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10 1ay the foundation 1or each management
program in order to achieve and maintain the bes|
performance ‘
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Measures to improve. safet

safety

i AR TNER WS N VU

~to secure best nuclear

Establishment Management
_perspective perspective -
oHingiraning top t@ent and © Improving facility
1 managing therr qualification level performance
e Human periormance 2zero| |9 Strengthening

Safety inspection home and abroad measures management of vulnerable

@ regular/probabllistic safety evaluation o Estabishment  of operation n facility
@ Corrective Action Program

Facility perspective

¢ 3elf Assessment capabiily ennancement
o Plant Nuclear Safety Commilttee system<opera>

o Radiation ; o Standara;

L]

TG T320T9T 75!

il

010281320787765
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charge of safety engineering
cutturelsafety ol culture [human [operation

=L E 2l
Leadin] management team) team/research) :gaammg N

010261320797 785
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- — A
@ Announcement qf declaration of e AXEHEE ™
Nuclear safety policviSep. 1994) cole sxel W 0180 B4 WHT 20 ¥ W B

-Declared to early Internalization of safety” Jomd PASL, SNAE BIGA BANO Ve LD

PEE BTN o] HQHUE oM BRI 0] LPHEc
~Culture suggested hy IAEA
L #7izlel 0|0 Rio| MY UHSEE SO

< [esignation of nuclear power safety day L g B BE YLE 48D SF SN,

1 uxe g A $20) glo] 30l AR STB
(Sep.10.1995) L ¥RE YEgge SUAN FYSE R,
- continuous conduction of safety culture campalg| * #xe wum 2w w3a 7enes zaeg.
L 9 ges B U IYTUE S48 ognd).

< Declaration of nuclear safety charter9.6.2001| 1 sxa vox 2o wn as# xanes sz,
- internalization of nuclear safety culture L2 DEHE YuaD ol Bunc

o Deslgnation of nuclear safety iNspection daylL eee: s J
- proactive nuclear facility protection and internalization of safety culture by all
workers, safety guardian award (2009)

9 Countermeasure to handle human error(12.6.2006 32 NSC)

- From 2007, as part of short term measure, in regular inspection, HuPl was

L established and impiemented to enhance inspection on human factor

/

5 010231320787785

I AR (] §




; DUE
A etH A=A

Lol WE 2Y 0 Au=E WA sl Sle) Hzin

Xl Harsid BB H} Sl

Ojofl Palt= T iEiof ciet £a|of ojxiE vlEe 2 U0 PAlsH=
Side} S RIS chae Fo] T AREY HHE giksin
Ol NF 2Ty FEio|2ges Har i

R HXEHETA0] P15 P SO ZIHE HEH HY
TRAEHAR TA80] A PTSER FRiRCE

Poj= HAWEAO] PHEA Bu7} REBSON 20| BARO]
URE PIABI0] EIZRE MR BT

S2is MR ] Muty g WU AT BRUNES Soicl
BB SR DB

T i MIXIEAC] WAHME PRSP Blajsio] S Soint
JUF R}

| P WXNEA Ol ANELSE R0|2 NBT2N U8
YRYOl THE MAREEAE 2aRic)

Lol BABWE-Ae) piro) B MR MAsLD L) B
Bho] =] AR SpeIc),

2003.12.23

p Loy ey Iz

KHNP __Safety Policyl

o) HEE o) PlEE, 22 SiM2| DY BaiziEoA kel

e *l’“gl B’“"é ﬂ' A ENA B‘Wﬁ 7iﬂ°l%§ﬁ raeio] EISHE M TS

R A BEL,E SR BB HIJ‘_‘*‘.'_l TR, EU, BB SAISHS M BHAIES
7 BIDE BT R MM T E-’u’iﬂ:«} N

olofl Pa{BIAl] ZigolW & nNDE IR o ?IE'.‘E!QE Dlﬁﬂ‘h_xl Ei"‘l«i
20| K2 E MU, O1R BE YL WET ZiRALES 7IBOR AAL BIC).

AR A R e B8 PRy
Ul e wad was w

RS RN ) e et fH @R mve
AR MR W AT ek A g

WA S el W YA ER Mames Augess
AR A Atk BAR FEEAE AT,

_%'ﬂ.‘.@.‘ﬁ& Sk e b i &-"’Li‘]- =# et SZ”&"*PI
-9!'!! !}73%21}’4 ’é%Htc Aegbet.

Lo 7] ‘ﬂ’ﬂ‘?‘%’-&- Spara) viearel feua) GELES
' ’?‘ﬂ‘t}rﬁ' .’3.‘5@4’

ClAgst Bund wan e Seanhd Ay s
Ak e %—ﬂi?lﬂﬁ’.‘i*lﬂ Ml SRkt

% b BT HAPE Falelohe AR #hdm ¥l
CoARe e s kA gAE Faweh

010261320797 785
IR AALCOUN 3

KHNP

- OFF Z9M A

- 224 'ﬁ&' Py
SIBIAY AlS

# NEW challenge
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CEO Management

Nuclear Eneray Word-beet (HD1 B9 BIXKABIYE
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ESKHNP

Policy perspective:o be continuea

o

*

Standard technical administratior procedure : operation-01[responsibility and authority on
plant operation unit),

operation-04( nuclear power plant operation reporting and information disclose

process)

Company policy : Organization 0100(title rule), management 0300(budget and operation plan ruiel

g

< Company policy: Audit 0100(audit position rule), Management 0200(0A rute)

«< Standard technical administration procedcure: operation-11(Self Assessment]
< Others: IAEA OSART, WANO PR, KOSART

8 0410281320797 765

00 T

ipany policy - oraanization 0100(title rule), organization 0300(responsibility and authorlty rulel
Standard technical administration procedure: operation-01(responsibility and authority on

Plant operation organization

Others: all procedures clearly dictate each respensibiiity

|

7
L4

3

5

.,
L

K2
0.‘

+

Standard procedure: op-09(PIB meeting and Post job critique), safety-
DAlmanagement observation)

| <+ Others : all procedures clearly dictate each responsibllity

o2

tgl?d%?gn p?oncedure: training-02(education and training & task capacity
qualification procedure), test-05(test supervisor qualification mahagement)
op06(plant employvees qualification management}
< Others: radiatlon protection training, fire protection training, iS training

».
A4

9 010251320787 765
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ZZCHND

< Company policy: HR 0100(Huma

< others: Nuclear power safety daviGovernment and company widel, safety guardian award by
Gov. best pllot reward, best quality improvement reward

[reward for [reward for best pilot]  [reward for improving
contributing to safety qualityl

< Company policy :Audit 0100(audit duty rule), management D200(0A rule)

< Others: PSA, PSR, SA, Safety inspection home and abroad, safety culture
evaluation

010281330787 768
10

]

g

=

o=l
> satisfaction level : ftem current status, Importance : contribution {0
safety
< Continuous Emphasis on Nuclear < Establlshment of permanent diagnosis system
. . < Evaluation and tralning for contractors’
< Improving relations with Regulators workers
< Enhancing safety-related Training & Imnrﬁ\igment of safety culture evaluation
metho

1 1 Q1026 1320797785, m“”




or Enhancing

L) 2R LR LAY

T T

““Blue print f
- =

tablishment of world best nuclear safety cul

(i

YA
v "

S CHND

¢+ Research on overseas trend regarding safety
culture
¢ Redefinition of R&R in Organization

¢ Creation and Improvement of Inside Evaluation
Index

® Analysis on safety cultured related Accident and
Incident

¢ Development of Expert Nurturing Program
¢+ |AEA SCART Inspection

+ Composing and managing expert pool

¢ managing safety culture evaluation team

010261320797 765
AL A A L 0




" Program for Impr

¢ to conduct practical safety culture
campaign

¢ to improve the event for unclear safety|
inspection day
¢ to distribute safety message and postet
¢ {0 enhance safety culture and |

execute Ten&Ten

® to publish training material on safety ¢
# {0 publish handbook on safety culture

010261320787765
I (i G

Establishment of

¢ to develop KHNP unique evaluation guidelines

¢ to develop Check List for managers and all
employees

¢ to improve notice and order process

¢ to establish ‘STAR’ campaign doctrine for MA
staffers

¢ {0 develop observation index for safety cuiture
# io develop safety culture comprehensive manual
¢ {0 manage and optimize safety inspection in
unified way

¢ to run nuclear safety culture review commitiee

010281220787755
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**Nurturing EXperts on nuclear

¢ Background

—need to enhance safety mindset of KHNP and contractors’ workers

— need to nurture experts in order to promote fast and efficient onsite safety culture

¢ Measures to improve

— to run expert nurturing training program
— 10 invite overseas experts and commission training to  overseas institutes
— 1o bring together contractors and provide visit training  — to enhance customized

step—by—step training and e—learning effectiveness

01026 1330797766
DI U A e s

+ Expert nurturing training
— First round: 5. 12.2011 ~ 13/Central research institute

— Second round: 9.1.2011 ~ 2/Nuclear power education institute
— Trainees : a total of 77
- HQ and Special Biz unit: management in charge of safety culture and rank employees

Plant{commissioning included): executive—director, safety ssnior manger, assistant manager

* Construction unit: executive—director, senicr manager in constrcuction management, safety assistant
manager

<Expert nurturing training>

010261320737 7685
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~=Task of Expert on nuclear

# to improve understanding of nuclear safety culture

—to spread via lectures on safety culture for KHNP and contractors—to serve as
foundation for awareness and implementation of safety culture

& o lead campaign f_or‘ nuclear safety culture

— to lead onsite préotical campaign
— to decide whether to implement campaign according to

management’ s mindset
+ 10 provide feedback for continuous safety culture

enhancement

- to provide how to improve current safety culture policy and plan
— to offer continuous interests and ideas on future safety culture policy

010261320737785
G T

““Nurturing Experts on nuclear

+ Contractor training(March.2011)

— Training led by QA team({eight times), training led by Construction department(five

-

tfimesk

£10251320797765
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ESKrHNP

S

+ Purpose

— to enhance efficiency and speed of fasks conducted for onsite safety
culture

—to promote practical onsite nuclear safety culture activities
+ Organization Chart

— HQ: Safety departmeht safety planning team assistant manger in charge
— Plant: Research assistant manager of plant{commissioning included)

¢ Major R&R

— to distribute weekly nuclear safety culture message
(everyThus day)

— to identify and correct harmful element for safety culture
— o serve as company expert

010261320797785
AN ACC T R

ESCHND

fetv Guan

¢ Purpose

— 1o enhance efficiency and speed of tasks conducted for onsite safety
culture

—to promote practical onsite nuclear safety culiure activities
¢ Organization chart

— HQ: Safety department safety planning team assistant manger in charge
— Plant: Research assistant manager of plant{commissioning included)

4+ Major R&R

— to distribute weekly nuclear safety culture
message (every Thus day)

~ —toidentify and correct harmful element for safety
culture

— {0 serve as company exper
#+ Safety guardian award

010261320797 765
00 L 0




““WManager perspectiveito be

accident : HR 0100(HR management rule)
% others : day of nuclear safetylGov. and KHNP), safety guardian(Gov.),
best pilot award, best quality improvement award

s
*

*

[con'tribution to safety [best pilot award] [best quality
' award] improvement award]

< accident : audit 0100{audit position rule), management 0200(QA rule]

< others: PSA, PSR, SA, Safety inspection home and abroad, safety culture
evaluation

01025 1320737765

2 2010° Self Evaluation

o - |- to -encourage all
T 2(§95 persons employees participation
| KHNP out of 3,680 3748 person .- questmnnalre participation
Hi subject to (out of 3. 982)
Daftlu articipation) by power generatlon
pa: pp devision .~
nts - part|c|pat|on in
| contrac _ 2,110person | questionnaire by contractor
tor (out of 2,694) (maintenance and
radiation management firm)
Evaluation | self ‘subscription via popup wmdow at homepage
method - to select importance and satisfaction level ‘on the range of
1-5 score
index - give weight to satisfaction level and calculate |t compared to
calculation 100
method * 90 and ove((vejy posmve) between 70 and Bg(posqumﬁm

1w
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* Holding forum
— Time/Place: July.19.2011/ KHNP central research institute
— Aitendees: safety guardians from HQ and plants

— Contents: selection of safety guardian, lecture on presentation skill and how to develop
document

¢ Sending out weekly safety message

— Implementation date: every Tuesday ( first

nuclear safety inspection day of every month is replaced

by monthly safety message)

i

IIE

KCHNP

AN O

+ Background

— Need for continuous emphasis on safety culture
— conduction of campaign to improve a safety mindset for all employees

¢ Campaign Activity
— Contest for safety culture poster and slogan("Oct.201 1)
— Safety culture campaign per plant

- in the case of Nuclear power day{(Dec.27) event, concurrent conduction

+ HQ safety culiure special lecture
— Time/place: HQ Hanbit hall {Sep.6.2011)
— Lecturer : Professor Jang Soon Hyung from KAIST
— Participants: HQ all employees(administration, civil
engineering and construction)

0i0261320797785 ol
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2ISPECTIVE weekly message on

Don' t you dismiss others' warning?

