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1.0 Executive Summary

On Sunday, March 1, 1992, a Shift Superintendent (S8) determined an Auxilizry
Operator (AQ) ~ompleted and signed his log sheets without actually performing 21l of the
indicated tasks. This determination was made during a quarterly surveillance to determine
if on-shiflt personnel were appropriately performing assigned duties, The Shift Superintendent
notified the Assistant Operations Manager, who in turn notified the Station Manager. The
Executive Director - Nuclear Production, who requested the Independent Review Team (IRT)
assess the AO performance concerns, was nolified the following day.

The IRT Task Force consisted of the following personnel: IRT Manager, Director
of Emergency Preparedness and Site Services, Regulatory Compliance Manager, Reliability
and Safety Engincering Manager, IRT Project Specialist, Operations Technicar Projects
Supervisor, a Senior Simulator Instructor, four senior engineers from Regulatory Complhiance
and Reliability and Safety Engineering, and an Engincering Designer,

The assessment focused on three primary arees in order to determine the root cause
for the AQ performance concerns, The first w=s an Auxiliary Operator Performance
Assessment. The second was an in-depth analysis of the AQ training programs to identify
programmatic weaknesses that may have contributed to the AQ performance concerns. The
third was an assessment of management effectiveness.

The root cause analysis identified “failure to follow procedures” as the root cause of
the AO performance concerns since the AOs who missed certain buildings did not impiement
the directives provided in the Operations Management Manual (OPMM). A sccondary root
cause has been identified as "management systems” in that the procedure comp. ance policy
was not uniformly applied with regard te documentation of routine rounds. Althougn several
AQOs stated that they did not consider logs to be in the same category as “procedures,” the
IRT Task Force concluded that sufficient guidance exists in the OPMM concerning acceptable
logkeeping. Furthermore, New Hampshire Yankee Manual (NYMA) Procedure 10000, New
Hampshire Yankee Organization, delineates that procedure compliance includes administrative
manuals. The fact that many AOs did not recognize the need to treat logs the same as
procedures does not alter the actual stature of the logs as procedures. The ineffectiveness
of On-the-Job Training associated with AO round taking, an inadequate policy concerning
explicit management expectations for routine tasks, and inadequate supervision of AQ
watchstanding practices were contributing factors.

As part of this analysis, the IRT Task Force conducted a detailed review of Security
Department keycard tracsaction logs against AO logs and journals. This review bad two
objectives. The first was to establish a pattern of behavior concerning missed rounds and
t¢ determine when the practice of missing rounds may have started. The second was (o
identify all occasions where missed rounds resulted in missed Technical Specification
surveillances or, in the case of the Emergency Feed Wate: (EFW) Building, where an NRC
commitment to monitor the temperature of the discharge piping was not tulfilled.

D¢ .« ohtained in the review of Security Department keycard transaction logs, AO
journals and log sheets for the Condensate Storage Tank Enclosure, Cooling Tower, Service
Water and Emergency Feedwater buildings revealed that several AOs hal not entered arcas
of the plant that their logs indicated they had inspected. Analysis of this data and the
associated evaluations and interviews revealed three distinct groups of AOs. The first group
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20  Recommendations
A.  lotroduction

This section of the report provides a composite list of recommendations developed
from other sections in the report. The recommendations are grouped by th- Root Cause,
Secondary Root Cause, and Contributing Factors. The first column outlines the basic issues
sapported by the analysis sections. The analysis sections include AO Petformance
Assessment, Trainirg, Data Reduction, and Management Effectiveness. The second column
reflects these analysis sections, The third column lists the IRT Task Force recommendations
that address the ba ~ issues. The fourth co' mn lists the suggested group responsible lor
developing and impiementing the corrective action.  The remaining columns provide an
outline for the responsible manager to specify U sir action plan and due date tor completion,

These recommendations are the IRT Task Force's suggested actions to address the
issues raised by this analysis. Individual managers may choose (o develop alternate sets of
actions to correct the basic issue. The first two columns of the recommendation (able
provide the managers with the opportunity to reference the sections of the report that frame
the issue.

