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Introduction 
In 2006, the NRC added Substantive Cross-Cutting Issues (SCCIs) to the Reactor Oversight Process (ROP).1  
This followed Congressional and public interest in more closely monitoring safety culture following the Davis-
Besse reactor vessel head corrosion.2  The staff developed the concept of SCCIs “…to inform licensees that 
the [NRC] has a concern with a licensee’s performance in a cross-cutting area3, and to encourage the licensee 
to take appropriate action before more significant performance issues emerge [emphasis added].”4  In other 
words, the staff envisioned SCCIs as serving two primary purposes – communicating concerns and presaging 
bigger performance issues.   
 
After eight years of implementing SCCIs, the NRC is evaluating the value and burden of SCCIs as a regulatory 
tool.  This evaluation was prompted by the Independent Assessment of the ROP5 and the ROP Enhancement 
Project6.  Recommendation 6 of the Independent Assessment report called for the NRC to “…perform a 
comprehensive analysis to determine whether the use of cross-cutting aspects and safety culture, as 
currently incorporated in the ROP, provides regulatory value…for the resources expended.”7  In response, the 
staff evaluated the effectiveness of SCCIs in a report published in spring 2014.8  The staff’s evaluation 
concluded that: 

 “SCCIs are not a leading indicator for declining licensee performance” and  

 “The resource cost for implementing the SCCI process is significant without an apparent 
commensurate increase in the safety benefit.” 

In other words, the SCCI process is not the predictive regulatory tool anticipated by those who originated 
SCCIs.  In addition, the SCCI process is burdensome to the NRC and licensees.  Some of the more burdensome 
parts of the SCCI process are determining which cross-cutting aspect(s) to assign to a finding and when and 
how to open or close an SCCI.  Resources spent for this purpose are diverted from matters of greater safety 
significance.  The result is a regulatory tool that is counterproductive to safety.   

The NRC has ample regulatory tools for overseeing and influencing licensee performance in areas that the 
NRC once believed only SCCIs could address.  Removing SCCIs from the ROP would not impair the NRC’s 
oversight of cross-cutting areas.  Doing so would simply acknowledge what has evolved since SCCIs began – a 
wide variety of licensee and NRC processes that assure timely detection of adverse changes in licensee 
performance in the cross-cutting areas. 

Industry Proposal  
At a public meeting with the staff on February 5, 2014,9 industry provided an alternative model for oversight 
that shows how NRC can accomplish (and in many respects is already accomplishing) the regulatory functions 
once thought to require SCCIs.  A copy of the model is provided in Attachment 1. 
 

                                                           
1
 See NRC Regulatory Issue Summary 2006-13, “Information on the Changes Made to the Reactor Oversight Process to More Fully Address Safety Culture”, July 31, 

2006, ADAMS Accession Number ML061880341. 
2 Additional information on the Davis-Besse reactor vessel head degradation and the NRC’s and industry’s response is available on the NRC web site. 
3
In the ROP framework, cross-cutting areas are defined as “[F]undamental performance attributes that extend across all 

of the ROP cornerstones of safety. These areas are human performance (HU), problem identification and resolution (PI&R), and safety conscious work environment 
(SCWE).” 
4NRC Inspection Manual Chapter 0305, “Operating Reactor Assessment Program”, Section 0305-14, “Substantive Cross-Cutting Issues”, page 41, October 18, 2013. 
5
 NRC “Reactor Oversight Process Independent Assessment 2013”, February 11, 2014, ADAMS Accession Number ML14035A571. 

6
 An overview of the ROP Enhancement Project was provided by Rani Franovich at the Regulatory Information Conference on March 13, 2014.  Ms. Franovich’s 

presentation slides are available on the RIC web page.  Additional information on the Enhancement Project is available in  
the NRC’s “Summary of the Effectiveness of the Reactor Oversight Process Baseline Inspection Program Public Meeting Held July 17, 2013”, by Marsha Gamberoni, 
dated August 8, 2013, ADAMS Accession Number ML13220A360. 
7
See Section 6.4.3, Recommendation 6, page 37 (ADAMS Accession Number ML14035A571). 

