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	RESOLUTION



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

	1
	2.3
	The OE system should include the following: (add a bullet, second from last)

· Evaluation of the effects of actions taken
	Evaluation of effects of the actions taken is important for “continuous learning”
	
	
	
	

	2
	2.3/ Fig 1
	Add to box “Screening”.

“Also to identify adverse and positive trends.”
	It is important also to identify positive trends.
	
	
	
	

	3
	2.3/ Fig 1
and 2.70
	Fig. 1
Box “Trending and review”. Add at the end “Positive trends should also be recognized.”

Update para. 2.70 to reflect changes in Fig. 1.

“Positive trends should also be recognized to support application of good practices.”
	It is important also to recognize positive trends
	
	
	
	

	4
	2.3/ Fig 1
	Box “Corrective action”

“….monitored and the effects assessed.”
	Evaluation of effects from action is an important source for continuous improvement.
Ref para. 2.69
	
	
	
	

	5
	2.3/ Fig 1
	Add text (or arrow) that explains that coding database should be reviewed following the investigation.
	Best coding is done on events that are investigated in depth, thus the coding ought to be reviewed for any changes following the investigation.
See Para 2.71.
	
	
	
	

	6
	2.3/ Fig 1
	Clarify that the box “Results coded and stored in database for further use.” is updated following “Investigation”.

Also “corrective actions” and “trend” should be included in the database.
	The box “Results coded and stored in database for further use” is not an action that is performed only once (after screening), this is an action that is performed also after “Investigation”. 

(also “Corrective Actions” and “Trend and review” should be included in the OE database.
	
	
	
	

	7
	2.4
	2.4. The organizational framework for an OE programme will be dependent on the operating organization’s structure. Operating organizations with a single nuclear installation should perform all functions of an OE programme.

The exchange of experience with the national and international systems for the feedback of operating experience may be supported by external organizations. 
	Some members have utilized the gathering and distribution by external contractor to ensure comprehensive information.  There are also international organisations (WANO, owner group) that analysed significant feedback and provide recommendation to their members.
	
	
	
	

	8
	Management System 

Page 10
	After 2.5
Contribution of the Management

2.8

2.9

2.18

2.19

2.20
	Most of the paragraphs under management system deals with the contribution of the management and not with the Management System or the OE programme itself. We would recommend to insert a section CONTRIBUTION OF THE MANAGEMENT and to order paras 2.5 till 2.20 with the content below. 
	
	
	
	

	9
	2.9
	2.9. Management should foster a ‘just-culture5’ in which reporting is encouraged and reinforced throughout the organization, fostering a questioning attitude and learning culture.
	The definition in footnote 5 is different to the phrasing of in para 2.9. . We propose to use either footnote 5 or delete “just”
	
	
	
	

	10
	2.8
	Management of operating organizations should instil an attitude among installation personnel that encourages the reporting of all events, including low level events and near misses, potential problems related to equipment failures, shortcomings in human performance, procedural deficiencies and inconsistencies in documentation that are relevant to safety in the sense of requirement 24, para. 5.31. SSR-2/2 [1] and good ideas / performance.
	The OE process should be used not only for adverse events but also to capture good ideas.
	
	
	
	

	11
	2.12
	2.12. Management should ensure provide sufficient, dedicated, suitably qualified, and experienced staff are is appointed to deliver ensure the defined scope of the OE programme.
	For clarification
	
	
	
	

	12
	2.16
	Management should ensure that corrective actions resulting from the OE programme are given commensurate priority within the short and long term budget and staffing plans.
	Most of events do not require a high priority level for corrective actions (otherwise, Nuclear Power Plants would be very dangerous)
	
	
	
	

	13
	2.22
	The sources of information on OE should comprise for instance operational records, maintenance records, results from reviews, results from training sessions, installation walk-down, trending, surveillance programme, benchmarks, peer reviews and self assessments. 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.
	Training sessions are also good sources of information, e.g. simulator sessions
	
	
	
	

	14
	2.27
	The method and system for reporting of issues should be user friendly, be easily accessible to all the operating organizations personnel and computerized whenever possible. Anonymous reporting should be possible
	Combination to one para with last sentence of 2.28.
It is important to be able to report issues anonymously.
	
	
	
	

	15
	2.28
	Although information can be captured in different information systems, they should be integrated gathered into a single one OE reporting system, in order to ensure their exhaustiveness and uniqueness. The installation’s OE reporting system should be easily accessible to all the operating organizations personnel. Also contractor personnel should have access to OE when relevant for them.
	For clarification.
Last sentence changed to 2.27

OE system should also be available to contractor personnel.
	
	
	
	

	16
	2.29
	Feedback should be given to the person who initiated the report and all other relevant personnel where appropriate. Examples of a strong reporting culture should be widely communicated within the installation to encourage reporting, questioning attitude and promote a ‘just-culture’. Trends should be communicated.
	Events used for trending needs to be communicated to the reporting personnel to avoid a reputation of OE as “an empty hole” where events are input but no useful information come out.
	
	
	
	

	17
	2.35
	A suitably experienced, knowledgeable, and multi-disciplinary team should be assigned to the screening task. The team should preferably include personnel with knowledge of relevant technical matters and matters concerning human performance and organisational factors.
	It is difficult to systematically ensure that all the skills are present in the team
	
	
	
	

	18
	2.46
	Events with

· safety implications should be investigated in accordance with their actual or potential significance

· significant implications for safety should be investigated to identify their direct and root causes, including causes relating to equipment design, operation and maintenance, or to human and organizational factors. 

Installation event reports and non-radiation-related accident reports should identify tasks …. requirement 24 para. 5.28 SSR-2/2. [1]
	This is important information, We propose to structure these in bullets for better readability. 
	