The IRT Task Force suggests that the President and CEO assign the Executive

Director - Nuclear Production as the lead individual responsible for ensuring that appropriate
actions are developed and tracked through completion,

B Ligt of Recommendations

See following pages.
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1RT RECOMMENDATIONS

ROOT CAUSE: FAILURE TO FOLLOW PROCEDURES: DID NOT USE 1AA1)

documenting work activities. Emphasizing that all
documentation may be needed 10 reconstruct work

- NRC regulation on wiliful misconduct by licensed
and/or ynligensed employees.

ISSUES SECTIONR OF RECOMMENDATION RESPONSIBLE IMPLEMENTATION DUE
REPORT GROUP PLAN DATE
Mrocedure Comphance af’ ¥ £ xecutive Management should review and evaluate the £ xecutive
Policy procedure compliance pobcy scope with regard to the \anagement
appiicability of verbatim comphance.
Conduct refresher traiming on a penodic basis in the Tramning
foilowing:
- Procedure Comphance Policy
. Need for integnity/accuracy’/completeress when

TR — -



IRT RECOMMENDATIONS

SECONDARY ROOY CAUSE: MANAGEMENT SYSTEMS: PCLICY NOT ENFORCED [BDS)

ISSUES SECTION OF RECOMMENDATION RESPONSIBLE IMPLEMENTATION DUE
REPORT GROUP PLAN DATE
Adrmistiative Work Load 40A3 Streamhne company processes by consobdating and Executive
400D 2 ehmmnatng (as possible) programs, pohcies, manuals and Management

procedures. Emphasis should be placed on elminating
redundancy and excessive admwustrative requwramernis and
documentation (e g , canceling Nuclear Producton Manual,
Ouarnerty Surveillance for Shift Supernntendgents 1o review
Work Reguest prnortwes, progadure for bulletn boards)
Consider using ouvtsids expertise
Determine where operations admamstrative burdens for Statuon
compliance with Techmcal Specdicatons and NRC Management
commwuments can be reduced by design enhancements.
t xamples
. EFW back leakage temperature mononng
- Spent Fuel Pool cooking pumps drea temperatuie
Hewview and revise the AQ lngs 1o elwminate checks Operatons
determuned 1o be excessive (e g . Coolng Tower and CST Management
every four howrs).
Consider providwng Auxtkary Cperators with updated tools Operations
for recording rounds data to prowvide consistent Managemen!

documentaton and enhanced capability tor eguipment
monitoning Consider systems such as used by Vigwsa
Power (Nuclear Plant Jourmal, JanFeb '92)
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IRT RECOMMENDATION

CONTRIBUTING FACTOR: TRAINING: INADEQUATE TRAINING (BC2]

ISSUES SECTION OF RECOMMENDATION RESPONSIBLE IMPLEMENTATION
REPORT GROUP PLAN
Structure of AD st On- 40A3 7. flevise the AD lnvnal Tramung Program so that a1 the stan Operanons/
The Jobs (OJT) Traming 40820 anc the end of the program, the Executive Dwector Nuclear Travung
40C2 Producnon, Station Manager, Operations Manager snd Managemaernt
4002 Traming Manager address the company's expectations and

standards that the AD must mest, and convey the
consequences of fabng 10 meet these expectations and
standards  This should be emphasized annually dunng AO

Contrunng Traming
: 8. Revise the AQ invtial Traming Program so that upon AQ's Operations
| armval at travung, the Shift Supenntendent {55) delivers Management

Operanons Deparment expectations to the new AO
{onemtation} In addwon, an AD currently on the sheft
meeting these expectations will be assigned 25 a mentor 1o
wan this new AQD on job regurements durng the OJT
process This will include signing of all qual gunde retated
matenal.  The Shift Supenmtendent will be responsibie for
montonng the progress of assigned AOs throughout the
tranwng program 1o make swre the depantment’s

expectatons are beng met
9 Rewise the AD OJT program 1o mcorporate the Operations Trawwng
Gwood Pracuce on AD logs and round taking.
10 Add signarure blocks on the 0JT gual gusde to mclude Tramng
R AD wytor, stating that the AD rainee s ready for
quakficabon approval
b. AQ ranee, stating he accepts all responsibelity of
ntormanon found n qual guwie
¢ Stuit Supermtendent, sTatng ws expectatons have
i een met
Contnued on next page d Operanons Manager. staung that the deparntment

ex_ectalons have been met 1

B
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IRT RECOMMENDATION

W IMance

v gyt bme vy

Hewiew apphcable O esson plans and

Measures (ie rounds, logs keaping, CST imegrity checks)

trative reqis fits have baen

gt

snsure that AU admu

aciuvded in thes SSON Plans




IRT RECOMMENDATIONS

CONTRIBUTING FACTOR: MANAGEMENT SYSTEMS: INADEOQUATE POLICY [BDA)