8 NRC “Effectiveness Review of Substantive Cross-Cutting Issues”, by Daniel J. Merzke, dated April 23, 2014, ADAMS Accession Number ML14099A171. 
9 See NRC memorandum, “Summary of the Public Meeting to Discuss the Substantive Cross-Cutting Issue Process”, by Daniel J. Merzke, March 4, 2014, ADAMS 
Accession Number ML14056A291. 

http://pbadupws.nrc.gov/docs/ML0618/ML061880341.pdf
http://www.nrc.gov/reactors/operating/ops-experience/vessel-head-degradation.html
http://pbadupws.nrc.gov/docs/ML1403/ML14035A571.pdf
http://www.nrc.gov/public-involve/conference-symposia/ric/past/2014/docs/abstracts/franovichr-th35-r1-hv.pdf
http://pbadupws.nrc.gov/docs/ML1322/ML13220A360.html
http://pbadupws.nrc.gov/docs/ML1403/ML14035A571.pdf
http://pbadupws.nrc.gov/docs/ML1409/ML14099A171.pdf
http://pbadupws.nrc.gov/docs/ML1405/ML14056A291.html
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The top portion of the model shows the roles of the corrective action process (CAP) and the NEI 09-07 safety 
culture monitoring process in addressing concerns about problem identification and resolution and safety 
culture.  The CAP is a key component in performance improvement and learning.  The CAP provides a central 
system for taking in new information on the organization’s challenges, determining the appropriate means 
for addressing each challenge, identifying and implementing the response, and tracking the result.  The 
culture monitoring process provides a structure for reviewing information and developing collective insights 
on cultural implications of plant challenges, then taking timely decisions to address those implications.   
 
The lower portion of the model shows key elements of NRC oversight of CAP and culture monitoring, 
beginning with NRC Inspection Procedure 71152.10  The diagram also illustrates how NRC is able to address 
findings that arise from this inspection and ensure the agency effectively communicates any concerns raised 
by the inspection. 
 
Additional documentation of the model and responses to initial questions about the SCCI process were 
provided in a March 28, 2014 letter to the NRC sponsor of the ROP Enhancement Project.11  In late April, 
2014, the staff transmitted additional questions based on prior discussion of the industry’s model.12  Industry 
representatives responded to these questions in two meetings in May.  The first, on May 6, 201413, discussed 
an update to the industry guidance on nuclear safety culture monitoring (NEI 09-07, Revision 1).  The second, 
on May 20, 201414, answered remaining questions on the industry’s CAP improvement initiative (discussed 
further below) and on inspections related to culture and CAP.   

Evolution in Licensee Programs since the SCCI Process Began 
One of the key points to consider in deciding what to do with the SCCI process today is the change in the 
licensees’ practices affecting cross-cutting areas.  Most notably, licensee programs in the cross-cutting areas 
of the ROP have matured significantly since the NRC began using the SCCI process.   

Corrective Action Process 
For the corrective action process, which addresses the cross-cutting area of problem identification and 
resolution (PI&R), industry’s self-imposed expectations of CAP have risen since SCCIs were added to the ROP 
in 2006.  Among the more relevant ways in which expectations of CAP have evolved since 2006 are the 
following: 

 Safety culture concepts have been incorporated into the corrective action process, typically through 
guidance on looking for cultural implications of significant issues and on using safety culture traits 
and cross-cutting aspects as a basis for CAP trending. 

 Experience communicating internally and with NRC about cross-cutting aspects assigned to findings 
or violations has fostered deeper understanding of NRC perceptions of cultural implications.15 

 Industry has grown more able and willing to probe for and address the more diffuse influences on 
organizational performance (e.g., programmatic weaknesses and leadership) that lie behind some of 
the concerns entered into CAP. 

 

                                                           
10

 NRC Inspection Procedure IP 71152, “Problem Identification and Resolution”, August 13, 2013, ADAMS Accession Number ML13179A365. 
11

 See March 28, 2014 letter from Greg Halnon, Chairman, National Association of Regional Utility Groups (NRUG), to Mr. Ho Nieh , U.S. NRC, “NRUG Follow Up to 
February 5, 2014 Public Meeting on Substantive Cross-Cutting Issues”.  
12 See ADAMS Accession Number ML14118A421. 
13 See NRC memorandum, “Summary of the Public Meeting to Discuss the Revision to NEI 09-07, Fostering a Healthy Nuclear Safety Culture”, by Kevin Roche, May 
27, 2014, ADAMS Accession Number ML14143A090. 
14 See NRC memorandum, “Summary of the Public Meeting to Discuss the Industry Proposed Model to Replace the Substantive Cross-Cutting Issue Process”, by 
Daniel J. Merzke, June 9, 2014, ADAMS Accession Number ML14155A117.  
15

This was especially important before NRC and industry adopted a common language for use in describing nuclear safety culture. 

http://pbadupws.nrc.gov/docs/ML1317/ML13179A365.pdf
http://pbadupws.nrc.gov/docs/ML1411/ML14118A421.pdf
http://pbadupws.nrc.gov/docs/ML1415/ML14155A117.html
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Industry guidance on CAP is changing even now, based on lessons learned from years of implementation.  
With the close linkage between CAP and the SCCI process, the NRC has asked questions about the 
forthcoming changes in CAP guidelines.  The changes will reduce the administrative burden of the CAP 
process and ensure the process remains focused on matters of greatest significance to safety.  A summary of 
the forthcoming CAP changes is provided in Attachment 2. 

