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Comments on IAEA Draft Safety Guide
“Safety Guide on Operating Experience Feedback for Nuclear Installations (NS-G-2.11)”  (DS479)
	COMMENTS BY REVIEWER
Reviewer: U.S. Nuclear Regulatory Commission
Country/Organization: United States of America / NUSSC        Date:  9 Oct 2015

	RESOLUTION

	Comment No. / Reviewer
	Para/Line No.
	Proposed new text
	Reason
	Accepted
	Accepted, but modified as follows
	Rejected
	Reason for modification/rejection

	1 
	1.2/6-7
	In Article 19 of the “Convention of Nuclear Safety” [4] and Article 9 of the Joint Convention on the Safety of Spent Fuel Management and on the Safety of Radioactive Waste Management [5] the importance of the feedback of operating experience is fully recognized with emphasis on by the importance of establishing programmes to collect and analyse relevant operating experience and acting on the results that the results are acted upon.
	Clearer language
	
	
	
	

	2
	1.3/4-6
	This revised IAEA Safety Guide provides guidance on meeting the requirements as established in International Conventions, Fundamental Safety Principles as well as General Safety Requirements.  It and constitutes an update and provides an extension to cover the life cycle of nuclear installations from design to decommissioning.  It also adds information and takes account for analysing and reporting of operating experience, including good practices. 
	Clearer language
	
	
	
	

	3
	1.4/2
	“… contact points between all relevant organizations…”
	Avoid use of all
	
	
	
	

	4
	1.4/3
	“The guidance provides key recommendations of for establishing and maintaining an effective OE system…”
	Grammar edit, clarification
	
	
	
	

	5
	1.5
	1.5. This Safety Guide is applicable to all relevant organizations and all phases of nuclear installations, from design through to decommissioning. 
	Grammatical 
	
	
	
	

	6
	2.3/5th bullet
	“Recommended actions resulting from the investigation and analysis…”
	Better continuity from previous bullets
	
	
	
	

	7
	2.3, 3.6

Fig. 1 & 2
	Please review and clarify the arrows
	All paths should lead to coding the results in the database. The line from Investigation directly to Corrective actions implies that Trending and review is not (always) needed.
	
	
	
	

	8
	2.4/4
	“…centralized OE system that is governs various aspects…”
	Grammar edit
	
	
	
	

	9
	2.5/1
	“The management system has to should ensure the promotion of…”
	Consistency of language
	
	
	
	

	10
	Page 10/ Para 2.8, 2.20, etc.
	IAEA Glossary stated that in the context of the reporting and analysis of events, “An event is any occurrence unintended by the operator, including operating error, equipment

failure or other mishap, and deliberate action on the part of others, the consequences or potential consequences of which are not negligible from the point of view of protection or safety.

The Glossary defined an accident as:

“Any unintended event, including operating errors, equipment failures and other mishaps, the consequences or potential consequences of which are not negligible from the point of view of protection or safety.”

In this regard, the guidance is unclear regarding differentiation in reporting between “an event” and “an accident,” as there are overlaps that need to be discussed
	Clarity:

The guidance document needs to differentiate clearly between an “accident” and an “event” in terms of category of event or accident and reporting requirement under each category 
	
	
	
	

	11
	2.8
	Replace “attitude” with “safety culture”
	Consistent terminology
	
	
	
	

	12
	2.9/2
	“….throughout the organization, fostering a where the safety culture traits of continuous learning and questioning attitude are encouraged and learning culture.”
	Consistency of language with NRC NUREG 2165
	
	
	
	

	13
	2.16/1
	“…corrective actions resulting from the OE programme are given appropriate priority…”
	Not all OE corrective actions will need high priority, but if they do, they should get it.
	
	
	
	

	14
	2.18/1
	“…operational safety at the organizational/management level.”
	Editorial
	
	
	
	

	15
	2.21
	“Operating organisations should identify and enter into their OE programme all events… shortcomings in human performance, and error likely situations and opportunities that need to be addressed…, as well as identify opportunities for improvement and good practices that are relevant to safety and enter them into their OE programme.  
	Reworded to keep like issues (undesired outcomes prevented/desired outcomes enhanced) appropriately grouped.
	
	
	
	

	16
	2.22
	“The sources of information on OE should comprise may include for instance construction, fabrication, and installation documents, procurement documents, component test records, and receipt inspection documents, operational records, maintenance records, results from reviews, installation walk-downs, trending, the surveillance programme, benchmarks, peer reviews, and self assessments, and information about potential counterfeit, fraudulent or suspect items. A system should be developed for issues involving non-conforming, counterfeit, fraudulent or suspect items or parts that should also be identified and reported within the OE system.
	Acknowledgement of relevant construction experience, a/k/a/ ConE, and procurement activities.