	
	
	

	19
	2.47
	The operating organization should have procedures in place with criteria for specifying the type of investigation that is appropriate for any category of event. The type of investigation should be commensurate with the actual or potential consequences of an event and the frequency of recurring events and take in to account the complexity of the event.
	The type of investigation or level of detail applied should also be selected based on criteria of complexity of the event (not only consequences). Sometimes an event with big consequences does not need an analysis in depth and vice versa.

Criteria for specifying the complexity of an event may include: how many groups/organizations are involved in the matter, time elapsed since occurrence, number of broken “root-cause barriers”, etc.
	
	
	
	

	20
	2.51, 2nd bullet
	Cause analysis (technical and HOF) – root causes and contributing causes (why it happened
	To not forget HOF causes as they appear in more than 70% of the events
	
	
	
	

	21
	2.55
	Individuals performing investigations should be knowledgeable in investigation techniques. At least one individual on the team performing root cause or apparent cause analysis should have received formal training, regular retraining and or have recent experience in the conduct of investigations.
	A people which regular practice of such investigations does not need retraining
	
	
	
	

	22
	2.56
	2.56. A multi-disciplinary group composed of suitably trained, experienced and knowledgeable personnel, including operators and management, should be assigned to review the completed investigations to ensure all causes have been identified and that corrective actions have been developed to address the causes.
	Operators’ involvement is another key of event analysis. Event analysis should not be conducted without operators. Otherwise, event analysis validity could strongly be called into question.
	
	
	
	

	23
	2.57
	Organizational issues should be investigated by an independent group to ensure objectivity with the results of the investigation.
	The intent of this recommendation is not clear. independent of what ? The investigation group should be trusted with all aspects of the investigation. Also this para is in contradiction with 2.35.
	
	
	
	

	24
	2.58
	As a result of the investigation of events, clear recommendations should be developed for the responsible managers, who should take appropriate corrective actions in due time to avoid any recurrence of the events. Coding should be reviewed and checked against additional insights Corrective actions should be prioritized, scheduled and effectively implemented. A selection of them and should be reviewed for their effectiveness after completion. 
	Coding must be reviewed and possibly updated following “Investigation” to reflect any new insights in particular events.

A systematic review is too strong.

	
	
	
	

	25
	2.59
	Adequate corrective actions should be addressed to all main causes.
	To correspond to the idea of graded approach, addressing the main causes is generally sufficient
	
	
	
	

	26
	2.67
	Corrective actions affecting safety should be given the highest priority. Prioritizing corrective actions should consider the safety aspects at first. The nuclear safety should not be jeopardized by any corrective action.
	There are different functional safety classes, so that safety corrective actions may similarly be distinguished (graded approach). Moreover, scheduling modifications is a big issue and may lead to group modifications in order to minimize drawbacks. To sum up, adequate priority and not highest priority should be given to corrective actions.
	
	
	
	

	27
	2.69
	An effectiveness review of corrective actions should be performed after completion
	Already included in 2.58, last sentence 

Option: add “
	
	
	
	

	28
	2.75
	Information from all reported issues including low level events and near misses should be trended. The following types Examples of trend to should be identified and reviewed are:

…
 Overall trends in human and Organisational factors and Human Performance;
. Short term trends that develop quickly 

...


	Following the whole list should not be systematic, and there may exist other examples

Performance as a word makes disappear “human actions important for safety” and so the involvement of human being as a part of safety.
this may be difficult. If trends develop quickly, they may be missed on short term because time to identify and characterize them may be longer than the short term trend. Moreover, it is only a specific type of trend which is encompassed in other trends.
	
	
	
	

	29
	2.86
	Personnel should use OE information to improve performance and prevent events. This should be actively encouraged and reinforced by management.
	this statement is not necessary for it repeats the basic objective of OE implementation.


	
	
	
	

	30
	2.88
	Legal requirements and commercial interests may restrict the dissemination of some information. The regulatory body and the operating organization should make the necessary arrangements with the organizations concerned to ensure that any restrictions on the information to be disseminated are adequate minimized.
	information is to be adequately protected, not minimally protected.  
	
	
	
	

	31
	2.90
	The effectiveness of the OE programme should be assessed using the following methods such as:

 Self-assessment;

 Benchmarking;

 Independent peer review.
	Systematic use of all the methods seems excessive
	
	
	
	

	32
	3.4
	The regulatory body should establish an internal OE process. ….

… The information disseminated should include other information that is not necessarily captured by operating experience programmes (e.g. actions pursuant to research and development activities, inspection findings, international forums, licensing activities, Integrated Regulatory Review Service Mission findings, regulatory experience from other industries, etc.) but which would result in improving the regulatory framework.
	For clarification

most of the given examples, except those that connected to research and development activites, are OE related and should be captured by OE programmes. OE issued from R&D activities may not be relevant for industrial installations (less formal procedures, temporary solutions, etc.)


	
	
	
	

	33
	3.6
	Nevertheless, the OE system should reflect the following: 

 Collection of domestic and external national and international OE; 


	For harmonization 
	
	
	
	

	34
	3.6 
	A flowchart of a typical operating experience OE process containing the recommended elements is shown in Fig. 2.
	
	
	
	
	

	35
	3.11
	The regulatory body should specify the internal reporting arrangements …” or “The regulatory body should specify in accordance with licensees the reporting arrangements ..” 
	For clarification, depending on what is targeted
	
	
	
	

	36
	3.11
	The regulatory body should specify the reporting arrangements for events, incidents or accidents considered significant to safety and security.
	This document describes the OEF for safety significant issues. 

Security specific issues should be mentioned in a Nuclear Security document.   
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