ISSUES SECTION OF - RICOMMENDATION RLSPONSIBLE IMPLEMENTATION DUE
REPOR] GROUP PLAN DATE
Conveymng Management 40A3 i6 Deveiop 3 s'andaro Onentation progratn 1o new employees Executive Mgmt
£ xpectanens 40B2a to convey clear and concise management expeciations and Statvon Mgm?
40C.2 deveiop a means 6 renforce these expectations on a requal | Group Mgmt
40D2 basis. (See recommendation #7 and #8 for example) Employee
Relatwns
17 Develop t2am-bulding opportunities with all on-shaft Operauons
Operavcns personnel. Consider penodic gathenngs, other Maager
than shift turnover, which would encourage team intergay
18 Devetop Operanons Department good practices 10 Operations
NCOMPOTats operabions standards, management expectatons | Manager
and good practices pertaining 10 AD logs and
watchstanding
19 Develop Operancns Department Quanfication Frogram and Operanons
nclude this program »m the NYOM. Manager
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CONTRIBUTING FATTOR:

IRT RECOMMENDATIONS

MANAGEMENT SYSTEMS: INADEQUATE SUPERVISION (BD1}

ISSUES SECTION OF RECOMMENDATION RESPONSIBLE IMPLEMENTATION DUE
REPORT GROU® AN DATE
Task Onented Maragament 40B2a 20 Heview and evaluate the processes utiized 10 manage £ recutive
Style 40D 2 techecal and admurvstrative tasks 1o streamane and Management
consohdate the management funchon. Encourage the
decisicn making process 1o be made at the appropnate
levels in the orgarvzation Allow managers more me 1o
manage people and 10 develop strategres i order 10
tacditate improved wterpersonal commumcations.  Consider
using consultants 10 compiete this review and 1o provide
specthic recommendations
A Supervision 40A3 Fa Operatens Management should ensore that the mtent of (pe-ations

QAL 14 #8 “"Flam Performance Monitonng” is met.




30 Background
A. Summary of AO Performance Concerns

On Sunday, March 1, 1992, a Shift Superinieadent conducted a quarterly surveillance
to determine if oun-shift persomnel were appropriately performing assigned duties. The
method utilized by this Shift Sperintendeat for verifying completion of the Auxiliary
Operatur (AQ) rover watch rounds was (¢ review Security Department keycard transaction
logs to determine if the AO actuaily cotesed the buldings where the specific rover
surveillances were required. As a resuit of conductiug the surveillance, the Shift
Superintendent determined that one AO had not fully completed all assigned duties
associated with the AO rover rounds. Specifically, the AO had not performed a routine
periodic inspection (required every four hours) of a building, but had indicated on the rover
round log cheets that this specific surveillance had been performed. After confronting the
AQ with the discrepancies, the Shift Superintendent counseled him on his duties aond
responsibilities and the AOQ was relieved of his watch by the oncoming shift. The Shift
Superintendent subsequently notified the Assistan! Operations Manager, who is turn notified
the Station Manager of the AO performance concerns.

Ie & preliminary attempt to deétermine whether this AQ had previously committed
similar infracuions, the Assistaat Operations Manager directed the oncoming $Shift
Superintendent to review the Security Department keycard transaction logs for the previous
day, Scturday, February 29, 1992, This review once again focused on the buildings that this
AQO would have been required to enter in order to perform the rover surveillances. The
Shift Superintendent def:rmined that this AO had also not fully completed portions of the
rover rounds on Saturday., The Shift Superiniendent subsequently discussed the AO
performance concerns with the oncoming Shift Surerintendent and the Assistant Operations
Manager the following day at shift turnover.

On Monday, March 2, 1592 both Executive Management and the NRC were informed
of the AQO performance concerns. Exegcutive Mapagement subsequently outlined an
investigation process for determining it this AO, or other AOs, had committed similar
infractions. The Executive Director - Nuclear Production requested that the Independent
Review Team (IRT) conduct an assessment of the AO performauce concerns. Additional
details for the sequence of events regarding the AQ performance concerns and the IRT
assessment are described ia Section 6.0 of this report.

