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EXECUTIVE SUMMARY
Millstone Units 2 & 3
NRC Inspection Report 50-336/99-11; 50-423/99-11
During the week of October 4 - October 8, 1999, an inspection team assessed the effectiveness
of programs to resolve employee concerns using Inspection Procedure 40001, "Resolution of
Employee Concerns." The team leader provided the preliminary inspection results at an exit
meeting conducted on October 8, 1999.
The Employee Concerns Program (ECP) department was adequately staffed and was effective
in handling employee concerns. Generally, key performance indicators (KPIs) showed positive
or steady trends and performance in the ECP area. However, two KPIs, the backlog of cases
under investigation and the backlog of open ECP corrective actions, showed negative trends.
To help reduce the backlog of cases under investigation, the licensee was training an individual
to become an ECP investigator. However, site management attention is warranted to address
the increasing backlog of ECP corrective actions. The ECP department continued to perform
thorough investigations. The quality of the ECP case files was high, with good investigative
work noted. In all but one ECP case file, the investigations properly supported the conclusions.
The ECP department reopened this investigation. The ECP department did not begin an
investigation into a potential harassment, intimidation, retaliation, and discrimination (HIRD)
issue until eight weeks after they had received the concern. The licensee is considering
enhancing their process to prevent recurrence. (Section 2.1)
The "People Team" effectively focused on emerging issues and coordinated follow-up actions.
Action was taken in a timely manner to evaluate and address potential safety conscious work
environment issues. The "People Team" made improvements in establishing accountability for
and tracking of actions. The Core Group and the targeted workplace surveys were effective
tools for monitoring the safety conscious work environment at Millstone. The survey reports
provided a thorough evaluation of the survey results. However, the recommendations did not
always result in timely, proactive corrective actions. Team interviews found that site employees
were familiar with programs and processes for handling concerns, and they would be willing to
raise nuclear safety concerns. The Safety Conscious Work Environment (SCWE) department
used the SCWE Case Process appropriately to address significant concerns based on
established criteria. Action plans were well developed, and planned actions and assessment
activities appeared to have been implemented in a timely manner. The team identified
discrepancies in the documentation and tracking of actions and assessment activities, most
notably in older case files. The Executive Review Board process was thorough and functioned
as designed to ensure upcoming personnel actions were appropriate, and not the result of
harassment, intimidation, discrimination, or retaliation. (Section 2.2)
The Employee Concerns Oversight Panel (ECOP) was effective in providing oversight of the
safety conscious work environment at Millstone. The team determined that the ECOP quarterly
report was comprehensive and provided detailed information that site management could use to
assess the safety conscious work environment at Millstone. (Section 2.3)

ii

Nuclear Oversight (NO) is not periodically auditing SCWE department process activities as
described in the SCWE Assessment Plan. As a result, management needs to decide whether
the NO department should undertake this function. (Section 2.4)
Little Harbor Consultants (LHC) observed that there has been improvement in most areas since
June 1999. All programs and policies put in place to enhance site performance with respect to a
safety conscious work environment are functioning reasonably well. (Section 3.0)
The team's findings and LHC's findings were very similar. Both noted overall improvement in
most areas since the previous assessment in June 1999. (Section 4.0)
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1.0

BACKGROUND
From October 24, 1996, until March 11, 1999, the licensee was under an NRC Order to
develop, implement and maintain a comprehensive plan for handling Millstone employee
safety concerns. In addition, the Order required independent third party oversight of the
employee concerns program and safety conscious work environment, which was
provided by Little Harbor Consultants (LHC).
To address the licensee's progress in this area, the NRC performed three team
evaluations of the employee concerns program in December/January 1997, August
1998, and October 1998. After the NRC and LHC determined that the licensee had
made adequate progress in restoring a safety conscious work environment at Millstone,
the Order was closed.
An NRC Staff Requirements Memorandum response dated May 25, 1999, specified that
the NRC would continue to monitor and assess the employee concerns and safety
conscious work environment areas at Millstone using regional initiative inspection
procedure 40001. These inspections would coincide with quarterly, third-party
assessments by LHC. The first NRC 40001 inspection was conducted as part of a
40500 Team Inspection at Millstone Unit 3 in June 1999, and the results were
documented in NRC Inspection Report 50-423/99-07, dated August 27, 1999.

