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Organizational Ineffectiveness at Fort Calthoun Station

Condition Report: 2012-039386

A, EXECUTIVE SUMMARY:

Event Date: May 11, 2012
Executive Sponsor: W, Gary Gates
Summary of Events:

Fort Cathoun Station has a history of organizationat effectiveness weaknesses as indicated by I(b)(

I(b)(4)

The Nuclear Regulatory Commission has identitied organizational effectiveness issues in Problem
identification and Resolution (PI&R] Inspections conducted in 2007, 2009 and 2011. A PI&R Root Cause
Analysis (CR2011-10135) identified that Bawed mental models, misguided beliefs, and misplaced values
have driven, influenced and permitted the misalignment of erganizational behaviors, The station has
shown an adverse regulatory trend of violations beginning in 2007, entening action matrix colurmn 3
{95003} in October 2010, then action matrix column 4 in July 2017, 1o eventually Inspection Manual
Chapter 0350 in December 2011.

A ropt cause analysis team was formed 10 evaluate the causes of this organizational ineffectiveness. The
team conducted a root cause analysis on organizational effectiveness related events that occurred from
2007 through May 2012. The team also reviewed the 2012 indegendent Safety Culture Assessment
report and Strategic Talent Solutions {STS) Executive Leadership Assessment summary to validate their
findings.

Condition Report 2012-03986 was initiated when a team of station management personnel and external
conzultants determined that the Fort Calhoun Station’s organizational effectiveness i inadequats. The
team characterized the issue as follows:

"Senior leaders and managers are not providing the necessary !eadershib to improve arganizationa)
perfarmance. Additionally, leagership has failed to be intrusive, set the right priorities, and hoids
persannet accountahle and has not understood major processes or issues affecting marale. As a result,
timelingss and thoroughness of resolution of important issues has been lacking and station performance
has declined significantly,”

The RCA team subsequently developed a prabilem statement that, "The fort Cathoun Station (FCS)
organization has been ineffective in meeting regulatary and industry standards, resulting in untimely

and ineftective resolution of issues contributing to a significant decfing in station performance.”

e ]
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This organizational effectiveness weakness has had a direct negative impact on nuclear, radiclogicat, and
industrial safety and other business aspects. Examples include organizational effectiveness issues
identified in the Yellow externsl flooding finding, the M-2 contactor fallure White NRC identified finding,
and the 1B4A 8us fire NAC Red finding. Industrial safety has been identified by [0 as
lacking sufficient organizatianal oversight and {O)X®) [that station oversight did not
perform adequated organizational challenging of radiclogicat planning for outages.

The analysis identified that there has been inadequate direction, prioritization and oversight from the
“hoard of directors” down to the station leaders. The team identifed three root causes and three
contributing causes. Less than adequate corporate and station governance and oversighy; teaders
functioning more in 3 tactical rather than strategic manner and not valuing atcountability; and lack of
tharough policy implementation as root causes. Three policies were determined 10 be contributing
causes base on the fact that both the policy was weak and needed improving, as well as proper
implementation. Those three policies included the stations Nuclear Safety policy, Change Management
policy, and Communications policy. All three of these policies were identified in the 2012 Independent
Safety Culture Assessment,

The extent of condition was based on the problem statement, interviews conducted, documents
reviewed and the analytical tools used (o assess FCS performance in the area of Qrganizationas
Effectivensss. An extent of condition exists: The team concluded the organizational effectiveness
deficiencies reviewed by this causal analysis extend to those programs, processes, and departments
throughout the organization,

A summary of the causes are as follows:

Root Cause-1 (RCI} ~Less than adequate (LTA) Gavernance and Oversight: The OPPD organization
failed to establish and imiptement the essential attribuites of governance and oversight, including the key
elements of individual roles, responsibilities, and accountabilities to enable FCS to achieve and maintain
high levels of aperational nuclear safety and reliability.

Basis: The OPFD Carporation does nat have a governance and oversight plan with a set of policies,
processes, and programs by which a corporation is directed and controlled, including the roles,
rasponsibilities, and accountability of individuals in the organization, Governance results in the creation
and alignment of organizational structures and policies, the definition of processes, the development of
programs, and the deployment of protedures that establish the standards to guide the operation,
mamtenance, and organizational support of nuclear stations within a corporation.

Absent a governance plan, the OPPD {orporation relied on its strategic plan to provide the standards to
guide the operation, maintenance, and organizational support for FLS. However, the OPPD strategic
plan has an inadequate focus area on nuclear safety. The Corporate plan does not set the essential
vislon, mission, and values {o enable and sustain a culture at FCS that embraces nuclear safety as the
overriding priority. Consequently, FCS management etiminated the station’s strategic plan and did not
have {or develop) an organizational roadmap to achieve operationa! excellence with nuclear safety as
the overriding priority. This has resuited in lack of alignment between depariments. The current FCS




CR2012-03986

vision, mission and strategic need to be reevaluated based ory the stations reguiatory position and drive
the station to regain its regulstory margiin and restart of the station,

An extent of cause is determinad to exist. The team found this cause to bie pervasive through
departmental organization levels at FCS. Therefore, the extent of cause encompasses the scope of the
arpas reviewad by this analysis antt no additional extent of cause is regquired,

Root Cause-2 (RC2) ~ Station Leadership / Culture; Station leaders are more tactical than strategic,
prioritize poorly, delegate little, surrandar oversight, rationalize fow standards and hesitate to hold
persennel accountable, resulting In a culture that values harmony and loyalties over standards,
accountability and performance,

Basis: The 2012 independent Safety Culture Assessment cites examples of a fack of accountability that
permeates the Station at all levels, Accountability is described by most of the individuals interviewed as
the biggest issue for the Station. Mauny individuals in management and supervision do not consistently
exhibit desired behaviors and are not challenged by their managers or peers. Inconsistent
implementation of standards and expectations in work activities are common and are enabled by
ineffective communication around the change management process. Significant management oversight
and attention is needed to communicate the standards and expectations aad implement the
apprapriate and consistent performance management system to hold individuals accountable. The
Strategic Tatent Solutions Leadership Assessment that was performed in 2011 identified these
weaknasses a5 common to station leadership and to date only individual development pians have been
implemented with minimal fallow up.

The station lacks a management model that aligns feadership behaviors to the stations vision, mission
antd values. This model will help define how proper planning, prioritization, oversight and accountability
wilt belp drive the station {o regain regulatory margin and improve averall station performance. This
modei can be used to improve current leadership, but future iraders as well.

An extent of cause Is determined to exist. Due to the pervasiveness and magnitude of issues related to
this root cause there is not an organizational level or departmental arganization at #CS that is not
impacted by the cause, Therefore, the extent of cause encompasses the scope of the areas reviewad by
this anatysis and no additional extent of cause is required.

Root Cause~-3 {RC3) — LTA Policy tmplementation: Less than adequate Policy implementation: The FC5
leaders falled to develop, impfement, and hold people accountakle for implementation of important
palicies and programs, to achieve organizational effectiveness. These include, but are not limited to the
Corrective Action, Operating Experience and Observation Programs.

Basis: Key programs identified by the RCA Team important for organizational effectiveness were not
implemented in accordance with their associated policies. $pecifically, the corrective action program
{CAP), change management, accountability, observations, operational experience {OF), and Self-
Assessment Programs were determined to be ineffective. The Change Management Program
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implementation was treated as a separate contributing cause and is addressed in Contributing Cause-2,
(CC2).

An extent of cause is determined to exist. The team found this cause to be pervasive through
departmental organization ievels at FCS. Therefore, the extent of cause encompasses the scope of the
areas reviewed by this analysis and no additional extent of cause is required.

Contributing Cause-1 (CC1) - The principles and attributes for a strong nuclear safety culture are not
rigorously applied at FCS.

Basis: A healthy safety culture is most often found within an aligned organization that has effective
processes and motivated people. Management has not been able to engage the workforce, provide
healthy avenues for reporting concerns, and beneficially challenge each other to make the right
decisions. In addition, the 2012 Independent Safety Culture Assessment identified many examples of
missed opportunities for the organization to demonstrate the value and priority of safety and several
examples of non-conservative decision making.

As indicated by the 2011 INPO plant evaluation, the organization’s nuclear safety culture is weakened by
difficulties in recognizing the significance of some important issues. in particular, FCS leaders did not
ensure a systematic or thorough investigation when some important safety systems became degraded.
Additionally, leaders have not consistently ensured sufficient organizational preparation for risk-
significant work.

Contributing Cause-2 {CC2) - The Station teadership team does not consistently implement the FCS
Change Management Policy to maintain trust in the organization.

Basis: The INPO Principles for a Strong Nuclear Safety Culture, Principle 3, “trust permeates the
organization,” states that a high level of trust is established in the organization, fostered, in part through
timely and accurate communication. The effects of impending changes {such as those caused by sale or
acquisition, bargaining unit contract negotiations, and economic restructuring) are anticipated and
managed such that trust in the organization is maintained. The 2012 independent Safety Culture
Assessment identified that the station leadership team does not consistently implement the FCS Change
Management Policy. For example: no formalized procedure or change management plan had been
implemented to date with regard to what Exelon Nuclear Partners roles and responsibilities at the
station would be; the centralization of a nuclear procurement process in materials management had not
been formally communicated through a change management plan; and communication around the '
restart of the Station had been largely informal and often through word of mouth.

Contributing Cause-3 {CC-3) — The implementation of the FCS Communication Policy is less than
adequate to build trust and to reinforce a healthy safety culture.

Basis: The 2012 Independent Safety Culture Assessment identified that communication issues were
identified by almost all FCS personnel interviewed as well as by the results on the survey. For example:
contractars don’t have mailboxes and do not receive site communications; indications from interviews

L ]
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ware that perceptions are that the arganization is more concerned ahout what information goes out to
the public than what information employees naed to perform their job; and that the perceived accuracy
of communication across FCS is low. In addition, data from the Behavioral Anchored Rating Scale on
communication indicated that overall ondy 17 percent of the Station intarviewee respondents percaive
that departments keep each other well informed and those individuals ¢can readily gain information
when the need arises.

The corrective actions include:

ForRCY

'CAPR1 {RC1) - Establish corporate governance and oversight policies, processes, ang programs by which
OPPD directs and controls FCS, include the rales, responsibilities, and accountability of individuals in the
organization for implementing the governance.

CAl - Prepare new corporate strategic plan to caver activities of the corporation including nuclear
safety.

CA2 - Establish a corporate support group that includes a focus on nuclear safety that reports directly to
the CEO.

CA3 - implement the revised FCS Vision, Mission, and Values to align with the GPPD strategic plan,

CA4 - Align the FCS organization to the FCS Viskon, Mission, and Values using training, coaching,
performance reviews, accountability, and communications, as applicable.

CAS - Implement an accountability mode¢] for the FCS organization,
CAS - Implement a performance management procass for FCS employees.

CA7 - Implement a process including developing effectiveness measures for the following key programs
{but not limited to}:

» (orrective Action Program
e QOperating Experignce

+  Self-Assessment

+ Observations

s Benchmarking

¢ Human Performance

v Safety Culture

¢ teadership development

» Leadership skills assessment
¢ Succession planning

e Hiring

» - Knowledge transfer
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¢ Workforce planning

For RC2

CAPR2 (RC2) - iImplement 3 management mode! with an emphasis on nuclear safety and continuous
improvement that defines the FCS fundamental objectives, through the misslon, vision, values, guiding
principles, and fundamentals of the organization.

LA8 - Assess the leadership and management capabifities of the entire leadership team and make any
needed changes. (iIndependent assessor)

CA9 - Develop and implement 3 succession planning process for FCS.

CA10 - Link the leadership certification assessment results 1o the FCS succession plan,

CAlLl - implement the existing knowledge transfer process for FCS.

LAl - implement a Strategic Workforce Planning process.

forRC3

CAPR3 {RC3) - Implement an accountability model for the FCS organization, [Reference CAS)
CA13 - Prepare the Qrganizational Effectiveness Recovery Team Charter,

CA14 - Staff and implement the Organizational Effectiveness recavery team. This is a team to ensure
proper implementation of the organizational effectiveness corrective actions,

CAlS - Create an overall Organizational Effectiveness Metru.
CAZY - Develop a “Road Map” to Qrganizational Excellence,

CA22 - Revise the MRM Agenda to have a standing line item o review the status of the QOrganizational
Effectiveness recovery.

CA16 - Revise FCSG-2, Observation Program, to include:

¢ Conduct of peer observations.
s Define specific rating criteria to evaluate field observation for £E, ME, BE, NI
s Assign responsitylity for trending observation findings.

Eorcci

CALY - Revise NPM-1.00, Nuclear Salety, to reguire:

» Safety culture metrics
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s Use of INPO’s Principles for a Strong Nugtear Safety Culture as the gulding principles for
improving performance and nuclear safety margin. Examples inciude pre-job briefings,
meetings, training sessions, and infrequently performed tests and evolution briefings.

For CC2

CAL8 — Determine polities, pracedyres and guidelines that should direct implementation of FG3G-17,
{hange Management.

For CC2

CA19 — Revise the policies, protedure, and guidelines identified in CA-18 that direct implementation of
FC5G-17, Change Management,

For CC3

CA20 - Establish a communications policy to replace NPM-1.06 that provides direction ang axpectations
based on the significance of the issue and the expected communication methods to be used. This policy
should include development of an FCS communications strategy.

8. IEA RS

Team membear were as follows:

W. Gary Gates - CEQ, Omaha Public Power District {Executive Sponsor)

Dave Bannister - SVP-CNO Omahg Public Power Disteict {CR Spoansor)
Richard Haug — Manager, Training, OPPD [Root Cause Team Lead, CR Owner)
Ray Reno ~ Manager, Operations Support, OPPD {Team member)

Patty Yager — Manager, HR Nuclear, OPPD (Team member)

John Madera ~ Congér & tlsea {Roat Cause Analysis investigator)

Mike Stein ~ Conger & Elsea {Team member)

Michael Marler - Exelon QOrganizational Effectiveness Lead (Team member)
Michael Werner - Certre (Team rmember}

C.  CONDITION EVENT DESCRIPTION

A team of station management personnel angd external consyftants determined the Fort Cathoun
Station’s organizational etfectiveness is inadequate. The station has a significamt condition adverse 10
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quality in that it lacks the ability to imofwe arganizational performance. The team characterized the
ssue a5

“Senior leaders and rognagers are not providing the necessary leadership to improve organizational
performance. Additionally, leadership has failed to be intrusive, set the right priorities, and hold
persannel accountable, and to understand major processes or issues affecting morale. As a resull,
timeliness and thoroughness of resolution of important issues has been lacking and statian performance
has declined significantly.”

The significant sequence of events that translated into this inadequate organizational effectiveness
started with |(b)(4) ]combined with organizational leadership changes in the
2007 to 2008 timeframe. Several significant regulatory findings began to surface in the 2008 and 2009,
(bJ4) continued to Idantify some organizational effective weaknesses and the
mainienance and technical training programs were plated on accreditation prabation. Regulatary
findings continued and ultimately resulted in a Yellow finding in 2010. A second significant number of
leadership changes were made in 2010 and 2011 with no change management plan. in 2011 [BX4
again identified organizational effectiveness weaknesses include one with a "nuciear

safety culture” principle tied to it. Further regulatory issues were identified with a white finding for the
M2 contactor problem and 8 red finding for the 1BAA bus fire. See attachmant 4 — Timeline - to see how
station performance declined through this period and its relationship to leadership changes.

D. PROBLEM STATEMENT

The Fort Cathoun Station (FCS} organization has been ineffective in meeting regulatory and industry
standards, resulting in untimely and ineffective resolution of Issues contributing to & significant decline
in station performance. '

E. A F C BUSINESS cT

1. Nuclear Safety impact

Actual impact: Based on document reviews, FCS trganizational ineffectiveness did impact FCS
Technical Specifications {TS) which resulted in both a Yellow external flooding finding and M-2
contactor failure White NRC identified findings. The Yellow violation determined that existing
procedures were inadequate, and would not have protected Fort Calhoun Station safety
systems during flooding conditions [per basis in Technical Specification 2.16) to achieve and
maintain cold shutdown conditions due to external flooding up to10314’ MSL. Inadeguate
procedures were also a cause in the M-2 contactor failure as well. in addition some
organizational effectiveness aspects were identified in the 1B4A bus fire that resulted in a NRC
Red finding. These everts contributed to an erosion of nuclear safety and regulatory margins.
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2. Industrial Safety Impact

Actual impact: Based on document reviews, FCS organizational ineffectiveness did impact the
industrial safety program, [0X9) |

F’)“) identified organizational effectiveness issues with industrial safety
program implementation and oversight at Fort Calthoun Station. The station had an industry
high of twenty-one recordable injuries in 2011.

3. Radiological Safety impact

Actual impact: Based on document reviews organizational ineffectiveness also had a negative
impact on radiological safety, [©)(4) Inoted that managers did
not challenge the adequacy of some radiological work plans, including the evaluation of
contingencies for unexpected canditians during the most recent refueding outage. A lack of
management team intrusiveness in decision-making hes contributed to shortfalls in response to
changing conditions during refueling outages. For Instance, operators did not involve key
managers in the decision to secure shutdown couling following an unexpected ceud burst at the
end of the 2009 rafualing outage before cleanup of reactor coolant system activity.

4. Business or Other Impact

Actual impact: The degradation of organizational effectiveness has had direct and immediate
impact on business performance. The umimely and ineffective resolution of issues has
contributed to a significant dectine in station performance and a change of regulatory oversight
inte Inspaction Manuat Chapter 0350 process. Currently the station has a confirmatory action
fetter that must be addressed prior to station restart,

F. NT DF CONDITIO

The Extent of Condition is defined as the extent which the actual condition exists of may exist with other
plant processes, equipment or human perfarmance,

Extent of condition involves putting a reasonable boundary around the population of other plant
processes, equipment, or human performance jobs or tazks with the potential to exhibit the same
undesired symptoms, circumstances, or effects as the concern being investigated.

Conglusion Statement:

8ased oo the problem statement, interviews conducted, documents reviewed and the anolytical tools
used to assess FTS performance in the areo of orgomzationol effectiveness, en extent of condition exists.
The team concluded the organtzational effectiveness deficiencies reviewed by this tausal analysis
extend to those grogramy, processes, and departments throughout the organization,
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G.  EXTENT OF CAUSE

The Extent of Cause is defined as the extent to which root causes of an identified problem have
impacted (or may have impacted) other plant processes, equipment or human performance.

As stated in RC-1, the OPPD organization has failed to establish and implement the essential attributes
of governance and oversight, including the key elements of individual roles, responsibilities, and
accountabilities to enable FCS to achieve and maintain high levels of operational nuclear safety and
reliability.

Extent of Cause:

An extent of cause is determined to exist. Due to the pervasiveness and magnitude of issues related to
this root cause there is not an organizational level or departmental organization at FCS that is not
impacted by the cause. Therefore, the extent of cause encompasses the scope of the areas reviewed by
this analysis and no additional extent of cause is required

As stated in RC-2, the station leaders are more tactical than strategic, prioritize poorly, delegate little,
surrender oversight, rationalize low standards and hesitate to hold personnel accountable, resulting in a
culture that values harmony and loyalties over standards, accountability and performance.

Extent of Cause:

An extent of cause is determined to exist. Through team interviews, document reviews and
observations made related to this root cause that station leaders’ value harmony and loyalties over
standards, accountability and performance extends to all leadership levels of the organization. The
Strategic Talent Solutions (STS) Leadership assessment also validates this root cause. Based on this
information the extent of cause is bounded by the scope of this root cause analysis and no additional
extent of cause review is required.

As stated in RC-3, the FCS leaders failed to adequately implement important programs to achieve
organizational effectiveness.

Extent of Cause:

An extent of cause is determined to exist. The key organizational effectiveness programs reviewed by
this analysis were ineffectively implemented. Therefore, the extent of cause is bounded by the
programs reviewed during the analysis and no additional extent of cause review is required.

Page 12
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H. INTERIM ACTIONS

1. Exelon Nuclear Partners was contracted on January 9, 2012 to provide Fort Calhoun Station
recovery assistance and coaching/mentoring of station leaders. The contract continues and
is on-going.

2. Completed an INPO Organizational Effectiveness Assist visit in March 2012. This assist visit
started March 5, 2012 and was completed on March 9, 2012. A report from INPO was
developed and routed to FCS with recommended corrective actions. That report and this
RCA will be used to develop a proper response on what FCS actions will be implemented to
improve organizational effectiveness.

3. Station has completed a Strategic Talent Sclutions {STS) Leadership Assessment and
Alignment of station leaders started in the 3" quarter of 2011 and completed in 4" quarter
of 2011. These leaders have an approved Individual Development Plan (IDP) and meet
monthly with their management to review development progress. Additionally, new
employees in leadership positions have had an initial assessment completed by STS to serve
as a basis for their IDP.

l ANALYSIS AND CAUSE DETERMINATION

This root cause analysis (RCA) utilized Events and Causal Factors Charting (E&CF) (Attachment 3a),
Barrier Analysis (Attachment 3b), and Management Oversight and Risk Tree (MORT} analytical
techniques (Attachment 3c).

The RCA team consisted of seven full time members and one part time member with over 233 years of
industry experience in engineering, operations/plant management, training, human resources,
organizational development, and regulatory/root cause analysis. This team expended more than 1500
hours conducting the analysis which included: nine observations (Attachment 5) involving management
meetings, staff meetings, Management Review Boards, and shift manager weekend calls; 118
documents {Attachment 5) including: procedures, condition reports (CRs), Technical Specifications,
Updated Safety Analysis Report {USAR), Standing Orders, internal and external Operating Experience
{OE) (Section J), INPO assist visit documentation, INPO Assessment documentation, WANO report
documents, SARC report documents, and NRC inspection documentation; and 19 interviews
(Attachment 5) were conducted with key individuals within and outside the organization to gather
information and to validate the conclusions of the RCA team.

Page 13
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Date Description Impact/Comment/Barrier
3/26/2007 - |[(0)(4) JFCS has | First indication on event time-line
4/2/2007 fallen behind industry standards in several indicating the start of a decline in
areas such as work fundamentals, plant status | organizational effectiveness.
control, FME, and some programs that effect
equipment reliability, (D99)

2007-2008 A number of management changes take place | Leadership/Management/Decision
without implementing the change Making and Change Management Policy
management policy. {D20) implementation {managing change)

Barriers.

2/21/2008 FCS RCA on Corrective Action Program (CAP) First indication on event time-line
Effectiveness finds that station leadership has | indicating degrading CAP effectiveness
not provided the support and leadership and lack of leadership.
necessary to establish organizational Leadership/Management/Decision
characteristics that support and enhance self- | Making and CAP Barriers.
assessment and CAP effectiveness. (D35)

5/21/2008 NRC 95002 inspection results — FCS failed to Again, CAP effectiveness concerns is
adequately respond to a White Finding identified and communicated to the
associated with inadequate maintenance station. CAP Barrier.
procedures and post maintenance testing of
emergency diesel generator relays and
contacts. In addition, NRC points out issues
with CAP. (D99)

2008 In 2008, the FCS Strategic Business Plan was Leadership/Management/Decision

eliminated. Management didn’t believe a
Strategic Plan with goals and milestones
(setting priorities) was needed. (1-04), {1-05)

Making Barrier.

Page 14
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Date Description Impact/Comment/Barrier

2007 — 2009 | NRC quarterly Integrated Inspections, PI&R This time period on the time-line
Inspections, 95002 Security Inspections, Fire represents the beginning of the erosion
Protection Inspections, and the Component . | of the regulatory/safety margin Barrier.
Design Basis Inspection {CDBI) identified
numerous violations including a White
Finding. The violations surrounded CAP/PI&R,
performance, operability testing, deviations
from commitments made and failure to
incorporate procedures for safe shut down at
probable maximum flood levels.

4/6/2009 (b)(4) Leadership/Management/Decision
Making Barrier.

(b)(4) ~ |(o30)

9/2009 (b)(4) Oversight, a Systematic Approach to
Training (SAT) and Training finding and
fixing its issues., Management oversight
was not adequately intrusive to ensure
proper training oversight.

2/17/2010 MSP! / NRC-6 for Aux Feed-water turned red. | Leadership/Management/Decision

Associated RCA found that FCS management | Making Barrier
has not established a culture for applying
rigor on the use of SAT to assure that the
organization has technical knowledge of the
FW-10 control systems and operating
characteristics.
6/14/2010 The Al-3-M-2 contactor failed to open during | Leadership/Management/Decision
periodic surveillance testing. The root cause Making Barrier.
was the failure to implement an interim TS
strategy when funding was deferred.
7/15/2010 NRC follow-up inspection, preliminary Regulatory/Safety Margin and

substantial finding - flooding.

Leadership/Management/Decision

Making and CAP Barriers.
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Date

Description Impact/Comment/Barrier

10/6/2010 A Yellow finding identified by the NRC for Regulatory/Safety Margin and
inadequate strategies to protect the plant Leadership/Management/Decision
from flooding events was issued. (95003) Making and CAP Barriers.

11/2010 QOPPD Corporate developed a Strategic Plan Leadership/Management/Decision
for 2011-2013 that did not address nuclear Making Barrier.
safety as the overriding priority. It is focused
on efficient production and customer service.

{D49) (1-04)

2010-2011 | A number of management changes occur Leadership/Management/Decision
without implementing the change Making and Change Management Policy
management policy. {D20) implementation (managing change)

Barriers.

5/6/2011 NRC inspection report 2011007; preliminary Regulatory/Safety Margin,

Yellow Finding — M-2 contactor. Leadership/Management/Decision
' Making and CAP Barriers.

5/21/2011 NRC Security inspection 2011404; Preliminary | Leadership/Management/Decision

greater than GREEN Finding — First Safeguards | Making and Regulatory/Safety Margin
Barriers.

5/26/2011 NRC issues Final significance determination Leadership/Management/Decision
for a Security related greater than GREEN Making and Regulatory/Safety Margin
Finding and Notice of Violation — First Barriers.

Safeguards

6/6/2011 NQUE was made for flood expected to exceed | Regulatory/Safety Margin Barrier.
1004 feet Mean Sea Level (MSL) but less than
1009 feet MSL.

6/7/2011 Electrical bus 1B4A fire (Alert Emergency Organizational and Programmatic Root

Classification declared). The FCS RCA
identified that the design process failed to
identify the silver plating of bus bar material
as a critical interface when specifying
replacements for the AK-50 circuit breaker,
(D23)

Cause.
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Date Description impact/Comment/Barrier
6/24/2011 Follow-up Security Assessment Letter The Leadership/Management/Decision
| NRC plans to conduct a supplemental Making and Regulatory/Safety Margin

inspection to review the actions taken to Barriers. '
address the performance issues ~ First
Safeguards

7/18/2011 A White finding identified by NRC for the Regulatory/Safety Margin and
failure of electrical components used to Leadership/Management/Decision
automatically shut-down the reactor was Making and CAP Barriers.
issued.

12/13/2011 | FCS received notification from NRC of a Regulatory/Safety Margin and
change to regulatory oversight of Fort Leadership/Management/Decision
Calhoun Station. Effective 12/13/11, Making Barriers.
oversight of FCS will transition to IMC 0350,
“Oversight of Reactor Facilities in Shutdown
Condition due to Significant Performance
and/or Operationa! Concerns.” (D38)

12/2011 FCS planning to bring Exelon Nuclear Partners | Change Management Policy and
1o assist the station with recovery activities. Leadership/Management/Decision
No Change Management Plan was Making Barriers.
implemented.

9/2011 - Recovery Plan development by FCS.

1/2012

1/2012 Exelon Nuclear Partners arrive at FCS.

2/2012 Recovery Plan Initiative began with Exelon
Nuclear Partners assistance.

3/12/2012 NRC Special Inspection Report — Finding of Regulatory/Safety Margin and OF
preliminary High Safety Significance - Fire Barriers. '

4/10/2012 Final significance determination of RED Regulatory/Safety Margin and OF
Finding and Notice of Violation - Fire Barriers.

4/16/2012 NRC Final Significance determination for Leadership/Management/Decision

security related Greater than GREEN Findings
-~ Second and Third Safeguards

Making and Regulatory/Safety Margin
Barriers.
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Date Description . impact/Comment/Barrier

5/15/2012 FCS Qrganizational Effectiveness RCA Started
{CR-2012-03986).

Root Cause Analysis

The root cause analysis team systematically evaluated and organized causal factors to identify root and
contributing causes. Qualitative criteria were applied to confirm the root and contributing causes. The
qualitative criteria were based on the following definitions from NOD-QP-19, Cause Analysis Program:

e Root Cause - The most basic, fundamental cause(s} of a prablem, which, if corrected, will
prevent recurrence. '

s Contributing Causes - Causes that, if corrected, would not by themselves have prevented the
event, but are important enough to be identified for consideration of changes to improve the
quality of the process or product. Contributing causes are not directly responsible for the
problem but their existence complicates the problem or makes the consequences of the
problem more severe than if only the root cause(s) had existed.

Events and Causal Factors Charting (E&CF)

The E&CF chart is a graphical presentation of the event in a chronological sequence that shows the
relationship of necessary and sufficient elements and causal factors. This analytical toot was used to
develop the links between causation, event consequences, and evidence to create the time line or story
line demonstrating the continuing trends in repetitive probiems surrounding organizational
effectiveness at FCS. The information gathered from interviews, document reviews, and team
observations to create the EC&F is used to further analyze the problem using the Barrier Analysis and
the MORT analytical tools. The E&CF chart for this analysis is attached.

Barrier Analysis

The barrier analysis technique identifies physical and administrative barriers to prevent inappropriate
actions that are either in place, failed, or missing. The barrier analysis technique applies the concept
that hazards (threats/consequences) exist in relation to achieving a desired outcome (target). The
barrier analysis evaluates pre-existing barriers that should protect the target from the
threat/consequence.

The completed barrier analysis is attached and identified the following failed barriers:

e The Corrective Action Program (CAP})
* FCS Strategic Plan

L _____ __ _ _ ___ _ _ ___ _ ____ _ __ . . ___ __]
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s Leadership/Management/Decision Making

* Regulatory/Safety Margin

¢ Accountability Policy Impiementation

e Change Management Policy Implementation
» Self-Assessment Policy Implementation

e Operating Experience Policy implementation
e QObservation Policy Implementation

MORT Analysis

The MORT analysis centers around the information/facts gathered to construct the E&CF timeline or
“storyline.” The MORT is a fact-based process-driven analytical tool, which uses information/facts
gathered from the review of documents, interviews, and observations made by the root cause team to
determine systemic organizational weaknesses.

The MORT branches are designed as a structured approach to analysis and use a system of hierarchal
questions to determine where the potential weaknesses are in the organization’s policies, programs,
processes, and procedures {components) that may have contributed or caused the problem. The
questions are designed with organizational best practices in mind to maintain nuclear safety. for
example, if a particular organizational component reviewed is adequate to maintain nuclear safety, then
the answers to the questions in the associated branch are GREEN. If the answers to the questions are
RED, then the associated component reviewed is less than adequate to maintain nuclear safety.

The problem statement and the scope of the analysis defined in the root cause team’s charter is used to
associate the MORT questions to the organizational effectiveness problem. For each branch, the team
defines the scope as it relates to the particular program component under review, in relation to
otganizational effectiveness. The questions are answered with that scope in mind. The roll-up of the
facts supporting the RED findings in the component branches of the MORT analytical tool revealed to
the team the root and contributing causes described in this report. The extent of condition and causes
will be used to determine the depth and breadth of the issues across the organization.

Root Cause

Refer to the attached E&CF, barrier analysis, and MORT analytical tool Attachments for analysis details,

RC1: The OPPD organization failed to establish and implement the essential attributes of governance
and oversight, including the key elements of individual roles, responsibilities, and accountabilities to
enable FCS to achieve and maintain high levels of operational nuclear safety and reliability. (The
MORT Safety Culture Supplement indicated a weakness in all areas and components of Safety
Culture}.

The OPPD Corporation does not have a governance plan with a set of policies, processes, and programs

by which a corporation is directed and controlled, including the roles, responsibilities, and accountability

)
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of individuals in the organization. Governance results in the creation and alignment of organizational
structures and policies, the definition of processes, the development of programs, and the deployment
of procedures that establish the standards to guide the operation, maintenance, and organizational
support of nuciear stations within a corporation.

Absent a governance plan, the OPPD Corporation relied on its strategic plan to provide the standards to
guide the operation, maintenance, and organizational support for FCS. However, the OPPD strategic has
an inadequate focus area on nuclear safety. The Corporate plan does not set the essential vision,
mission, and values to enable and sustain a culture at FCS that embraces nuclear safety as the overriding
priority. Consequently, FCS management eliminated the station’s strategic pian and did not have {or
develop) an organizational roadmap to achieve operational excellence with nuclear safety as the
overriding priority to replace it.

All departmental organization levels at FCS are impacted by this cause. Therefore, the extent of cause
encompasses the scope of the areas reviewed by this analysis and no additional extent of cause is
required.

