarily was there enough information to tell
you you’'re eating a hole through the reactor vessel
head.

I have another question, however, related
to this presentation. It seems to me that if you take
the INSAG attributes, INSAG 15 attributeé, what you’ve
really done is to look through Title 10 and policy
statements and inspection procedures and so forth to
try to match up do I have something that addresses
some piece of one of these attributes, okay? And you
can draw a conclusion, yes, I have an inspection
procedure or a reg guide or Appendix A or Appendix B
or something like that that addresses bits and pieces,
but it certaiﬂly isn’t comprehensive.

My question is in order for an inspector

in the plant, the NRC inspector, to be able to get a
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handle on safety culture,‘he would have to weave his
way through the 15 or 20 different procedures and reg
guides and parts of Title 10, and some of those are
pretty gross. Like the description of job
requirements that’s in the tech specs, it goes back to
the ANSI standard, I think, because it says -- it’s
almost 1like what do you need to be under the
Constitution to be in the House of Representatives?
You’ve got to be 21 years old and a resident for seven
years. And so they are not very demanding standards.

The question is using the inspection
procedures and all'.ﬁhe policy statements and the
regulations and the reg guides, the guidance that
comes with the regulations, could you come to a
conclusion that the safety culture was good or bad
based on their relationship, the regulations
relationship to the attributes? And the answer is
probably no. 1Is that correct or incorrect?

MR. TRIMBLE: Yes. And also our ROP
process is performance driven to -- you also would
have to -- you’d have to not only do this integration
but you’d also have to see an accompaniment with
performance issues.

MEMBER SIEBER: Well, the bigger question

is, which gets back --
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MS. GOODMAN: You get back to this

morning’s issue where Tom Murley had, you know, do you

have the performance first or the safety culture

first? We're arguing which of those boxes comes
first. 1In fact;-i might argue that you might have
either one.

CHAIRMAN APOSTOLAKIS: Or both.

MS. GOODMAN: Or both. They might be on
top of each other;

CHAIRMAN APOSTOLAKIS: In a line.

MS. GOODMAN: And I think that we will
within the Commission guidance and if we see
necessary, I think we’ll go to the Commission for
further guidance. We'llrreview the ROP process. It’s
our intention to work within the ROP process, but I
think what we did for this presentation made us take
a look at could somebody, could an inspector pull all
these pieces together or do we have the pieces all
over the place? So it would be kind of a very
difficult task for therinspector to pull them all
together. And that’s one thin we accomplished and you
made us accomplish, - I guess, by doing this
presentation, and maybe that’s a first step and we’ve
got some other steps to go.

CHAIRMAN APOSTOLAKIS: Do you plan to send
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a SECY to the Commission'on this?

MS. GOODMAN: At the moment --

MR. TRIMBLE: Well, our thoughts are what
we want to do is to be'very clear to make sure we'’'re
communicating well with the Commission as to -- if we
decide to get back'in this area, we want to make sure:
that the Commission is in agreementrwith that. That
may ﬁranslate to a Commission paper, ‘it may not, but
maybe communication'gén be done in some other way.
But we definitely want to -- I think we seeba need to
at least talk to thevCommission befofe we get -- you
know, here at the earliest, at the onset, before we
get rolling too far in any direction.

MEMBER RbSEN: Do you plan to.come to the
SERS’ Human Factor Subcqmmittee and discuss what you
have -- |

MS. GOODMAN: I think, yes. 1In fact --
yes. I think that it would be very appropriate for us
once we have got together a plan thatrwe would come to
a subcommittee or that we woﬁld come to the ACRS to
discuse our plans, and hopefully we would do a joint
office presentation.

CHAIRMAN APOSTOLAKIS: I don’t want people
to feel that we’re giving more time to the staff than

the guests, but --
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MEMBER SIEBER: I have one short question.

CHAIRMAN APOSTOLAKIS: One short question.

MEMBER SIEBER: I think that it’s
important to remember Geofge's first question, which
is, is this all safety culture or is there something
else, and I think there’s two issues. There is a
technical issue, and that issue is have we really
thought about all the way these corrode and crack and
otherwise fail and alert ourselves to look for that?
The other issue is the culture issue that causes
people to say, "I wonder why I’m changing all these
filters all the time. I wonder why the leak rate went
up, " and those kinds of things.

CHAIRMAN AECSTOLAKIS: I think we are
already in the discussions with Mr. Meyers.

MR. MEYERS: Nobody has said this yet: If
you’re going to look at what -- go back to the --
after the event started that’s one issue. But what
allowed it to start? There was 9701 and we wrote you
all safety evaluatioﬁs from the owners group. ﬁach
owners group did that. The safety evaluation said
that we would do head inspections, which you all
endorsed. I still read that safety evaluation
thinking it was a well written safety evaluation.

So we would go down and do head
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inspectiéns at every outage, we would have
surveillance procedures in place to do those head
inspections with and that we would look for one cubic
inch of boron fof,criteria. And if we found one cubic
inch of boron, that’s what the safety evaluation gave
you, I said, then we would do detailed éngineering
analysis of where it came from before we started back
up.

You can look at the Davis Besserevent and
you could look at Davié Besse, period. The procedures
that we had in place did not implement that safety
evaluation. The owners groups did not make sure that
we had procedures in place. The owners group wrote
you the safety evaluation, the owners groups didn’t
make sure that each utility put in procedures and
surveillance procedures that implemented that safety
evaluation. And then when you all inspected it or
INPO inspected it, ybu didn‘t call us to task either.
So all of those failures are right there. If any of
those failures had taken place so that we had
surveillance procedures in plaée, inspections every
outage and 1look Vfor' one cubic inch. of boron, we
wouldn’t be gitting here today. Nobody'’s saying that,
which were the failures.

CHAIRMAN APOSTOLAKIS: Which were
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failures. I think‘it's time to move on, and we have
the next presentation by Mr. George Felgate of INPO.

MR. FELGATE: Thank you. I appreciate the
invitation to be part of the meeting today. I’m Vice
President and Directqf of the Analysis Division at
INPO. The Analysis Division at INPO is responsible
for the analysis of ali the plant-specific data that
we use in preparing for our various interactions with
our members. It’s also the division that analyzes all
the data that we use to detect emerging industry
trends, and we manage bthe industry’s operating
experience exchange program.

As far as sevefal had addressed why they
thought they were here, well, INPO’s name has come up
a couple times, so that’s a good reason to be here.
But also I think it’s totally appropriate. If there’s
a discussion about safety culture in the industry, I
think INPO should be at the table,'so I'm very --

MEMBER ROSEN: Will you pull the
microphone a little closer?

MR. FELGATE: So I appreciate very much
the opportunity to be here. Next slide, please -- or
our first slide. That’s good.

What I'm going‘to talk about briefly is

INPO’s perspective on safety culture, meaning how have
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we approached looking at safety culture? We'’re going
to talk about Davis Bessé lessons learned. That’s not
the subject of the meeting, I realize, and I’'m not
going to go into all of the lessons learned. I’m just
going to mention those that impact directly on safety
culture. I'll mention briefly the significant
operating experience report that we’ve issued, and
that’s been mentioned a couple times, and what we’re
doing with that. And then, finally, I'1ll discuss some
of the actions that we have planned going forward.
Next slide, please.

Just briefly, I draw your attention to the
last bullet on this slide; which is safety culture or
looking at safety has been an integral part of INPO’s
activities going back to its formation. The Camity
Commission said there needed to be at the time of
Three Mile Island a dramatic change in the industry;s
attitude towards safety, and the INPO, of course, was
the industry’s response to the Commission, to the
Camity Commission. Next slide,'please.

This_is'INPO's mission, and, as you can
see, it is to promote the highest levels of safety and
reliability. SoAsaféty again appears prominently in
our mission. 1It’s really in our fabric of what we do

at INPO.
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MEMBER ROSEN: And the word there is
"excellence," which implies rising standards of
performance.

MR. FELGATE: That’s correct. The
discussion we just had about ratcheting, we do
ratchet, and we do it opénly and willingly and with
our members --

MEMBER ROSEN: Without apology.

MR. FELGATE: That’s right.

MEMBER ROSEN: Now, the staff has a
different problem for a regulatory agency.

MR. FELGATE: And understandably. That’s
part of the differences in our two organizations.

CHAIRMAN\APOSTOLAKIS: There’s no backfit
rule.

MR. FELGATE: No backfit rule, that’s
right. Next slide, please.

MEMBER ROSEN: The rule is backfit at
INPO.

MR. FELGATE: As I've mentioned, it is
fundamental to INPd's migsion, but we have not always
-- our activities have not always used the term,
"gafety culture." We've often gone about our
activities looking at safety and dealing with safety

but using different - terminology in some of our
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interactions with our members. For example, safety
focus or deep respect for the coré or reactivity
management. A lot of emphasis in the past by INPO on
subjects like reaCtivity'management. So while it’s in
our fabric, it’s in everything we do at INPO, it’s --
the words, "safety culture," are not spoken perhaps as
often as they should be.-

MEMBER ROSEN: But they do show up, do
they not --

MR. FELGATE: Oh, yes.

MEMBER ROSEN: -- in the performance
objectives and criteria.

MR. FELGATE: Thervery first --

MEMBER ROSEN: The 1997 version at least
was very unabashed. It ‘has a section, in fact it’s
Section 1 --

MR. FELGATE: Right.

MEMBER ROSEN: -- and it’s entitled not
deep respect for the core, not reactivity management,
not safety focus, it’s entitled, "Safety Culture."

| MR. FELGATE: Safeﬁy culture, that’s
right. | |

MEMBER ROSEN: So INPO has been there for
at least six years.

MR. FELGATE: But someone looking -- I
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guess my point is someone - looking at just what’s
printed on paper would get the impression that it’s
one of many things whereas my point is it’s really
embedded in a lot of what we do.

MEMBER ROSEN: But I just want to be very
clear that I'nlmakiﬁg the point, and you’re confirming
it, that INPO has had that focus with those words in
its performance objectives and criteria, which is like
the Bible for the beginning of the evaluation process.

MR. FELGATE; That’s right.

MEMBER ROSEN: Since 1997.

MR. FELGATE: That’s correct. Next slide,
please. And I will answer the question that’s on your
lips there, Mr. qustolakis.

Principles for enhancing professionalism
of nuclear personnel wés issued in the ‘80s, and as
you can see, just an excerpt from that, it spoke to
the nuclear professionals thorouéhly and viewed with
a great respect and sense of responsibility for the
reactor core, for reactor safety, and all of his
decisions and actions take this unique Vand. grave
responsibility into account. Another way, really, to
define safety culture.

Our performance objectives and criteria,

as Mr. Rosen has mentioned, says that individuals at
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all levels of the organization donsider nuclear safety
as the overriding'priofity. In 1996, we had a CEO
conference, and for those who don’t know, the CEO
conference gathers together all of the CEOs in a
conference at one time once a year. The focus of that
workshop was séfety focus during changing times, and
why we picked that theme at that time was deregulation
and the forces of the increasing need to keep the
units online, that the pressure to produce megawatts
and the impact that mighﬁ have on safety focus.

Starting also in 1996 we moved to cross-
functional areas where:we placed a greater emphasis on
the organizational factors that could detract from.
sustained high 1levels of performance or could be
tracked through safety culture.

And as already been mentioned by someone
here this morning, theimost recent CEO conference
again focused on safety culture, building it and
keeping it. It was a direct result of the Davis Besse
event. We discussed the lessons learned as a group
from Davis Besse, and we focused on actions to not let
that occur again. Next slide, please.

So our approach over the years has been an
overall look at plant performance, safety culture

included, by a team of professiohals that have broad
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experience, many at the management level that are on
our teams that visit the plant. Our philosophy has
been if safety culture is unhealthy, it will show up
in the symptoms that we look at, and I’'l1l cover those
symptoms which you céuld call attributes if you like
or we’'ve said they’re symptoms of declining
performance. Next slide, please.

Our definition of safety culture is just
a little bit different. It’s an abbreviated version,
it’s not out of line with the INSAG definition, it’s
similar to INSAG 4; but it is that set of attributes
that results in nuciear safety being the overriding
priority at the station, that set of attributes. It’s
very similar to what'yoﬁ'll read, as has already been
mentioned in our performance objective dealing with
safety culture. |

So what do we look for? What are the
symptoms that I‘'m referring to thatrwe look for to see
if safety culture is healthy? Every plant evaluation
we look at operators in the simulatorﬁand implementing
the emergency operating procedures. And it’s not just
can they successfully get through the procedure. It’s
what respect do they show for that procedure? When
they come across something that is not quite written

per procedure, what do they do? Do they proceed even
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though they may be a bit uncertain? How does the crew
manage that kind of situation? Or do they blindly
follow the procedure when they turn the switch or a
dial and not really‘uhde:gtand.whét might be happening
outside the control room by turning that switch? So
it’s more than just seeing if they can make through
the procedure satisfactorily.

We look at any evolution that might be
occurring on how oberators -- any evolution that
affects core reactivity. It might be something simple
like a boration or a dilution, or it could be a more
complex evolution. But we watch very carefully how
that evolution is approached and with what care ahd
caution that evolution is performed.

We take a look at where the problems are
not reported or are allowed to linger -- leaks in the
plant or deficient plént’équipment. We do a pretty
thorough inspection of the plant, and we identify any
equipment deficiencies that we come across. We check
to see that they’re in the system, their system, for
identification and resolution. If they’re not, a good
question is, well, why isn’t it? Are there reasons
that that deficiency hasn’t been identified? Does it
have something to do with the culture at the station,

for example?
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Importantly, we watch a widg range of
activities, maintenance activities, operations
activities, and we ﬁéke a look at do the operators or
the technicians stop when uncertain or facing
unexpected conditions? And over a two-week period
with a team of S0 or éo people on site, you will run
across several evolutions Qhere it doesn’t quite go as
planned, and it'élvery télling how the organization
deals with that when they come across that situation.
Is there an attitude‘thatrsays, "Oh, well, it’s not
quite the way it’s written in the procedure, but we’ve
done it this way before, and I know I can proceed."
Or do they stop, put the system in a safe condition,
contact the supervisor and‘ approach it in a
conservative manner? It’s very telling.

- MEMBER ROSEN: You skipped the fourth
bullet, and I'd really like to hear what you say about
that.

MR. FELGATE: Oh, I skipped the -- safety
systems are unavailable lohger than need be. They may
meet regulations.r Their safety system unavailability
may even meet the 2005 goals as one of the performance
indicators, but if it’s planned to be out of service,
online maintenance, let’s say, it’s planned to be out

of service for ten hours and it’s out of service for
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12 hours, why? Is the organization doing everything
they can to ensure that operations and RP and
maintenance are coordinated so it goes out of service
promptly or crisply, lét's use that wgrd, and then
when it’s ready to‘be put back in service there are no
inefficiencies associated? In other words, there’s a
respect or a recognition that that safety system, even
though it may meet the rules, should be in service the
absolute maximum amount of time possible. That'’s
what’s meant by that bullet. Nexﬁ slide, please.
How risk is measured and managed. We look
at the planning going into outages as well as the
planning for onliné maintenance and how well the risk
management of systeﬁs being taken out of service is
handled by the station. We look at modifications that
are installed. Do they adequately question the impact
that’s going to have‘bn the margins? And it may be
subtle things. It may be more than this -- just to
give an example, power uprates have caused several
consequential events recently in the industry but on
the balance of plant side, not necessarily directly
related to the power uprate scope itself. It may be
that increased steam flow has caused an
erosion/corrosion issue on the secondary side of the

plant. 1Is the thinking of the plant broad enough to
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include that scope of impacts, unintended
consequences, if you will, in equipment as well as
extra challenges that might be posed on the operators
in the control room. Sbmewhat subjective.

CHAIRMAN APOSTOLAKIS: When you say the
plant whom do YOu mean, the management of the plant or
everybody?

MR. FELGATE: Everybody, top to bottom.

CHAIRMAN APOSTOLAKIS: Top to bottom.

MR. FELGATE: Yes.

CHAIRMAN APOSTOLAKIS: So individual
workers should have a good idea as to how what they’re
doing at the moment affects the big picture.

‘MR. FELGATE: That would be correct, yes.
How comfortable is the plant staff with raising
problems? We’ll spend a great deal of time
interviewing surveys, just spending time with the
board operator in the control room. And after a few
days with the board operator, there’s a certain
relationship that"s established, because typically the
people on our teams are board operators on another
plant or SORs at another plant. And you’ll see
something deficient»and you’ll ask why is that item --
have you raised that to your management? And if you

get an answer like, "I've raised it three times but it
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never gets taken care of," that’'s a culture issue,rand
it’s a red flag ﬁorﬁhe team that there’s something
that needs to be addressed with the organization.

Now, that’s ngt intended to be a complete
list of the attributes, there’s other things. We
mentioned here'in,another'presentations today the
respect or the way operating experience is dealt with,
the engagement by the mahagement team. Do they
actually go out and put théir eyes on the problems in
the plant themselves?.

MEMBERVKRESS{ How many of these symptoms
have to show up beforeryou deem the safety culture to
be not quite good enoﬁgh?' |

MR. FELGATE: " Actually, I’ll answer that
question now, next slide, because it’s at the heart of
the Davis Besse lessons learned. We identified a
number of the organizational contributors that led to
the -- that we’ve been talking about here off and on
this morning that led to the probiems that occurred at
Davis Besse. We did not put it all together. We did
not aggregate those organizational factors, and in
doing so we did not send a COmpelling message to the
leadership at First Energy at the time that there were
degradations in safety culture, that if it wasn’t

going to be a head waétage problem, it was going to
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lead toka significaht event soﬁewhere in the Plant.

So just liké the Agency, we have a lot to
learn at INPO about not letting an event like that
occur. And the next event won‘t be boric acid
corrosion of a head, it will be something else dealing
with -- and we want to avoid that, so we have much to
learn. There are 14 recoﬁmendations for INPO coming
out of that. I’m not going to cover those.‘ The first
two, though, are key to what ﬁe're talking about here,
that we need to do a better job recognizing and more
openly discussing with our members safety culture
igssues. Actually, getting to the point where when
there is a set of organizational issues that are not
working well, it raises the red flag, and we’re very
comfortéble and the organization is very comfortable
sitting down with us and having that dialogue about
safety culture. But it’s not a yes or a no; it’s a
continuum, and we need to have that dialogue without
getting the defensivenese of the station up.

CHAIRMAN APOSTOLAKIS: I really like the
argument you made because I was about to object with
Tom’s question, I mean why do I need to have an
assessment of the whole culture, but then you said
because that may lead to problemé somewhere else.

MR. FELGATE: Yes.
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CHAIRMAN APOSTOLAKIS: Which is a good
point. But were there any symptoms other than those
related to the head problem, the vessel head problem?

MR. FELGATE: Oh, yes.

CHAIRMAN APOSTOLAKIS: There were other
symptoms. |

MR. FELGATE: Yes.

CHAIRMAN APOSTOLAKIS: And those could
have led to a problem?

MR. FELGATE: Yes, and I don’t think I'm
speaking out of school, because these have discussed
in fairly public fofums, but things like_not using
operating,eXperience'effectively, which is generic.
If it wasn’t a heaa problem, it was going'to bite the
organization soﬁewhere else. There wasn’t sufficient
rigor in the wéy 7engineering organization was
approaching issues. . We had concerns about the
supervisors and how much time they spent actually
coaching and observing.

So as I said, if you 1list the actual
organizational contributors that today in our 20/20
hindsight we,knowrcaused or led torthe event and then
listed the ones that we identified at INPO, we’ve got
probably more than half of them. But what we didn‘t

do is we didn’'t aggregate that. We didn’t say,
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"That’s endugh for us to be worried about," to send a
strong message to First Energy senior management,
"There’s a worry here, and you need to be worried
about it." That’s where wé need to be better. Next
slide, please.

MEMBER ROSEN: Now, would you get better
by tripping sooner, by being --

CHAIRMAN APOSTOLAKIS: Paying attention.

MEMBER ROSEN: -- more sensitive by
risking having téo many false positives?

MR. FELGATE: Well, there’s a long list of
things that we’re doing to not get the -- actually not
let a member down like we did in this case again. One
is an entire -- the entire division that I had up has
been strengthened to do beﬁter data analysis.

MEMBER ROSEN: Better what kind of
analysis?

MR. FELGATE: Data analysis.

MEMBER ROSEN: Data.

MR. FELGATE: We've changed the evaluation
process to place greater emphasis on organizational
factors rather than on functional areas, maintenance
engineering. We're | loocking at cross-cutting
management leadership issues more aggressively. So

there’s a whole host of things that we’re doing, and
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I‘1ll mention a few more of them as we go along here.

MEMBER POWERS: Let me ask a question. I
know you haven’t explored all the things that you'’re
doing, but why do you Ehink that these kinds‘of things
that you’re doing are going to be effective and that
you won’t be in here 20 years from now saying, "Well,
we aggregated everything together so badly that we
couldn’t find the specificsrfor the next event."

MR. FELGATE: I guess the only way I can
answer that is by, just as you are doing, by getting
the collective intelligenée and wisdom of a lot of
people together from the industry, from INPO, using
the international documents and studies that have been
done, doing a better job learning from what operating
experience is telling us, to look for‘and putting
greater focus -- the other thing I would say is
putting greater focus on outliers. ' The industry
record, I could show you curves of safety statistics
and data that show the industry, but it’s been said
here that’s all good and well, butrif one plant has a
safety-significant problem, we’re going to be sitting
here talking about it again.

So all I can say is that we think that we
can learn from the experiences at Davis Besse and put

things in place that will preclude being surprised by
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that again.

MEMBER POWERS: I guess I'm just worried
about the general’s problem of fighting the last war.

MR. FELGATE: Yes. No. Well, our focus
from the start is not bto address this as try to
prevent another boric acid event but to look at the
organizational factors t;hat lead to a decline in
performance. And to the point; you werermaking, we are
seeing -- just to Aanswer 'é guestion you raised
earlier, I didn’t grab the-microphoné then but we are
identifying some indicators thai: correlate well with
decline in performén¢e». One is the -- just to give
you an example, one is the sum of significant and
noteworthy events. We get a lot of events,r more than
the Agency gets, and we categorize them in various
categories. And we fbund a strong correlation in the
sum of significant and hoteworthy events to plants
that have experienced in the past a safety-significant
event or an extendéd period of shutdown.

We’re now applying that to plants that are
running fine who haVe that same trend in indicators
and having a pfedictive, having a proactive
communication with those plants, saying, look, we’re
not saying you’re abbut to have a significant event

tomorrow, but your indicators are trending in the same
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direction and why? You ought to look at that, we
ought to look ét that together. We need to grow that
set. We believe rthere are a set of predictive
indicators that will correlate well and help us
identify declining performance before it results in a
significant event. Next slide.

I think -~ just back up one if you would.
Let me mention the SOER just a minute because it’s
come up‘several tiﬁeé ih the discussion. We issued a
significant operating experience report on the Davis
Besse event. It is our top level operating experience
document. We don’t issue many of them, one or two a
year; It containsirecommendations that our teams,
evaluation teams foilow'up with to make sure that they
have been thoroughly implemented. That’s what the key
or unique about an SOER, significant operating
experience report, is the recommendations that are
followed up and not <closed out until they are
satisfactorily implgmented by each station.

MEMBER SIEBER: Could you, just so I can
complete my notes, tell me what the three
recommendations are?

