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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


	Figure 1


	Change the language from being negatively focused to neutrally-focused.

e.g. 

Aims at learning from other installations experience and preventing a similar event. 
Prior to changes in installation conditions or restart of an operation it is expected to provide immediate review of event to preclude recurrence if negative, or enhance recurrence if positive.

	The inputs to the OE process are assumed to be negative “preventing a similar event” “to prevent recurrence”, “causes of an event “, “identify adverse trends”, “recognition of a developing or emergent problem “,“prevent repetition”.  The definition of operating experience given in the first footnote clearly states that operational experience need not be negative – “non-reportable (including low level) events, operational records, near misses, good practices and all other information pertaining to the nuclear installation”, and is echoed in section 2.20, 2.21, 2.22.  The flowchart is not consistent with this. 
	
	
	
	

	2
	2.6
	The management should ensure that the findings of OE are used for corrective actions recommendations at all levels important for nuclear safety.

	Removing the focus exclusively form negative “corrective actions” to more inclusive “recommendations
	
	
	
	

	3
	2.8
	Management of operating organizations should instil instill 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, non-conformance, procedural deficiencies and inconsistencies in documentation and best practices that are relevant to safety in the sense of requirement 24, para. 5.31. SSR-2/2 [1].
	Correcting a spelling mistake, and adding to the laundry list of what should be reported
	
	
	
	

	4
	2.9 footnote
	A ‘just-culture’ is a culture where front line operators and others are not punished for actions, omissions or decisions taken by them, that are commensurate with their experience and training, and second victims of events are cared for, but where gross negligence, willful violations and destructive acts are not tolerated.  
	Just culture is a wider term than only the blame-free approach to reporting, but is encompassing second victim consequences.  Sydney Dekker is a good resource for this, although many are now available.
	
	
	
	

	5
	2.20
	Management should ensure adherence to the expectations for identifying events, poor performance, degrading trends and good practices by everyone at the installation including contractors (see paragraph 1.8). The communication of the expectations should be performed by setting the standards through written instructions, continuous example, training, supervision and coaching.  This could be a learning objective of the Systematic Approach to Training of the Nuclear Installation.
	Including expectations in the SAT programme is standard practice.
	
	
	
	

	6
	2.24
	OE issues should be promptly reported, screened and followed up in a timely fashion.  to ensure timely screening and follow-up.
	Report promptly does not influence the rate of the following actions. All actions should be done in a timely fashion.
	
	
	
	

	7
	2.25
	Low level events and near misses should be reported as they have rich learning potential. because they may lead or contribute to more significant events.
	In line with previous comments, focusses the reason for reporting on what can be learned.
	
	
	
	

	8
	2.26
	Everyone in the operating organization should be empowered to report identified issues.
	Including “identified issues” presupposes an objectively complete list, which could not exist
	
	
	
	

	9
	2.46
	Installation event reports and non-radiation-related accident reports should identify tasks for which inadequate training may be contributing to equipment damage, excessive unavailability of equipment, the need for unscheduled maintenance work, the need for repetition of work, unsafe practices or lack of adherence to approved procedures in the sense of requirement 24 para. 5.28 SSR-2/2. [1] Such event reports should be fed back to the training system.
	Standard SAT expetations.
	
	
	
	

	6
	2.48
	 In the case of an event with substantial learning potential single serious event a formal root cause analysis (RCA) with extensive use of root cause analysis techniques applicable to the type of event should be performed;

 For an event with moderate learning potential consequences the apparent causes should be identified and corrected;
	To again focus the effort on both negative and positive events
	
	
	
	

	7
	2.51
	Change the language of the RCA process to be more inclusive,

Eg. Establishment of the complete event sequence (what happened including how the event problem developed);
Eg. Identification of corrective actions to prevent recurrence or ways to promote best practice
	Again, to focus on a more inclusive understanding of where and RCA could be applied.
	
	
	
	

	8
	2.70
	OE information should be examined by competent persons for any precursors to, or trends in, adverse conditions for safety, so that any necessary corrective actions can be taken before serious conditions arise in the sense of requirement 24 para. 5.29 SSR-2/2. [1] Trending could also take advantage of best practices, and monitor their diffusion and uptake.
	Again, to balance the approach from only negative to including a wider lens.
	
	
	
	

	9
	3.1
	All bodies associated with nuclear and radiological safety should foster mutual understanding and respect through honest and open communication on operating experiences. As a good practice these communications should also include occurrences that are not covered by formal reporting requirements in accordance to requirement 21 of GSR Part 1 [2]. Specifically, these can include good practice and positive occurrences.
	
	
	
	
	

	10
	Figure 2
	Change the language from being negatively focused to neutrally-focused.

Eg. Aims at learning from other installations experience and preventing a similar event.
Eg. Process allowing recognition of developing adverse trends, and emergent problems and good practice in one or several nuclear installations, so that proactive measures can be taken.
	Similar comments to Figure 1 – the information in the regulatory OE is seemingly exclusively negative – with wording such as “preventing a similar event” and “adverse trends and emergent problems”.  If good practices are included, the flowchart wording would need to be expanded accordingly.
	
	
	
	

	11
	3.13
	Any event in which a single cause or condition caused a significant loss of operability of a safety system;
	All accidents are multi-factorial, the original wording suggests otherwise.
	
	
	
	

	
	
	The regulatory body should analyse the information to identify trends and patterns. These analyses may also recognise information about low level events, near misses and best practices.
	As above – expanding the idea of what information could be shared
	
	
	
	

	12
	Annex 1 – Description of the IRS
	The IRS increases worldwide awareness of potential and actual problems in nuclear plant operations. It draws attention to those incidents, which, if not dealt with in a timely fashion, could escalate to more serious events through subsequent equipment of human response failures.
	More precise wording.
	
	
	
	

	13
	General
	Suggest to Create/Revise a companion Tecdoc
	Additional guidance, in the form of a manual, may be required for an operator to implement the various elements, as this is not a "how to" document.
	
	
	
	

	14
	Section 3 
	Specify an expected minimum regulator reporting level to the IAEA IRS database


	Lack of a minimum reporting level by the regulator to the IAEA IRS Database.
	
	
	
	

	15
	Section 2, Page 6 Footnote
	Promote the footnote into the body of the document
	To ensure that all can readily see and understand what constitutes operating experience this footnote should be  part of the body of the document.
	
	
	
	

	16
	Section 2, Page 8, 2.2
	Provide in a glossary or define what is meant by the term graduated approach
	The word graduated is used repeatedly in the guide, but it is not detailed what is meant by this approach.
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