Supporting Facts for RC1:

Leadership behavior that demonstrates the ability to develop a strategic vision and path forward for the
Station, to make decisions consistent with that vision, to engage the workforce, and clearly
communicate the expectations and standards around that vision is needed. (2012 Independent Safety

Culture Assessment - D25)
(b)(4)

b)(4)

(01)

The CR2011-10135 RCA Root Cause 8.1 identified that flawed mental models, misguided beliefs, and
misplaced values have driven, influenced, and permitted the misalignment of the individual, leader, and
organizational behaviors (norms) needed for effective and timely detection, evaluation, and correction
of performance deficiencies. (D16)

FCS does not have a strategic plan. Management did not believe a strategic plan with goals and key
milestones {setting priorities) was needed. {1-05)

(0)(4)

(D31)
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(b)(4)
(b)(4) {D31)
Leadership was ineffective.
(1-05)

There is no alignment among the management team. (1-05)

10/05/10Q - [&5y@®

(b)4)

Ensuing facilitated discussions, it was determined that the following attributes that contribute to
effective engineering support and leadership for station successes were not present or being addressed
by the feadership team for the items above, thereby limiting progress:

*»

Common focus (including resources) between systems, des ign, and programs engineering
Clear goals that evéryone bought.into

Teamwork {engineering, operations, maintenance], sense of purpose, worth of individuals
Clear, ongoing communication amorig departments -

Clear roles and responsibilities with station endorsement

Deliberate planning for monitoring and feedback

Change management with critique

Being innovative, industry leading

2010 Engineering leadership showing: 1) No common focus, 2) No clear goals, 3) Teamwoaork tacking, 4)
No clear roles and responsibilities, 5) Poar change management. (D34)

(b)(4)
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(b)(4)

(bX4) {D24)

Station managers did not implement operationat decision making practices during several high risk
activities. (D27}

Organizational effectiveness continued to decline [(b)(4) Jbecause of leadership accepting
too low of a standard, and because of site culture. {1-04)

Management was reluctant to change vision, mission, and strategic goals. Integrated performance
assessment meetings were eliminated because management did not think the information was
important. ((-05)

Integrated performance.assessment {IPA} meetings were eliminated to focus on MRMs. In the IPAs "we
diced and sliced indicatoers every which way and couldn’t tell what was what. We needed good trend
-data and so we pared down the MRMs.” (1-04)

Policies and the implernenting procedures are not in place at all organizational levels (CR 2012-03986).
No record.of a change plan. (D47, D51)

There is no appropriate method used for implementing the Accountability Model, no criteria established
for determining level of success, and no perfermance data collected. The FCS Nuclear Policy Manual
does not include a policy on accountability and the FCS Accountabitity Model is not addressed in the
Manual. Inconsistent impiementation of standards and expectatians in work activities are common and
exacerbated by ineffective communication around the change management process. {D25, D51, D55)

Management has not identified and specified the types of information that it needs, no methods have
been specified for information gathering [no accountabitity measuring P1), and there is'no information
flow up and down the chain of command as it relates to the use of the accountability model. (D25, D43,
D51)

Line management is-not held accountable for implementing and/or modeling the behaviors outlined in
the FCS Accountability Model. {0-5, 0-6, 0-7, D-1, D-3, D-24)

Top level managers do not show a high level of interest in accountability by personal involvement at low
levels of the organization, employees don’t believe that top management is concerned about
-accountabitity, and some members of top management do not frequently visit the shop floor. (0-5, 0-6,
0-7, D-1, D-3, D-24, D-25) '

RC2: - Station feaders are more tactical than strategic, prioritize poorly, delegate little, surrender
oversight, rationalize low standards and hesitate to hold personnel accountable, resulting in a culture
that values harmony and loyalties over standards, accountability and performance. (The MORT Safety
Culture Supplement indicated a weakness in the Other Safety Culture Area, Components and Aspects —
010a,b,¢,2.8,3,4,C, d).
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The 2012 Independent Safety Culture Assessment cites examples of a lack of accountability that
permeates the Station at all levels. Accountability is described by most of the individuals interviewed as
the biggest issue for the Station. Many individuals in management and supervision do not consistently
exhibit desired behaviors and are not challenged by their managers or peers. Inconsistent
implementation of standards and expectations in work activities are common and may be facilitated by
ineffective communication around the change management process. Significant management oversight
and attention is needed to communicate the standards and expectations and implement the
appropriate and consistent performance management system to hold individuals accountable.

Supporting facts for RC2:

Fort Calhoun needs to ensure that any accountability modei that is used is consistently implemented
against clearly communicated and prioritized standards and expectations that recognizes and reinforces
desired behaviors and uses effective coaching, minimizing punitive actions, for undesirable behaviors.
This process needs to be formalized and clearly understood by all personnel. {Safety Culture
Assessment D25)

As a group, FCS leaders are more tactical than strategic. They often prioritize poorly, delegate little,
work levels down and surrender oversight. They regularly enable and protect, rationalize iow standards
and hesitate to issue consequences. They also seldom prioritize leadership development for themselves
and their reports. These issues cut across all levels of leadership and all departments. (STS Leadership
Assessment D101)

A relationship-centric culture has taken hold. The culture and its leaders have come to value harmony

and loyalties over standards, accountability and performance. Relationships have been prioritized over
what is in the best interest of individuals, the station and the community. As is often repeated, “This is
the OPPD way.” (D101)

Station leaders have lost sight of the wisdom of leadership and held tightly to the virtues of a hard work
ethic and technical competence. FCS Leaders try to run the plant themselves rather than develop high-
functioning, cohesive teams that leverage coliective knowledge and experience to lead a safe and
reliable plant. (D101)

Plant hardware has aged and a litany of challenges have manifested, many preventable, others not. The
teadership has been overrun and slow to make the difficult decisions and take the necessary actions
required to manage these challenges. As a consequence, the status quo has been continually reinforced
while confidence in the leadership’s ability to right the ship is trending downward. (D101)

There is no policy or procedure that drives or governs the process of leadership skills assessment at the
Station, as such the state of teadership in terms of competency and alignment was declining and no
process was in place to discover this unti! a consultant’s study was completed in late 2011, (D101)
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Good methods are used for implementation of leadership development training, and criteria are
established for measuring the success achieved, but the rigor of this measurement is less than adequate.
No strict analysis of the data collected is completed. The performance improvement is not measured.
(D101)

Line management responsibilities for ensuring that leaders attend leadership development training is
understood and is inciuded in the station’s managers and supervisors key accountability documents.
However, leadership development training is not prioritized in comparison to operational commitments.
{D101) '

Management is not always engaged around leadership development training once the training has been
signed off on. (D101)

Delays are experienced due to operational commitments and scheduling frequency of leadership
development training impacting the delivery of training. (D101}

Managers are not held accountable for leadership training. There are no measures of this performance.
(D101}

There is no policy or procedure that drives or governs the process of Leadership Skill Assessment at the
Station. (D101)

As a group, station leaders possess critical development gaps that have contributed to and resulted from
a significant erosion of standards across the site. (D101)

RC3: The FCS leaders failed to develop, implement, and hoid people accountable for implementation
of important policies and programs, to achieve organizationa! effectiveness. These include, but are
not limited to the Corrective Action, Operating Experience and Observation Programs.' (The MORT
Safety Culture Supplement indicated a weakness in oll areas and components of Sofety Culture).

Key programs identified by the RCA Team important for organizational effectiveness were not
implemented in accordance with their associated policies. Specifically, the CAP, change management,
accountability, observations, operating experience, and self-assessment programs were determined to
be ineffective. The change management program implementation was treated as a separate
contributing cause and is addressed in CC2.

Supporting facts for RC3:

Performance improvement overall, and the CAP in particular, at FCS needs to be reassessed and
realigned to ensure that all employees understand its value and priority in enhancing performance. In
particular, the roles and expected behaviors of management with respect to CAP need to be clearly
communicated and reinforced. {2012 Independent Safety Culture Assessment - D25)

The CAP policy and procedures, FC5G-24 / SO-R-2, (the versions which had been in place prior to April
30, 2012) were not up to industry standards. For example, Quarantining (FCS$G-24-2}, Cause Evaluation
Manual enhancement (FCSG-24-5), and Corrective Action Program Coordinator {CAPCO ~ FCSG-24-12),
are new guidelines to support CAP written policy. (D-16, D-61, D-62)

e __]
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NRC Inspection findings and causal analyses identified significant issues with the CAP. For example,
corrective actions did not address the concerns; key perfermance indicators indicate excessive delays
{overdue/extensions); individuals did not have sufficient skills and knowledge to perform cause analysis
using a systematic method. In addition, station effectiveness reviews are not conducted in a manner and
to a depth that assures that corrective actions for precluding problem repetition have been
institutionalized. (D-16, D-18, D-35, D-36)

At times, FCS leaders did not act as leaders; decisions were frequently pushed 1o the highest levels of
the organization and were not acted upon in a timely manner. {112}

Leadership assessment and alignment process information is very telling and not enough is being done.
It indicated FCS leadership was not equipped with the right skills, and the leadership team sometimes
gets mired in details resulting in untimely decisions. (112)

insufficient management bench strength contributed to individuals being put into positions that they
were not fully prepared to fill. {112}

QPPD did not prepare the FCS leadership team to successfully manage the station. (112}

Succession planning is done at FCS, but not necessarily done with enough rigor as evidenced by the
current state. (112)

New Leader Assimilation (NLA) process needs to be implemented more consistently (112)

We do a poor job preparing supervisors and training supervisors. You pretty much are going to have to
survive on the skills and abilities you brought with you to the job instead of being able to rely on
acquiring new ones. (116}

There isn’t a way to implement new Leadership Academy behaviors once back at the job. {116}

Previous leadership training efforts have not been fully successful because the FCS cufture did not
support application of the learned skills and did not value the learned skills. (106)

Speaking only of the manager level, they often don’t recognize joint accountability, and they don’t step
up to help until they become exasperated. There needs ta be a lot more teamwork and understanding
of joint accountability. (118) '

In some cases, delays in hiring outside analyst-support for root and apparent causal analysis have been
identified as a defay in implementing CAP Policy. in addition, KPis CCA-11 and CCA-12 indicate excessive
delays {overdue/extensions). (1-02, D-43)

Members of the line management are not held accountable for implementing responsibilities associated
with CAP; for example KPIs CCA-11 and CCA-12 indicate excessive delays (overdue/extensions). {D-43)
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An apparent cause performed on the ineffectiveness of the ALARA Committee during the 2008 refueling
outage determined the cause was ineffective change management, resulting in committee members not
fully understanding their roles and responsibilities. (D30, D47, 1-09)

FCS accountability mode! is less than adequate {LTA) because it was not effectively communicated and
policies and implementing procedures are not in place at all organizational levels. Station performance
has not improved as a result of implementing this accountability model. (MORT MA1, page 37)

The accountability model/policy and the implementing procedures are not in place at all organizational
ievels (CR 2012-03986). (D47, D51)

There is no appropriate method used for implementing the policy, no criteria established for
determining level of success, and no performance data coflected. The FCS Nuclear Policy Manual does
not include a policy on accountability and the FCS accountability model is not addressed in the Nuclear
Policy Manual, (D51, D55}

Management has not identified and specified the types of information that it needs, no methods have
been specified for information gathering {no accountability measuring performance indicator), and
there is no information flow up and down the chain of command as it relates to the use of the
accountability model. {D25, D43, D51)

Line management is not held accountable for implementing and/or modeling the behaviors outlined in
the FCS accountability model. (0-5, 0-6, 0-7, D-1, D-3, D-24)

Tap level managers do not show a high level f interest in accountability by personal involvement at low
levels of the organization, employees did not believe that top management is concerned about
accountability, and some members of top management do not frequently visit the shop floor. (O-5, O-6,
0-7,D-1, D-3, D-24, D-25)

The observation program policy does not require peer observations. (D69)

The lower level tier elements are not in place in the policy to implement the observation program policy.
Specifically, the evaluation criteria for conducting field observations are not provided. (D37, D69)

The observation program is not effectively implemented to critically assess performance and rigorously
analyze results in order to identify station issues. Observations were not sufficientiy critical
(approximately 3 percent of the observation results required improvement). (D37, D69)

While station managers and supervisors perform a large number of observations, there is no site-wide
analysis or trending of observation data to identify common issues or adverse trends across
departments. There is no clear responsibility defineated in the observation policy for trending
observation findings. {D37, D69) :

Expectations for some aspects of the program have not been clearly established and senior managers do

" not adequately monitor the status of the programs so that the expected results are achieved. For

example, there are no expectations for quality, duration of the observation, or site-wide analysis — only

a required number of observations is specified (four per month). (D37)

M
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There is no guidance in the observation training or the observation procedure, FC5G-2; 1o define
scorecard ratings {exceeds expectations, meets expectations, below expectations, needs improvement,
outstanding, satisfactory, unsatisfactory, etc.). Thus there is no assurance of consistency oran
appropriate level of critical appraisal. (D37, D69)

The FCS response to NRC Information Notice 94-27, “Facility Operating Concerns Resulting from Local
Area Flooding,” credited the use of pre-existing procedures; therefore, a detailed evaluation
investigating water intrusion possibilities in the protected areas was not evident or documented. {D18)

Operating Experience (OE) was not adequately addressed concerning the breaker modification which
resulted in a fire in bus 1B4A. (D23)

Responsibilities for the O Program are clearly delineated for management. However, the
responsibilities for the OE Program are not always implemented, For example, from interview
information, “current upper management is not supportive of OE efforts, e.g., requirements assigned to
managers are up to six months past due and no one is covering OE at meetings anymore.” (I-3, D43,
D71)

People higher in the FCS organization did not provide people jower in the organization-what they
needed to implement the OE program correctly. Specifically, management did not provide the staffing
or the accountability on timeliness of reviews. (MORT SDg, Page 31)

The OE review group staffing fevel changed from four coordinators to one. {I-3)

Some recommendations from self-assessments are not implemented. Operations managers are not
routinely benchmarking and conducting self-assessments to verify they have an accurate picture of
exceltence for plant control and teamwork. Although operations and training personnel conducted
several self-assessments, only the self-assessment completed for Significant Operating Experience
Report 96-1, Control Room Supervision, Operational Decision-Making, ond Teaomwork, specifically
addressed plant control and narrowly focused on crew reconstitution. An October 2009 latent issues
self-assessment of auxiliary feedwater performance noted some weaknesses in applying technical
aspects of system operation to operating procedures. These inciuded discrepancies between AOPs and
EOPs for manual throttling of valves and the lack of a caution or action step to manually back up the
autamatic closure of a valve on loss of instrument air. To date, some of these identified issues have not
been addressed. A thorough self-assessment of the flow accelerated corrosion program has not been
conducted in the past 10 years, although a compliance audit with respect to industry guidance was
completed in 2007. (D24, D95, D96)

Based on the number of action items that are open with an average age greater than station goals, it is
evident there is no accountability for timely action completion {average age of CRs is 323 days with a
station goal less than 180; 77 of the 107 CRs are above station goals). (D43, D95, D96)

Operations managers are not routinely benchmarking and conducting self-assessments to verify they
have an accurate picture of excellence for plant control and teamwork. (D24, D95, D96)
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€C1: The principles and attributes for a strong nuclear safety culture are not rigorously applied at FCS.
{The MORT Safety Culture Supplement indicated a weakness in the Human Performance and Problem
[identification and Resolution Components, and Aspects - H.1.a., b.;P.1b., ¢, d, e; P2, a., b, P3, a.,
b., and c.}.

A healthy safety culture is most-often found within an aligned arganization that has effective processes,
and motivated peopte. Management has not been able to engege the workforce, provide healthy
avenues for reponing concerns, and beneficially chatlenge each other to make the right decision. In
addition, the 2012 Independent Safety Culture Assessment identified many examples of missed
opportunities-for the organization to demonstrate the value and priority of safety and several examples
of non-conservative decision making.

®)4)

Supporting facts for CC1;

Fort Calhoun management needs to evaluate what behaviors can be used to create an envirenment
where beneficial challenging, a healthy questioning attitude, and the reporting of concerns can be
accepted, supported and desired. Efforts to erase the perceptions of fear around potential punishment
wiil have 1o be made to provide a better foundation from which the appropriate behaviors can be
effectively achieved. This area will receive further causal analysis during CR2012-04262. {2012
Independent Safety Culture Assessment D25}

Data from the Behavioral Anchored Rating Scale on Attention to Safety indicated that approximately 52
percent of the Station’s interviewee respondents either do not believe or are uncertain that safety is the
number one priority and that that perspective is reinforced by Senior Management to all employees.
{2012 Independent Safety Culture Assessmem ~ D25)

Expectations in procedures for CAP are weak and/or ineffective. Personnel accountability is Less Than
Adequate (LTA}. Although the procedure 1s weak, the elements to report lower ievel issues, input cause
determinaticns in the CR, and for the.awner to provide good feedback to initiator are located in the
procedure. {D100, NRC IR 05000285/2009007 PI&R)

Self-assessment identified corrective actions have been ineffective and/or untimely. (D100, NRCIR
05000285/2009007 PI&R).The standards for impiementing CAP have been ineffective in identifying and
driving resclution of repeat and less-significant failures of equipment important to safety and/or
operafion. {CR 2010-6190 - D-22}

Management oversight of PI&R practices was not effective to identify and resalve problems with
degraded equipment and external flood design basis questions. The FCS erganizational values regarding

Page 28



CR2012-03986

problem identification and resotution preciude a self-improving culture and learning environment.
iCause 8.2 EN.1:1 AFI - CR2011-3025, D27)

The organization has not consistently displayed the leadership and oversight skills necessary to reinforce
expectations and hold personnel accountable for successful completion of PI&R activities. (D27)

Training RCA — Maznagement has not provided effective oversight and set appropriate priorities to
resolve some Jong standing or recurring weaknesses in the Engineering Support Personnel Training
Program. (D5)

The rorporate strategic plan does not take nuclear safety into account. it is focused on customer
service. In hind-sight, we should have had our own strategic plan linked to a nuclear safety vision and
mission. (1-04]

{b)}4)

(D24}

Flawed mental models, misguided beliefs, and misplaced values have driven, influenced, and permitted
the misalignment of the individual leader, and organizational behaviors {norms) needed far effective
and timely-detection, evaluation, and correction of performance deficiencies. {D16)

Station Leadership has not provided the support and leadership necessary to establish the
organizational characteristics that support and enhance Self-Assessment and Corrective Action
Program's effectiveness (D16)

Management has not established a cutture for applying rigor on the use of SAT to assure that the
organization has the technical knowledge of the FW-10 control systems and operating characteristics.
iD17)

(bX4)

(b)) |(024}

(b)(4)
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Organizational effectiveness continued to decline since 2007 because of leadership accepting too low of
a standard, and because of site culture. (WANO Peer Review) (1-04)

Operational focus weaknesses in the areas of maintaining plant status control and correcting
deficiencies challenges operations. These weaknesses have contributed to unplanned inoperability of
some equipment and to the over-pressurization of a safety injection system. The aggregate effect of the
plant deficiencies is not fully assessed; and, in some cases, operators have become tolerant of some
long-standing conditions. (OF.1-1 and OF.3-2) (D31}

The FCS Nuclear Safety Policy does not explain how to achieve adherence to the policy. it lacks clarity
and instruction for implementation. {D87)

The Team did not identify any written directives associated with Nuclear Safety and nuclear safety
attributes are not discussed at pre-job briefings and during IPTE briefings. In addition, nuclear safety
was not covered at SO-G-92 briefing for mid-loop operations. (D87), (D89)

FCS does not have a system for measuring nuclear safety, and information relating to nuclear safety is
not collected or analyzed. (D43)

There is no assigned station nuclear safety advocate. There is a Nuclear Safety Culture Advocate,
however, the purpose of this position is to provide coaching and assess safety culture during specified
station meetings. (D87}

CC2 - The station leadership team does not consistently implement the FCS Change Management
Policy to maintain trust in the organization. (The MORT Safety Culture Supplement indicated o
weakness in the Other Safety Culture Area, Components and Aspects -0.1, a., b, ¢., 2.b.,, 3., 4., C,, d.).

INPO Principles for a Strang Nuclear Safety Culture, Principle 3, “trust permeates the organization,”
states that a high level of trust is established in the organization, fostered, in part through timely and
accurate communication. The effects of impending changes {such as those caused by sale or acquisition,
bargaining unit contract negotiations, and economic restructuring) are anticipated and managed such
that trust in the organization is maintained. The 2012 Independent Safety Culture Assessment identified
that the line organization does not consistently implement the FCS change management policy. For
example: no formalized procedure or change management plan had been impiemented to date with
regard to Exelon Nuclear Partners roles and responsibilities at the station; the centralization of a nuclear
procurement process in materials management had not been formally communicated through a change
management plan; and communication regarding restart of the station had been largely informal and
often through word of mouth.
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Supporting facts for CC2

The INPO facilitated off-site meeting of engineering leaders conducted on September 21, 2010,
indicated that the change management attribute for effective engineering was not present. (D34, 1-07)

The line organization does not consistently implement the FCS change Management Policy. Major
organizational changes in 2007 and 2010 did not utilize the FCS change management policy. {I-07, D25)

The status of open change management plans is checked by the MRM. However, there have been no
MRM meetings since April 2011. In addition, a corporate procurement manager was unaware of the
existence of a change management plan for centralizing the procurement program. (1-07, D25)

The Team determined through document reviews there is no written directive above the implementing
procedure, FCSG-17. In addition, other applicable station procedures do not require the use of the
change management policy/process (e.g., 50-G-30, 50-G-74, FCSG-44, and NAI-19).

Applicable station procedures for business unit resource committee approved projects do not require
the use of the change management policy/process, e.g., FCSG-44, Project Management. In addition,
other projects and initiatives often do not include change management plans, e.g., Exefon Nuclear
Partners’ support of station recovery. (D-60)

Members of line management are not held accountabie to consistently implement FCSG-17, change
management. (D-47)

FCSG-17, Change Management, does not require a measure to determine the effectiveness of the
implemented change management Plans. (D-47,1-07)

Inconsistent implementation of standards and expectations in work activities are common and may be
facilitated by ineffective communication around the change management process. Significant
management oversight and attention is needed to communicate the standards and expectations and
implement the appropriate and consistent performance management system to hold individuals
accountable. (2012 Independent Safety Culture Assessment — D25)

During this assessment, the team identified the organizational change management process was often
ineffective in communicating necessary information. Some examples include:

* No formalized procedure or change management plan had been implemented to date with
regard to what Exelon Nuclear Partner's roles and responsibilities at the Station would be.

* The centralization of a nuclear procurement process in the Materiats Management Department
had not been formally communicated through a change management plan.

¢ Communication around the restart of the station had been largely informal and often through
word of mouth information. (2012 Independent Safety Culture Assessment — D25
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CC3 - The implementation of the FCS communication policy is fess than adequate to build trust and
reinforce a healthy safety culture. {The MORT Safety Culture Supplement indicated a weakness in the
Human Performance Safety Culture Area, Components and Aspects ~ H.1.c.).

The 2012 Independent Safety Culture Assessment noted that.communication issues were identified by
almost all FCS personnel interviewed as well as by the results on the survey. For example: contractors
do not have mailboxes and do not receive site communications; indications from interviewees'’
perceptions are that the organization is more concerned about what information goes out to the public
than communicated information employees need to perform their job; and that the perceived accuracy
of communication across the FCS is low. In addition, data from the Behavioral Anchored Rating Scale on
Communication indicated that overall only 17 percent of the station interviewee respondents perceive
that departments keep each other weil informed and those individuals can readily gain information
when the need arises.

Supporting facts for CC3

The 2012 Independent Safety Culture Assessment determined the communication policy has a number
of deficiencies such as: Criteria have not been established for determining the level of success for
message detivery and the policy does not specify responsibilities for either the line or the staff. (2012
independent Safety Culture Assessment - 025}

The 2012 Independent Safety Culture Assessment determined that information flow is not shared freely
up and down the chain of command and that meetings take priority over managing by walking around.
{2012 Independent Safety Culture Assessment — D25) '

The full disclosure of the 2012 Independent Safety Culture Assessment was not shared with FCS staff.
(2012 Independent Safety Culture Assessment - D25, 1-15)

The 2012 independent Safety Culture Assessment indicated that FCS communications are perceived to
be ineffective by FCS line and staff. (2012 independent Safety Culture Assessment - D25) '

The 2012 independent Safety Culture Assessment indicated that management doesn’t accept some
negative feedback or act upon it, {2012 Independent Safety Cuiture Assessment — D25)

No communications on important things, you can't just put it on the website and expect people to know
something changed. (E.g.: HU Management Observation of the Day}. (116)

The perceived accuracy of communication across the Fort Caihoun Station is low. The electrical
maintenance and various engineering work groups had statistically significantly higher scares on this
scale than respondents in the Prefer Not to Respond, Security Shift, and Security Other Work Groups
did. {2012 Independent Safety Culture Assessment ~ D25)

Desire for interaction (Communication) is moderate across the FCS. Survey respondents in the Prefer
Not to Respond, Security Shift, and Security Other Work Groups had statistically significantly lower
scores on this scale than respondents in other work groups. (2012 Independent Safety Culture
Assessment — D25)

et e e o P et et
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Data from the Behavioral Anchored Rating Scaie on Communication indicated that overall only about 17
percent of the station interviewee respondents perceive departments keep each other well informed
and those individuals can readily gain information when the need arises. The maintenance organization
had the most positive perceptions about communication. (2012 Independent Safety Culture Assessment
- D25)

The implementation of the FCS communication policy is less than adequate to address the problems
likely to be encountered during the conduct of work at the plant as-evidenced by the 2012 Independent
Safety Culture Assessment where communication issues were identified by aimost all interviewees as
well as by the results on the survey. {2012 Independent Safety Culture Assessment — D25)

Criteria have not been established for determining the leve! of success. From the 2012 Independent
Safety Culture Assessment. During this Assessment the Team identified that the organizational change
management process was often ineffective in communicating necessary information. Some examples
include:

¢ No formalized procedure or change management plan had been implemented to date with
regard 10 what Exelon’s roles and responsibilities at the Station would be.

o The centralization of a nuclear procurement process in Materials Management had not been
communicated through the organization.

The station leadership team does not consistently implement the FCS Change Management Policy.
Major organizational changes in 2007 and 2010 did not utilize the FCS Change Management Policy. No
formalized change management plan was developed for what Exelon’s roles and responsibilities were at
the station. Centralization of the nuciear procurement process did not include a change management
process. (1-07, 2012 Independent Safety Cufture Assessment — D25)

Inconsistent implementation of standards and expectations in work activities are common and may be
facilitated by ineffective communication around the change management process. Significant
management oversight and attention is needed to communicate the standards and expectations and
implement the appropriate and consistent performance management system to hold individuals
accountable. (2012 Independent Safety Culture Assessment ~ D25)

J. OPERATING EXPERIENCE REVIEW

Internal Operating Experience

The DevonWay Condition Report database was searched using a date range of 5/01/2009 to 5/01/2012
to identify internal operating experience related to this event. The database was searched using
keywords “Organizational Effectiveness”, “Leadership”, and “Governance” and “Governance and
Oversight”, Cause Codes CA5, DM1, MS4, MS7, MS92, PC3, PE3, WM3, Event Codes, AFl, HVI, and REG,
and Special Codes INPOAI, NRCCCA, NRCINS, and NRCREG. The resulting list of condition reports were

reviewed to identify those that are potentially applicable to this event, i.e., those that questioned the

T T T ]
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adequaty of organizatignal effectiveness, as implemented at Fort Calhoun Station. Several condition
reports determined to be noteworthy with respect to this investigation are summarized below:

1. Condition Report CR 2011-3004 {Level B'Tierjll:J(b)(4)
(b)(4)

(bX4)

This Condition Report was closed to Condition Reports: CR 2011-3025 (AFIEN.1-1), CR 2010-2387
(_ex_tema,l,ﬂoodfng},. CR'2010~5405'{HCV<3'45'}. and CR 2011-0451 (M-2 contactor failure) since they
were considered tg appropriately address critical actions and fectors related to adherence to
expectations, organizationsl and programmatic defenses, and organizational and programmatic

factors. | A

[Er@ 1B

2. Condition Report CR 2011-D451 {Level A): Reactor Protection System (RPS) M-2 Contactor Fallure,
The NRC Inspectors provided a Manogement debrief af their Inspection of the M-2 contactar failure.
The inspectors discussed the timeline of events.ond Condition Regorts Initicted, that were assoclated
with the M-2 contactor failure. As o part of the timeline discussion, the Inspecters noted that FCS dicd
act have Engineering Analyses or procedural guidance for continued operation with degroded or
Jaifed M-2 contactors.

The proposed performance deficiency is identified os: The station vid net properly analyze. and
proceduralize operation with the degroded M-2 contactor after the November 2008 incident and
ailowed aperation till foilure. This is o violation of 10CFR50 Appendix 8, Criterion XV, Corrective
Actions. :

‘There were four root causes that were perfarmed that were reviewed and determined to be related
to this event (M-2 contactor failure). The corrective actions‘from these events were narrowly
focused and did not take a broader perspective to prevent this event (CR 2011-0451).

As documented in the RCA for €R 20 11-0451: Corrective actions to prevent recurrence from previous
FCS root cause events have not been fully effective in preventing station events where form, fit, or
function have beea altered during maintenance activities without an odeguuate engineering

' 'e,vq!u.atz‘c:n..

3. Condition Report CR 2011-3025 {Level A): [(5)(4)_

(b))
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{b)(%)

{b)4) J

A related CR, 2010-4423 {Leve! B. Tier 1) identified a repeat Issue. The NRC is proposing @ green Non-
cited violation of T5.5.8.1, due to inodeguate procedures for flushing the fire protection lines. Warer
was found in the east switchgear VA-87 os documented in CRs 2010-4051 ond 2010-4053. Water
flowed under the MCC when the drain lines backed up during flushing. The water then leaked
through the floor seals into the cable troys in Room 18, This is ¢ repeot issue, documented in CRs
2008-5704 and 2007-5155.

CR 2010-4051 (Level C}: VA-87, Switchgear Room “A” Air Handling Unit. is leaking waterwhen in
operation. Water from the Alr Handler then leaked through the floor into room 19. This CR was
closed to 2010-4423. :

CR 2010-4053 {tevel C): After water was found on the floor in racm 19 a search-was conducted that
found water in the east switchgear around VA-87. The water flowet under480 volt Bus 1B3C then
around 2 floor penetration to roam 19 that-has cabling running through it. CR will-track completion
of repairs to be done during the 2011 RFQ. Work Order 388449-01 was finished on 11/9/2011.

CR 2008-5704 {Level £): Security contacted control with report of water on the floor in East
Switchgear room. Found approximately 1 gallon of water on floor {10 ft. long pool} in front of VA-87.
No active leak was noted from the air handling unit. The work accompiished was to check the
condensate drain line for YA-87 and found it to be OK. Thesource of the leakage could not be found
- closed out Work Request 126789. No corrective actions were initiated to address the condition.

CR 2007-5155 {Leve! C): Security informad the Control Room that water was on the floor in the East
Switchgear Room. AON and'E_ONT investigated and found the source of the water to be coming from
the VA:87 Air Handling Unit. Water was also found in Room 19 which had drained from the East
Switchgear Room. Work accomplished included cleaning out drain trap and line and flushed with
water and unit now drains properly. No other corrective sctions written to address this condition.

A design change was completed and installed and appropriate procedure changes completed per {R
2010-4423. The Effectiveness Review was completed satisfactory.

4. Condition Report CR 2011-3021 {Level B Tier 1}: [5YA) B
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(b)(4)

(b)(4)

concerning the station's inappropriate use of conservative margins to
ensure shutdown nuclear safety, instead of prevent and pian for the unexpected approach to
maintaining shutdown, safety was reviewed, The octions in the (R for this AFl response have been
completed.and appear to address the issue however, they were ncrrowly focused ond primarily
aimed at Operations. The action pian for the SOER 09-01 response was reviewed along with LJSA
Outage Imgrovement Assessment end the subsequent strategic plon to achieve outoge excellence.
Execution of these plans should reinforce and strengthen.actions already taken to address this AFL
These oction plons are lorge ond comprehensive and wilf require support from across the
organizotion 1o be successful. Additionally, the station will be challenged to fully implement these
alans prior the 2011 RFO.

The corrective actions from this Condition Report were not adequate to prevent this AFl, which had
been previcusly deemed to present vulnerability. The following causes and contributors were
identified when this AFl was issued:

1} There was an overreliance on lower fevels of management to conduct reviews and challenge the
schedude to ensure that risk-significant work.activities are completed safely.

2) There was a faiture to effectively implement oversight mechanisms to monitor risk significant
work activities.

3} There was a failure to implement an industry exceltence practice {senior management challenge
reviews} in.a timely manner.

5. Condition Report CR 2011-10135 (Level A}: Problem Identification & Resolution Inspection
Failure.
During the NRC PI&R inspection; it was noted that the station ideatified as one of four root causes in

CR 2010-2387 that the stotion’s corrective oction program was not effective. While a gop andlysis
and corrective actions hove been identified thot should assist in correcting the problem, the NRC
noted that without on.analysis o5 to the couses for the failure.of the corrective action grogram, it
would be difficult 1o be sure thot olf necessoary actions to correct the problem ond prevent recurrence
had been identified for resolution.

Root Causes ldentified from the RCA:

‘1) Flawed mental models, misguided beliefs, and misplaced values have driven, influenced, and
permitted the misalignment of the individual, ieader, and prganizationa! behaviors {norms)
needed for effective and timely detection, evaluation, and correction of perfaormance
deficiencies.
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The FCS organizational values regarding Problem Identification and Resolution preclude a self-
improving culture and fearning environment. FCS has not implemented and institutionaiized
lessons learned from internal and external operating experience (OE) in the area of Problem
identification and Resolution in a timely manner to assure changes to station processes,
procedures, equipment, and training programs are made to support plant safety.