MR. FELGATE: I will, yes. It’s on a
later slide.

MEMBER SIEBER: Okay.
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MR. FELGATE: This was our first red SOER
since 1997, and'red means urgent action required by
our members. Next slide. And thié SOER contains an
event description,. contains the causes and
contributors welthink that -- and we worked closely
with the utilit&, in this case First Energy, to
capture accurately'those causes and contributors. And
then it contains recommendations. Next slidé,rplease.
In the case of Davis Besse, there were
three recommendations; We asked every utility to
conduct case 8study discussions with the entire
management team, all the way down to first-line
supervisors on thercaﬁses and contributors that led to
the Davis Besse event and how they applied to that
particular utility, and there was high-level
involvement. At one utility,'NMC, for example, the
CEO personally facilitated those <case study
discussions. So that alone sends an important message
to the organizations.
The second was to perform a self-
assessment of safety culture at their stations, and we
asked them to send us those self-assessments.

MEMBER ROSEN: Was this the document that

MR. FELGATE: Yes.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 ’ WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10
11
12
13
14
15
16
17
1is
19
20
21
22
23
24

25

231

MEMBER ROSEN: -- the fellow from
Millstone was showing us?

MR. FELGATE: Yes. Hé referred to it. I
don’t think he’s in the room, but this is what
required -- we asked each utility to perform a self-
assessment of their own safety culture. And what’s
different, a little bit unique here for this SOER, is
to send those results to INPO. We’re going to use
those and 1’11 show you how in just a minute.

And, finaily, the third recomfnendation was
to identify and document any abnormal plant
conditions, and every plant has thém. You sort of
live with them. You start the pump in this train, and
it runs smoothly; you start the pump in this train,
and the pipes shake a little bit and there’s a little
bit of a water hammer, but that’s just the way this
plant runs. We'verasked them to get all those things
on the table, identify why. 1Is there something more
insidious about that vthat maybe isn’t fully
appreciated by the organization?

Just to address Tom Murley’s point, he
said if you ask a utility to do a self-assessment of
their own safety'cﬁlture, of cburse it’s going to come
back okay if they’ve got a safety culture problem.

All of the safety self-assessments I'm aware of are
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being done by teams from multiple utilities, and the
safety check or the backstop, if you will, is that
we’'re going to look at the quality of every one of
those, and we‘re going to go back and if it’s not a
quality self-assessment, we’re going to ask the
utility to work on it further.

MEMBER POWERS: I am itching to point out
that I know of at least one example of where an
operating entity looked a; its safety culture and said
it didn’t like what it saw.

MR. FELGATE: Right. I can tell you I‘ve
seen the first ten or so that have come in now to us,
and they’'re quite candid.

‘MEMBER ?OWERS: I was very impressed with
things that Duke has done when it saw declining human
performance. It turned out everything it was doing
fell in the world of safety culture, but they avoided
using the word, "marvelous."

MR. FELGATE: Understand. vNext slide,
please. Just very briefly, since I know I'm running
short on time, some of the actions that we have going
forward. We put a task force in place at INPO to
address safety culture just like you have. It’s a
high-level task force because it crosses all of our

cornerstone activities. Fred Tollison chairs it, I'm

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

233
a member of it, wé have an industry advisory group
that’s going to i)e working with us on it, and we’re
also getting international input. I’‘m aware of --
someone asked earlier are there any utilities that afe
looking at safety culture indicators, and we know of
two, EDF and OPG, that have actually developed safety
culture indexes, and v}e want to get their intelligence
and their input into‘ this also.

MEMBER ROSEN: But didn’t we hear that
Millstone had done just that as well?

MR. FELGATE: Alan Price, yes.

MEMBER ROSEN: Yes.

MR. FELGATE: As I»mentioned, the safety
culture self-assessments are-all coming into INPO, and
we’re going to review each one of those, not only for
the purpose of qualitir control but we think all of the
utilities telling us what they think are important
attributes in the self-assessment they did of their
safety culture, aggregating all that is going to be a
tremendous important source of information on a good
list of attributes that ought to alert us when a
station is declining in safety culture.

MEMBER ROSEN: But, eureka. That is
exactly what we have been asking to have done. Am I

not right, George, that we would have a set of
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indicators for saféty cﬁiture?

MR. FELGATE: Well, these will be
attributes.

MEMBER ROSEN: Attributes. Which would
then have indicators, presumably.

MR. FELGATE: Well, that’s the next step.
I didn‘t -- it's,not on the slide, but --

MEMBER ROSEN': Well, to what degree can we
work together on this thing?

CHAIRMAN APOSTOLAKIS: No.

MR. FELGATE: Well, actually, I was going
to --

MEMBER ROSEN: Wait a minute. Before you
say no let’s just --

CHAIRMAN APOSTOLAKIS: I just said it.

MEMBER ROSEN: Okay.

(Laughter.) 7

MEMBER ROSEN: I said to what degree And
you said no. Okay; You have givenrthe Zero answer.

MR. FELGATE: I will jump to the end here
then and say that evefyone else has addressed their
input on rules, whether rulemaking is appropriate in
this area. It’s really not INPO’s area of expertise,
but let me offer that this strikes me as an area where

INPO is particﬁlarly well suite because of the
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subjective nature of culture; because of the -- you’re
not talking about rules, you’re talking about very
fine intuition maybe even is a word that you can use
that something isn’t quite right in the organization
that you want to bring to the management team’s
attention.

We think we’re particularly suited, and I
would suggest that perhaps the discussion we should
have is to what extent can the NRC monitor INPO’s
activities in this éfea? What does INPO need to do?
What additional sharing with the NRC does INPO need to
do to give the Agency sufficient assurance that the
industry is in a robust way addfessing safety culture
to the point of not allowing another surprise like
Davis Besse to occur?

MEMBER LEITCH: George, can I --

CHAIRMAN APOSTOLAKIS: And I would say yes
to that.

MEMBER ROSEN: You would say yes to that.

CHAIRMAN APOSTOLAKIS: I would say yes to
that.

MEMBER LEITCH: Can I --

CHAIRMAN APOSTOLAKiS: Go ahead.

MEMBER LEITCH: -- give you some

observations and get your reaction to them? Like you,
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my own personal feeling is the NRC has all the
regulatory authority they need, and where they doﬁ't
have absolute regulatdry authority they have
considerable influence that they can exert on the
management of an orgahiiétion, even extra regulatory
authority. But yet Davis Besse happened and what can
we do about that situation?

And in my mind, I go back -- and how can
INPO help in that regard? In my mind, I go back to
the very creation of INPO following the TMI accident,
and we télked about iﬁ the year or two following that
what we could dg abdﬁt operator training or training
of nuclear plant personnel, in general, and whether
the NRC should do | that or exactly how we should
proceed in that regard. And I think there are a lot
of parallels betweeh that situation and the situation
we’re dealing with now.

And what was finally agreed to, and I
guess a high-levelkdiscussions toock place between the
NRC and INPO at that time, and basically that work was
kind of subcontracted to INPO through the National
Academy of Training. They accredit training programs.
All the training programs are accredited every four
years, there’s a high-level panel where there’s also

an NRC member, I believe, sits on that panel. At
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least that used to be the case, and I think it still

is. And really I think over the 22 or so years since

that’s been in effect we haQe had a great deal of
confidence in the health of the training programs.

I think there’s been very good training
programs, and they'vé continued to maintain their
excellent status in the industry, and I think it’s
because of that accréditation process, which involves
plant visits, iﬁ involves plant management going down
and having to face this high-level panel, and we all
know that if INPO doesnft fulfill their role in that
to an excellent degree, the NRC is going to jump right
in and do it for them, so to speak.

So 1 really think there!é a lot of
parallels there. 1In other words, it seems to me that
a lot of this work could be given to INPO to watch,
because I think ‘INPO is better organizationally
positioned to look at these things than is the NRC,
because you have a mission -- your mission doesn’t
require the same objectivity that a regulator’s
mission requires. And I think maybe there could be
some kind of a biue ribbon panel and senior planf
management comes down that is after the plant
evaluations and you'’ve collected all the data, all the

observations, that senior plant management comes down
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and faces this blue ribbon panel. In as much the same
as we have to defend our training programs, we have to
defend issues relating to safety culture.

MR. FELGATE: Yes. I don’t know if I
would -- I mean there’s quité a bit of infrastructure,
as you know, associated with the Nétional Academy for
Nuclear Training, and I'm not sure I'm sitting here
suggesting that we ch to that extent with safety
culture. My point is just that because of the nature
of the issue, I think we’re better suited to look at
organizational influences on safety culture than the
NRC is. Not a reflection in any way on the NRC, it’s
just the nature of the issue.

And I think that there’s obviously some
need to observe then what we are doing to satisfy the
Agency that we’re dbing that, the industryris doing
that in a robust and thorough fashion.

MEMBER LEITCH: Well, my concern is you’re
responding to SOER -- you know, the industry is
responding to SOER 0204, but to what extent is that
going to be inéﬁitutionalized? Or five years from
now, will the industry still be looking for these
long-standing éroblems? Will they still be bringing
to the new operators the lessons learned at Davis

Besse? There’s going to be a lot of turnovers. 1In
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other words, is this proceés going to Dbe
institutionalized somehow or is it INPO SOER 0204,
they come in and do a plant evaluation, check off,
okay, you’ve done all that, but what about the next
plant evaluation and_the next one?

MR. FELGATE: In fact, we have a process
in place alreadyrfor certain éOERs that are, based on
our industry review groups and our own opinion at
INPO, have ongoing importance to the industry. And
this certainly would be in that category, our what we
call select SOERs, and have an ongoing continuous
implementation.

MEMBER ROSEN: Well, I think this is
clearly that kind of select SOER, but Grant’s point,
seems to me, is right on with that idea that some sort
of arrangement, a la the training arrangement but not
with all the bells and whistles of the National
Academy. But not to say that there wouldn’t be some
sort of formalities in the process but maybe not the
same formalities or modalities that are with the
Nuclear National Academy. But I think you’re right on
there --

MEMBER LEITCH: But couldn’t we use that
as some kind of a model for, hey, this is what how we

dealt with some very serious issues right after TMI,
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and is this any less importént?

MR. FELGATE: Yes. Again, I think what
I'm discussing hereris a concept. As far as the
details of implementation, an organization that isn‘t
here right now that would have to be very'rmuch
involved in that is NEI.

MEMBER.?OWERS:'I guess I’m perplexed, and
as most of the members know that’s bad when I'm
perplexed, I guess.

MEMBER ROSEN: Bad for you, anyway.

MEMBER POWERS: Yes. I mean we’ve been
discussing Davis Besse here aﬁd we’ve concluded that
the operating institution at Davis Besse failed.
Other people have ekplained to us how the NRC failed.
And we’ve had an éxplanation of INPO féiled. And then
you’re coming back and say, Oh, but INPO’s the one to
correct that." And I’'m desperate to try to find out
what evidence there is to suggest that INPO who failed
just as much as the other institutions involved is in
a position to correct itself effectively here? I mean
what evidence is there -- I;m sure you're very
confidence that your institution can, but don’t you
have to prove yourself first?

MR. FELGATE: I think that’s well said.

We’d have to prove ourselves.
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MEMBER LEITCH: Well, I think you’'re
organizationally positioned. The mission allows them
to be looking forrexcellence. This organization can
assure that there’s never another event like Davis
Besse. I mean they can make an absolute iron clad
guarantee that it never happens again.

CHAIRMAN APOSTOLAKIS: Graham, you
mentioned TMI. As far as I know, there was a torrent
of regulatory actions after that, so I‘m not sure what
the model you’re talking about is. I mean it’s true
that the industry responded, INPO was created and so
on, but I'm not sure that at any point the NRC said,
"Oh, now they have INPO} so we don‘t have to do this
A,B,C,D."

MEMBER POWERS: Well, that’s not correct.

MEMBER LEITCH: Well, with respect to
training, I think that was the case. |

MEMBER ROSEN: Yes. With respect to
training there was that agreement, not with respect to
the torrent, the design changes and all that, with
respect to training of plant staff.

CHAIRMAN APOSTOLAKIS: What kind of
oversight did the Agency have on that?

MEMBER POWERS: They have a fellow on the

panel.
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CHAIRMAN APOSTOLAKIS: Sorry?

MEMBER POWERS: They have somebody --

CHAIRMAN APOSTOLAKIS: But, you see,
training is different from this issue, because here it
seems to me you have torhave the trust of the utility
management, and one of the hallmarks of INPO'’s
operations, being that they do have that trust,
because they’re frank with them, but also your reports
don‘t leak out. I mean they don’t become public
knowledge. And it éeems to me if you want to be
effective in issues like safety culture and you find
something wrong, YOu' do want to do that in a
controlled environment and tell them frankly what you
think without fearing that that will appear in the
newspapers the next day.

MEMBER ROSEN: That is an issue. I think

CHAIRMAN APOSTOLAKIS: But if you allow us
in, well, I don’t know.

MEMBER ROSEN: Well, our accreditation
reports are also private, just like our evaluation
reports are private.

MR. FELGATE: I guess what I would say in

closing, and I won’t go over the last -- you have the
slides in your notebook -- is we’re proceeding down
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this path because it’s fundamental to INPO‘s mission,
it’s fundémental to what bur members expected INPO to
do is to not allow another event that has the results
in a plant to be -- that reflects a breakdown in
safety culture or results in an extended shutdown
period for a plant, to not let that happen again. I
don‘t think it would be in the best interest of
anyone, quite frankly, for there to be a lot of
duplication of effort. We feel this is fundamental to
our mission, and Wé're proceeding on the path that
I've tried to outliné here today. To the extent that
the Agency can monitor and assess our effectiveness,
I offer that as an opportunity. |

CHAIRMAN  APOSTOLAKIS: ‘Thank you very
much. I particulariy like that slide whére you said,
you know, we'’re going to do this and this and that
because we failed there. I’m wondering whether the
NRC is going to do that at some point and say, "We’re
going to do a few things because we identified some
weaknesses in the way we do things."

‘The next speaker is Mr. Meyers from First
Energy Nuclear Operating Company. Mr. Meyers?

MR. MEXERS: Thank you.

MEMBER iZOSEN: You need to tell us why you

qualify to be here, a 1little bit about your
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background.

(Laughter.)

MR. MEYERS: Let’s go to the next slide.
I'm Lew Meyers. I’'m the Chief Operating Officer of
First Energy Nuclear Operating Company, and for the
last year I‘ve been assigned to the Davis Besse
station for the return to service of that station.
From a safety culture standpoint and a return to
service, I tell everyone now that since I’'ve been over
there I sleep like a baby -- I wake up every two hours
and cry. |

(Laughter.)

To give you a historical perspective of
the Plant and how we got here, and I am proud to be
here today, I talkrabout the safety culture model that
we have in place andb then the séfety culture
improvements we’ve put in place. Today, I listened
and I came with a presentation. 'After listening to
Charles Dugger, there were some things that I agreed
with and disagreed with, some things that Howard
Whitcomb said that I agreed with aﬁd disagreed with,
and Alan Price and Clare Goodman. So I don’t know
exactly what I'm going to say now after I listened to
all the other people taik. But first history.

You know, I mentioned 9701 --
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CHAIRMAN APOSTOLAKIS: But you will tell
us where you agree and disagree.

MR. MEYERS: I will. I've got notes.
First, 9701. You know, I think if we had implemented
9701 properly, aé we said in the safety analysis we
submitted to you from the owners group, we wouid have
found the leak very eérly and probably would not be
sitting here today. I think if the owners group had
come back and made sﬁrerthaé the utilities did what
they said, we wouldn’t be sitting here today. And all
the various inspections could have kept us from
sitting here today. So that’s all history.

Now, we did have the event that was
identified March 2002, and we woﬁndrup entering the
350 process, and thé FENOC return to service plan has
seven building blocks that I‘ll show you. Those
building blocks wérefdesigned using the experience of
a lot of other plants that were shut down for extended
outages to give us a comprehensive look at our plant
and to ensure that when we bring the plant back that
we’ve addressed issues for .consistent long-term
performance.

Let me show you the building blocks very
quickly. The retﬁrn to service plan has the seven

building blocks to the reactor head resolution. We've
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now cut a hole in 6ur containment, repaired the
containment, installed a new head, that building block
supply is complete. 1In fact, the head’s on, hooked
up, and we’ve already pre_ssurized the reactor up to
250 pounds.

We went through each and every one of our
programs that we identified. I think there were like
45 programs. And we did a type one and type two
program reviews. A type one progrém review was when
we brought an independent group to really go through
the program in detail and make sure that it met all
the industry standards. A type two program was a
program in which we did a review to make sure that it
meets the regulatdry requirements and we had good
ownership, and that’s comprehensive. And we went
through those programs in good detail. That building
block is basically coﬁplete.

The containment health building block has
been enormous. We’ve installed new -- we painted our
dome. About an acre of paint we had to scrape of our
dome. We’ve identified issues in our containment,
we’ve replaced the cbntainmentrsump strainer, if you
will. Now we believe we have the most robust strainer
in the industry. And we’ve taken a lot of other

actions in our containment. And if you went in our
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containment today, we' ve rebuilt all of our
containment air cooclers, I mean they’re new. The
coolers are new. That was a huge, huge job. The
ventilation duct work that goes into those coolers is
new, stainless steel 4f huge job. Sb there’s been a
lot of progress there. That buildihg block we should
be closing that out on the 20th of this.month, so
we're looking 'forward to getting out of the
containment. What that means is we’ll be handing off
to Operations, and we’ll put the missile shields doors
back on containment; We’ve already pressurized the
containment and done an integrated leak rate test
also.

From a system health standpoint, we’ve
gone down all of our systems. We’ve looked for signs
of degradation, we 1ooked for compliance with the
codes, we looked for boron leaks, and we qualified
people to look for boron leaks, so it wasn’t just a
bunch of operatdfs go out there and look for boron
leaks. We sent them thrbugh a training program that
we developed ourselves to look for boric acid. So we
think that was effective.

The next building block that we have is
the restart teét,plan; That’s the plan that we have

in place where we will start the -- we will heat the
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plant up using pump heat and prove that all the work
that we’ve done is in good stead. That’s an industry
lesson learned, if ybu will, for plants that start-up
and then have arlot of pfoblems. We’re going to try
to flush all those ptoblems out prior to restart, and
so our intention is to heat the plant up. We'’ve
already ran the reactor coolant pumps for a couple
hours each. We’re doing the 250-pound test, but we
want to go up to near about 2,250 pounds normal
operating pressure and as close as we can get to
normal operating temperature, check out all of our
equipment that’s not‘run the last year, condensate
pumps, feed pumps, and then stay there for seven days.

And then we come back down then it’s our
intention to do a bottcmrhead inspection at that time.
But we’ve done a very thorough mapping of our bottom
head, of our reactor. We did not have a permanent
cavity seal, we do now in the containment, and so
we'’ve installed that this outage. We’ve cleaned the
bottom head in great detaii, so we’'re going up and
stay for seven days. We’ve had Framatome do some
analysis which we pre#ented to the NRC.V We know after
seven days we can detect ten to the minus fourth
leaks.

We’ve also installed a new fleece monitor
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on the bottonlhead. I think it’s one of a kind. 1It’s
a detecting system using a solid state detectors. It
looks for humidity and will detect -- and we’re going
to test that during that‘heat-up to prove it. We'ré
going to inject -small amounts of wvapor into the
system, and we belieﬁe that that system wiil detect
ten to the minus fourth, I think it is, gallons per
minute leakage, veryrsﬁall amounts of leakage in one
of the reactors if we ever were to have a bottom head
leak. We’re the first plant in the United States to
install that systeﬁ. i think it buys us a lot of
margin. It’s usédrin ﬁurope by 12 plants, and it’s
been performed well at those plants, so we’re excited
about that.

So we’ll finish the restart test plan and
that gets the Plant back online. Prior tcrthat, and
ongoing and even after the restart, there’'s a
management human perfqrmance excellence plan that we
have in place. All of that feeds into the restart
action plan. And then wé creaté an independent panel
of what we think are industry experts, andrthey're
really independent. Most of yoﬁ all would-know some
of the people on there. That panel provides feedback
to us on other things we should look at, and their

charter has them to agree with us that -- not justify
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why we should restart but that we should restart. And
there’s a difference there.

CHAIRMAN APbSTOLAKIS: Wasn’t there a
Safety Review Board in place before the incident?

MR. MEYERS: The Nuclear Oversight --

CHAIRMAN APOSTOLAKIS: Yes.

MR. MEYERS: Yes, sir.

MEMBER RO‘SEN:V CNRV.

MR. MEYERS: CNRV.

CHAIRMAN APOSTOLAKIS: Aren’t they
supposed to be indeﬁendent?

MR. MEYERS: Yes.

CHAIRMAN APOSTOLAKIS: So what --
obviously, they didn’t warn the management that
something was wrong.

MR. MEYERS: If you go back and look --

CHAIRMAN APOSTOLAKIS: So why is this new
panel going to be independent?

MR. MEYERS:' If you go back and you look
at that Nuclear Safety Review Board, this one’s at a
higher level for one thing. They have the right --

CHAIRMAN APOSTOLAKIS: So independencé
rises as -- |

MR. MEYERS: They have the right to say

yes or no to restart. But the independent Nuclear
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Safety Review Board we would tell you that would be
one of the things that failed at the Davis Besse
Plant. They did look at the potential head leakage
with the data they had. They made decisions that
probably for the sake of evaluations were okay. So
would tell you that group did not serve their function
for this particular issue. So we’ve done some things
in that area also.

CHAIRMAN APOSTOLAKIS: Okay.

MR. MEYERS: Which is in the human
performance area, 6kay?

CHAIRMAN APOSTOLAKIS: Good.

MR. MEYERS: In fact, some of the new
charter -- new ways of looking at things now they will
be involved duringr outages. We bring them in
routinely to help us look at things where they only
meeting once a quarter or something and a couple days
at the Plant. We'rerintegrating them at various parts
now, 8o there’s é‘new way of busihessrnow with that
group. Okay.

From a historical perspective also, in
August we gave you the root cause report on the
reactor vessel head. What we would tell you there is
that -- let’s see if I can do this correctly -- is the

production focused established by the management,
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combined with taking minimal = actions to meet
regulatory requirements result in acceptance of
degradation. In short, industry experience, lack of
industry experience and lack of technical questioning
and attitude by the management.

We’ll go back and look at the history of
Davis Besse. 1In a few moments, we’ll talk about a
safety culture model which is much like the Dominion
model. We found that our employees identified
problems. In fact, they’'re not afraid to identify
problems. Ninety-five percent of our employees say
they’d write a CR in a second, and at this time they
compliment us on our ombudsman program we have, so we
get fairly good marks there.

However, when those programs were
identified in our corrective action program, there
were 29 CRs written, not that I know this or anything,
but the CRs were kept at a very low level and
basically given to organizations and thrown away. So
we did not raise the CRs to the right level, we did
not root causes like we should have, and those were
management issues. So if you go 1§ok at the building
blocks of policy level decisions, management level
commitment and empioyee level commitment, the top two

are the ones we would focus on the most for the return
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to service or Davis Besse.

Some of fhe_attributes'that we found by
the management and human performance root cause -- if
you go look at our management intrusiveness, technical
questioning was not there, involvement was not there.
The chief operating officer of FENOC was in the
containment for the last refueling outage more than
most of the managers. He went into containment one
time. That’s probably not the top éf management that
the gentleman from Millstone described today or that
I would be accustomed to. So the technical
questioning and the involvement of Management was
somehow limited.