Think about ram'ifico’rions caused by your mistake.

Let us not go overboard with

L] .
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Poster on Huma
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ESKCHND

Employee perspectiveito sromote morale of
MCR operators] s

¢ Best nuclear reactor pilot/team selection and reward

- Oversea benchmarking opportunity

- Picture posted in MCR

- Objective selection based on
Operation capability improvement
system "

Introduction of power generation

Assistant man_ager promotion system.....
— shift worker first(separate] promotio

@ Leadership training for power generation

Assistant manager

- Included In company-wide leadership program i Rl

k— Hosting contest for system/equipment expert teams - to Improve ahllity of pllots J

010261320737 765
32

i

7 Enhancing training program on safety culture
- Internalization of safety culture via training by KHNP and outside
invited experts, more training opportunities with various topics
to enhance safet

01825 (320797765
33
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“*Training Material on Safety

+ Background
— Lack of Understanding on Safety Culture

— Enhancing awareness of safety culture for KHNP and contractor siaff

+ Training Material under way

— Adhoc Inspection by Department Education and Science on Safety Culture and its
corrective action items(July, 2010)

# Development of Standard Curriculum
— Two kinds developed(Aug,2011)
for planned MA: training provided 1—2 weeks before plant O/H
for contractors: training on safety culture
— Standard Curriculum for Managers by Power Generation
Department(Sep,2011)
— Yearly Update

Q10261320797 705

Measures for Systematic

+ Background

— a poor sense of importance on nuclear facility by nuclear powet plant construciion
workers
need for change of mindset in order to eliminate current and disorganized working routine by construction workers

+ Plan

— to hold seminars to promote safety culture in nuclear power industry {a total of three)

— to promote real—name system for nuclear construction and construction evaluation
system on critical facility

010281320797 765
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ESCHND

¢ Background

— Need to establish advanced safety culture in all nuclear safety industries.

— to share KHNP nuclear safety culture promotion experiences and how—how
and cooperate for current agenda

¢+ How to manage the forum

— Name: Korea Nuclear Safety Forum

— Purpose: to cooperate to handle agenda on nuclear safety and safety culture
and take actions to correct the condition in the right time

— Composition: KHNP, design, manufacturing, construction, maintenance,
research and other CEOs in the total of 14

— When: Yearly Regular Meeting, Sieering Committee twice a year

— Establishment Date: Cct.19.2011

— Symposium: Oct.24-25.2011

Topic: Rules and tasks of Nuclear industry in order o secure nuclear safety

# Background

— To identify nuclear related weak area via accurate evaluation on safety culture
level for improvement

— Need to improve evaluation method per each area which developed for plant

workers as current evaluation method

— To develop various evaluation guideline suitable for Korea

+ Local and overseas Trend

— Local: Ministry of Education and Science conducted ad—hoc safety culture
inspection(July,2010) and suggested the need of evaluation guideline
— QOverseas:
- U.S. NRC Safety culture regulation inspection implementation system
developed('06)
- |AEA safety culture evaluation guideline(SCART) developed('08)
#% current IAEA safety culture evaluation guideline(ASCOT Guideline) in use in Korea

010281320737 165 'ﬁj
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4 Research Agenda Outline (under way)

— Agenda: establishment of nuclear safety culture evaluation guideline
— Time: Jan.2011—-Dec.2011(12m)

— Researcher : within KHNP

+ Qutline

— to develop questionﬁaires suitable to KHNP and establish evaiuation criteria
— to complement procedure and conduct pilot program on safety culture
evaluation

— {o produce measures to improve safety culiure in the long term
¢ Expected Effects

— to secure technolegy capability for self safety culture evaluaticn

— to complete safe construction of nuclear power plant and contribute to operation managemant thanks o
enhanced nuclear safety

— enable individual evaluation per plant/departmeant thanks to safety culture evaluation precedure

010268 1320797765
AALRLC S A

+ Current Status and issues

— Lack of specific onsite tool in order to enhance nuclear safety culture

— Need to improve STAR method in MA compared to OP

¢ Development : 2011° TDR Agenda

+ (Contents

~ to develop criteria to diagnose onsite safety culiure and utilize it for safety—related tasks

— to improve Dreams notification process (inspection items for safety culture are added)

— to revise procedure for manager observation{added is inspection procedure according to
safety culiure diagnosis criteria)

— to improve safety culture observation system(for individual action observation and for
manager observation)

— to promoie STAR campaign involving MA staff

% STAR(Stop, Think, Action, Review) : one kind of SAs as part of human error prevention method

010261320797785
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ESKCHNP

Others and Future Plan

# INPO TEV : from Sep.26.2011(Mon)to

Sep.29.2011 (Thursday)

¢ Contractor Training by Safety and Environment
Department(from Jan.2012)

4 E—[Learning Contents Development and Mandatory
Course on Safety Culture (from Jan.2012)

# Contractor Training on Safety Culture by Safety and
Environment Department(from 2012)

010261 320797785
W A e o




Organization of Korea Hybrid & Nuclear Power for Nuclear
Safety Management

[1 [The Headquarters] 4 divisions, 16 teams (offices}) [Branch] 5

divisions, 6 pumping-up electric power stations, 5 other offices

Execume ﬁudm«r
®m Soorctarlat | @ Qustity Asstiranes Offlce s Audit Office
Pmm&mmmm " Power Generatich ' D g Sately 8 Technology
Division . Dision Preject Divislon. 7 bivision :
B Carporate Plerning B Powsr Generation B Project Gonstruction B Safety & Environmaent
Dopariment Department Department Department
w Admindstration Dopadment B Plant Enginoering 8 Frajeot Engircering B Emergency Management
& Manpgemont Deparborent Gillee
n Procutariant & Contract Dopariient _
Dopartment i o Overseas Prolact Olfios o Technology Polley &
. 8 Mydre Power Department Planning Department
r Qorporste Commimisstions
Office
B information Technolugy I :
o B T VU
o - KHHP Central
. Roesearch nstitute
S RN ’!’anggwang L ANalisong. Ui:h

Huctear Pwmr Slte :. Hucfear Pawar SIta ﬂuc?a:;r_ Pawer $1te _ Nuc?wr Powar Slfe - Hydra Power Slte

| Yangyang . Yecheon ' Sancheong  MiujuPumped ' Samranglin ' Cheongsong  Cheongpyeony
Power Plant . Powes Plant - Power Plant . Power Plant . Power Plant - Power Piam _ Power Plarit

| Nutledr Power FRadiotionHeath . KHNP. - KHHP
Education _!nsﬁlmm H‘as&amh institute - Nm 'i'nrk Gﬁiee - Pariz Office
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Principle of Korea Hybrid & Nuclear Power
for Nuclear Safety Culture

1. (Policy) Nuclear safety should be considered as the top priority in all
works.

o Nuclear safety statement or policy should be developed and its values should
be shared.

o Nuclear safety should _fbe considered as the top priority in decision making
process.

o With acknowledgment on the specialty of nuclear technology, all works
should be conducted in a careful manner.

o In the process to develop plans for mid-and-long term equipment investment,

resource allocation and business execution, an investment policy placing
safety equipments on the top priority should be made.

2. (Management) The management should take a leading role in securing
nuclear safety,
o The management should exercise their capabilities in the management and
mediation on pending issues for nuclear safety.
o The management should make proactive participation in activities related to
- nuclear safety.
o The management should be equipped with solid safety consciousness.
o The management should facilitate horizontal and vertical communications
on safety issues.

3. (Employees) All employees should take responsibility in nuclear safety
and raise questions in their works.
o The responsibilities in nuclear safety should be clearly stated by job level.
o All employees should acknowledge the fact that responsibilities for nuclear
safety lie on all of them.
o All employees should abide by relevant regulations for nuclear safety in a
strict manner.
o All employees should have ownership in their works.
o All employees should execute their works with a mindset raising questions.

BGSBl
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4. (Environment) Working conditions caring safety should be established.

o Candid and open organization culture should be established.

o High level of mutual trust should be ensured in the organization.

o Efficient work process should be established to enhance nuclear safety.

© Reasonable welfare and HR system should be developed to boost morale of
employees.

o An appropriate system to raise employees’ pride of the company should be
made. .

o Work stress should be managed at an appropriate level.

5. (Training) Constant learning and improvement behaviors should be
facilitated within the organization.
o Safety leadership education customized to the development level of
individual employee should be ensured.
o Operation experiences at home and abroad are reviewed and utilized in a
timely manner.
o Adequate job training by area is under execution.
o Constant work improvement activities are unfolding.

6. (Management) Effective review and evaluation on safety should be
executed in a sustainable manner. _
o Evaluation and following utilization of evaluation outcome are under
execution in an effective manner.
o Change management for facilities, procedures and organizations is
proceeded appropriately.
o Safety performance index is constantly traced and managed in a sustainable
manner.
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SAFETY CULTURE ASSESSMENT METHOD by JANTI

2011.11.15

JANTI
Safety Culture Division



a. Personal Files

The personal interview result is input into the table of the Excel sheet.

[Interview Data Analysis Method]

JANTI 7 principles classification, interviewee name, section, job specifications, official

post and rank, interviewer name, analyst name are input into an Excel input sheet every

interview question item. These input at the time of the analysis of interview data to utilize a

filter function of the Excel.

+
. Intervi JANTI inter Job Inter
Q . 7 TEAM . . o Job . Analys
Questicn Results 0 ewee . view | Section | specifi s e Viewer
No. princi Name X Position t Name
. Name ple order cations Name
:_ _________________________________________ B et e g GRSy A N

The individual hearing results divide it into three depending on the contents and are

separated an input letter by color. Specifically, the positive opinion is a blue letter, and the

neutral opinion is a black letter, and the negative opinion is a red letter. In addition, this

personal file is for analyses and does not disclose it in an interviewee establishment

(because it is revealed who talked about what).

In addition, refer to attached sheet -5 for 3 divisions.

b. Making of the Analytical File
We collect the Excel input sheet that input all the personal files (30 sheets or 42
sheets) all together and make an analytical file.

The assessor making a report then checks about the answer of a positive, neutral, and

negative opinion that a member of each analyst was decided at the onsite diagnosis, and

confirms three classifications about a personal opinion provided by an interview.

And we finally give "-"sign to a negative answer with "0" sign for a neutral answer for

a positive answer in "+" sign.



In addition, we move it to a question to fit when it is thought that the opinion obtained
from a certain question item is the answer to other items.