Safety Culture Monitoring 
The NEI 09-07 safety culture monitoring process was added in 2011 and addresses the cross-cutting area of 
safety conscious work environment (SCWE)16.  The process was designed to provide timely detection of 
changes in the culture and help site leadership respond to those changes.  The process achieves that design 
objective by examining a wide range of inputs, including both quantitative data and “soft” data, e.g., 
observations, opinions, impressions.  In addition, the process is designed to foster multi-disciplinary 
discussions of cultural implications across, as well as up and down, the organization.  The combination of the 
diversity and number of inputs and the fostering of meaningful conversations about cultural implications 
makes the culture monitoring process sensitive to emerging cultural trends.  The NEI 09-07 culture 
monitoring process strikes a balance between the sensitivity needed to support timely action and the 
reliability needed to avoid chasing “ghosts” (e.g., random variations that are within the capacity of the 
organization to correct without specific actions by the leadership team).  Additional information on the NEI 
09-07 culture monitoring process is provided in Attachment 3.   
 
Lessons learned from the first three years of implementing the NEI 09-07 culture monitoring process 
indicated that establishing the process helped to raise the level of awareness of safety culture implications in 
the site organization.  While difficult to quantify, that greater mindfulness has a positive effect on safety 
culture and plant safety.  Additionally, sites can point to specific actions taken to actively manage safety 
culture as a result of insights gleaned from the NEI 09-07 culture monitoring process.  Examples of these 
cultural insights and actions taken in response to those insights are provided in Attachment 4. 
 
In addition to the licensees’ own culture monitoring, the Institute of Nuclear Power Operations (INPO) has 
taken a strong role in assessing nuclear safety culture since the early 2000s.  In fact, INPO has said that it 
considers safety culture as the most important topic that it evaluates. One of INPO’s most significant 
evaluations of site nuclear safety culture occurs during its biennial evaluations of Organizational Effectiveness 
(OR).17  These evaluations include an employee survey, interviews, observations, review of culture-related 
documents and reports, and analysis of safety system performance data.  From these inputs, INPO 
independently develops and communicates to the licensee its own conclusions about the health of the site 
safety culture.  Sites take corrective actions based on the feedback from INPO. 
 
Thus, for a typical licensee, processes that assess safety culture today include the following:18 

1. Site Nuclear Safety Culture Monitoring Panel (NSCMP) meetings (per NEI 09-0719) 

2. Site Leadership Team (SLT) meetings on safety culture (per NEI 09-07) 

3. Corporate Nuclear Safety Culture Monitoring Panel meetings (common, but not universal) 

4. Nuclear Safety Review Board assessments and oversight 

5. Licensee’s biennial Nuclear Safety Culture survey and assessment, per INPO SOER 02-04.20  

                                                           
16SCWE is often confused with safety culture, but is merely a part of safety culture. 
17INPO refers to organizational effectiveness by its INPO functional label “OR”. 
18

 The items shown in this list are commonly, but not universally, applied across the U.S. operating fleet. 
19NEI 09-07, “Fostering a Heathy Nuclear Safety Culture”, Revision 1, March 2014.  
20 Often, the SOER 10-02-mandated culture assessment is scheduled for the year between INPO-led organizational effectiveness evaluations.  Thus, in q cases, 
between the SOER 10-2 assessment and the OR evaluation, site safety culture is assessed every year. 
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6. INPO biennial Organizational Effectiveness evaluation (described above) 

7. Licensee’s independent Nuclear Oversight (NOS) organization assessments 

8. CAP Trending Program 

9. Human Performance Review Board review of significant human errors 

10. Human performance clock resets (per site performance indicator program) 

11. Employee Concerns Program 

12. Management Review Meetings21 

13. CAP causal evaluations that address human performance and PI&R issues 

14. Root cause evaluations, which typically evaluate safety culture aspects that contributed to the 
problem being evaluated 

15. Review of case studies on questioning attitude and engaged workforce (per INPO SOER 10-02) 

Evolution in NRC Oversight since the SCCI Process Began 
The NRC’s oversight of safety culture and corrective action has also evolved since SCCIs began.  Today, the 
NRC has numerous inspection vehicles to provide oversight of areas encompassed by the cross-cutting areas 
of the ROP.  The result is a variety of ways in which the NRC gains insight into these areas and is able to 
convey concerns to the licensee about safety culture or corrective action.  The list of regulatory tools 
includes: 

1. Inspection Procedure (IP) 71152, PI&R Inspection, which looks at CAP; the employee concerns 
program (ECP) and SCWE (§02.04d; §03.04c); cross-cutting themes (§03.01); and safety culture 
assessments (§03.04). 