Isolatiohism was experienced throughout
the Plant, not only isolationism to the industry but
between group. We talked about that today. You know,
the team work was missing. Operations héd a hands-off
attitude. They became sort of bus drivers. They
would run the equipment. When'building determinations
were made, the engineers were just called over. They
then came over, convinced their shift supervisor that
their operability determination was correct and
explained why, sort of a hands off attitude. So there
was isolationism to the industry,'isolationisnlbetween

groups.
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The corrective action program was not
implemented properly, as I said. At our other plants,
we review every CR in the morning meetings, every day
to make sure that they’re properly classified. Didn‘t
happen at Davis Besse. I’'ll give you another good
example. At our Davis Besse Plant, we thought we had
exactly the same'éorrective action program at all
three of our sites. At our other two sites, which
I've worked at, an operability issue is called an
operability determination. The engineers go off, they
do an evaluation, they cbme back and they explain to
the shift supervisor wh§ that evaluation’s okay. At
the Davis Besse Plént, that same issue was called
operability justification. So we told thé engineers
right up-front what we wanted them to do to justify
it.

Root <cause 1like rigor. Operability
evaluations were narrowly focused, operations
leadership was focused only on operating the Plant,
material condition issues were not resolved, silo
mentality between plant work groups and then written
policies did not support strong safety focus. We
found that to be true in the management human
performance report, all those issues.

In August of -- if you need to understand
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our safety culture, in August 2002, we set out to
understand that so we did the safety conscious work
environment suﬁey that the industry uses. We got
some surprises there. What we found was there’s
reports in place from years ago that there was a clay
layer building between management and the employees.
The solution to that was not to do anymore surveys, so
that probably didn’t solve that problem.

January 2003, we developed a FENOC safety
culture model, which I’ll show you in a moment. And
January of 2003, we did an independent review at Davis
Besse that wasrconducted by Ms. Haber and her group,
Human Performance Analysis Corporation. That was a --
but that evaluation was very much in line with what we
thought to be true. We think that wound up being a
very good product for us. March of 2003, the employee
safety conscious work environment survey was performed
again, and we showed about a ten point improvement in
our all areas, so we were happy with that.

Let me share oﬁr definition of safety
culture, next slide; | This data symbol, you have
characteristice and attitude. Attitudes in the
organization and in individuals which establish an
overriding priority toward nuclear safety activities

and that these activities receive the attention
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warranted by their significance.

Now has e\}ferybody seen that definition two
or three times today? No, you haven’t. There’s some
key words that are‘different. Well, we also say "and"
-- and overriding priority towards nuclear safety, and
we changed it a little bit. Very similar. And that
issues receive the attention warranted by their
significance. That means management involvement,
okay? So, you know, that’s our definition. It'’s very
similar. We have modified it slightly.

CHAIRMAN- APOSTOIAKIS: You should use Word
to --

MR. MEYERS: Excuse me? 7

CHAIRMAN APbSTOLAKIS: You should use Word

to wunderline the differences from the inside

definition.

MR. MEYERS: Okay. The word, "and,"
establishes and. And’s different. They have some
commas and stuff there in the other one. "Towards

nuclear safety" is a difference, so the word,
"towards." Act}ivities versus issues -- "and that
these issues," so0 there’'s a few key word differences
there. And that’s about it. Other than that, it‘s
the same definition. So we defined safety conscious

work environment as that part of our safety culture
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addressing employees’ willingness to raise safety
concerns and management’s response to these concerns.
The gentlemen f:om' Miilstone today he said it
eloquently. It doesn’t matter what the concern is, we
need to take them seriously. Everybody’s concern is
a serious concern to them, and how we address those
and respond to those,conderns is extremely important
to gain trust of our employees.

| MEMBER LEITCH: Lew, did I understand you

to say that your evaluation came up ten points?

MR. MEYERS: Pretty much across the board,
yes.

MEMBER LEITCH: And what time frame was
that?

MR. MEYERS: Well, the last one we did I
think was in August. I'm sorry, it was --

CHAIRMAN APOSTOLAKIS: March.

MR. MEYERS:V -- March, yes.

MEMBER LEITCH: And the previous one was?

MR. MEYERS: I think safety conscious work
environment, so August of last year.

MEMBER LEITCH: So they’re both after the
problem.

MR. MEYERS: Yes. Yes. We wanted to

benchline, take a measurement and then we’ll probably
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take another measurement in the fourth quarter this
year, see how we're doing. So surveying our employees
really --

CHAIRMAN APOSTOLAKIS: What is this ten
you mentioned?

MR. MEYERS: Excuse me?

CHAIRMAN APOSTOLAKIS: You said ten. Ten
what?

MR. MEYERS: If you go look across the
board and you say, you know, how did we improve, we
saw a pretty good step change, and it was like 35
questions that we asked and a ten percent improvement
across the board --

CHAIRMAN APOSTOLAKIS: Okay. Okay.

MR. MEYERS: -- from the questions that we
asked.

MEMBER LEITCﬂ: I'1l ask this question of
some of you later but in that time frame between those
two evaluations, I read an article in the Toledo Blade
or something like thét where I guess it was the CEO or
someone at that level said, "If we don’t get this
plant back online soon, we're going to shut it down."
Do you think that had any influence on the answers to
those questions?

MR. MEYERS: No, I don‘t. In fact, that
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was way before that. But, you know, go look a the
questions we asked. Thej're asked iﬁ a way where
you’d have to ask -- there’s correlations between
questions, these threeVQuestions are correlated, and
you’ve have to get thém all right. So we looked for
little deviations also, and we didi find some
deviations but I dén;trknow what they were at this
time. But we looked for fhat correlation, as a matter
of fact. But Qe asked a similar question three
different ways.

I1f you go look at the FENOC safety culture
model, it’s very similar to what we looked at today.
Policy-level comﬁitmént is a corporate thing, and it
may be true that we have all the policies in place and
the policy statements toraddress safety culture. And
to be honest with YOu, we found that we thought we had
all that stuff but, you know, it wasn’t nearly as
clean as we thought it was or well understand. 1In
fact, if you go look at our,Davis Besse Plant, the
management value structure, when we got over there we
found -- when I got over there I found that the FENOC
values were not being used at Davis Besse, neither was
the FENOC mission of vision. They had their own.

CHAiRMAN‘APOSTOLAKIS: So it’s not really

charts like these that are important, it’s how you
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implement these things.

MR. MEYERS: That’s right. 1It’s the --
I'll show you some more in a minute.

CHAIRMAN APOSTOLAKIS: Yes.

MR. MEYERS: From a plant management
standpoint, a management-level commitment, that’s the
commitments that the local management have to safety
culture, and the attributes that we monitor are over
on the -- the commitments that we monitor are on the
left hand side, and then the individual-level
commitment areas and then those areas that they would
monitor on the right hand side there. Let me go to
the next slide.

MEMBER;ROSEN: What’s the significance of
the colors?

CHAIRMAN APOSTOLAKIS: The coiors, what do
the colors mean?

MR. MEYERS: Well, in our last assessment
-- in our first assessment we graded ourselves higher
than we did in our last assessmen;, but we still
believe that we’ve made improvements. But if you ask
us right now how we would grade ourselves today as we
sit here in each of thes¢ areas, before we make a mode
change or a change to load fuel or any significant

milestone at the Plant, we s8it down and sc an
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assessment. Now, you notice I’'m not using the word,
"monitoring," I’m.using_the word, "assessment." We
did an assessment of what we think our safety culture
is there and are we ready to move forward based on
that assessment.

And that assessment takes about four days
and involves every manager and a lot of the employees
at the Plant. So we bring the employees in and we
talk to them about management observations at random,
and we go through each andrevery department and we
have a group of queétions. And I’'ll give you an
example of some of those questions. I've got a
procedure back here that we use, but just for example,
you know, if you go look at criteria related to
questioning attitude under the individual commitment
area, we may have five sheets like this where we have
quality of pre-job briefing, and the team has to come
in and grade how well that group is doing pre-job
briefings. So we have specific criteria, and we do
that for each and every group, so every group has to
come in. And this is only one page of probably 50
pages you’ve got to understand. It‘s not 50 but I
think it’s 40 pages or something.

So they have to go through all this

criteria. The percent of CRs per group, and they have
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to grade themselves on how many people are writing CRs
in their groups.. And if they’re not identifying
problems, you know, no one in their group is
identifying any problems over a qgarter, that’s
probably a problem, riéht?’ The number of programmatic
CRs, programs and process error rates we look at and
then raising problems, 1look at the management
observation program there. And so we have a group of
questions and each group has to come in and present
that to the total team.

We also have a quality 6versightA
perspective where they come in and give their
perspective on that assessment. And then the team
gives feedback to the group. And many times when the
group comes in they’ll be green and &hén they leave
they’re red. So it’s like a four-day process that
we’ve used each and every time we've made a change to
ensure that not‘whvae should go forward but that wé
are ready to go forward.

CHAIRMAN APOSTOLAKIS: I'm not perplexed
but maybe puzzled --

MR. MEYEﬁS: Yes.

CHAIRMAN APOSTOLAKIS: -- by the first

one, quality of pre-job briefs. How does that differ

from yellow? 1It’s exactly the same words.
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MR. MEYERS: In the red one there’'s a
"not."

CHAIRMAN APOSTOLAKIS: What is the "not?"

MR. MEYERS: Are not acceptable.

CHAIRMAN APOSTOLAKIS: Are not acceptable.
Oh, okay. You see the significance of one little
word.

MR. MEYERS: Yes. "Not" makes a
difference; it’s é big word. |

CHAIRMAN APOSTOLAKIS: So with some
exceptions is different from in general, right?

MR. MEYERS: Right. So some of these
things are subjectivé and some are not. Some are very
objective. So there’s a lot of subjective‘questiohs,
a lot of very especially very objective questions,
like number of work orders in the backlog, number of
late PMs. That’s all here too in thése guestions.

CHAIRMAN APOSTOLAKIS: So if I say the
observations -- the procedures ‘in general ~are
acceptable, that’s different from the procedures are
acceptable with some exceptions.

MR. MEYERS: Right.

CHAIRMAN APOSTOLAKIS: What is the
difference?

MR. MEYERS: Well, we have criteria on
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there.

CHAIRMAN APOSTOLAKIS: Oh, you have
criteria, okay. Okay. This is not the only guidance.

MR. MEYERS: No.

CHAIRMAN APOSTOLAKIS: In fact, this is
not guidance at all, this is just what yellow, red,
white and green are.

MR. MEYERS: Right, what we would discuss.

MEMBER LEITCH: What, if any, role does
INPO have in this process? Is there a point at which
INPO comes and dogs another evaluation and says, "Okay
to go."

MR. MEYERS: To be real honest with you,
we’ve asked INPO on several occasions already just to
have management -- we've‘had.blue ribbon committees in
there, we had an INPO assessment last week, an
industry assessment of our ETAP program that we’re
putting in place. ETAP'S an electrical distribution
program. We found that the model was somewhat out of
date so we’ve upgraded the model. So we brought some
people in from Duke and other utilities and an INPO
person. And so if you look just about on a weekly
basis, there’s some kihd of industry group at our
Plant doing some asgsessment.

MEMBER LEITCH: That’s a special visit in
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some particular area.b I guess my question really is,
is there an overall time’at which INPO comes in, looks
at the whole process and says, "We agree, and it’s
okay to go." |

MR. MEYERS: No.

MEMBER LEITCH: They’re not in the loop as
far as that’s concerned.

MR. MEYERS: And what we do have is on the
Restart Oversight Panel we have an INPO person on that
Panel.

CHAIRMAN APOSTOLAKIS: One of the things
that this brings up, which Vis a concern of mine
regarding most of what is being said and written about
in this field, is that in some instances we focus too
much on numbers and this process doesn’t seem to be
risk informed. For example, I don’t care that they
had X process errors. It’s the one error that is
really risk-significant that worries me.

MR. MEYERS: You’ll find that there’s some
questions about significant CRs too. I’'ve got 20, 30
copies of the procedure back there with me.

CHAIRMAN APOSTOLAKIS: Yes.

MR. MEYERS: I’ll give it to you to day if
you want.

CHAIRMAN APOSTOLAKIS: All 20 copies to
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me?

MR. MEYERS: No, I‘ll give you one.

CHAIRMAN APOSTOLAKIS: Oh, just one.

MR. MEYERS: This is only one sheet out of
the whole procedure. It gives you some examples.

CHAIRMAN APOSTOLAKIS: But isn’t it true,
though, maybe this is part of -- a lot of this stuff
doesn’t appear to be _risk informed. I mean the
significance of what is being'done doesn’t appear to
be a factor, so many complaints, so many this, so many
that.

CHAIRMAN BONACA: But the number of error
sis important because you don’t know which ones are
going to be significant or not.

CHAIRMAN APOSTOLAKIS: But I‘m worried
about the single error that is really lethal.

CHAIRMAN BONACA: 'I understand that but --

MEMBER POWERS: George, you’'re a POA

person. You know that vefy, very seldom is a single

error lethal, that most times it’s a combination of

things.
CHAIRMAN APOSTOLAKISE But even in that
context, though, not all errors are equivalent.
MEMBER POWERS: I understand that.

CHAIRMAN APOSTOLAKIS: Cognitive errors
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are much worse than simple lapses.

MR. MEYERS: We would call that a
significant division of quality --

CHAIRMAN APOSTOLAKIS: Yes.

MR. MEYERS: -- in our CR process, and
that would be reviewed as part of this. Any
significant --

CHAIRMAN APOSTOLAKIS: That’'s good.
That'’s good. \

MR; MEYERS: Okay. And let me give you
very quickly some of -- because George used all my
time up -- some of the actions we’ve taken.

MEMBER POWERS: That’s very bad form.
That never happens on this Committee.

CHAIRMAN APOSTOLAKIS: Go, Lew, go.

MR. MEYERS: Okay. From a policy-level
commitment, the Board of Directors passed a resolution
on nuclear safety. We do not have that straight from
our Board. We established a policy on nuclear safety
culture. That policy didn’t exist before. We sort of
had it laid out some places but it wasn’t clear. We
have a specific policy on nuclear safety -- on safety
culture now.

We created a Chief Operating Officer

position. We were looking at that person. Our

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE I1SLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

268
corporate organizatii‘jn was more of a virtual
organization. We actually only had the CEO, our Chief
Operating Officér, at corporate, the President of
FENOC. So now we’ve created a person that all the VPs
report to that ensures that we’re doing things the
same at all of oﬁr plants. That’s my job now, so as
soon as I get through the Davis Besse event, I'll try
to go do that. And we created an Executive Vice
President of Nuclear Engiheering. We brought Gary
Leidich back and he’s in that area now. So we’ve also
elevated and got our engineering more consistent
across our sites.

We established a FENOC corporate
organization structure. We took our critical programs
that we looked at when we did the program reviews, and
we’ve created a whole organization, our 16 floor now,
of program owners. The purpose of those program
owners is to make that the programs are good quality,
that they’re being implemented consistently and they
meet the regulatory requirements. So there’s probably
20 people in corporate now that we didn’t have before.
So we don’t have an isolation type case like we found
at our Davis Besse Plant where they had different
visions, missions, everything else. And in fact they

were still wearing Toledo Edison hard hats over there,
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rather than our FENOC hard hats.

We implemented an executive level quality
assurance position. Quality assurance, if you go back
and look at the way we used to do business, reported
to the site VPs. And if you go read the -- you know,
you talked about that INPO gave you some ideas about
some of the things they had found in the past. If you
go read our quality assurance reports that we had done
at our plant and read the report and look at the
conclusions that were drawn at the end, they’re not
consistent with the material in the report. And we'’ve
eliminated that now. That quality is independent.
They not only repérﬁ up to the Chief Operating Officer
and the Site VP, they report to the Board. They give
a presentation to the Nuclear Subcommittee of the
Board once a month. So they actually report to our
Board.

We strengthened the employee concerns
program. We established a safety conscious work
environment policy. Once again, that’s focusing on
people and people‘’s right, listening to what people
have to say. We enhanced the FENOC valnes, mission
and vision statements, went back and revisited all
that. From a management level area, we went back and

looked back at the senior management team and we said
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we want people that are dedicated to excellence, that
inspire trust and believe in employee development.
I'll tell you why. If you look back at the 94 time
frame, we had specific things, like we had an operator
pipeline program for developing mangers. That got
decreased to a certification program, and then it went
away all together at Davis Besse. So over time you
can see that degradationbfrom 94 to when we did our
root cause report.

So we’ve appointed a new senior team, and
that senior team we think has the attributes that I
discussed. We'’ve also went down to the next level and
we‘re s8till working on finalizing some of the
management team. We're looking for peopie that have
similar attributes,rthey've involved in field work,
what I call intrusive management, and I think that if
you go look at our management team below the senior
team now, they’'re pretty solid citizens. We’ve got
three more jobs we’re going to fill, and they’ll be
very solid then. And so we’re finishing up in that
area now. |

We've established the management
observation ties to plant risk. Now, what does that
mean? At our other two plants we had a procedure

where every day we look at all the jobs we’‘re doing,
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and we do a risk significance of those jobs. And what
we do is for medium risk it requires management
review, and for high-level risk it requires director
review at the level below me. So, you know, we didn’t
have that at our Davis Besse Plant, but we had it at
our Perry and Beavef Valley Plant, so now we have that
at all three planﬁs.

We implemented a major improvements in
plant safety margins. I told you about -some of those.
We then have a leak rate program we think &ill set an
industry standard. That’s specific criteria that
management has to take on trends, various model
increases on trends. And it has things that we can go
correlate leaks to, like the filters you were talking
about. So it’s an integrated process to go ask if you
see this change, how can you correlate that the change
is real, and it givés you specific areas to go to. So
we think that’s going to be a model.

We strengthened the corrective action
program, established an Engineering Assessment Board.
One of the things we had at our other two plants that
we‘ve institutionalized here is an Engineering
Assessment Board. So if you want rigor, there ought
to be some board that your products from Engineering

goes through to ensure that you have consistent rigor
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in those products. VAnd we already had that at our
Perry and our Davis Besse Plant -- our Beaver Valley
Plant, bﬁt it was not at Davis Besse. And that
ensures you keep that level of rigor there all the
time. 1It’s like a qualiﬁy check on your engineering
products.

We’ve assigned owners and new éxpectations
to the engineering programs, improved probiem—solving
decision making processes. We have a procedure that
we use that we use the INPO model from. 1It’s where we
get teams together of our besf: people when we have a
problem, sit them down and let them bring us, "Here'’s
what we think caused the problem, here’s the
approach,"” and then gets management approval. And
that structure was not in place there at the Davis
Besse Plant, and it is now.

Revised the competencies and the appraisal
process to include nuclear professionalism and nuclear
safety consciqusness. ~ We do evaluations on our
managers each and every year, but we didr not have
those two areas identified as competencies with
criteria. We do now. So went back and looked at
that. We provide leadership and action training and
additional competencies.

Our program for managément development is
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called Leadership inrAction. What I can tell you is
the feeling I have ié that we’ve really internalized
that program at our other two plants, but at Davis
Besse it’s something we sort of check off and put on
the shelf and don’t really institutionalize every day
like we do at oﬁr other plants. For example, if you
walk in our meeting rooms ét our other two plants,
you’ll see our leédership principles posted on the
wall. They were not posted on the wall at Davis
Besse, so that’s some significant changes that we’ve
made in the management --

MEMBER POWERS: Why is that significant?

MR. MEYERS: Huh?

MEMBER POWERS: Why is that significant?

MR. MEYERS: It’s the behaviors you
display in meetings.

'MEMBER POWERS: The behavior I display in
meetings, if anything is posted on the wall for more
than two months, I ignore it.

MR. MEYERS: Well, that‘’s not true. If
you post it on the wall, and one of the things we do
is a delta check after each meeting to make sure that
we comply with the leadership qualities that we
profess. So if we don’t --

MEMBER POWERS: That might be significant.
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Posting it on the wall is not.
| MR. MEYERS: Well, let me say this: We've
institutionalized those qualities, and we work on them
every day.

MEMBER ROSEN: Posting on the wall works,
because if somebody steps outside the boundaries of
one of those factors, somebody will say, "What about
the third bullet up there? Are you really behaving inr
accordance with that?"

MR. MEYERS: Yes. Do we beat this guy up
or not beat him up or do we really take this posting
seriously.

MEMBER ROSEN: Well, it’s a way of
bringing it to his attention without being too toxic.

CHAIRMAN APOSTOLAKIS: Do we as a
Committee want to write létters, look at that frame
there and ask ourselves whether what we’d write?

MEMBER ROSEN: Sure, we do. |

CHAIRMAN APOSTOLAKIS: Oh, you’re unique.
I never do.

MR. MEYERS: We do that at every meeting.
Ours is large too. It’s much larger than --

CHAIRMAN APOSTOLAKIS: 1It’s legible.

MR. MEYERS: You can see it a mile away.

MEMBER LEITCH: As an industry, I think

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
. 1323 RHODE ISLAND AVE., NW.
(202) 2344433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

25

275
we're fairly good at sharing operating experience,
what I would call plumbing and hardware issues, but
how do we share these management level commitments?
Presumably, there’s some very significant management
lessons that you’ve learned here. I mean, for
example, you said you made some major changes to your
Off-site Safety Review Committee. I mean how does
that kind of information get around the industry?

MR. MEYERS: That’s an excellent question.
One of the things we’ve done, and we’re probably going
do another one before long, is we got with INPO and we
did a road show, if you want to, with all the
executives in the United States, and I went out -- I
went to Denver, Atlanta -- where else did we go?
Dallas, New England. So we went and had meetings with
all the executives at all the plants in the United
States. We went over all these lessons learned and
more. It was like a four-hour meeting where INPO went
over their lessons learned, and I spent a couple hours
with questions and feedback in 'srrrxall ‘groups. And
we’re probably goiﬁg to do that again sometime in the
near future.

MEMBER LEITCH: That’s excellent as far as
Davis Besse’s concerned. I guess I'm just wondering

is there any thought to institutionalizing that kind
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of a process?

MR. FELGATE: Just‘ to address your
specific question, one of the other recommendations I
didn’'t address from Davis Besse was INPO to become
more involved in reviewing as part of our ongoing
evaluations the oversight organizations, corporate on
down. But as to the specific question you’re asking
about, Nuclear Safety Review Board, and we’ll factor
into it the way we look at those, the lessons learned
from Davis Besse, So that institutionalizes that for
all the plants.

MEMBER LEITCH: Okay. Good.

MR. MEYERS: Now, from an employee
standpoint, we’ve taken some actions to improve the
communications. 1It’s amazihg the things that I get
told. One of the things we’ve implemented is what I
call the four Cs meetings. That’s meetings that I
have within employees about compliﬁents,
communications, concerns and changes. We talk about
the changes we're making in the plants, stuff like
that. Today, I think I’ve met with over 500, 600
employees at our plants in groups of about 20 each.
What I do there is I bring an independent person in
and they meet with the team -- the people one day so

they can bring up issues and I‘m not there. And then
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we can talk about them and have dialogue. What's
funny is usually when ‘I go throixgh the issues now the
guys will say, "I brought that one up." So it’s sort
of -- and that’s a big change in the behaviors I’‘ve
seen over the year. I think that’s been effective.
We've institutionaiized -~ trying to institutionalized
the listening process, if you will.