2.0

PROGRAMS TO RESOLVE EMPLOYEE CONCERNS
The licensee has various departments to identify and resolve employee concerns, and to
monitor the safety conscious work environment at Millstone. The key departments that
fulfill these objectives are the Employee Concerns Program (ECP) and the Safety
Conscious Work Environment (SCWE) departments, which are part of the Human
Services organization, the Employee Concerns Oversight Panel (ECOP), which is an
independent department that reports to the President and CEO - NNECO, and to a
lesser degree, Nuclear Oversight. Although the licensee stresses the preferred avenue
for concern resolution is through immediate supervision, the ECP department provides a
supplemental or alternative path for the receipt and resolution of employee concerns.
The SCWE department provides direct and concentrated support for the Millstone station
in its effort to enhance the quality of the work environment. The ECOP department
independently assesses and monitors the Millstone station employee workplace and the
effectiveness of the licensee in facilitating a safety conscious work environment. As
stated in the SCWE Assessment Plan, the Nuclear Oversight department periodically
assesses SCWE department process activities.

2.1

Employee Concerns Program (ECP)

2.1.1

ECP Department Staffing and Performance

a.

Inspection Scope
The team evaluated the ECP department to determine whether it was adequately staffed
and was effective in handling employee concerns. The team reviewed organization
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charts, interviewed ECP department managers and investigators, and reviewed several
monthly ECP reports.
b.

Observations and Findings
The ECP department was managed by the Director - Employee Concerns Program, who
reported directly to the Vice President - Human Services. Two managers, the Manager
of ECP Investigations and the Manager of ECP Programs, reported to the Director.
Within the investigations section were five licensee investigators, three contractor
investigators, and one individual in training to become an investigator. Since the
previous NRC 40001 inspection in June 1999, the team noted that two ECP investigators
were on rotational assignments, one outside the ECP department and the other to the
programs section. Within the programs section were two individuals who were
responsible for entering, tracking and verifying completion of corrective actions, and
developing and tracking key performance indicators (KPIs).
The team examined KPIs recently published in the June, July and August 1999 ECP
Monthly Reports. One KPI, the average number of concerns received per month from
June 1999 through August 1999 remained essentially constant (21) as compared to the
first five months of 1999 (20). However, the team noted that there was a significant drop
in the number of concerns received for the month of September (12). Generally, more
than half the concerns received involved human relations and management-type issues;
a minority of the concerns dealt with nuclear safety issues or harassment, intimidation,
retaliation and discrimination (HIRD) issues. In comparison, the number of allegations
received by the NRC during the first five months of 1999 was 14, but only 4 were
received from June 1999 through August 1999. None were received during September
1999.
Another KPI of interest, the average monthly age of cases under investigation went from
26 days to 23 days, a positive trend. However, two other KPIs of interest, the backlog of
cases under investigation went from 18 days to 22 days, and the number of open
corrective actions from ECP investigations went from 24 to 33, both negative trends. It
appeared that the increase in the backlog of cases under investigation could be
attributed to the rotation of two ECP investigators as noted above. The increase in the
number of open corrective actions might be attributed to granting extensions, which was
also noted in the NRC's previous 40001 inspection in June 1999. The Manager of ECP
Programs recently issued a memorandum to corrective action owners informing them
that all future requests for extensions would require good justification, and as a rule,
extensions would not be granted for corrective actions needed to fix adverse conditions
in plant systems or organizational quality.

c.

Conclusions
The team found that the ECP department was adequately staffed and was effective in
handling employee concerns. Generally, KPIs showed positive or steady trends and
performance in the ECP area. During 1999, the average number of concerns received
per month by the licensee has remained essentially constant, while the number of
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allegations received by the NRC has been decreasing. Although an early sign, these
numbers could indicate that site programs are better at addressing employee concerns.
However, two KPIs, the backlog of cases under investigation and the backlog of open
ECP corrective actions, showed negative trends. To help reduce the backlog of cases
under investigation, the licensee was training an individual to become an ECP
investigator. However, site management attention is warranted to address the
increasing backlog of ECP corrective actions.
2.1.2
a.