We do not disclose this analysis file either.

c¢. Making of the attachment file
From an analysis file, we gather up the opinion of six interviewees in every section
which we collected by onsite interview using the filter function of the Excel sheet along 7
JANTTI safety culture principles in every sections. Because 7 principles of JANTI consist
of the some questions, we‘gather a provided opinion every question. We arrange the
opinion that was collected here in order of a positive answer (blue letter), a neutral
answer (black letter), a negative answer (red letter). (ef. attached sheet -6)

We make an attachment document using analysis file and report it to a target site.

d. Summary of a result
In reference to an attachment file, we summarize the positive opinion and a negative
opinion that is a major opinion in every section along JANTI 7 principles. A major
opinion is opinions obtained from the majority (more than three interviewees) of the
section (Cf. table 1 of attached sheet -7). In the report, we arrange the major opinion

every section which gathered it here like attached sheet -8 every 7 JANTI principles.

In addition, in the negative opinions that were not recognized as the major opinion, we
gather negative opinion, as the “minority negative opinion” to become important in

fostering activity for safety culture in every section. (Cf. table 2 of attached sheet -7)

As the instructions of the majority negative opinions and the minority negative
opinions takén up as above, we make them .rearranging and structuring in JANTI safety
culture 7 principles. And we arrange them in the viewpoint of derivation problem (the
problem that can be settled on the site) and the root problem (problem becoming the

prime cause of the issue of derivation).

And, we exemplify a countermeasure for a problem and examine a hint of the
solution to site in a direction to show. In awareness (instruction), we make the example
of the countermeasure a table as a hint.

The example of the countermeasure helps a target site.

The example of these countermeasures is simply reference. (Cf. table 3 of attached
sheet -7)



Furthermore, we report it in addition if there is a specific good example (good

practice) depending on a countermeasure.



attached sheet—&

Judgment example of a positive opinion and a negative opinion

This shows that the judgment examplie about the positive, negative and neutral
classification exampies of each opinion by the experience of the past onsite
diagnosis.

Red letter : About item concerned, the opinion is negative, or means recognition
of negative problem.

Black letter : neither positive or negative opinions
(Comment, Briefing)

Blue letfter : About item concerned, the opinion is positive, or means positive
contribution.

Note) _

the opinions of interview in every element of every each principle are
classified positive, negative and neutral (others) opinions about a tendency of
an action and the attitude.

[Example]
2. observance of the rule (Principle 3)_

(attribute)

The organization makes a rule known to an employee including a subsidiary
companies. The employee observes a rule after having understood the bases of the
rule. In addition, the organization instructs the rule observance and maintains
system to check.

(Interview contents : question)

Is the rule of the safety followed in the workplace?
Do you find that a rule is not followed on the site?
In that case, what do you do for you?



(Positive answer example)
The rule about the safety is fol lowed, and there is not the thing that a funny action
stands out intentionally.
The person who noticed that a rufe is not followed warns. Observance of the rule is
careful in the employees of other sections and subsidiary companies each other.
Various rules including the knowledge of the labor safety are followed.
I observe a rule myself.
Naturally it has an atmosphere to be careful for violation of rule.

(Negative answer example)
The slight violation of a rule is occasionally found, such as, the notice that there
should be is not displayed appropriately.
Arule is followed consciously, but when I do not know it and forget it or I was careless,
I may not follow a rule.
Because procedure books and manuals become complicated, I do not understand a rule
or do not know a rule and cannot follow the rule.
There is the person who does not understand a manual enough.

(Neutral answer example)

" 1 think that the rule is followed basically. (a guess, vague)
I think that the person of the subsidiary companies follows a rule to protect one's
body. (a guess, expectation)
I do not break a rule intentionally. (naturally what you should follow)



attached sheet -8

8. 2 Summary of the onsite diagnosis result{example)
8. 2. T Majority answer
[ Case of Principle 1 ]

The value of safety as the top priority is thoroughly clarified within the organization and

understood by each of the organizational members.

FACTOR Maintenance Maintenance Maintenance Operation Operation
Electricity Machine Instrumentation (support) {direct)

[ 1. Organizational
governance]

[2. Management of
resources])

{3. Comunication between
headquarters and power site | o E
of organizations] a

I'Positive Majority Answer (Opinions) |

€ Summary of the whole site on positive majority opinions
OOOOO00OOCCOOOOOO., QOCOOOOOOOCOCOOD. OO
O0OOOOCOCTCOOOCOO., COOOOLOLOOOLOOOOOO. The

personnel evaluation is proper,

I Negative Majority Answer (Opinions) |

4 Summary of the whole site on negative majority opinions
In some section, OOOOQOOOCOOOCOOOOCOOOOCOCoOO., OO0
OQOOOOO00, OOCOLOOOO. OLOCOCOLOCOOOOLOD
OO0, OCCOOOOOOCO.OOOCOOOLOOCOO.

Note 1)

Positive majority opinions about factor in every sections

- Negative majority opinions about factor in every sections

E Positive opinions and negative opinions are equal

Other than the above (in the case of few answers)




Note 2)

And,

equivalent. There is not majority opinion

In the case the number of the answers (a negative and a positive total) is more
than six, we decide a majority opinion more than the majority.
in addition,

in the case a negative and a positive opinions are eqgual, we decide

neutral are same classification, we decide majority opinion.
diagnosis in all sections.

In the case the number of the answers is three or more, all opinions without

it is based on the answer of six people of interviewee by the
[Case of Principle 2]

The leaders of the organization impose an obligation to commit to safety and clarify it
through leadership..
Maintenance Maintenance Maintenance Operation Operation
FACTOR ___Electricity _Machine Instrumentation .._(_s.gp_Port) (direct)
{1. Leadershipl Y . Lo . ' '
[2. commitment] PR EEE UENE T
[3. respect of to safety : B .
policy] A B N
[Positive Majority Answer (Opinions) |
¢ O00COOOOOCOOCOOO, OOOOOOOCOOOOOCOO. OO
COOOOOOOOO0OOO0O, COOOOLOOOOOOOOOOO. OOC
OO0, COO0OOCOOOOOOOOO.
(same as follows)



[Example of Good Practice]
(in Japanese)

¥ic®E No. 7 (Countermeasure No. 7)

® R[AfTH
(Awareness)
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Safety Culture Division
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Table of Contents

« View of JANTI’s Promotion of Safety
Culture
~Knowledge, Awareness to Action~

 JANTI’s Activities to Foster Safety Culture

-How realize the state
in which safety culture is fostered?-
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(2) s

View of JANTIPs Promotion
of Safety Culture

~Knowledge, Awareness to Action~

JANTI-NTQ-011-006 ~ Toward tha excellent Nuclear Safety ~ Capyright © 2011 by Japar Nuclear Technology Instiute ! R

Mission of NS Net Division
To supports member’s activities so that

- all members share values;
“safety is an overriding priority”,

- all members encourage each other.

JANTI~NTO-011—006 ~ Toward the excellent Nuclear Safety -~ Copyright © 2011 by Japan Nuclear Technolagy Institute 1



(4)
JANTPs Promotion of

Safety Culture

- one of the Most Important Activities of JANTI
- by ”Peer Review” and “Safety Culture Fostering”

- "Safety Culture Fostering”
systematically promoted
"Recognition of the gap” between fostered State of
Safety Culture and Current Situation”
" Reduction of the gap”

JANTI—NTO-OII—'DOG ~ Toward the excellent Nuciear Safaty ~ Copyright € 211 by Japan Nuclear Technology Enstitute ‘ - ":_'f

Safety Culture Developments

» 1999: JCO accident h Japan :
Emphasis placed on safety culture = establishment of NS
networks

» 2002: Irregularities in self-inspection records by Tokyo EPCO
Made quality assurance activities subject to safety inspections

* 2004: Pipe ruptures at Kansai EPCO’s Mihama Unit 3

» 2005: Interim report by the Facility Obsolescence Review Panel

Potential for corporate cultures and organizational climates to

deteriorate along with aging facilities = regulatory side verifies

operator’s independent activities to prevent declines in safety

culture

* 2007: Comprehensive inspections of power plants find widespread
falsifications of incident reports and data

* Use regulations to proactively intervene in safety culture

Safety inspections evaluate operator efforts to foster a safety consciousness and look for
signs of worsening safety culture

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~ Capyright © 201t by Japan Nuctear Technology Institute



{6}

Recent Safety Culture
Developments

» Nearly 3 years have passed since active regulatory intervention in
safety culture began within the safety inspection framework

* Power utilities have created PDCA mechanisms for their
independent activities and those mechanisms are now in
operation

*» Recent comments from the regulator side:
- Clear distinction between safety culture activities and QMS
- Establishment of a methodology to gauge the effectiveness of activities fostering safety
culture
— Elimination of discrepancies between power ufilities in Pl settings and other indicators
connected to activities fostering safety culture
- Request for more active information-sharing between power utilities

Although framework activities are just getting underway, a key
point to watch is effectiveness evaluations of activities in the
Check and Act stages of the PDCA cycle

JANTI-NTO—011-006 ~ Toward the excellent Nuclear Safaty -~ Copyright © 2051 by Japan Nuclear Technology Institute E

! JANTPs Activities to Foster Safety

Culture

Member Companies

Their Own Activities
to foster safety culture

JANTI—NTO—OII-OUG ~ Toward the excellent Nuclear Safety -~ Copyright © 201t by fapan Nuclesr Technology Institute



(8) JANTPs 7 Principles

“The state in which all members of the organization share values
that safety is an overriding priority,

these values are recognized throughout the organization, and
behaviors are based on this common recognition.”

Recognize IL. A well- ~ Il Safety
‘safety as defined . built into
- leadership operations
with strong

: and activities
xcommitment

V. Flu
.communi-
_cation

_ ttitude.énd__“
llingness t

VI. recognized blame-tolerant

. potential risks

i

\,

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~ Copyright © 2611 by Japan Nuclear Technalogy nstitute “ —%

Compatible Relation between 7 Principles E
|

by JANTI and 8 Principles by WANO
8 principles by WANOC

2.lLeaders demonstrate a

i <:> 1.Eyeryone is personally
| responsible for nuclear safety
' ' commitment to safety

:

4.Decision-making reflects safety
first

8.Nuclear safety undergoes

constant examination
- 3.Trust permeates the organization

6.Questioning attitude is cultivated

7.0rganizational leaning is
embraced

6. Recognlzed potentlal rlsks v 5.Nuclear technology is recognized

as special and unique

JANTI-NTO-011-066 ~ Toward the excellent Nuclear Safety -~ Copyright ©2011 by Japan Nuclear Technology lnstitate
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Key Perspectives on Safety Culture (1/4)

1. Shared values throughout the organization

JANTI-NTO-011-006 ~ Toward tha excellent Nuclear Safety -~

Copyright € 2011 by Japan Nuclesr Technology Instituge -

Key Perspectives on Safety Culture (2/4)

2. Commitment at all levels (responsibility and involvement)

oward the excellent Nuclear Safety -~

JANTI-NTO-011-006

Copyright © 2011 by Japan Nuclear Technology Institute  °



2 Key Perspectives on Safety Culture (3/4)

3 Communlcatzon (mutual understandlng)

self-reliant as

: ool
JANTI-NTO- 911 006 ~ Taward the excellent Nucleer Safety ~ Copyright © 2011 by Jepan Nuclear Technology Institute x-‘: e _w :
€13

Key Perspectives on Safety Culture (4/4)

| 5. Questioning attitude (sensitivity to risks

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~ Copyright © 2011 by Japan Nuelear Teehsology Institute e
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JANTPs Activities to
Foster Safety Culture

-How realize the state
in which safety culture is
fostered?-

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safsty -~

Copyright € 2011 by Japan Nuclear Technology Institute e L

«i 5y To Identify the Gap(1/3) :
Safety Culture Assessment
(Organizational Culture Model by Edgar Schéin)

Everything
observable

Values
professed by
managemen

Not
directly
observable

TR

ed notions, etc.)