From a management standpoint, we do town
hall meetings, all-site meetings and department
meetings now that we routinely schedule to get
information out -- and stand-downs. And what you get
from our employees ‘when you listen to them is,
"Nobody’s ever taken this kind of time to talk to us
before." So it’'s really-a pretty -- I’ve really
enjoyed the meetings that I've had. I look forward to
them. And at the end of each meeting we do a delta
check, and then we -- and I take actions that I follow
up on, and we agree ,th'at I will take actions on these
issues at the end of the meeting. And we do the same
thing with town hali meetings and the stand-downs, so
we think we’ve improved the communications with our
employees.

We provide reactor head case studies to
all of our employees. That was a full day training

where we stopped things on-site and in groups of about
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-- and various-wéfk groups - just sat down and went
through this whole cééérstudy. We've déne supervisor
refresher training, Leadership in Action, supervisor
training on the safety conscious work environment,
which is specific safety conscious work environment
we’re giving to all the supervisors now again. We've
implemented our operator leadership plan. Remember,
one of the issues we had was we told you we did that
large root cause too. That spurred us to go do some
smaller root causes. And one of the ones we did was
in Operations, another one was the independent
oversight group that you talked about a while ago.
And that made us make changes there. And you heard
about some of the issues that we came out with in the
Operations root cause. So we’ve got that plan in
place and are tracking items. It all folds up and
under the management hﬁman performance plan.

We strengthened the individual ownership
and the commitment, both in engineering, operator
licensingr, operational decision making process and the
shift manager comménd and control. Our CEO has met
with each one of our shift supervisors personally, and
I have taken groups of three shift supervisors at a
time to Akron to sit down for a couple hours, each and

every shift supervisor that we have at Davis Besse.
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And we'’ve rewritten t!}g duties and responsibilities of
the shift supervisor c;n shift and communicated those
very well and madé sure that we have buy-in across the
board. And so we think from an operational standpoint
right now the feedback that we get from the
independent groups that come in is Operations is
probably the strongest organizationally. So we feel
pretty good about our Operations group.

We'’ve established a site integration plan
for alignment and leadership development intervention,
and what that plan is is a plan that’s a lbnger-term
plan where we before we start up we’re going to sit
down with 200 employees, 20 at a time, in groups of
20, and we’ve got a road map for the next -- to get us
to 2004. As we come up, we’ll meet our schedules
assuming, we have mid-cycle outage we’ve got to do,
we’ve got -- our people are all worried about the
backlogs that we have. We had all these walkdowns and
everything, and what you really see is our backlog is
going to be pretty low when we start up, a lot lower
than we think anyone’s seen before. So are we going
to be able to manage all that stuff, and the answer is
yes. So we’'ve got to sit down and share with our
employees all the things we have to do and make sure

that we have it aligned not only prior to start-up but
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after start-up.

Now, inVCIOSing, I'd like to say that
safety culture'ean be nonitored, I believe, with the
existing performance indicators. If you go look at --
now, there’s a difference between assessing and
monitoring. If you’ve got a good operating plant, I
think you’re in a monitering mode, but if -- I think
safety culture can be monitored with existing
performance indicators.

There’s two real quesﬁions that need to be
asked when monitoring safety culture of the two plant
assets. The only two aseets that you have are the
material condition of your plant and the people that
work there. So that'e where you better focus. Are
the safety margins at your plant in the material
condition and engineering areas impfoving on a cycle
basis? If you can’t have some performance indicators
that tell you that you‘re PMs are up to date, your
material condition is good, your Al system issues are
being worked off, and the engineering issues you have
on your plate are not great end you’re gaining safety
margins every cycle, I don’t believe you can look at
it on a yearly basis. >I think you have to look at it
on a cycle basis. So in that cycle, if you do not

gain safety margins in your plant, you’ve gone
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backwards.

From a personnel standpoint, you need to
look at your programs for strength in your
organization: Your employee problem and resolution
program, there’s 'several of those, the technical
training programs that you have in your plant, the
supervisory development progfams that you have, the
management developmental programs you have and the
leadership develﬁpment programs that you have. So for
succession planning if you’re’not laying leaders out
and developing leaders for the future every cycle and
you have those identified, you’re probably going
backwards.

Taking strong actions when degradation
exists and any decreases in safety margins, either in
people or material conditions of your plant, will
ensure the organization is what I call built to last
in the future. That'svali I have. Thank you.

CHAIRMAN APOSTOLAKIS; Any questions or
clarifications? We’'ve asked a lot of questions
already, so why don’t we take a break until ten past?

(Whereupon, the foregoing matter went off

the record at 3:50 p.m. and went back on

the record at 4:10 p.m.)

MEMBER APOSTOLAKIS: Our next speaker is
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Jack Grobe.

MR. GROBE: Again, thank you very much.
My name is Jack Grobe. For the last 15 months or so,
I've been deeply iﬁmersed in Davis-Besse. I've been
serving as the chairman of the Davis-Besse Oversight
Panel for the NRC.

I don’t think I sleep for two hours and
wake up crying, butrit certainly is what I’ve been
eating, sleeping and thinking day and night for the
last 15 months.

With me today is Geoff Wright. Geoff is
a Senior Staff Member from Region 3 and he’s been
leading each of our inspections in the Management and
Human Performance area at Davis-Besse.

My goals today are to discuss the
regulatory basis for the inspections we’re performing
in this area at Davis-Besse. Geoff will describe the
inspection approach we're using in some détail. And
then I'd like to conclude with providing you some
thoughts on potential short and long-term regulatory
oversight improvements.

Next slide, please.

(Slide change.)

MR. GROBE: Prior presenters have

discussed in quite a bit of detail the current U.S.
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and international guidance on safety culture, so I
won’‘t go into much detail there. The NRC does not
routinely inspect management or cultural issues. The
focus of our inspection .progranl is what we call
performance based, we look for performance problems
and then if they’‘re ‘risk significant, we further
engage and drill down into those problems to find out
what the root causes might be. Less significant
performance problems are left to the licensee to
address.

There is one significant regulation that
could be used to address this area. 1It's Criterion
XVI of Appendix B, Corrective Action. An effective
Corrective Action Program is essential for sustained
safe operation. And the foundation of an effective
Corrective Action Program is the ability and
willingness of the utility to identify all of the root
causes of a problem. And those root causes should
include cultural issues.

Criterion XVI provides us the regulatory
basis for performing the inspections into these areas
at Davis-Besse, since the head degradation, root cause
involved cultural issues.

The next slide is just a brief summary of

what Lew Meyers spent a couple of pages on.
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(Slide cpangé.)

MR. GROBE: 1It’s a broad overview of the
root causes, the principai causes of the reactor head
degradation were cultural.

Let’s go to the next slide.

(Slide change.)

MR. GROBE: The Oversight Panel was
significantly challenged, given the state of
regulatory standards‘to measure these types of issue
against. The challengeVWAS how do you determine that
the licensee had made sufficient progress that the
plant could be restarted safely and would ultimately
operate on a continuing basis in a safe way.

The Panel designed a set of inspections.
The inspection that Geoff is going to describe is one
of those which will give wus insight into those
attributes that are essential for safe operation and
continued safe operation into the future. So the
Panel will be utilizing not only this inspection, but
others, as well as the licensee’s assessments in a
combined fashion to make a determination of whether
sufficient progress has been made to restart the unit.

The inspection, the specific inspection,
we call it Management and Human Performance, was

divided into three phases. The first phase was the

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W. ,
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

285
root cause assessments and whether or not they were
sufficiently broad and déep. There was nearly a dozen
different root céusevassessments that were performed
and there was a very, very broad one using the MORT,
Management Oversight Risk Tree approach that went into
organizational issues. But then there were separate
assessments of the oberations organization, the
engineering function, quality assurance function, the
oversight committees, corporate support and there were
several others that combined together and resulted in
the corrective actions that would address each of the
building blocks. .

I believe the Management and Human
Performance building Vblock had somé 125 or more
corrective actions that were identified through these
root cause assessments. |

Phase I and II are already complete.
Phase II was a review of the corrective action plan in
each area and the implementation of those corrective
actions and that the goal waé to make sure that those
corrective actions addressed all of the identified
causal factors.

The Phase III of the inspection is in
process today. That  is an evaluation of the

effectiveness, the on-going effectiveness of those
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corrective actions. And Geoff will go into some
detail. I just wanted to briefly touch on, again, due
to the state of regulatory structure in this area,
we’'re utilizing a combination of NRC and international
guidance in cénjunction with regional staff,
headquarter staff and contract staff that have
extensive experience in organizational effectiveness
assessments.

And between a combination of that expert
team and the guidance, both. national and
international, we’ve put together inspection plans,
detailed inspectibn p}ans to accomplish the
assessments in these aréas.

MEMBER SIEBER: This plan is unique to the
Davis-Besse situation?

MR. GROBE: Absolutely.

MEMBER SIEBER: So you didn’‘t find regular
inspection plans in the grand scheme of things that
were appropriate for assessing safety culture?

MR. GROBE: That's correct.

MEMBER SIEBER: If a plant has a bad
safety culture, where would you expect to see it in
the ROP process?

MR. GROBE: If we could hold that question

because I’'ve got a number of comments I’'d like to get
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into on that.

MEMBER SIEBER: All right.

MR. GROBE: Go ahead, Geoff.

MR. WRIGHT: 1If we could have the next
slide, please.

(slide change.)

MR. WRIéHT: The third phase of our
inspection program into the Management and Human
Performance area is designed to look into six areas
that the licensee is working on.

One is aasess the process that they have
used for their internal assessment, that is what Lew
Meyers was talking about on his safety culture model,
to take an in-depth look at that, what the attributes
were and the standards against which they were
assessing their performance.

The secoﬁd item was what we referred to as
the external one which is the assessment performed by
Dr. Haber which you’ll hear about 1later this
afternoon.

The third item was to take a look at what
process the licensee is going to use for monitoring
their safety culture in a long-term process, not just
for restart, but on a continuing basis for some period

of time.
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The next areas that we wanted to look at
was the Employee Cohcerns Program as it is a subset of
an overall safety culture, as well as those items that
they’re using to imbrove'the safety conscious work
environment at the facility and a review team that
they have put in place to monitor and to work on
safety conscious work environment, potentially safety
conscious work environment type of issues called
Safety Conscious Work Environment Review Team.

So those are the six areas that we are
looking into. As Jack indicated, we are not judging
at the end of this whether the output from some of
those assessments, whether it’s the internal or the
external. My Vteam is not judgingr the output on
whether it‘’s acceptable or not. The 0350 Panel is
going to take our input and take a look at the output
from those assessments and combine it with all the
other inspection activities and licensee activities
since the issue covers the whole site and not just a
very narrow area. They’re going to make that
determination. My inspection team is not going to
make that determination.

MR. GROBE: Let me say that in a little
bit different words just to make sure that message was

clear. We are not aséessing safety culture at Davis-

NEAL R. GROSS ,
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W,
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

289
Besse. What we’re doing is utilizing national and'
international guidance to assess how they’re assessing
safety culture and then we’re utilizing the extensive
inspections that we’ve éonducted in engineering,
corrective actions and all other areas to look for the
outcomes of the improved safety culture and in areas
where we don’t see impro#ed outcomes and there have

been several of those, we clearly articulate that to

the utility and they go back and look again at what

they’re doing and the effectiveness of their actions.

MEMBER ROSEN: Jack, I think I understand
the structure, but the timing is a litfle bit a
mystery to me. Don’t some of these things take time
to not only be embedded in terms of programmatic
aspects, but also to show outcomes because the
processes have to‘evolve.' How can you assess the
outcomes today of a program ‘you put in place
yesterday? That’s an exaggeration, but that’s the
issue.

MR. GROBE: I had forgottén that Plant A,
Plant B, that Tom put up earlier today and in some of
my younger years I remember that clearly and brought
back fond memories. Both Plant A and Plant B met
regulatory requirements and were safe as defined by

the NRC. Clearly, Plant B had significantly less
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organizational safety margin than did Plant A.

What we’re Vlooking for, for restart
decision is sufficieht improvement, but by no means do
we believe that that will be the end of the
improvement process, but sufficient impro#ement to
assure that the plant can be restarted and operated
safely.

MEMBER ROSEN: Jack, can you see it? Will
you see enough outcémes to be sure?

MR. GROBE: That's for the Panel to judge.
I believe the answer to that is yes.  We should be
able to see it. In some areas, we haven’t yet seen it
and we’re continuing to inspect.

One of the -- I can brieflyrsummarize in
kind of some broad contexts what both the internal
safety culture assessment process and process done by
Dr. Haber concludéd.“What it concluded is that there
were already some substantive changes in the culture
of certain work elements at the plant. There were not
substantive changes in other work elements at the
plant. There was an inconsistency laterally across
the organization.

In addition, there was inconsistency
vertically in the organization. There was different

understandings and éxpectations at some levels in the
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workers as contrasted with the supervisors and
managers.

And one of the other findings was that
there was no long-range vision on organizational
effectiveness and a plan on achieving that long-range
vision, in essence, the Nirvana of safety culture.
Where do you want to be in three years, five years?
So the utility has been working on those attributes.

The Oversight Panel will not disappear at
restart. It will be in place for an extended period
of time after restart, coﬁtinuingvto monitor. And
that’s why it was important to get Geoff’s team in
here to make sure that the tools that they’re using to
monitor safety culture going forward are effective
tools so that we can utilize those in the future to
depend on them.:

It’s clearly a long-term process. At some
point they’ve made sﬁfficient progress to authorize
restart and we’re not there yet.

MEMBER ROSEN: Maybe this is a question
for Lew is you’re running the place now, but is that -
- are you going to keep on doing that after restart?

MR. MEYERS: I said that we have a longer
term plan now. And we’ve got a director we put in

charge of organizational effectiveness. Long term
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plan right now takesAus out through the summer of
2004, so we've got a plan in place to continually
assess through 2004 and then maybe at that time it
will be ready to go into a monitoring phase.

MEMBER ROSEN: Where you’ll move back to
your corporate home?

MR. MEYERS: I'll move back before then.

MEMBER ROSEN: Well, that was the
question, when are you going tb move back? And who is
going to be running the show?

MR. MEYERS: We've already announced that.
We already have a Site V.P. that we selected for
Davis-Besse.

MEMBER ROSEN: Is he named officially?

MR. MEYERS: Yes, Mark Bazilla. So he’s
on site now. I’‘m still there and I’1l1l move back some
time after restart.

MEMBER APOSTOLAKIS: All this activity
though and what Jack mentioned, you know, it implies
that you have some sort of what’s good in your mind.

I wonder whether the feactor oversight
process can take advantage of it and maybe in the
future be modified so that we will not have an
embarrassing incident again where we give all greens

for a plant and then something happens. Are there any
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plans for doing this or are they doing independent
activities?

MR. GROBE: That was actually one of the
recommendations that I was going to talk about.

MEMBER APOSTOLAKIS: Okay.

MR. WRIGHT: ,Next slide, please.

(Slide change.)

MEMBER LEITCH: Just a question about the
Employee Concerns Progrém, did you find that it was
broken? In other'wofds, was it'a failure of the
Employee Concerns Program why individuals didn’t bring
some of these issues forward earlier?

MR. WRIGHT: ~ We haven’t made any
conclusions. What they have done is at the beginning
of this vyear, an,enﬁirely new program was put in
place. They had gone from a single individual
ombudsman program to an actual Employee  Concerns
Program with a manager and a number of independent
investigators. So we’re looking at -- we’ve looked at
what they had before and we’re looking at what’s in
place now to seé what are the changes and have
improvements been made.

MEMBER ROSEN: In the new program, the new
Employee Concerns Program, is there an internal

oversight group that looks at what the internal --
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what the functionipg of that Employee Concerns
Program?

MR. WRIGHT: I don‘t believe -- they have
a program to do an assessment of that organization,
but it has not been done yet.

MR. GROBE: Let me flesh this out a little
bit. The assessment that Lew spoke of that was done
last August on ,safety conscious work environment
revealed there was little confident in the ombudsman
program. And as Geoff indicated, that program has
been completely revamped and strengthened. This
inspection team is continuing to look at the Employee
Concerns Program, but I believe part of the Safety
Conscious Work Environment Review Team, SCWERT, as an
acronym, part of their charter is to look at safety
conscious work environment. And if the Employee
Concerns Program is not functioning effecti\}ely, I
think that would surface through the SCWERT function
in their periodic reviewé of the effectiveness of the
health of the safety conscious work emfironment.

MEMBER LEITCH: I guess my question was
continuing to look for things that might have
identified this problem sooner. And I guess my
question was really was the Employee Concerns Program

broken and therefore people weren‘t bringing issues
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forward and might thgt-be a place to focus on and I
guess what you’re saying is you still haven’t really
drawn a conclusion in that matter?

MR. GROBE: No. I think it was broken.
I think what Geoff was referring to is they haven’t
drawn a conclusion on the current existing program
today.

MEMBER LEITCH: I see.

MR. GROBE: And I think, yes, it would
have been a wvalid ouﬁlet'for members of a staff if
they felt their concerns weren't being adequately
addressed, to bring them ﬁo the Employee Concerns
Program, but there was little confidence at that time.
There was an ombudsman program. There was little
confidence in it.

MEMBER LEITCH: Thanks.

MR. MEYERS: ‘I said earlier too, if you go
look at the root cause that we did, we didn‘’t find a
situation where people were not writing CRs. And the
CRs were getting resolved. Théy'were just not getting
properly elevated and root causes done. In other
words, we have these low level CRs. They were treated
as low level CRs énd didn’t meet the criteria for low
level CRs. So you know more thanranything else we had

29 CRs written any one of which could have led us to
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the head degradation issue.

MEMBER LﬁITCH: I guess -- I don’'t want to
take too much time, but the Employee Concerns Program
is sort of a bypass around that CR process and I guess
if you had an effective Employee Concerns Program,
even if the CRs‘ weren't getting addressed, an
individual could say and elevate the concern that hey,
I've written all these CRs and nothing is happening.
I'm still concerned.

But that program was evidently not
functioning effectively either.

MR. MEYERS: What I would say is we had an
ombudsman program. We didn’t have an Employee
Concerns Program. An ombudsman program, the guy sits
in the office and waits for you to bring in a concern.
We turned our program into a proactiVe program where
we’'re meeting with'pédple and trying to find out if
they have concerns. 1It’s a more proactive program.
And we’ve also done things to improve the
confidentiality of the program.

MEMBER LEITCH: Thank you.

MEMBER APOSTOLAKIS: The Davis-Besse
incident, it seems to me we’‘re -- obviously, the
licensee had probléms, but it’s still not clear to me

what our inspectors were doing there.
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Is there__a similar panel looking at the
NRC itself?

MR. GROBE: Yes. I guess you'’ve asked
this question three times, so maybe I should answer it
now.

{(Laughter.)

MEMBER APOSTOLAKIS: It’s been asked three
times?

MR. GROBE: vThe Lessons Learned Task Force
presented to you several months ago.

MEMBER APOSTOLAKIS: Yes, I‘'ve seen that.

MR. GROBE: And they made appr’oximateiy 50
recommendations in qﬁite a few areas, both regulatory
structure as well as inspection program and other
areas, research. They addressed quite a few areas.

They did not touch on this area, safety
culture. I think this area is very critical. And
Davis-Besse is not wunique. Mr. Collins earlier
suggested there might be other plants with equally
challenged cultural aspects to their organizational
effectiveness. There’s a number of plants across the
country that have had significant performance
problems, Cooper, Point Beach right now, Indian Point
and I believe there are many cultural attributes. We

now use that word, cultural attributes, to
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characterize what we might have called something
different a few years ago. Sori don’t believe Davis-
Besse is unique. And I think it’s essential that we
do something to address this issue.

Dr. Apostolakis, you asked questions
earlier about what were the inspectors doing in
response to the leakage was Vgoing up and down, and
the filter clogging and all of those issues. That was
Plant B. They were complying with all of their
requirements. Our inspectors were engaging. The
branch chief was engaging on a regular basis with
plant management, enCouraging, them to address these
issues in a more proactive nature. ‘But they were in
compliance with all of our requirements. So from that
standpoint, the NRC was limited in its ability to
engage in a more structured way, a more formal way.

MEMBER APOSTOLAKIS: What that tells me is
that the two inspectors who were there were doing
their job, but the Agency was not, because if our
requirements allow Plant B to operate, f.hen something
is wrong.

MR. GROBE: I think that’s the way Bill
Travers has characterized at Davis-Besse, it was an
organizational failure on the part of the NRC.

MEMBER APOSTOLAKIS: Yes.
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MR. GRQBE: Let me talk in a 1little bit
more detail. The --

MEMBER LEITCH: But there was a
requirement to inspect the head, right?

There is a requirement that you can’t have
primary system leakage, right?

MR. GROBE: Yes. I wasn’t around back
then.

MEMBER LEITCH: I mean it’s not like they
were in compliance with all the NRC requirements.

MR. GROBE: ‘Again, they were in compliance
in the context that there were CRs written regarding
the boric acid on the head; Those CRs were resolved
and closed.

From time to time inspectors would
question the resolution of one of those types of CRs
and the answer was the head had been cleaned and
everything was fine, that there was not the leakage
that was being experienced, the identified and
unidentified leakage inside containment was not coming
from the head because it had been cleaned and
inspected.

And thaﬁ was documénted in work orders, in
the condition reports. So a head is not something

that you can just go out in the plant and inspect. So
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you have to depend to a certain extent on those types
of interviews.

Now one thing we did not take advantage of
and we’‘re encouraging stronger involvement in this
area is video evidence. We could have pursued further
the video record that was made of the head and whether
there was video post-cleaning activities. But we
didn’t do that at thé time.

MEMBER ROSEN: Is there any indication
that those reports were falseror misleading?

MR. GROBEi ‘There is an on-going
investigation into many of the aspects.

MEMBER ROSEN: So that’s still yet to be
determined. That’s 50.7?

MR. GROBE: That’s 50.9.

MEMBER ROSEN: 50.9.

MR. GROBE: I believe the augmented
ingpection team follow-up report, it’s already been
documented about eight different aréas where there was
inaccurate information. What OI is investigating is
what was the cause of that inaccurate information.

MEMBER APOSTOLAKIS: So at some point,
someone from the staff will come and talk to us about
the organizational institutional changes that perhaps

will take place within the Agency?
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MR. GROBE: I think Chris Boder and Cindy
Carpenter’s folks would be glad to do that. There’s
an action plan in each of the areas. There’s one
dealing with ASME code requirements and text spec
requirements. There’s one dealing with research.
There’s one dealing with inspection.

MEMBER APOSTOLAKIS: Good.

MR. GROBE: And the EDO receives a report
on progress on each of those Corrective Action Plans
every six months.

I believe one of those reports was just
completed in the last couple of weeks.

MEMBER APOSTOLAKIS: Do we get copies of
those reports? Very good.

MR. GROBE: Geoff, I think -- why don’‘t
you try to quickly go through the slides.

MR. WRIGHT: All I wanted to do, a couple
more items here for your information and interest. 1In
the areas of inspection guidance, we do have within
the Agency guidance dealing with Employee Concerns
Prograﬁland,we have a specific program, procedure that
we can follow. We’re using that to look at the new
Employee Concerns Program.