ECP Case Files
Inspection Scope
The team reviewed ECP case files received between June 1 and September 30, 1999,
and interviewed ECP personnel to determine if the concerns were appropriately
classified, and whether potential nuclear safety issues and harassment, intimidation,
retaliation and discrimination (HIRD) issues were effectively addressed and resolved.

b.

Observations and Findings
The team reviewed a database description of all concerns received (72) by the ECP
group between June and September 1999. Generally, the concerns were accurately
described and appropriately classified by the ECP department as nuclear safety
significant or potential HIRD issues. However, the team found one description that was
vague, which was also improperly classified by the ECP department as nuclear safety
significant when it should have been classified as a potential HIRD issue. Despite this
misclassification, the case file was being handled as a potential HIRD issue, and the
licensee subsequently corrected the administrative error.
Of the 72 concerns received, the team reviewed 13 case files that were handled using
the normal ECP process or the rapid resolution process. The rapid resolution process is
used to address less complex concerns in a prompt manner without using portions of the
normal ECP process, most notably an investigation. These case files were in various
stages of completion (Investigation Ongoing, Investigation Complete, Resolved, or
Closed). The team determined that all the files were maintained in an officially
designated secure location accessible only to ECP investigators and staff, or other
authorized individuals. All concerns were formally documented in sufficient detail, and if
appropriate, had well-designed plans for an investigation. The concerned individual
could request confidentiality, if wanted. The concerns were screened and prioritized
based on their significance. A formal acknowledgment letter of the receipt of the
concern, including specific details, was sent to the concerned individual. Interim status
was provided to concerned individuals on a regular basis. Records of pertinent
conversations, interviews and meetings were included in the files. Closure letters were
sent to the concerned individuals that appropriately described the resolution of their
concerns. The team determined that the quality of the case files was high, with good
investigative work noted. The addition of an ECP Investigation Report Review Checklist
enhanced case files. This checklist contained technical, administrative and file content
attributes to help ensure the file was complete before it was closed.
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With respect to ECP Case File 754 (Investigation Complete), the team determined that a
questionable analysis was used to determine that a chilling effect did not exist. The
investigator based the analysis on a December 1998 Culture Survey that indicated that a
good safety conscious work environment existed within the concerned individual's
department. However, the concerned individual brought the concern to the ECP
department six months after this survey was taken. Therefore, the impact of this concern
was not known in the department. Based on this concern and other concerns from LHC,
the licensee planned to reopen the investigation.
With respect to ECP Case File 791 (Investigation Open), the team noted that there was
an eight-week delay from when the ECP department received the concern until the
investigation was started. This is significant because the concern involved a potential
HIRD issue. After receipt of the concern on August 12, 1999, the ECP investigator
developed a concern statement within a day so that the concerned individual could edit
and sign it. However, several attempts to have the concerned individual sign the
statement were unsuccessful, which eventually took more than four weeks. The
investigation was finally started on October 1, 1999. The Director - Employee Concerns
Program, explained that they were hesitant to begin the investigation since the
concerned individual had not yet finalized and signed the statement, and agreed to
proceed with his/her concern. The team determined that there was sufficient information
gathered during an initial intake of the concern such that an investigation could have
begun. The licensee was reviewing the "Employee Concerns Processing Manual" to
determine whether they should develop a triggering mechanism to expedite the receipt of
nuclear safety significant concerns or potential HIRD issues.
c.

Conclusions
The team concluded that the ECP department continued to perform thorough
investigations. The ECP department was adequately defining the concerned individuals'
issues. Communications with the concerned individuals were acceptable and the ECP
department was properly protecting their identities. The quality of the ECP case files
was high, with good investigative work noted. In all but one ECP case file, the
investigations properly supported the conclusions. The ECP department reopened this
investigation. The ECP department did not begin an investigation into a potential HIRD
issue until eight weeks after they had received the concern. The licensee is considering
enhancing their process to prevent recurrence.

2.2

Safety Conscious Work Environment (SCWE)

2.2.1

Coordination of SCWE Activities

a.