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~

15
Copyright © 2011 by Tapan Nuclear Technalogy Institute .



{16) To Identify the Gap(2/3) :
Overview of Safety Culture
Assessments

To Conduct questionnaire survey
on safety culture

About 14,000 employees at or below manager level
through nuclear industries

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~

Capyright € 2011 by Japan Nuclear Technglogy Tustitute

(70 1o Identify the Gap(3/3) :
Structure for the Survey & interview

v ti ey

-

et e ®

e —

s aavew mme

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety -~

Copyright © 2011 hy Japan Nueclear Technology Institute



(18) To Close the Gap(1/5)

- Safety Caravan -
(held 125t as of Nov.,2011)

Information exchange
meeting

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~

Copyright © 2011 by Japan Nuclear Technolopy Institnte

To Close the Gap(2/5)
- Seminar for Mana?er -
(held 22t as of Mar.,2011

e N 7
<CRM Workshop> <8afety Culture Workshop>

th 5
Hands-on training for

j railways emergency
Group discussion Group discussion JR East Training Center

- AN AN

JANTI-NTOQ-011-006 ~ Toward the excellent Nuclear Safety ~

Copyright © 2011 by Japan Nuclear Technology Institute
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To Close the Gap (3/5)

- e-Learnin
(About 44,000 accesses as o I\/Iar.,2010)

JANTIRERAE e 34]-7 = Title Start
BOENER ! @gs'eim | SR Date

1st | You are a leader of Apr.

Safety Culture 2007

2nd | Make use human Apr.

factor for Job 2008

3rd | Fundamentals of Risk | Apr.

Management 2009

4rd | Practices of Risk Apr.

Management 2010

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~ Capyright © 2011 by Japzn Nuclear Technology Institute

1) To Close the Gap (4/5)

-Pamphlet-
((ex.)Vol.7 are Published
about 10,000 as of Feb.,2010)

AP P4 IFr— HU—X volB

Wahalr’:s safew Cultm:e glm-y/:rﬁﬂmm'c

Vol. 07 1at is Nuclear Safety thltu're‘,'(z.)?'

JANTI-NTO-0611-006 ~ Toward the excellent Nuclear Safety -~ Copyright © 2611 by Japan Nuctear Technology Institute kR, il



(22) To Close the Gap (5/5)-1
-Poster-

Ad?:nn_: o tho arinciple *Safety Farst”
oot e AR

Top managament must jeat by pxampla

o e e e N I
"3 s

Recogsize potential risks Keegp an opest mind and spaak fraely

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~ Copyright © 2011 by Tapan Nutlear Technology Institute ’ ’

(23) To Close the Gap (5/5)-2

Meaning of One Character
on the Poster

JANTI-NTO-011-006 ~ Toward the excellent Nuclear Safety ~

Copyright © 2011 by Japan Nuclear Technolagy Institute
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Be Aggressive For Safety

JANTI—NTO—011—006 ~ Toward the excellant Nuclear Safety -~ Copyright € 2011 by Japan Nuclear Technology Institute =
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SC Benchmarking with INPO

Overview to Understand of
assessment and improving
Safety Culture

'14-16 , Nov., 2011

Takuya Fukano
Safety Culture Division
JANTI
JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Copyright © 2011 by Japan Nucksr Technalogy Institute : @
€1

Table of Contents

About JANTI’s Safety Culture Assessment
» Some Learning Points
from the assessments done for 3.5 years

* Notes on Safety Culture Self-assessment
methods

* Improvements to JANTI’s Safety Culture
Assessment Methods

» Comparison of IAEA’s SCART and JANTI’s
Methods

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Copyright ©201F by Jzpan Nuclear Technalogy Institute



(2)

About JANTI’s Safety
Culture Assessment

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Copyright © 2011 by Japan Nuclear Technalogy Institute

(3)
Foundation of Activities to Foster a Safety Gu!ture

Knowledge wareness “*

JANTIE-NTO-011-007 ~ Toward the excellent Nuslear Safety -~ Copyright ©2011 by Japan Nuclear Technology Institute



(4)
Points for Safety Activities / Initiatives

Convince the rank-and-file to routinely identify risks (symptoms of a
deteriorating safety culture) and take countermeasures {(reduce or eliminate
the risks)

Learn from actualized risks and prevent them by recognizing latent risks

o\
JANTI-NTO-011-007 ~ Toward the excellent Nuglear Safety ~ Capyvight § 201¢ by Jepan Nuelear Technology Tnsticute ’ Q

{5)
Overview of Safety Culture Assessments

Top concepts for safety culture assessments _
* Define the state in which safety culture is fully fostered
* Establish the seven safety culture principles

v

Conduct questionnaire survey on safety culture ;7’3%/ 20 Juer 7 74% isf? ;E,gk
(Prepare Questionnaire Sheet, Conduct, Analyze and Conclude) e

h onsite interviews after

ends of PI,

Submlt report(andfollowup)

JANTI-NTO-011-007 ~ Toward the exceltent Nuclear Safety ~ Capyright © 2011 by Japsn Nuclear Technalogy Insfitnte
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Structure for the Survey & Interview

These principles relate to a set of 22 & - Q/v@{/ﬂ/(f—j
corresponding elements. The attributions are

short descriptiens of a specific organizational
performance or attitude which, if fulfilled, would
characterize a strong safety culture for the
performance or attitude,

b e o

fo s o -

Attributions of

- Viewpoints of
[ e observation

Questions for Survey
and Interview

Jm}lmgiws ~ 'E'm'fard the EXGB[ lent Nuclear Safety -~ Capyright € 2011 by .Japan Nuclear Technology Institute i \7 7

1

=== First survey ——— Second survey

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~

Copyright © 2011 by Japan Nuclear Technology Institute
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Standard Onsite Diagnosis Sequence

and Team Formation
/ BLAY T hr.

About two months Between about one month 3~4 davs Abouft three to
beforehand and one week beforehand y four months
w
M E‘?
=g S
M =
= & B =
IFE 3
53 & T
2538 =
* =1
g -
=
&
=
Vi~

A E it

‘Evaluator and:
Analyzer 1 -

™" Aﬁalyzér'Z — _A.na]yzerS

Analyzer 4 Ana_[yzér 5 Analyzer 6

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Capyright © 2011 hy Japan Nuclear Technology Institute

(9}
Safety Culture Onsite Diagnosis Method

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Copyright € 2011 hy Japan Nuclcar Technategy Enstitute



"History of Safety Culture Assessment

FY2006 | FY2007 | FY2008 | FY2009 |FY2010 | FY2011
Q Q - . » -
- .5 2nd Questionnaire 3rd Qpestionnaixie
‘= S Survey Survey
%
D
b=
% O
Establishment of upstream concept
T ———— Conduct Onsite diagnosis at
:,‘L: E P 14| NPs until 2010
E “ Establishment of B
O -
o @ guidelines
<
-Development of assessments methods for
| engineers of Plant suppliers |-
JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Copyright ©® 2611 by Tapan Nuclear Technology Institute | @
an Evaluations of Onsite Diagnoses

* One of the analyzers/interviewer continuously

serves as the evaluator

« Each significant chapter is debated within
JANTI members

ra

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety

~ Copyright € 2011 by Japan Nuclear Technology Institute
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Outputs and Benefits of Onsite Dlagn05is

4TSRS Sk

f Outputs )

:}En AL TREIS & DR
- Summary of positive and negative opinions from | | e .
. s " :
major opinions e
- Summary of only negative opinions from minor b,
“ERERIN D
RSN * ’

opinions because of a potential risk of its, "
- For negative opinions, suggestions of examples of
countermeasures and other operators’ best
practices
- Comparisons with the quesnonnalre survey

@xpected BeneﬁtD

- Provides outside assessment from an objective perspective

- From the 7 principles, ascertains awareness levels and the inherent clrcumstances at
the plant, indicates countermeasures and best practices for members own initiatives
- Confirms the presence of any biases in the questionnaire survey and picks out
minoerity opinions that are difficult to perceive in the questionnaire survey

- Lends correspondence strategies for power utilities member to use in safety culture
efforts under safety regulatwns

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Copyright ©2011 by Japan Nuclear Technalogy Tnstitute

Image of Analytical Results

formation of a good contexi

Element A 8 t D E
1. Leadership sl i

2. Commitment
3. Safety Policy

formation of the context is partial
1D yFN -

Element A B [ D E

]

1. Learning Aftitude |- -

2 |nformation Sharing

3 Teotnioairraaion | -~ [N~ N

JANENTTOTOLOMP1 0~ TiReitebrtedludae Rathear Safety ~ CopyrBRaD HLClgas TACHALA A IREHIN Snstitute



Contents of Safety Culture
Assessment (SCA) report

» Abstract of the Report

» Implementation of SCA (schedule, framework,
method, team member etc,.)

« analyzed Result of questionnaire

« analyzed Result of diagnosis

» Comparison between the result of questionnaire and
diagnosis

» Comparison with self-assessment and another NPs

« Conclusion ( result of examination)

Presentation of example for resolution

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Capyright © 2011 by Japan Nuclear Technalogy Tastitute

Merits of Safety Culture
__Assessment

his
O recognize

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~

Capyright © 2011 by Japan Nuclear Technolagy Institute
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Some Learning Points
from the assessments
done for 3.5 years

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safsty -~ Copyright © 2011 by Japan Nuclear ‘Technology Institute

Relationship between On-site
interviews and other Methods

v
On:site assessment -
(interviews) =~

JANTI-NTO-011-007 ~ Toward the axcellent Nuclear Safety -~ Copyright € 2011 by Japan Muclear Technalogy Institute



mple)

" Principle1 . ~Principle 7. -
 Value of Safety First Vital & Blame-tolarant Work
, Value of Safety First ____ Environment

Correlation factor of 0.7 or higher

JANTI-NTO-011-007 ~ Toward the excelient Nuclear Safety -~

Copyright © 2011 by Japan Nuclear Technolopy Enstityte

Examples of Good Results found in
on-site Diagnosis (1/3)

Leadership and Commitment

* When on-site operators ask safety issués to the section chief, he/she
quickly and accurately assess the situation and offer advice.

* The section chief and division chief are able to clearly and easily convey
their expectations to those under him/her.

* The supervisor takes a digital camera to the site almost daily. Also, he/she
uses a risk table to give instructions and comments to those under him/her.

* By having top manager visit on-site, their value; safety first as the whole
company is firmly conveyed to those under him/her.

» The supervisor maintains an attitude to go out to the operating site no
matter how busy he/she may be.

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~

Copyright © 20¢1 by Japan Nuclear Technology Institute
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Examples of Good Results found in
on-site Diagnosis (2/3)

Safety Assurance Behavior

* When faced with an unexpected or unfamiliar situation, workers stop and
report it to their supervisor, consult about what should be done and get reports
from those under them as well. After stopping operations , the reasons for
stopping are explained to those working at the site, as much as possible.

* On-site workers are encouraged to be proactive about reporting unsafe areas ,
operational near miss ,problems by section chief and division chief. In
result ,many needs, concerns that they have are absorbed.

* By providing partner companies with written details of these unsafe areas and
operational problems, or by having the construction supervisors discuss them,
mmformation on site safety is absorbed.

o\
JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety -~ Copyright © 2011 by Japan Nuctear Technalogy Institute é

Examples of Good Results found in
on-site Diagnosis (3/3)

Corrective Action and Resolution

» In investigations into the causes of problems, assigning blame and

issuing penalties is not the focus. Ascertaining the cause of the problem so as to
prevent a recurrence is what's important.

* Teachable problem examples are incorporated into manuals. This helps ensure
that the problems illustrated in the manual do not happen again.

* Simulation training using simulators incorporating similar elements to past
accidents and problems are used to give workers experience with handling such
situations.

* Even for small problems, those who were involved discuss all the facts.
Information exchange meetings are established to help reduce resistance to
sharing information about problems.
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2 Organizational Characteristics

with Good Practice

Common characteristics found in organizations
which produce good results in our assessments are,
° Clear safety policy and strong attitude to improve
by top management
* Strong resolve to instill safety deeply into on-site
operations
* Activities to close the distance between management
and on-site operations (including partner companies)
° Strong manager leadership and understanding and
consensus (followership) of site operators

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Copyright @ 2011 by JTapan Nucl

Notes on Safety Culture

self-assessment
Methods
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Example of a Safety Culture Seif-Assessment

Group dlscuss[on in-2ach department’s workplace

Workmg from the. input data ldentlfy |ssues and concerns from the self- ‘
' Uevaluation results - _ N S |mplement

acfivities to
foster safety .