Contributing Causes from the RCA:

1)

2)

3)

4)

5)

6)

The organization (workers and management) has not consistently displayed the leadership and
oversight skills necessary to reinforce expectations and to hold personnel accountable for
successful completion of Problem Identification and Resolution activities. Performance
improvement personnel made a conscious decision to work on other higher priority activities
rather than issue a site wide trending report as required each quarter per procedures,
Historically, changes to the corrective action process have not been well coordinated. The
written guidance provided for the identification, evaluation, and resolution of adverse
conditions needs improvement,

“Certain groups experience challenges prioritizing the scope and/or significance of their

corrective action workload either due to a lack of resources or due to an organizational inability
to properly allocate resources [people, time, S]. The organization has not ensured timely
institutionalization of the changes required by the corrective action plan for Root Cause
(Problem Identification & Resolution Culture) of CR 2010-2387. The organization continues to
experience challenges obtaining, allocating, and deploying resources to assure performance
deficiencies at Fort Calhoun Station are adequately identified, evaluated, resolved, and trended.
Organizational leadership has designated personnel to perform and approve cause analyses
without ensuring those individuals have sufficient skills and knowledge to perform cause
analyses and to plan solutions using a systematic method.

Significant events and equipment failures have recurred indicating weaknesses in causal analysis
and timely and effective problem resolution,

Previous corrective action plan steps were not developed using a systematic change
management process to assure the right mental model was being implemented from the start
and to assure follow-through monitoring and coaching was incorporated to anchor the desired
Problem Identification and Resolution behaviors in the field.

Station effectiveness reviews are not conducted in a manner and to a depth that assures that
corrective actions for precluding problem repetition have been institutionalized.

The internal OF review indicates that opportunities existed to identify, document, evaluate, and correct
adverse conditions and trends, and to promptly resolve important station issues. In most of these cases
cited above, outside agencies, such as NRC or INPO prompted the identification of the decline in station
performance and concurrent decline in Organizational Effectiveness.
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External Qperating Experience

The External Operating Experience {QF) review consisted of a review of data from INPO SEE-IN
documents to yidentbfy any external OF related to this event. The INPQ OF review revealed numerous
events providing tessons learned in the ares of Organizational Effectiveness. While-the events covered
numerous plants, plant systems, departments and jevels of the organizations, epportunities wera
available to learn more about Organizational Effectiveness weaknesses by reviewing the available
information.

The event evaluations toncluded that poor organizational effectiveness either lead to or contributed to
the events.

A search of the INPO website was performed using the searchterms, “Organizational led Effectiveness”,
“Leadership”. and “Governance and Oversight”. OE Event reports were reviewed from the INPO OE
database. Four of these OF event reports are referenced below:;

L
(b)(4)
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(b)4)
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D)
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(b)4)
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K. CORRECTIVE ACTION PLAN AND EFFECTIVENESS REVIEWS
Root Corrective Actions Type Assignee Due Date
Causes/Contributing '
Causes
RC1 - Less than adequate | CAPR1 ~ Establish corporate Prevent (P), WG Gates 7/27/2012
Governance and governance and oversight Extent of
Oversight: The OPPD policies, processes, and Condition
organization failed to programs by which OPPD (EOCO),
establish and implement | directs and controls Extent of
the essential attributes of | FCS. Include the roles, Cause (EQCA)
governance and responsibilities, and
oversight, including the accountability of individuals in
key elements of the organization for
individual roles, implementing the governance.
responsibilities, and
accountabilities to enable
FCS 1o achieve and
maintain high levels of
operational nuclear
safety and reliability.
CAl - Prepare new corporate Correct the WG Gates 7/27/2012
strategic plan to cover Problem (C)
activities of the corporation
including nuclear safety.
CA2 - Establish a corporate C, EOCO WG Gates 7/27/2012
support group that includes 2 :
focus on nuclear safety that
reports directly to the CEQ.
CA3 - Implement the revised C D Bannister 7/27/2012
FCS Vision, Mission, and
“Values to align with the OPPD
strategic plan.
CA4 - Align the FCS C, EOCO D Bannister 8/31/2012
organization to the FCS Vision,
Mission, and Values using
training, coaching,
performance reviews,
accountability, and
communications, as
applicable.
CAS - Implement an C, EQCO D Bannister 7/27/2012

accountability model for the
FCS organization.
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Root Corrective Actions Type Assignee Due Date
Causes/Contributing
Causes
CA6 - Implement a C M Sedky 10/30/2012
performance management
process for FCS employees,
CA7 - Implement a process C M Ferm - 7/13/2012
including developing
effectiveness measures for the
following key programs (but
not limited to):
¢ Corrective Action Program
o Operating Experience
* Self-Assessment
¢ Observations
® Benchmarking
e Human Performance
¢ Safety Culture
e Leadership development
» Leadership skills assessment
» Succession planning
e Hiring
* Knowledge transfer
o Workforce planning
RC2 - Station leaders are | CAPR2 - Implement a P, EOCO, D Bannister 7/20/2012
more tactical than management mode! with an EOCA
strategic, prioritize emphasis on nuclear safety '
poorly, delegate little, and continuous improvement
surrender oversight, that defines the FCS
rationalize low standards, | fundamental objectives,
and hesitate to hold through the mission, vision,
personnel accountable, values, guiding principles, and
resulting in a culture that | fundamentals of the
values harmony and organization.
loyalties over standards,
accountability and
performance,
CA8 - Assess the leadership C, EOCO S Hutcherson | 8/24/2012
and management capabilities
of the entire ieadership team
and make any needed
changes. {Independent
assessor)
CA9 - Develop and implement C M Sedky 8/31/2012

a succession planning process
for FCS.
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Root Corrective Actions Type Assignee Due Date
Causes/Contributing
Causes

CA10 - Link the leadership C M Sedky 8/31/2012
certification assessment
results to the FCS succession
plan.
CA11 - Implement the existing C M Sedky 8/31/2012
knowledge transfer process
for FCS.
CA12 - implement a Strategic C M Sedky 9/30/2012
Workforce Pianning process.

RC3 - Less than adequate | CAPR3 ~ Implement an P, EOCO, D Bannister 7/27/2012

Policy Implementation: accountabiiity model for the EQCA

The FCS leaders failed to | FCS organization. [Reference

develop, implement, and | CA5)

hold people accountable

for implementation of

important policies and

programs, to achieve

organizational

effectiveness. These

include, but are not

limited to the Corrective

Action, Operating

Experience and

Observation Programs.
CA13 - Prepare the c RJ Hovey 7/13/2012
Organizational Effectiveness
Recovery Team Charter.
CA14 - Staff and implement C RI Hovey 7/13/2012
the Organizational
Effectiveness recovery team.
CA1S5 - Create an overall C M Ferm 7/13/2012
Organizational Effectiveness
Metric.
CA21 - Develop a “Road Map” C M Ferm 7/27/2012
to Organizational Exceilence
CA22 - Revise the MRM C B Obermeyer | 7/20/2012

Agenda to have a standing line
item to review the status of
the Organizational

Effectiveness recovery.
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Root Corrective Actions Type Assignee Due Date
Causes/Contributing
‘Causes
CA16 - Revise FC5G-2, C M Ferm 8/24/2012
Observation Program, to
include:
o Conduct of peer
observations.
¢ Define specific rating criteria
to evaluate field observation
for EE, ME, BE, NL.
¢ Assign responsibility for
trending observation
findings.
CC1 - The principles and | CA17 - Revise NPM-1.00, C, EOCO D Bannister 7/27/2012
attributes for a strong Nuclear Safety, to require:
nuclear safety culture are | » Safety culture metrics
not rigorously applied at | e Use of INPO's Principles for
FCS. a Strong Nuclear Safety
Culture as the guiding
principles for improving
perfarmance and nuclear
safety margin. Examples
include pre-job briefings,
meetings, training sessions,
and infrequently performed
tests and evolution briefings.
CC2 - The station CA18 - Determine policies, RE, EOCO ™M Ferm 7/13/2012
leadership team does not | procedures and guidelines
consistently implement that should direct
the FCS Change implementation of FCSG-17,
Management Policy to Change Management.
maintain trust in the
organization,
CC2 ~ The station CA19 - Revise the policies, C, EOCO ™M Ferm 8/10/2012

leadership team does not
consistently implement
the FCS Change
Management Policy to
maintain trust in the
organization.

procedure, and guidelines
identified in CA-18 that direct
implementation of FC5G-17,
Change Management.
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Root Corrective Actions Type Assignee Due Date
Causes/Contributing
Causes

CC3 - The CA20 - Establish a C,EOCO { Olson 7/27/2012

implementation of the communications policy to

FCS Communication replace NPM-1.06 that

Policy is less than provides direction and

adequate to build trust expectations based on the

and reinforce a healthy significance of the issue and

safety culture. the expected communication
methods to be used. This
policy should inciude
development of an FCS
communications strategy.
EFR - At Management Review | Effectiveness | D Bannister | 2/8/2013
Meetings {conducted between | Review {RC1)

8/1/2012 and 2/1/2013),
verify that CAPR1
implementation activities are
on track and there is an
overall improving trend in the
indicators identified below:

Interim Effectiveness
Measures (reference INPO Q1-
005, Indicators of Changing
Performance):

* Plant safety

e Plant reliability

¢ Personnel safety

¢ Human Performance

* CAP

e Equipment performance
* Work management

¢ Training

o Self-assessment

¢ Configuration control

¢ Attitude

» Safety Culture

o Staffing

o Regulatory issues
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Root
Causes/Contributing
Causes

Corrective Actions

Type

Assignee

Due Date

EFR - A self-assessment
determines that OPPD has
established and implemented
the essential attributes of
governance and oversight,
including the key elements of
individual roles,
responsibilities, and
accountabilities, and station
performance is improving.
Complete the self-assessment
with a team comprised of
Industry and Station
personnel,

Effectiveness
Review (RC1)

R Haug

2/8/2013

EFR - Leadership skill
assessment indicates an
improving trend in station
leader performance. The
specific attributes include:
1) Alignment

2) Accountability

3) High standards

These attributes will be
reviewed against the initial
STS leadership assessment
results.

Etfectiveness
Review (RC2)

M Sedky

2/28/2013

EFR - Self-assessment
indicates policies have been
appropriately developed and
effectively impiemented, and
leaders are holding
themselves and others
accountable to the
implementation of these
policies.

Effectiveness
Review (RC3)

M Ferm

11/2/2012

£FR - The Organizational
Effectiveness Metric is
developed and indicates an
improving trend.

Effectiveness
Review (RC3)

M Ferm

2/15/2013
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SAFETY CULTURE REVIEW

See Attachment 4.
DOCUMENTS/DATA REVIEWED AND INTERVIEWEE LIST

See Attachment 5

ATTACHMENTS

RCA Charter

Nuclear Safety Assessment Form (FC-155)

MORT analysis, Barrier Analysis and Causal Factors Chart
Documents Reviewed/ Interviews/ Observations/ Timeline
Safety Culture Review

Cause ~ Corrective Action Matrix

AU e
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Attachment 1 ~ Root Cause Analysis Charter

CR No.:__ 2012-03986

CR Title: _ Fort Calhoun Station’s Organizational Effectiveness is Inadequate

RCA Team Members Name / Title TIME COMMITTMENT
EXECUTIVE SPONSOR . Gary Gates / President & CEO / OPPD AS NEEDED
CR Sponsor Dave Bannister / SVP-CNO / OPPD As needed
Michael Marler / Exelon — Organizational
Team Member Effectiveness Lead Full Time
RCA investigator John Madera / Conger & Elsea Full Time
Team Lead / CR Owner Rich Haug / Training Manager / OPPD Fuli Time
Ray Reno / Manager, Operations Support / '
Team Member OopPPD Full Time
Team Member Patty Yager / Manager, HR Nuclear / OPPD | Full Time
Team Member Mike Stein / Conger & Elsea Full Time 'til 6/1/12
Team Member _ Michael Werner / Certrec Full Time

Schedule of Activities:

CR Owner Team Pre-job Briefing Date: SCARB and PRC (for Nuclear Safety Significant)
05/15/12 Review Due: 5/24/12

Condition Report Response Due: 6/14/12
RCA Team Review of Draft Report Date: 5/30/12

Submittal to CARB Secretary Due: 6/7/12 DCARB review Due: 6/5/12

Problem Statement: The Fort Calhoun Station (FCS) organization has been ineffective in meeting
regulatory and industry standards, resulting in untimely and ineffective resolution of issues contributing
to a significant decline in station performance.

Consequence (Actual or Reasonable Potential based on the Problem Statement)

Erosion of public and regulatory confidence in the FCS organization’s ability to operate the plant safely
and could potentially lead to plant events with increased consequence due to ineffective organizational
decisions.

Proposed Interim Actions:
Continue the implementation of the Integrated Performance improvement Plan {IPIP},

None

Additional Resource Needs:
None at this time

L _ _ _ _ _ _ . _ - . . __ _]
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Attachment 2

Nuclear Safety Assessment - FC-155

FC-158 Page 1013
Nuciear Safety Assessment Rev. 14
aQ12-038609

Condition Report No. Page 1 of3

NOTE: Reference ECHG-24-4 for completion mstructions induding formt handling. Uae
continustion sheets i needed.

{7y Brefly describe the condition t be evaiuated (inclixe any known causes and list
]
t
{

applicedle references).
Condition Report 2012-D3988 Identifiss the following:

: “Senior iowders and managers am not providing tha necessary ieadership 1o
{ mprave organizetional peformance. Additionally, leadership has fefled to be

} Intruarve mat the rigm priortiles, and hotd personnel sccountable and understand
o7 procesees Or issues alecting morale. As a result, timeliness and
thoroughnass of regojution of mporam issuas hag been (acking and station
perforrnance has deckined signficanty ”

Based on the this siaterman the following Root Cause Analyshs prablam staterment
was deveiopad snd spproved by Station Corractive Astion Review Board: The Fort
Calhoun Station (FCS) organization has been inaffective in maeting reguiatory and :
industry standards, resuiting in untimalky and inefective resolution of issues
contributing ta a significant docline in station parformance.

This condition (Organizationa! Ineffectivengss) being evaluated potentiafly does ;
{ impact nuciear gafety.

i Taentiy siructutes, systems components, procedures, agminietrative controls af
activities which were affected and describe their eafoty function.

[}
{
! NPM-1.0G, Nuclear Safety, i the adminigtrative procadure that estabilshes palicy on

ruclear s3fety of Fort Cathoun Nuclear Statlan (FCS). The extemal fooding findings
{CR2010-2387) indicated a challenge o station structuree, systems and
components, required 1o achieve end maintain cold shutdown conditions.
]
i
)

) F o torch ers
' PIC Iy M

i._,___ﬁ*__y LMY 23
L
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Attachment 3
Events and Causal Factors Chart and Barrier Analysis and MORT Analysis
Attachment 3a - Causal Factors

Timefne for RCA Timeline for RCA
Plotter print version.\ 11x17 print version.v
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT
Failure to The Corrective Action Program | The FCS CAP Qrganizational Effectiveness Barrier

effectively identify
and correct station
problemsin a
timely manner.

(CAP).

failed as evidenced by the following facts:

Expectations in procedures {pre-April 2012] for CAP
are weak and/or ineffective. Personnel
accountability is Less Than Adeguate (LTA}.
Although the procedure is weak, the elements ta
report lower level issues, input cause
determinations in the CR, and for the owner to
provide good feedback to initiator are located in
the procedure, (D100, NRC IR 05000285/2009007
PI&R)

Carrective Actions from previous identified Self-
Assessment and CAP issues have been ineffective
and/or untimely. {0100, NRC IR
05000285/2009007 PIRR)

The standards for implementing CAP have been
ineffective in identifying and driving resolution of
repeat and less-significant failures of equipment
important to safety and/or operations... CR 2010-
6190 (D-22)

(b)(4)

(b)(4)

(D27}

S

8.3: The organization has not consistently
displayed the leadership and oversight skills
necessary to reinforce expectations and hold
personnel accountable for successful completion of
PI&R activities. {D27)

Training RCA ~ Management has not provided
effective oversight and set appropriate priarities to

resolve some long standing or recurring

e e ____]
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-CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

weaknesses in the Engineering Support Personnel
Training Program. (D5)

The results of this analysis concluded that the Root
Cause of this event is that Station Leadership has
not provided the support and leadership necessary
to establish the organizational characteristics that
support and enhance Self-Assessment and
Corrective Action Program'’s effectiveness. {D16)

The following Contributing Causes were also
identified: Expectations in procedures {pre-April
2012) for CAP are weak and/or ineffective.
Personnel accountability is Less Than Adequate
{LTA). Although the procedure is weak, the
elements to report lower level issues, input cause
determinations in the CR, and for the owner to
provide good feedback to initiator are located in
the procedure. In addition, corrective Actions from
previous identified Self-Assessment and CAP issues
have been ineffective and/or untimely. {D16)

Faillure to provide
a road map for
success at FCS.

Strategic Plan - Providing
Station Goals and Expectations

The FCS Strategic Plan Organizational
Effectiveness barrier failed as evidenced by the
following facts:

In 2006 FCS management eliminated the broad
usage of Individual Performance Measures (D-26)

The FCS does not have a strategic plan.
Management didn’t believe a strategic plan with
goals and key milestones (setting priorities) was
needed. {I-05)

In 2008 the VP removed the strategic business plan
initiative. He believed that we could drive the
organization with our Vision and Mission
Statement. (1-04)

The corporate strategic plan doesn't take nuclear
safety into account. It is focused on customer
service. In hind-sight, we should have had our own
strategic plan linked to a nuclear safety vision and |
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

mission. {i-04)
(b)(4)

o o0
@

V. RY

(D1) —_—

8.1 Flawed mental models, misguided beliefs, and
misplaced values have driven, influenced, and
permitted the misalignment of the individual,
leader, and organizational behaviors {norms)
ﬁ(%gﬂdjor effective and timely dFteaion,

L(b)(4) 018) ]

Failure to create a
cufture at FCS that
is focused on
achieving
performance
excellence with
nuclear safety as
the overriding

priority,

teadership/Management/Decisi
on Making - to guide FCS in
achieving performance
excellence with nuclear safety
as the overriding priority.

The FCS Leadership/ Management/Decision
Making Organizational Effectiveness Barrier Falled
as evidenced by the following facts:

The FCS does not have a strategic plan,
Management didn’t believe a strategic plan with
goals and key milestones (setting priorities) was
needed. {I-05)

(b)(4)

(b)(4)

(D31)

(b)(4)
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CONTRQL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

(b)4) ]

(D31) .

(b)(4) D31)
(b){4)

[Exa o5

The results of this analysis concluded that the Root
Cause of this event is that Station Leadership has
not provided the support and jeadership necessary
to establish the organizational characteristics that
support and enhance Self-Assessment and
Corrective Action Program's effectiveness. {D16)

Management has not established a cutture for
applying rigor on the use of SAT to assure that the
organization has the technical knowledge of the
FW-10 control systems and operating
characteristics. (o017

There is no alignment among the management
team. {I-05}
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

i
}
!
|
{

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

s
|
|
;;
;
i
1
|
!
|
!

R

(b)(4)

Following facilitated discussions, it was determine
that the following attributes that contribute to
effective engineering support and leadership for
station successes were-not present or being

' addressed by the leadership team for the items
. above, thereby fimiting progress:

e Common focus (including resources) between

systems, design, and programs engineering
« clear goals that everyone bought into
»  Teamwork {engineering, operations,

maintenance}, sense of purpose, worth of

.‘ individuals
o (lear, ongoing communication among
departments
¢ Clear roles and responsibilities with station
endorsement

:»  Deliberate planning for monitoring and

feedback
+ Change management with critique
* Being innovative, industry leading

12010 Engineering leadership showing: 1) No

cammon focus, 2} No clear goals, 3} Teamwork
lacking, 4) No clear roles and responsibilities, 5)

: Poor change management. (D34)
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

(b)4)

(b)(4) J (D24)

(b)(4)

(b)(4) | (D24)

(b)4)

2 T(023]

(b)(4)

(b)(4) (D1)

Station Managers did not implement operational
decision making practices during several high risk
activities. {D27)

Organizational effectiveness continued to decline

M
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

(b)(4)

CER—

Senior Managers did not effectively lead 95002
recovery efforts to address the 2009 CDBI and FCS
self-identified flooding issues in AOP-01, Acts of
Nature. Certain members of Senior Management
believed or assumed the comprehensive 95002
Flood Recovery Team Plan was being implemented
to address flooding requirements, but did not
intrusively follow-up to ensure the plan was
effectively being implemented. (D36)

Management was reluctant to change vision,
mission, and strategic goals. (1-05)

Integrated performance meetings were eliminated
to focus on MRMs. In the IPAs, we diced and sliced
indicators every which way and couldn’t tell what
was what. We needed good trend data and pared
down the MRMs. (1-04)

Integrated performance assessment meetings
were eliminated because management didn‘t think
the information was important. (I-05)
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

Safety significant | Regulatory/Safety Margin The FCS Regulatory/Safety Margin Organizational
events and loss of Effectiveness Barrier failed as evidence by the
regulator and following facts:

public confidence. (b)(4)

(b)(4) J (D31)

(b)(4)

b)) ~_Jip31)
{b)(4)

2% (024)

Management has not effectively enforced
expectations of rigorous troubleshooting

L e ]
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CONTROL BARRIER ANALYSIS WORKSHEET |
|
CONSEQUENCES | BARRIER THAT SHOULD HAVE | BARRIER ASSESSMENT |
ii PRECLUDED THE EVENT :
|
' standards...CR 2010-6190 ({022) :
; B3
f
{
3
%
i
'i |
i |
1 |
|
; B3 o)
By
G

i Station Managers did not implement operational

-decision making practices during several high risk
activities. {D27)

| Key stakeholder {CPS, work planning, |
maintenance, and engineering} insufficient
procedural guidance is deficient to ensure
consistent recognition of non-confarming
conditions resulting in failure to adequately
evaluate operability and risk. (D11)

The station recognized a need o improve Technical
specifications (TS) over 20 years ago. The funding
foran improved TS initiative has been repeatedly i
 deferred without compensatory actions considered
and implemented-to improve station
understanding and clarity with existing 7S. Failure
to'implement an interim TS strategy when funding :
was deferred was the root cause of this event.
(029}

[
[ The design process failed to identify the silver

W
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

plating bus bar material as a critical interface when
specifying replacements for the AKD-5 circuit
breaker. {D23)

The licensee is currently in the Repetitive Degraded
{Column IV} Column for the mitigating systems
cornerstone (MS) for twa significant findings of
NRC regulations: The facility transitioned to
column IV because the MS cornerstone was
degraded for more than four consecutive quarters
{Yellow finding), with an additional input to the
action matrix (White finding). (D38)

The station identified a significant degradation in
the Engineering support personne! {ESP) Training
Programs. CR 2012-01604 {D5)

The FCS does not have a composite Organizational
Effectiveness Pl to monitor station performance.
Performance is poor and not improving. (D43)

The execution of station engineering is ineffective.
Assurance of long-term health of plant systems and
components is significantly deficient. (D10)

Senior Managers did not effectively lead 95002
recovery efforts to address the 2009 CDBI and FCS
self-identified flooding issues in AOP-01, Acts of
Nature. (D36)

Certain members of Senior Management believed
or assumed the comprehensive 95002 Flood
Recovery Team Plan was being implemented to
address flooding requirements, but did not
intrusively follow-up to ensure the plan was
effectively being implemented. (D36)

The previous Plant Manager and Division Manager
Nuclear Engineering knew a less comprehensive
flooding recovery plan (Engineering Plan) was
developed and being implemented to address
flooding issues (Attachment M) rather than the

¢ comprehensive 95002 Team Flood Recovery Plan

e . T T
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

(Attachment L). These members of the
management team did not support implementing
the comprehensive 95002 Team Flood Recovery
Plan and therefore decided to implement the
scaled down recovery plan. (D36}

The issue of inadequate procedures to protect FCS
against external flooding was identified by the NRC
during the 2009 CDBI and documented in CR 2010-
2387 and RCA, “External Flooding Protection to
1014 Feet”. The ability to protect FCS from
external flooding to 1014 ft. MSL has been a
longstanding issue since the site failed to meet the
requirements of the Updated Safety Analysis
Report (USAR) Section 2.7.1.2 and Section 9.8.6
regarding external flooding protection
requirements. {D-36)

Root Cause 8.1 — Senior Managers did not
effectively lead recovery efforts to address CDB1
and FCS self-identified flooding issues in AOP-01,
“Acts of Nature”. Important flooding related
corrective actions were not effectively planned,
prioritized or resource loaded to ensure a success
path for AOP-01 within the established timeline.
{D36)

Contributing Cause 8.3 — The Site Nuclear Safety
Culture Process (FCSG-62) has not been
internalized at the site. Examples pertaining to this
contributing cause include attributes: 5. Nuclear
technology is recognized as special and unique., 6.
A questioning attitude is cultivated, and 7.
Organizational learning is embraced. (D36}

Contributing Cause 8.4 Deficiencies identified
during flooding readiness inspection self-
assessments conducted in Feb 2011 and Mar 2011
to assess site readiness for flooding inspections
were not effectively acted upon to close gaps in
AOP-1 content and AOP-01 verifications and
validations. (D36)
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

Failure to hold Effective Accountability Policy | The FCS Accountability Policy implementation
managers and staff ' Organizational Effectiveness Barrier failed as
accountable evidenced by the following facts:
contributes to an
ineffective Policies and the implementing procedures are not
organization. in place at all organizational levels (CR#2012-

03986). No record of a change plan. (D47, D51)

There is no appropriate method used for
implementing the policy, no criteria established for
determining level of success, and no performance
data collected. The FCS Nuclear Policy Manual
does not include a policy on accountability and the
FCS Accountability Model is not addressed in the
Nuclear Policy Manual. (D51, D55)

The FCS Nuclear Policy Manual does not include a
policy on accountability and the FCS Accountability
Model is not addressed in the Manual.
Inconsistent implementation of standards and
expectations in work activities are common and
exacerbated by ineffective communication around
the change management process. (D25, D51, D55)

Management has not identified and specified the
types of information that it needs, no methods
have been specified for information gathering (no
accountability measuring P}, and there is no
information flow up and down the chain of
command as it relates to the use of the
accountability model. (D25, D43, D51)

Line management is not held accountable for
implementing and/or modeling the behaviors
outlined in the FCS Accountability Model. (O-5, 06,
07,D1, D3, D24)

Top level managers do not show a high level of
interest in accountability by personal involvement
at low levels of the organization, employees don't
believe that top management is concerned about
accountability, and some members of top
management do not frequently visit the shop floor.

e ]
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

(OS, 06, 07, D3, D24, D25)

There is no site-wide analysis of trending
performed to identify common issues or adverse
trends across departments. The Observation Policy
does not require any site-wide analysis or trending
of ohservation results, levels of participation, or
measurements of criticality. (037, D69)

Expectations for some aspects of the program have
not been clearly established and senior managers
do not adequately monitor the status of the
program are achieved. There are no expectations
for quality, duration of the observation, or site-
wide analysis — only a required number of
observations is specified (four per month). (D37,
D69)

There is no guidance in the observation training or
the observation procedure, FCSG-2; to define
scorecard ratings (exceeds expectations, meets
expectations, below expectations, needs
improvement, outstanding, satisfactory,
unsatisfactory, etc.}. Thus there is no assurance of
consistency or an appropriate level of critical
appraisal. (D37, D69)

Failure to manage | Effective Change Management | The FCS Change Management Policy

change Policy Implementation Implementation Organizational Effectiveness
contributes to an Barrier failed as evidenced by the following facts:
ineffective

organization. INPO facilitated off-site meeting of engineering

leaders conducted on September 21, 2010,
indicated that the Change Management attribute
for effective engineering was not present. Major
organizational changes in 2007 and 2010 did not
utilize the FCS Change Management Policy. No
formalized change management plan was
developed for what Exelon’s roles and
responsibilities were at the station. Centralization
of the nuclear procurement process did not include
‘| a change management process. (D34,107, D25}

- _______ ___ . ______ __________]
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

The Line Organization does not consistently
implement the FCS Change Management Policy.
Major organizational changes in 2007 and 2010 did
not utilize the FCS Change Management Policy. No
formalized change management plan was
developed for what Exelon’s roles and
responsibilities were at the station. Centralization
of the nuclear procurement process did not include
a change management process. (107, D25)

The status of open Change Management Plans is
checked by MRM. However, there have been no
MRM meetings since April 2011. In addition, a
corporate procurement manager was unaware of
the existence of a change management plan for
centralizing the procurement program. (107, D25)

The Team determined through document reviews
that there is no written directive above the
implementing procedure, FCSG-17. In addition,
other applicable station procedures do not require
the use of the Change Management Policy/process
(e.g., SO-G-30, SO-G-74, FCSG-44, NAI-19).

Ll GBI ]
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CONTROL BARRIER ANALYSIS WORKSHEET

CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

Failure to be self-
critical contributes
to an ineffective
organization.

Effective Self-Assessment Policy
Implementation

The FCS Self-Assessment Policy Implementation
Organizational Effectiveness Barrier failed as
evidence by the following facts:

Some recommendations from self-assessments are
not implemented. Operations managers are not
routinely benchmarking and conducting self-
assessments to verify they have an accurate
picture of excellence for plant control and
teamwork. Although Operations and Training
conducted several self-assessments, only the self-
assessment completed for Significant Operating
Experience Report 96-1, Control Room Supervision,
Operational Decision-Making, and Teamwaork,
specifically addressed plant control and narrowly
focused on crew reconstitution. An October 2009
latent issues self-assessment of AFW performance
noted some weaknesses in applying technical
aspects of system operation to operating
procedures. These included discrepancies between
AOPs and EOPs for manual throttling of valves and
the lack of a caution or action step to manually
back up the automatic closure of a valve on loss of
instrument air, To date, some of these identified
issues have not been addressed. A thorough self-
assessment of the FAC program has not been
conducted in about 10 years, although a
compliance audit with respect to industry guidance
was completed in 2007. (D24, D95, D96)

Numerous KPl action items (CRs) are open with the
average age of the CRs exceeding station goals of
180 days. (D43, D95, D96)

Based on the number of action items that are open
with the average age greater than station goals, it

Failure to learn
from internal and
external operating
experience
contributes to an
ineffective

Effective Operating Experience
Policy Implementation

The FCS Operating Experience Policy
Implementation Organizational Effectiveness
Barrier failed as evidence by the following facts:

The FCS response to NRC Information Notice 94-27,
“Facility Operating Concerns Resulting From Local
Area Flooding,” basically credited the use of pre-

L . ______]
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CONSEQUENCES BARRIER THAT SHOULD HAVE BARRIER ASSESSMENT
PRECLUDED THE EVENT

organization. existing procedures; therefore, a detailed
evaluation investigating water intrusion
possibilities in the protected areas was not evident
or documented. OE was not adequately addressed
concerning the breaker modification which
resuifted in a fire in bus 1B4A, (D18, D23, D71)

Responsibilities for the OE Program are clearly
delineated for management. However, the
responsibilities for the OE Program are not always
implemented. For example, from interview
information, “current upper management is not
supportive of OE efforts, e.g., requirements
assigned to managers are up to six months past
due and no one is covering OE at meetings
anymore.” (13, D43, D71}

OE Program owner no longer allowed to-drive
ownership and accountability regarding OE
activities and deliverables. (13, D43)

The responsibilities for the OE Program are not
always implemented. For example, from interview
information, “current upper management is not
supportive of OE efforts, e.g., requirements
assigned to managers are up to six months past
due and no one is covering QE at meetings
anymore.” (13, D43, D71)

The OE review group staffing level changed from
four coordinators to one. (I3}

Failure to observe | Effective Observation Policy The FCS Observation Policy Implementation

the conduct of Implementation Organizational Effectiveness Barrier failed as
work and the evidence by the following facts:

associated

behaviors The Observation Program Policy does not require
contributes to an peer observations. {D69)

ineffective

organization. Lower level tier elements are not in place to

achieve the Observatian Program Policy.
Specifically, the evaluation criteria for conducting

e __ . ___ _ _ . ___ __________ ___ ]
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CONSEQUENCES

BARRIER THAT SHOULD HAVE
PRECLUDED THE EVENT

BARRIER ASSESSMENT

field observations are not provided. (D37, D69)

The Observation program is not effectively
implemented to critically assess performance and
rigorously analyze results in order to identify
station issues. Observations were not sufficiently
critical (approximately 3% of the observation
results required improvement). (D37, D69)

While station managers and supervisors perform a
large number of observations, there is no site-wide
analysis or trending of observation data to identify
common issues or adverse trends across
departments. There is no clear responsibility
delineated in the observation policy for trending
observation findings. (D37, D69)

Expectations for some aspects of the program have
not been clearly established and senior managers
do not adequately monitor the status of the
program are achieved. There are no expectations
for quality, duration of the observation, or site-
wide analysis — only a required number of
observations is specified (four per month). {D37)

There is no site-wide analysis of trending
performed to identify common issues or adverse
trends across departments. The Observation Policy
does not require any site-wide analysis or trending
of observation results, levels of participation, or
measurements of criticality. (D37, D69)

There is no guidance in the observation training or
the observation procedure, FCSG-2; to define
scorecard ratings (exceeds expectations, meets
expectiations, below expectations, needs
improvement, outstanding, satisfactory,
unsatisfactory, etc.). Thus there is no assurance of
consistency or an appropriate level of critical
appraisal. (D37, D69
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Attachment 3¢ ~ MORT

Management System Overall Color: MORT Item#: MAl1
Overview
Label: Internal Communications Policy NPM-1.06
Conclusion: The Communications Policy at FCS is less than adequate to ensure that timely and accurate communications occur.
MA1 and MA2 Description Color Notes/ Facts INFO #’s

MA1 (page 37) Policy LTA

The policy was last updated in March 2008 and it does not contain all
the aspects of an adequate policy on communication. The policy does

not include all of the required communications practices that are noted

al Up To Date LTA on the FCS home page under ensure effective communications, (See D108, D110
Apparent Cause Analysis 2009-4690 “Communications shortfalls that
hinder ability to culturally align the organization, both vertically and
horizontally.”
a2 Written LTA The Policy is written. D108
a3 Risk Assessment LTA The Policy is based on the risk of poor communication. D108

Technical Information

a4 Not applicable D108
LTA _
5 Did Not Conform To CS No references cited to indicate the policy conforms to all the required D108, D110
a .
&R communication practices that are noted on the FCS home page.
In Place at all The policy is in place but does not provide the adequate information or
ab D108, D110

Organization Levels LTA details to conform to the required communication practices.
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Management System Overall Color: MORT item#: MA1l
Overview
Label: internal Communications Policy NPM-1.06
Conclusion: The Communications Palicy at FCS is less than adequate to ensure that timely and accurate communications occur.
MA1 and MA2 Description Color Notes/ Facts INFO #'s

Consistent at alt L : . -
a7 L GREEN - It is in place at all organizational levels. D108
Organization Levels LTA :

Clear and . o] o
a8 GREEN - Policy is clear and understandable. 0108
Understandable LTA ;

a9 implementability LTA . GREEN | The policy is implementable. D108

Applicability to all e
alo Areas of Operations - GREEN | The policy is applicable at all areas of operations. D108
tTA D

Congruence with B k
all Organizationat Goals g 'GREEN_'_ The policy is congruent with the organizational goals. D108
LTA R
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Management System

Over Ali Color: MORT Itemi: MA2

Overview
Label: Implementation of the Communication Policy NMP-1.06
Conclusion: The implementation of the FCS Communication Policy is less than adequate to address the problems likely to be

encountered during the conduct of work at the plant as evidenced by the 2012 Independent Safety Culture
Assessment where communication issues were identified by interviewees and results on the survey.