I think as Clare indicated before, there

are questions that we do get into on safety conscious
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work environment. We’ve interviewed about 45 people,
I believe, or SO‘people on the site, as part of the
inspection and have folded in a number of these

questions into those interviews in looking into that

area.

For the three areas dealing with safety
culture, where there isn’t any specific guidance on
even what a good program should include, we are using
some of the international standards, guidance, the
INSAG documents to look to see the programs that are
being used, do they have some of the same attributes
that are mentioned there. We’re looking at them both»
as well as the surveys. Were the surveys an
appropriate survey? bid they have the right type of
questions? Did they try to discriminate against -- I
think the question was if a person knows their job, it
depends on their answer. Are you going to get
truthful answers. AWe're looking at the surveys to
make sure that thefe are ways of discriminating
against that kind of answer.

The interviews that the people, that the
surveys were done, some of the observation of work
activities that were accomplished through, by the
utility and by Dr. Haber’s people. We’re looking in

those areas to get a feel for how rigorous were the
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evaluations and can, in the future, can the 0530 panel
rely on the output from that evaluation as a good
output.

MEMBER APOSTOLAKIS: Has the Commission
ever expressed an opinion about the INSAG documents?

MS. GOODMAN: I don‘t believe the
Commission has. Do you think so, Jake? No. Jake
Persensky is agreeing with me; that as far as we know,
the Commission has not commented on them,

MEMBER APOSTOLAKIS: They are aware of the
fact you are using --

MS. GOODMAN: Yes, they have been briefed
on those documents. In fact, Jake Persensky has
briefed several of them.

MR. PERSENSKY: Jake Persensky from the
Office of Research. In fact, Jack aléo briefed the
Commissioner’s assistants on this particular
inspection plan, what we were doing.

As far as the Commission recognizing the
INSAG documents, about the only place you’d see that
would be in the policy statement on conduct of
operations, where in fact, they refer to and take
large qﬁotes out of INSAG 3, which was the only one
available at the time of the policy statement being

developed, but there haven’t been any further
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endorsements of thét process, but we’ve been using it
and it was part of what we were doing in terms of
developing inspection program plan for this.

MS. GOODMAN: I was just going to say, we
have given a copy of that policy statement to -- if
you want a copy for all the members, that policy
statement because it is one that has not surfaced
recently.

MEMBER APOSTOLAKIS: Because the INSAG
documents were not written for the regulator, right?
It was general documents of the safety culture.

MS. GOODMAN: But that policy statement
sort of incorporates a number, at least what the
status was in 1998, ha\}e been incorporated in that
policy statement. I've interrupted you now three
times, I think.

MR. GROBE: That'’s fine. I was just going
to further clarify one issue that Jake mentioned. Due
to the sensitivity of this type of inspection, we did
brief each Commission office on details of the
inspection plan and how we were going to approaéh it
and who is on the team. So they’re aware of what
we’'re doing here.

MR. WRIGHT: Next slide, please?

(slide change.)
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MR. WRIGHT: Here you can just see, we
wanted to let you know who was on the team. As you
can see four of the seven individuals are here today.
You’ve heard frdﬁ Clare. You've heard from Jake.
Lisa is here with us as well and myself.

The two individuals who are not with us
are John Beck and Mike Brothers. They’'re consultants.
Both worked extensively at Millstone and have had
extensive experience dealing with safety conscious
work environments and the like, as well as operations
from an executive level in the industry. We thought
from a balance on the team ﬁhat it was important to
have kind of expertise along with us. So they are
also working with us.

The next slide is rather abbreviated and
unless there are questions, I’‘ve talked‘a little bit
about the approach that we’re using, evaluating the
surveys that were done and the interviews that were
conducted. I won‘t go in and take up your time as far
as more details on just the how -- but I would respond
to questions if you have some in that area.

MEMBER APOSTOLAKIS: Next slide.

(Slide change.)

MR. WRIGHT: Go ahead, Jack?

MR. GROBE: I just had some broad
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conclusions, somewhat different than what’s on the
page. You can read Ehat. That’s self-explanatory.

Alan Price suggested that each utility is
evaluating and responding to safety culture issues.
I think the empirical evidence might not support that,
at least wouldn’t support that they’re effectively
doing it because we continue to have performance
problems, not necessarily as significant as
Davis-Besse’s, but still significant performance
problems at various utilities.

I believe ;hat there’s additional work
that needs to be done in this area. The current
reactor oversight process regulatory intervention
opportunities are Ewo-fold. There’s, of course, the
action matrix which is a graded response, but that
graded responses comes on risk-significant outcomes,
so if there are safety culture concerns, it is a
lagging response. I don’t know which box you‘’d but
the arrow between, but it’s later on the right hand
side of Tom Murley’s slide.

The other area of regulatory intervention
is a very limited opportunity to engage in what we
call cross cuttingvareas. The Agency has defined
three cross cutting areas, human» performance,

Corrective Action Program effectiveness, and safety
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conscious work environment. And the limited
opportunity to engage and this might be what you were
hearing about in Region 1 is that once a year, we can
put two or three sentences into a letter and there are
no structured response requirements or management
meetings or further engagement. It’s simply a few
statements that there appears to be some concern in
this cross-cutting area.

MEMBER APOSTOLAKIS: But it was made very
clear to us that they cénnot be dismissed by the
utility. Even though they’re not regulatory
requirements. It would be asking for trouble if they
just said --

MR. GROBE: VWell, I’m not sure what kind
of trouble they’d be asking for. There is no
provision to do additional inspection;

MEMBER APOSTOLAKIS: No.

MR. GROBE: It would still be doing just
the baseline inspection. So it is an opportunity to
express to the utility in a public format some concern
that it ends withr that, just the expression and
concern.

The current inspection procedures under
the ROP examine many of the outcomes, the relevant

outcomes of safety culture. Again, it’s focused on
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the outcome and it's_based on risk significance. The
entire- ROP, the inspection attributes that are
selected, this is now three or four years ago when we
initially put together the ROP, it was baaed strictly
on risk significance.

Probably, the most significant insights on
safety culture can be gained from the review of the
Corrective Actionrprogram, as I mentioned earlier.
Significant conditions adverse to quality are not only
required to be corrected, but that the new policy is
expected to be identified and prevention is expected
to be implemented.

In addition to that, the utility’s trend
lower level significance issues, and when there’s a
trend indicated, ﬁhére ‘would likely be cultural
aspects there. I believe with additional guidance and
training of the staff, we could get more intrusive
into the insights of safety culture effectiveness of
utilities by more thoroughly examining the root cause
in those areas.

MEMBER APOSTOLAKIS: But then what would
we do? I mean if these are not requirements?

MR. GROBE: Criterion XVI is a
requirement. If they have not adequately addressed

the root causes to prevent recurrence, then that’s not
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consistent with the requirements.

The inspection reports that are currently
available to thé public are very broad andrthe only
specific outcomes that are discussed in those reports
are situations where trhere is a violation. There
would not be any discuss_ion of organizational
effectiveness issues or cultural issues or‘anything of
that nature in the reports the way our guidance is
currently structured.

The industry initiativés pursuant 'to SOER
204 are quite meaningful and I heard some dialogue
earlier about the Training Institute. I'd like to
clarify just a couple of things. The NRC nominates
one individual on the Board. That’s normally a very
experienced individual wﬁo doesn’t work for the
Agency.

In addition, the NRC observes the dialogue
when the licensee 'isvpresentirng information to the
Board and questions that the Board might have for
them. But the NRC is not permitted to observe any
decision making that the Board does.

In addition to that, there’s no public
presentation of the findings of the accreditation
board to -- so if we were to incorporate safety

culture concepts into an INPO initiative, there might
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be certain challenges with respect to the NRC’s need
for public scrutability, for public accountability,
public confidence.

I was interested in one comment that was
made earlier and that was that there was significant
infrastructure .necéssaryr for the accreditation
organization. Well, technical competence of the staff
is just one attribute of safety culture. There’s many
other attributes and if there’s a need for significant
infrastructure to Aéffectivelyr ‘agsess training
accreditation, one would think there would be need for
substantial infrastructufe to assess safety culture
effectively also.

MEMBER ROSEN: I don‘t think that was the
thrust of it, Jack.

MR. GROBE: Okay.

MEMBER ROSEN: My sense of that issue is
that having been there and done that, the utility has
put in place a substantial structure to gain
accreditation and to maintain accreditation. So does
INPO and the National Academy for Nuclear Training.
What I was saying was that if the INPO route which was
offered by George Felgate’s concept was chosen, that
that degree of infrastructure, both in the industry

and in INPO need not be put in place because it’s

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

311
really pretty massiverin'training; We’'re talking only
about -- at least I was talking only about the fact
that there’s a deal struck between the industry
through INPO and éhe Nafidnal Academy and the Agency.
Well, a similar deal could be struck in the safety
culture area that INPO will do certain things and the
Agency will have certain access to that and if that
meets the Agency’s needs, fine and well. If not, no.
But the structure that comes with the National Academy
of Nuclear Training néed not be replicated in another
way. You don’t need the National Academy of Nuclear
Training Two to achieve this objective. We kept some
form of averages, true, but not necessarily completely
analogous to the National Academy.

MR. GROBE: 1I’d have to think about this
quite a bit and the devil may be in the details of how
you structure that and the relationships andrthings of
that nature.

MEMBER ROSEN: I don’t think anybody is
drawing any conclusion. I’'m just pleased to have had
the offer, so now it can be considered.

MR. GROBE: A couple oﬁher thoughts maybe

to consider. The cross cutting areas defined in the

ROP may not be sufficient. Safety conscious work
environment and Corrective = Action Program
NEAL R. GROSS

COURT REPORTERS AND TRANSCRIBERS
1323 RHODE {SLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.healrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

312
effectiveness, the ' attributes that go into a
Corrective Action Proéram effectiveness do capture
some of the safety culture issues. But they don‘t
necessarily capture éll of them. So it may be
appropriate to revisit the cross cutting areas to see
if they fully capture what we want to be assessihg.

In addition, the mechanism for regulatory
engagement in those areas may be appropriate to
evaluate that.

As I mentioned earlier, guidance and
training for the staff and expanding their
competencies beyond the technical realm of evaluating
engineering quality and Corrective Action Programs and
making sure that thorough root causes in the
organizational effectiveness area may be an
opportunity to further improve on a short term the
effectiveness of the Agency.

In the long time, I think Clare described
the direction from the Commission to monitor industry
and international activities in this éreé and evaluate
the need for any NRC action.

One other issue I toucﬁed on briefly and
I think it warrants consideration is that the ROP was
originally set up with the inspection attributes

selected on a risk-informed based. And Clare went
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through quite a dialdgue'of looking at safety culture
attributes and trying to see backwards how the program
fits into those attributes and found some elements of
them in a number of areas.

It might be an appropriate time to revisit
the inspection program, not only from a risk, but from
a cultural perspective and see if there’s a better way
to integrated thoserattributes into the inspection
program.,

Those are just some thoughts I had.

MEMBER APOSTOLAKIS: Very good. Thank
you. Mr. O‘’Connor from Fermi.

MR. O’CONNOR: Thank you. My name is Bill
O’ Connor. I am the Vice President of Nuclear
Regeneration at the Fermi Nuclear Plant. I'm also
here as the Chairman of the Board of the Utilities
Service Alliance and we’ve talked a lot today around
what are the attributes and the Utilities Service
Alliance is a group of plants that I’1l1 talk about in
a second, but we put together what we think is a
credible way to perform, at least a one time
assessment and then figure how to do it invan on-going
way.

Now how did I get to be here today? Mr.

John Barton, a former ACRS member, a rather quiet and
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reserved fellow, as you all know, sits on my Safety
Review Board andrweﬂmade a presentation at our last
Nuclear Safety Review Board meeting about what we were
doing and the results of our assessment at Fermi and
he thought that this form may be one that we ought to
come and at least talkrabout, but appears to be one
way of doing it that is Qetting some positive results.

Next slide, piease?
(Slide change.)
MR. O’CONNOR: Again, this is just what I
intend to talk about today. Next slide.
(Slide change.)
" MR. O’CONNOR:V The Utilities Service
Alliance is a legal entity. It does involve the
stations that are listed on the board. We don’‘t own
each other. We don’t control each other’s stock or
anything, but we have a Memorandum of Understanding
between us on personnel sharing, common supply chains,
things like that, so -- but our goal is to improve the
operation of our fleet of plants which is slide 4.
Next slide.
(Slide change.)
MR. O’'CONNOR: We want to operate a fleet
of safe cost-effective top quartile operators. We've

got some strategic objectives in our business plan and
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that’s what USA is all about.

I want té‘jump what really got us going in
this safety culture asséssment. At our board meeting
in June of 2002, right afﬁer Davis-Besse announced the
head degradation in March, we had been watching very
closely what was'going on and one of the questions we
asked ourselves at oﬁr board meeting was do any of us
in our plants have the same kind of weakness that
existed at Davis-Besse. So we wanted to do a really
deep dive through our organizations to see what can we
look at, what can we do to hopefully get ahead of this
so that we don’t let one of our stations get into a
similar situation.

(Slide change.)

MR. O'CONNOR: You've seen the next slide
a bunch of times tdday about what is safety culture.
You’ve seen the next slide.

(Slide change.)

MR. O’CONNOR: So move on about what’s a
safety conscious work environment.

(Slide change.)

MR. O‘CONNOR: Slide 8, we are looking at
ways to assess the safety conscious work environment
as part of our assessment and I will leave a copy of

this report with the ACRS.
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This is the training manual we use for the
team members that gonbut on the assessment. It has
all the question banks. It has all the matrices that
we use to do the assessment, how we do the scoring, so
just you can have the details.

One of the things we use is Ehe NEI survey
that was developed in 1997, 97-05, around safety
conscious work environment. There’s about 21
questions there that we had to try and get an

assessment around, gee, do people really feel okay

'~ about bringing things up. How’s your corrective

action process, you know your managemeht conduct and
performance. So this is one of the areas we do look
at and we try to use a consistent survey.

Another one that I use at Fermi is the
Gallop 12 survey which looks at employee engagement.
It’s got 12 very éimple questions. Kind of like what
you heard around Millstone and things like have you
heard from your supervisor in the last 7 days about
your performance? It sounds like a simple question,
but it’s very specific, in the last 7 days, which says
is your supervisor out there>engaged.with,you, talking
to you? Do I have the right tools and equipment to do
my job, not does the station have the right tools and

equipment. So it’'s very personalized down to the
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individual. We get thse results and then we watch
the trends of that and I run that survey at Fermi at
least once a year. For a while, we were doing it
twice a year, but our performance has moved up into
the better phases from Gallop'’'s perspective, so we're
running it once a yeaf. But just watching that trend
of what our employees are telling us.

You need to find lots of ways to see what
your employees are telling you, not just about my
safety culture is okay, but what other indicators can
you use to reinforce that it’s still theré.

(Slide change.)

MR. O‘CONNOR: The next slide you’ve heard
enough about today, safety Vover-production. The
bottom sentence is true. Management is a driving
force in chasing organizational change and I think
you’ve heard that from all of the speakers today.
People do look to the top of the fodd chain, if you
will, and you’re going to do what your bosses do. As
an example, at Fermi, I ask everyone during an outage,
go get an outage job; You need to help over there.
If I don’'t go get an outage job, am I reinforcing the
expectation. Like at one of my outages, I worked as
a decontamination technician. That's arfancy'name for

somebody that gets in two sets of PCs and plastics and
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cleans up contaminéted areas. But the troops see me
out there doing that and they know Bill knows, Bill
believes it’s impor:ant for everybody to get an outage
job, so go participate ih the outage and do something.
Again, it’s that ﬁanagement reinforcement of what is
good culture, do yoﬁ really walk the talk?

(Slide change.)

MR. O’CONNOR: Next s8lide, if you get
production over safeﬁy, then you can get to the left
side where you kindrof get complacent. You might get
isoclated and arrogant, not intrusive, because all

you'’re worried about is that bottom line. Am I making

megawatts at $12 an hour or $13 an hour, whatever it

ig, instead of am I doing the right thing?

(slide change.)

MR. O'CONNOR: Now the next couple of
slides demonstrate a number of barriers and we've
heard a lot about -these things ﬁoday, management
behavior, staff rcapability and Corrective Action
Program. Just flip tb the next one.

(Slideréhange;)

MR. O’CONNOR: Independent oversight,
operating experience and regulatory compliance. If
all these are in place, obviously, an event won’t get

through. If none of these are in place -- next slide.
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(slide éhange.)

MR. O’CONNOR: Then an event can come
through and affect your saféty of your reactor. So
again, had to put a little visual on there.

(Laughter.)

MEMBER POWERS: Is it significant that you
chose block rolls instead of reinforced concrete?

MR. O’CONNOR: Excuse me, sir?

MEMBER POWERS: Is there a significance to
the fact that your chose block rolls instead of
reinforced concrete?

MR. O'CONNOR: No. I probably could have
used a bunch of mini containers.

I also had sound effects in it at one
point and I thought I probably shouldn’t do that.

(Laughter.) |

‘But again, what you see here are all the
things you’ve heard today about management needs to be
engaged. The staff has to be really engaged in
reporting of problems éndldealing with things and
technical rigor. Ali of this together would say you
probably have a pretty good safety culture.

(slide change})

MR. O’CONNOR: The next slide says gee,

even if one or two of them aren’t there, enough of
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them can be there and still result in a safer reactor.
It doesn’t mean>youfre not worried. about wgaknesses in
operating experience'or weaknesses in management, but
it’s still -- if you have good staff and good
Corrective Action Program, it should stop it and the
event shouldn’t get all the way through. 1It’s the
defense-in-depth concept overall. You need enough
barriers in place that something should not be able to
get through and affect the reactor.

Now I’'d 1like to talk about the real
details -- next slide.

(Slide chahge.)

MR. O’CONNOR: About how did we get to our
assessment? And the first thing we did over the next
three slides is just these are all the documents. We
stepped back and said, what’s everything that’s out
there that we might use as possible inputs to come up
with a set of attributes thatvwe can evaluate. So we
looked at the SOER and obviously a bunch of INPO
documents, the team input from those of us that run
the development team.

Fermi is very close to Davis-Besse, as you
know, so we had peoble at wvirtually all of their
public meétings, trying to gain insights. I was at a

lot of the evening meetings, as Jack will attest to,
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and Lew. So I pérgonally wanted to see it for a
couple of reasons. I have the same newspaper, so Tom
Henry would go to the meeting and then he would ask me
later, well, whatfs Vthis mean to Fermi? So again, I
can say first hand, here’s what I heard. Here'’s
what’s the same 6r,diffefent.

So again, part' of this is making sure
you’'re engaged and: understand what’s going on.

(Slide change.)

MR. O'CONNOE: Slide 14 is some more
things that we looked at. You’ve probably heard a lot
about these documents today. Page 15 are some more
items. But the inﬁent of these three slides is not to
list every singlé thing we did. 1It’s to say we try to
be very comprehensive in looking at what’s available
out there for us to better hone our assessment.

Now page716‘starts to narrow down what
does it look like or how did we put this into an
assessment tool? So one of the documents we looked at
was INPO’s principles for effective operational
decision making. And it has six major attributes with
a whole bunch of éub4attributes, if you will, to add
up to about 60 or 70 items. This is one of them. One
of the items says people at your site recognize

potentially degraded conditions. Well, that’s a nice
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thing to say, but how do you know that? The first
thing is do they héve the right knowledge and
understanding of what the safety expectations,
including design and license basis? Have you trained
them? You can say the top one, but if your engineers
do not know what’s in Chapter 8 of the USAR around
electrical power distribution, it doesn’t matter that
it’s in this nice book that’s on the wall called your
Updated Safety'Anaiysis Report. You need to make sure
that the people really have that.

The second one, are you aware of proper
equipment or system operation and trends? If your
operators don’t know what it looks like to be proper,
or your system enginéerg don’t understand it fully,
then they can’t assess if it’s degraded or not working
right. They can’t trend it because they don’t know
what it looks like. It sounds silly, but believe it
or not, you can’t assume that. You really have to
dive through it and make sure they understand.

MEMBER POWERS: One of the problems we
encountered within the Départment'of Eneréy reactors
is a culture they gréw in running the plants on a
bedding ware and spirit gum. And an entire generation
went through doing that. They didn’t have any idea

what a first rate plént loocked like because they had
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never seen one.

MR. O’CONNOR: In any good change model,
the first step says you’ve got to have a compelling
reason for the change, bﬁt the second one is you’ve
got to have a good frié_idn and a vision means to be
able to explain to youf people in no uncertain terms
what it looks like to bé okay.

In other wor&s, what does this "change look
like? So again, sometimes we sgkip a few of these
steps and that’s when you don‘t do a good job.

MEMBER SIEBER: You might also look at the
whole concept of questioning attitude in terms of
knowing what the plant is supposed to be doing. When
you perform an operation or a test or something like
that, questioning attitude .comes in. When you see
results that‘differ from what you expect and that’s
when the question has to come out. Even if it’s
satisfactory, why is it different?

MR. O’CONNOR: We talk about training. We
mentioned it several times today and some of my
management observations in our simulator, I noticed
over the last three years that the shift technical
advisors were llosing'a little of theii‘ edge. And
those of us who grew up before TMI and during TMI, I

was a licensed operator then and we saw why the STA
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function was created,gnd why it was so important. But
what has happenedvover the years is we’ve licensed
them. We’ve kind of integrated them into the
operating crews whiéh is good for the day to day
thing, but they weren’t SWitching hats when the EOPs
come out. So we've been working hard to get our STAs
back to look, your job is not to manipulate controls
and not to be in emergencyvoperating procedure.

Your job is to look at the critical safety
functions of reactivity, inventory, heat removal, all
of those kind of things, so when the operators are
manipulating, you’re in leg one of the EOP, and they
do this, did the piant do what's it’s suppose to,
based on what thevoperatorsrare doing. So getting
that STA back out into the role, so I mean these are
the on-going things that we have to keep watching for,
to also prevent events. And again, it’s a
never-ending battle.‘ It’'s a never-ending struggle.
You have to keep after it all of the time.

So again, this slide shows the kind of
thing we looked at. The next page is one of the score
sheets where we actually took that particular one,
rolled it into a score sheet. Go to the next slide.

(Slide change.)

MR;VO'CONNOR: We also developed question
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banks. So one of the;questions that relates back to
that one Qas does the station have a trending program
to assist in the identification of repetitive
equipment issues? And we would interview, we had a
set of questions and you’ll see it in here from senior
management all the way down to workers. So there’s a
gset of questions for middle managers. There's a set
of guestions for senior managers. The:e's a set of
questions for craft workersrto get at this particular
thing. One of the aﬁswérs might be well, gee, we had
a particular valve, this F606 in order to fail a
couple of times in the last 15 years, yet gee that
didn’t bounce out as a trend.‘ So they got a score of
two. Now what does a score of two mean?

You go to the next page. We put a set of
scoring criteria that says 1 to 5. One means every
time, all the time, everything is perfect, not a thing
is wrong. And we were pretty stingy on our grades
when we were out doing these assessments at the plant.
It really had to mean every time you did it right all
the time. -

Three meant you’re doing it pretty much
all the right kind of behaviors most of the time. 1In
other words, you’re pretty confident.r-Two obviously

is a little less than that and one means you’re way
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out of whack. You're down below acceptable and this
needs to be worked on.