The following section describes the analysis methodology utilized by Executive
Mapagement and the IRT Task Force to assess the AQO performance concerns.

* 8. Anpalvsis Methodology
Dala Analysis

This sectioe of the report describes the process and methods used by the IRT Task
Force to assess the historical performance of AOs on the various AO watches, with a focus
on tie rover watch rounds. The process was aa in-depth expansion of the review activities
that originally identified the AO performance concern on March 1, 1992, The process was
also dynamic in that pertinent iaformation identified during the course of the assessment

10



provided «nsight into the performance concern and consequently some new directions for
additional review activities.

Phase
|

HEY

L

v

L

The analysis occurred in four distinct phases. The scope of cach phase it shown in
the following table.

CST:
T
EFW:
SW:
FSB:

Dates Analysis Applicable  Applicable Data Time

Conducted Waich Building/Area Erame

Mar. 4 Rover CST, CT, EFW, SW Jan/Feb, 1092

Mar, 9 Rover CsT, CT, BFW, SW Nov/Dec. 1551

Mar. 11 Rover/ CST, EFW, FSB Jan/Feb. 1991
. rimary

Mar. 16 Rover/ CST, EFW, FSB Mar/1990 to
Primary present

Mar. 27 Chemistry/ RWST Nov, 1991 to
HP Feb, 1992

Condensate Storage Tank Eaclosure Building
Cooling Tower

Emergency Feedwater Pumphouse

Service Water Pumphouse

Fuel Storage Building

RWST: Refueling Water Storage Tank

Bounding Parameters

With these four phases, the IRT Task Force appropriately bounded the data review
efforts needed to determine the patterns of behavior, date when the patterns began and the
extent of the concern. The bounding parameters for this analysis are as follows:

March 1990 was the receipt of the full-power operating licsnse.

The CST enclosure integrity Technica! Clarification (TS-104) was issued on
March 21, 1990, Prior to this date, entry into the CST enciosure rooms was
not required to perform this surveillance,

The FSB area temperature Technical Specification surveillance requitement was
in effect as of August 1991, This date marks the point at which the Spent
Fuel Pool cooling pumps were required to be operable.

The EFW temperature monitoring requirement was established in December
1986, EFW discharge pipe temperature monitoring is required in MODES 1,
2, and . However, Seabrook Station was in an extended shutdown (MODE
£ = ior to March 1990,
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Security D X 1 i 2

These computer generated Security Department keycard transaction logs (see
Attachment 3.0.B-1 in Section 7.0 of this report for an example) indicate surname and
time of entry and exit for specific building doors. The IRT Task Force used the
Security Department keycard transaction logs for specific building doors. This review
was limited to those ereas that could be verified by ingress or egress through a single
door. The IRT Task Force also used the Security Department keycard transaction
logs for specific individuals as necessary to explain unusual patterns.

AQ Round Logs

These logs (sec Attachment 3.0.B-2 in Section 7.0 of this report for an example)
indicate the typical responsibilities for the AO for each round. The logs indicate the
criteria (e.g., SAT) for the AO to apply when conducting (he round.

AQ and Unit Journals

The IRT Task Force used these journals as a means for checking plant conditions of
similar factors that may have explained wity a particular plant evolution prevented the
AO from conducting the round. These journals also assisted in the identification of
the on-shift AQOs.

The serial method of independent review entailed an initial review of the Security

Department keycard transaction deta for a door by one member of the IRT Task Force. A
second IRT Task Force member subsequently reviewed the same Security Department keycard
transaction log. The independent revicws were compared for accuracy and discrepancies
were noted and resolved. [n some cases, a third IRT Task Force member, not involved with
either of the wwo prior reviews, reviewed the results and resolved differences.

13
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4.0.A4 Root Cavse Analysis
L Probicta Statement

The root cause analysis described in the following sections has been performed as
described in Seabrook Station Operating Experience Manual (SSOE) OE 4.3, Root Cause
Analysis. One of the key elements of an effective analysis is an accurate definition of the
problem. This definition must be precise because the subsequent description, analysis, and
explanation will be directed at correcting the problem as defined,

A key test for a precise problem statement is to determine if the effect of the
problem, as defined, can be explained after the initial data gathering, If this is (rue, the
definition must back up to the point where the problem can no longer be explained.