Potential counterfeit items should be among the sources of OE information, but a separate system for tracking and reporting them is beyond the scope of this guide, and should not be required by this safety standard.
	
	
	
	

	17
	2.28/1
	“Although information can be captured in different information systems, they should be there are potential advantages to having a single integrated into one OE reporting system should be easily accessible to all personnel within the operating organizations personnel.”
	This is a better reflection of reality; it would not be practical to expect that operating organisations would each have an integrated OE reporting system.
	
	
	
	

	18
	2.33/2-3
	“Written guidance with established significance level criteria should be utilized…”
	Criteria should include more than just significance level
	
	
	
	

	19
	2.34/1
	“Significance level Screening criteria should consider…”
	More accurate description; see comment on 2.33 above
	
	
	
	

	20
	2.38/2
	“… according to safety significance, potential for recurrence and recognition of developing adverse trends.”
	More precise language
	
	
	
	

	21
	2.43/1
	“The results of external event screening of events at the installation level…”
	Clearer meaning
	
	
	
	

	22
	2.53
	The on-site investigation should be commenced as soon as practicable to ensure that information is not lost or diminished and evidence is not invalidated or removed. It is vital that the on-site investigation be performed in a timely manner and should not affect the safety of the installation. 
	Protection of any on-going investigations and/or vital information that could provide insight into the cause(s) of the event, in addition to appropriate lessons learned. 
	
	
	
	

	23
	2.61/1
	“The person responsible for implementation of the a corrective action …”
	Likely more than one corrective action
	
	
	
	

	24
	2.63
	DELETE:  A periodic evaluation should be carried out to review the pending corrective actions. Incomplete corrective actions should be assessed periodically in aggregate to check whether the risk to the installation is still acceptable.
	This point appears to be more related to the effectiveness of the corrective action program than to an operating experience program. Regarding construction experience, this could be a rather large list, requiring significant tracking resources to ensure closure before commercial operation. 
	
	
	
	

	25
	2.68
	Corrective actions should be tracked to completion and close-out.
	What timeframe is required (or recommended) for record retention? Is there a reference document?
	
	
	
	

	26
	2.71/1
	“To allow further trending and identification of recurring themes…”
	Pulls in relevant information from 2.73; see below
	
	
	
	

	27
	2.73/all
	Combine paragraph 2.73 into paragraphs 2.71 and 2.72.
	Redundant with 2.71 & 2.72 (with marked change to 2.71 noted above)
	
	
	
	

	28
	2.85/1-2
	“Operating experience information should be made readily accessible and user friendly, with due regard for the sensitive nature of certain information, (user friendly) to all operating organisation personnel…”
	Less awkward, clearer meaning
	
	
	
	

	29
	3.1/4
	“…in accordance to with requirement 21…”
	editorial
	
	
	
	

	30
	3.1
	ADD: Note: Particular care must be taken when disseminating sensitive information not to jeopardize on-going technical assessments or investigatory efforts. 
	Re-enforces preservation of sensitive and/or proprietary information while safeguarding on-going efforts of event analysis.
	
	
	
	

	31
	3.4/2-7
	“… OE from operating organizations and regulatory experience.  It should include making arrangements for analysis to be carried out to identify lessons to be learned from operating experience and regulatory experience, including experience in other States, and for the disseminating of the lessons learned and for their use by authorized parties…”  “…other information that is not necessarily captured by the operating experience programmes of operating organizations (e.g. actions…)”
	Run-on sentence broken up for clarity
	
	
	
	

	32
	3.6/3
	“… arrangements of the OE process may differ in line with depending on the organizations…”
	clarity
	
	
	
	

	33
	3.6/1st bullet
	“Collection of domestic and external international OE;”
	“external OE” has a different meaning in chapter 2; “international OE” is more precise
	
	
	
	

	34
	3.6/4th bullet
	“Supervision Oversight activities and recommended actions…”
	Oversight or inspection is more in line with the intended meaning
	
	
	
	

	35
	3.6/5th bullet
	“Wider review of low-level events for consideration of trends and review;”
	Clarity
	
	
	
	

	36
	3.10/1
	“The management system has to should ensure the promotion…”
	Consistency
	
	
	
	

	37
	3.11/1
	“The regulatory body should specify the reporting arrangements requirements for events, incidents or accidents considered significant to safety and security. The arrangements criteria should apply a graded approach…”
	Clarity – talking about criteria for events requiring reports in this paragraph, not the logistics of making the report


	
	
	
	

	38
	3.12/1
	“As a minimum, the arrangements reporting requirements should include:”
	Clarity 
	
	
	
	

	39
	3.12/1st bullet
	“Information relating to events that challenged (or have the potential to affect challenge)…”
	Clarity
	