Next slide. During the week when we're
out doing the asséssment, let me back up a second.
Who did the assessmenﬁ? We had about 9 or 10 people
on each assessment team. It was led by a vice
president from one of the other stations. In other
words, I'm the team leader for the Columbia Plant. I
had Rich Anderson from Susequehanna with mine. There
was eight other people from the other utilities. We
had members from the ipterhational community, OPG,
Ontario Power Gen asked if ﬁhey could participate and
we're also doing 'thé same assessment for Goose
Pickering, what’s their other plant? There’s another
one, Darlington Plant.

MEMBER ROSEN:Y One of our distinguished
members doubts the effectivenesé of peer'pérticipation
in these things. Can you say something about how
critical these‘guys are? Are they uncritical because
they know you’re coming?

MR. O’CONNOR: No, not at all. No, not at
all. We had one of their vidé presidents of
engineering at our assessment at Fermi and believe me,
he wasn’t bashful at all in diving through things and

I think the peer involvement, they have a different
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plant, but they have the same issues, so they bring
that expertise just to kind of look at it a different
way.

Ask the question a little different way.
I'm a very strong proponent of the peers which is why
we use these independént teamé to go out to the other
sites. I've got a group of 8 or 10 people. We also
had a couple of INPO senior reps that pafticipated on
the teams to watch how we’re doing this. In fact,
INPO posted this on their website as one way of doing
this. |

So again, what you see then on the wall
during the week and we would post all of the 80 or 90
attributes up there and you see scores of 1, 2, 3, 22,
and that’s each of the different evaluators coming in.
And it’s not just the questions. It’'s we watch
meetings. We watched interactions. We saw different
things. We had some pre-reads ahead of time, so like
this particular one would come out of two,‘the first
one. The second one ended up at 2.6 which saysrthat’s
below what’s considered fully competent. The third
one we found people asking pretty good questions. Now
these are just some examples' -- I just put some
numbers in here, but that’s how we did the assessment.

The next page, slide 21.
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(slide ch?.nge.)

MR. O'CONNOR: As I said, we had an
interview question bank for seniqr management, middle
management and each team member had a set of
questions. There was a set for the senior management.
There’s a question for middle management. And we
would divide it up, like I would be talking to the
site VP plant manager level folks, chief nuclear
officer, board of directors’ member if we could get
him. So again, we stéggered this to make sure we got
a good cross sectiﬁh; |

The assessment scoring was documented on
our field collection sheets. We interviewed typically
about 80 to 90 people at each of the sites. We
watched lots of meeﬁings. We attended control room
operations. We attended pre-job briefs.

Next slide, slide 23.

(Slide change.)r

MR. O'CONNOR: Before we went to the site,
each site sent us a ton of material that we reviewed.
So this assessment actually starts a ﬁonth or so ahead
of when we go to the site. We ask for any JCO. Now
why would yoﬁ want to look at a JCO? The plant has
got three or four justifications for continued

operation. That might say, gee, what’s up here. It
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might be an indicato;'of maybe their safety culture
isn’t right. We looked at root cause reports, problem
reports, adverse trends, corrective action backlogs,
self-éssessments.' Next page. |

(Slide éhange.)

MR. O'CONNOR: Here's some things that you
might think, gee; what’s that got to do with safety
culture? We looked at their O & M and Capital Cost
Trends. If we'saﬁ any drématic chanées like gee,
you’re running along with $110 O & M budget and then
you see it's jdst'béen dropping $10 million a year,
that might be okay; but you’ve also to assess is this
just being driven by so_mething by corporate management
cutting cost out of things? If you see the capital
budget is dropping d:amatically, that says maybe
they’re not reinvesting in their plants and doing the
right things.

The bottom was real important, staffing
stability. You look at a plant and we had one of our
member stationsrthat just went through a lay up. Now
they hadn’t had one in a long time, but when théy let
those 150 people go, then we dive into that and say

what was your changed management plan? How can you

ensure when those 150 people are no longer in your

system that the programs, processes and procedures

- NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 2344433 : WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

i3

14

15

le

17

18

19

20

21

22

23

24

25

330
that you had in placg can be supported with 150 less
people? Howard nentioned or someone this morning
about programs and people. I mean the people make the
programs work and if suddenly you built your structure
on this manyrand now you have this many, guess what?
People are going to have to do what they have to do,
so then they start diluting the programs and processes
and procedures to be able ﬁo cope. So we loocked at a
lot of things ahead of time and that prompted us to
ask a lot more questions as we went on. And this may
be an area that George from the INPO side -- I know
INPO typically hasn’t gotten into those kind of
things, but here again, loéking at that, that is one
of the things that can contribute to a plant not
keeping up performance level.

Now what does it look like when we’re all
done? And I’'ve :ju'st included a couplé of sample
slides that would come out of a typical report.

(Slide change.)

MR. O'CONNOR: In this particular one is
around the resﬁlts out of the effective operational
decision making set bf attributes and you could see
for attribute 2B1l, this particular station had a 3.5.
So anything above about a 3, we call that's pretty

good. You got a stfehgth in that area. Keep doing
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it. Whatever you’re doing there, keep doing. The
rest of the ones for that particular site came out of
3.04. So all the rest of the 70 or 80 attributes, the
average was about 3.04.

So this station had some pretty good-
things. Also, on the next page we point out -- in
addition to the graphs we give verbiage to say why we
thought item 2Bl1A was a strength. So we don’t just
say here’s your graphs, Qo figﬁre it out. There’s the
documentation about why it was considered a strength
and what about that the rest of us can learn from it.

Likewise for the areas for improvement.
You know this particular one, item 6H, you got a 2.44
on average, so that says you need to pay attention to
that and that statibn management now has some areas
that if they go focus on these five or six areas, then
can bring them up, that will help the station get
better. | |

MEMBER APOSTOLAKIS: On the scale, 5 was
best?

MR. O'CONNOR: Five was off scale.‘ We
gave very few 5s on any attribute.

MEMBER APOSTOLAKIS: But how did you
decide what S was?

MR. O’CONNOR: What we did was collegially
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we step back and you can have any rating system you
want. What we séid was we could have picked four
numbers or three numbers.

MEMBER APOSTOLAKIS: No, I understand
that, but what’s best?

MR. O'CONﬁOR: The best we just said 5 and
then we wrote down what does 5 mean? That was that
other chart. Five meént you do it right every time,
all the time and all the things are perfect in that
particular attribute, from our quick snapshot.

In other words,,yoﬁ go in and you look at
their meeting. It every meeting they start a meeting
with a good safety messége, if you saw the team well
engaged and you saw senior management sitting back
watching and making sure things went -- intervening
when necessary. If you went to the control room, the
pre-job brief was perfect, then they did the
evoluticn, whether it be a rod polé or whatever. You
might check a file.

MEMBER APOSTOLAKIS: So it’s really what
é group of experienced people believe is the best
practice in the industry?

MR. O’CONNOR: Yes, and that’s the other
part. We didn‘t say what do our seven or eight

stations think is best. We did benchmark against the
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INPO criteria for what is best. We did benchmark
against the INPO criﬁeria for what is best practice in
this particular area. So that was the criteria. You
had to be at best practiée level to get a 5.

MEMBER APOSTOLAKIS: And similarly of
course, for one.

MR. O'CONNOR: Same thing for the bottom
number.

MEMBER KRESS: 1572.87 different from 3?

MR.  O’CONNOR: You mean is it
statistically different?:

MEMBER KRESS: Would you treat it
differently?

MR. O'CONNOR: That’s where you have to
read the verbiage around this one. In other words,
you loock at what 2.87 was aﬁd you say gee, what is
this telling me? What it tells me is fof some reason
I'm not fully compétent and then YOu need to drill
through that --

MEMBER KRESS; Just one aspect of that
area might héve --

MR. O?CONNOR: And that'’s exactly what
this was, one aspeCtrof the 90. In other words, the
one example I used was this attribute on paragraph 1Bl

says does the station have a trending program? So I
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went into here and if one of these was 1B1B, thét was
2.87.

So he’d go back and say there’s something
about my trending pfbgraﬁ that isn’t right. Now the
team back him at what they thought wasn’t right, so
that would point the Stétion in the right direction.

Likewise, the INPO warning flags we
thought were very important. Now there are several
sets of warning flags that INPO has out there, so we
put a special emphasis on the warning flags and this
particular one, this particular station did pretty
good across the warning flags. An example, item GG in
our report, that warning flag is the one that says
you'’re over confident. You're looking at your numbers
and you‘re relying on your past history. 1I’ve been
running pretty good. My capacity factor is up so
you’ve got to kick back. You’'re living in the past.
So we found at this station there was a little bit of
living on the past positives and not really saying I
need to do any more. So you get into that I'm okay
here and everybody else is going to run by me. So
this station ﬁéeded a little wake up call -- because
we heard terms like we’ve been running pretty good for
two cycles and you get little comments like that and

you start thinking.
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MEMBER SIEBER: What are some of the other
warning flags?

MR. O’CONNOR: The other warning flags,
the second one, VFF is industry interaction and bench
marks, managing relationships with your regulators, in
other words, if we s'ense some contentiousness with
INPO or your regulatoré. Ops and‘ engineering
standards is BB.r These don’t -- if you go into the
INPO report it doesn’t sayr that thesé were what’s in
our -- you go in here. So those are the things that
came out. And this is just part of the warning flags.

MEMBER SIEBER: Thank you.

MR. O'CONNOR: Now for my assessment which
was finished up sevéral,weeks ago,'I just included a
couple items that ﬁust to show you what comes out in
the written parts of this, so in one area it says
management oversighﬁ of nuclear safety
over-production. That was one of the major bullets.
And the examples were business plan, incentive program
and our management involvement. The team saw those
three attributes were pretty good. As an example, our
incentive program, there’s a zero payout for any of
the managers or employees if we don’t make our nuclear
safety items. You can get all of the production in

the world, all the other items, but if you don’t hit
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the nuclear safety goals which include things like
your performance indicétors on risk, your performance
indicators around safety system availability, you can
do great on everything else, but you get zero payout.

So again, it’s putting that emphasis up
there. Our business plant starts right out with all
the safety policies and why it’s important. So again,
they thought that was very positive.

There was no reluctance to raise issues
and a very strong partnership between management and
the craft. So these are the three areas that turned
out as strengths in my report. I had some other ones.
I just listed some examples;

They also pointed out some areas that we
weren'’t doing as well as‘ﬁe should. Our work control
process. We’‘ve got a very antiquated computer system
work control process that’s quite cumbersome and what
it leads to is there’s some fragmentation of some of
our reliability improvements, so they pointed out to
us that yeah, you’ve got the stuff there, but it’s
tough for the troops to figure out what’s the next
most important item from the work control system. So
I'm not going to go through all of these, but again,
they gave us very detailed comments about what they

saw that was less than fully competent.
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This is a roll up that would go to the

executives at the boafd. So in other words, of the

five plants that we've done so far, we’‘re going to

finish the two up by July. On the INPO warning flag

and this is one warhing flag, there’s a roll up for

each one of these and éach attribute that we, the

executives get, and you can see, two of the plants,
pretty positive.

In other words, this is the variance from

3.0. So Plant A had -- you know, basically, they were

running about 3.4 on this one.. Plant B was 3.5, so

well above the average. Plant C and D were competent,

a little bit 1low, but here’s Plant D. aAnd this

particular plant on this warning flag said the orbit
site organizations demonstrated an unbiased view and
delivered tough messages. Self-assessments, high in
problems and addressed. This plant was wellrbelow
what would be considered fully competent.

So, we, the executives on USA, will
challenge each other and say what do you need, Plant
D, here? What can we do to help, but more
importantly, what are you doing to bring us up because
we as a fleet don’t want to be pointing on the bottom
side of this. So it’s this peer challenging among the

executives to boost each other up and help the other
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stations that need it.

This is a roll up right now of the five
stations that we finished and the scores. So we’ve
got a couple of stations at 3.2, 3.25, one at 3.08 and
one at 2.94 and one 2.96. I didn’t put the station
names down there. The other execs said they'd rather
talk to you personally, if you want to know who’s who.
But mine was a 3.2, so I will tell you mine.

(Laughter.)

And on average is 3.09 for the five
stations. On average, we feel confident, but on
average doesn’t count. You still have got to dive
into those various rooms for improvement and find out
what do I need to with the station in these particular
areas. Much like you do with your INPO eval. INPO
comes in and gives you a score, but they also tell you
areas for improvement and strength. You need to
really dive through the areas for improvement and work
on that.

Where do we go from here? This assessment
is clearly a spot check. We think it’s a really good
way to do it. It was very intensive, very labor
intensive, very resource intensive, but we think we
got a'really good check on where our stations sit. Me

as a site VP, the things that I got out of this
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assessment will reallyr help me to continue my
improvement efforts at Fermi. And what wé're looking
at now as USA, (1) how can we do a -- rather than this
round robin spot check every year or 18 months or 6
months or whatever it is, we’ve got to find a way to
make this into our day to day activities in our QA
assessments, our iSRG.Assessments and things like that
to figure how we caﬁ keep pulsing this day ﬁo day, our
management observations. So that’s the next step.
We're going to start working on that.

And again( that’s the last slide on -- it
is an SOER. You heard George say this. It will be
done that they keep assessing. Again, it’s how do we
continue to do that as a group of plants and as an
industry. But again, this was one method. I just
thought it good to share with the ACRS, one way of
doing it. We’ve been kind of bouncing around it today
and I think it was pretty effective.

MEMBER'APOSTOLAKIS: How long have you
been doing this?

MR. O’CONNOR: We have five plants done.
We started the first plant in January, éo we’ve been
basically doing one a month.

MEMBER APOSTOLAKIS: Okay.

MR. O’CONNOR: And we will finish the last
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plant in July. So a}l of the plants will have been
through their INPO 02-04 assesshent recommendation B.
That’s what we'revﬁsing thié as the recommendation B
assessment.

MEMBER APOSTOLAKIS: And you plan to go
back then?

MR. O’'CONNOR: That’s the slide here.
What frequency do we think we need to do this? How
can -- I don’t want to jﬁst wait for another round
robin, we want to build it into our day to day and
routine QA assessments énd management observations,
but I also think it’s important every now and then to
have that team come around and do assessment against
what’s considered.

MEMBER LEITCH: How about the third
recommendation on the INPO SOER? What are you doing
about that? That seems to me it would be more
difficult --

MR. O’CONNOR: The third one is probably
the most difficult and that’s the one where you have
to go back and try and pick at what are those things
that are just kind of nagging out there. As I look at
my station, particularly, we’ve got some issues around
out heater drains where whenever we test our turbine

bypass valves quarterly and Fermi is probably unique.
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We’ve got two huge tu;bine bypass valves instead of a
bank of six. The operator has to be just perfect on
the hand auto station to keep that wvalve open.
Otherwise, a trip, the pressure drops, it messes up my
heaters. I trip my heater drains and I get a recirc.
run back at 65 percent. That’s not a good thing to do
to your plant.

We’'ve kind of lived with it. We’ve gone
through it, but we’ve got to find a better way to do
that, you know. Half the time I do one of these tests
I end up at 65 percehﬁ power and I shouldn’t do that.

That'’s one‘of those things that we’ve
lived with too long. One thing, maybe we don’t need
to test the valves every quarter. Maybe it’s one of
those things, the valves always work. It’s just maybe
there’s a design issue that we can do it different.
So --

MEMBER LEITCH: The difficult thing, it
seems to me is many plants have these issues, but over
the years you get used to them or you compensate for
them procedurally. They may even be entered into your
training program. Hey, this is how you got to kick it
here to make it WOrk. And those kinds of things
become institutionalized.

MR. O’CONNOR: Right, and again this is
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the -- we'veAgone b;ék into our hard databases and
looked for gee, is there some component that’s had
more than a couple of failures? We interviewed all
the system engineers.

We’re interviewing all the operators.
Just dump on us everything you think might be out
there that you think ygu're having to live with and so
again, this one is a difficult one. You just have to
get out there and talk to a lot of people. You have
to think about what have we changed in our procedures.

There’s a wealth of knowledge in your
training instructoré. There’s a wealth of knowledge
in your operators about how they have to do things and
believe me, they're not bashful to tell us about it.
We have lists of things now that we’re going back and
taking another look at. Some of them we may decide
it’s still okay. But others, it probably isn’‘t.

MEMBER LEITCH: The results that you got
here, would you expect that that would be
significantly different than you get on an INPO plant
evaluation?

MR. O’CONNOR: I think we did a lot deeper
dive than you would get on én INPO plant eval. One
reason is we had 8 or 10 people specifically focused

around only these attributes, this group of 60 or 70
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attributes. The'INPOHteam comes in. They’ve got a
couple of week window.b They have' to look basically a
quick snapshot across a lot of higher level things and
while they do walk down the plant and do things like
that, I don’t think that without a whole lot more
people and more time that they could dive through it
at this level. Noﬁ we may find better ways to help.
They mé.y not have to in the new INPO evaluation
process. They’'re going to look at how we’re assessing
ourselves‘ and they Vwill judge are we doing a good job
or not.

MEMBER LEITCH: Yes.

MEMBER APOSTOLAKIS: So let’s say the
Agency decides that this is a great program or some
variation of this program, where -- at which step
would you say the Agency should be informed of what
results you’re gettingvor what's‘happening so that
they will have this warm feeling that, yes, the
industry is self-assessing itself?

MR. O’CONNOR: And we have thought through
that and here’s what I intend to do with my report and
I'm sure the other stations are similarly doing this.
I'm going to sit down with my residents to begin with.
I'm going to sit down with my branch chief, Mark Ring,

and go through here’s what we dkid. They already know
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what we did because they saw us talking about this at
our morning meetings and all that. But then here’s
the areas that we fqund at Fermi and here’s how we
entered it into our Corrective Action Program and
here’s what we'’re doing about it.

Now if you go into the Reactor Oversight
Process, one of the areas in the cross cutting is your
problem identification resolution. That’s not limited
to hardware problem identification. These are
problems. Did we identify them ourselves and are we
working on them, are they in our corrective action
process? So again, I think the door is already open
there for the regulators to look at are we identifying
our safety culturé problems as well as we'identify our
hardware problems. Safety conscious work environment,
another cross cuttingrarea. How are we looking at
that? Are we taking it serious? Are we entering into
the corrective action process.

So again,’ I feel that getting there,
especially to the folks that are'directly overseeing
us, our resident inspectors, our branch chief and our
project manager, that’s the first step. And if
they’re convinced that we’re continuing to work on it,
I think that's'okay. If Jack and his team sees -- I

blew this thing off and didn’t do anything with it,
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then I think he haS'é right to say gee, you told us
about this stuff. You entered it into your Corrective
Action Program, but you didn’t do anything with it.
That’s probably the dbéré open plenty far enough to
say, ineffective problem identification resolution.

MEMBER APOSTOLAKIS: But also -- I think
it’'s great that you are sharing the results with
appropriate NRC people, but a methodology like this or
again, maybe two or three similar methodologies, is to
be blessed by the Agency, shouldn’t it have a chance
to review it and maybe make some comments? I mean
you're relying now on INPO documents and so on. I
mean there may be # perspective from the staff that is
not there. I would hate to say they should treat it
like a draft regulatory guide, but I mean something
that will also take the NRC staff’s input. Would you
be amenable to that?

MR. O'CONNOR: Yes. 1I’1l1l speak for me
personally. I’ve got my USA Board Member hat on. I
would have no objection to have the NRC take a look at
this. We can leave it here. If they’ve got some
areas that they think, gee, here’s a better way to
think about this, that’s another input. Just like
INPO looked at it with us and we took input from them.

We brainstorm as best we could and this is round 1.
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In thé spirit of continuous improvement
round 2 will be a better one because we’ll find --
we’'ve already found ways that we want to change some
of the things as wé got through the first five
stations. We changed some things from station to
station a little bit, but we think round 2 will even
be better. So me, personally, I would have no
objection to JaCkror Sam or anybody’s -- pass it out
to their team and say what do you guys think? 1Is
there some other ways you might want to look at it?

MEMBER APOSTOLAKIS: Very good.

MEMBER POWERS: Suppose NRC looked at it,
George, and said it’s the greatest thing since they
started putting beer in bottles and what are they
measuring?

MEMBER APCSTOLAKIS: What are they
measuring?

MEMBER POWERS: Yes.

MEMBER APOSTOLAKIS: I think the scales
that have been presented are what Sonja would call
bars, I think, aren'trthey bars essentially? 1It’s a
schedule 1 to 5, 5 being best.

MS. HABER: There are no behavioral
anchors. It‘’s just a question of having rates on

them.
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MEMBER ABOSTOLAKIS: There’s lot of
behavior.

MS. HABER: It’s similar scale. Different
concept. |

MEMBER APOSTOLAKIS: The idea is that you
have a scale where pebple who are intimately familiar
with operations --

MEMBER POWERS: I heard the words. I know
the questions they ask and what not. But are they
questions that the Agency wants answers to? I
understand how it can be used to infer things that the
Agency professes to want to know, but if you’re
looking for safety culture as a leading indicator and
degrading performance that can lead to an event, it’s
not clear to me that ﬁhis does that.

MEMBER APOSTOLAKIS: That’s why I asked
whether the staff would have a chance to review it,
because --

MEMBER POWERS: If the staff reviewed it,
they could réview it until they’re blind in the face.

-MEMBER APOSTOLAKIS: Why?

MEMBER POWERS: There is no proof that
having a 3.2 shields you from having events or even
reduces your vﬁlnerability to events.

MR. O’CONNOR: But at least it points out
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areas that you have arpoiential vulnerability. If the
station works ~on it, I think it 1lessens the
possibility event. Will it preclude it, prevent it?
I absolutely can’t answer -- stars could line up oﬁ
next Tuesday --

MEMBER,POWERS; That’s exactly right. And
from your perspective I think the biggest problem
anybody has running somethingris knowing what can go
wrong. It’s hardest thing to find out in the world
until it breaks. And that’s not when you want to know
when something is wrong.

That’s not what the NRC needs to know.
Now why NRC wants this as an indicator. They want it
because they want to protect the public health and
safety. And there’s no proof that it does that.

MEMBER APOSTOLAKIS: Well, but again,
plausibility. |

MEMBER POWERS: I will grant you
plausibility.

MEMBER APOSTOLAKIS: Aren’t you putting
nearly an impossible condition here? To me, if you
want proof -- well, I don’t know what kind of proof

one can give you. We can start with someone that is

‘a plausible argument and you agree that these things

are good. It’s better to do them than not to do them,

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW. '
(202) 2344433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10
11
12
13
14
15
16
17
18
19
20

21
22
23
24

25

349

right?

Now whether they guarantee, whether they
are sufficient conditions for a safe operation, I
don’t think anybody wéuld claim that.

MEMBER POWERS: I think if you could sit
here and show me.

MEMBER APOSTOLAKIS: Pardon?

MEMBER PdWERS: If you could show me that
a 2.6 plant has a 50 percent more probability of
having an wundesirable event and you can define
undesirable event any way you want to, whereas a 3.2
plant only has a 10 percent probability of having an
undesirable event over the next 18 months, then I'd
say fair enough, you’ve got something here. I can --
I'm willing to -- but in the absence of that kind of
information, then I think these guys have got a hell
o fa good management tool and as a regulator I applaud
you. But I‘m not going to use it --

MEMBER APOSTOLAKIS: Do you have such a
proof for special treatment requirements?

We are demanding them. Do you have proof
that the probability of failure goes down by 10
percent or 20 percent?