Inspection Scope
The team evaluated the methods used by the Human Services organization to
coordinate SCWE activities. The team reviewed the SCWE Assessment Plan and
SCWE Handbook, attended meetings, and conducted interviews with SCWE department
management and staff.
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b.

Observations and Findings
The "People Team," led by the Vice President - Human Services, and consisting of
directors and managers from SCWE, ECP, ECOP, Human Relations, and the Legal
Department, met daily to discuss and coordinate SCWE activities. Daily "People Team"
meetings appeared to be effective for discussion of emerging issues and coordination of
follow-up actions. The team observed two examples of timely action and good
coordination on emerging issues. In one case the "People Team" took action to promptly
evaluate a potential chilling effect issue raised in a condition report (CR). In this case,
the initiator of the CR reported the issue to the SCWE department. SCWE personnel
also perform an informal review of CRs on a routine basis, which would likely have
identified the issue. In the second case, which was prior to the inspection, the ECP
department identified a potential chilling effect in a work group. The "People Team"
initiated a "Rapid Response" and conducted a work group survey within a week of
identification of the issue.
During the previous NRC evaluation of this area in June 1999, it was noted that
previously identified weaknesses in accountability for assignments determined by the
"People Team" had recurred. During this inspection, the team observed clear
assignment of responsibilities during the meetings and team members were held
accountable for completion of assigned actions within established schedules. Open
issues were tracked in a database and discussed at least weekly. Although there was
no formal mechanism for closure of "People Team" issues, there was no indication that
issues were closed prior to resolution or transfer to the appropriate program (i.e., ECP or
SCWE case).

c.

Conclusions
The team concluded that the "People Team" effectively focused on emerging issues and
coordinated follow-up actions. Action was taken in a timely manner to evaluate and
address potential safety conscious work environment issues. The "People Team" made
improvements in establishing accountability for and tracking of actions.

2.2.2
a.

Monitoring and Assessment of SCWE
Inspection Scope
The team evaluated the plans and processes used to assess the safety conscious work
environment at Millstone. The team reviewed the SCWE Assessment Plan, interviewed
SCWE department personnel, and examined survey results.

b.

Observations and Findings
The SCWE Assessment Plan delineates a number of assessment tools to be used to
monitor and assess the safety conscious work environment at the site. These tools
included, but were not limited to: 1) performance indicators; 2) culture surveys; 3)
leadership assessments; and 4) employee feedback. The multiple tools are intended to
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provide both oversight and early detection of precursors that could challenge a safety
conscious work environment.
Core Group workplace surveys are administered each quarter for trending the work
place environment. The team reviewed the results of the survey administered for the
second quarter of 1999. The survey report thoroughly analyzed the results and provided
specific recommendations to address negative trends identified by the survey. However,
the team observed that some of these recommendations did not result in timely,
proactive corrective actions. For example, a recommendation was made to track the
completion of employee performance reviews. This recommendation did not appear to
be proactive or effective in addressing the identified negative trend in providing
employees with timely performance feedback. As a result, a significant quantity of
employee performance reviews had not been completed on schedule.
Recommendations were also made for the "People Team" communications task force to
develop recommendations to communicate the survey results to the site and to develop
a survey to assess the effectiveness of vertical communications. The task force was
established in mid-August. However, at the time of the inspection neither of these
actions were complete. Therefore, since these preliminary steps were not complete, no
corrective actions had yet been identified.
The SCWE department also used targeted workplace surveys to assess areas of
potential concern. These surveys were administered either in response to identification
of an area with a potential chilling effect or based on a proactive request from
department management. These surveys appeared to be an effective tool for assessing
the workplace environment for raising safety concerns and provided a timely mechanism
for evaluating the need for further actions. However, recommendations from these
targeted surveys were not always specific and were not always formally tracked.
Nevertheless, in one case reviewed by the team, responsible department management
appeared to have used the survey results and had taken action to address the identified
areas of concern.
A site-wide Culture Survey was conducted semiannually in 1996, 1997, and 1998.
Based on employee feedback and decreasing response to the last several surveys, the
licensee changed the frequency of administration of the survey from semiannual to
annual, with the next Culture Survey planned for November or December 1999. Rather
than using an established survey with site specific questions added, as was past
practice, the next Culture Survey will be specifically designed to address the site's vision,
mission, and goals. This Culture Survey is intended to assess the health of the safety
conscious work environment at Millstone. The team also noted that the licensee had
considered the challenge of comparing future survey results with previous survey results.
During this inspection, the team randomly interviewed 13 site employees concerning the
safety conscious work environment at Millstone. All interviewees were familiar with the
various site programs and processes that they could use to raise concerns. All of them
indicated that they would be willing to raise nuclear safety concerns if they had any, and
that they would go to their supervisor first. Three interviewees had used the ECP
department in the past, with two of them having had a negative experience. However, all
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three individuals indicated that they would use the ECP department again if the need
arose.
c.