JANTI-NTO-011-007 ~ Toward the excellent Nuciear Safety -~
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Method Selection

Mathed Advantages Disadvantages
Questionnaire Questionnaires allow the effective It is difficult to surmise the causes behind the
collection of large amounts of data. results because only general summaries of the
Since the evaluation results can be guestions are made. Minority opinions are not

summarized guantitatively, it is possible | taken into consideration.
to gauge changes in trends and compare
results relative to other plants.

Individual The interviewer can tailoring questions to | Data may be biased by the interviewer's or
interviews suit the interviewee's position, job, interviewee's disposition. Takes time and
location, etc., and the interviewer can money to obtain data.

probe the factors behind answers. Easy
o obtain candid opinions.

Safety Trends can be ascertained with Pls Pls themselves become the objective. May

performance because quantitative evaluations can be | deviate from the intent of the evaluation.

indicators (Pls) obtained.

and related

materials

Group discussions { Group discussions allow for the Opinions can be swayed by [eaders, and
exchange of safety culture issues and evaluation results tend to lose objectivity and
make it easier to reach consensus or hecome subjective. Group members may
decisions on those issues. overlook latent issues.

~ =

It is recommended that evaluation should be rely on multiple methods!
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Some Questions to Ask When Studying

(Selecting) Safety Culture assessment
Methods

» In view of the evaluation’s purpose, will the method
_col'lect valid dat'a ‘that wiII Ie’ad to imp‘rovements?

-"];Q_a:é'l'mply-?Conductlﬁg the evaluatlon’?

JANTI-NTO-011-007 ~ Toward the excellent Nuclear SafEty ~ Copyright © 2011 by Japan Nuclear Techuology Insticute
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Specific Signs of
Deteriorating Safety Culture (112)

e in a timely fashion
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Specific Signs of
Detenoratmg Safety Culture (2/2)

These are, in a way, the antithesis of safety culture principles

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Copyright @ 2081 by Japan Nuclear Fechnology Enstitute
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Indicators for Activity Effectiveness Evaluations

Different Types of Indicators

“Output indicators” called lagging indicators show the safety
performance in terms of measures of past performance eg.,
injury rates.

“Input indicators” called leading indicators monitor the processes
that are effecting and maintaining safety performance.
These are usually the implementation of management
processes and programmes which are designed to improve
and maintain safety performance.
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Examples of Indicators for Activity Effectiveness

Evaluations (1/4)

Principle |: Organization and Resource Management

Leading indicators .(F.’D) e : Laggmg mdrcators (CA )
Existence of mechanisms to incorporate into «"'Degree that actual conditions are reflected in
personnel evaluations the degree of orgamzational philosophies;. policies, and
participation in and confribution to safety declsmn—maklng processes (are opinions. and
activities; and the extant that the mechamsms wishes of employees conveyed to
are lmplemented . management?) ) .

«  Number of: people in management with + Extentthat. organlzatmnal phitosophies and

* significant fime-and: experience pnman[y in po[|ces raise’the safety-awareness and safe’
safety operatmns ceuA - practlces ofemployees

. _Numb_er of nqnc_onformltles and the‘_delay's'lo
. -plans’caused by incomect decisions

his-cu "culur'ﬁ'ére :mplem'enied
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Examples of Indicators for Activity Effectiveness

Evaluations (2/4)

Principle Ill: Work Management, etc.

'nsks) and the amount of |mprovement in
employee galisfaction and motivation due to

. Number of tralnl.nlg 5555|6ns on, for example, site patrols and uther rmprovement activities
_what ta [ook for durlng site’patrols™ ’ o :

Principle IV: Communications

|:Lagging.indicators (CA) -
: ate’ e Nurmber of: Ruman errors and fac|||ty non-- :
- ;cummumcatluns th_ L ttie company and conformities caused by a [ack of !
. - ‘management-led:cam s that Have - . commumcallons ke Sire
incofporated corh catiof results in o
concrete measures
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Examples of Indicators for Activity Effectiveness

Evaluations (3/4)

Principle V: Questioning and Learning Atfitude

Leading indicators (PD) - Lagging indicators {CA)
« Extent that external best practices and + ‘Number of occurrences of similar non-
preeminent-examples:on safety are utilized conformities that have not yet been
and incorporated in own safety management incarporated inte training of exarcises
operations -« Facilifies'or-mechanisms thal have not been
updated dué to stagnant improvement
activities

Principle VI: Awarehess of Latent Risks

‘Ledding indicators (PD)” """ | Lagging indicators (CA)
'« Exient that a database has been'constructed | + :Number of similar redccurring non-
" to unify risk.informaticn from various sources™ | . B 3 |t_|es for which the current measures
and that measures are lmplemented using the | - hav not been suﬁ'clenily verified
database- prlor to:work operatmns IERETEEY .
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Examples of Indicators for Activity Effectiveness

Evaluations (4/4)

Principle VIi: Organizatiocn Climate Conducive to Speakmg Freely

Leadmg indica tors (PD)

imp mentatlon for andllng em yee : “‘contribiute o thelr:work and find challengein

requests : ‘ " their work ‘
‘. Number of direct: dla[og sessions wﬂh top |« Extent of excess pressure and exhaustmn
executives abaut safety : caused by prooess delays elc.
' S " " |+ Prevalénice of a mood that condemns

: ;‘mlstakes

L L

Extent that employee awareness surveys, by means of third-party onsite surveys,
questionnaires, and interviews, are used to ascertain organizational trends,
and the extent that the survey results are incorporated into business plans and
drafts of improvement measures
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Improvements to JANTI’s
Safety Culture Assessment
- Methods

JANTI-NTO-011-007 ~ Toward the excellent Nuclear Safety ~ Copyright € 2011 by Japan Nuctear Technalogy Institute

Issues Found through Safety Culture
Assessments Onsite Diagnoses
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(1) Enhancements to Preliminary Surveys

Information, starting with information about the plant's activities to
foster safety culture, on overtime hours, age distribution, and the
plant's status, including incident information, should be gathered
and ranked beforehand, and then this information should be used
when specifying interview points and in analysis and evaluations.

Issue

+  Without burdening the operator, obtain and organize wherever
possible information about the plant’s activities to foster safety
culture and information on overtime hours and the age
distribution in the department fo be interviewed. Observe work
processes as necessary.

* Hold an interview policy meeting before the onsite diagnosis and
share the obtained information and safety culture questionnaire
results with all team members and identify questions and points
that should be extracted and probed in the interviews.

4L

Trial onsite diagnoses conducted in FY 2009

Response
guideline

JANTI-NTO-011-007 ~ Toward the excelfent Nuclear SBfEty -~ Copyright © 2011 by Tapan Nuclear Technology Tustitute

(2) Systemization of Interview Points

Issue Are interview points duly systemized along the seven safety
culture principles? -

Arrange 22 elements and their attributes connected fo the
seven safety culfure principles. Work on systemizing interview
points based on the arranged attributes. Devise interview
questions so the interviewee has a clear picture of what the
questions are asking.

Response
guideline

Systemization work is complete and will be applied in FY 2010
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(3) Verification of Minority Opinions

Issue Are important issues for the plant included in minority negative
opinions?

At the evaluation meeting looking at the onsite diagnosis resuits,
study™ minority negative opinions selected as needing verification
Regpo_nse and, based on requests by the operator, examine follow-up
guideline guestionnaires to verify whether these are substantial issues.

*Study minority opinions

Comprehensive examination of responses that suggest something substantial from their
tone, such as brazen answers or heated answers, responses that suggest an
awareness of a problem, responses that may contain latent majority opinions,
responses from people who are thought to be particularly perceptive about the plant's
situation, and responses considered important in terms of safety culture.

:"4 Q ;
JANTI-NTO-011-007 ~ Taoward the excellent Nuclear safety -~ Copyright © 2011 by Japan Nuclear Technology Tustitute @

Comparisoﬁ of IAEA’s
SCART and to JANTI’s
Methods
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Comparison of SCART and JANTI’s Safety Culture
Assessments (1/2)

SCART JANTI Safety Culture Assessment
[mp I::;;;tmg IAEA (regulatory side) JANTI (operator side)
Reqetriﬁts;mg Operators or countries (regulators) Operators
Assessment Six to eight reviewers (all from a Three expert interviewers
team different country} Six secrefaries
Duration Two weeks (on site) Three fo four days
Entire organization (generation, maintenance,
assistance organizations) Generation and maintenance
Targets Three classes (from managers {o line Three classes (at or below assistant manager level)
supervisors) About 30 o 42 people in total
About 80 people in total
IAEA Safety Culture JANTI Safety Culture
Assessment L o
tools 5 characteristics 7 principles
37 attributes (22 attributes)

JANTI-NTO-011-007

~  Toward the excellent Nuclear Safety ~
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Comparison of SCART and JANT/I’s Safety Cultui
Assessments (2/2)
SCART JANTI Safety Culture Assessment
* One characteristic per day
+ Confirm validity of results in a final
Other . . ) .
characteristics | Nterview with upper management = Ask all questions to all employees
* Resident regulatory official also
interviewed
. Data taken to JANTI where it is analyzed,
Report drafted on site '
~ Attibute assessments  Report provides positive poits, negative
Results — “Good Practices” ~eport p b P » Negativ
— R . points, and suggestions to improve negative
ecommendations .
« c o points for each of the seven safety culture
— “Suggestions I
principles
Follow ups Follow-up mission 12 to 18 months later Follow ups conducted periodically at the
request of the host

JANTI-NTO-011-007
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Fail-Safe and Feel-Unsafe
Fail-Safe

Mechanisms ensure the operating safety of

equipment or devices, even when there is a partial
failure or incorrect operation.

Feel-Unsafe

Equipment or device operators feel unsafe,

Sensitivity to ask “will we run the risk?” is
important, whenever something seems unusual.

Never judge based on excessive consideration and
mistake.

Source: Pr.Michio Yoshida, lecture at the 70th JANTT Safety-Promotion Visit
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Preface

The Japan Nuclear Technology Institute (JANTI) aims to promote and further
enhance the safety of nuclear power, focusing on five core areas - “Collection,
analysis, and use of information”, “Supporting the promotion of safety culture”,
“Promoting the development of consensus standards”, “Development of

technical expertise” and “Training nuclear engineers and preserving their
skills.”

In the area of promoting safety culture, JANTI conducts a wide variety of
activities including peer reviews, in which members visit member offices and
evaluate nuclear power safety from a specialist standpoint, safety culture
assessments, hosting seminars and running Safety Caravan visitations, and
providing study materials via e-learning and the Safety Culture Series of
booklets.

This, the eighth volume in the Safety Culture Series, is entitled “Thinking
Through Case Examples: How Can We Foster a Safety Culture?” It adopts a
new approach by selecting material directly related to the fostering of safety
culture from information on specific case examples obtained during Safety
Caravan visitations, seminars, and safety culture assessments, and providing
analysis of the case examples. )

It is our hope that this booklet will aid in group discussions, workplace
conferences, and training of new employees, deepen your understanding of
activities aimed at fostering nuclear power safety culture, and assist you in your
own safety initiatives and endeavors.

February 2011

Takao Fujie
President and CEO, Japan Nuclear Technology Institute
(p-2)
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Structure of this booklet and directions for use

In this booklet, JANTT’s seven principles of safety-culture are re-ordered in line with the

concept that safety culture is to be fostered in stages, and enumerated along with keywords, case
examples, commentary, and “Think about it!” discussion points.

* Keywords: Specific factors that are essential to each Principle.

* Case examples: Information on case examples gleaned from JANTI activities such as peer
reviews and Safety Caravans.

- Commentary: Summaries of lecture notes from Safety Caravans.