MEMBER POWERS: I‘m not asking to add in

special treatment requirements --
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MEMBER APOSTOLAKIS: What I’'m saying is
that there is already a,precedent where the experts
within the Agency decided --

MEMBER POWERS: That’s not a criterion for
adding something in.

MEMBER APOSTOLAKIS: What?

MEMBER POWERS: That’s not a criterion for
adding burden.

MEMBER APOSTOLAKIS: No. It‘s not a
burden. They’re doing it. We are not adding
anything.

MEMBER POWERS : ,It is a burden as soon as
we ask them to share it with us.

MEMBER APOSTOLAKIS: No. We're trying to
avoid imposing burden by saying okay, you guys are
doing great, but on the other hand, I cannot, if
somebody asks me, how do you know they’re doing great?

MEMBER POWERS: George, if he turns it
into the NRC, he signs something that says if I happen
to make a mistake here, knowingly, you can send me to
jail. That'’s burden.

MEMBER APOSTOLAKIS: I don’t know about
that.

MEMBER POWERS: You create burden --

MEMBER APOSTOLAKIS: I --
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MEMBER RQSEN: You’re making arguments
that don’t really go té the issue here, Dana. I think
what we’re --

MEMBER POWERS: It certainly goes to my
issue.

MEMBER ROSEN: Well, okay, the -- to me,
what you’re suggesting -- the excellent here is the
enemy of the good and I think that we shouldn’t allow
that. I think what’s been described here as you even
agree is a useful exeicise for the USA Alliance and
the suggestion that George Felgate of INPO made and
may ultimately be useful for us, that neither of those

attributes are perfect, but they’re better than doing

nothing and that‘s the alternative. We’re sitting
here --

MEMBER POWERS: That’s absolutely not
true.

MEMBER ROSEN: With nothing.

MEMBER POWERS: As soon as you do
something, you’re consuming resources that could be
better spent on other things.

MEMBER RéSEN: It’s a logical argument.

MEMBER POWERS: You’re consuming a little
bit of resources that do something that’s much better

than what we’ve got which is next to nothing. We have
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no insight to the saféty'culture of the utilities.

MEMBER ROSEN: We have all the pieces, but
have no integration. vThis'is an offer of integration.
We’ll debate this some more obviously.

MEMBER APOSTOLAKIS: I'm sure when the
time comes to think about the letter, this issue will
come up again. But it;s‘5:30, so maybe we should let
Sonja ;-

MS. HABERQ We can say last, but not
least. We can say -

MEMBERVPOWERS: Sonja has the answer to
one of my questions.

MS. HABER:‘ Well, I hope. We could say
I'm at a disadvantage because you’ve heard so much and
a lot of everything,' but I can say I'm at an
advantage, because I think I can provide you with a
couple of different things, having had the benefit of
having heard everything.

I think that -- next slide, please?

(Slide change.)

MS. HABER: Rather than introduce myself
and my background, I want to tell you aboutv my
involvement in this area which really defines who I am
and why I'm here. As Tom Murley said this morning,

back in the late 1980s we were not allowed to use the
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word safety culture when we did work for the NRC. And
Tom, in fact, was an instigator for a project called
the Influence of Organization and Management on Safety
Performance. And ﬁhat 's how I really got involved at
this. I was at Brookhaven National Laboratory and
ended up being the project integrator for many years.
That project, as George can tell you, involved many
different groups from academia, from industry, from
the National Laboratories, from other industries, to
really look at what is the .influence of organization
and management on safety pefformance and really, I
think what we’re calling it now is a/k/a safety
culture to really a large extent.

What I do want to say is that at the time
of the NRC work, we did pilot method that came out of
that project and the method I will talk about some of
the methods and some of the behaviors that we used to
look at organization and management. We piloted at
three facilities. One was a fossil facility of PG&E
and the other was Diablo Canyon and then we also
piloted at Graham Leitch’s plant at the time, at the
Limerick Station. So there was some precedent and
then, of course, various regulatory decisions were
made not to pursue that‘ work in about the mid-1990s.

Subsequent to that time, and while we
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still had that data,“ye did start an initial project
to answer some of the questions about correlation to
other types of indicators. And wé did try to look at
the data that we obtaiﬁed from this assessment of
organization and management to other performance
indicators that the NRC was collécting at the time.

We started to find some interesting
relationships with human errors, £rom the OER
database. But again, that work was basically
discontinued. So Vthere was an attempt to try to
correlate the data we collected with other indicators.

We worked on the front end of the work
trying to define the organization and management
behaviors and Géorge and his colleagues really worked
on the back end because Tom Murley’s question was how
can we incorporaﬂte- the influence of 70rganization and
management into -- at that time we called it
probabilistic risk assesshent. So in fact, was there
a way to quantify these things to actually then tie it
to risk. That was the initial question of that
research project.

And I think we came interestingly close at
some point with some wvery good work between the
behavioral gciences and the engineering discipline.

Subsequent -- well, during that same time,
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actually, I was invoiéed in some Department of Energy
work. If you remember, they had Tiger Team appraisals
and we supported the management subteam of those
appraisals by conducting the survey, a paper and
pencil questionnaire, the same one that we had decided
to use in the NRC organization and management work.

In 1995, after the NRC decided not to
continue the work, at that time, the Atomic Energy
Control Board of Caneda approached us and said well,
we’d be interested in pursuing this. We think it’s
important and we’d like you to help us adapt it or
work on it or update for purposes of using it at our
Canadian facilities.

I'm still working on that project and I’'11l
tell you just a little bit about it because I think
it’s interesting frem a regulatory perspective. They
have -- we piloted it. We updated some of the work:
that we had done for the NRC and the R&D program. We
piloted it at one of their statioﬁs and then we went
ahead and implemented it across the major licensees.
Now, of course, you know they are a much smaller
industry, but we did conduct nine evaluations, using
basically the methodology that had been developed
through the R & D project for the U.S. NRC, with some

modifications which I’'m not going to go into now, but
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primarily the same type of tools and the same types of
behaviors that we were looking at.

They are now going to do something very
interesting which might be of interest to you, is they
have decided to'gO'back and re-evaluate the first
plant that we did which was the pilot plant and we’re
going to conductr that evaluation using the same
methodology as wevdid before. And independently,
they’re going to have their -- what they.call project
officers, your resident inspectors, as well as other
people that conduct inspections at those facilities in
health physics and quality assurance and other types
of areas and put their inspection findings from the
work that they’ve done within a period of time.at that
site, the same site, into the similar type of
framework that I‘'m going to talk to you about in a
minute. So they’re going to have their inspection
findings in the framework. We’re going to have our
evaluation data in the framework.

And then there’s going to be a comparison
made between what in the inspection process is not
being captured that perhaps is captured in our
evaluation methodology, what could we do to enhance
that inspection process to capture those safety

culture attributes or characteristics or, in fact, are
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there some things ﬁﬁét we just have to get using
independent methods that cannot be captured by our
regular inspection activities. So that project will
take place in the fall. So that should be of intereét
from a regulatory perspective.

From 1995 to 1998, I also had the
opportunity to do a lot of work in Soviet design
reactors as part of a U.S. technical assistance
program through DOE and the reason I mention that is
that we had an opportunity'to collectkagain similar
types of organization management data at three Soviet
design plants, an opportunity now to really look at
cultural differences within the industry across
countries.

MEMBER APOSTOLAKIS: Soviet design or
Soviet operate.

MS. HABER: Soviet design because one was
in Bulgaria. And one was in Ukraine and one was in
Russia.

Starting in 1998, I had an opportunity

start working with the IAEA in the safety culture

arena. I've done some of their safety culture
evaluations with them. Also conducted some work
trials with them and consultancies. And in

particular, the reason I mention that is when I talk
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about the framework, séme of thermost recent work came
out of the consultancy in December where they’re now
moving beyond the INSAG 15 into a guideline for how to
assess safety culture. So I think that will be of
interest.

From 2000, the Spanish regulatory body was
interested in looking at organization and management
and they started a project as well and I was working
with them and got to implement the methodology in two
plants in Spain, a BWR and a PWR and just coming out
of a workshop a coﬁple "of weeks ago with the
regulators in Spain. They are now taking forth an
action plan that will'basically ask their licensees to
have some type of asseésment of safety culture, safety
management systems, but they’re really talking about
safety culture characteristics.

So they intend to ask their licensees to
do that as well. |

And then} of course, as many of you know,
I was invélved this past year in the Davis-Besse
safety culture évaluation.

The evolution of safety culture, I think,
I just want to mention this because I’'m going to go
into more detail in a minute, really has three phases.

I think the first is from the R & D work from the NRC,
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identifying the behéviors that impact safety
performance and the methods and how to assess them and
then there was another phase Vin terms of high
reliability organizations and I’'1ll talk about that in
a minute and finally, the one that we’re working with
today, if you read the'bavis-Besse report, you’'ll see
the safety culture characteristics in there.

Oout of the first phrase which were the
organizational behaviors from the NRC work, we
identified 17 organizational behaviors and it occurred
to me that one of the behaviors, one of the things
that I’'ve been hearing about today, George, was David
Oakwin’s * (5:39:54-need correct spelling) concept of
technical knowledge where -- and he also participated
in this project as part of George’s group, the notion
again of having that informatiqn, that big picture of
the systems and the operation of the plant.

But there are several behaviors in there.
I did not bring the list with me, but some of them are
the ones we’ve been talking about today, communication
and decision making and gold setting and problem
identification and resolution. And these were --
they’re not new. We all know about them, but I think
in that project we went through a lot of peer review,

a lot of workshops, a lot of input and I think we all
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felt pretty comfortable with that list of behaviors.
As 1 menﬁioned, we had data collection
tools then to develop, that we developed for the
asgsessment of behavioré,;but we didn’t develop them
from scratch. The NRC’s fequirement was they have to
have gone under peer review and scrutiny. They didn’t
want us to do R & D. They wanted methods that
existed, that had demonstrated reliability and
validity, a very important concept. It’s very easy to
write questions and ask people questions. 1It’s not
difficult to write rating scales and have people put
marks on a piece of paper. And a lot of people just
put surveys together. But they don’‘t look at it
psychometrically to know whether or not are they
measuring what theyvreally think they’'re measuring in
a validity sense and will their results be consistent
in a reliability sense. If I measure you today and I
measure you next week, will I get similar results? So
we wanted tools that had undergoﬁe that kind of peer
review and scrutiny. And we did. We came up with
four of those tools, plus we use, as Bill described,
not dissimilar, a functional analysis where we get
documentation from the stations and information to
help us understand what they’re doing. But aside from

that, we have a database of interview questions which
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we do from top to down, like you talk about, and also
across the organization, across different departments.
And the reason we do that is, as we’ve heard today,
it’s important to know where the differences are in
the organization; the operations group answering in
one way, the maintehance in another, senior management
one way, the working level in another. So we use that
same type of notion.

We have behavioral anchored rating scales
that George mentioned. ‘The difference here is a
rating scale, but the person identifies their
perception of that behavior, based on an example, so
you actually give them an example of how a plant might
deal with communication and you give 'them the
attributes of very good communication in the first
example. There are five examples and the last one has
the absence of all of those attributes. They get to
put an X next to the one that they think represents
their perception of that behavior.

These were developed with industry
experts. They were not done by us. They were done by
people from the nuclear industry to actually make
those attributes meaningful to people when they
complete them.

We also have observational checklists so
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that we can actually, when we go and look at a meeting
at a plant or a work process, we look at attributes of
the same 17 behaviors that we’ve been talking about.

Finally, we have a survey which is a paper
and pencil questionnaire. And the reason I'm telling
you about this is that one of the things that we
provide, I think, that I haven’t heard a lot about and
I‘1ll talk about in a minute more, is we really ask
people for their perceptions about things. Now, we
get a lot of criticism about that because people say
well that’s just somebody’s perception. But I think
I don’t have to tell you that perception is reality to
most people and if 'you really believe something,
that’s how you’re going to behave. If you really
believe that management does not value safety in the
organization, then you’re going to exemplify that in
your behavior in that organization. So we really do
try to get at some of the attitudes and values as well
as some of the other types of things that we’ve heard
about today.

vIn addition, by having multiple methods,
multiple tools, the bars, the survey, the interviews,
the checklists, to asses the same behavior, we have
something that we‘call convergent validity. And what

that means is when we are doing an interview and

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

363
asking questions abouF communication, we’re not just
going to use that information. We’re also going to
see if it’s consistenﬁ with the data that we get from
the survey, from thé, rating scales and from the
checklists.

So in that sense now we have a multiple
way to say communication is an issue for X, Y and Z
reason baaed on multiple methods of assessment. So I
think those are the two things that we look at a
little bit differently from what I’ve heard. The
convergent validity and the fact that we’re looking at
attitudes and values and perception in addition to
some of the other types of information.

The tools allow for quantitative and
qualitative. A survey will give you numerical values.
Managers find it very useful to look at differences
between departments or between levels in the
organization, between management and non-management.
But it also gives you qﬁalitative data because I think
we all know that the case studies and the examples are
often very rich sources of information for these types
of cultural characteristics.

Next slide, please.

(Slide change.)

MS. HABER: I just want to mention briefly

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., NW.
(202) 2344433 " WASHINGTON, D.C. 200053701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

364

High Reliability orgaﬁizations because it’s a concept
that is maybe not familiar to everybody, but when we
were working on the USNRC research project, we worked
with the University of California at Berkeley, Todd
LaPorte, Gene Rocklin and Karlene Roberts. And many
of you may know of their work. It’s been published in
popular as well as scientific journals. And really
they talked about organizations that depend on human
performance to avoid incidence involving significant
adverse consequenceg in terms of employee and public
health and safety. These organizations cannot afford
to make a mistake because the consequence is too high
if they make is. So that’s what a high reliability
organization is.

Just recently, last summer, Roberts and
Bea came out in an Academy of Management article with
an excellent framework for thinking about what makes
a successful High Reliability organization. And I
just want to give you the characteristics. I think
they’1ll sound very famiiiarvfo you.

First one, please.

(Slide change.)

MS. HABER: The first is getting employees
to buy into the big picture through consistent

communication and teamwork to arrive at a common path

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

365
forward. People have to know what the vision is.
They have to communicate by it. They ha§e to talk
about it amongst themselves and then you have to get
them to work on a commonepath to achieve that mission.

Second, please. Next slide.

(slide change.)

MS. HABER: Being a learning organization.
And basically I heard a little bit discussion about
what does that mean and.why is that important. 1It’s
aggressively seeking to know what you don’‘t know.
Otherwise, you will never move and you never will be
anticipating the next step or thernext event.

And finally, the 1last one is using
measurement to manage. We all know the term that
whatever gets measured gets managed, but now you can
build a reward and incentive system around it that
recognizes that not only the cost of failure which
we’re often good at doing, but the benefit of
reliability. And it’s not just a compensation system,
it’s a whole social system that really recognized that
reward. After all of their years of research from
case study and analysis, they came up with these
characteristics that they felt executives in these
types of organizations would find very useful to think

about.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE., N.W.
(202) 234-4433 WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

366

Culture is really the umbrella over these
characteristics and | really influences the
implementation of horwrrthey are carried out. And high
reliability organization, successful ones that do it
well, place a very heavy emphasis on promoting a
positive safety culture.

Next slide, please.

(Slide change.)

MEMBER APOSTOLAKIS: So 1is there an
implication here that if I do these three bullets
well, I will be a High Reliability organization? Or
is it that if I am‘already an HRO, then these are
three of my characteristics?

MS. HABER: They argue that to help
promote being a successful HRO, this is what you
should aim for.

MEMBER APOSTOLAKIS: But they don‘t
provide any proof.

MS. HABER: Well, they provide some
examples. And we’ll talk about some of the behaviors.

MEMBER APOSTOLAKIS: Okay.

MS. HABER: Okay, we’ve heard a lot about
the IAEA documents. Let me just quickly put it in
perspective for how we’ve used it. The first, of

course, is the INSAG-4 and I’m not going to go through
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that again.

The second is that we also think about
this in terms of safety culture existing in an
organizational context. We heard this morning a lot
about management and leadership and that’s very
important. And safety culture is very important on an
individual level too, but it has to exist within the
right organizational context. You can have an
excellent leader and they’re going to have a very
tough time if - there isn’t the appropriate
infrastructure and organizational processes for them
to actually implement the visions and what they want
to carry out. So we need to think about this, not
only at the 1leadership issue, but also in the
organizational context.

The IAEA uses Schein, and we heard Edgar
Schein’s model of culture and this is where we think
that we’re providing some information on the last
bullet. The first two bullets we’ve heard about all
day. Artifacts in Schein’s model are the observables,
the things that we can see; mission, a vision
statemeht, a poster that’s on the wall that we’ve
talked about. those are the observables, the
artifacts.

The claimed values are what do we espouse
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as an ofganizatidné - Well, werhear safety first.
That’s a good ohe. We hear that safety is our top
priority. These are all claimed values. I think all
of us would agree that we’re pretty successful at
looking at these things and defining what they are.
What we’re least'sﬁCCeséful about, but probably the
most important thing for culture are the basic
assumptions. These are the attitudes and values that
we all bring into work, to our families, to our
societies, to our groups that really determine our
behavior and in a working environment, those basic
assumptions are going to impact performance, -
particularly safety performance. So when I think
about it, we think about basic assumptions like safety
can always be improved. In other words, if you come to
work and you think that everything is okay and safety
level in the organization is fine, then you’re going
to behave in a certain way. But if you’re going to be
on the lookout because you believé you can always make
it a little bit better, then you’re going to behave in
a different way.

If we believe as human beings that all
people are good, that’s a basic assumption and we
behave in a way, assuming that people are good. If we

didn’t believe that, we would behave differently. So
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basic assumptions are really the values and attitudes
that comprise a lot of culture. And it’s the hardest
thing to assess.

The IAEA also talks about the stages of
safety culture development and I think from a
regulatory spectruﬁ, these are important. Compliance
is a regulation-based safety culture. If the NRC says
thou shalt have a pesitive safety cultﬁre, then the
utility is going to go out and comply with that
requirement. It’s going to a compliance-based type of
approach.

When they move into performance, what the
organization is doing is now measuring, providing
indicators or ways to look at safety culture. And I
think we’ve heard some of that today. But the final
one is when it becomes a process and it becomes a way
of life or a way of working and it really is this
notion that it can be improved and that it’s always a
continuous process.

Next slide.

(Slide change.)

MS. HABER: In December of this year,
there was a consultancy in Vienna to try to take all
of the information from the different INSAG documents

that we’ve heard about. And by the way, George, I did
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want to mention thaEAthere has been, I think this
month, and there will be in the fall, meetings with
regulators on thése characteristics as well, to get
that input.

We had a consultancy. We took together
all these INSAG documents for 1315, 1329 tech doc.,
all of them and said is there a way because the goal
of the consultancy was how are we going to assess
safety culture? If the IAEA wanté to send out a
safety culture assessment review team, SCWERT, then
how are we going to do it. And one thing was we had
to categorize these into something that made sense.
And so what came out of that meeting were these five
safety culture characteristics. They'’'re now calling
them dimensions. I've been calling them
characteristics.

The first one, safety is a clearly
recognized value in the organization. Now beneath
each of these, I'm going to show you on the next chart
are performance objectices_and criteria that go with
each of these characteristics and we still have to
understand how we’re going to measure them. Let's
just go through these for a minute.

Accountability of safety in the

organization is clear. Safety is integrated into all
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activities. It’s kind of the notion that it's all
safety. It’s not just nuclear safety and it’s
everywhere. A safety leadership process exists.
Something we’ve heard a lot about today. And finally,
that safety culture‘ is learning driven, that the
organization will use their own past performance and
the experience of others to improve their own
performance in the future.

Next slidé;

(Slide change.)

MS. HABER: This is very busy. I'm not
going to go through the whole thing, but I just want
to show you how this framework is wused in the
methodology that we use to look at safety culture
evaluation.

For those of you who have read the Davis-
Besse report, some of this should be familiar to you.

Down the middle are the safety culture
characteristics that we just spoke about, the five.
Safety is a clearly recognizgd value, for example.
Along here, are the performance objectives or if YOu
want, the attributes of that characteristic. So you
would look for documentation that describes the
importance and role of safety, the value of safety is

clearly transmitted and understood. Decision making
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is conservative or reflects the vaiue, etcetera and so
forth. I’'m not going to go through all of them.

We’'re still at the point of how do we get
to the basic‘ assumptions? I can show you the
artifacts and the claimed ~values for these, the
observables, but what about thosé values and
attitudes? Well, along the right side you’re going to
see what we’re calling organizétional behaviors and
these are the same organizationai behaviors for the
most part that we had identified back in the late
19808 and early 19508 from the USNRC research that are
used to assess those types of influences. And by
using the different‘toois, we can get at not only the
artifacts and the claimed values for those
characteristics, but some of the basic assumptions,
not all. I mean because that’s very difficult.

But as an example, if we look at attention
to safety, we have scales on our survey that have 40
items that look at what is -- are these behaviors
helping YOu to be successful in terms of performing
safely in the plant? Okay? And so now you'’re getting
at not whether or not it just exists or not, but what
are employees’, workérs' perceptibns about the
importance of those particular behaviors. And you can

compare between groups. So you can look at what
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operations people feel, what maintenance people
perceive, what engineé;ing pecople percéive, what do
senior managers perceive. They think it’s there, but
what about the maintenance technician who says no,
it’s not there. We don’t have it and it’s not helping
me on my job. So you can look at those kinds of
differences in a very quantitative and pretty graphic
kind of way. |

So I won’t go through all of these, but
basically we use these behaviors in assessing the
characteristics, collecting them from the different
tools and then being able to aggregate it up to make
some statement about the absence or presence of these
characteristics.

Last slide, please.

(slide change.)

MS. HABER: I think from the experience
that we’ve had and the work that we'&e done, we can
say right now that safety culture attributes are
definable and accessible. And we think and we believe
and I think we’ve demonstrated that theré are tools
available for the diagnosis of the absence or presence
of these attributes that are important to safety
culture.

We found in some of our work that some of
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the behaviors that I';ﬁewed you are more successful at
differentiating between organizations. So we’'re
attempting to look at what some behavioral indicators
might be that would differentiate or discriminate
between organizations.

We have e'database now of over 20,000
people that have responded to these tools and
particularly the survey and we can delineate nuclear
and non-nuclear. We can show differences there and
even within nuclear, which I believe is probably not
a wide, as wide a distribution as you might think, you
can discriminate between different nuclear
organizations as well.

And based on this kind of information,
strategies can berrimplemented to really ensure
alignment in an erganization on these types of
behaviors. I think something else that we heard a
little bit about is what’s the common mode and is
there a common mode or is there a common mode failure?
Well, when I think about our results and I see a lot
of inconsistency or non-alignment in an organization,
what we’re really looking at in some sense is a common
mode failure because the value of that organization
have become reallyrdiscrepant or not similar across

the organization on behaviors that are all important
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to safety culture.

And finally, I think that we talk a little
bit about this, but I think that whatever the ACRS is
going to recommend to the Commission, some criteria is
going to have to be defined ‘in terms of what the
regulator expects from the licensee on safety culture
and I think it might be better defined with a larger
empirically generated database to 1look at the
continuum of these characteristics across the
industry.

Thank you.  Any questions?

MEMBER APOSTOLAKIS: A quick one. As a
regulator, why should I care about the basic
assumptions? Shouldn’t the artifacts be good enough
for me?