"MA2 {page 38) Implementation LTA

Criteria have not been established for determining the level of success.
From the 2012 Independent Safety Culture Assessment: During this
Assessment, the Team identified that the organizational change
management process was often ineffective in communicating necessary
information. Some examples include:

o No formalized procedure or change management plan had been
implemented to date with regard to what Exelon’s roles and
responsibilities at the Station would be.

o The centralization of a nuclear procurement process in Materials
Management had not been formally communicated through a
change management plan. 025, D110

o Communication around the restart of the Station had been
largely informatl and often through word of mouth information.

Communication issues were identified by almost all interviewees as well
as by the results on the survey {see next bullet). Concerns include:

o Contractors don’t have mailboxes and do not receive site
communications.

o Interviewees indicated that recently non-site employees were
taken off the NUC distribution list, yet the CEQO has indicated
that all corporate functions need to have a site presence.

o Many interviewees indicated that they perceive there is more
concern about what information goes out to the public than
what information employees need to perform their jobs.

Methods, Criteria,
Analysis LTA

al

L
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Management System

Over All Color: MORT item#: MA2

Overview
Label: Implementation of the Communication Policy NMP-1.06
Conclusion: The implementation of the FCS Communication Policy is less than adequate to address the problems likely to be

encountered during the conduct of work at the plant as evidenced by the 2012 Independent Safety Culture
Assessment where communication issues were identified by interviewees and results on the survey.

o Interviewees indicated many issues that they did not receive
information on. Some examples identified were:
- This Assessment Team’s hot line telephone number.
- The Meteorological Tower event or why it was
important; heard about it from another employee.
- Did not receive information about when Exelon was
coming in, heard about it on the news.
No information on start-up and recovery schedules.
- Had conflicting information on the new Plant Manager
and the process of his selection.
The perceived accuracy of communication across the Fort Calhoun
Station is low. The Electrical Maintenance and various Engineering Work
Groups had statistically significantly higher scores on this scale than
respondents in the Prefer Not to Respond, Security Shift, and Security
Other Work Groups did.
Desire for Interaction {Communication) is moderate across the Fort
Cathoun Station. Survey respondents in the Prefer Not to Respond,
Security Shift, and Security Other Work Groups had statistically
significantly fower scores on this scale than respondents in other work
groups. ]
Data from the Behavioral Anchored Rating Scale on Communication
indicated that overall only about 17% of the Station interviewee
respondents perceive that departments keep each other well informed
and that individuals can readily gain information when the need arises.
The Maintenance Organization had the most positive perceptions about
communication.

e __ _ _ ____ ___ ________ ___ ____ ____ __ ___ ______ ______ . ___ __ _ _ . __ __ ____ . _ ___ ___ ____________]
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Management System

Overview Over Al Color: MORT item#: MA2
Label: Implementation of the Communication Policy NMP-1.06
Conclusion: The implementation of the FCS Communication Policy is less than adequate to address the problems likely ta be
encountered during the conduct of work at the plant as evidenced by the 2012 independent Safety Culture
Assessment where communication issues were identified by interviewees and results on the survey.
Line Responsibilities i . . A
a2 LTA The policy does not specify the line responsibilities. D25
Staff Responsibilities ) _

a3 LTA The policy does not specify the staff responsibilities. D25
Information flow is not shared freely up and down the chain of
command. from the 2012 independent Safety Culture Assessment
Executive Summary: The presence of numerous statistically significant
differences in the perceived cultural values across the Station work
groups indicates that management has not been successful in
communicating and reinforcing the values and attitudes that are

a4 Information Flow LTA important for enhancing safety culture. A specific example cited in the 025, D110

' report: The Fort Calhoun Station Safety Communication on the

Meteorological Tower/Shoot Range Event (CR-2012-02373) was
distributed the day after the event. The Communication included an
event summary, consequences, why it happened, and immediate
actions. It did not include a takeaway or lessons learned for employees
to consider in their own activities.
Weekly discussion points are generated and communicated. From the

a5 Directives LTA 2012 Independent Safety Culture Assessment: Scores on the D111
Communication Trust Scale on the electronic survey were relatively high
indicating that respondents perceive freedom in discussing issues with

m
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Management System

K Over All Color: MORT item#i: MA2
Overview
Label: implementation of the Communication Policy NMP-1.06
Conclusion: The implementation of the FCS Communication Policy is less than adequate to address the problems likely to be
encountered during the conduct of work at the plant as evidenced by the 2012 independent Safety Culture
Assessment where communication issues were identified by interviewees and results on the survey.
immediate supervision without jeopardy. There were no statistically o
significant differences across work groups, employee categories or
tenure groups on this scale.
Management Services
a6 LTA {Go to Services See Services branch SD6 of MORT
Sheet MA2a6)
a7 Budgets LTA FCS has a full time communications specialist on staff.
Ineffective Change Management process. Also, from the 2012
Independent Safety Culture Assessment: only approximately 20% of 047. MORT
Station interviewee respondents believed that while the site usually na; is o
a Sis On
a8 Delays holds review sessions to discuss operating problems and attempts to ch Y M
ange .
uncover solutions to past difficuities, the information is generally only g- gt
. . . . N policy
communicated to the large site population when it concerns significant
activities.
a9 Accountability LTA GREEM -1 FCS has implemented a performance planning and review process. D113
Also from the 2012 Independent Safety Culture Assessment:
interviewees indicated that the resuits of self and independent
210 Vigor and Example LTA . . . D25
assessments are often not communicated back into the organization.
And: Meetings take priority over managing by walking around.

e ]
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Services Over All Color: - MORT Item#:5D6
Label: Services for Communication Policy
Conclusion: People higher in the organization to do not provide people lower in the organization what they need to effectively
implement the communication policy.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
Research and Fact - o
al o - GREEN If information wasn’t available, it was actively sought out. D25, D108
Finding LTA o
2 Information Exchange The full disclosure of the Safety Culture Assessment was not shared with 075 1-15
a b
A FCS staff.
Standards and o Weekly discussions and station stand-downs are required and
a3 L GREEN ) D111
Directives LTA o . communicated.
a4 Resources LTA GREEN "+ . | See bl — b5 below.
b1 Training LTA  GREEN - { Training was provided to all station leaders on communication D112, D112
Technical Assistance T
b2 LTA GREEN | Technical Assistance is provided through the site VP.
b3 Program Aids LTA . GREEN : Standard weekly and monthly communication templates are provided.
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Services Over All Color: - MORT Item#:5D6
Label: Services for Communication Policy
Conclusion: People higher in the organization to do not provide people lower in the organization what they need to effectively
implement the communication policy.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
Measure of : : ; . . . i .
ba . - GREEN Weekly discussion points are observed by senior leadership. D110, 0111
Performance LTA - )
. s .+ '{ Communications such as weekly and monthly communications are
b5 Coordination LTA GREEN ! v Y commuric D110
- coordinated to properly support the completion of individuals work.
G Deployment of FCS communications are perceived to be ineffective by FCS line and D35
a
Resources LTA staff. (Safety Culture Assessment)
a6 Referred Risk Response Safety culture assessment indicated that management doesn’t accept D25
LTA some negative feedback or act upon it.
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M
anagement System Over All Color: - MORT Itemi#: MAL
Overview .

Label: FCS ACCOUNTABILITY MODEL

Conclusion: FCS Accountability Model is less than adequate (LTA) because it was not effectively communicated and policies and
implementing procedures are not in place at all organizational levels. Station performance has not improved as a
result of implementing this accountability model.

MA1 and MA2 Description Color Notes / Facts INFO #’s

MA1 (page 37) Policy LTA

al Up To Date LTA 1 Up to date policy with current trends and needs D51
a2 Written LTA Written policy exists D51
a3 Risk Assessment LTA

. . Benchmark information was used from INPO, Dominion Nuciear, and
Technicat iInformation

a4 LTA Palo Verde that was utilized to help draft FCS Accountability Model. DS1, D54
(CR2010-3652-13).
Did Not Conform To CS Benchmark informatiorlwas used from INPO, Dominion N.udear, and
a5 &R Palo Verde that was utilized to help draft FCS Accountability Model. D51, D54
(CR2010-3652-13).
26 In Place at all Policies and the implementing procedures are not in place at all D47 DS1
Organization Levels LTA organizational ievels {CR#2012-03986). No record of a change plan. !
a7 Consistent at all Policies and the implementing procedures are not in place at all D47, DS1
Organization Levels LTA organizational levels. {CR#2012-03986). No record of a change plan. :
a8 Unde::slte:r:;:b(:e LTA Policy is clear and understandable D51
a9 Implementability LTA Policy is implementable D51
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Management System Over All Color: - MORT item#: MA1
Overview
Label: FCS ACCOUNTABILITY MODEL

Conclusion: £CS Accountability Model is less than adequate (LTA) because it was not effectively communicated and policies and
implementing procedures are not in place at all organizational levels. Station performance has not improved as a
result of implementing this accountability model.

MA1l and MA2 Description Color Notes / Facts INFO #’s

Applicability to all L o

alo Areas of Operations | -..- GREEN’ Applicable to all areas D51
LTA o o

Congruence with S :

all Organizational Goals GREEN " The policy is congruent with organizational goals. DS1
LTA . _
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Management System Overview  Over All Color: - MORT item#: MA2

Label: FCS ACCOUNTABILITY MODEL

Conclusion: The implementation of the FCS Accountability Model is less than adequate {LTA) because it was not effectively communicated and
policies and implementing procedures are not in place at all organizational levels. Station performance has not improved as a
result of implementing this accountability model.

MA2 (page 38) Implementation LTA

There is no appropriate method used for implementing the policy, no
criteria established for determining level of success, and no
performance data collected. The FCS Nuclear Policy Manual does not D51, D5S
include a policy on accountability and the FCS Accountability Model is
not addressed in the Nuclear Policy Manual.

Methods, Criteria,

al .
Analysis LTA

The FCS Nuclear Policy Manual does not include a policy on
accountability and the FCS Accountability Model is not addressed in the
Manual. Inconsistent implementation of standards and expectations in D25, D51, D5S
work activities are common and exacerbated by ineffective
communication around the change management process.

Line Responsibilities

a2
LTA

" "] The appropriate staff responsibilities for accountability are
§ appropriately identified in their position descriptions within
- | departments. {OPPD Human Resources Position Descriptions Share
| Point sight).

Staff Responsibilities
LTA

a3 D51, D56

Management has not identified and specified the types of information
that it needs, no methods have been specified for informatian gathering
ad Information Flow LTA {no accountability measuring Pl), and there is no information flow up D2s, D43, D51
and down the chain of command as it relates to the use of the
accountability model.

: L | There is a clear written accountability directive which has been
a5 Directives LTA e GREEN | disseminated throughout the organization with top management DS1
L approval and support
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Supv Safety

tion Pl ’
Observation Plan LTA See SDE MA2

ab .
{Go 1o Services Sheet
MAZa6)
a7 Budgets LTA This is a behavior and there is no budget component
a8 Delays LTA Delays are not applicable to this Label {Accountability Model)
. Line management is not held accountable for implementing and/or 0-5,0-6,0-7,
a9 A tability LTA . i ) -
ccountability L modeling the behaviors outlined in the FCS Accountabitity Model. D-1, D-3, D-24
Top level managers do not show a high level of interest in accountability
by personal involvement at low levels of the organization, employees 0-5, 0-6, 0-7,
310 Vigor and Example LTA don‘t believe that top-management is concerned about accountabitity, D-1, D-3, D-24,
and some members of top management do not frequently visit the shop D-25

floor.

Page 82




CR2012-03986

Services Over All Color: MORT item#:SD6
Label: Services for Accountability Model (D-51)
Conclusion: Services for the FCS Accountability Model are less than adequate (LTA} because station management did not provide
the people lower in the organization with what they needed to implement the FCS Accountability Model.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
a1 Research and Fact Information was actively sought through a benchmarking trip at Palo D51
Finding LTA Verde by the Training Manager and the Site VP.
. The results of the INPO Organizational Assist Visit of March 2012 were
information Exchange . . .

a2 TA not shared with FCS staff. Recommended actions from the INPO visit 0-1,1-04

have not been implemented.
3 Standards and No directives were issued which required workers to meet standards D-51
a B
Directives LTA within the Fort Calhoun Station’s Accountability Model.

a4 Resources LTA See b1-through b4 below

Communication was provided, however, formal training was not
ovided to upgrade supervisory and technical skills for implementin

bl Training LTA e Pe o e Y . P . g D-53
the FCS Accountability Model. There currently is no accountability
module in the supervisor training program.

Technical Assistance . L
b2 This is not a technical issue
LTA
b3 Program Aids LTA Program aids Were provided
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Services Over All Color: MORT Item#:SD6
Label: Services for Accountability Model (D-51)
Conclusion: Services for the FCS Accountability Model are less than adequate {LTA) because station management did not provide
the people lower in the organization with what they needed to implement the FCS Accountability Model.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
" ¢ No specific measures have been established for measurement of
easure o
b4 performance of accountability. There is no KPI for accountability in the D-51, D-43
Performance LTA L
FCS performance indicators.
bS Coordination LTA B Coordination wasn'’t required
Deployment of
as ploy This is not a resource issue
Resources LTA
Referred Risk Response S FCS has an Operational Decision Making procedure and PRA modeling.
a6 P GREEN P ep & D107
LTA S {FCSG-27)
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Management System
. Over All Color: MORT Item#: MA1
Overview
Label: Observation Program Policy (FCSG-2)
Conclusion: The Observation Program Policy is less than adequate. The policy does not require peer observations and the lower
level tier elements are not in place to successfully implement the policy.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
MA1 (page 37) Policy LTA
al Up To Date LTA The Observation Program Policy is up to date. D69
a2 Written LTA The Observation Program Policy is written. D69
The Observation Program Policy is based on INPO SOER 96-01 and SOER
a3 Risk Assessment LTA GREEN € v D69
: 10-02.
" Technical Information The Observation Program Policy is based on INPO SOER 96-01 and SOER 069
a
LTA 10-02.
g Did Not Conform To CS The Observation Program Policy is based on INPO SOER 96-01 and SOER DEO
a
&R 10-02.
In Place at all . . . .
ab L The Observation Program Policy does not require peer observations. D69
Organization Levels L TA
) Lower level tier elements are not in place to achieve the Observation
Consistent at all . " . . .
a7 o Program Policy. Specifically, the evaluation criteria for conducting field D37, D69
Organization Levels LTA . .
observations are not provided.
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Management System

) Over All Color: MORT lItemi: MAL1
Overview
Label: Observation Program Policy (FCSG-2)
Conclusion: The Qbservation Program Policy is less than adequate. The policy does not require peer ohservations and the lower
level tier elements are not in place to successfully implement the policy.
MA1 and MA2 Description Color Notes/ Facts INFO ¥'s
Clear and : S
a8 . GREEN The policy is clear and understandable. De9
Understandable LTA -
asg Implementability LTA | GREEN " | The policy is implementable. D69
Applicability to all o
alg Areas of Operations GREEN . | The policy is applicable to all areas of operations D69
LTA oL
Congruence with )
all Organizational Goals . GREEN - | The policy is congruent with organizational goals D69
{TA )
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Management System

K Over Al Color: MORT itemi#i: MA2
Overview
Label: implementation of the FCS Observation Policy (FCSG-2)
Conclusion: Implementation of the Observation Program was less than adequate due to the lack of critical input and trending of

ohservation data.

A2 (page 38) irmplementation LTA

The QObservation program is not effectively implemented to critically
a1 Methaods, Criteria, assess performance and rigorously analyze results in order to identify 037, D69
Analysis LTA station issues. Observations were not sufficiently critical (approximately !

3% of the observation results required improvement).

While station managers and supervisors perform a large number of
. e observations, there is no site-wide analysis or trending of observation
Line Responsibilities ) R .
a2 LTA data to identify common issues or adverse trends across departments.
There is no clear responsibility delineated in the observation policy for 037, D69

trending observation findings.

Staff Responsibilities

a3 LTA o GREEN Appropriate detail on staff responsibilities are covered in the policy. D69
Expectations for some aspects of the program have not been ciearly
established and senior managers do not adequately monitor the status

a4 Information Flow LTA of the program are achieved. For example, there are no expectations D37

for quality, duration of the observation, or site-wide analysis —only a
required number of observations is specified {four per month).

o o+ - .| There is clear written directives which have been disseminated
as Directives LTA " GREEN- o D69
N _ throughout the organization.
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Over All Color: MORT Itemit: MA2
Overview
Label: implementation of the FCS Observation Policy {FCSG-2)
Conclusion: implementation of the Observation Program was less than adeguate due to the lack of critical input and trending of
observation data.
Management Services
a6 LTA (Go to Services See MORT SD6 MORT SD6
Sheet MA236)
a7 Budgets LTA The Team found no indication that budgets was LTA
{1 The Team found no indication that delays contributed to LTA
a8 Delays . .
.| observations.
. "4 Training observations are reviewed by the Executive Nuclear Training
a9 Accountability LTA o ) D72
", | Committee. (NOD-QP-2)
Expectations for some aspects of the program have not been clearty
alo0 Vigor and Example LTA established and senior managers do not adequately monitor the status D37
of the program to ensure the goals of the program are achieved.
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Services Over All Color: - MORT Item#:5D6
Label: Observation Program Services
Conclusion: . The people higher in the organization did not provide people fower in the organization what they needed to
implement the observation program effectively.
SD6 {page 31) Description Color Notes/ Facts INFO #’s
There is no site-wide analysis of trending performed to identify common
i Research and Fact issues or adverse trends across departments. The Observation Policy
d
Finding LTA does not require any site-wide analysis or trending of observation D37 D69
resuits, fevels of participation, or measurements of criticality.
There is no site-wide analysis of trending performed to identify common
issues or adverse trends across departments. The Observation Policy
a2 Information Exchange does not require any site-wide analysis or trending of observation 037, DES
LTA results, levels of participation, or measurements of criticality.
Expectations for some aspects of the program have not been clearly
established and senior managers do not adequately monitor the status
Standards and . . .
a3 Directi A of the program are achieved. There are no expectations for quality, D37, D69
irectives . .
duration of the observation, or site-wide analysis — only a required
number of observations is specified (four per month).
a4 Resources LTA See bt — b5 below
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 Services Over All Color: _ MORT Item#:SD6
Label: Observation Program Services
Conclusion: The people higher in the organization did not provide people lower in the organization what they needed to
implement the observation program effectively. ’
SD6 (page 31} Description Color Notes/ Facts INFO #'s
There is no guidance in the observation training or the observation
procedure, FCSG-2; to define scorecard ratings (exceeds expectations,
b1l Training LTA meets expectations, below expectations, needs improvement, D37, D69
outstanding, satisfactory, unsatisfactory, etc.}. Thus there is no
assurance of consistency or an appropriate level of critical appraisal.
Technical Assistance e . ) . . )
b2 LTA G_BEEN A subject matter expert was available to provide assistance. D69
b3 Program Aids LTA GR_EEN ‘| There are sufficient job aids within the observation program. D69
There is no guidance in the observation training or the observation
Mea ¢ procedure, FCSG-2; to define scorecard ratings (exceeds expectations,
sure o
ba Perform LTA meets expectations, below expectations, needs improvement, D37, D69
erformance
outstanding, satisfactory, unsatisfactory, etc.). Thusthereis no
assurance of consistency or an appropriate level of critical appraisal.
bS Coordination LTA Observation software facilitates timely reviews of observation data. D69
Deployment of . .
aS Appropriate resources are available. D69
Resources LTA
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Services Over Ali Color: - MORT item#:SD6

Label: Observation Program Services

Conclusion: The people higher in the organization did not provide peaple lower in the organization what they needed to
implement the observation program effectively.

SD6 (page 31) Description Color Notes/ Facts INFO #'s
. : The observation template includes a statement on maintaining shut
Referred Risk Response o - . . . .
a6 TA GREEN down safety, defense in depth, and key safety functions outlined in the D69
- ' shut down operations protection plan.
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X Over Al Color: MORT Item#: MA1
Overview
Label: Nuclear Safety Policy NPM-1.00, Rev. 3
Conclusion: The Nuclear Safety Policy is less than adequate to achieve a strong nuclear safety culture at FCS.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
MA1 (page 37) Policy LTA
al Up To Date LTA GREEN ‘. | The policy is up to date. D87
a2 Written LTA GREEN | The policy is written Dg7
- The policy is based on INPO Principles of Strong Nuclear Safety Culture
.' | dated 11/04, INPO, Principles of Strong Nuclear Safety Culture,
a3 Risk Assessment LTA GREEN / P & v . D87
e : Addendum 1., dated 10/09, and NEI 09-07, Rev. 0, Fostering a Strong
Nuclear Safety Culture.
The policy is based on and references INPO Principles of Strong Nuclear
S . Safety Culture dated 11/04, INPO, Principles of Strong Nuclear Safety
Technical Information .
a4 LTA Culture, Addendum 1., dated 10/09, and NE! 09-07, Rev. 0, Fostering a D87
Strong Nuclear Safety Culture, however, the policy does not contain the
necessary cantent of the references it is based on.
The policy is based on and references INPO Principles of Strong Nuclear
) Safety Culture dated 11/04, INPO, Principles of Strong Nuclear Safety
Did Not Conform To CS .
a5 &R . Culture, Addendum 1., dated 10/09, and NEI 09-07, Rev. 0, Fostering a D87
Strong Nuclear Safety Culture, however, the policy does not contain the
necessary content of the references it is based on.
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| Over All Color: MORT Itemi#: MA1
Overview
Label: Nuclear Safety Policy NPM-1.00, Rev. 3
Conclusion: The Nuclear Safety Policy is less than adequate t0 achieve a strong nuclear safety culture at FCS.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
26 In Place at all The policy has been widely communicated, however, the programs and D87
Organization Levels LTA procedures necessary to interpret the policy are not adequate.
Consistent at all L . L
a7 o | The policy is consistent at all organizational levels. D87
Organization Levels LTA
a8 Clear and The policy does not explain how to achieve adherence to the policy. It 087
Understandable LTA lacks clarity and instruction for implementation.
. The policy does not expiain how to achieve adherence to the policy. It
a9 Implementability LTA X ) ) ) ) D87
tacks clarity and instruction for implementation
Applicability to all
alo Areas of Operations The policy is applicable to all areas of the organization. D87
LTA
Congruence with o )
all Organizational Goals |~ ~ -GREEN - - | The policy is congruent with organizational goals. D87
LTA " o
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Overview

Labe!:

Conclusion:

Over Alt Color: MORT item#: MA2

Implementation of Nuclear Safety Policy NMP-1.00, Rev. 3

implementation of the Nuclear Safety Policy was less than adequate to ensure that Nuclear Safety is the overriding
priority at FCS.

CR2012-03986

MA2 (page 38) Implementation LTA
Methods, Criteria, .
al . FCS does not have a system for measuring nuclear safety. D43
Analysis LTA
a2 Line Responsibilities Safety responsibility is not a part of all managerial job descripticns at 038
LTA FCS.
a3 Staff Responsibilities Nuclear safety attributes are not discussed at pre-job briefings and D89
LTA during IPTE briefings.
. FCS does not have a system for measuring nuclear safety, and
a4 Information Flow LTA . . . S D43
information relating to nuclear safety is not collected or analyzed.
L The Team did not identify any written directives associated with Nuclear
a5 Directives LTA
Safety.
Management Services _ ) o . . MORT
. People higher in the organization did not provide people lower in the .
ab LTA (Go to Services o . i analysis SD6-
organization what they needed to implement the Nuclear Safety Paolicy. )
Sheet MA236) : Services
a7 Budgets LTA Budget is not an issue for implementing the nuclear safety policy.
a8 Delays There were no delays identified by the Team.
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Management System
i Over All Color: MORT {temi: MA2
Overview

Label: Implementation of Nuclear Safety Policy NMP-1.00, Rev. 3

Conclusion: Implementation of the Nuclear Safety Policy was less than adequate to ensure that Nuclear Safety is the overriding
priority at £CS.
Accountability is not expected for responsibilities regarding
implementing the Nuclear Safety Policy. FCS does not have a system for
a9 Accountability LTA plementing v v . yeem D43
measuring nuclear safety, and information relating to nuclear safety is
not collected or analyzed.
People higher in the organization did not provide people lower in the MORT
a10 i Vigor and Example LTA organization what they needed to implement the Nuclear Safety Policy. analysis SD6-
Services
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Services Over All Color: - MORT Item#:SD6
Label: Services for Nuclear Safety Policy (NPM-1.00, Rev. 3)
Conclusion: People higher in the organization did not provide peopie lower in the organization what they needed to implement
the Nuclear Safety Policy.
SD6 {page 31) Description Color ' Notes/ Facts INFC #'s
1 Research and Fact FCS does not have a system for measuring nuclear safety and it was not D43
a
Finding LTA actively sought out.
. Nuclear safety was not covered at SO-G-92 briefing for mid-ioop
information Exchange . - . . . .
a2 TA operations. Further, it is not included in the pre-job brief template for D89
IPTE.
a3 Standards and Standards were not included in the NPM-1.00, Rev 3, and the Team did 087
Directives LTA not identify any applicable written directives.
a4 Resources LTA See bl - b6 below.
. FCS leaders received training on INPO and NE( principles and traits
bl Training LTA
Nuclear Safety.
There is no assigned station nuclear safety advocate. There is a Nuclear
b2 Technical Assistance Safety Culture Advocate, however, the purpose of this position is to 087
LTA provide coaching and assess safety culture during specified station
meetings.
b3 Program Aids LTA INPO safety culture principles are posted throughout the station. D80
ba Measure of FCS does not have a system for measuring nuclear safety and it was not D43
Performance LTA actively sought out.
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Services Over All Color: MORT item#:SD6.
Label: Services for Nuclear Safety Policy (NPM-1.00, Rev. 3)
Conclusion: People higher in the organization did not provide people lower in the organization what they needed to implement
the Nuclear Safety Policy.
SD6 (page 31) Description Color Notes/ Facts INFO#'s
There is a Nuclear Safety Culture Advocate that assesses safety culture :
b5 Coordination LTA lre ' " ' . vy . i D87
during specified station meetings.
Deployment of ]
a5 Resources are not an issue for nuclear safety.
Resources LTA
26 Referred Risk Response | There is an established method for assessing nuclear safety risk when 590
LTA identified.
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Management System
K Over All Color: GREEN MORT ltem#: MA1
Overview
Label: FCS Change Management Policy
Conclusion: The FCS Change Management Policy meets industry standards.
MA1 and MA2 Description Color Notes/ Facts INFO #’s
MA1 {page 37) Policy LTA
al Up To Date LTA ';:GREE_N Meets the policy elements. D47
a2 Written LTA - GREEN The Policy is written. 047
o .-(. : Based on INPO Change Model and Managing Organizational Transitions
a3 Risk Assessment LTA . GREEN - @ K on . € ging Cre ranst D47
o - (Bridges & Associates)
Technical information N Based on INPO Change Model and Managing Organizational Transitions
aa GREEN - . , : D47
LTA {Bridges & Associates)
Did Not Conform To CS Co Based on INPO Change Model and Managing Organizational Transitions
as GREEN.- ] . D47
&R A : (Bridges & Associates)
' in Place at all S - This Policy has sufficient detail to be implemented at ali levels of the )
ab L GREEN - o Da7
Organization Levels LTA .~ | organization.
Consistent at ali AN o , .
a7 L. . GREEN This policy is consistent at all organizational levels D47
Organization Levels LTA B _
Clear and - - o
a8 - GREEN The policy is clear and understandable. D47
Understandabie LTA R
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Management System
. Over All Color: GREEN MORT item#: MA1
Overview .
Label: FCS Change Management Policy
Conclusion: The FCS Change Management Policy meets industry standards.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
as% implementable LTA GREEN The policy is implementable. D47
Applicability to all C
alo Areas of Operations GREEN - The policy encompasses the breadth of the organization. D47
LTA
Congruence with :
al1 Organizational Goals GREEN ' The policy is congruent with organizational goals. D47
LTA ) .
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N Over All Color: MORT [temit: MA2
Overview
Label: Implementation of the FCS Change Management Policy
Conclusion: The Change Management Policy has not been effectively implemented at FCS.
MA2 (page 38) Impiementation LTA

INPOQ facilitated off-site meeting of engineering leaders conducted on
September 21, 2010, indicated that the Change Management attribute
for effective engineering was not present. Major organizational changes

al Methods, Criteria, in 2007 and 2010 did not utilize the FCS Change Management Policy. No D34,1-07,

Analysis LTA formalized change management plan was developed for what Exelon’s D2s
roles and responsibilities were at the station. Centralization of the
nuclear procurement process did not include a change management
process.
The Line Organization does not consistently implement the FCS Change
Management Policy. Major organizational changes in 2007 and 2010 did
2 Line Responsibilities not utilize the FCS Change Management Policy. No formalized change 107 D25
d s
LTA management plan was developed for what Exelon’s roles and
responsibilities were at the station. Centralization of the nuclear
procurement process did not include a change management process.
Staff Responsibilities | - N o .
a3 LTA . GREEN The roles and responsibilities are defined in the policy. D34
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Management System
. Over All Color: MORT Item#: MA2
Overview
Label: Implementation of the FCS Change Management Policy
Conclusion: The Change Management Policy has not been effectively implemented at FCS.
The status of open Change Management Plans is checked by MRM.
However, there have been no MRM meetings since April 2011. In
aa Information Flow LTA addition, a corporate procurement manager was unaware of the 107, D25
existence of a change management plan for centralizing the
procurement program.
The Team determined through document reviews that there is no
written directive above the implementing procedure, FCSG-17. In
as Directives LTA addition, other applicable station procedures do not require the use of

the Change Management Policy/process (e.g., SO-G-30, SO-G-74, FCSG-
44, NAI-19).

Management Services The peogple higher in the organization failed to provide people lower in MORT
a6 LTA (Go to Services the organization what they needed to implement the Change MA2ab6-
Sheet MA2a6) Management Policy. Services
"~ 1 The Change Management Plan is adequately funded, that is, when a
a7 Budgets LTA : ) o D-59
Plan is approved, the staff/resources are implicitly approved.
Applicable station procedures for BURC approved projects do not
require the use of the Change Management Policy/process, e.g., FCSG-
ag8 Delays LTA 44, Project Management. In addition, other projects and initiatives often D-60
do not include Change Management plans, e.g., Exelon Nuclear
Partners’ support of Station Recovery.
a9 Accountability LTA D-47

Members of Line Management are not held accountable to consistently
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Management System

Over All Color: MORT item#i: MA2

Overview
Label: implementation of the FCS Change Management Policy
Conclusion: The Change Management Policy has not been effectively implemented at FCS.
implement FCSG-17, Change Management.
210 Vigor and Example LTA :::c::::eof Change Management Plans is generally at Supervisory Level

. ]
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Qver All Color: MORT {tem#:SD6
Services
Label: Services for Change Management (D-47)
Conclusion: The people higher in the organization failed to provide people lower in the organization what they needed to
implement the Change Management Policy.
SD6 (page 31) Description Notes/ Facts INFO #'s
FCSG-17, Change Management, was available, but not actively sought to
implement. There is no written directive above the implementing
Research and Fact .. . .
al Finding LTA procedure, £FCSG-17. In addition, other applicable station procedures do
in
"né not require the use of the Change Management Policy/pracess {e.g., SO-
G-30, SO-G-74, FCSG-44, NAI-19).
) information Exchange
a
LTA
A separate directive was not issued to ensure proper implementation of
3 Standards and Change Management Plans and applicable station procedures do not D-57
a ) K
Directives LTA require the use of the Change Management Policy/process (e.g., SO-G-

30, SO-G-74, FCSG-44, NA{-19).

a4 Resources LTA See b1-through b5 below

1 Training records identify that training was conducted for Change
b1 Training LTA ine fy € & D-66
-..-} Management

e . __ . _______ __ ___ __ __ ________ __ ___________]
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Over All Color:

MORT Itemi#:SD6

CR2012-03986

Services
Label: Services for Change Management (D-47)
Conclusion: The people higher in the organization failed to provide people lower in the organization what they needed to
implement the Change Management Policy.
SD6 {page 31) Description Color Notes/ Facts INFO #'s
Technical Assistance . L
b2 This is not a technical issue
LTA
Job Aids are provided in FCSG-17, Change Management, in Attachments
b3 Program Aids LTA P & & D-47
land 2.
M ¢ FCSG-17, Change Management, does not require a measure to
easure o
b4 determine the effectiveness of the implemented Change Management D-47,1-07
Performance L TA
Plans.
Lack of a change management pian for bringing Exelon on site to
identify the impacts on other activities/departments. it was not
recognized that a change management plan was needed to transition
o from development to implementation of the new EROP PMs. An (D30, D47, |-
bs Coordination LTA . .
apparent cause performed on the ineffectiveness of the ALARA 09}
Committee during the 2008 refueling outage determined the cause was
ineffective change management, resulting in committee members not
fully understanding their roles and responsibilities.
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Over All Color: MORT Item#:SD6
Services
Label: Services for Change Management {D-47)
Conclusion: The people higher in the organization failed to provide people lower in the organization what they needed to
implement the Change Management Policy.
SD6 {page 31) Description Color Notes/ Facts INFO #'s
; o Examples provided of in-progress Change Management Plans indicate
Deployment of E i
as : .| adequate deployment of resources to support work by the D-58, D-59

Resources LTA .
supervisors/workers.