Conclusions
The team concluded that both the Core Group and the targeted workplace surveys were
effective tools for monitoring the safety conscious work environment at Millstone. In
particular, targeted workplace surveys were used to provide timely assessment of
potential areas of concern. The survey reports provided a thorough evaluation of the
survey results; however, the recommendations did not always result in timely, proactive
corrective actions. A future planned site-wide Culture Survey is intended to assess the
health of the safety conscious work environment at Millstone. Team interviews found
that site employees were familiar with programs and processes for handling concerns,
and would be willing to raise nuclear safety concerns.

2.2.3
a.

SCWE Cases
Inspection Scope
The team assessed the effectiveness of the SCWE Case Process to identify, document,
and resolve significant challenges to the safety conscious work environment at Millstone.
The team interviewed personnel and reviewed SCWE case files.

b.

Observations and Findings
The purpose of the SCWE Case Process is to ensure significant challenges to a safety
conscious work environment are identified, documented, and resolved. The SCWE
Case Process guideline has established criteria for opening an SCWE case, which
appear to be conservatively applied. Review of open and closed SCWE case files for
the past two years indicated that approximately 50 percent of the cases were initiated
from Culture Surveys and Leadership Assessments, and the remainder were initiated
from other sources such as ECP cases or specific events.
For each SCWE case, an action plan was developed and revised as necessary, which
detailed the issues involved; the actions taken and planned; and assessment measures
to ensure the problem was resolved. Most cases had well-developed, documented
action plans. However, tracking and documentation of the completion of actions and
assessment activities were inconsistent. For example, culture survey results were
missing from some files, and in a number of cases there was no supporting
documentation to indicate that planned actions had been completed. For some cases,
the planned actions were specifically tracked in the corrective action tracking system, but
for others, only a general action was tracked or no actions were tracked. In general, the
tracking and documentation of actions in the more recent case files were better than that
in older case files. In spite of the deficiencies in documentation and tracking, the team
found no evidence that planned actions were not completed or that SCWE cases were
closed prematurely.
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c.

Conclusions
The SCWE department used the SCWE Case Process appropriately to address
significant concerns based on established criteria. Cases were initiated from
a variety of
sources. Action plans were well developed, and planned actions and assessment
activities appeared to have been implemented in a timely manner. The team
identified
discrepancies in the documentation and tracking of actions and assessment
activities,
most notably in older case files.

2.2.4 Executive Review Board (ERB)
a.

Inspection Scope
The team reviewed ERB-related documents, interviewed SCWE department
personnel,
and attended a meeting to determine if the ERB was effective in ensuring
impending
personnel actions were appropriate.

b.

Observations and Findings
The team reviewed the ERB Charter, Revision 11. This charter has not changed
since it
was last reviewed during the NRC 40001 inspection in June 1999. The team
attended
an ERB meeting held on October 5, 1999. At the meeting, each case for action
was
presented and the ERB members asked questions to clarify specifics before
a decision
was made. In a case where there were unanswered questions, the case
hold. The team determined that the ERB functioned in accordance with itswas put on
the SCWE department reviewed or screened personnel action information Charter and
prior to the
ERB meeting, as required by the Charter.
The team reviewed selected portions of Self-Assessment 99-SCWE-3, "Assessment
the Effectiveness of the Millstone Executive Review Board," which was performed of
in
August 1999, and issued in early September 1999. The self-assessment
concluded
that
the ERB was effective in ensuring that individuals were not subject to potentially
adverse
employment actions because of having engaged in a protected activity. The
assessment also provided a number of recommendations for improving and self
streamlining
the ERB process. Although some actions were in process to address these
recommendations, the team found that they had not yet been entered into
the action item
tracking and trending system (AITTS). At the close of the inspection, the licensee
was in
the process of writing a condition report (CR) to get these recommendations
into AITTS
to ensure they get addressed.

c.