2. Management Directive (MD) 8.8, Management of Allegations, in which NRC can request assistance 
from the Office of Investigations to get feedback on safety culture or SCWE and can request 
information from the licensee that provides insights into the safety culture during the allegation 
process. 

3. Inspector field observations. 

4. Residents can and, at their discretion, do attend NSCMP and SLT meetings at each site. 

5. Per Inspection Manual Chapter (IMC) 0305, resident inspectors review INPO evaluations, which 
address organizational effectiveness and safety culture. 

6. IP 95001, which delineates the first tier of supplemental inspection, including looking at safety 
culture aspects that caused or contributed to the performance issue that triggered the inspection. 

7. IP 95002, which delineates the second tier of supplemental inspection.  The IP 95002 procedure 
allows NRC to request licensees to complete an independent nuclear safety culture assessment 
(NSCA).  This IP also looks at safety culture aspects that caused or contributed to the performance 
problem(s) that triggered the need for the supplemental inspection. 

8. IP 95003, which delineates the third and most extensive level of supplemental inspection.  The IP 
95003 procedure indicates the licensee is expected to do a third party NSCA.  It also indicates the 
NRC will assess this and can perform inspections and safety culture evaluations in parallel with the 
licensee’s root cause evaluation and third-party NSCA. 

                                                           
21

These are held on a periodic basis (e.g., quarterly or monthly) and cover a wide range of issues, including indicators related to cross-cutting areas. 
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9. IP 95003.02. This section of the supplemental inspection provides for an independent review of 
safety culture and looks at safety culture aspects that caused or contributed to the performance 
problem(s).  

10. IMC 0305, Operating Reactor Assessment Program, which specifies the mid-cycle and end-of-cycle 
reviews of licensee performance.  These reviews include INPO and IAEA Operational Safety Review 
Team (OSART) results (§07.03), which typically do address site culture. 

11. IMC 0305, Section 0305-13.02b, which states, “The purpose of this inspection [IP 92722] is to ensure 
that the causes of the violations are understood and that the licensee has adequately evaluated the 
extent of the cause and the impact of the violations on safety culture.” 

12. IMC 0305, Section 0305-14, which states, “The ROP was developed with the presumption that plants 
that had significant performance issues in the cross-cutting areas would be revealed through the 
existence of safety-significant PIs or inspection findings.” 

13. IMC 0310, Section 0310-06, page 2, which indicates that the NRC draws conclusions on the basis of 
licensee NSCA, not on the presence or absence of cross-cutting aspects. 

14. IP 71153, Event Follow-up Inspection, which looks at information on issues with components of 
safety culture in event follow-up. 

15. IP 93800, Augmented Inspection Team Inspection, which evaluates safety culture component issues. 

16. IP 93812, Special Inspection Team Inspection, which evaluates safety culture component issues. 

17. IP 40100, Independent Safety Culture Assessment Follow-up, which guides NRC inspections of an 
independent NSCA performed at NRC’s request (e.g., in IP 95002) or performed in support of another 
regulatory process (e.g., alternative dispute resolution). 

18. IP 92722, Follow Up Inspection for Any Severity Level I or II Traditional Enforcement Violation or for 
Two or More Severity Level III Traditional Enforcement Violations in a 12 Month Period.  This 
inspection reviews the licensee’s evaluation of the contribution of safety culture to an escalated 
traditional enforcement violation. 

Attachment 5 illustrates several of these key inspection and regulatory tools in the context of the industry 
proposal. 

Besides giving NRC many opportunities to examine the health of CAP or safety culture, the numerous 
regulatory tools listed above also give NRC opportunities to communicate any questions or concerns about 
the cross-cutting areas.  The communication opportunities include direct interactions with licensee personnel 
during inspections and exit meetings, as well as opportunities for regional management to follow up with 
counterparts in licensee management at any time and any level of the licensee’s organization.  Licensees take 
such feedback from NRC as very significant, enter it into CAP for resolution, and act aggressively to it.  
Compared to these face-to-face contacts, the SCCI process is a less effective and often untimely method to 
communicate concerns to licensees.  This is especially so when the basis for an SCCI is a cluster of findings 
that may have little or nothing in common.  When this happens, what ensues is a burdensome search for 
mutual understanding of the NRC’s concerns and burdensome quest by the licensee to find a satisfactory 
“explanation” for the cluster of potentially unrelated items of concern to the NRC. 
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Summary 

Industry agrees with the NRC evaluation that SCCIs are not a leading indicator for declining licensee 
performance and the resource cost for implementing the SCCI process is significant without an apparent 
commensurate increase in the safety benefit.”22 

Industry and NRC experience with eight years of implementation of SCCIs now indicates that they are not 
effective as a means of communicating NRC concerns about culture or for overseeing licensee performance.  
The NRC has a great number of ways to communicate culture concerns, outside of the SCCI process.  Hence, 
eliminating SCCIs will not diminish the NRC’s ability to monitor and communicate concerns about the health 
of licensee safety culture or the effectiveness of the licensee’s corrective action process.  Industry believes 
SCCIs should be eliminated from the ROP. 