Referred Risk Response _%7 .| various methods exist to assess risk and impact with implementation of
a6 ‘GREEN D-58, D-59
LTA R the Change Management process.

e _______|
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Management System :
Over All Color: GREEN. MORT item#: MA1
Overview S
Label: Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB)
Conclusion: The Self-Assessment Policy is adequate to achieve high standards of performance and quality at FCS.
MA1 and MA2 Description Color Notes/ Facts INFO #’s
MA1 (page 37) | Policy LTA
a1 Up To Date LTA " 'GREEN Policy is up to date (3/20/12, 4/3012) D95, D96
a2 Written LTA ~ GREEN Policy is written D95, D96
. Policy is based on INPQ SOER 10.2, INPO Principles for tffective
a3 Risk Assessment LTA GREEN- .. ' { Operational Decision Making, INPO Safety Culture Performance D95, D96
"] Objectives and Criteria.
X . | Policy is based on INPO SOER 10.2, INPQ Principles for Effective
Technical tnformation R . . .
a4 LTA GREEN ~ | Operational Decision Making, INPO Safety Culture Performance D9S, D96
Objectives and Criteria.
Policy is based on INPO SOER 10.2, INPO Principles for Effective
Did Not Conform To CS <y . . . P
as &R GREEN Operational Decision Making, INPO Safety Culture Performance D95, D96
i Objectives and Criteria.
In Place at all C - o o
a6 o - GREEN The policy is in place at organizational levels. D9S, D96
Organization Levels LTA R
Consistent at all T - -] The Team determined that lower level policies on self-assessments are
a7 . GREEN - - . . 035, D96
Organization Levels LTA - .| consistent with FCSG-4.

L _ . ___ _ __ ____ __________ . _ . __ _________ . ___________|
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Management System
K Over Al Color: GREEN MORT Item#: MA1
Overview .
Label: Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB)
Conclusion: The Self-Assessment Policy is adequate to achieve high standards of performance and quality at FCS.
MA1 and MA2 Description Color Notes/ Facts INFO#'s |
Clear and -
a8 - GREEN The policy is clear and understandable. D95, D96
Understandable LTA |~ =
a9 implementability LTA |~ GREEN 1 The policy is implementable. D95, D96
Applicability to all .
al0 Areas of Operations "~ GREEN . The policy encompasses the breath of the organization. D95, D96
LTA
Congruence with _
ail Organizational Goals GRE:E'N'; - | The policy is congruent with organizational goals. D3S, DS6
LTA C

i = T
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Management System
X Over All Color: MORT {temi#: MA2
Overview
Label: Implementation of the Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB)
Conclusion: implementation of the FCS Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB) was less than adequate.
MA2 {page 38) Implementation LTA
a1 Methods, Criteria, GR:EEN The station has performance indicators and a score card for self- D43, D9S,
Analysis LTA ) assessments. DsS6
; Line Responsibilities GREEN There are clear written statements of responsibility for the Line D95, bes
a
LTA - management and they are understood.
Staff Responsibilities i o DS9S, D96
a3 TA - GREEN There are the appropriate staff responsibilities for self-assessments.

o ____]
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Management System
. QOver All Color: MORT item#: MA2
Overview
Label: Implementation of the Self-Assessment Policy - FCSG-4 / NOD-QP-48 {SARB)
Conclusion: Implementation of the FCS Self-Assessment Palicy - FCSG-4 / NOD-QP-48 (SARB) was less than adequate.
Some recommendations from self-assessments are not implemented. D24, D95,
Operations managers are not routinely benchmarking and conducting D96

self-assessments to:

verify they have an accurate picture of excellence for plant control and
teamwork. Although Operations and Training conducted several self-
assessments, only the self-assessment

completed for Significant Operating Experience Report 96-1, Contro!
Room Supervision, Operational Decision-Making, and Teamwork,
specifically addressed plant control and narrowly focused on crew

a4 Information Fiow LTA reconstitution. An October 2009 latent issues self-assessment of AFW
performance noted some weaknesses in applying technical aspects of
system operation to operating procedures. These included discrepancies
between AOPs and EOPs for manual throttling of valves and the lack of a
caution or action step to manually back up the automatic closure of a
valve on loss of instrument air. To date, some of these identified

issues have not been addressed. A thorough self-assessment of the FAC
program has not been conducted in about 10 years,

although a compliance audit with respect to industry guidance was
completed in 2007.

L 'f There are written directives which have been disseminated throughout D95, D96
as Directives LTA

the organization with top management approval and support.

g —
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Management System
. Over All Color: MORT item#: MA2

Overview

Label: Implementation of the Self-Assessment Policy - FCSG-4 / NOD-QP-48 {SARB)

Conclusion: implementation of the FCS Self-Assessment Policy - FCSG-4 / NOD-QP-48 {SARB) was less than adequate.

Management Services . . - . L MORT ]
) FCS management did not provide people lower in the organization what .
ab LTA (Go to Services th ded to imol tth i t ool analysis
ey needed to implement the self-assessment policy.

Sheet MA2a6) Y P POty MA2a6
a7 Budgets LTA Budget is not applicable. D95, D96
a8 Delavs Numerous KPI action items {CRs) are open with the average age of the D43, D95,

Y R R
CRs exceeding station goals of 180 days. D96
T Based on the number of action items that are open with the average D43, D9S,

age greater than station goals, it is evident that there is no D96

a9 Accountability LTA accountability for action completion (average age of CRs is 323 days
with a station goal less than 180; 77 of the 107 CRs are above station
goals).
Based on the number of action items that are open with the average D24, D9S,
age greater than station goals, it is evident that there is no D36
accountability for action completion (average age of CRs is 323 days
with a station goal less than 180; 77 of the 107 CRs are above station

210 Vigor and Example LTA goals). Some recommendations form self-assessments are not

implemented. Operations managers are not routinely benchmarking
and conducting self-assessments to
verify they have an accurate picture of excellence for plant control and
teamwork.

I . ___)
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Services Over All Color: - MORT ltem#:5D6
Label: Services for Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB)
Conclusion: FCS people higher in the organization did not provide people lower in the organization what they needed to
implement the self-assessment policy.
SD6 (page 31) Description Color Notes/ Facts INFO ¥#'s
a1 Research and Fact Gi:!EEﬁ 1 The station has performance indicators and a score card for self- D43, DSS,
finding LTA S : assessments. D396
Information Exchange . L D43, D95,
a2 The information is sought, analyzed, and shared.
LTA D96
The Team did not identify any written directives which required that the
standards be met. in addition, based on the number of action items
that are open with the average age greater than station goals, it is
evident that there is no accountability for action completion {(average
Standards and . . . R P ¢ & D24, D43,
a3 . age of CRs is 323 days with a station goal less than 180; 77 of the 107
Directives LTA . . D95, D96
CRs are above station goals). Some recommendations form self-
assessments are not implemented. Operations managers are not
routinely benchmarking and conducting seif-assessments to verify they
have an accurate picture of excellence for plant control and teamwork.
a4 Resources LTA Reference b1-bS below.
Training to conduct Self-Assessments was not provided. No
bl Training LTA qualification card was required. Currently, a new qualification card has D95, D96
been established. D97
b2 Technical Assistance : | Self-Assessment technical assistance is available for staff conducting -03

- e
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Services Gver Ali Color: MORT ltem#:SD6
Label: Services for Self-Assessment Policy - FCSG-4 / NOD-QP-48 (SARB)
Conclusion: FCS people higher in the organization did not provide people lower in the organization what they needed to

implement the self-assessment policy.

SD6 {page 31) Description Color Notes/ Facts INFO #’s
LTA ERE assessments. (PIP Supervisor).
b3 Program Aids LTA GREEN . There are sufficient job aids provided. D95, D96,
The station has performance indicators and a score card for self-
assessments with goals for timeliness of CR completion. However, the
Team did not identify any written directives which required that the
ba Measure of standards be met. in addition, based on the number of action items D24, D43,
Performance L TA that are open with the average age greater than station goals, it is D95, D96

evident that there is no accountability for action completion {average
age of CRs is 323 days with a station goal less than 180; 77 of the 107
CRs are above station goals).

Self-assessment schedule changes due to recovery activities have
b5 Coordination LTA resulted in deferrals and/or cancellations have challenged coordination D43
among departments.

See Resources Section above. The deployment of resources has been
Deployment of

as challenged by a number of deferrals and cancellations of self-
Resources LTA
assessments.

S —
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Services Over All Color: - MORT Item#:SD6

Label: Services far Self-Assessment Policy - FC5G-4 / NOD-QP-48 (SARB)

Conclusion: FCS people higher in the organization did not provide people lower in the organization what they needed to
implement the self-assessment policy.

SD6 (page 31) Description Color Notes/ Facts INFO #'s

The Team did not identify any written directives which required that the
standards be met. In addition, based on the number of action items
that are open with the average age greater than station goals, it is
evident that there is no accountability for action completion (average
age of CRs is 323 days with a station goal less than 180; 77 of the 107
CRs are above station goals). Some recommendations from self-
assessments are not implemented. Operations managers are not

D24, D43,
DS9S, D96

Referred Risk Response
LTA

a6

routinely benchmarking and conducting self-assessments to verify they
have an accurate picture of excellence for plant control and teamwork.

. . e _.______]
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Over All Calor:

MORT ltem#: MA1

CR2012-03986

Overview
Label: FCS Operating Experience (OE) Program Policy (NMP-1.13)
Conclusion: Insert Concluding Statements.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
MA1 (page 37) Policy LTA
al Up To Date LTA ""GREEN " . | The FCS OE Program Policy is up to date. D67
a2 Written LTA There is 2 written FCS OE Program Policy. D67
The program requi isk screening on Ot when required and a
a3 Risk Assessment LTA prog quires . 'ne . . qut D67
procedure to conduct the risk assessment is provided.
ad Technical Information The program is based on current applicable INPO information. (See 067
LTA document references).
Did Not Conform To CS 7. .} The program is based on current applicable INPO information. {See
as GREEN . D67
&R "~ | document references).
In Place at all - o NPM-1.13 outlines rofes and responsibilities at all levels of the FCS
ab o -~ GREEN o D67
Organization Levels LTA . _w | organization.
Consistent at all X . . . .
a7 o - GREEN - | The Team did not identify any conflicting policies. D67
Organization Levels LTA _
Clear and o "1 The Team determined that the OF program policy is clear,
a8 : GREEN - . prog poticy D67
Understandable LTA - understandable, and implementable.
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Overview

Over All Color:

 GREEN

MORT item#: MA1

CR2012-03986

Label: FCS Operating Experience {(OF) Program Policy (NMP-1.13)
Conclusion: Insert Concluding Statements.
MA1 and MA2 Description Color Notes/ Facts INFO #’s
o The Team determined that the OE program policy is clear,
a9 implementability LTA . ‘GREEN - . prog policy 067
AR understandable, and implementable.
Applicability to all
alQ Areas of Operations The policy is applicable to all areas of Operations. D67, D105
LTA
Congruence with : . ' L .
T : i { The Team determined that the FCS OE Program Policy is congruent with
all Organizational Goals - GREEN L D67
LTA . other organizational goals.

. . . __ _ _ . .. __ . . _ . ]

Page 115



CR2012-03986

Management System
_ Over All Color: MORT item#: MA2
Overview
Label: Implementation of FCS OE Program Palicy (NOD-QP-21}
Conclusion: Implementation of the FCS OF program is less than adequate. Management has not provided appropriate support

and has not held Line and Staff accountable for implementing the OE Program Policy.

MA2 {page 38) Implementation LTA
The FCS response to NRC Information Notice 94-27, “Facility Operating
Concerns Resulting From Local Area Flooding,” basically credited the use
a1 Methods, Criteria, of pre-existing procedures; therefore, a detailed evaluation investigating D18, D23,
Analysis LTA water intrusion possibilities in the protected areas was not evident or D71
documented. (D18). OE was not adequately addressed concerning the
breaker modification which resulted in a fire in bus 1B4A. (D23)
Responsibilities for the OE Program are clearly delineated for
management. However, the responsibilities for the OE Program are not
22 Line Responsibilities always implemented. For example, from interview information, -3 D43, D71
A “current upper management is not supportive of OE efforts, e.g., ) !
requirements assigned to managers are up to Six months past due and
no one is covering OF at meetings anymore.”
Staff Responsibilities .
a3 LTA "} OE leads are assigned for each departments. D106
. OE Program owner no longer allowed to-drive ownership and
a4 Information Flow LTA » . . . 1-3, 043
accountability regarding OE activities and deliverables.
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Management System
. Over All Color: MORT ltemit: MA2
Overview
Label: Implementation of FCS OE Program Policy (NOD-QP-21)
Conclusion: implementation of the FCS OE program is fess than adequate. Management has not provided appropriate support

and has not held Line and Staff accountable for implementing the OE Program Policy.

CR2012-03986

The responsibilities for the OE Program are not always implemented.
For example, from interview information, “current upper management
as Directives LTA is not supportive of OE efforts, e.g., requirements assigned to managers
are up to six months past due and no one is covering OEF at meetings

anymore.”

1-3, D43, D71

) People higher in the FCS organization did not provide people lower in
Management Services

a6 LTA (Go to Services
Sheet MA2a6)

the organization what they needed to timplement the OE Program
correctly. Specifically, management did not provide the staffing or the
accountability on timeliness of reviews.

MORT SD6

a7 Budgets LTA The OF budget is adequate.

Responsibilities for the OE Program are clearly delineated for
management. Hawever, the responsibilities for the OE Program are not
always implemented. For example, from interview information,

28 : Delays “current upper management is not supportive of OF efforts, e.g.,
requirements assigned to managers are up to six months past due and

no one is covering OEF at meetings anymore.”

1-3,043
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Management System

. Over All Color: MORT Item$#: MA2
Overview

Label: implementation of FCS OE Program Policy (NOD-QP-21)

Conclusion: Implementation of the FCS OF program is less than adequate. Management has not provided appropriate support
and has not held Line and Staff accountable for implementing the OE Program Policy. '

Responsibilities for the OF Program are clearly delineated for
management. However, the responsibilities for the OE Program are not

always implemented. For example, from interview information,

a9 Accountability LTA 1-3, D43

“current upper management is not supportive of OE efforts, e.g.,
requirements assigned to managers are up to six months past due and
no one is covering OE at meetings anymore.”

Responsibilities for the OF Program are clearly delineated for
management. However, the responsibilities for the OE Program are not
always implemented. For example, from interview information,
“current upper management is not supportive of OE efforts, e.g.,
requirements assigned to managers are up to six months past due and
no one is covering Ot at meetings anymore.” In addition, “the
requirements to use OF are not enforced and management doesn’t

alo Vigor and Example LTA 1-3, D43, D71

provide accountability for OE.”

e ]
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Services Over All Color: - MORT item#:SD6
Label: OE Program Services
Conclusion: People higher in the FCS organization did not provide people lower in the organization what they needed to
appropriately implement the OF Program correctly. Specifically, lack of management support with staffing and
accountability on timeliness of reviews.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
Research and Fact o ’ . .
al N GREEN Training is provided and resources available on searching OE. -3
Finding LTA :
5 Information Exchange GREEN The Team did not identify any issues with information exchange
a
LTA R regarding OE.
Standards and iy The Team determined that the appropriate standards and directives are
a3 o GREEN . D68
Directives LTA S required to be followed.
a4 Resources LTA GREEN See b1 - bS below. I3
bl Training LTA GREEN Training information on how to search for OE is provided. -3
Technical Assistance v Experts are available and publicized for technical assistance on Ot
b2 GREEN -3
LTA L searches.
i o Manuals or other reference materials are available to assist workers
b3 Program Aids (TA GREEN -3, 068
w - 4 conduct OF searches.
' Measure of - Performance (ndicators are implemented and used to track OE Program
ba GREEN D43
Performance LTA e performance (CCA-36)

- ]
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Services Over All Color: - MORT Item#:SD6

Label: OE Program Services

Conclusion: People higher in the FCS organization did not provide people lower in the organization what they needed to
appropriately implement the OF Program correctly. Specifically, lack of management support with staffing and
accountabifity on timeliness of reviews.

SD6 {page 31) Description Color Notes/ Facts INFO #'s

L Py The Team, through document reviews and personnel interviews did not
bs Coordination LTA GREEN . i L .
: o identify any coordination issues regarding OE.

Deployment of The OE review group staffing level changed from four coordinators to

as -3
Resources LTA one.
) Current upper management is generally not supportive of Ot efforts,
Referred Risk Response i . .
a6 e.g., requirements assigned to managers are up to six months past due 1-3

LTA . . -
and no one is covering OFE at many important meetings.

e ]
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Management System
N Qverall Color: MORT item#: MA1
Overview
Label: Corrective Action Program (CAP) Policy — SO-R-2 {Rev. 50a and previous) / FCSG-24, Rev. 42 (and previous)
Conclusion: The Corrective Action Program (CAP} policy as stated in FCSG-24 / SO-R-2 was not up to industry standards.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
MA1 (page 37) Palicy LTA
FCSG-24 / SO-R-2 were not up to Industry Standards. For example,
' Quarantining (FCSG-24-2), Cause Evaluation Manual enhancement D-16, D-61,
al Up To Date LTA e . .
(FCSG-24-5), and Corrective Action Program Coordinator (CAPCO — D-62
FCSG-24-12), are new guidelines to support CAP written policy.
a2 Written LTA GREEN FCSG-24 and SO-R-2 policies exist in written form. D-61, D-62
ol FCSG-24 incorporates guidance to screen, assign ownership, and
a3 Risk Assessment LTA GREEN corrective actions/approvals based upon risk, for i.e., Level A — Level D, D-61
S based upon safety significance/risk.
4 Technical Information The CAP written Policy was determined to be obsolete and not current .16
a _
LTA with Industry Standards.
5 Did Not Conform To CS The CAP written Policy was determined to be obsolete and not current D16
a .
&R with Industry Standards.
In Place at all . AT T CAP written Policy is in place in both SO-R-2 and FCSG-24, which
a6 L .GREEN : .| . D-61, D-62
Organization Levels LTA | ' : .} includes all organization levels.

el e — T )
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Management System

. Overall Color: MORT itemi: MA1
Overview
Label: Corrective Action Program {CAP) Policy — SO-R-2 (Rev. 50a and previous) / FCSG-24, Rev. 42 {and previous)
Conclusion: The Corrective Action Program (CAP) policy as stated in FCSG-24 / SO-R-2 was not up to industry standards.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
Consistent at all ) CAP written Policy is consistent in both SO-R-2 and FCSG-24, at al!
a7 nsts GREEN I y D-61, D-62
Organization Levels LTA organization levels.
Clear and There is no ambiguity in the CAP written policy; it is clear and

a8 GREE D-61, D-62
Understandable LTA . N_ understandable.

a9 Implementability LTA GR_E_EN CAP written Policy is reasonabte and implementable. D-61, D-62

Applicability to all

Areas of Operations L CAP written Policy applies to all aspects of Station Operations and all
a10 LTA "GREEN R D-61, D-62
S activities within the Owner Controlled Area.

Congruence with ‘
all Organizational Goals GREEN The policy is congruent with organizational goals.
LTA o

M
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Management System

. Overall Color: MORT Item#: MA2
Overview
Label: Implementing the Corrective Action Program (CAP) Policy — SO-R-2 (Rev. S0a and previous) / FCSG-24, Rev. 42
) {(and previous)
Conclusion:

The CAP implementation is less than adequate which has led to fong standing issues not being addressed or
effectively corrected. For example: the non-standard TS issues; AOPs, AQOP-1 (flooding related), AOP-6 {fire
protection), initial licensing (AOP/ARP).

MA2 (page 38) Implementation LTA

NRC Inspection findings and Causal Analyses identified significant issues
with the CAP. For example, corrective actions did not address the
concerns; KPIs indicate excessive delays {overdue/extensions);

a1 Methads, Criteria, individuals did not have sufficient skills and knowledge to perform cause D-16, D-18,
Analysis LTA analysis using a systematic method. in addition, station effectiveness D-35,D-36
reviews are not conducted in a manner and to a depth that assures that
corrective actions for precluding problem repetition have been
institutionalized.
Line Responsibilities | . S — .
a2 LTA ... GREEN ' ‘| CAP roles and responsibilities are clearly written. D-61, D-62
Staff Responsibilities s .
a3 CAP roles and responsibilities are clearly written. D-61, D-62

LTA

. G ‘| The CAP written policy provides implementation guidance which
a4 Information Flow LTA |. . GREEN ) . ) . . o D-61, D-62
K ) identifies the required information to assess the conditions.

as Directives LTA .. GREEN The CAP Policy has top management approval and support. D-61, D-62

M
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Management System

. Overali Color: MORT item#: MA2
Overview
Label: Implementing the Corrective Action Program (CAP) Policy — SO-R-2 (Rev. 50a and previous) / FCSG-24, Rev. 42
) {and previous)
Conclusion:

The CAP implementation is less than adequate which has led to long standing issues not being addressed or
effectively corrected. For example: the non-standard TS issues;, AOPs, AOP-1 (flooding related), AOP-6 (fire
protection), initial licensing (AOP/ARP).

Management Services
a6 LTA (Go to Services Reference Service Sheet SD6 for CAP Policy
Sheet MAZ3a6)

The budget for CAP is adequate. For example, when outside support is

a7 Budgets LTA . € q ] . P PP 1-02
required for analysts, funding is provided.
In some cases, delays in hiring outside Analyst support for Root and
Apparent Causal analysis have been identified as a delay in

a8 Delays ) . ) L . . 1-02, D43
implementing CAP Policy. In addition, KPis CCA-11 and CCA-12 indicate
excessive delays (overdue/extensions).
Members of the line management are not held accountable for

a9 Accountability LTA implementing responsibilities associated with CAP; for example KPls D43
CCA-11 and CCA-12 indicate excessive delays (overdue/extensions).
KPIs CCA-11 and CCA-12, and others indicate excessive delays

all Vigor and €xample LTA (overdue/extensions). These delays have been longstanding as indicated D-43
in the Station Pls.

e _____]
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Overall Color:. MORT ltem#:5D6
Services
Label: Services for Corrective Action Program (CAP) Policy — SO-R-2 (Rev. 50a and previous) / FC5G-24, Rev. 42 {and
) previous)
Conclusion: The people higher in the organization did not provide people lower in the organization what was needed to
implement an adequate CAP.
SD6 {page 31) Description Color Notes/ Facts INFO #’s
The CAP Policy provides written guidance for executing responsibilities;
Research and Fact . L ) .
al Finding LTA GREEN the ActionWay/DevonWay application provides triggers and tools for D-61
indin .
€ : effectively researching and fact-finding.
Information Exchange . { Software tools incorporated in DevonWay provide unimpeded access to
a2 & GREEN _ s (neorp ve P D-61
LTA ) CAP information.
Station has sufficient standards (KPls, Metrics, etc.) to determine CAP
Standards and N . D-43, D-61,
a3 R . health. In addition, FCSG-24 and SO-R-2 provide examples and state
Directives LTA . . e . D-62
responsibility for threshold for documenting conditions in CAP.
The backlog of CRs, delays in commencing Causal Analyses, excessive
a4 Resources LTA delays (overdue/extensions) as indicated by KPis have been D-43, 1-02
longstanding issues as documented in the Station Pis.
The initiation of the CR process is generally viewed by Station personnel
bl Training LTA . . P & Y v P D-25
as easily accessible and well-used by most employees at all levels.
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Management System
N Overall Color: MORT Itemii: MA2
Overview

Implementing the Corrective Action Program (CAP) Policy — SO-R-2 (Rev. 50a and previous) / FCSG-24, Rev. 42

Label:
(and previous)

Conclusion:
The CAP implementation is less than adequate which has led to long standing issues not being addressed or

effectively corrected. For example: the non-standard TS issues; AOPs, AQOP-1 {flooding related), AOP-6 (fire
protection), initial licensing (AOP/ARP).

Technical Assistance L A dedicated Corrective Action Group (CAG) provides a broad level of
b2 .7 GREEN o ) D-61, D-62
LTA oo support for ail phases of implementation of CAP.

b3 Program Aids LTA Sufficient job aids exist and are in-place to support CAP. D-61, D-62

General KPIs are in-place; however, specific measures are not in-place to
Measure of measure CAP performance — such as, re-work as a result of poor
ure o
ba corrective action determination or implementation for supervisors and D-43
Performance LTA . . o
workers. Effectiveness reviews are too narrowly focused and the timing
is not commensurate with the implementation of the corrective action.
The coordination of developing and completing CAP products in a timely
o and quality manner, such as RCAs, ACAs, Corrective Actions, etc. is a

b5 Coordination LTA L ) 1-02
challenge when coordinating Team member assignments that have
other job duties to complete.
The backlog of CRs, delays in commencing Causal Analyses, excessive

Deployment of ] o
aS Reso LTA delays {overdue/extensions) as indicated by KPIs have been D-43, 1-02
esources
longstanding issues as documented in the Station Pls.
Referred Risk Response . . . . .
a6 TA Risk response is adequate in the Corrective Action Program. D-61, D-63

- . __ ___ _  _ _____________ _ ___ __ __ ____________ _ ]
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Management System
. Over All Color: MORT Itemi: MA1
Overview
Label: Succession Planning
Conclusion: The succession planning policy is written, but it does not meet the requirements of, or format of other policies at the

station. For example, there is no policy number, cover page, signature, and no conventional formatting. The policy
is not housed with other policies at the station.

MA1 and MA2 Description Calor Notes/ Facts INFO #'s

~ MA1 (page 37) Policy LTA

The current succession planning process is detailed in the “Principles of
Succession Planning” documented on the succession planning

SharePoint site. This document is of sufficient scope to address D-84, D-85
problems encountered during work at the facility. However, it does not

al Up To Date LTA

meet the requirements of or format of other policies at the station.

While the policy is written, it does not meet the requirements of or D-84, D-85
a2 Written LTA format of other policies at the station. For example, there is no policy

number, cover page, signature, and there is no conventional formatting.

The station understoaod the risk of not having a policy on succession D-84, D-85

a3 Risk Assessment LTA . i .
planning and formulated this policy.

Technical Information
LTA

" While the policy is written, it does not state what technical information D-84, D-85
a .
it was based upon.

Did Not Conform To CS
&R

while the policy is written, it does not state what codes or standards it D-84, D-85

as . .
is in conformance with.

]
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Management System

X Overall Color: MORT (tem#: MA2
Overview

Implementing the Corrective Action Program (CAP) Policy — SO-R-2 (Rev. 50a and previous) / FC5G-24, Rev. 42

Label:
{and previous)
Conclusion:
The CAP implementation is less than adequate which has led to long standing issues not being addressed or
effectively corrected. For example: the non-standard TS issues; AOPs, AOP-1 (flooding related), AOP-6 (fire
protection), initial licensing (AOP/ARP}.
While the policy is written, and is in place for all organizational {evels, D-84, D-85
6 In Place at all procedures related to this policy are vague or non —existent and
Organization Levels LTA therefore there is no way to ensure that the policy is implemented
approgpriately.
While the policy is written, and is consistent for all organizational levels, | D-84, D-85
2 Consistent at all procedures related to this policy are vague or non —existent and
a
Organization Levels LTA therefore there is no way to ensure that the policy is implemented
appropriately.
While the policy is written clearly and understandably, it does not meet D-84, D-85
8 Clear and the requirements of or format of other palicies at the station. For
a
Understandable LTA example, there is no policy number, cover page, signature, and there is
no conventional formatting.
While the policy is written, procedures related to this policy are vague D-84, D-85
as Implementability LTA or non —existent and therefore there is no way to ensure that the policy
' is implemented appropriately.

. _ __ . . __ __  _ . ]
Page 128



Management System
Overview

Label:

Conclusion:

Overall Color:

Implementing the Corrective Action Program (CAP) Policy — SO-R-2 (Rev. S0a and previous) / FCSG-24, Rev. 42

{and previous)

MORT item#i: MA2

The CAP implementation is less than adequate which has led to long standing issues not being addressed or
effectively corrected. For example: the non-standard TS issues; AOPs, AOP-1 (flooding related), AOP-6 (fire

protection), initial licensing {AOP/ARP).

CR2012-03986

Applicability to all

alo0 Areas of Operations
LTA
Congruence with
all Organizational Goals

LTA

While the policy is written and appties to the breadth of the D-84, D-85
organization, procedures related to this policy are vague or non —
existent and therefore there is no way to ensure that the policy is
implemented appropriately.

D-84, D-85
The policy is in congruence with organizational goals.
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Management System
. Over All Color: MORT itemi#: MA2
Overview
Label: Succession Planning
Conclusion: Implementation of Succession Planning at the station is less than adequate as formal succession planning has not

been conducted at the station for over six months, in spite of a relatively large number of openings being filled in
leadership positions across the station.

MA2 {page 38) Implementation LTA
Formal succession planning has not been conducted at the station for D-84, D-85
over six months, in spite of a relatively large number of openings bein
Methods, Criteria, ] ] . P . v g. . .p € &
al Analvsis LTA filled in leadership positions across the station. No criteria for
nalysis
Y determining success were established, and no anaiysis is being
performed on data collected
. o There is a brief written guidance sheet for line and other managers on D-84, D-85
Line Responsibilities ) . . . .
a2 LTA implementation steps, but it is not part of job descriptions, and
responsibilities are not currently being performed.
o There is a brief written guidance sheet for line and other managerson - | D-84, D-85
Staff Responsibitities . i .
a3 TA implementation steps, but the team could not find where there are staff
responsibilities written or being performed.
a4 Information Flow LTA Management has not specified the information it needs. D-84,D-85
Management did not disseminate a clear written directive on succession | D-84, D-85
a5 Directives LTA planning, but did provided presentation materials on succession
planning to managers and supervisors.
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Management System

) Over All Color: MORT Item#: MA2
Overview
Label: Succession Planning
Conclusion: Implementation of Succession Planning at the station is less than adequate as formal succession planning has not

been conducted at the station for over six months, in spite of a relatively large number of openings being filled in
leadership positions across the station.

Management Services . . . . D-84, D-85
. Deployment of resources to this policy was ineffective because
ab LTA (Go to Services . o, . : )
Sheet MA236) succession planning isn’t currently being performed at the station.
a7 Budgets LTA The budget is not a factor in this process D-84, D-85
Formal succession planning has not been conducted at the station for D-84, D-85
over six months, in spite of a relatively large number of openings being
a8 Delays filled in leadership positions across the station. This is related to the
suspension of the Nuclear Leadership Development Steering
Committee.
. Line managers are not currently being held accountable for succession D-84, D-85
a9 Accountability LTA i . .
planning and no measures have been established for their performance.
Formal succession planning has not been conducted at the station for 0-84, D-85
over six months, in spite of a relatively large number of openings being
alo Vigor and Example LTA filled in leadership positions across the station. This is related to the
suspension of the Nuclear Leadership Development Steering
Committee.

L |
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Services Over All Color: - MORT item#:SD6
Label: Succession Planning
Conclusion: Deployment of resources to this policy was ineffective because succession planning isn’t currently being performed
at the station.
SD6 (page 31) Description Color Notes/ Facts INFO #'s
a1 Research and Fact . ".:'-. There are several references in the policy to INPO documents, corporate D-85
Finding LTA HR policies, nuctear procedures, and other research.
a2 Information Exchange . There were presentations made upon implementation, but no change D-85
LTA management was utilized.
a3 Standards and Appropriate standards were required by management, but no directives D-85
Directives LTA were issued that the team could find.
al Resources LTA D-85
S Presentations and presentation materials were provided to all D-85
bl Training LTA .. GREEN ) P ] P
T supervisors and management at the station.
b2 Technical Assistance - 'é.R'EEN _.| There was a very qualified arganizational development specialist D-85
LTA . : e provided to assist in the policy development and imptementation.
. No program aids could be located by the team other than previously D-85
b3 Program Aids LTA .
existing forms.
_ Measure of ) . D-85
ba . No performance measures were established for this policy.
Performance LTA
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Services Over All Color: - MORT item#:506
Label: Succession Planning
Conclusion: Deployment of resources to this policy was ineffective because succession planning isn’t currently being performed
at the station.
SD6 (page 31) Description Color Notes/ Facts INFO #’s
L The team could find no evidence that the work on this policy was not D-85
bs Coordination LTA GREEN . .
: properly coordinated.
a5 Deployment of Deployment of resources to this policy are ineffective because D-85
Resources LTA succession planning isn’t currently being performed.
. The team could find no evidence that management was not informed of D-85
Referred Risk Response L . . . .
a6 LTA the potential risks and problems associated with this policy, or that
management did not respond when notified of risks and probiems.

Ll _____]
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Management System
. Over All Color: MORT item#: MA1
Overview
Label: Leadership Skill Assessment
Conclusion: There is no policy or procedure that drives or governs the process of Leadership Skill Assessment at the Station, as

such the state of Leadership in terms of competency and alignment was declining and no process was in place to
discover this until a consultant’s study was completed in late 2011.