	
	
	

	40
	3.12/2nd  bullet
	Follow Up Reporting: Detailed reporting of early notification events after sufficient time has passed to allow for completion of investigations, or to notify the regulatory body of changes to early notifications. As a minimum, these reports should include: description of the event sequence including all failures; direct causes and root causes; contributing factors; potential for common cause / mode failures; extent of conditions/cause analysis of actual and potential safety significance; and short, medium and long-term corrective actions. The lessons learned from previous related occurrences either at the same site or at other installations should be captured. The report should consider technical, human and organizational aspects and external factors; 
	Grammatical/ Clarity
	
	
	
	

	41
	3.12/3rd bullet
	“OE information provided routinely, or that as specified by the regulatory body, provided in-line with regular, agreed-upon time-scales…”
	Clarity
	
	
	
	

	42
	3.13/1
	“…types and severity of events that have to shall be reported.”
	Consistency 
	
	
	
	

	43
	3.16
	3.16. In addition to the information discussed in chapter 2, other relevant information should be included in the screening process. This These may include: reports
	Grammatical
	
	
	
	

	44
	3.18/1-2
	“The first step in the screening of reports from domestic operating organisations involve the regulatory body should include confirmation of the accuracy, completeness, and timeliness of that the report and that it satisfies the prescribed reporting criteria its accuracy and completeness in due time.”  
	Clarity
	
	
	
	

	45
	3.19/2
	“…performing performance of a detailed analysis of the issue; further trending, and identification of necessary regulatory action, or that no further action is required.”
	Clarity and alignment with other IAEA OE guidance documents (PROSPER)
	
	
	
	

	46
	3.20/3
	“…include safety significance, novel causes, repeat occurrences, and generic lessons to be learned.”
	Editorial
	
	
	
	

	47
	3.22/all
	“The regulatory body should analyse the information provided from reported events, investigations and other OE sources to identify trends and patterns.  These analyses may also recognise include information about low level events and near misses when available.”
	Clarity
	
	
	
	

	48
	3.23/all
	Reviews of OE should be performed to investigate include evaluation of potential generic issues and to draw generic lessons from investigations of significant events, when applicable.”
	Clarity; pick up intent of deleted paragraph 2.81in the more appropriate context
	
	
	
	

	49
	3.24/3-4
	“Additional inspections of the OE programme or parts of it should be undertaken when gaps in to licence regulatory requirements and standards are identified.”
	Clarity/consistency
	
	
	
	

	50
	3.25/1-2
	“…to support and enhance their its own regulatory strategy, own processes, rules…”
	editorial
	
	
	
	

	51
	3.29
	ADD: Note: Particular care must be taken when disseminating sensitive information not to jeopardize on-going technical assessments or investigatory efforts. 
	Re-enforces preservation of sensitive and/or proprietary information while safeguarding on-going efforts of event analysis.
	
	
	
	

	52
	3.30/1-3
	“The regulatory body should have arrangements procedures in place to collect international OE and share with domestic operating organisations.  Arrangements Procedures should also be in place for sharing domestic OE with the international community through international databases (e.g. IRS/IRSRR/FINAS etc.) as well as through working groups, meetings, and through regular contact…”
	Consistency/emphasize importance of the use of the IRS/IRSRR/FINAS databases as the primary source of int’l OpE by listing first
	
	
	
	

	53
	3.31 – new
	“The regulatory body should seek to take advantage of opportunities to enhance the use of international operating experience, including participation in forums and working groups, technical meetings to exchange, evaluate and document operating experience information, and training by international organisations on the effective use and exchange of operating experience.”
	This is moved up from Annex I.  Recommend deleting Annex I as unnecessary; this information is retained by appropriately placing it in the context of chapter 3.
	
	
	
	

	54
	Appendix I,

I.1
	… 

· Any personnel exposure, injury and radioactive release; 

· Immediate actions taken; 

· Initial First risk perception; 

· Contact details. 

And It may also contain a provisional INES rating for those Member States that use INES [9], [12]. 
	Editorial, completeness
	
	
	
	

	55
	I.5
	ADD: 

· date of identification
· method of detection
· extent of condition as appropriate
· manufacturer
· Component model/part number
	Information needed to respond appropriately, add value to lessons learned, and to identify trends.
	
	
	
	

	56
	Annex I
	Delete Annex 1
	This is extraneous information.  It is not clear that this is only provided as background on the history of these databases, and could become easily outdated as new processes develop.  The information is too specific, not entirely accurate, and does not maintain the scope or level of detail found in the rest of the safety standard.  It is not necessary to successful application of the guidance in the safety standard and detracts from the overall effectiveness of the standard.
	
	
	
	