Conclusions
The team concluded that the ERB process was thorough and functioned as
designed to
ensure upcoming personnel actions were appropriate, and not the result of
harassment,
intimidation, discrimination, or retaliation.
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2.3

Employee Concerns Oversight Panel (ECOP)

a.

Inspection Scope

b.

The team assessed the effectiveness of the ECOP department
in providing oversight of
the safety conscious work environment at Millstone. The team
reviewed ECOP-related
documents, and discussed ECOP processes, activities, and oversight
conclusions with
ECOP members.
Observations and FindinQs
The team reviewed the ECOP Charter and protocols. The Charter
was being revised
primarily to reflect that the Manager - ECOP, will be reporting to
the Senior Vice
President and Chief Nuclear Officer - Millstone, instead of the President
and Chief
Executive Officer - NNECO. The ECOP protocols were also being
changed into
guidelines so that they fit into Millstone's standard procedure format,
which will provide
for better detail and an enhanced process for revision and approval.
The team reviewed ECOP self-assessment 99-ECOP-01 (issued
June 17, 1999) that
was conducted to determine if the commitments made in the Employee
Concerns
Comprehensive Plan were appropriately implemented. The self-assessment
found that
of the 13 comprehensive plan commitments, five had not been fully
implemented and
one had not been implemented. Recommendations were included
in the self
assessment to address these findings and a CR (M-99-2368) was
initiated to enter the
recommendations into the AITTS to ensure the items get addressed.
The team reviewed the ECOP's Report for the second quarter of
1999, and found it to be
comprehensive in that it provided a status of the safety conscious
work environment at
Millstone. The report documented that the safety conscious work
environment was
currently satisfactory, but uncertainty in the workforce due to ongoing
and upcoming
changes (i.e., reorganization, reduction in staff, changing owners)
could have an impact
on the safety conscious work environment at Millstone.
ECOP members networked with the Millstone employees to closely
monitor the safety
conscious work environment. Methods used by ECOP members
to network included
surveys, focus groups, interviews, meeting attendance, and observations.
The findings
obtained from this networking were documented in the ECOP quarterly
report.

c.

Conclusions
The team concluded that the ECOP was effective in providing oversight
of the safety
conscious work environment at Millstone. The team determined
that the ECOP quarterly
report was comprehensive and provided detailed information that
site management could
use to assess the safety conscious work environment at Millstone.
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2.4
a.

Nuclear Oversight (NO)
Inspection Scope
The team examined NO's role in assessing SCWE department
process activities. The
team interviewed NO department personnel, reviewed the SCWE
Assessment Plan, and
reviewed an associated NO department procedure.

b.

Observations and Findings
According to the SCWE Assessment Plan, NO periodically
conducts assessments of the
SCWE department's activities, focusing on process aspects,
exclusive of concern case
files and other confidential information. Areas for assessment
include SCWE case
processing, ERB Charter implementation, and monitoring KPIs.
The team found that NO
has not been performing these activities; however, NO began
assessing the safety
conscious work environment during the third quarter of 1999,
as part of their normal field
oversight duties. NO used their standard field observation forms,
which they revised to
include an additional block that the observer checked as to
whether safety conscious
work environment related activities were satisfactory or unsatisfactory.
In addition, the
form had a provision to add notes or comments concerning
the safety conscious work
environment. At the time of this inspection, the information
gathered had not yet been
evaluated. Additionally, NO also issued Nuclear Oversight Surveillance
Guide E.4.3.X,
Revision 2, which delineated attributes to be considered when
evaluating the safety
conscious work environment. This surveillarice is scheduled
to be performed for the first
time in the fourth quarter of 1999.

c.