MA1 and MA2 Description _ Color Notes/ Facts

MA1 (page 37) Policy LTA

There is no policy or procedure that drives or governs the process of

a1 Up To Date LTA . . .
Leadership Skill Assessment at the Station.

. There is no policy or procedure that drives or governs the process of
al Written LTA . . .
Leadership Skill Assessment at the Station.

Since there is no policy, there was no assessment of risk. By not
assessing risk the following conditions were discovered when Strategic
Talent Solutions (STS) completed a comprehensive Leadership
Assessment and Alignment process at £CS in November, 2011:

e  Asagroup, station leaders possess critical development gaps that
have contributed to and resulted from a significant erosion of
standards across the site.

e Asagroup FCS leaders are more tactical than strategic. They often
prioritize poorly, delegate little, work levels down and surrender
oversight. They regularly enable and protect, rationalize low
standards and hesitate to issue consequences. They also seldom
prioritize leadership development for themselves and their reports.
These issues cut across all levels of leadership and all departments.

eaaaaaeaaee——————— — . |
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Management System
. Over All Color: MORT Item#: MA1
.Overview
Label: Leadership Skill Assessment
Conclusion: There is no policy or procedure that drives or governs the process of Leadership Skill Assessment at the Station, as

such the state of Leadership in terms of competency and alignment was declining and no process was in place to
discover this until a consultant’s study was completed in late 2011.

[ MA1and mA2z Description Color Notes/ Facts

e Arelationship-centric culture has taken hold. The culture and its
leaders have come to value harmony and loyalties over standards,
accountability and performance. Relationships have been
prioritized over what is in the best interest of individuals, the
station and the community. As is oft repeated, “This is the OPPD
way.”

e Station leaders have lost sight of the wisdom of leadership and held
tightly to the virtues of a hard work ethic and technical
competence. FCS Leaders try to run the plant themselves rather
than develop high-functioning, cohesive teams that leverage
collective knowledge and experience to lead a safe and reliable
plant.

e While this formula may have been successful with a newer, more
reliable power plant, it is no longer working. Plant hardware has
aged and a litany of challenges have manifested, many preventable,
others not. The leadership has been overrun and slow to make the
difficult decisions and take the necessary actions required to
manage these challenges. As a consequence, the status quo has
been continually reinforced while confidence in the leadership’s
ability to right the ship s trending downward.

eaaaaae———— . ")
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CR2012-03986

. Over All Color: GREEN MORT Item#: MA1
Overview _
Label: Hiring, Staffing, Promoting, and Establishing New Positions
Conclusion: Hiring, Staffing, Promoting, and Establishing New Positions policies have broad enough scope to appropriately staff
the Station.
MA1 and MA2 Description Color Notes/ Facts INFO it's
MA1 (page 37) Policy LTA
o | Policies {NA! - 11 and 19 and Corparate Policies 7.01, 7-05,and 7.06) are
al Up To Date LTA GREEN
. - | up to date.
. o | Palicies (NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are
a2 Written LTA GREEN - - | )
) : clearly written.
. ' .~ | Policies (NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06)
a3 Risk Assessment LTA GREEN . L . . . .
S have the flexibility to deal with unique situations.
a Technical information .G:RE.IIEN . | Policies (NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06)
a _ B
LTA o include adequate guidance, including flow-charts.
. .- | Palicies (NAt - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06)
Did Not Conform To CS S . . . ' .
as &R GREEN conform to applicable hiring, staffing, and promoting, standards and
regulations.
6 In Place at all GREEN .| Policies (NA! - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are
a
Organization Levels LTA in place for all organizational levels.
7 Consistent at all GREEN Policies (NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are
a
Organization Levels LTA consistent for all organizational levels.

Page 136 -



CR2012-03986

Management System
: Over All Color: GREEN MORT Item#: MA1
Overview -
Label: Hiring, Staffing, Promoting, and Establishing New Positions
Conclusion: Hiring, Staffing, Promoting, and Establishing New Positions policies have broad enough scope to appropriately staff
the Station.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
a8 Clear and GR'E.E.'N Policies (NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are
Understandable LTA clear and understandable. '
: Policies (NAl - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are
asg implementability LTA GREEN ( . P )
L reasonable and implementable.
Applicability to all B e . L.

i o Policies {NAI - 11 and 19 and Corporate Policies 7.01, 7-05,and 7.06) are

al0 Areas of Operations - GREEN ] j
i applicable to all areas of the station.
iTA )
Congruence with o o Policies {NAI - 11 and 19 and Corporate Policies 7.01, 7-0S,and 7.06)
all Organizational Goals n GREEN support hiring, staffing and promoting people for an effective
LTA o organization

b e . o __]
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Management System '
Over All Color: MORT Item¥#: MA2

Overview
Label: Hiring, Staffing, Promoting, and Establishing New Positions
Conclusion: Problems with success criteria and position competencies along with a lack of accountability causing some unneeded

delays lead to less than adequate implementation of the Hiring, Staffing, Promoting, and Establishing Positions
policies.

MA2 (page 38) | Implementation LTA -

Methods, Criteria,

al . Hiring effectiveness criteria has not been established.
Analysis {L TA _
. I 1 Policies clearly state management responsibilities for hiring, staffing,
Line Responsibilities . . .
a2 LTA promoting and establishing new positions. (NAl - 11 and 19 and
Corporate Policies 7.01, 7-05,and 7.06)
. Policies clearly state staff responsibilities for hiring, staffing, promoting
Staff Responsibilities . . .
a3 TA and establishing new positions. (NAI - 11 and 19 and Corporate Policies
7.01, 7-05,and 7.06)
There is inconsistency with position competencies across the
. organization. Competencies are the basis for identifying hiring and
a4 information Flow {TA

staffing needs, as weil as criteria for leadership and professional
development training and performance management.

R Policies clearly state management responsibilities for hiring, staffing,
as Directives LTA ' GREEN - | promoting and establishing new positions. {NAI - 11 and 19 and
Corporate Policies 7.01, 7-05,and 7.06)
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Management System

i QOver Ali Color: MORT Item#: MA2
Overview
Label: Hiring, Staffing, Promoting, and Establishing New Positions
Conclusion: Problems with success criteria and position competencies along with a lack of accountability causing some unneeded
delays lead to less than adequate implementation of the Hiring, Staffing, Promoting, and Establishing Positions
policies.
Management Services ST Services for Hiring, Staffing, Promoting and Establishing Positions is less
a6 LTA (Go to Services . ;GREEN .. | than adequate due to the fact that specific measures for evaluating the
Sheet MA236) Col effectiveness of these policies and programs have not been established.
* | Team identified no instances where lack of sufficient budget for these
a7 Budgets LTA - o . i
policies was an issue.
Some unnecessary delays detract from the ability to hire, staff and
8 Del promote individuals expediently. For example, HR not reviewing a
a elays . . ) . .
Y candidate pool in a timely manner, or slow management decision
making on employment offers or promotions.
.. As evidenced by delays, line managers are not always held accountable
a9 Accountability LTA
to these processes.
. Senior leadership often provides insight and feedback on hiring, staffing
al0 Vigor and Example (TA . o .
.1 and promoting of individuals at the station.

T ——
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Services Over All Color: - MORT Item#:5D6
tabel: Hiring, Staffing, Promoting, and Establishing New Positions
Conclusion: Riring. Statfing. Promoting and Establishing Postions s less than adequate due to the fact that specific measures for evaluating the effectiveness of these policies and progrems
have not been established.
SD6 {page 31) Description Color Notes/ Facts INFO #'s
Research and Fact
al o GREEN. Information is available to do hiring and staffing well.
Finding LTA
Information Exchange
a2 TA & GREEN. Team did not identify any issues with information exchange.
3 Standards and GREEN. .| Team did not identify any instances of management requiring the use of
a R .
Directives LTA inappropriate standards.
Specific measures for evaluating the effectiveness of these programs
a4 . Resources LTA .
have not been established.
o .-+ Training on the hiring process was formally conducted by corporate HR
b1 Training LTA GREEN - - . . .
. as part of the basic supervisory skills classes.
Technical Assistance . i .
b2 LTA GREEN. HR on site to provide assistance.
b3 Program Aids LTA " GREEN. HR has templates and forms available to support these processes.
M ) Resources were less than adequate because specific measures for
easure o
b4 evaluating the effectiveness of these policies and programs were not
Performance LTA .
established.
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Services Over All Color: - MORT item#:SD6

Label: ' Hiring, Staffing, Promoting, and Establishing New Positions

COI'IC'US]O"! Hiring, Staffing, Promoting and Establishing Positions is less than adequate due 1o the fact that spacific measures for evaluating the effectiveness of these policees and programs

have not been established.

SD6 (page 31) Description Color Notes/ Facts ) INFO #'s

b5 Coordination LTA GREEN. Team did not identify any lack of coordination on this issue.

Deployment of i . .
as i GREEN. Team found no evidence that resources were not deployed effectively.
Resources LTA ]

6 Referred Risk Response . G.REEN Team found no evidence that risks associated with these policies could
a EN.

LTA not be acted on appropriately or timely.

Page 141



CR2012-03986

Management System ’
X Over All Color: GREEN MORT item#: MA1
Overview
Label: Leadership Development { Formal Training)
Conclusion: The Leadership Development {formal training) program and process is contemporary and relevant and based on
current research and industry guidance.
MA1 and MA2 Description Color Notes/ Facts INFO #'s

MA1 (page 37) Policy LTA

D53, 16,112,
The structure and process of Leadership Development at the station has
al Up To Date LTA GREEN b Keot t and rel ‘ 119, D116,
r nt.
een kept current and releva D117, D118

There is no one written policy, but there are many guidance documents, DS3, 16, 112,

a2 Written LTA training matrices, curricula, and learning materials that are very 119, D116,
structured and understood. D117, D118
Training offerings are based on clear objectives and competencies and D53, 16, 112,

a3 Risk Assessment LTA are targeted to certain populations which is done to mitigate the risk of 119, D116,
having less than adequate leaders in place. D117, 0118

: . . . - . D53, 16, 112,

Technica! Information The Leadership training menu for leaders at the station are research
a4 LTA GREEN based, including based on INPQ and other indust idance 19, D116,
in in n an rindu ui .
. ased, including based o yg D117, D118

: : D53, 16, 112,
5 Did Not Conform To CS . GREEN The Leadership training menu for leaders at the station are research 119, D116
a L ] ,
&R o based, including based on INPO and other industry guidance.
: D117,D118

]
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Management System
i Over All Color: GREEN MORT Item#: VIA1
Overview .
Label: Leadership Development ( Formal Training)
Conclusion: The Leadership Development (formal training)} program and process is contemporary and relevant and based on
current research and industry guidance.
MA1 and MA2 Description Color Notes/ Facts INFO #'s
In Place at alf -~ | The Leadership Devel t and structure is in place at all D53, 16, 112,
n Place at a : e Leadership Development process and structure is in place at a
a6 e . GREEN - ~o0ership pmente P 119, D116,
Organization Levels tTA | . - organizational levels.
. D117,0118
. . . ; . D53, 16, 112,
Consistent at al The Leadership Development process and structure is consistent across
a7 o GREEN o 119, D116,
Organization Levels LTA all organizational levels.
D117, D118
a d There is no one written policy, but there are many guidance documents, D53, 16, 112,
ear an
a8 BLA training matrices, curricula, and learning materiais that are very 119, D116,
Understandable LTA
structured and understood. 0117, D118
. . D53, 16, 112,
. The Leadership Development process and structure is very
a9 {mplementability LTA GREEN . 119, D116,
implementable.
D117, D118
Applicability to all . The Leadership Devel " d struct . licable to all D53, 16, 112,
e e Leadership Development process and structure is applicable to a
alo Areas of Operations ... GREEN P . P . P PP {19, 0116,
- ’ areas of the station’s operation.
LTA - D117, D118
Congruence with . ) . D53, 16, 112,
L The Leadership Development process and structure is congruent with
all Organizational Goals GREEN . o {19, D116,
: R organizational goals.
LTA : P D117, 0118

 — e __]
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Management System
. Over Al Color: MORT Item#: MA2
Overview
tabel: Leadership Development (Formal Training)
Conclusion: Leadership Development training is not highly in relation to operational commitments, as line managers are not held

accountable for this training, and there are no rigorous measures of the success of the training.

MA2 (page 38) Implementation LTA
Good methods are used for impiementation of Leadership Development
o training, and criteria are established for measuring the success D53, 16, 112,
Methods, Criteria, . ) ] )
al Analysis LTA achieved, but the rigor of this measurement is less than adequate. No 119, D116,
nalysis
Y strict analysis of the data collected is completed. The performance D117, D118
improvement is not measured.
R - . D53, 16, 112,
Line management responsibilities for ensuring that leaders attend 119. D116
. . leadership development training is understood and is included in the ’ '
Line Responsibilities ership P "ne . D117, D118
a2 (TA station’s managers and supervisors key accountability documents. 053, 16, 112
However, leadership development training is not prioritized in 119' 0116 !
comparison to operational itments. ! ’
part perational comm D117, D118
Staff responsibilities for leaders attending leadership development
' training is understood and is included in the station’s managers and
Staff Responsibilities I g - € )
a3 rA supervisors key accountability documents. However, leadership
development training is not prioritized in comparison to operational
commitments.
™M tis not al d d leadership devel nt D53,16.112,
anagement is not always engaged around leadership developmel
a4 Information Flow LTA wraini € the traini yh g & oned off P P 119, D116,
raining once the training has been signed off on.
& & 8 D117, D118
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Management System
. Over All Color: GREEN MORT Item#: MA1
Overview
Label: Leadership Development { Formal Training)
Conclusion: The Leadership Development {formal training) program and process is contemporary and relevant and based on
current research and industry guidance.
MA1 and MA2 Description Color Notes/ Facts INFO #’s
. . . D53, 16,112,
o Management is not always clear on the requirements for this program
as Directives LTA L . 119, D116,
once the training has been signed off on.
D117,0118
Management Services . . DS3, 16, 112,
. Senior management provides adequate resources and support for the
a6 LTA (Go to Services i . o 119, D116,
development and delivery of leadership training.
Sheet MA2ab) D117, D118
D53, 16, 112,
a7 Budgets LTA Budgets for leadership development training have been adequate. 119, D116,
D117, D118
Delays are experienced due to operational commitments and scheduling { DS3, 16, 112,
a8 Delays frequency of leadership development training impacting the delivery of 119, D116,
training. D117, D118
. . D53, 16, 112,
. Managers are not held accountable for this training. There are no
a9 Accountability LTA fthi ot 119, D116,
measures of this performance.
. P ¢ D117, D118
B o -7 | There is a high degree of commitment and involvement in the D53, 16, 112,
al0 Vigor and Example LTA GREEN i -| leadership development training programs by top management, 119, D116,
[ ' including involvement and participation in the training itself. D117, D118

M
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Over All Color: GREEN MORT item#:SD6
Services
Labet: Leadership Development ( Formal Training)
Conclusion: Senior management provides adequate resources and support for the development and delivery of leadership
training.
SD6 (page 31) Description Color Notes/ Facts INFO#'s
) : o i D53, 16, 112,
Research and Fact L Training program development is very well researched to ensure the
al o - .GREEN . . ) 119, D116,
finding LTA ) quality of the information.
D117,0118
. . . . D53, 15, 112,
Information Exchange Information flow on leadership development training is adequate and
a2 (TA GREEN th lly is interest in this informati '19, D116,
ere generally is interest in information.
& Y 0117, D118
Standards and o Senior management conveys expectations for the standards and quality D53, 16, 112,
andar )
a3 Directives LTA - GREEN of the content of training. There is a very strong message from upper 119, D116,
irectives
management that all sessions will be attended. D117, D118
. i D53, 16, 112,
The resources available to support formal Leadership Development
a4 Resources LTA 4 te to tth 119, D116,
ere adequate to suppo e program.
w q PP proe D117, 0118
. D53, 16,112,
o S Training staff have the needed training and development to do a good
bl Training LTA " GREEN ob 119, D116,
.~ 0D.
o ! D117, D118
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Management System Iy
X Over All Color: - GREEN MORT Item#: MA1
Overview :
Label: Leadership Development ( Formal Training)
Conclusion: The Leadership Development (formal training) program and process is contemporary and relevant and based on
current research and industry guidance.

MA1 and MA2 Description Color - Notes/ Facts ' INFO #’s

. . D53, 16, 112,
Technical Assistance " ) . i

b2 LTA Technical staff provided to this effort are generally good. 119, D116,
D117,0118
S D53, 16, 112,

b3 Program Aids LTA : -GREEN Program aids provided are of good quality. 118, D116,
s D117, 0118
C . .. ) DS3, 16, 112,

Measure of SR Performance measures were implicit for this work but not clearly
b4 - "GREEN 119, D116,
Performance LTA . - spelled out.

D117, D118
D53, 16, 112,

bs Coordination LTA GREEN Coordination of work on leadership training has been effective. 119, D116,
' o D117, D118
o . . . . D53, 16, 112,

Deployment of L Resources provided to the development and implementation of training
as GREEN . 119, D116,
Resources LTA T were used effectively.
: D117, D118
. L L. . . D53, 16,112,
Referred Risk Response S Potential risks were effectively evaluated by management with respect
ab GREEN. . . L 119, D116,
LTA 77 | toleadership development training.

' D117, D118

e ]
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Over All Color: MORT item#: MA1
Management System Overview
Label: Workforce Planning
Conclusion: There was no policy or procedure, either corporate or FCS, in effect for the conduct of comprehensive, station-wide workfarce

planning, other than simple headcount budgeting being performed for financial planning purposes.

Services Over All Color: - MORT Item#:SD6

Label: Workforce Planning

Conclusion: There was no policy or procedure, either corporate or FCS, in effect for the conduct of comprehensive, station-wide
workforce planning, other than simple headcount budgeting being performed for financial planning purposes.

M.
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SAFETY CULTURE QUESTIONS
FROM THE MORT USER’S MANUAL

{based on NRC Inspection Manual Chapter 0310 and Inspection Procedure 95002; to be used with the
MORT Chart Safety Culture Supplement - copyright 2009)

MSC, Safety Culture LTA

Was the safety culture of the organization healthy? Did the safety culture of the organization as
estaBIished through the characteristics and attitudes of the personnel demonstrate that nuclear plant
safety is the overriding priority and receives the attention warranted by its significance? Did top
management consistently demonstrate commitment to safety culture through the actions taken on a
daily basis? Do the working level personnel believe that top management is committed to a healthy
safety culture?

H. Human Performance {H)

Does the organization’s decision-making, resource allocation, work control and work practices
demonstrate a commitment to achieving a high level of human performance with safety as the
overriding priority?

a. Decision-Making

Did the organization’s decisions demonstrate that nuclear safety is an overriding priority? Did the
systematic decision making related to this issue reflect a value and priority for nuclear safety?

1. Risk significant decisions

Did the organization make safety-significant or risk-significant decisions using a systematic process,
especially when faced with uncertain or unexpected plant conditions, to ensure safety is maintained?
Did this include formally defining the authority and roles for decisions affecting nuclear safety,
communicating these roles to applicable personnel, implementing these roles and authorities as
designed, and obtaining interdisciplinary input and reviews on safety-significant or risk-significant
decisions? H.1(a)

{b)(4)

L ______________ _______ _____ _ __ . ________]
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The 2012 FCS Independent Safety Culture Assessment stated that while some examples of conservative
decision making were identified at the Station, examples of non-conservative decision making were
more prevalent in evaluating significant events. Decisions with respect to prioritization of work and
schedule are perceived to be absent. For example: The M2 coil problem in the Reactor Protection
System started in 2008 and was scheduled to be fixed during the 2009 outage. It was taken out of the
scope of work to avoid impacting the outage duration. As a result of this decision, the M2 coil failed
while at power. {D25)

2. Conservative assumptions

Did the organization use conservative assumptions in decision-making and adopt a requirement to
demonstrate that the proposed action is safe in order to proceed rather than a requirement to
demonstrate that it is unsafe in order to disapprove the action? Did the organization conduct
effectiveness reviews of safety-significant decisions to verify the validity of the underlying assumptions,
identify possible unintended consequences, and determine how to improve future decisions? H.1(b)

The 2012 FCS Independent Safety Culture Assessment stated that while some examples of conservative
decision making were identified at the Station, examples of non-conservative decision making were
more prevalent in evaluating significant events. Decisions with respect to prioritization of work and
schedule are perceived to be absent. For example: The M2 coil problem in the Reactor Protection
System started in 2008 and was scheduled to be fixed during the 2009 outage. It was taken out of the
scope of work to avoid impacting the outage duration. As a result of this decision, the M2 coil failed
while at power. (D25}

Decision making around the repair of the 1B4A switch gear was completed at risk, in that the breaker
modification was performed on-site by the vendor with their pwn quality assurance program rather than
the station’s. {D23)

3. Timely communication

Did the organization communicate decisions and the basis for decisions to personnel who have a need
to know the information in order to perform work safely, in a timely manner? H.1{c)

From the 2012 FCS Independent Safety Culture Assessment:

8 Communication issues were identified by alimost all interviewees as well as by the results on the
survey {see next bullet). Concerns include:

Contractors don’t have mailboxes and do not receive site communications.

>  Interviewees indicated that recently non-site employees were taken off the NUC distribution list,
yet the CEQ has indicated that all corporate functions need to have a site presence.

Many interviewees indicated that they perceive there is more concern about what information
goes out to the public than what information employees need to perform their jobs.
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interviewees indicated many ssaes that they did not recave information an. Some examples

identitind were:
This Assessment Team's hot line telephone number.

The Metearological Tower ovent or why it was impaortant; heard about it from another

employee.

Did not recewve information about when Lxelon was corming in, heard about it on the news.
N information on statt-up andd recovery schedules.

Had confhcting mformation un the new Plant Manager and the process of his selection.

e The perceived accuracy of communication across the Fort Calhoun Station is low. the tlectrical
Maintenance and vanious Engineering Work Groups had statistically significantly higher scores on
this scale than respondents in tha Preter Not to Respond, Security Shift, and Security Other Work

Groups did.

s Desire for Interaction {Communication) is moderate across the Fort Calhoun Station. Survey
respondents in the Prefer Not to Respond, Security Shift, and Security Other Work Groups had
statistically significantly lower scores on this scale than respondents in other work groups. (D25)

The Station didn't respond to late reportability deterrimations without prompting from new Plant

Manager {I-11)
b. Resources

Did the organization ensure that personnel, equipment, procedures, and other resources are available
and adequate to assure nuclear safety? Were necessary resources {including time, equipment,
personnel and money) provided to assure that this issue did not adversely impact nuclear safety?

1. Managing maintenance

Was long-term plant safety maintained by maintenance of design margins, minimization of longstanding
equipment issues, minimizing preventative maintenance deferrals, and ensuring maintenance and
engineering backlogs that are low enough to support safety? H.2(a)

s Station personnel expressed a number of concerns about resources. Some issuos that were

identitied include:

Operations personnei are involved in a lot of the activities for the Recovery and Restart activities.
Concerns about being able to give people much needed time off and maintam a normal shitt
schedule are being raised.

System Engineening has only 6 fully qualified individuals.
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Some pieces of equipment have only one individual qualified to work on that equipment and the
perception is that if it costs money to.train more people or acquire the expertise, it won't

happen.

Design Engineering has been augmenting statf even prior to the flooding issues. Over 50% of the
desigi engineers have less than 2 years of experience and consequently 6 retirees were brought

back as contractors.

Interviewees indicated that management allowed the Machine Shop to be decimated and
consequently there are only 2 journeymen and the rast of the shop has apprentices with no

eXPerience.

The Station is attempting to maintain 3 worh schedules. on-ling, outage, and recovery. Interviewees
indicated that this is (:reatling statfing issues across many groups (D25)
(b)(4)

X4) (D24)

(b)(4)

®Y@) [(02a)

(b)(4)

) [024)

(b)4)

®X4) (024)

2. Training and qualification personne}

Were training of personnel and sufficient qualified personnel to maintain work hours within working
hour guidelines? H.2(b)

Resource allocations affecting work planming and schedules:

System Engineering has only 6 tully qualilied individuals. (D25}
Interviewees indicated that management aliowed the Machine Shop to be decmated and
consequently there are only 2 journeymen and the rest ot the shop has apprentices with no
experience. (D25)

3. Work documents

L __________]
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Were design documentation, procedures, and work packages, and correct labeling of components
complete, accurate, and up-to-date? H.2(c}

s Intorviewees indicated that the Maintenance Procedure Upgrade Project which originated in 2008

has faled miserably.

Out of the 2300 procedures included into the Project approximately 400 have been completed.
Since the procedures had been in place for a long tume, there was an assumption that they were
technically correct and the decision was made that formal verification and validation was not
needed. Consequently technical prohlems were discovered when the procedures were actually
used and the reviewers hadn’t caught them,
No work on.the procedures was conducted for 6 months because of the flooding.

.. Prioritization of which procedures to work on is not tied to the work week schedule, although
there are work orders placed on procedure hold.
Some interviewees believe that the project 1s eliminating all the accumulated years of craft input

to the procedures.

w interviewees indicated that the vendar techmical manuals and the Bill of Materials have not been
maintained for some time. The planners get information from them and therefore work packages

don't always have the most updated information.

e Procedural use and adherence issues are a concern. Some reasons identified by interviewees as to

why this occurs are:

It is fairly common for administrative procedures to reference other procedures and lead to a
dead end. '

Verbatim comphance is expected of procedures that aren’'t written for that type of use.
Continuous use procedures don’t require place keeping if you are not working on plant
equipment, hut who makes that determination?

Reference use procedures have become 'verbatim’ comphance and almost continuous use.
Many procedures were written before human performance tools existed. ¢.g., not amenable to
circle/slavh.

The blua copy process {temporary procedure change) 1s not teasible if the operators don’t have
computer access to the copies and then end up with the wrong revision

Interviewees indicated that in some groups no one has been trained on how to retrieve
procedures vut of the system and not all revisions get to the hard copy.

Al campleted procedures must be subrmitted and there is a tear that it will be used punitively f

all the place keaping. limes, values, ote. me not indicated. (D25)

Operations procedure change backlog s over 4 timas the goal of 50 and with a negative trend

EQP/AOR mrocedure change backiog is more than twice the goal with a negative trend. (D3}
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(b)(4)

(b)(4) I(DZ'”

4. Facilities and Equipment

Were facilities and equipment adequate and available, including physical improvements, simulator
fidelity and emergency facilities, and equipment? H.2(d)

®  During this assessment both the Team and interviewees identified many examples of missed
oppaortunities 1o demonstrate the value and priority of safety. Some of these included:

The Meteorological Tower was out of service from the time of the tiood (approximately June
2011) until March 29, 2012, This was justified by being able 1o gel data from the National
Weaather Service. The driver to repair it was the upcorning NRC graded Emergency Exercise.
Interviewees indicated that the Process Radiation Monitors break alf the time and since they are
important from a public health and safety perspective the pérc'eption is that the Station could be
doing hetter at maintaining that equipment. (D29)

(b)(4)

(b)(4) I {EREY

¢. Work Control

Did the organization plan and coordinate work activities, consistent with nuclear safety? Were the

planning and coordination of work activities associated with this issue sufficient to ensure nuclear
safety?

1. Work planning
Did the organization appropriately plan work activities by incorporating: H.3(a)
o risk insights?

o job site conditions, including environmental conditions that may impact human performance;
plant structures, systems, and components; human-system interface; or radiological safety?

o the need for planned contingencies, compensatory actions, and abort criteria?
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The M2 coil problem in the Reactor Protection Systerﬁ started in 2008 and was scheduled to he fixed
dunng the 2009 outage. It was taken out of the scope of work to avoid impacting the outage duration.
As a result of this decision, the M2 coil failed while at power. (D25}

The shutdown safety software (ORAM) color was stated to be yellow, but no discussion of why or
whether any compensatory actions were required;

ndividual watch standers did not brief the crew on their respective watch stations or discuss any
compensatory actions that might be in place;

Ajob on the day's schedule presented the risk of the toss of critical AC power supplics. A SRO stated
that in the eveat of the loss of aninverter, “we'll have to help speed the electricians through their work”
to restore the bus. There was no discussion of what steps could be taken to prevent or reduce the
likelihood of such an occurrence. (D25)

{b)4)

(b)(4) (D23)
2. Work coordination
Did the organization appropriately coordinate work activities by incorporating actions to address: H.3(b)
o theimpact of changes to the work scope or activity on the plant and human performance?

o theimpact of the work on different job activities and the need for work groups to maintain
interfaces with offsite organizations and communicate, coordinate, and cooperate with each
other during activities in which interdepartmental coordination is necessary to assure plant and
human performance?

o the need to keep personnel apprised of work status, the operational impact of work activities,
and plant conditions that may affect work activities?

o the need to plan work activities to support long-term equipment reliability by limiting temporary
modifications, operator workarounds, safety systems unavailability, and reliance on manual
actions? Was maintenance scheduling more preventive than reactive?

®  Interviewees identified severat issues in the coordination of work. Examples included:

Many interviewees indicaled that planning is realty poor across the Station, e.g., plan in place to
take down scaffolding that hasn’t been put up yel (1o be done in June 20121

< The Station is still in a discovery phase to know exactly what needs to done.
interviewees indicated that work is not getting done because scheduling conflicts with
cauipment issues, .8, crane not avadable, bus not energized.

-
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here is a lack of qualified peopte who can work on several different systems.
< Some interviewees inthcated that they believe that coordination of work is not working because
management is not listening, there 1s a lack of understanding of the ing picture of the Station’s
situation, everything is emergent, and there is no leadership to make decisions. {D25)
d. Work Practices

Did personnel work practices support human performance? Were human error prevention techniques
effectively communicated, understood and used {commensurate with the risk of this issue) such that
work activities associated with this issue could be performed safely?

1. Error prevention technigues

Did the organization communicate human errar prevention technigues, such as holding pre-job
briefings, self- and peer checking, and proper documentation of activities? Were these techniques used
commensurate with the risk of the assigned task, such that work activities are performed safely? Were
personnei fit for duty? In addition, did personnel proceed in the face of uncertainty or unexpected
circumstances? H.4(a)

Standards and eapectations with respect to work practices and work control need to he more clearly
identified, communicated and reinforced. The development of a formal and consistently implemented
human pertormance program needs to be addressed. (D25)

s Observation: conducted during this assessment of Contral Room activities and tuimovers generally
indicated they were conducted informally with an intrequent use of error prevention tools including
thiee way communication, panel walk downs, and alarm acknowledgements.

s The importance and recogmtion of human performance for safety is not consistently demonstrated
and internalized by all members of the organization and needs to be improved.

Interviewees indicated that contractors do not receive formal training on the Human
Performance Cards {tools).

Unul recently. the Human Parformance Committee and {he line Human Performance
Organizations had not been meeting.

The industrial safety record for the Station 1ast year was eatremely poor.

Observations dunng this Assessmentindicated that expedtations and standards are not being
consistently met with regard to housekeeping and matenal condition.

u Interviewees indicated that the Maintenance Procedure Upgrade Project which originated in 2008
has failed niserably.

Out of the 2300 procedures included into the Project approximately 400 have been completad

e e ]
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Since the procedures had been in place for a long time, there was an assumption that they were
technically correct and the decision was made that formal verification and validation was not
needed. Consequently technical problems were discovered when the procedures were actually

used and the reviewers hadn’t caught them.
No work on the procedures was conducted for 6 months because of the flooding.

Priontization of which procedures 1o work on i not tied to the work week schedule, although

there are work arders placed on procedure hoid.

Some interviewees believe that the project is eliminating all the accumulated years of craft input

to the procedures.

= Interviewees indicated that the vendor technical manuals and the Bill of Materials have not been
mamtamed for some time. The planners get mformation from them and therefore work packages

don’t always have the most updated information. (025)
2. Procedure compliance

Did the organization define and effectively communicate expectations regarding procedural compliance,
and did personnel follow procedures? H.4(b)

®  Procedural use and adherence issues are a concern. Some reasons identified by interviewees as to

whiy this ocgurs are:

ttis fawrly cammen for administrative procedures to reference other procedures and lead to a
dead end.

Verbatim compliance is expected of procedures that aren’t written for that type of use.
Continuous use procedures don’t require place keeping if you are not working on plant
equipment, but who makes that determination?

Reterence use procedures have become ‘verbatim’ compliance and almos! contmuous use.
Many procedures were written before human performance tools existed, e.g , not amenable to
circlessiash,

The blue copy process {temporary procedure change) is not feasible if the operators don’t have
computer access to the copies and then end up with the wrong revision.

Interviewees indicated that in some groups no one has been trained on how 10 retrieve
prdcedures out ot the systern and not all revisions get to the hard copy. '

Al completed procedures must be submitted and there is a fear that it will be used punitively if
all the place keeping, times, values, etc. are not indicated. (D25)

(b)(4)

O e ———
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(b){4)

(b)(4) {D24)

3. Supervision and management oversight
Did the organization ensure supervisory and management oversight of work activities, including
contractors, such that nuclear safety is supported? H.4(c)

Examples of a lack of accountability at all levels at the Station were evident. Accountability 1s described
by maost of the individuals interviewed as the biggest issue tor the Station. Many individuais in
management and supervision do not consistently exhihit desired behaviors and are not challenged by
their managers or peers Inconsistent implementation of standards and expectations in work activities
are common and may be facilitated by ineffective communication around the change management
process Sigmificant management oversight and attention is needed to communicate the standards and
expectationy and inplement the appropriate and consistent performance management system to hold
individuals accountable. {D725)

(b)4)

(b)(4) 024
(b)4)

(b){4) _ {D24)

P. Problem Identification and Resolution (P)

Does the organization demonstrate a commitment to identifying, analyzing and resolving problems at all
levels commensurate with their risk significance? Does the organization make adequate use of
operating experience data before and during investigations? Does the organization perform thorough
and timely extent of condition and extent of cause evaluations? Does the organization make
appropriate use of critical self- and independent assessments?

a. Corrective Action Program

Did the organization ensure that issues potentially impacting nuclear safety are promptly identified, fully
evaluated, and that actions are taken to address safety issues in a timely manner, commensurate with
their significance? Was this issue accurately identified at a level commensurate with its significance and
was this identification timely? Has the organization (internal and/or external) that identified the issue
been properly identified?