After review of facts and data assembled during the initial assessment of this event,
the IRT Task Force developed the following problem statement:

‘Muxiliary Operator completion and signature of log sheets without actual performance of all
indicated tasks.”

This statement was detesmined to fulfill the requirements of a problem statement.

g Rogt C lysis. Methodol

Both Barrier Analysis and Kepner-Tregoe Problem Analysis were used to determine
the root cause for this assessment. Either one of these methods provides an acceptable
methodology for this assessment. In this particular case, the use of two diverse methods
served to check the validity of the root cause analysis results and provided confidence that
the recommendations are adequately comprehensice.

Bg-rier .

Barrier Analysis is useful for determining if there has been a breakdown in the
devices or methods used to protect people or equipment. It is particuiariy useful to examine
probi=ms that may have some programmatic aspects, Since barriers can be viewed as
controls to prevent unwanted actions, they can be analyzed to determine why they were either
noa-existent or failed to prevent the occurrence of some undesirable action. Barriers can
be nhysical, such as a chain lock vn a valve, they can be programmatic, such as a procedure,
or something else, such as time or distance. When the barriers are identitied in a logical
progression, failed or missing barriers can be identified and corrective actions taken.

For every failure, an activity or result exists that was somehow impacted by the failure
or non-existence of a barrier. This failure may be regarded as the source of a hazard to
sale activities (target). Barrier Analysis identilies the hazard, the target, and the barrivrs
that failed, did not fail, or were not used (circumvented or disregarded) during the course
ol the event.

Some tyvpical physical barriers are: safety and relief devices, engineered safety
features, redundant equipment, and locked doors and valves, Typical programmatic barriers

14
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include: operating and maintenance procedures, company policies and practices, and training,
cducation and experience,

Corrective actions are developed 1o address barriers that were judged to have failed,
not been used, or inadequate.

Kepner - Tregoe Problem Anaiysis

Kepner-Tregoe Problem Anpalysis is useful in a group analysis setting. It is useful for
circumstances involving multiple individuals, systems, or organizational interfaces when:

1. the performance of a system, individual, or composent does not meet ils
expected level,

3 the cause of the unacceptable deviation is unknown, and
: the cause must be known in order to take corrective action.

This common-sense approach to problem solving works by describing the problem and
evaluating what it is and what it is not, developing possible causes by identifying changes and
distinctions, and testing these possible causes to determine the true cause. This techmque
involves five basic steps.

The first step is to precisely define the problem. This definition is described in
Section 4.0.A.1 of this report. The next step is to specify the problem by developiog a
comprehensive description of the problem’s four dimeasions, identity (what), location (where),
timing (when), and magnitude (ho. much), both as it IS, and as it COULD BE but IS NOT.
This data allows a clearly established boundary around the problem. By checking cach item
that IS or COULD BE but IS NOT, the exact nature of the problem becomes more apparent.

The problem specification is used to ook for distinctions that separate the IS data
from the IS NOT, The cause of the problem must be acting on something unique about the
IS when compared with the IS NOT. Distinctions #nd changes are used to generate possible
causes.

Each possible cause is then tested against the specification. The cause must explain
both the IS and the IS NOT data a each dimension. As: mptions that are necessary to
make the cause realistic are identified. The most probable  1se will fit all the facts in the
specification. Many possible causes will be discarded because they cannot explain the data.

The final step is to verify the most probable cause. This involves verification of the
assumptions that may have been necessary to qualify this cause.

Background

Most of the information reviewed during the course of this analysis was compiled by
various members of the IRT Task Force. Information sources included the Operations
Management Manual, data reduction results (see Section 3.0.B of this report), AO
Performance Assessment interview summary (see Section 4.C.B of this repert), training related
information (see Section 4.0.C of this report), Management Elfscuiveness (see Section 4.0.D
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of this report), STG #3664 "Atention-To-Detail” Task Force, IRT#92-002 “Configuration
Control Task Force," and NHY Procedure 10000 "New Hampshire Yankee Organization'
Other sources include various Quality Assurance Surveillance Reports (QASR), that dealt
with logs.