» Think about it!: Discussion points intended to raise each person’s awareness of issues through
group discussions and workplace conferences on the themes contained herein.,
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Introduction

Approach to Fostering a Safety Culture

While human behavior is to a large extent determined by social and organizational rules, or by
norms and common-sense principles that have not been codified as rules per se, it is unrealistic
to believe that the entirety of human behavior can be regulated by a manual.

For people involved in nuclear power to make appropriate decisions in afl manner of situations,
it is first of all essential for entire organizations to share the common value of safety as the
overriding priority, so that taking actions to ensure safety becomes second nature for everyone
concerned, and this norm is stably maintained over the long term. For this to occur, the attitude
that “safety is an overriding priority” must be instilled and entrenched as a shared value within
the organization, Also, the extent to which “safety is an overriding priority” has been instilled in
the organization must be checked on a regular basis by incorporating third-party perspectives,
and every step taken to ensure safety values are universally shared, including making
improvements when necessary, as safety awareness is said to go into decline from the moment
safety culture is thought to have been “achieved.” This lays the fundamental groundwork for
fostering of safety culture.

So what are the specific approaches used to make “safety is an overriding priority” a
fundamental and shared value within an organization, and keep it that way? First of all, the
organization must make an appeal to each of its members and work on a long-term basis to raise
awareness of safety issues. This entails implementing a wide range of safety activities (activities
aimed at fostering safety culture), but in this effort factors such as worker motivation, a
workplace environment in which people feel free to speak out, leadership of top management,

~ and effective communication within the organization, between different generations, and with
business partners and the community, play a vital role in propelling the activities forward.

The next approach is risk management that can recognize and counteract a decline in safety
culture before it occurs. Risk management means “feeling unsafe” at all times, and working to
uncover potential risks and take adequate preventive measures. It also means integrating
effective security mechanisms into everyday work duties, as well as revising operating
procedures and manuals, and estabhshmg and maintaining measures to enforce strict
compliance with rules. In addition, it is necessary to uphold an attitude of inquiry and learning
at all times, and to make positive use of negative information such as case examples of close
calls and near misses.

Finally, we must not forget that fostering safety culture means making steady, continuous efforts
now and on into the future, which means taking steps such as on-the-job training of younger
workers in order to hand down to posterity the skills and techniques essential to safety
promotion activities.

The above is a summary of JANTI’s outlook on fostering safety culture, based on the insights
gleaned from our activities thus far. The keywords in blue on this page will be discussed
individually in this booklet, with case examples and commentary given for each. We hope that
this booklet will further deepen your understanding of safety culture, and assist you in
your own safety initiatives and group discussions of safety issues.
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Chapter 1
Shared Values Placing Safety as the Top Priority

Keywords

+ Instilling and entrenching “safety is an Overriding Priority” as a shared value within the
organization

+ Checking the extent to which “safety is an overriding priority” has been instilled in the
organization on a regular basis b)} incorporating third-party perspectives

“Safety is an overriding priority” as a fundamental value means always putting safety first,
while continuing to uphold the fundamental business mission of administering nuclear
power-related enterprises in a smooth and trouble-free fashion, boosting plant performance and
providing products on schedule with consistent quality. This is of the utmost importance,
particularly now when series of accidents, incidents and problems have eroded public trust in

. the safety of nuclear power.

First and foremost, fostering a safety culture requires everyone concerned with an organization
to share the same fundamental values regarding safety. This means not only ensuring these
shared values pervade the entire organization, but also ensuring that each and every individual
has a clear recognition of the paramount importance of safety.

(p- 3)



Instilling and entrenching “safety is an overriding priority” as a shared
value within the organization

Case Example (1)

The code of behavior at Nuclear Power Plant A calls for “visiting the plant site” “holding
discussions,” and “making improvements,” and all management-level personnel make frequent
visits to the plant. Managers take the initiative in holding discussions with staff on-site,
identifying safety issues, and promoting activities to improve safety, all of which has the effect
of deepening mutual trust between management and on-site workers. As a result, on-site
workers give management high praise, saying “their enthusiasm for safety is palpable.”

Case Example (2)

When Employee B was operating Equipment C as usuval, an alarm sounded, and an abnormality
in one of the internal components was identified. In such a situation, standard operating
procedure would be to halt operation, report to a supervisor, and file a request for repairs with
the maintenance division. However, Employee B decided that it would be unacceptable to stop
the equipment and let the product being worked on go to waste, so he replaced the component
by himself, and as a result Equipment C had to be shut down for an extended period. If the
employee had put safety first and followed the correct procedure, the equipment could have
been repaired in a short period of time, but his erroneous judgment ended up exacerbating the
trouble and failing to fulfill the fondamental business mission of the facility.

Commentary
“Safety is an overriding priority” is the most important fundamental value on which safety
culture is fostered, and must underpin all activities. As described in Case Example (1),
management must take the initiative in instilling and entrenching this value within the

" organization, and must give in-depth explanations, show consideration, make improvements to
processes and address resource issues such as staff shortages, so as to uphold this value and gain
the understanding and confidence of all workers concerned.
To instill and entrench “safety is an overriding priority” as a shared value within the
organization, it is vital to foster a climate and establish a system in which everyone concerned
can unite and work together as a team.

Source / Reference: Lecture notes from the 98™ Safety Caravan Visitation

Think about it!

Does your workplace operate according to the policy that “safety is an overriding priority”™?
If not, why not?

Do you have all the resources (personnel, budget, capacity to handle processes) necessary for

safe operation?
If not, why? How can this issue be resolved?

(p. 6)



Checking the extent to which “safety is an overriding priority” has
been instilled in the organization on a regular basis by incorporating
third-party perspectives

Case Example (1)

At Business Location A, an organizational assessment was carried out by a third-party
institution, and when management read the report of this assessment they realized it was
radically different from the information they had obtained thus far through channels inside the
organization. It was clear that these channels did not necessarily adequately reflect the true
opinions of staff on-site. With this in mind, the management of Business Location A decided to
have organizational assessments carried out by a third-party institution on a regular basis, obtain
unvarnished commentary on issues at the work site, and make improvements accordingly.

Case Example (2)

At Business Location B, when checking the current situation, management endeavors to
incorporate viewpoints of people with other fields of specialization completely unrelated to the
industry in order to gain a more valid picture of the sitvation. For example, female workers or
people from other fields are sent along on safety patrols, and they have provided any number of
unique comments on things the people in the division itself would never have noticed.

Commentary

Checking the situation within an organization on a regular basis, gauging it accurately and
making improvements are indispensable for fostering safety culture. For this it is necessary to
create a climate in which the opinions of on-site workers and middle management are
consistently reaching the ears of top executives. However, people within an organization have a
_tendency to hold back or filter their true thoughts in consideration of one another’s feelings or
for fear of retribution.

As illustrated in the two case examples above, to gain an accurate picture of the situation it is
necessary not only to implement self-checks, but also to incorporate third-party perspectives,
and to let the observational powers of outsiders play a positive role in shaping one’s own
organization.

Source / Reference: Lecture notes from the 105 and 119 Safety Caravan Visitations

(1]

1. Incorporation of third-party perspectives -
MP

2. Self-contained group

MP

3. Self-contained group

MP

4. Self-contained group

5.

The MP (Migratory Person) system

In this system, people within a company regularly make the rounds of other divisions
(“migrating™), checking each division’s situation from an outsider’s viewpoint.

Think about it!
Are the genuine, unadulterated opinions of workers on-site reaching top management’s ears?
When checking the situation, do you incorporate third-party perspectives and feed them into the

7
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Chapter 2

Stimulating Workplace Environment

Keywords
* Keeping worker motivation high
* Creating a workplace environment in which people feel free to speak out

Now that we’ve discussed the importance of Shared Values Placing Safety as the Top Priority,
let’s consider “a truly vibrant and creative workplace environment in which people feel free to
speak out” and “making sure each member of an organization has a job worth doing.”
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Keeping worker motivation high

Case Example (1)

When young Employee A was inspecting a piece of equipment, Sectional manager B directly
oversaw his work and praised him, saying “It’s just like Supervisor C told me, vour work is
careful and thorough. Good job!” Employee A was happy not only because he was praised by
the sectional manager, but also because he realized that his supervisor was monitoring his work
and recognizing his efforts day to day. This is an example of how Sectional manager B
consistently observes his subordinate A’s work performance, notes the areas in which he excels,
and finds good opportunities to compliment him on them.

Case Example (2)

Mr. D is not satisfied with his job. He feels that “I have heavy responsibilities, but my
day-to-day work is monotonous, and my evaluations from my superiors get no better no matter
how well I do. What a dull job!” Looking at people in other divisions, his impression is that
“those people have jobs where it’s easy to produce good results and get positive evaluations.
I’'m jealous.”

Commentary .

Worker motivation is an indispensable element of safety culture.

To boost the motivation of subordinates, it’s important not to take it for granted that they do
their jobs well — instead, superiors must take an interest in their subordinates and approach them
directly on the job to express gratitude and give encouragement, thereby broadcasting the
message that superiors are paying attention and watching over them, Also, it’s important to

- remember that factors such as clarifying the goals and significance of each job, effectively
delegating duties and authority, spicing things up with variety, and allocating adequate time for
tasks have a strong influence on subordinates’ motivation. Meanwhile, on an individual level the
goal is for each worker to be satisfied with his or her job, feel it is worth doing and have a sense
of professional pride. If workers are dissatisfied, they will be less motivated, and this could even
have an adverse impact on safety. Don’t be content with the status quo, but continually strive to
make improvements, and to recognize the significance of each task and action, so as to
acknowledge jobs well done and achieve an appropriate level of self-esteem.

Source / Reference: Lecture notes from the 113™ Safety Caravan Visitation and 18% Managers’ Seminar

Think about it!

Do you praise your subordinates effectively? (Do your superiors praise you enough?)
Do you or your team have an appropriate level of self-esteem and professional pride?
Do you endeavor to boost the motivation of your subordinates or colleagues?

If things are not going well, why do think this might be?
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Creating a workplace environment in which people feel free to speak
out

Case Example (1)

Mr. B, a young employee in the Power Generation Division, noticed something in his workplace
and reported it to Sectional manager A, only to be told, “Yes, OF COURSE that’s how it’s
done!” After that, Mr. B was afraid to speak up, and hesitated to report anything to Sectional
manager A. Noticing what was happening, Sectional manager A regretted his snapping at Mr. B
and other employees, and has since become much more receptive to what his subordinates have
to say — to the extent that they even consult him on private matters.

Case Example (2)

At Business Location C, there are monthly study sessions where employees study material
related to their own job duties. Older, highly experienced employees adopt the role of lecturer at
these sessions, and they intentionally give mistaken explanations which the listeners identify
and correct. Having such sessions on a regular basis not only creates a climate in which
members feel comfortable pointing out one another’s mistakes, but also helps the session
participants to remember the material they studied clearly.

Commentary

A workplace where people cannot express themselves freely is a highly hazardous one.

As described in Case Example (1), superiors’ behavior can make subordinates afraid to state

their opinions. On the other hand, as described in Case Example (2), unique training activities

can create an atmosphere in which people feel comfortable pointing out one another’s mistakes
" on a day-to-day basis.

Fostering safety culture means working to realize an open workplace environment in which

people can take the initiative in saying what’s on their minds without fretting about what the
- boss will think or having to rely on others. This can be accomplished through managers
optimizing the authority gradient within their teams and maintaining a workplace climate in
which people are alert but not stressed out, as well as listening open-mindedly to subordinates’
or colleagues’ opinions and observations and honing their ability to make appropriate
judgments.

Source / Reference: Lecture notes from the 113™ Safety Caravan Visitation and 18™ Managers’ Seminar
Think about it!
Are you able to say what’s on your mind in a timely fashion?

If not, why not?

Do you listen carefully to other people’s opinions and observations?
If not, why not?

10
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Chapter 3
Leadership

Keywords
* Workplace safety activities directly led by management
* Clear statements from top executives to the effect that “safety is the overriding priority”

To ensure everyone in an organization recognizes safety as the overriding priority, leadership by
top executives and managers is required in addition to factors such as motivation and a
stimulating workplace environment.