1. Risk-based identification threshold

]
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Did the organization implement a corrective action program with a low threshold for identifying issues?
Did the organization identify such issues completely, accurately, and in a timely manner commensurate
with their safety significance? P.1(a)

2. Trending program

Did the organization periodically trend and assess information from the corrective action program and
other assessments in the aggregate to identify programmatic and common-cause problems? Did the
organization communicate the results of the trending to applicable personnel? P.1(b}

(bX4)

(] - (D30)

The Satety Culture Component Assessment Tree identitied 3 high number of deficiencies in loval A
condition reparts on CAP trending (D731.

Review of the station’s trencing program noted a failure to identity adverse trends. (D16}
3. Cause evaluations

Did the organization thoroughI\I/ evaluate problems such that the resolutions address the causes and
extent of conditions, as necessary? Did this include properly classifying, prioritizing, and evaluating for
operability and reportability conditions adverse to quality? Did this also include, for significant
problems, conducting effectiveness reviews of corrective actions to ensure that the problems are
resolved? P.1(c)

Individuals across the organization have indicated their withngness to raise issues. The (R process
however, is perceived by many Station personnet to not be ay effective as it should be. The value of the
Corrective Action Program to create a learning arganization is not being fully realized. Senior leadership
provides weak oversight of the pracess and management engagement with the process has been very
limited. The criticality snd ability to self dentify ssues and causes needs to be enhanced. Operating
saperience needs o be better integrated nto a leaning process and a stronger independent oversight

arganization is needed to help identify areas for performance improvement.

There s a lack in the belief that Fort Calhoun Management really wants problems or concerns reported
or that the issues will be addressed. The way that CAP is currently being implemented s not perceived

. ___ ]
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as a value added process for the Station. The relationship of the CAP to performance improvement and
the role it plays in the development of a learning organization is not understood or recognized hy maost
individuats. {D25)

4. Corrective actions

Did the organization take appropriate corrective actions to address safety issues and adverse trends in a
timely manner, commensurate with their safety significance and complexity? P.1(d}

¢ {CR 2008 4823} Commaon Cause J: Station management has tolerated longstanding outage
process problems m areas of lung term planning, pre-outage milestones, scope control,
preoutage work, and scheduling. Oulage readiness assessments conducted in 2003, 2004, 2006,
and 2008 identified repetitive problems that the station has not resalved. flements of the
contributing 7 ause tlongstanding and repetilive problems not resolved) are stitf evident in

current station CAP pertormance.

o (CR 2011-0451) Root Cause 8.6 Contributing causes include: Corrective actions to prevent
recurrence from previous FCS roat cause events have not been fully effective in preventing
station events where form, fit, or function have been altered during maintenance actwities
without an adequate engineering evaluation.

e [CK 2009 4305} Root Cause: the Fort Calhoun organization has placed less vatue and priority on
timely resolutiun of Fire Protection equipment concerns than on other degraded conditions
considered more significant relative to challenging production, Technical Specifications, or
regulatory requirements

"o (R 2010-2614) Cause: Repeat equipment failures identity weaknesses in causal analysis and

corrective aclion umplementation.

e {CR2011-2162) Contributmg Cause: The station has not effectively used the Corrective Action
Program to correct the problems that cause mispositioning events, As a result some correciive
actions to address mispositioning events have not been implemented as written. (D16}

5. Alternative processes

If an alternative process (i.e., a process for raising concerns that is an alternate to the organization’s
corrective action program or line management) for raising safety concerns exists, then did it result in
appropriate and timely resolutions of identified problems? P.1(e)

B Asignificantly large number of indviduals that completed the electronic survey chose the ‘Prefer
Not to Respond’ category when asked about thewr demographic information. The cize of this group
indicates a concern about being identified and in some way penalizad for their responses. This group

had a consistently negative prolile an almost ail of the survey scales.

. ]
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s Many individuals indicated that the LCP was not perceived as a confidential and anonymous process
and theretore not a viable mechanism for them for reporting concerns. Same interviewees also

indicated that FCP should report to someone outside the Site Vice President.

s Several mnterviewees indicated that they were told not to write CRs and ‘don’t rock the boat’. Some
individuals stated that they would never write a CR on management because it would have career
imiting consequences.

& Severalinterviewees indicated that many things eventually lead to some type of perceived
retaliation, e.g., negative labeling, preventing job mobility, assigning lower performance ratings, or

reduced opportunities for promotion.

»  The Assessment Team observed an occurrence indicating the lack of recognition for the importance
of anonynuty. During a meeting, a manager indicating that the Independent Safety Culture
Assessment Tearn had set up a hotline for thase individuals that wanted to speak to the Team
directly, instructed the individuals interested in obtaining the number to see him for the

infarmatian.

= Overall, only 35% of all survey respondents feel that they can openly challenge decisions made by
management. Respondents in the Qperations Shift, Flectrical Maintenance, RP EP HP, and SFIM
Maintenance Work Groups had statistically significantly higher scores on this question than
respondents in the Prefer Not 1o Respond, Other, Security Shift, Security Other, and bngineering
Pragrams/Performance Groups. Senior Managers had statishically significant higher scores on this

questien than any other employee category.

w About 48% of wurvey respondents agreed with the statement that they feel that they can approach
the management team with concerns. Respondents in the SPILCAP and Operations Shift Work
Groups had statistically significantly higher scores on this question than respondents in the Prefer
Not to Respond, Security Shift, Security Other, and Site Support Groups. Individuals in the Prefer Not
to F\‘esp.ond Category had the lowest belief that management could be approached with concerns,
The [ndividual Contributer (Union) and Supplemental Graups believed that management could be
appreached with concerns statistically significantly more than respondents in the Prefer Not to
Respond Category did. {D75)

b. Operating Experience

Did the organization use operating experience (OE) information, including vendor recommendations and
internally generated lessons learned, to support plant safety? Was relevant internal and external
operating experience related to this issue available to and used by people involved?

1. Systematic process

Did the organization systematically collect, evalu'ate, and communicate to affected internal stakeholders
in a timely manner relevant internal and external operating experience? P.2(a)

b e e ]
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There is a number of overdue QF evaluations, indicates a fallure of £C5 to evaluate issues in a timely
manner. (D76)

s Several interviewees indicaled that the concept of a ‘learning organization” used to be one of the

platforms for the Station and no longer is.

v Many interviewees ask the question, how much have we learned if the management team that got

this (sic) in this situation ic stifl here?

wn  While the presence of Operating Experience at Fort Calboun was identified by many interviewees,

the organication is missing opportanities to use this information as part of a learning process.

Interviewees indicated that too often the OF discussion is around big industry events that may
not be directly applicable to Fort Calhoun Station.

It was not clear Lo many interviewees what inforimation was actually captured on flood
protection tor patential use in the future. The inihial version of the Fload Recovery Plan was not
approvad by the NRC.

Many interviewees have the perception that it takes an accident or significant event to make a

change, even it the information was provided previously.

The Fort Calthoun Station Safety Commumcation on the Meteorological Tower/Shoot Range
Event (CR-2012-02373) was distributed the day after the event. The Communication included an
event suminary, consequences, why it happened, and immediate actions. It did not include a

takeaway or lessons learned for employees to consider in their own activities.

An observation of the Plan of the Day Meeting after the firing range incident indicated that some
managers did not consider this an example of not fixing the Station’s prbblems because they had
no cvidence that this had ever happened at the Station before. There was no discussion about
any lessons learned from the event or how 1t could be prevented in the future. {D25)

NRC Cross Cuttmg fisue PAR upgrade requuements (CR2010-2174/7 NRC Inspection Kepart No. 2010-
003), FW- 10 ne procedure guidance tor full engagzercent (CR2010 0813/ NRU Inspection Report No.
2010 0001, Falure to provide adequate engineerning analysis for multiple RPS powier supply tailures
(CR20T1-1655/ NRT Inspection Report No. 2011-003). {DS2)

2. Process changes

Did the organization implement and institutionalize operating experience through changes to station
processes, procedures, equipment, and training programs? P.2(b)

Based on Level A gssessment cause cades, the station did not effeclively use externat OF or vendor
recommendations 1o support plant safety, (D73)
c. Self- and independent Assessments

L _ . _ _ _ . _ " ]
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Did the organization conduct self- and independent assessments of their activities and practices, as
appropriate, to assess performance and identify areas for improvement? Did independent or self-
assessments of activities related to this issue identify concerns or areas for improvement that if properly
acted upon, couid have prevented or mitigated this issue?

1. Nature of assessments

Oid the organization conduct self-assessments at an appropriate frequency; are such assessments of
sufficient depth, are comprehensive, are appropriately objective, and are self-critical? Did the
organization periodically assess the effectiveness of oversight groups and programs, such as the
corrective action program, and policies? P.3(a)

{CR 2007-3988 Root Cause) Station leadership has not provided the suppont, oversight and leadership
necessary to establish the organizational characteristics that support and enhance Self-Assessment and
CAP program effectiveness. High standards and expectations are not being implemented or reinforced.
(£116)

Operating experience self assessments and audity were nol effectively used to prevent or correct issues
at the station. (D16}

(b)(4)

(b)4) (230)

2. Tracking and trending

Did the organization track and trend safety indicators that provide an accurate representation of
performance? P.3(b)

Station trending does not appear to be consistently idemtifying adverse trends. (D16}
It used to be common al FCS to nol have trending reports, (1-02)
3. Coordination and communication

Did the organization coordinate and communicate results from assessments to affected personnel and
take corrective actions to address issues commensurate with their significance? P.3{c)

w  Some individuals perceive that what QA does are peer assessments.

s The value of the SARC's recommendations are not fully realized and accepted by the Station, e.g.,
SARC recommendations were not propetly acted upon {r.e., closed without addressing the issues)
and st SARC recommendations were graded to the lowest tevel in the CAP, including the
recommendation of instilling more VIEGS ito CAP implementation (CR-2011 8023 and CR-2011-
8027)

w  The expectations tor the use and implementation of sell-assessment within the different

department. at Fort Calhoun Station are not ohvious, Interviewees did not otten identify or discuss
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the wse of the self-assessment process as a way to identify areas for improvement in the
organization.

w  Fort Calhoun Station has not conducted a safety self-assessment in 3 ~ 4 years.

® Interviewees indicated that while tngineering conducted a few self-assessments last year, the
vendor manual self-assessment may have heen the result of the NRC PI%R Inspection and not self-
identitied by the Station.

s Interviewees indicated that the results of self and independent assessiments are often not
commumcated back into the organization, e.g., previous Safety Culture Assessments.

»  Several interviewees indicated that Fort Calhoun does not capture fessons learned well.
Consequently, the use of post activity critiques from meetings, assessments, and routine activities as
a learning tool or a way te improve performance has not heen well understood or utilized. {25}

S. Safety Conscious Work Environment (S)

Does the organization actively strive for and encourage employees to raise concerns without the
perception of retaliation? Do the employees believe that the organization is committed to a healthy
safety conscious work environment?

a. Environment for Raising Concerns

Does an environment exists in which employees feel free to raise concerns both to their management
and/or the NRC without fear of retaliation and are employees encouraged to raise such concerns? Was
there a free and unhampered flow of information {including CR initiations and self-assessment results)
within the organization relative to this issue?

1. Free and open information exchange

Do behaviors and interactions encourage the free flow of information related to raising nuclear safety
issues, differing professional opinions, and identifying issues in the corrective action program and
through self-assessments? Do such behaviors include supervisors responding to employee safety
concerns in an open, honest, and non defensive manner and provide complete, accurate, and forthright
information to oversight, audit, and regulatory organizations? Are past behaviors, actions, or
interactions that may reasonably discourage the raising of such issues actively mitigated? As a result, do
personnel freely and openly communicate in a clear manner conditions or behaviors, such as fitness for
duty issues that may impact safety and do personnel raise nuclear safety issues without fear of
retaliation? S.1{a)

s Asigmificantly large nuimber of individuals that completed the electronic survey chose the Prefer
Net to Respond’ category when asked about then demographic information. The size of this group
indicates a concern ahout being identified and in some way penalized for their responses. This group

had a consistently negative profile on almost all of the survey scales.
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®  Many individuals indicated that the ECP was not perceived as a confidential and anonymous process
and therelore not a vitble mechamsm for them for reparting concerns. Some interviewees also

indicated that FCP should report to someane outside the Site Vice President,

s Several interviewees indicated that they were told not to write CRs and "don’t rock the boat’. Some
individuals stated that they would never write a CR on management because it would have career

limiting consequences.

s Several interviewees indicated that many things eventually lead to some type of perceived
retaliation, e, negative labeling, preventing job mobility, assigning lower performance ratings, or

reduced opportunities for promotion.

»  The Assessment Team observed an occurrence indicating the lack of recognition for the importance
of anonynuty. During a meeting, a manager indicating that the Independent Safety Culture
Assessment Team had set up a hotline for those individuals that wanted to speak to the Team
directly, instructed the individuals mterested in obtaining the number to see him for the

information.

s Overall, only 35% of all survey respondents feel that they can openly challenge decisions made by
management. Respondents in the Operations Shift, Electrical Maintenance, RP [P HP, and SFM
Maintenance Work Groups had statistically signiticantly higher scores on this question than
respondents in the Prefer Not to Raspond. Other, Security Shitt, Security Other, and Engineering
Programs/Performance Groups. Semor Managers had statistically significant higher scores on this
question than any other employee category.

‘® About 48% of survey respondents agreed with the stalement that they teel that they can approach
the management team with concerns. Respondents in the SPILCAP and Operations Shift Work
Groups had statistically signiticantly higher scores on this guestion than respondents in the Prefer
Not to Respond, Security Shift, Security Other, and Site Support Groups. individuals in the Prefer Not
to Respond Category had the lowest belief that management could be approached with concerns.
The individual Contributor {Union) and Supplemental Groups believed that management could he
approached with concerns statistically significantly more than respondents in the Prefer Not to
Respond Category did,

s Overall only 46% of survey respondents agreed with the statement related to management wants
concerns reported, and only 35% believe that concerns raised are addressed. For both questions.
respondents in the Flectrical Maintenance, SFM Maintenance and RP EP HP Work Groups had
statistically significantly higher scores on these questions than respondents in the Security Shift,
Securily Other, Preter Not to Respond, and Site Support Groups did. Differences in the Employee
Categories were primarily in the direction of Senior and Middle Management responding more

positively than individual Contributors.
s Approsimately 40% ol survey respondents agreed with the statement that constructive criticism is
encouraged. Respondents in the Design Engineering, Systems Engineering, Electrical Maintenance,

- . ]
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Operations Shift, RP EP HP, and Training had statistically significantly higher scores on this question
than respondents in the Security Shift, Security Other, Site Support and Prefer Not to Respond
Groups did. No statistically significant differences were obtained on this question between any of

the Fmployee Categories.

There is g perceived constructive organizational culture style at the Fort Calhoun Station as
indicated by the shghtly higher scores on questions related to the sensitivity to the needs of others,
the value of achievement, and professional actualization. However, scores on some of the scales
that comprise the Passive-Defensive amt Apgressive -Defensive Cultural Styles were among the
highestin the database of other nuclear plants that have taken the same survey.

in particular, scores for the Station on behaviors related to the percewed importance of the value of
the approval of others, avoiding responsibility for fear of punishment, and the perceived value of

confrontation and negativisrm were the highest in the database.

Statistically sigmificant differences were obtained between many of the work groups on many of the
hehaviors associated with several cullural styles suggesting a high degree of variability horizontally

inthe organization in which values and behaviors are percewed 1o be important.

There wete 1o statistically significant differences between any of the employee categories on the
same behaviars that ditterentiated the work groups. This suggests that the cultural differences in
the Station are being driven by their functional group and validates the interviewees’ perceptions

around the organization operating in silos.

I'he highest scores on the Organizational Commitment Scale on the electronic survey were obtained
in the SFM Maintenance Work Group. These were statistically significantly different from many
other work groups. The Prefer Not to Respond, Security Shift, and Security Other Work Groups had

the lowest scores on the Commitment Scale.

Survey respondents in the Operations Shift Work Group had the highest scores on the Work Group
Cohesion Scale. These were statistically signiticantly different form many other work groups. The
Prefer Not to Respond, Security shift, and Security Other Work Groups had the lowest scores on the
Work Group Cohesion Scale.

the Site VP Ditect Reports ECP, Design Engmeermng, Electnical Maintenance, SEM Maintenance, andd
RP EP HP Work Groups had the more positive organizational cultural profiles

The Planning Scheduling Outage, Security Shift. Security Other, Site Support, and Prefer Not to
Respond Work Groups had the more negative organizational cultural profiles.

There 1 a high to moderate degree of trustin terms of communication within the overall Fort
Calhoun Crganization. Ditferences do exist between work groups and they tend 1o follow those
already outlined above. (D2%)
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{b)(4)

CR 2011-8761, indicates a concern tor a potential chilling enviconment related to the manner in which
self dedlaration of fatigue within the security department has resulted in unpaid time off for security
force members. The language in this CR & ciear and should have prompted an emergent review and
analysis for prompt action by the Station Safety Culture Moritoring Pancl as directed by Section 4.5 of
FGSG-62, Site Nuclear Safety Culture Process. (D3)

2. Alternate processes

If alternative processes (i.e., a process for raising concerns or resolving differing professional opinions
that are afternates to the organization’s corrective action program or line management) for raising
safety concerns or resolving differing professional opinions exist, then are they communicated,
accessible, have an option to raise issues in confidence, and are independent in the sense that the
program does not report to line management {i.e., those who would in the normal course of activities
be responsible for addressing the issue raised)? S.1(b)

u A significantly large number of individuals that completed the electronic survey chose the Prefer
Not to Respond’ category when asked about thesr demogmphic_mformaticm. The sizo of this group
indicates a concern about being identified and in some way penalized for their responses. This group
had a consistently negative profile on almost all of the survey scales.

®m  Many individuals indicated that the ECP was not perceived as a confidential and anonymous process
and therefore not a viable mechanism for them for reporting concerns. Some interviewees also
indicated thal ECP should report to someone outside the Site Vice President

»  Severalinterviewees indicated that they were toid not to write CRs and ‘don’t rock the boat”. Some
individuals stated that they would never write a CR on management because it would have career

Hmiting consequences.

& Several mtervicwees indicated that many things eventually lead to some type of perceived
retaliation, e.g.. negative lubeling, preventing job mobility, assipning lower performance ratings, or

reduced appartumties for promotion.

CR2011-8701, indicates a concern for a potential chilling environment related to the manner in which
selt declaration of fatipue within the security department has resulted in unpaid time off for security
force membuars, The lanpuage in this CRas cdear and should have prompted on emergent review and
anaysis tor prompt action by the Station Safety Culture Maonitoring Panel as directed by Section 4.5 of
FGSG-62, Site Nuclear Safety Culture Process (D 3)

L .
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b. Preventing, Detecting, and Mitigating Perceptions of Retaliation

Does a policy for prohibiting harassment and retaliation for raising nuclear safety concerns exists and is
it consistently enforced? Was there a policy for prohibiting harassment and retaliation for raising
nuclear safety concerns in place and was it consistently enforced?

1. Training

Were all personnel effectively trained that harassment and retaliation for raising safety concerns is a
violation of law and policy and will not be tolerated? S5.2{a)

Contract employees swho do not have access (¢ the protected area do not receive General Employee
Training {D74] "

FCS thdd not provide SCWE training 1o Crew Leaders and above in 2011 because of the flood. (D80}
The Nuclear Supervisor Training Progran: does not comtain a SCWL training component. {(DS3)
2. Investigation

Were claims of discrimination investigated consistent with the content of the regulations regarding
employee protection and any necessary corrective actions taken in a timely manner, including actions to
mitigate any potential chilling effect on others due to the personnel action under investigation? S.2(b)

3. Chilling effect

Were potential chilling effects of disciplinary actions and other potentially adverse personnel actions
(e.g., reductions, outsourcing, and regrganizations) considered and compensatory actions taken when
appropriate? S.2(c)

s Asigniticantly targe number of individuals that completed the electronic survey chose the 'Prefer
Not to Respond’ category when asked about their demographic information. The size of this group
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indicates a concern about being identified and m some way penalized for their responses. This group

had a consistently negative profile on alinost all of the survey scales.

® Severalinterviewees indicaled that they were told not 1o write CRs and ‘don’t rock the boat’. Somne
individuals stated that they would never write a CR on management because it would have career

Limiting consequences.

u  Severalinteniewees indicated that many things eventually lead to some type of perceived
retaliation. e g, negative labehng. preventing job mobihty, assigning lower performadnce ratings, or

roduced opportunities for promonon,

u Overdll, only 25% of all survey respondents teel that they can openly challenge decisions made by
management Respondents in the Operations Shift, Electrical Maintenance, RP EP HP, and SFM
Maintenance Wark Groups had statistically significantly higher scores on this question than
respondents in the Prefer Not to Respond, Other, Security Shift, Secunty Other, and Engineening
Programs/Performance Groups. Senior Managers had statistically signiticant higher scores on this
guestian than any orher employee category.

®  About 48% of survey respondents agreed with the statement that they feel that they can approach
the management team with concerns. Respondents in the SPI} CAP and Operations Shift Work
Groups had statistically significantly higher scores on this question than respondents in the Prefer
Not 1o Respond, Security Shift, Security Other, and Site Support Groups. individuals in the Prefer Not
to Respond Category had the lowest belief that mdnagement could be approached with concerns.
The Individual Contnbutor {Union) and Supplemental Groups believed that manasgement could be
approached with concerns statistically significantly maore than respondents in the Prefer Not 1o
Fespond Category did.

a Qverall only 46% of survey respondents agreed with the <latement related to management wants
concerns reported, and only 35% believe that concerns raised are addressed. For both questions,
respendents in the Electrical Maintenance, SFv Maintenance and RP £P HP Waork Groups had
statishically significantly higher scores on these questions than respondents in the Security Shift,
Security Other Prefer Not to Respond, and Site Support Groups did. Ditferences in the Employee
Categories were primarily in the direction of Senior and Middle Management responding more
positively than Individual Contributors.

®  Approximately 40% of survey respondents agr2ed with the statement that constructive criticism s
ancouraged. Respondeats in the Design Engmeering, Systems Fngineering, Electrical Maintenance,
Operations Shift, RPEP HP, and Traming had statistically significantly higher scores on this question
than respondents in the Sccurity Shift, Security Other, Site Support and Profer Not to Respond
Groups did. No statistically signiticapt differences were obtamed on this question between any of

the Employee Categories. (D25]

0. Other Safety Culture Components (O}

m@
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Does the organization take necessary steps to assure accountability? Does the organization encourage a
continuous learning environment? Does the organization have and implement a systematic change
management process? Does the organization have and implement adequate safety policies that
demonstrate the overriding priority of nuclear safety?

a. Accountability

Does management define the line of authority and responsibility for nuclear safety? Was a line of
authority, responsibility and accountability for decisions related to this issue in place and maintained?

1. Alignment of safety and rewards

Was accountability maintained for important safety decisions in that the system of rewards and
sanctions is aligned with nuclear safety policies and reinforces behaviors and outcomes that reflect
safety as an overriding priority? 0.1{a)

®  Accounlability for safety is an issue at Fort Calhoun. During this assessment, interviewees and the
Assessment Team identified multipte examples indicative that accountability has not been

internalized by the Station. Some include:

Some Senior Management interviewees did not identify satety in describing their roles and
responsihilities.

Severalinterviewees indicated that people generally don’t take personal responsibility for their
actions, with respect to salety or otherwise, and if they make a mistake they look everywhere
but themselves for attribution.

Many interviewees helieve that individuals at all levels in the organization are inconsistently held
accoumable for behavior, e.g., self-reporting is handled differently in different departments,
manager violated procedure croncerning safeguards material and security was given push back

[

not to write a CR.

Strong perceptions among many interviewees that the individuals that “led us to this situation
are still here and have not been held accountable for their actions”, many individuals are

wurprised that only two managers are gone.

Interviewees and the Team observed that Security did not accept accountability for the firing

range incident and rather were upset that Mamntenance raised it to such a visible level.

Many managers and supervisors da not e<hibit the desired behaviors and standards and are not
challenged by their managers or peers:

Questions in meetings aren’t answered and peopie hiave stopped asking;
Management is not being held accountable for CAP;

After failing the readiness inspection for flooding, there was no accountability for the
decisions that were made and the plan that was used,

b il T S R R S
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Farly signs of declining performance were there but nothing was done, e.g., flood protection was raised
years ago; inattention to detail by managers, no coimmmon sense used in the schedule even when it is
clear it cannot be done; management has disregarded the issue of qualifications. {D25)

2. Reinforcement

Did management reinforce safety standards and display behaviors that reflect safety as an overriding
priority? 0.1(b)

Regardless of current station reward recognition initiatives and the OPPD awards process, the 2012
Safety Culture Assessment indicated that management did not reinforce satety standards and display
behaviors that reHect safety as an overriding priority. See Alignment of satety and rewards section
above. {D25)

3. Safety focus

Did the workforce demonstrate a proper safety focus and reinforce safety principles among their peers?
0.1(c)

several nterviewecs indicated that people generally don't take personal responsibility for their
actions, with respect to safety or otherwise, and if they make a mistake they look everywhere
but themselves for attribution,

Many interviewees helieve that individuals at all fevels in the organization are inconsistently held
accountable for behavior, e.g., self-reporting is handled differently in different departments;
manager violated procedure concerning safeguards material and security was given push back
not to write a CR.

Interviewees and the Team observed that Security did not accept accountability tor the firing

range incident and rather were upset that Maintenance raised it Lo such a vivible level,
b. Continuous learning environment

Did organization ensure that a learning environment exists? Were adequate training or knowledge
transfer activities available and used to either obtain or maintain stakeholder competency related to this
issue?

1. Training and knowledge

Did the organization provide adequate training and knowledge transfer to all personnel on site to ensure
technical competency? 0.2(a)

The tochuical traming programs were placed on probation in 2009 due 1o a lack ¢f use of the
Systematic Approach to Traimng  (D25) (D30)
I(b)(4)

2. Internal and external learning
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Did personnel continuously strive to improve their knowledge, skills, and safety performance through
activities such as benchmarking, being receptive to feedback, and setting performance goals? Did the
organization effectively communicate information learned from internal and external sources about
industry and plant issues? 0.2(b)

Individuals acrass the organization have indicated thewr willingness 1o raise 1ssues. The CR process
however, 15 perceived by many Station personiel to not be as effective as it should be. The value of the
Corrective Action Prograim to create a learning organization is not being fully realized. Senior leadership
provides weak oversight of the process and management engagement with the process has been very
limited. The criticality and ability to seft-identfy issues and cauces needs to be enhanced. Operating
experience needs to be better integrated into a learning process and a stronger independent oversight
arganization is needed to help identify areas for performance improvement.

There is a lack in the belief that Fort Cathoun Management really wants problems or concerns reported
ot that the issues will be addressed. The way that CAP is currently bemng implemented is not perceived
as a value added process tor the Station. The relationship of the CAP to performance improvement and
the role it plays i the development of a learming organization is not understood or recognized by most
individuals, {D25)

Implementation of the FCS OF program is less than adequate. Management has not provided
appropriate support and has not held Line and Stafl accountable tor implemanting the OF Program
Policy. [MORT analysis MA2-0t)

The people higherin the organization did not provide people lower i the organization what was needed
to mplement an adequate CAP. {MORT analysis SD6-CAP)

The people tugher m the organization did not provide people fower in the organization what they

needed to implement the observation program effectively  (MORY analysis SD6-Qbservations)
c. Organizational change management

Did management use a systematic process for planning, coordinating, and evaluating the safety impacts
of decisions related to major changes in organizational structures and functions, leadership, policies,
programs, procedures, and resources? Did management effectively communicate such changes to
affected personnel? Were organizational, functional, leadership, policy, program or procedure changes
associated with this issue effectively communicated and managed? 0.3

®  During this Assessment the Team identified that the organizational change management process
was often meffective in communicating necessary information. Some examples include:

No formalized procedure or change management plan had been implemented to dote with

regard to what £xelon’s roles and responsibilities at the Station wouid be.
The centralization of a nuclear procurement process in Matertals Management had not been
formally communicated through a change management plan.

Lo o
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Commuunication around the restart of the Station had heen largely informat and often through

word of mouth intormation. {£25)

The lack of a change management plan ot bringing £xelon on site resulted in the failure to identify the

impacts on other actwities/departments. {Da7,1-03)

(b)(4)

®)4) (020)

Eb)(4) j

(> [ (D30)

The Change Management Policy has not been eftectively implemented at FCS. (MOR1 analysis MA2)

d. Safety policies

Did safety policies and related training establish and reinforce that nuclear safety is an overriding
priority? Were formal safety policies and training related to this issue established and enforced?