Early results from the data reduction effort suggested that the majority of the AOs
were completing all rover rounds without problem. A number of cross-tabulations were then
performed on data for November 1, 1991 through February 29, 1992, to look for sigaificant
patterns or correlations. The data examined includea name, date, day, time, and location.
This data supported the conclusion that personal behavior was the strongest influence on
missed rounds, with a weak correlation to time for non-weekend days. No other correlations
were indicated.

3. Results
K | Baciadi oy o

Through a combinaticn of Barrier Apalysis and Kepner - Tregoe Problem Analysis,
the root ceuse has been determined to be Failure 10 Follow Procedures, in that the Auxiliary
Operators (AOs) in question did not use the OPMM, which was the goveraing procedure for
their rounds. This is cause code AAl of OE4.3. Although several AOs had stated that they
did not coonsider logs to be im the same category as "procedures,” the IRT Task Force
concluded that sufficient guidance exists in the OPMM concerning the requirements for log
keeping. It must be emphasized that individual perceptions of the procedural status of a
document do not change the actual stature of the document. This root cause concerns those
AOs who omitied portions of their rounds (see Section 40.B of this report), and
acknowledges that the bulk of the AO force rigorously completed all requirements for their
rounds.

A sccondary cause has been identified as Management Systems, in that the procedure
compliance policy was not uniformly applied with regard to documentation of r. ‘tine rounds.
This is cause code BDS5S. The IRT Task Force concluded that non-compliance with self
imposed administrative (i.e., non-technical) requirements is distributed throughout the
company. The IRT Task Force has concluded that this s due largely to an unnecessarily
large burden of procedures, policies, and programs on company personnel. This conclusion
is further supported by the results of the November 1991 * ‘ention to Detail” Task Force
and the February 1952 IRT Configuration Control Task Fo..e Report.

: T
Several contributing factors have been judged to have had a bearing ~~ this problem.

Contributing factors are not ranked or listed by any priority.

A contributing factor kas been identified in the area of Training. Since s eral AOs
believed that logs were not considered procedures, the On-the-Job Training (OJT) specifically
associated with AQ round taking was judged to be ineffective in clearly establishing
management expectations for this task. This coatributing factor was judged to be equally
applicable to those AOs who performed without problems. This is cause code BC2.

16






] T——

408 Auailinry Qperator Pecformance Assessment
I Asscssment Methodology

The Auxiliary Operator Performance Assessment was performed utilizing the guidance
of NHY Procedure 12820, Human Performance Evalustion System (HPES), The guidance
provided in the procedure and the HPES technigues were utilized to support the versll IRT
Task Force evaluation and not to create a separate HPES report.

The HPES program provides a process for the review and evaluation of a situation
where humau performance either did, or could have, caused an insppropriate action to be
petiorm d. The HPES process is intended (o identify the causes of human performance
problems and to provide recommendations to prevent actions from recurring,

The HPES process concentrates on developiog recommendations for preveative
measures and ‘o sllow all NHY personnel to benefit from the cxperience of others and i
i net wtilized as a punitive process. Therefore the interviews conducted with the individuals
are conmdered to be gonlidential and there are no relerences to individuals by name or title
in this assessment, nor are any statements included that could be traced to an individual,

Mathodalogy

The AO Performance Assessment utilized interviews with Auxiliary Operators (AQ)
and supplemenied the interviews with a review of documents mentioned in the interviews,
The assessment included interviews with 29 AOs (28 current AOs and one Control Room
Cperator who was recently an AQO), including a second conversation ai the request of oone
AQ. The AO interviews were conducted either immediately after their disciplinary interview
ot on the AO's watchstation, During the sterview process the IRT Task Force attempred
to ublais, answers that would refiect the actual thought process in p c¢ in Jate February
1992 “efure the Shift Superintendent's discovery of the AO perforraace ~ucerns.  This
technigue proved very benelicial with most of the AOs cooperatine (ully <1y rroviding very
aselul information.

The AO ¥ rformance Assessment began with consideration of t,  problem statement
¢ Seetion 4.0.A above. "Auxiliary Operator completion and signature of log sheets without
cooonl portormance of all iudicated tasks.” The assessment attempted to determine why some
Al did not alvays complete all of the tasks that the signature stated were completed. The
conclvowns reached are subjective due to the nature of interviews and because answers,
comuoents and statements munt be interpreted and responses summarized. The conclusions
veflect the impressions obtained by the !RT Task Force and do not imply that a consensus
of Aldi agree on all items.