Conclusions
The team concluded that NO is not periodically auditing SCWE
department process
activities as described in the SCWE Assessment Plan. As
a result, management needs
to decide whether the NO department should undertake this
function. However, NO
recently began actions to assess the safety conscious work
environment at Millstone as
part of their routine observation activities.

3.0
a.

THIRD PARTY ASSESSMENT
Inspection Scope
The team reviewed Little Harbor Consultants' (LHC) plan to
assess the safety conscious
work environment at Millstone from October 4 to 8, 1999. The
team interacted with
members of the LHC assessment team and attended portions
of an all-day Leadership
Meeting held off-site on October 7, 1999. The team attended
LHC's debrief with licensee
management on October 8, 1999, and reviewed LHC's assessment
report dated October
19, 1999. The team compared LHC's finding with the team's
findings.
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b.

Observations and Findings
The purpose of this LHC assessment, as stated in LHC's
plan, was to evaluate licensee
progress made in response to findings from their previous
assessment in June 1999.
LHC interviewed licensee managers and employees, reviewed
ECP case files, and
attended several meetings, including a People Team Meeting
and the Leadership
Meeting. A member from LHC also made a presentation
at the Leadership Meeting, the
topic being "SCWE in a Competitive Environment."
LHC observed that there has been improvement in most
areas since June 1999.
Millstone is meeting or exceeding all regulatory requirements
and expectations
concerning a safety conscious work environment. The ECP
department continues to
improve and is one of the best in the country. However,
they improperly evaluated one
potential HIRD case file, and the licensee agreed to reopen
the investigation. LHC felt
that licensee management should also be attentive to how
long it takes to close some of
the ECP case files.
LHC observed some examples where employees went
directly to the ECP department
rather than raise their concerns with their management.
LHC observed that licensee
management should be aggressive in dealing with employee
concerns, and not rely on
the ECP department to do so. LHC observed that there
is no clear strategic plan or
objectives to measure progress for dismantling the extraordinary
programs that are in
place to deal with employee concerns.
LHC found that the all day Leadership Meeting was very
well organized and effective.
The team attended portions of this meeting and found it
effective as well. LHC observed
that the overall demeanor of licensee management in attendance
was a marked
improvement from other such meetings attended by LHC.

c.

Conclusions
LHC observed that there has been improvement in most
areas since June 1999. All
programs and policies put in place to enhance site performance
with respect to a safety
conscious work environment were functioning reasonably
well.

4.0

TEAM FINDINGS VS. LITTLE HARBOR CONSULTANTS
(LHC) FINDINGS
The team's findings and LHC's findings were very similar.
Both noted overall
improvement in most areas since the previous assessment
in June 1999. The ECP
department was performing well, and only several problems
were found in ECP case
files. The team noted that site management attention was
warranted to ensure that they
addressed the increasing backlog of ECP corrective actions.
LHC observed that
management should be attentive to how long it takes to
close out some of the ECP case
files. If corrective actions are closed, case files can be
closed.
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The Leadership Meeting was effective. The team found
that LHC's presentation on
"SCWE in a Competitive Environment" was quite good and
discussed the importance of
first line supervisors addressing employee concerns before
they escalate to the ECP
department. During the presentation, LHC stressed that
the licensee should strive to get
supervisors to manage employee concerns in the future,
and not rely on the ECP
department. Although LHC noted some examples where
individuals went to the ECP
department with concerns as opposed to their management,
all 12 employees
interviewed by the team indicated they would go to their
supervisor first.
5.0

MANAGEMENT MEETING SUMMARY
The team held periodic meetings with licensee management
during
discuss inspection observations and findings. We also discussed this inspection to
a summary of
preliminary findings at the conclusion of the inspection on
October 8, 1999.
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LIST OF ACRONYMS USED
AITTS
CFR
CR
ECOP
ECP
ERB
HIRD
KPI
LHC
NNECO
NO
NRC
SCWE

Action Item Tracking and Trending System
Code of Federal Regulations
Condition Report
Employee Concerns Oversight Panel
Employee Concerns Program
Executive Review Board
Harassment, Intimidation, Retaliation and Discrimination
Key Performance Indicator
Little Harbor Consultants
Northeast Nuclear Energy Company
Nuclear Oversight
Nuclear Regulatory Commission
Safety Conscious Work Environment