 

For additional information on this paper, please contact James Slider, (202) 739-8015, jes@nei.org. 

 

                                                           
22

 NRC “Effectiveness Review of Substantive Cross-Cutting Issues”, by Daniel J. Merzke, dated April 23, 2014, ADAMS Accession Number ML14099A171. 

http://pbadupws.nrc.gov/docs/ML1409/ML14099A171.pdf
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Attachment 1 

Alternative Model for Oversight in Lieu of Substantive Cross-Cutting Issues
Update of Concept Paper for Discussion at SCCI Meeting on May 20, 2014
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 Findings
 Conditions
 Self-Revealing Issues
 Trends, etc.

IP 71152

“Softer” Data
 Behavioral observations  
 Survey results
 Employee concerns

Corrective Action Process
 Determine significance
 Assign appropriate resolution process
 Perform appropriate causal analysis
 Flag human performance/cultural items
 Determine corrective actions
 Trending program

Enter Into CAP

NEI 09-07 Safety Culture Monitoring Process
 Identify cultural implications
 Determine actions and communications to 

address implications

Corrective Action 
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Trends
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Issue Finding 
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Samples

Smart 
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James Slider, jes@nei.org, 20140520

Notes:
1. Illustrated as a binary decision, but could 
also be a graduated decision as well.
2. Just one example of a variety of ways in 
which NRC could escalate its response using 
existing regulatory tools other than SCCIs

 NSRB audits & observations  
 NOS audits & observations
 Corporate culture reviews

Other Typical Safety Culture “Touch Points”
 Biennial NSCA per SOER 02-04
 Human Performance Review Board & HU clock resets
 Monthly Management Review Meetings
 SOER 10-02 Case Studies on Questioning Attitude and Engaged Workforce
 Biennial INPO Organizational Effectiveness Assessment

NRC’s Other Safety Culture “Touch Points”
 IP 71152 looks at ECP, SCWE in addition to 

CAP
 MD 8.8 looks at allegations to NRC
 Inspector field observations
 Resident inspectors can and do attend 

NSCMP and SLT meetings
 Residents have access to INPO evaluations 

of organizational effectiveness and safety 
culture

 IP 95001 looks at safety culture aspects 
related to finding

 IP 95002 adds option to request licensee 
do an NSCA

 IP 95003 expects licensee to do an NSCA 
and NRC does its own review

 IP 71153 looks at safety culture 
components related to event follow-up

 IP 93800 augmented inspection team 
looks at safety culture contributors

 IP 93812 special inspection team looks at 
safety culture contributors
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Attachment 2 

Corrective Action Improvement Initiative 

Industry has been reviewing lessons learned from decades of experience with CAP programs to determine 
how to improve the effectiveness of CAP for today’s operating plants.  Although INPO and industry 
representatives have briefed various members of NRC management, information about the CAP 
improvement initiative has not reached all NRC stakeholders in the SCCI process.  To help bridge this gap, 
industry provided a briefing for the staff at a May 20, 2014 meeting on the industry’s SCCI alternative 
proposal.  Industry presenters provided a high level summary of the CAP improvement initiative and 
answered staff questions at length.  Among the key points made by industry were the following: 

1. Administrative Burden vs. Problem Fixing:  Over the past 30 years, CAP has driven significant 
improvement across the industry.  At the same time, CAP became a catch-all for addressing 
questionable conditions of all sizes and became weighed down with more and more administrative 
requirements.  This detracted from the original intent of the CAP, which was to investigate and fix 
problems and address conditions adverse to quality (per 10 CFR 50, Appendix B, Criterion 16). 

2. Doing the Good Thing Now is Better than Waiting for the Perfect Solution: The rigidity of the 
corrective action process has come to interfere with a desirable bias for action.  In many cases, a 
team can very quickly identify beneficial actions to take in response to the problem they are 
investigating.  Yet, accretion of expectations and administrative process requirements of CAP has in 
many places created a mindset that an adequate response is to wait until the causal analysis is 
completed.  The causal analysis then provides the basis for determining precisely what actions will 
prevent recurrence.  The CAP improvement initiative seeks to restore the bias for action. 

3. Administrative Burden:  The current approach places a significant administrative burden on 
supervisors, which detracts from the time available for them to spend in the field directly interacting 
with their staff.  The CAP improvements are expected to enable supervisors to spend more time in 
the field observing, coaching and modeling correct behaviors. 