This particular assessment did not attempt to identify the root cause which is more
wppropriately addressed i Section 4.0.A.  As stated previcusly, the rool cause was
delvrmined to be “failure to follow procedures” and this assessment attempted to determ’=e
UAe Inctors that contributed to the AOs' failure to fallow orocedures,

18
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The results of the AO Performance Assessment are provided below in summary
without & statistical asalysis of the individual answers snd there is no attempt 1o provide

statistical comparisons to the nuclear industry or society in general

2 Results of the Assessment

The analysis of the information obtained from interviews and the oscument reviews
indicated 1aat some AOs did not complete all of the tasks that their sigoatuies indicated
they completed due to differences in work ethic. There appear to be three groupings of
AOs according to work ethic:

. Group 1 - AOs who kpowingly omitted portions of their rounds withoul any
rationalization or justification,

. Group & - AOs who understocd the importance of and the requirements for

the AO rounds but who had rationalized why certain areas or pieces of

l equipment did not have to be inspected every round due to their knowledge

of plant and equ'pment conditions. A typical AO in this group appeared to

be convinced that be was doing the right thing or potentially doing a better

job by devoting his time to more (mportant items. This group also includes

k cases where an AO simply forgot to check an area or became confused

- regarding the points on bis rounds due to an honest mistake {(such as being
called to perform other tasks), or substandard watchstanding practices.

. Group 3 - AOs who clearly understood the importance of and the requirenents
for the AO rounds and who had rigorously completea all aspecis of itnair
rounds. This group of AO has the strongest work sthic and it appeared (o
be based upon their previous work experience or their individual fundamentyl
values.

Thete are three factors (hat contributed to the AO performance concerns. They are,
as perceived by the IRT Task Force, in order of importance:

1 Lack of adequate Management oversight of the AOs, to include the :
communication of requirements and expectations, and the communication of
feedback regarding performance.

2 A weak On-the-Job (OJT) Training Program for AOs.

8 Ineffective implementation of the Continuing Training Program for AOs
Some conclusions related to ecach of these three factors are provided below. These
conclusions are not intended to address cach item discussed with the AOs or reviewed
subsequently, but rather to provide a basis for the recommendations which are provided in
Section 2.0 of this report. It must be emphasized that the stated conclusions are based upon

insights obtained and developed by the IRT Task Force durieg the AQO interview process,
subsequent document reviews, and during discussions witk other NHY personnel.

19
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o Magsgement Oversight

There s a longstanding problem with AOs and th* AO position, in that from the
development of the position, the detailed requirements for performance ol the AO's
job on the individual watchstations has not been documented nor clearly communicated
to the AOs. Neither have the expectations of Operations Management with regard
1o the performance of AOs oi the watchstations been clearly communicated

The AOs receive strong system based training, however, when they arrive in the
Operations Department for the comwencemer! of OJT, the truining becomes less
structured and the new AO essentially learns from observing the qualified AQ, or in
some cases teaches himsell due to the lack of an assigned trainer or mentor. During
this period there is little guidance provided from Operations Maoagement regarding
the administrative tasks required of an AO. There is, however, a heavy concenifation
on the techoical tasks and the associated technical knowledge.

The Operations Departiment is informaily segregated with the AOs as a group lorming
theit own iondividual, leaderless department that receives technical direction from the
shift operating crew, Each shift crew operates a little differently from the others
With & greater interchange of AOs between crews than with the hoeased operators
there are eliectively six separute departments directing another department
Operations Management, to include the Operations Manager, the Assistunt Operations
Manuger, the Assistant Station Manager and the Station Manager are “second floor
Admin" and are considered by the AOs, as a whole, as the unit that responds to tell
them when they made a mistake or to provide direction related to technical tasks and
schedule, There is a lack of communication between Operations Management and the
AQOs with variances in the quality of communication on each shift

The informal segregation is demonstrated by the failure to take adequate logs. This
has been identified as # failure to follow procedures and is similar to the June 22,
1989 {ailure to follow procedures. In both cases the failure to follow procedures is
related to individuals not clearly understanding the scope and depth of the procedure
system and incorrectly establishing their own hierarchy of procedures. However, the
corrective  actions regarding the NHY Procedure Compiiance Policy were not
cffectively communicated to the AOs.  Many of the AOs did not consider AO logs
1o be procedures or within the scope of the Procedure Compliance Policy even though
the requirements are clearly stated in the Operations Management Manual (OPMM).