11
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Workplace safety activities directly led by management

Case Example (1)

In the operating division of Power Plant A, the manager calls together the members of his
operating team for frequent meetings and actively encourages them to follow the “Ho-Ren-So”
(reporting, communication, and consultation) policy so as to nip erroneous decisions and
irregularities in the bud. Also, in post-work meetings, all the members including the manager
himself are asked their opinions on pertinent topics, and asked to reflect on whether particular
judgments or actions were appropriate. As a result, all the members are in the habit of thinking
seriously about whether each course of action is really the best possible one.

Case Example (2)

In Section C of Business Location B, there was no clear division of duties that are shared among
multiple divisions, and as a result there was a situation where equipment failure looked
imminent. After Employee D reported this to a superior, the superior called together all
members of relevant divisions to clarify division of duties and delegation of authority.
Afterwards, Employee D was not only able to have peace of mind on the job, he also gained
confidence thanks to being delegated authority.

Commentary

Managers who bridge the gap between workers on site and top executives play a central role in

ensuring workplace safety. As they act not only as vertical channels of communication within

the organization, but also as horizontal channels with connections to partner corporations and so
- forth, it is vital for these managers to show leadership in safety activities.

As shown in the two case examples, when managers show direct leadership with a stance and

actions that place top priority on safety, workplace safety activities become more meaningful

Managers’ strong will and firm leadership, including clarifying division of dutles is vital for

fostering safety culture.

Refer to the “PM theory” outlined in the column on page 13 for more specifics on what is

expected of managers.

Source / Reference: Lecture notes from the 18™ Managers® Seminar

Think about it!
Are workplace safety activities in your organization directly led by management?
Are managers’ strong will and leadership apparent?
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Clear statements from top executives to the effect that “safety is the

overriding priority”

Case Example (1)

The head of Power Plant A exhibits strong leadership, visiting the work floor every day to
interact with plant employees and staff from partner corporations, displaying his own
commitment to safety, keeping track of problems and setting forth clear policy directions.
He also responds positively to requests made by employees at meetings, and views boosting
employee motivation as one of his most important tasks.

Case Example (2) .

At Power Plant B, the company’s attitude toward safety has recently shifted. Employee C has
noticed this change, noting that “recently sufficient budget and personnel are being assigned to
safety activities. We can feel comfortable submitting proposals for improvements, and responses
come quickly. This is a great place to work!” This employee gets a strong sense that the
company is firmly committed to safety.

Commentary :

The clear and powerful leadership of top executives is a critical factor in fostering a safety
culture. As described in Case Example (1), making proactive and easily understandable
statements on safety policy is a must. Top executives also need to interact with staff, lead efforts
to cultivate an organizational climate in which people can speak their minds, and encourage
employees to think and act on their own initiative.

" Also, as described in Case Example (2), it is vital for top executives to ensure support for each
individual is provided on an organizational level, by giving the “safety first” policy concrete
backup such as resources and personnel,

Source / Reference: Lecture notes from the 14™ Managers® Seminar and 115" Safety Caravan Visitation

Think about it!

Is top management’s unwavering dedication to safety clearly apparent?

Do you feel there is a divergence between the company’ policy on safety and actual workplace
practices?

If so, what makes you feel this way?

13
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PM Theory

What kind of people make effective leaders who maximize their subordinates’ talent and
dedication? Here we will attempt to answer this question based on the “PM theory” advocated
by Professor Juji Misumi, a weli-known scholar of leadership.

The PM theory posits two types of behavior, “P-oriented” and “M-oriented,” that are required of
leaders. “P” is for “performance,” in other words behavior aimed at meeting business targets,
and “M? is for “maintenance,” or behavior aimed at unifying a group of people or maintaining
relations with other people. Here are some specific examples:

[Examples of P-oriented behavior]

Giving instructions calmly when trouble breaks out.
Having sufficient specialized knowledge.

Pointing out subordinates’ failings on the job.

[Examples of M-oriented behavior]

Praising subordinates for their efforts.

Staying attentive to subordinates’ feelings and keeping them focused.

Making small talk with subordinates during breaks and being attentive to their personal issues
as well.

The graph at right shows the P-oriented and M-oriented behavior of bus company executives,
expressed numerically and plotted. First of all, look at the arrow on the graph. The further it

- extends to the upper right, the more optimal leadership was being exhibited in terms of both “P”
and “M” behavior (PM). Meanwhile, the further it extends to the lower left, the more inadequate
both “P” and “M” behavior were, indicating that the subject is not exhibiting leadership as
desired or not meeting the expectations of subordinates (pm).

[]

.M Degree to which group-maintenance behavior is exhibited
2.P  Degree to which target-meeting behavior is exhibited

3. Accidents occur
pm

4. No accidents
PM

When this arrow is cross-referenced against the frequency with which accidents occurred on the
watch of each bus company executive, it is evident that accidents did not occur under the
jurisdiction of those executives that exhibited superlative leadership. At the same time, on the
lower left where the executive’s leadership, in other words the influence of the supervisor on his
subordinates, becomes weaker, a large number of accidents occurred. These findings reveal that
improved leadership has a vital role to play in reducing the number of accidents.

We can think of superlative leadership as understanding the characteristics of “P-oriented” and
“M-oriented” behavior and knowing the appropriate approach to take depending on the

situation.

Source / Reference: Lecture notes from the 100™ and 105" Safety Caravan Visitations
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Chapter 4

Fluid Communications

Keywords
* Enhancing commumication within the organization
Barriers within organizations exist
+ Making active efforts to interact with one another regardless of age group
* Enhancing communication with partner corporations
Building communications infrastructure
» Taking the initiative in interacting with the local community

Communication is an indispensible element of leadership, of shared values placing safety as the
top priority, and of shared awareness of risks.. Organizations must always maintain fluid and
open communications within the organization, with partner corporations and other external
organizations, and with the general public.
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Enhancing communication within the organization
Barriers within organizations exist

Case Example (1)

CAP (Corrective Action Program) meetings are held at Business Location A every morning, and
all employees may attend, ensuring that all information that ought to be shared including
information on irregularities and process modifications reaches everyone without exception.
Thanks to these meetings, Employee B can easily stay abreast of what’s happening in other
divisions, and has also made it a habit to present negative information on his own initiative.

Case Example (2)

At Power Plant C, there is insufficient communication between the power generation and
maintenance divisions, and this has already led to equipment failures in the past. In response to
this situation, and under instructions from his section manager, Employee D always makes sure
to have a face-to-face discussion with relevant personnel before performing tasks that straddle
multiple divisions.

Commentary

Communication is a vital factor, indispensable to fostering a safety culture. As illustrated by the
two Case Examples above, there is a need to enhance communication through a wide range of
initiatives.

Anyone can relate to the difficulty of communicating effectively within an organization. Don’t
forget that even members of the same organizatio, if they have different backgrounds including
age, rank, division, or area of specialization, may talk at cross purposes due to discrepancies in

* their values and way of thinking. What is common sense to you, may not be common sense to
everybody. Be sure to recognize this, and talk together to avoid misunderstanding of the
contents of instructions or the intent of remarks, so as to maximize the quality and precision of
communication,

Source / Reference: Lecture notes from the 100™ and 105" Safety Caravan Visitations

Think about it!
Do you enjoy full and effective communication with other divisions?
If not, why not?

Do you adequately recognize the fact that “what is common sense to you, may not be common
sense to everybody™?
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Making active efforts to interact with one another regardless of age

group

Case Example (1)

Staff at Power Plant A have put together a file containing a wide range of useful know-how.
However, younger employees make little effort to use and learn from this file. Meanwhile,
veteran employees adopt an attitnde of “Just watch me and learn how it’s done, kid!” As a result,
younger workers are hesitant to ask the long-time employees questions, and fail to glean
valuable information from them. There is an overall failure to communicate.

Case Example (2)

At Business Location B, Mr. C was a newly hired employee who tended to shut himself off
from superiors and co-workers. Mr. D, a more experienced worker, was troubled by Mr. C’s
isolation. One day, Mr. D decided to try out the hobby he had heard Mr. C was fond of, and later
brought up the topic, telling Mr. C how much he had enjoyed it. This created an opportunity for
the two of them to talk about a topic of common interest, and they gradually came to converse
more and more.

Commentary '

Handing down skills and techniques to posterity is vital for the maintenance and advancement
of an organization’s technological strength. If there is insufficient communication among
employees of different generations, as described in Case Example (1), skills and technigues may
not be handed down. To achieve full-fledged communication regardless of age, both younger
and older employees must acknowledge the differences in their values, and make every effort to
- find common ground.

One effective way to do this is for people of different age groups to interact away from the
workplace and start getting to know one another better, as described in Case Example (2). A
sense of unity pervading the organization can be encouraged througlh hobby clubs and circles or
volunteer activities.

As for on-the-job communication, veteran employees must be absolutely sure to avoid the
mentality of “younger employees are novices, I’ve got to teach them what’s what.” Younger and
older employees must approach tasks side by side as partners. For this it is necessary for the
more experienced employees to see things through newer employees’ eyes, then gradually raise
the level of discourse, gradually and patiently educating them without looking down on them.
Meanwhile, younger employees must not forget to speak politely and act properly, making it
fulfilling and rewarding for veteran employees to train them.

Source / Reference: Lecture notes from the 103™ Safety Caravan Visitation and 18" Managers’ Seminar

Think ahout it!
Are there opportunities for younger and older members of your organization to interact?

Do members of your organization mutually acknowledge the differences in their values and
mentality?

17



.17
Enhancing communication with partner corporations
Building communications infrastructure

Case Example (1)

At Power Plant A, staff of partner corporations are brought along on patrols and take part in
other activitics so that they feel the plant is their plant as well, and the sense of ownership and
responsibility takes root and flourishes. This helps to achieve a positive work environment and
encourages employees to take pride in their work.

Case Example (2)

Mr. C, an employee at Power Plant B, pays frequent visits to the offices of a partner corporation
and gets various reports. From time to time, he listens to staff complaints and concerns in the
smoking room and gets valuable information straight from the source. One day, when he had to
visit the partner corporation to make a request that was difficult to ask for, they happily acceded
to the request and even told him he hadn’t needed to bother coming all the way to ask for it in
person.

Commentary :
On many work floors, much of the actual work is performed by employees of partner
corporations, and communicating with them is essential to ensuring safety. However, the
multi-layered structure of organizations often leads to inadequate exchange of information.
Even if there is a system for one-way conveyance of information in place, in many cases people
do not share a correct understanding of the situation on both ends, and this is one factor

- confributing to accidents and problems.
The two case examples described situations in which staff of partner corporations are seen as
“equal partners” sharing in the work without undue concern for contractual particulars, with
communication actively emphasized to as to build a full-fledged communication infrastructure
in which messages are sure to get across when needed. It is vital that such networks of
communication include everyone involved, and that all work together as partners sharing the
common goal of safety.

Source / Reference: Lecture notes from the 103™ Safety Caravan Visitation and 18" Managers’ Seminar

Think about it!
Do you make active efforts to interact with people from partner corporations and cultivate a
positive relationship?

Do you think of relationships with partner corporations and other relevant institutions as an
“equal partnership™?
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Taking the initiative in interacting with the local community

Case Example (1)

Employee B from Business Location A attended a workshop on ethics for engineers which
illustrated its points with a case example of an accident involving a particular product, with
workshop participants analyzing.and discussing the causes of the accident. Through this
experience, Employee B came to think about things from the perspective of the product’s
manufacturers, users, local governments and other concerned parties, and learned about
safety-related problem solving and risk management. Looking back on the workshop, Employee
B says “We had very meaningful discussions. I learned not to take a one-sided view or force one
set of values on anyone, but rather to look at things from a variety of viewpoints including those
of people in the local community. It was a great experience.”