4. Changes are Being Made in a Controlled Manner:  Changes are being made in a controlled manner, 
with frequent opportunities for oversight, checking and adjusting course with the goal of making CAP 
more effective.  The team leading this effort is comprised of senior industry, CAP program, and plant 
leaders, plus INPO representatives.   

5. Employee Engagement in and Use of CAP Remains Sacrosanct:  One of the principles guiding the 
improvement effort is ensuring that CAP remains an effective means for workers to raise issues for 
attention and resolution.  This means that the threshold for entering new items into the system must 
remain low. 

6. Improved CAP Will Focus on Conditions Adverse to Quality:  The CAP will remain the formal process 
for addressing conditions adverse to quality (CAQ), as described in 10 CFR 50, Appendix B, Criterion 
16.  Lesser problems will be addressed through other business processes (e.g., work management 
system) that are appropriate to the significance of the problem. This will ensure that the most 
important issues identified at the station receive the most attention, while giving station leadership 
the flexibility to address each issue in the most efficient manner available.  Properly used, the 
improved CAP will ensure a strong bias for preventing problems, reducing consequential events and 
taking timely action to fix problems. 

7. CAP Will Leverage Trending More Often – CAP experience has shown that low-level items are 
sometimes best handled through grouping and trending.  One of the opportunities in the 
improvement effort is to close more issues to trending and improve the trending process. 
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8. CAP Changes Do Not Change Safety Culture Monitoring – Some readers of NEI 09-07, Revision 0, 
thought that the safety culture process diagram in there gave the impression that CAP serves to 
screen what enters into the culture monitoring process.  This was not the intent of the drawing and 
is not the intent of the CAP improvement initiative.  Rather, the culture monitoring process is 
expected to have full access to all CAP entries.  CAP entries will continue to be screened by a cross-
functional team of plant personnel to ensure each issue is entered into the appropriate process for 
resolution.  The CAP will remain the primary mechanism for addressing the presenting problem in 
each issue, but cultural implications will be examined through the culture monitoring process.  The 
cultural implications are the special focus of the nuclear safety culture monitoring panel discussions 
and these will not be diminished by any of the planned changes in CAP.  Additional information on 
the culture monitoring process is provided in Attachment 3. 
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Attachment 3 

NEI 09-07 Nuclear Safety Culture Monitoring Process 

For readers unfamiliar with the industry’s method for self-monitoring the health of the site nuclear safety 
culture, this Attachment provides an overview of the process.  The process is described in NEI 09-07.  The 
process was instituted as an industry initiative effective October 1, 2011.  Thus, the process has been in place 
for nearly three years at all sites, and four or more years at several sites that participated in the pilot testing 
program or implemented before the initiative’s effective date.  From informal polling, NEI understands that 
every power reactor site has documented its implementation of NEI 09-07 through a site procedure that is 
available for NRC inspection. 

The NEI 09-07 process examines a wide range of inputs for implications about the health of the safety 
culture.  The range of inputs is much broader and more numerous than what goes into the NRC’s SCCI 
process.  The inputs to the licensee’s safety culture monitoring process commonly include data generated by 
the major business processes that either drive or reflect site performance.  These include items from CAP, 
site performance indicators and performance trending program, work management, employee concerns, 
quality concerns, audits and assessments, and management observations, as well as NRC inspection results 
and other correspondence.  (By comparison, the SCCI process draws primarily from NRC inspection findings, a 
much narrower and smaller data set than is examined in the licensee’s safety culture monitoring process.) 

These inputs are scrutinized for cultural implications and discussed by a multi-disciplinary panel of members 
(typically middle managers) from across the site organization.  The panel is expected to hold a collegial, self-
critical discussion of the items perceived as having cultural implications.  From this discussion, the panel 
identifies any cultural concerns and actions that are most likely to address those concerns.  In addition to 
aiding in the development of insights and actions, the panel discussions promote site awareness of cultural 
health and ways to arrest adverse trends in cultural health. 

The NRC staff has asked about the level of the NRC’s role in safety culture oversight, and about the 
consistency and rigor of implementation, openness, and independence in the licensee’s culture monitoring 
process. From industry’s experience in implementing the NEI 09-07 process since 2011, the industry offered 
the following answers to the staff’s key questions. 

1. Licensee/NRC Roles:  As noted in the Safety Culture Policy Statement,23 the licensee is chiefly 
responsible for safety and security and for monitoring and trending performance as part of its safety 
culture program.  Any NRC role in culture monitoring must recognize that the licensee is responsible 
for the health of site safety culture and for determining the best way to monitor and manage the 
culture.  A more intrusive NRC role in monitoring or managing culture could threaten to disempower 
licensee management.  Thus, the NRC role in safety culture monitoring should be providing 
independent oversight that confirms the licensee is fulfilling its responsibility for monitoring and 
maintaining a healthy safety culture.  As noted previously, the NRC presently has a wide range of 
regulatory tools to oversee cultural health and communicate any concerns the agency may have 
about it. 