An sdditional example of the failure to adequutely communicate expectations and
requir nents is related to the resignations of a Chemistry Technician and a Health
Physics Technician in 1989 due to activities related to the falsification of records.
The majority of the AOs interviewed did b ve knowledge of the events, but could vot
recall if the events were formally communicated in training or in department meetings
and believed that their knowledge came from rumors. The message related to
procedure compliance and falsification of records was not received by the AOs since
the .aajority did not believe that the log keeping practices being evaluated could be
considered to be falsification of records
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The OJT Program for AOs is sound from a technical standpoint and is heavily tusk
oriented. The sections regatdiog rounds qualification (2.4 2 and 3.2) imply that log
taking is required but sddresses the quantitative aspects of the logs and does not
provide guidance on the subjective sspucts of the rounds. The AOs are taught to
recogoize out-of-specification readings but the importance of and requirements for
inspecting shut down equipment is not stressed. This contributes to e rationalization
of shut down equipment nol being as important as operating equipment.

Such a thought process related to shut dowr equipment existed with some AOs during
the extensive shut down periods prior 10 receipt of the zero power license and again
vou s MODE 8§ was re-entered after receipt of the zero power license. Complacency
tout 4 vatchstanding trait with some AOs. During these periods, the AOs, along with
0. %20 NHY personnel, were concerned about retaining their jobs during the hicensing
process. Complacency could easily have been perpetuated when the Shift
Superintendents were removed from shift after Hot Functional Testing and when the
majority of the equipment in the plant was not running. During such periods there
was little oversight of the OJT provess and the watchstunding practices being taught
or learncd

The AOs learned to stand the watch and take rounds at NHY by learniong from
qualified AOs. Without specific standa.ds and guidance the “trainers” and the
“trainees” were left to their own devices and in such a situation streogths or
wenknesses can be advanced or allowed to perpetuate. The OJT Program does nol
rewnforce the NHY Procedure Compliance Policy. With consideration of the identified
log keeping weaknesses, it 18 easy (0 see how potential weaknesses can be cultivated
without c¢lear guidauce and requirements in the OJT Program.

The AD Continving Trainiag Program is detailed and well stiuctured bui has not been
effectively implemented. The program is not highly regarded by the AOs because the
majority of the training provided recently was very task oriented and was related to
their collateral duties such as firefighting. The program has not provided significant
training in plant systems and components, theory or other functions that wou'd help
the AOs become better AOs or to prepare them for licensed operator training. As
4 result, the training does not receive much respect nor is a great deal of attention
paid to the presentations or the materiz! provided for reading.

The AOs in general, can ol remember any recent training related to the NHY
Procedure Compliance Policy or any proactive training related to log keeping or
similar administrative processes. The majority do eot recall much of the update
traiming. The majority do remember the training on logkeeping as being very specific
to problems such as out-of-specification readings not being circled without emphasis
on the programmatic requirements such as the Procedure Compliance Policy.
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Recommendations

The recommendations from the AO Performance Assessment have been reviewed with
the recommendations from the other sections and are incorporated in the consolidated
recommendations in Section 2.0 of this report.
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$0.C Trsiuing

The IRT Task Force evaluated AO training programs (o adentify sny programmatic
weaknesses which may have conttibuted to the AO performance concerns

Sumunaty

AQ training is separated into two (2) programs, Initial Trainieg and Continuing
Traiving. The Initial Training Program is designed to provide the knowledge and skills
necessary 10 achieve AO qualification, while the Continuing Tralning Program is intended to
maintsn and improve the knowledge and skills of qualiffed AOs.  The Initial Training
Program is divided into two segments, Classroom Training and Oa-the-Job Traimag (OIT).
Programmatically, Classroom Training and Continuing Training is the responsibility of (b
Operations Training Group and OJT is the responsibility of the Operations Departmert.
Review of the Initial and Continuing AO Training Programs reveals the following:

1. The Classroom Training segment of the Initial AO Training Program is sound
and provides the AOs with the administrati<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>