MS. HABER: Because often the artifacts,
in an organization that will not have a consistent or
necessarily positive safety culture, the artifacts are
not aligned with the basic assumption.

MEMBER APOSTOLAKIS: Yes, but myr
understanding of the artifacts is they are observable.

MS. HABER: Uh-huh.

MEMBER APOSTOLAKIS: If they are fine, I
don‘'t care. I don't care about the guy who has bad

intentions, as long as he is doing the right thing.
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Because all I want to do is protect the public health
and safety and that’s what matters.

MS. HABER: But then you’re looking --
you’re looking just at the outcome.

MEMBER APOSTOLAKIS: Yes.

MS. HABER: But often that is not a
consistent outcome in an organization either.

MEMBER APOSTOLAKIS: So there may be
another outcome later that may get me into trouble?

MS. HABER: Right, and part of that could
be, if you want to ﬁnderstand why, then you need to
understand the basic assumptions of why you might have
had the discrepancy.

MEMBER PCWERS: George doesn’t care about
understanding why.

MS. HABER: Well, you do care.

MEMBER APOSTOLAKIS: No, why? Don’t take
everything Dr. Powers Says very seriously.

(Laughter.)

MR. GROBE: The artifact is the poster on
the wall.

MEMBER ROSEN: 1Is that right or is that an
outcome of an activity? I need a definition here.
The artifact if it’s just the poster we want, nuclear

safety is our top priority and everybody has that and
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you can find a nice colored poster, is that all you
have to do?

MEMBER APOSTOLAKIS: I thought that thing
on the wall is a clé.imed value.

MS. HABER: No, no, no. The artifact is
a visible, observable -- it can be a behavior. Okay?

You might also have, George, a difference
within the artifact. So you could see that you have
the poster on the wall, but then the behavior in the
organization doesn’t match the poster on the wall.

MEMBER APOSTOLAKIS: Then I am interested.

MS. HABER: The artifact is a visible,
observable, either behavior or -- concrete thing.

MEMBER APOSTOLAKIS: I dare say that most
-- most plants have the same policy statements. They
have the same -- é.ll of them. So therefore, I would
say those kind of artifacts right now ére commonly
used by everybody and yet, the behaviors are different
from plant to plant. ”

MS. HABER: Well, you might think they’re
everywhere, but I think they’re not- always everywhere
consistently and they’re not always -- they’re not
always as obvious as you would think. I mean they
might be on the wall, They might be outdated with the

policy of the organization. So you might have an
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artifact on the waii that describes some guiding
principles, and if you read their actual procedures or
their operating documentation, there’s inconsistency
between two artifacts.

MEMBER APOSTOLAKIS: What -- I mean, this
particular model, it seems to me -- I agree, well, I
agree. You just told me that artifacts may include
actual behavior and also these things.

As a regulator, I’'m really interested in
the behavior. Now it éeems to me that the one who
should be interested in the assumptions is the
utility. If the behaﬁior is not appropriate or up to
standards and so on, and they want to change it, they
go and do this. But the NRC, we don’t care. As long
as your outcome is okay, because the trend now is to
go to performance-based regulation. So if your
performance is accepﬁable, I don’‘t care how you got
there.

MS. HABER: But if you’re looking at -- I
think I believe that the safety -- to understand the
cultural aspects, 'you cannot just 1look at the
artifacts and the claimed values. You‘re not really
getting at --

MEMBER APOSTOLAKIS: And that’'s perfectly

true.
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MS. HABER: And what we’re doing is trying
to assess safety culture. As a regulator, if all you
want to do is look at outcome --

MEMBER APOSTOLAKIS: Unless I have a big
problem with the oﬁtcomes and then I want to go
deeper. Use your other example. I mean you had
plants where the artifacts and the claimed values were
fine.

MEMBER APOSTOLAKIS: But the behavior may
not be good.

MS. HABER: No.

CHAIRMAN BONACA: What is the consistency
between the artifacts, the paper artifacts and the
messages that management is sending to the people.
For example, you may have all kinds of posters that
says safety is number one. But then there are project
meetings that last all day long and the first
statement is safety is the most important thing. And
then you don’t talk about that any more. You talk
about for eight hours about schedule and who'’s going
to do what.

MS. HABER: That’s right. Those are the
inconsistencies that you would want to look for.

CHAIRMAN BONACA:  Yes. And then, of

course, the communications that are not artifacts.
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They are
-- well, actually they are --

MS. HABER: Performance objectives.

CHAIRMAN BONACA: Yes, there are the
claimed wvalues.

MS. HABER: Yes.

CHAIRMAN BONACA: And those will affect
behavior ultimately.

MS. HABER: Yes, and that’s all from what
we find. And if you read the report that we wrote,
there were many inconsistencies like that where the
claimed wvalue was one, but the observables were
something else.

MEMBER APOSTOLAKIS: Are there any other
questions or observations?

MEMBER POWERS: Just one question that I
struggled with in looking at your report on
Davis-Besse. In the course of reading -- well, it’s
going to turn out to be two questions, George, I'm
sorry.

MEMBER APOSTOLAKIS: That’s okay. As long
as there are not three.

MEMBER POWERS: In the course of reading
the report, you indicated thét the:e was variability

in the safety culture from organization to
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organization. But whén you came to the conclusions,
you refer to condemning of the safety culture. And I
was -- the question then came up, how do you
characterize an institution with lots of sub-
organizations wiﬁhin it and there’s variability in
their safety cultures? Did you take -~-- it didn‘t
appear you were taking a mean. It looked as though
perhaps you were emphasizing the worst of the safety
cultures within the various organizations.

MS. HABER: The results that led to that
really did come about from a lot of the survey data
and differences between groups in the organization.
Statistically significant differences at a very low
probability level. So we were very convinced that
they were real differences in combination with the
interview results which also indicated those types of
differences.

MEMBER POWERS: I‘m operating a little bit
from memory here, but when I read your conclusions you
basically said they have a poor safety culture here.
When I read the text, there are obviously some
organizations within Davis-Besse that you thought had
a pretty good safety culture and some that you thought
had a bad one.

But when you came to the conclusion for
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the institution as aiﬁﬁole you said it’s bad. And I'm
wondering is the éppfopriate way -~ and maybe you were
marching * (6:05:21) and say look, tell me what the
minimum is here or the mean or the mode. What are you
telling me about it?

MS. HABER: What that report indicated was
that there was a lot of, as you say, inconsistency or
differences. Some groups, in fact, were much poorer
than others.

Safety culture, one of the things we’re
talking about is a wvalue that you want fairly
homogeneously, maybe represented or exhibited
differently by different departments because of the
nature of their work. But you want people to be on
the same page working towards that same goal of
safety. And so in many cases we could not say the
presence of onerrrof those safety culture
characteristics out of the five was clearly evident to
us because of this consistency or inconsistency.

And so theh wé had to say that, in fact,
those characteristics were not homogeneous or perhaps
uniform throughout the organization.

MEMBER POWERS: The problem I have with
that is they will never be uniform unless they’re

scripted. Now if I go through and say when she asked
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you about this question on this, this is the right
answer and if you don‘t give that answer you get
fired. That’s the only way I can get uniformity. So
I --

MS. HABER: That’s not true.

MEMBER POWERS: I will always have
non-uniformity.

MS. HABER: We have data that demonstrates
otherwise. We have data --

MEMBER POWERS: How can you possibly?

MS. HABER: We're talking about
uniformity. We'rertalking in some statistical sense
that we have groups that have significantly different
scores on surveys or bars or whatever from each other.

We have other organizations, not Davis-
Besse, where you don’t see that type of inconsistency
on those types of values and attitudes across your
operations, maintenance or engineering groups.

MEMBER POWERS: I‘m sure you do.

MS. HABER: They’re not uniform, but
they’re not as different or as inconsistént.

MEMBER POWERS: I'm sure of that.

MS. HABER: Okay.

MEMBER POWERS: My average, if I randomly

selected a plant, I will have a possibility of getting
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one where there’s tétéi discordance from organization
to organization. I have a possibility of getting
there’s total concordance, but in geﬁeral, I will get
some where there’s a littie bit of discrepancy between
things.

So now how do I characterize -- I mean how
do I add this together? 1Is it horrible when there’s
even a little bit of discordance or is it just kind of
bad or undesirable? I mean I'm trying to ﬁnderstand
the addition procesé here.

MS. HABER: From a quantitative sense,
we’'ve moved away from putting the numbers on it.

MEMBER POWERS: Well, you’ve definitely
moved that. I will give you that. There are page
numbers is what you have in your report.

MS. HABER: And I think it really is in
that sense when we look in the organization, it’s a
profile of that organization within itself in terms of
whether or not -- I mean it’s an oxymoron to me to say
that you have very different safety culture values
within an organization.

I mean by definition then you don’t have -
- you may have them, but then you don’t have
necessarily the positive homogeneous type of culture

that you would want to have.
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MR. MEYERS: = Can I c¢omment on that? We
worked hard on operations and engineering. We’'ve
really focused on them. There are maintenance guys
who are walking around saying life is good. We don’t
have any problems. You know? We haven’t really
looked at maintenancg too hard, right?

If you look/at all the issues, none of
them gets into maihtenance too much. So we haven't
done much in maintenance. What this told us, when we
looked at it is, we need to focus on our maintenance
groups a little bit,'you know?

MEMBER POWERS: I‘m sure of that. I'm
just asking a mechanics question.

Let me ask aﬁother mechanics question. I
was struck in your ﬁethodologies that you’ve advanced
on the extensive use of interviews. You talk to
people.

MEMBER ROSEN: Goodness, you talk to
people.

MEMBER POWERS: But you’re asking them to
get some assessment on their views about something
where you’re testing their religious fervor on things.
And the problem is that people use words in different
ways. And you have a set of wordsrthat you’re looking

for and I‘'m wondering do you run into a problem and as
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an example, I'm marriéd to this girl from California
that is truthfully laid back and the best thing she
ever experienced in her life she’ll say it’s pretty
good. Okay? And the worse thing she ever experienced
in life she said no, I didn’t like that much. 1In
other words, thefe are no extremes in her response to
your questions. Okay?

Whereas, I can also find people who are
very excitable like Mr. Shack here who the slightest
discrepancy between his aspirations he is convinced
it’s like the end of the Qorld in the languagé he
uses.

(Laughter;)

Do you run into a problem with that? The
words people use are just different.

MS. HABER: What I haven’t had time to go
into is the integration and the aggregation of the
data. When you talk about the interview data, we do
a lot of interviews because no result comes forth that
isn’t heard conéistently or repetitively across the
organization. So one individual’s description or one
individual’s word, if you will, that might be a little
bit different, we’‘re not looking for a particular
word, we‘re looking for the concept and the

understanding and the perception of the person.

NEAL R. GROSS
COURT REPORTERS AND TRANSCRIBERS
1323 RHODE ISLAND AVE.,, N.W.
(202) 234-4433 . WASHINGTON, D.C. 20005-3701 www.nealrgross.com




10

11

12

13

14

15

le

17

18

19

20

21

22

23

24

25

387

If we would only get one on that end of
the distribution,'you didn't seerthat in the report.
So there’s a very laborious process that we go through
to make sure that they are aggregated from -- and not
only the interviews, but then we also have to have
consistency from the survey data which is more
quantitative and the bars and the checklists. So the
conclusions that you read at that point really
represent a lot of methods, a lot of data that’s gone
into that.

MEMBER POWERS: At the risk of incurring
Mr. Apostolakis’ wrath, I’'1ll ask'youra third question.

MEMBER APOSTOLAKIS: 1I'‘m not easily
excitable like Mr. Shack.

MEMBER POWERS: I know, you‘re a laid back
Californian, transplanted to Boston. I understand,
George.

In a misspent youth, I got associated with
employee opinion surveys and one of the things that I
learned about those surveys is you survey people about
the opinion of the organizations and they tell you
what you’re doing good and what you’re doing bad. And
people having the survey done will find these things
they do bad and they’ll work very hard to change them.

And having done that they’ll give a survey again. And
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almost universally, {:he:l.r scores will go down. It's
called a statement effect. And do we have that
problem with surveys?

MS. HABER: No. We’ve done these again.
Not at Davis-Besgse right now, but at other
organizations and then we’ve done them because the
organization has wanted to do an intervention to try
to fix a particular problem maybe in the comunication
area, asked us to cdme back in.

The key tor that issue which is documented

in the literature is how much time you wait between
when you do the first assessment and the second
assessment.
Typically, depending upon tﬁe behavior -- I mean
culture becomes something, as we’ve talked about
before, doesn’t change very quickly. But things like
communication, attributes of communication can change
quicker if you’re doing some focused intervention.

If we went back about 18 to 24 months
later, and then you can assess even degradation or
improvement or stability, I mean you can get any
combination of those. So I’'d still say, I mean, I
understand the issue. If it’'s a well-designed
questionnaire, you will minimize that effect. You’ll

minimize the sabotage effect. You’ll minimize the
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repetitive effect.

And I think the reasoh that we feel
comfortable to use it is bepause we have the other
tools as well, that will either validate or not the
results that we get from one tool.

MEMBER POWERS: 1I've got more questions,
but you threatened me at three.

MEMBER APOSTOLAKIS: Three is good enough,
Dana, unless you have something that’s really burning.

MEMBER POWERS: Well, the next question is
suppose that we said okay, we’ll require people to
assess the safety culture and use that as an indicator
and the licensee -- that’s done, okay? And the NRC
comes in and said gee, your indicator is too damn low.
And so we’re going to take you and give you fuschia as
a color. And we’ll take fuschia as bad.

| And this goes to the significance
determination process. So the licensee then brings in
somebody other than Sonja, somebody else as a company
who says they can assess safety culture and comes
back, will they come up with the same result using
presumably diffefent tools?

MEMBER APOSTOLAKIS: There is obviously
more than unqertainty here. That’s what you’re
saying.
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MEMBER PBWERS: Yes.

MEMBER APOSTOLAKIS: And I don’t think
Sonja denies the fact that there is a lot of
subjective evaluation and in fact, what we'’re hearing
from the industry, the way I understand is that they
are reluctant to have an overall rating of safety
culture. They would rather talk about specific
attributes and try to improve ﬁhem.

Bill O’Connor did not go to any integrated
assessment and maybe that’s why theyrare trying to
avoid. But there is definitely more than uncertainty
here. My goodness.

MEMBER POWERS: In fact, if the greatest
difficulty we havé right now with the STP is that a
finding is made, a color is assigned -- I get my
phases wrong here all the time. Phase 2, and it goes
into a comparison and you don’t get the same results
coming out of that, I mean it looks like we’re begging
for that kind of problem here and there’s tremendous
modelings here.

MR. MEYERS: Does anything matter? You
talk about our report. We were pretty happy with our
report. We thought it validated and believed it to be

true already. The key is you have management buy in
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MEMBER POWERS: That concern was primarily
one of mechanics of doing --

MR. MEYERS: My point is when you get
through with one, what you have got to have is the
management buy in that you believe those factors are
true and you’re going to go do something about them.
Without that buy in, the survey doesn;t do you any
good. None of that stuff does you any good. You got
to buy in because we said all along is that safety
culture is leadership driven, right?

MEMBER POWERS: It has been said all day.
If you’'re asking me to say it, no, I won’t say it.
Because I don't think‘it is.

MEMBER APOSTOLAKIS: Any other comments.

MEMBER VRANSOM: Just a very quick
comments. It seemé to me in the last 40 years in this
country, we'’ve gone through management by objective,
management by commitment, total quality management,
8ix sigma programs, and from my experience in some of
these it seems like fatigue sets into an organization
where they say well, here;s just another program. If
we just sort of hang back and it will go away and wait
for the next one. And as I’ve listened to a lot of
this Davis-Besse situation, I can imagine the people

there feeling somewhat -- oh my God, here’s another
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program: | And I don’t know, do you, from a
psychological perspective, see that?

I know that 1I’ve heard that in
organizations thét chaqge the organization frequently.
People after a whiié séiy well, okay, I’'ll just wait
for the next organizaﬁion and see if I can position
myself so I'm im a bétter spot the next time they
change the organization.’ And it really cuts into
productivity and actual performance.

MS. HABER: We don’t have to go too far to
look at it. Doesn’t it happen in our own government
institutions?

(Laughter.)

MEMBER SiEBER: Yes, but that’s not a good
example.

(Laughter.)

MS. HABER: It’s the flavor of the month
and it’s the way you see attitude of 1ike' what are
they going to do now and how is that going to work?

MEMBER RANSOM: In my observation, it
seems to me the organizations that have been
successful are the ohes that have had a history of
stable organization, respect for their employees and
the employegs buy into the organization and become a

part of it. They’re more fraternal, more or less, or
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paternal.

MS. HABER: And you’‘re right, but you can
manage change successfully and make that transition
more successful than uncertain.

MEMBER RANSOM: It seems to me you have to
be very careful to make it believable.

MS. HABER: Yeé.

MEMBER ROSEN: But Vic, there’s a piece
that you didn’t talk about and that is the new leader,
when he comes in, hés to provide the incentive for the
people in the organization to want to have the chanée
and have it be’succéssful. - And that’s what -- Lew,
you and I saw that. Thevburning’platform speech where
the CEO comes in and séys imégine you're on a burning
0il platform out'on‘ﬁhe ocean, we’'re all going to die
unless we get together and fight the fire and put it
out, pretty soon.

- CHAIRMAN BONACA: That’s when you have a
change in nﬁnagemént to deal with the problem. I
agree with that. There is one thing to say, however,
in favor of the newcomer, if he’s given the resources
that the previous organization did not spend, that’s
really a fundamental difference. Before you had an
organization that hagl a mandate form the top down

that, for example, you shall not spend the money
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because this company already spends too much money.
Now then the whole organization goes down the drain.
The saviors come in and they're given tons of money to
fix everything. So how then all this fixing really
translates into also behavipral attitudes on the part
of management because now they want to have people
supporting that and so you have the transformation.

I think a bigger issue is given that you
have a stable organization there, like we had at
Davis-Besse, how does the organization assess itself?
How does it measure, in féct, that maybe there is a
degrading culture and is willing to cope with that
which means to resolve the issues and to bring it --
that, I think is a fairer assessmeht of what we have
to look at. Also bécausé'I think, in general, we have
power plants right now that are performihg pretty
well. What we’'re trying to do is to prevent
degradation, in facﬁ, of performance in the future.
So I would really look at that as a model that we have
to address.

MR. GROBE: I think there’s two parts to
that. One is how does it assess itself and how does
it benchmark itself such as it’s cqnfident, that its
self-assessment aren’t deceiving,'

CHAIRMAN BONACA: Yes, but it seems to me
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what it comes down to monetary; | really that’s an
industry responsibility and that’s why -- this is just
a personal opinion. I see a significant role for
INPO.

However, it seems to me that the NRC still
has the need to recognize the symptoms of poor safety
culture, even if we did not regulate anything. There
is a need for inspectors to recognize safety culture.
Now we can say the inspeCtor is doing his best and I
agree with that, but we all recognize that people have
to be trained. They have to be able to recognize
symptoms, and parﬁicularly, I feel that the
inspectors, for example, have a huge challenge because
they are isolated within the organization. It'sr irery
hard to stay isolated; particularly if you become part
of the organization, even if you are a regulétor.

It’s very hard to sit in a place‘ like a
power plant and to maintain a judgmental perspective
on everybody who is around you. It‘’s almost an
impossible thing. So that behaviorally, I think, is
a huge challenge. 1It’s very hard fdr any individual
to live that way and how do we -- I know the NRC
recognizes that problem, the challenge. But how do we
make the inspectors more capable of recognizing

symptoms? Can we help them somehow?
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MR. GROBﬁ; I think we have to set that
expectation, provide training and then to address your
other concern of what we call loss of objectivity, we
have a number of cbping strategies. We assign at
least two inspectors per site to ensure that there’s
somebody that they can benchmark themselves off of.
We rotate inspectors on a regular basis. We don’t
allow people to become permanent fixtures at a
facility. The different regions have different
frequencies of --Vrdifferent data regarding how
frequent people ro;ate. Lots of times it depends on
promotions and things like that.

But it’s frequently on the 3 to 5 year
range. There’s a limit of 7 years. So these issues
are -- we try to deal with these issues. How
effective we are is another story. I think ﬁe're
pretty effective.

MEMBER APOSTOLAKIS: Tom?

MEMBER KRESS: I’m interested in just how
intrusive you’re making the methodology might be, for
example, how many people do you interview, how do you
choose people to interview, how much time do you spend
with them and what’s the overall time that you’‘re at
the plant, that sort of thing. Just givé me an idea

of what --
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MS. HABER: Well, at Davis-Beasse, it’s in
the report, but we interviewed -- we requested 96
people.

MEMBER KRESS: Do you decide which people
you wanted to talk to?

MS. HABER: We do it by functional
positions, not by individual names. So we’ll say we
want to talk to three or four maintenance technicians
or three or four reactor operators.

MEMBER KRESS: And then the management
decides which ones to éend yoﬁ?

MS. HABER: They said that they did it
randomly through Human Resources by -- every
organization has a different way to do it. We
surveyed 100 percent of the population and we got
close to 80 percent reséonse rate of all the employees
toock the paper and pehcil qguestionnaire, which is a
very acceptable response rate.

We observed over 50 different types of
activities. We wefe at the site for two weeks.
actually a little less ﬁhan two weeks. We were a team
of four people.

MEMBER KRESS: That helps me.

MEMBER APOSTOLAKIS: One last question, if

you are talking about leadership, which leadership?
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Site leadership, cprpérate leadership, board of
directors? Who is the léadership here? |

MS. HABER: Well, from our perspective, if
you look at the chafaéﬁeristic that says leadership
process, it’s at all levels and it even includes the
informal leaders of'thé organization. So you have the
formal leaders at all your levels of the organization,
but you also have informél leaders, perhaps people
from bargaining units or people from certain groups
and you have to look at them and how they can
influence the dulture and be into the --

MEMBER =~ APOSTOLAKIS: But you don’t
interview those guys, do you?

MS. HABER: Sufe we do. Absolutely.

MEMBER APOSTOLAKIS: Like who? Who’s the
highest ranked -- 7

MS. HABER: | The president of é local
union.

MEMBER APOSTOLAKIS: Oh, the stakeholders.

MS. HABER: No, not a stakeholder. He’s
a worker. He might be prééident of the local chapter
and he’s a maintenance mechanic, absolutely.

MEMBER APOSTOLAKIS: Within the
organization, what was the highest ranking person that

you interviewed?
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MS. HABER: We went to FENOC and we
interviewed Peter Berg at first Energy. I don’t think
we can go any higher than that, in that company.
MEMBER APOSTOLAKIS: Okay, I think we
should close this. Thank you very much, all of you.
It was very informative.
The idea was to take a break and come back

to go around the table, but I think it’s getting too

late.

MEMBER SIEBER: You could try to give us
a break.

MEMBER APQSTOLAKIS: It’'s up to you, Mr.
Chairman.

CHAIRMAN BONACA: I think we can take a
little break and then just come back for 15 minutes
around the table. Off the record.

MEMBER APOSTOLAKIS: Do you want to do
that?

CHAIRMAN BONACA: We're going to go off
the record now and certainly we want to thank all of
you for your participation. I think it’s been great.

{Whereupon, at 6:27 p.m., the meeting was

concluded.)
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