2. Consistency and Rigor:  Experience from initial implementation of NEI 09-07 has shown that the 
culture monitoring process must be tailored to the circumstances of each site (e.g., organizational 
structure, site population, regional influences, business processes).  A one-size-fits-all approach does 
not work well.  This creates an unavoidable tension between the rigor and consistency in 
implementation that the NRC finds generally desirable in regulatory applications and the unique and 
diverse factors influencing organizational cultures.   

                                                           
23 76 FR 34773, Nuclear Regulatory Commission, “Final Safety Culture Policy Statement”, June 14, 2011. 
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3. Openness:  Employee trust and confidence in the culture monitoring process is vital.  This includes 
trust that employee opinions and perceptions shared with an expectation of privacy and anonymity 
will be protected from public disclosure.  Any breech of this trust is likely to have a chilling effect on 
the willingness of employees to speak frankly about their concerns with the culture.  (Examples of 
public disclosure of information employees shared in confidence have occurred on the Prairie Island 
and Palisades dockets, in recent years.) Any NRC role in culture monitoring must treat detailed 
information about employees’ cultural concerns as privileged information not subject to public 
disclosure. 

4. Independence:  To reduce the likelihood of “groupthink”, site organizations bring outside 
perspectives into the culture monitoring process in a variety of ways.  Examples include: (a) Site 
Nuclear Safety Review Boards independently review site safety culture by reviewing safety culture 
monitoring reports and surveys, attending safety culture monitoring meetings, and conducting 
interviews; (b) Site Nuclear Oversight (NOS) organizations monitor safety culture and cross cutting 
areas through field observations, interviews, meeting attendance, and observation and assessment 
of the safety culture monitoring panel or site leadership team meetings; (c)  Quality Assurance/NOS 
audits of the culture monitoring process; (d) external  representatives from other stations in the fleet 
or from the corporate office attend and assess culture monitoring panel meetings; (e)  outside 
consultants are sometimes used to observe and assess the monitoring process meetings; 
(f) benchmarking of culture monitoring practices at other sites across the industry. In addition, INPO 
adds another outside perspective on site culture through INPO’s recurring evaluations and surveys of 
organizational effectiveness.   
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Attachment 4 

Examples of Nuclear Safety Culture Panel Results 

Following are examples of cultural insights from Nuclear Safety Culture Monitoring Panels obtained from a 
sample of U.S. operating plants. 

Site 1 

Trait QA – Questioning Attitude24 

 Improvement Opportunity 2012Q2 through 2012Q3:  The NSCMP confirmed an issue identified by 
station leadership - Emerging negative trend in "Stop when Unsure" behaviors. 

Trait LA – Leadership Safety Values and Actions 

 Improvement Opportunity 2013Q3 to present:  The NSCMP confirmed an issue identified by Nuclear 
Safety Culture Assessment survey; two weaknesses were identified as part of the assessment 
requiring additional communications on the online work integrated risk management process and 
leadership.   

Trait DM – Decision Making 

 Improvement Opportunity 2012Q2 through 2012Q3:   The NSCMP identified an issue – Deficiency 
identified in Nuclear Safety Culture Principle 4.   

 Improvement Opportunity 2013Q3 to present:  The NSCMP confirmed an issue identified by station 
leadership – Early signs of declining plant performance.  

Trait CL – Continuous Learning 

 Improvement Opportunity 2012Q3 through 2013Q1:  The NSCMP identified an issue – Improvement 
Opportunity noted in Nuclear Safety Culture Principle 7.   

Trait WP – Work Processes 

 Improvement Opportunity 2012Q2 to present:  The NSCMP identified an issue – Deficiency identified 
in Nuclear Safety Principle 5. Subsequently, Management has missed opportunities to elevate 
significance level and depth of analysis for some human performance and equipment issues resulting 
in tolerance of repetitive or long standing conditions. 2) Supervisors and workers are not consistently 
preparing for job briefings to achieving event-free performance on risk significant job tasks, 
adversely affecting personnel safety and plant equipment. 