1. Raising concerns

Did these policies require and reinforce that individuals have the right and responsibility to raise nuclear
safety issues through available means, including avenues outside their organizational chain of command,
and to external agencies, and obtain feedback on the resolution of such issues? 0.4(a)

2. Safety policy training

Were personnel effectively trained on these policies? 0.4(b)

- . ________]
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3. Decisions consistent with safety priority

Were organizational decisions and actions at all levels of the organization consistent with the policies?
Were production, cost, and schedule goals developed, communicated, and implemented in a manner
that reinforces the importance of nuclear safety? 0.4(c)

The leam noted that while some examples of conservative deaision making wer2 dentified at the
Station. examples of non-canservative decision making were more prevalent in evaluating significant
eviants. Decisions with respect to priontization of work and schedule are perceived to be absent, While
significant resources have heen spent to replace equipment at the Station, resource allocation to meet
the current work load and regulatory requirements of the Station’s situation ate uncertain. Standards
and expectations with respect to work practices and work control need to be more clearly identified,
communicated, and reinforced. Tha development of a formal and consistently implemented human
performance program needs to be addressed. {D25)

FCS has made a number of non-conservative decisions and decisions that did not appropriately consider
risk, l@w | (Nuclear Safety Culture MORT Tree H.1.a.b)

4. Top management commitment

Did senior managers and corporate personnel periodically communicate and reinforce the primacy of
nuclear safety through their actions and decisions such that personnel understand that safety is the
highest priority? 0.4(d)

(bX4)
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(b)4)

(b)(4) (D24)

“SARC findings are circulating the bullet holes. They don’t identify anything new; they bring up old rtems
we haven't addressed.” (1-04)

g g —
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Attachment 4 —~ Documents Reviewed / Interviews / Observations / Timeline Comparison:

Documents Reviewed

D-1

INPO OR Assist Recommendations: March 2012

D-2

Managing Complex Change

D-3

SARC Minutes: January 2011, September 2011, December 2011,
March 2012

D-4

Fatigue Rule Assessment: February 2012

D-5

Training RCA {CR 2012-01604)

D-6

Operability/Reportability Evaluation Backlog: May 7, 2012

D-7

Procedure Backlog (1" Quarter 2012 Ops Pls)

D-8

NRC Crosscutting Report: March 6, 2012

' D-9

Nuclear Oversight Products: July -~ December 2011

D-10

Nuclear Oversight Audit No. 68: 5/14/2012

D-11

NRC Inspection Results — M-2 Contactor Failure

(CR 2011-0451)

D-12

CAP Backlog KPIs: February 2012

0-13

CR on Unattended Safeguards Information (CR 2011-0299)

D-14

Restart Checklist

D-15

Preventive Maintenance Status

D-16

PI&R RCA (CR 2011-10135)

D-17

FW-10 NRC-6 MSPI (a), (CR 2010-0910) FW-10 Trip RCA (b} {CR 2010-

0813)

D-18

Flood RCA — Executive Summary (CR 2010-2387)

D-19

Current Nuclear Business Unit Organizationai Chart: 5-15-2011
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D-20

History of Organizational Changes — FCS DM and above: 2007 through
4-1-2012

D-21

Organizational Effectiveness Cause Code (SA, SQSC}): 2006-2011

D-22

CR 2010-6190 Out of Spec Voltage Reading RCA

D-23

CR 2011-5414 Breaker Cubicle Fire RCA

D-24

INPO Evaluation: March 2011

D-25

2012 Independent Safety Culture Assessment (Conger & Elsea); May
11, 2012

D-26

History of OPPD Performance Management: May 16, 2012

D-27

2011 INPO Plant Evaluation AFI (EN.1-1) CR 2011-3025

D-28

FCS SARC Board Updates; December 22, 2011 and March 8, 2012

D-29

CR 2011-1719 Incorrect TS entered — M-2 Contactor Failure

D-30

INPO Plant Evaluation April, 2009

D-31

WANO 2007 Report (Plant Evaluation): September 21, 2007

D-32

2011 NRC P | & R Inspection Report: March 16, 2012 and Response:
April 13, 2012

D-33

INPQO Training Probation Letter: September 28, 2009

D-34

INPO Engineering Assist Visit: October 5, 2010

D-35

CAP Effectiveness RCA {CR 2007-4988)

D-36

Flooding Procedure AOP-01 (trend) RCA (CR 2012-01021)

D-37

IACPD — Observation Program Assessment: May 2012s

D-38

NRC Notification of Change to Regulatory Oversight (Chapter 0350):
December 13, 2011

D-39

Gallup Q-12 Employee Engagement Surveys (Last Five): March 2007,
January 2008,0ctober 2008, October 2009, October 2010

D-40

INPO Senior Management Representative Feedback: June 1, 2009

D-41

HU Leve! A/B Cross-Cutting CR Coding Trend: May 2012
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D-42

ACA on OR 1-1 AFI CR 2011-3004: July 19, 2011

D-43

FCS KPis: March 2012, December 2011, December 2010, December
2009, December 2008, December 2007 December 2006

D-44

Quality Surveillance on MRM (09-QUA-06); March 18, 2009

D-45

Preliminary Historical Report, Level A CR Analysis: 2006-2011

D-46

Goodnight Staffing Data — FCS: 2005, 2007, 2009, 2010, 2011

D-47

Change Management Plan: January 31, 2012 and Examples: 2011 and
2012

D-48

1&C Qualification Letters: 2009-2012

D-49

OPPD Strategic Plan Book: 2011 -2013

D-50

INPQ Organizational Effectiveness (OR) Assist Visit: January 18-22,
2010

D-51

Accountability Model: November 2010

D-52

Cross-cutting Issues: 2006 through 1Q 2012

0-53

Supervisor Training Program Master Plan: May 31, 2012

D-54

Excellence In Leadership (CR 2010-3652-13)

D-55

Nuclear Policy Manual: May 22, 2012

D-56

HR Nuclear Position Description Share Point; May 24, 2012

D-57

Procedures with ng Change Management Trigger Points: Project Plan
Development: December 01, 2011, Staffing of Positions; December
20, 2004, Procedure Changes and Generation: March 6, 2012

D-58

Change Management Plan (S0-0-21): October 25, 2011

D-59

Change Management Plan (CAP Change Plan). May 4, 2012

D-60

FCSG-44, Project Management: December 1, 2011

D-61

FCSG-24, Corrective Action Program Guideline: April 5, 2012

D-62

SO-R-2, Condition Reporting and Corrective Action: June 1, 2011

D-63

Memo from SVP/CNO — CAP interim Corrective Action Program
Expectations: March 2, 2012
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D-64

Quality Reports: 4™ Quarter 2010, Feb. 8, 2011

D-65

Change Plan — Nuclear Procurement Services Reorganization: 2010

D-66

Training Records on Training for FCSG-17, Change Management:
December 8, 2008

D-67 | NPM-1.13, Operating Experience Program Policy: May 4, 2010

D-68 | NOD-QP-21, Operating Experience (OE) Program: February 16, 2012

D-69 | FCSG-2, Observation Program: May 15, 2012

D-70 | Excel Leadership Curriculum: January 14, 2012

D-71 | Condition Report 2012-04361 (OE Issues)

D-72 { NOD-QP-2, Conduct of Training: May 10, 2012

D-73 | Safety Component Assessment Tree

D-74 | NPM-2.04, Establishing and Maintaining a SCWE: July 27, 2010

D-75 | Safety Culture Supplement to the MORT (Conger & Eisea): June 2012

D-76 | Overdue OE Evaluations: May 29, 2012

D-77 | FCSG-62, Site Nuclear Safety Culture Process: May 1, 2012

D-78 | General Employee Training, Training Program Master Plan: May 21,
2012

D-79 | Accreditation Renewal for Training Programs (INPO Letter): April 25,
2012

D-80 | SCWE Training e-mail: May 31, 2012

D-81 | OPPD Supervisor's Manual Policy 7.06, Staffing of Positions: April 1,
2002

D-82 | OPPD Supervisor’s Manual Policy 7.05, Establishment or Maintenance
of Bargaining Unit & Exempt Positions (Regular — Full Time): October
1, 1998

D-83 | NAI-11, Promotion and Merit Increase 'Recommendations: April 22,
2003

D-84 | Succession Planning Guidance: May 2010
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D-85

Principles of Succession Planning (FCS): May 25, 2010

D-86

NAI-19, Staffing of Positions; August 30, 2011

D-87

NPM-1.00, Nuclear Safety: February 9, 2012

D-88

FCS Position Descriptions {Manager — Training, Manager — Security):
February 2007

D-89

SO-G-87(a), SO-G-92 (b), FC-1349 (c): May 24, 2011

D-90

FCS5G-19, Performing Risk Assessments: October 20, 2011

D-91

Fort Calhoun Nuclear Station HR Roles and Responsibilities for
Recovery: December 9, 2011

D-92

OPPD Key Accountability HR DM: March 2012

D-93

Cuiture Survey Projected Timeline — Key Milestones

D-94

Managing New Leader Acceptance: 2012

D-95

FCSG-4, Performance of Self-Assessments: March 20, 2012

D-96

NQOD-QP-48, Site Assessment Review Board: March 16, 2011

D-97

Pt & CA TPMP (Self — Assessment Team Leader Qualification Checklist
[SATLO1))

D-98

FCS Plant Information Center (PIC) Data: 2007 thru 2012

D-99

NRC IR 05000285/2007010 PI&R: October 26, 2007

D-100

NRC IR 05000285/2009007 PI&R: July 14, 2009

D-101

STS Leadership Assessment & Alignment OPPD FCS: November 2011

D-102

2009 NRC CDBI Inspection: December 30, 2009

D-103

2008 Supplemental Inspection Report 95002: May 21, 2008

D-104

Governance Examples (Southern Companies, Xcel, INPO 11-007 -
Preliminary): October 29, 2010

D-105

Operating Experience (OE) for Neil Ferguson (Facilities): May 31, 2012

D-106

OE Department Leads: December 13, 2011

D-107

FCSG-27, FCS Decision Making Process: April 30, 2012

e _______]
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D-108

NPM-1.06, Internal Communications Policy: March 19, 2008

D-109

ESAD-11, OE Training: June 5, 2012

D-110

CR 2009-4690 (ACA)

D-111

Weekly Discussion Points (Site Communication}: June 2012

D-112

Weekly Discussion Points Training (Effective Communications
Training): June S, 2012

D-113

2012 FCS Performance Planning and Review Form: February 12, 2012

D-114

Licensing — ROP Action Matrix: 2012

D-115

FCS Achieving Excellence Booklet: 2010

D-116

HR Org Development Docs: Succession Planning, KTR, New Leader
Development Strategy, Competencies: May 2012

D-117

HR Org Development Docs Part 2: Workforce Planning, Staffing
History, Leadership Assessment & Alignment Methodology: May 2012

D-118

FCS Leadership Academy Changes, Nuclear Supervisor Training Master
Plan, Maintenance Supervisor Training Master Plan: May 2012

.m
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-1

SARC Chairman (Marler/Werner): May 16, 2012

-2

Brian Obermeyer (CAP Manager): May 18, 2012

Amy Hansen (Pl Supervisor} Joe Venditte {P}: May 21, 2012

-4

Dave Bannister (VP/CNO): May 21, 2012

I-5

John Herman (Engineering Division Manager): May 22, 2012

-6

Rich Haug, Tad Leeper, Tom McShane (Org Development): May 21, 2012

-7

Del Trausch {Assistant Plant Manager): May 23, 2012

-8

Tom Mickells (Industrial Safety); May 22, 2012

-9

W. Gary Gates (CEO): May 25, 2012

I-10

Mike Smith (Manager - Operations): May 20, 2012

1-11

Susan Baughn (Manager - Licensing). May 30, 2012

1-12

Mart Sedky (DM — HR): May 31, 2012

I-13

Brian Obermeyer — (CR trending during 2011). May 31, 2012

I-14

Mike Ferm (Manager — Performance Improvement): May 31, 2012

I-15

Woody Goodell (Division Manager, Performance Improvement): june 1,
2012

I-16

Lloyd Montgomery (1&C Supervisor): June 1, 2012

I-17

Dennis McGranaghan (Manager-Nuclear Cost Mgmt and Planning -
Interim): May 29, 2012

I-18

Steve Straub {Supv — NOS): June 4, 2012

1-19

Rich Haug (Accredited/Non-Accredited Training): May 22, 2012

Page 182




CR2012-03986

Observations

0-1 ;0800 Outage Management Meeting: May 15, 2012

0-2 | 0830 CRG: May 15, 2012

0-3 | 1100 DM Staff Meeting: May 16, 2012

0-4 | 1000 OPS DCARB: May 05, 2012

0-5 | 0900 Weekend SM Call: May 19, 2012

0-6 | 0900 Weekend SM Call: May 20, 2012

0O-7 | Ops Focus Meetihg: May 21, 2012

0-8 | Outage Management Meeting: May 15, 2012
0-9 | CRG Meeting: May 15, 2012

L ]
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Attachment 5

Safety Culture Review
- Condition Report 2012-03986

Human Performance (H)

a. Decision-Making. - Licensee decisions demonstrate that nuclear safety is an overriding priority.
Specifically (as applicable):

1. The licensee makes safety-significant or risk-significant decisions using a systematic process,
especially when faced with uncertain or unexpected plant conditions, to ensure safety is
maintained. This includes formally defining the authority and roles for decisions affecting
nuclear safety, communicating these roles to applicable personnel, and implementing these
roles and authorities as designed and obtaining interdisciplinary input and reviews on safety-
significant or risk-significant decisions. H.1{a)

Answer (Mark X to applies): Applicable: X Not Applicable:

Basis:

{b)(4)

[BX) | The 2012 independent

Safety Culture Assessment stated that while some examples of conservative decision
making were identified at the Station, examples of non-conservative decision making were
more prevalent in evaluating significant events.

3. The licensee uses conservative assumptions in decision making and adopts a requirement to
demonstrate that the proposed action is safe in order to proceed rather than a requirement
to demonstrate that it is unsafe in order to disapprove the action. The licensee conducts
effectiveness reviews of safety-significant decisions to verify the validity of the underlying

assumptions, identify possible unintended consequences, and determine how to improve
future decisions. H.1(b)

O —
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Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment stated that while some examples of
conservative decision making were identified at the Station, examples of non-conservative
decision making were more prevalent in evaluating significant events.

4. The licensee communicates decisions and the basis for decisions to personnel who have a
need to know the information in order to perform work safely, in a timely manner. H.1{(c)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated communication issues were
identified by almost all interviewees as well by the results of the survey.

b. Resources - The licensee ensures that personnel, equipment, procedures, and other resources
are available and adequate to assure nuclear safety. Specifically, those necessary for:

1. Maintaining long term plant safety by maintenance of design margins, minimization of long-
standing equipment issues, minimizing preventative maintenance deferrals, and ensuring
maintenance and engineering backlogs which are low enough to support safety. H.2(a)

Answer {Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment identified that System Engineering only
has 6 fully qualified individuals and that over 50% of the Design Engineers have less than 2
years of experience.

2. Training of personnel and sufficient qualified personnel to maintain work hours within
waorking hour guidelines. H.2{b)

L
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Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated that management has allowed
the Machine Shop to be decimated and consequently there are only 2 journeymen and the
rest of the shop has apprentices with little or no experience.

3. Complete, accurate and up-to-date design documentation, procedures, and work packages,
and correct labeling of components. H.2(c}

Answer (Mark X to applies): Applicable: X Not Applicable;
Basis:

The 2012 independent Safety Cuiture Assessment indicated that the Maintenance
Procedure Upgrade Project which originated in 2008 has failed miserably. Furthermore,
interviewees indicated that vendor technical manuals and Bill of Materials have not been
maintained for some time.

4. Adequate and available facilities and equipment, including physical improvements, simulator
fidelity and emergency facilities and equipment. H.2(d)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 independent Safety Culture Assessment indicated that many examples existed of
missed opportunities to demonstrate the value and priority of safety. An example includes;
the meteorological tower was out of service at the time of the flood from June of 2011
until March of 2012.

c. Work Control - The licensee plans and coordinates work activities, consistent with nuclear
safety. Specifically (as applicable):
1. The licensee appropriately plans work activities by incorporating H.3(a):

L _______________]
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{a) risk insights;

(b) job site conditions, including environmental conditions which may impact human
performance; plant structures, systems, and components; human-system interface; or
radiological safety; and

(c) The need for planned contingencies, compensatory actions, and abort criteria.

Answer {Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 Independent Safety Culture Assessment cited as an example that the M-2 coil
problem in the Reactor Protection System started in 2008 and was scheduled to be fixed
during the 2009 outage. It was taken out of the scope of work to avoid impacting outage
duration. As a result of this decision, the M-2 coil failed while at power.

2. The licensee appropriately coordinates work activities by incorporating actions to address

H.3(b}):

(a) the impact of changes to the work scope or activity on the plant and human
performance,

{b) the impact of the work on different job activities, and the need for work groups to
maintain interfaces with offsite organizations, and communicate, coordinate, and
cooperate with each other during activities in which interdepartmental coordination is
necessary to assure plant and human performance,

{c} the need to keep personnel apprised of work status, the operational impact of work
activities, and plant conditions that may affect work activities,

(d) The licensee plans work activities to support long-term equipment reliability by limiting
temporary modifications, operator workarounds, safety systems unavailability, and
reliance on manuatl actions. Maintenance scheduling is more preventive than reactive.

Answer (Mark X to applies}): Applicable: X Not Applicable:

Basis:

The 2012 Independent Safety Culture Assessment indicated through interviews that there
were several issues related to the coordination of work. As an example, work is not

e e
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getting done because scheduling conflicts with equipment issues, e.g. crane not available,
bus not energized.

d. Work Practices - Personnel work practices support human performance, Specifically (as
applicable):

1. The licensee communicates human error prevention techniques, such as holding pre-job
briefings, self and peer checking, and proper documentation of activities. These technigues
are used commensurate with the risk of the assigned task, such that work activities are
performed safely. Personnef are fit for duty. In addition, personnel do not proceed in the
face of uncertainty or unexpected circumstances. H.4{a)

Answer {Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 Iindependent Safety Culture Assessment indicated that standards and
expectations with respect to work practices and work control need to be more clearly
identified, communicated, and reinforced. The development of a formal and consistently
applied human performance program needs to be addressed.

2. The licensee defines and effectively communicates expectations regarding procedural
compliance and personnel follow procedures. H.4(b)

Answer (Mark X to applies): Applicable; X Not Applicable:

Basis:

The 2012 independent Safety Culture Assessment indicated that procedural use and
adherence issues are o concern. As an example; it is fairly common for administrative
procedures to reference other procedures and lead to a dead end.

3. The licensee ensures supervisory and management oversight of work activities, including
contractors, such that nuclear safety is supported. H.4(c)

Answer (Mark X to applies): Applicable: X Not Applicable:

S S S S ——"
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Basis:

The 2012 Independent Safety Culture Assessment identified that there is a lack of

accountability at all levels of the station, [©)® l
(b)(4) - ]
(b)(4) [
(b)4)

Problem Identification and Resolution (P)

a. Corrective Action Program - The licensee ensures that issues potentially impacting nuclear
safety are promptly identified, fully evaluated, and that actions are taken to address safety
issues in a timely manner, commensurate with their significance. Specifically (as applicable}:
1. The licensee implements a corrective action program with a low threshold for identifying

issues. The licensee identifies such issues completely, accurately, and in a timely manner
commensurate with their safety significance. P.1(a)

Answer (Mark X to applies): Applicable: Not Applicable: X

Basis:

2. The licensee periodically trends and assesses information from the CAP and other
assessments in the aggregate to identify programmatic and common cause problems. The
licensee communicates the results of the trending to applicable personnel. P.1{b)

Answer (Mark X to applies): Applicable: X Not Applicable:

Basis:

From the review of the applicable MORT analysis of the station trending program, a
failure to identify adverse trends was noted. In addition, the Safety Culture Assessment
Tree identified a high number of deficiencies in Level A condition reports on CAP trending,

3. The licensee thoroughly evaluates problems such that the resolutions address causes and
extent of conditions, as necessary. This includes properly classifying, prioritizing, and
evaluating for operability and reportability conditions adverse to quality. This also includes,
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for significant problems, conducting effectiveness reviews of corrective actions to ensure
that the problems are resolved. P.1(c}

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated that the CR process is
perceived by mony Station personnel to be not as effective as it should be and the value of
the Corrective Action Program to create a learning organization is not fully realized.

4. The licensee takes appropriate corrective actions to address safety issues and adverse trends
in a timely manner, commensurate with their safety significance and complexity. P.1(d)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:
As indicated in the review of various Root Cause Analysis indicated the following:

(CR 2011-0451) Root Cause 8.6 contributing causes include: Corrective actions to prevent
recurrence from previous FCS root cause events have not been fully effective in preventing
station events where form, fit, or function have been altered during maintenance activities
without an adequate engineering evaluation.

5. If an alternative process (i.e., a process for raising concerns that is an alternate to the
licensee's corrective action program or line management) for raising safety concerns exists,
then it results in appropriate and timely resolutions of identified problems. P.1{e)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment identified that a significantly lorge
number of individuals that completed the electronic survey chose the “Prefer Not to
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Respond” category when asked about their demographic information. The assessment
also identified that many individuals did not perceive the ECP Program as a confidential
and anonymous process.

b. Operating experience - The licensee uses aperating experience (OE) information, including
vendor recommendations and internally generated lessons learned, to support plant safety.
Specifically (as applicable):

1. The licensee systematically collects, evaluates, and communicates to affected internal
stakeholders in a timely manner relevant internal and external OE. P.2(a)

Answer {Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated that interviewees felt that the
concept of a “learning organization” used to be one of the platforms for the Station and
no longer is. In addition, it was indicated that while the presence of Operating Experience
exists at the station, the organization is missing opportunities to use this information as
part of a learning process.

2. The licensee implements and institutionalizes OE through changes to station processes,
procedures, equipment, and training programs. P.2{b)

Answer (Mark X to applies): Applicable: X Not Applicable;
Basis:

Based on the Recovery Team Level A assessmient cause codes, the station did not
effectively use external OF or vendor recommendations to support plant safety.

c. Self- and Independent Assessments - The licensee conducts self- and independent assessments
of their activities and practices, as appropriate, to assess performance and identify areas for
improvement. Specifically (as applicable):

]
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1. The licensee conducts self-assessments at an appropriate frequency; such assessments are of
sufficient depth, are comprehensive, are appropriately objective, and are self-critical. The
licensee periodically assesses the effectiveness of oversight groups and programs such as
CAP, and policies. P.3(a}

Answer {Mark X to applies): Applicable: X Not Applicable:
Basis:

The review of the Self-Assessment Process indicated that Self-Assessments and
benchmarking activities are not being used effectively to ensure that station standards do
not fall behind typical industry standards.

2. The licensee tracks and trends safety indicators which provide an accurate representation of
performance. P.3(b)

Answer (Mark X to applies}): Applicable: X Not Applicable:
Basis:
Based on interview responses it is common for FCS to not have trending reports.

3. The licensee coordinates and communicates results from assessments to affected personnel,
and takes corrective actions to address issues commensurate with their significance. P.3(c)

Answer (Mark X to applies). Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated that recommendations of the
SARC are not fully realized and accepted by the Station. In addition, Fort Calhoun Station
has not conducted a safety self-assessment in 3-4 years yet safety performance in 2011
was unacceptable. '

o ___]
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Safety Conscious Work Environment (S)

Environment for Raising Concerns - An environment exists in which employees feel free to
raise concerns both to their management and/or the NRC without fear of retaliation and
employees are encouraged to raise such concerns. Specifically (as applicable):

1.

Behaviors and interactions encourage free flow of information related to raising nuclear
safety issues, differing professional opinions, and identifying issues in the CAP and through
self-assessments. Such behaviors include supervisors responding to employee safety
concerns in an open, honest, and non-defensive manner and providing complete, accurate,
and forthright information to oversight, audit, and regulatory organizations. Past behaviors,
actions, or interactions that may reasonably discourage the raising of such issues are actively
mitigated. As a result, personnel freely and openly communicate in a clear manner
conditions or behaviors, such as fitness for duty issues that may impact safety and personnel
raise nuclear safety issues without fear of retaliation. S.1(a)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

The 2012 Independent Safety Culture Assessment indicated that several individuals were
told not to write CRs and “don’t rock the boat”, Some individuals indicated that they
would never write a CR on management because it would have career limiting
consequences. '

If alternative processes (i.e., a process for raising concerns or resolving differing professional
opinions that are alternates to the licensee's corrective action program or fine management)
for raising safety concerns or resolving differing professional opinions exists, then they are
communicated, accessible, have an option to raise issues in confidence, and are
independent, in the sense that the program does not report to line management {i.e., those
who would in the normal course of activities be responsible for addressing the issue raised).
S.1({b)

Answer {Mark X to applies}: Applicable: X Not Applicable:

Basis:
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From the 2012 Independent Safety Culture Assessment many individuals indicated that
ECP was not perceived as a confidential and anonymous process and therefore is not a
viable mechanism for them for reporting concerns.

b. Preventing, Detecting, and Mitigating Perceptions of Retaliation - A policy for prohibiting
harassment and retaliation for raising nuciear safety concerns exists and is consistently
enforced in that:

1. All personne! are effectively trained that harassment and retaliation for raising safety
concerns is a violation of law and policy and will not be tolerated. S.2(a)

Answer (Mark X to applies): Applicable: X Not Applicable:
Basis:

A review of the Nuclear Supervisor Training Program indicated that the training does not
contain a SCWE training component.

2. Claims of discrimination are investigated consistent with the content of the regulations
regarding employee protection and any necessary corrective actions are taken in a timely
manner, including actions to mitigate any potential chilling effect on others due to the
personnel action under investigation. S.2(b)}

Answer (Mark X to applies): Applicable: Not Applicable: X
Basis:

3. The potential chilling effects of disciplinary actions and other potentially adverse personnel
actions (e.g., reductions, outsourcing, and reorganizations) are considered and compensatory
actions are taken when appropriate. 5.2(c)

Answer (Mark X to applies): Applicable: X Not Applicable;

Basis:
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The 2012 Independent Safety Culture Assessment indicated that only 35% of all survey
respondents feel they can openly challenge decisions made by management.

Other Components.

This section describes components of safety culture which are not associated with cross-cutting
areas. These components, when combined with the cross-cutting area components described above
for human performance, problem identification and resolution and safety conscious work
environment, comprise the safety culture components. Components in this section are considered
during the conduct of the supplemental inspection program, while the cross-cutting area
components are considered during the conduct of both the baseline and supplemental inspection
programs. [O] '

a. Accountability - Management defines the line of authority and responsibility for nuclear safety.
Specifically (as applicable): O1.
1. Accountability is maintained for important safety decisions in that the system of rewards and
sanctions is aligned with nuclear safety policies and reinforces behaviors and outcomes
which reflect safety as an overriding priority.

Answer (Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 Independent Safety Culture Assessment indicated that there were early signs of
declining performance but nothing was done, e.g. flood protection was raised years ago;
Inattention to detail by managers, no common sense used in the schedule even when it was
clear it cannot be done; management has disregarded the issue of qualifications.

2. Management reinforces safety standards and displays behaviors that reflect safety as an
overriding priority.

Answer {Mark X to applies): Applicable: X Not Applicable:

Basis:

. __ __ . __ _____ ________ _ . . ___________ _ ]
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The 2012 Independent Safety Culture Assessment indicated that management did not
reinforce safety standards and display behaviors that reflect safety as an overriding
priority.

3. The workforce demonstrates a proper safety focus and reinforces safety principles among
their peers.

Answer (Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 independent Safety Culture Assessment indicated that many interviewees believe
that individuals at all levels in the organization are Inconsistently held accountable for
behaviors.

b. Continuous learning environment - The licensee ensures that a learing environment exists.
Specifically (as applicable): 02
1. The licensee provides adequate training and knowledge transfer to all personnel on site to
ensure technical competency.

Answer (Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 Independent Safety Culture Assessment indicated that Technical Training
Program was placed on Probation in 2009 due to a lack of use of the Systematic Approach
to Training.

2. Personnel continuously strive to improve their knowledge, skills, and safety performance
through activities such as benchmarking, being receptive to feedback, and setting
performance goals. The licensee effectively communicates information learned from internal
and external sources about industry and plant issues.

Answer (Mark X to applies): Applicable: X Not Applicable:
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Basis:

The 2012 Independent Safety Culture Assessment indicated that there is a lack in the belief
that Fort Cathoun Management really wants problems or concerns reported or thot issues
will be addressed.

c. Organizational change management -Management uses a systematic process for planning,
coordinating, and evaluating the safety impacts of decisions related to major changes in
organizational structures and functions, leadership, policies, programs, procedures, and
resources, Management effectively communicates such changes to affected personnel. 03

Answer {Mark X to applies): Applicable: X Not Applicable:

Basis:

The 2012 independent Safety Culture Assessment indicated that it was not recognized that
a change management plan was needed to transition from development to
implementation of the new EROP PMs.

d. Safety policies - Safety policies and related training establish and reinforce that nuclear safety
is an overriding priority in that: 04
1. These policies require and reinforce that individuals have the right and responsibility to raise
nuclear safety issues through available means, including avenues outside their organizational
chain of command and to external agencies, and obtain feedback on the resolution of such
issues.

Answer (Mark X to applies); Applicable: X Not Applicable: X

Basis:

2. Personnel are effectively trained on these policies.

Answer (Mark X to applies): Applicable: Not Applicable: X

Basis:

- .. " ]
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3. Organizational decisions and actions at ail levels of the organization are consistent with the
poficies, Production, cost and schedule goals are developed, communicated, and
implemented in @ manner that reinforces the importance of nuclear safety.

Answer {Mark X to applies}): Applicable: X Not Applicable:
Basis:

The 2012 independent Safety Culture Assessment indicated that while some examples of
conservative decision making were identified there were other examples provided where
non-conservative decision making were more prevalent in evaluating significant events,

4. Senior managers and corporate personnel periodically communicate and reinforce nuclear
safety such that personnel understand that safety is of the highest priority.

Answer {(Mark X to applies); Applicable: X Not Applicable:

Basis:

(b)(4)

e ———
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Governance and Oversight: The
OPPD organization failed to
establish and implement the
essential attributes of
governance and oversight,
including the key elements of
individual roles, responsibilities,
and accountabilities to enable
FCS to achieve and maintain high
levels of operational nuclear
safety and reliability.

and oversight policies, processes, and
programs by which OPPD directs and
controls FCS. Include the roles,
responsibilities, and accountability of
individuals in the organization for
implementing the governance.

Root and Contributing Causes Corrective Action Responsible . Due Date Effectiveness Review
Person
RC1 - Less than adequate CAPR1 - Establish corporate governance | WG Gates 7/27/2012 | At Management Review Meetings

{conducted between 8/1/2012 and
2/1/2013), verify that CAPR1
implementation activities are on
track and there is an overall
improving trend in the indicators
identified below:

Interim Effectiveness Measures
(reference INPO 01-005, Indicators
of Changing Performance):

e Plant safety

e Plant reliability

e Personnel safety

* Human Performance
e CAP

* Equipment performance
* Work management

* Training

o Self-assessment

» Configuration control
e Attitude

» Safety Cuiture

o Staffing

b . ]
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Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
* Regulatory issues (Due
2/8/2013 - owner: D
Bannister).
A self-assessment determines that
QPPD has established and
implemented the essential
attributes of governance and
oversight, including the key
elements of individual roles,
responsibilities, and
accountabilities, and station
performance is improving.
Complete the self-assessment with
a team comprised of industry and
OPPD personnel. (Due 2/15/2013 —
owner: R Haug).
Strategic Business Planning CAl - Prepare new corporate strategic WG Gates 7/27/2012
plan to cover activities of the
corporation including nuclear safety.
Strategic Business Planning CA2 - £stablish a corporate support WG Gates 7/27/2012
group that includes a focus on nuclear
safety that reports directly to the CEO.
Vision, Mission, Values CA3 - Implement the revised FCS Vision, | D Bannister 7/27/2012

{Direction)

Mission, and Values to align with the
OPPD strategic plan.
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Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
Alignment CAA4 - Align the FCS organization to the D Bannister 8/31/2012

FCS Vision, Mission, and Values using
training, coaching, performance reviews,
accountability, and communications, as
applicable.

Accountability CAS - Implement an accountability D Bannister | 7/27/2012
mode! for the FCS organization. '

Accountability CAS - Implement a performance M Sedky 10/30/2012
management process for FCS
employees.
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Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
Effectiveness measures CA? - Implement a process including M Ferm 8/17/2012

developing effectiveness measures for
the following key programs (but not
limited to):

s Corrective Action Program
e Operating Experience

e Self-Assessment

e Qbservations

e Benchmarking

e Human Performance

e Safety Culture

e lLeadership development

* lLeadership skills assessment
e Succession planning

* Hiring

e Knowledge transfer

¢ Workforce planning
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leadership)

planning process for FCS.

Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
RC2 - Station leaders are more CAPR2 - implement a management D Bannister 7/20/2012 | Leadership skill assessment
tactical than strategic, prioritize | model with an emphasis on nuclear indicates an improving trend in
poorly, delegate little, surrender | safety and continuous improvement station leader performance. The
oversight, rationalize low that defines the FCS fundamental specific attributes include:
standards, and hesitate to hold objectives, through the mission, vision, )
personnel accountable, resulting | values, guiding principles, and ;; zlclizlniggility
in a culture that values harmony | fundamentals of the organization. 3) High standards
and loyalties over standards,
accountability and performance. These attributes will be reviewed
against the initial STS leadership
assessment resuits. {Due
2/28/2013 — Owner: M Sedky)
Leadership skills assessment Conduct the Strategic Talent Solutions NA Complete
(STS) Leadership Assessment and
prepare Individual Development Pians
(IDP's).
Leadership skills assessment and | CA8 - Assess the leadership and S Hutcherson 8/24/2012
development management capabilities of the entire
leadership team and make any needed
changes. {Independent assessor)
Succession planning (future CA9 - Implement a revised succession M Sedky 8/31/2012

e _ .. __ . _ . ______ __ ___ __ __ ___ ___ ___ _ . _____ __ . ___ . __ _____ ____________]
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tffectiveness Recovery Team Charter.

Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person

Succession planning CA10 - Link the leadership certification M Sedky 8/31/2012

assessment results to the FCS succession

plan.
Knowledge transfer CAl1l - Implement the existing M Sedky 8/31/2012

knowledge transfer process for FCS.
Workforce planning CA12 - implement a Strategic Workfarce M Sedky 9/30/2012

' Planning .

RC3 - Less than adequate Policy | CAPR3 — implement an accountability D Bannister | 7/27/2012 Self-assessment indicates policies
implementation: The FCS model for the FCS organization. have been appropriately deveioped
leaders failed to develop, {Reference CAS] and effectively implemented, and
implement, and hold people leaders are holding themselves and
accountable for implementation others accountable to the
of important policies and impiementation of these policies.
programs, to achieve
organizational effectiveness. (Due: 11/2/2012- owner: M Ferm)
These include, but are not The Organizationa! Effectiveness
limited to the Corrective Action, Metric is developed and indicates
Operating Experience and an improving trend. (Due:
Observation Programs. 2/15/2013- owner: M Ferm)

CA13 - Prepare the Qrganizational Ri Hovey 7/13/2012

. . . . _ . . ___ . ____ __ ____ _________ ______ _ ___________ _ ________ ______ _ ______ __ _ __ ______J
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Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review

Person
CA14 - Staff and implement the Rl Hovey 7/13/2012
Organizational Effectiveness recovery
team.
CA1S - Create an overall Organizational M Ferm 7/13/2012

Effectiveness Metric.

CA21 — Develop a “Road Map” to M Ferm 7/27/2012
Organizational Excellence

CA22 - Revise the MRM Agenda to have | B Obermeyer 7/20/2012
a standing line item to review the status
of the Organizational Effectiveness
recovery.

Corrective Action Program Corrective actions are addressed in CR NA 8/17/2012
2010-2387 and CR 2011-10135 (SO-R-2
and FCSG-24 policy and implementation
revisions). These actions include
CR2011-1013S action items 21 - 26
{completed), action item 27 scheduled
to be completed 8/17/12 and CR2010-
2387 action items 87, 88, 93 - 103
{completed)

e .
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Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
Operating Experience Implement an accountability model for NA See CAS
the FCS organization. [Reference CA5) Above

Further analysis will be addressed by the
Fundamental Performance Deficiency
process.

Observations CA16 - Revise FCSG-2, Observation M Ferm 8/24/2012
Program, to include:

e Conduct of peer observations.

e Define specific rating criteria to
evaluate field observation for EE,
ME, BE, Ni.

s Assign responsibility for trending
observation findings.

CC1 - The principles and CA17 - Revise NPM-1.00, Nuclear Safety, D Bannister | 7/27/2012
attributes for a strong nuclear to require:
safety culture are not rigorously

applied at FCS. o Safety culture metrics

e Use of INPO’s Principles for a Strong
Nuclear Safety Culture as guiding
principles for improving
performance and nuclear safety
margin. Examples include pre-job
briefings, meetings, training
sessions, and infrequently
performed tests and evolution
briefings.

e S e —
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FCS Communication Policy is less
than adequate to build trust and
reinforce a healthy safety
culture.

policy to replace NPM-1.06 that
provides direction and expectations
based on the significance of the issue
and the expected communication
methods to be used. This policy should
include development of an FCS
communications strategy.

Root and Contributing Causes Corrective Action Responsible Due Date Effectiveness Review
Person
CC2 — The station leadership CA18 — Determine policies, procedures M Ferm 7/13/2012
team does not consistently and guidelines that should direct
implement the FCS Change implementation of FC5G-17, Change
Management Policy to maintain | Management.
trust in the organization.
CC2 — The station leadership CA19 — Revise the policies, procedures, M Ferm 8/10/2012
team does not consistently and guidelines identified in CA-18 that
implement the FCS Change direct implementation of FCSG-17,
Management Policy to maintain | Change Management.
trust in the organization.
C€C3 - The implementation of the | CA20 - Establish a communications L Olson 7/27/2012

L ]
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