Site 2 

Improvement desired in the following INPO attributes25:   

1F – Understand the importance of adherence to standards.  Healthy accountability for shortfalls 
5F – Plant activities are governed by comprehensive, high quality processes and procedures 
5H – Work Planned/performed per established procedures/processes 
5D – Equipment is meticulously maintained 

                                                           
24Examples from Site 1 are presented in the terminology of INPO 12-012, “Traits of a Healthy Nuclear Safety Culture”, which became effective 
July 1, 2013. 
25 Terminology in this example is from INPO’s “Principles for a Strong Nuclear Safety Culture”, November 2004, which was used in safety culture 
assessments and culture monitoring panel meetings until INPO 12-012 became effective on July 1, 2013. 
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Site 3 

During the NSCMP in the third quarter of 2013, it was determined that personnel within the plant 
organization have taken inappropriate actions after making a conscious decision to not implement a 
requirement that is established and understood.  This was the result of four events where barriers were less 
than adequate for personnel to fully understand that they applied to their actions, including disciplinary 
actions up to termination.  Conclusions by the NSCMP stated that attribute OG5F – Task and individual 
accountability not made clear to the worker, applied to this trend (relates to INPO Principles 1, 2, 4). 
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Attachment 5 

Hypothetical Scenario Exercising the Alternative Model 

The following presents a hypothetical scenario to illustrate NRC’s ability to oversee safety culture and 
corrective action, communicate concerns and influence licensee performance in these areas, according to the 
industry model shown in Attachment 1. 

Identification of the Problem: 

The NRC Resident inspector was performing a daily review of CAP documents and an output of the NSCMP 
indicated an adverse trend in Principle 3, Trust Permeates the Organization.  The Condition Report indicated 
this was recognized through several instances where personnel errors were attributed to supervisory 
communications being less than adequate on standards and use of human performance tools.  Workers 
indicated that their supervisor was either unclear on the standards, had waffled on the standard, or failed to 
allow the worker to attend human performance training due to scheduled resource concerns.   One worker 
recalled an all-hands meeting where the site vice president committed to ensure everyone had an 
opportunity to attend such training.  There were also two entries in the Employees Concern Program in the 
last year that identified the human performance training as inadequate when supervisors observed field 
behaviors.  Workers were unsure of what they were supposed to do to get a positive observation response.  
This was also shown in the observations where several unsatisfactory observation comments stated the 
workers seemed to hesitate and were unsure of fundamental standards for field worker behaviors.  All this 
led to the CR and assignment of an apparent cause evaluation (ACE). 

[Note- In this scenario, several sources of inputs were used to identify the concern, e.g., CR database, ECP, 
and Field Observations coupled with the cognizant site leaders collecting their thoughts in a meeting format.] 

Resident Inspector Actions: 

The resident inspector discussed this with the site VP who seemed skeptical but wanted to watch the process 
work itself through to completion.  The resident inspector determined that monitoring the results of this CR 
was important. 

Licensee Actions: 

The apparent cause evaluation was completed on schedule and determined that the concern was not a trend 
and no corrective actions were required.   

NRC Regional Actions: 

During the time frame of the apparent cause evaluation, the resident inspector talked with a few workers 
and asked questions regarding whether standards were clear and inquired about the human performance 
training.  The inspector reviewed the HU training modules, talked with the instructors and concluded the HU 
training was deficient, attendance was not comprehensive, and HU needed more attention before 
degradation in HU behaviors resulted in a plant event.  The resident inspector reviewed the results of the last 
IP 71152 PI&R inspection from the previous year.  This inspection found that two apparent cause evaluations 
had insufficient detail and inadequate corrective actions.  This resulted in a finding against the CAP program 
in causal evaluations.  The resident inspector, in consultation with the Regional Branch Chief, decided to ask 
the Region for a focused PI&R inspection of a smart sample of CRs focused on apparent cause evaluations.  
The Director, Division of Reactor Programs communicated to the Plant Manager that this was an important 
issue and on the Region’s “radar”.  The Regional Administrator communicated the same message to the site 
VP and ensured the executives were aware of the importance of the issue.  The resident inspector, who had 
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communicated with the site VP and plant management of the NRC’s concern on this CR, observed the NSCMP 
members reinforcing safety culture principles and rejecting this apparent cause evaluation through the CARB 
(Corrective Action Review Board) process, aligning with the inspector’s thoughts and comments. 

The focused PI&R inspection concluded that CAP issues were not getting the proper evaluation rigor and 
management attention during the evaluation phase.  The NRC issued a Level IV violation against Appendix B, 
Criterion 16, for the licensee’s failure to ensure that proper evaluation measures were in place to assure that 
conditions adverse to quality were promptly identified and corrected. 

Licensee Actions: 

The site responded to the violation with commitments (required by the violation response to restore 
compliance) to enhance the evaluation process through training and procedure changes.  The site also 
committed to add a process expert on every full apparent or root cause team.  The resident inspector 
reviewed the commitments and closed the violation based on the licensee meeting the commitments, 
improved process performance indicators, observed sustained improved performance of the evaluation 
process.  Additionally, the inspector observed improved worker confidence in CAP and station management.  
This violation and CRs were inputs to the next NSCMP where this specific topic was discussed. 

 