Case Example (2)

Representatives of Power Plant C pay visits to every household in the vicinity and interact
directly with local people, aiming to put a human face on the plant and gain the acceptance of
people living nearby. One day when out paying visits, Employee D was pleasantly surprised to
receive heartwarming words of encouragement from people in the community. Since then,
Employee D tries to visualize what would make people in the surrounding community the
happiest when carrying out his duties on the job.

Commentary

Building a positive relationship with society is an important challenge for the nuclear power

- industry. At the core of this lies the problem of “nuclear engineers lacking sufficient
understanding of the anxieties and concerns of ordinary citizens.” First of all, it is vital to
recognize these anxieties and concerns, and to bridge the gap between the industry and society
by reforming the mentality of people in the industry through training as described in Case
Example (1).

Currently, a large number of nuclear power plants are endeavoring to interact with local
communities as described in Case Example (2). However, these efforts will not achieve the goal
of closing the gap between plant and community if employees have the attitude that they “are
being forced to take time out from their busy schedules for this activity.” To eliminate this
mentality of “being forced to” do it, it is necessary_to boost motivation to participate through
direct involvement by top executives and other organizational-level efforts.

Source / Reference: Lecture notes from the 104" Safety Caravan Visitation and 18" Managers’ Seminar
Think about it!

Do you have sufficient understanding of the anxieties and concerns of people in the local
community?

Do you enthusiastically take part in efforts to interact with the local community?
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Chapter 5
Recognition of Potential Risks

Keywords
* Uncovering potential risks and addressing them effectively
» Sharpening perceptiveness and “feeling unsafe” at all times
When you think “uh-oh!”, it should be a red light

Consideration of potential risks is a critical element of safety. Now that we’ve discussed
leadership and communication, let’s move on to “recognition of potential risks,” which plays a
major role in ensuring safety.
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Uncovering potential risks and addressing them effectively

Case Example (1)

At Power Plant A, TBM (Tool Box Meetings) are held prior to starting work, and employees
work with members of partner corporations to weed out hazards. Potential risks are also
enumerated on a “risk manage_mént sheet” and shared with partuer corporations at preliminary
study panels. At these times, every attempt is made to ensure memorable communication is
made and all related personnel fully grasp the important points. Strategies include actively
seeking and listening carefully to participants’ opinions, verbally confirming what the speaker is
secking to communicate, adopting effective ideas and putting them to work right away, and
incorporating jokes to make the participants laugh.

Case Example (2)

At Power Plant B, everyone brings a digital camera on to the work floor so they can photograph
any potentially hazardous situations they see and post the pictures on the wall. Once photos are
posted, other staft view them and sign them if they agree the situation poses a potential risk.
Once five people have signed, the situation is dealt with on a priority basis. This initiative
allows everyone to recognize hazards and pinpoint potential risks, and to share individuals’
realizations and perceptions throughout the entire organization.

Commentary

Risk assessment plays a crucial role in the pre-emption of accidents and problems. Potential

- risks must be clearly identified, analyzed and assessed before actual work begins, and measures
taken in accordance with the importance of the risk. It is also essential to prevent accidents and
problems by learning humbly from case examples from other companies and other industries.
We must never forget that these case examples are not “somebody else’s problem,” but mistakes
that we ourselves must learn from.

Source / Reference: Lecture notes from the 18™ Managers’ Seminar and 113" Safety Caravan Visitation

Think about it!
Do risk assessments play a useful role in stream!ining and rationalization efforts?

Are all relevant personnel made aware of identified risks and other important information at
pre-work TBM?

Do risk assessments lead to adoption of substantial measures and verification of their
effectiveness? If not, why not?
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Sharpening perceptiveness and “feeling unsafe” at all times
When you think “uh-oh!”, it should be a red light

Case Example (1)

At meetings held every morning at Power Plant A, staff make one-minute speeches on safety.
These cover topics ranging from on-the-job occurrences to close calls and near misses their
private lives, and as each employee has to make a speech once a month or so, they are
continually searching for material for their next speech. This naturally helps to sharpen their
awareness. In addition, talking about their experiences in front of others helps to ensure the staff
share common awareness of and perspectives on hazards.

Case Example (2)

Activities for younger employees at Business Location B include joining in patrols with senjor
officials and training aimed at boosting perceptiveness. These are aimed at cultivating sharp
awareness of abnormalities and keen perceptiveness. They also share things they have noticed
about close calls and near misses that could lead to accidents, and undergo visualization training
so as to pick up on potential accidents in the making.

Commentary

Nipping accidents and problems in the bud requires sharpening perceptiveness so as to

recognize abnormalities right away, and avoiding being lulled into a false sense of security. In

other words one should to some extent “feel unsafe” at all times. In the two examples,
“employees sharpen their perceptiveness by intentionally maintaining this sense of feeling

unsafe.

Employee education, on-the-job training and hands-on experience are necessary for sharpening

perceptiveness. The more knowledge and experience employees have amassed, the more

abnormalities they will be able to identify.

Source / Reference: Lecture notes from the 92™ and 105™ Safety Caravan Visitations and 18" Managers’
Seminar

Think about it! N

On the job, do you “feel unsafe” to an appropriate extent day to day?

Do employees share things they have noticed about safety with others in the workplace, or
otherwise take steps to create an environment where abnormalities will quickly be noticed?
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Chapter 6

Safety Assurance Frameworks

Keywords
* Rethinking manuals and how they are used
+ Building frameworks for compliance with rules
+ Effective upkeep of rules

To foster a safety culture, it is vital to understand the policy that “safety is the overriding
priority,” to construct safety assurance frameworks based on this understanding, and to put them
into practice on the job.

It is also important to consider that interpersonal communication and risk recognition are

inextricably intertwined with the manuals and rules on which safety assurance frameworks are
based.
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Rethinking manuals and how they are used

Case Example (1)

A manual at Business Location A contains blank spaces for writing in key points, techniques,
hunches and so on based on experience and knowledge gained on the job, which can be used as
a tool for workers to answer questions at pre-work TBM, etc. Other manuals, as well, contain
photographs and illustrations for easy visualization, which are effective because they harness
the sense of sight to aid understanding and allow workers to compare the manual’s contents with
actual equipment on site. '

Case Example (2)

At one of B Co.’s construction sites, “work behavior observation” was carried out to determine
whether work was proceeding according to the manual. This observation was used to aid the
process of making a user-friendly manual that elicits a positive response from workers by
pinpointing factors that interfere with work efficiency and safety, and to come up with proposed
improvements. During the observation, problem behavior was pointed out on the spot, while
good practices were publicized within the company.

Commentary

In recent years, manuals and checklists have become bloated and complicated, causing problems
in the workplace. Workers are not confident in their ability to understand the entire manual, and
confusion may ensue.

In Case Example (1), attempts are being made to create a highly effective manual that can be
used at TBM, ete. by writing useful information in. Case Example (2) describes efforts to make
a user-friendly manual based on close assessment of the work site situation.

- Manuals should be made with the workers who use them on site in mind.

Source / Reference: Lecture notes from the 119™ Safety Caravan Visitation

Think about it!
Are manuals being revised and updated appropriately?
Is every attempt being made to make and use manuals based on the workers’ perspective?
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Building frameworks for compliance with rules

Case Example (1)

At Business Location A, staff observe one another’s behavior, and people who violate rules are
given yellow cards like in a soccer game. This system encourages compliance with rules. On the
- other hand, people who make a positive contribution to safety are given “green cards,” and
when they accumulate a certain amount, they have their photo posted on the plant wall as a
“Safe Person.”

Case Example (2)

At a chemical plant run by B Co., a system known as the “tag rule” has been introduced. This
entails employees pointing out violations of rules to one another. The person whose violation
was pointed out is “it,” and remains “it” until they find another violator and “tag” them by
notifying them of their violation.

In addition, all members have “thank you cards,” which they give to the people who point out
their violations. Every six months the number of cards collected by each person is tabulated, and
the person who has collected the most cards receives an award.

Commentary

Ensuring thorough compliance with rules means relying not only on reminders, training, and
individual motivation and awareness, but also introducing frameworks within which rules will
naturally be followed. The two case examples given above involve mutval monitoring of
compliance in a “game” format, leading to a workplace environment in which rules are naturally
followed.

It is also important to examine the rules themselves. Rules that are too difficult to follow lead to
- the creation of “alternate rules” and rule violations. A good rule must be realistic, logical and
easy to understand, so that its fairness is acknowledged by the people who are being asked to
follow it. Their approval should be sought before the adoption of the rule is finalized.

Source / Reference: Lecture notes from the 109" and 119" Safety Caravan Visitations

Think about it!
Do you implement any unique activities aimed at ensuring compliance with rules?
Are there rules in your organization that are difficult for anyone to follow?
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Effective upkeep of rules

Case Example (1)

When Mr. A, a younger employee, looked at the work manual, he found an item that he couldn’t
understand the basis of. When he asked Mr. B, a more experienced employee, about it, he
learned that it referred to training related to a past accident, and finally he understood it. This
indicates that when putting fogether such manuals, it is important to explain things in a manner
understandable to younger staff who may not know the background behind it.

Case Example (2) :

At Chemical Company C, there were numerous comments from employees to the effect that

. “there are too many rules for us to follow them all.” As a result, the rules themselves were
changed. For example, the rule that “all employees must carry pH test strips with them when
making rounds on the work floor” was abolished, and instead test strips were placed at various
sites. As for the rule that “during construction work, it is absolutely forbidden to enter roped-off
areas,” it was impossible to get around the site if the rule was followed, and so it was not
actually followed. For this reason the rule was changed to from “no entering roped-off areas” to
“be absolutely sure to ascertain safety before passing through.” Company C managed to reduce
the number of rules in this way, by gaining a firm grasp of the real situation on the work floor.

Commentary :

Just as equipment needs to be inspected regularly, rules require upkeep as well.

In addition to ensuring everyone knows and follows the rules, it is important to conduct

“know-why” training to ensure everyone knows WHY it is important to follow the rules. If

people understand why rules exist, they will want to follow them of their own accord, and will
- be more likely to notice small irregularities and be able to deal effectively with situations that

may arise.

Upkeep of rules also requires checking whether individual employees follow the rules, and

making assessments. People will be more motivated to follow rules if they are praised when

praise is due and penalized when penalty is due. Regular “scrapping and building” should be

implemented, and inappropriate rules should be updated or abolished as needed.

Source / Reference: Lecture notes from the 109" and 119" Safety Caravan Visitations
Think about it!

For each individual rule, do you have a correct understanding of why it is necessary?
Are rules being subjected to “scrap and build” when appropriate?
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Column 2

Understanding human nature

Why do people sometimes ignore manuals and violate rules? Let us examine these
safety-threatening behaviors from the point of view of human nature.

When rules are violated, it may be for one of the following reasons:

(1) The person is not aware of the rule.

(2) The person does not correctly understand the rule.

(3) The person disagrees with the rule.

(4) Nobody else follows the rule either.

(5) Breaking the rule does not result in a warning or penalty.

(6) The benefits of breaking the rule outweigh the disadvantages.

Reasons (1} and (2) can be addressed through training that ensures everyone knows and
understands the rule. But how about reasons (3) through (6)? It is necessary to take measures
that take human nature into account when dealing with these cases, where someone understands
the rule but intentionally violates it.

Social conformity
The figure below illustrates the findings of a questionnaire on rule violations given to the
general public.

[B4] [FFETHE Y ]
LA

" I follow rules because those around me do
(Social conformist type)

2.B
I follow rules when it suits my purposes
(Self-centered type)

3.C

I seek to understand rules and follow them my own way
{(Merit-minded type)

4.D

I follow rules to the letter
(Rules-for-rules’-sake type)

5. Follows rules roughly and flexibly

6. Places importance on actions of those around
7. Places importance on own needs

8. Follows rules closely and precisely

This survey posits two axes, the “degree of flexibility in following rules” and the “degree of
influence from others,” from which the following four patterns are extrapolated.
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A: Follows the rules because those around are doing so (Social conformist type)

B: Regardless of whether or not those around are complying, always places own needs
before the rules (Self-centered type)

C: Pays attention to whether those around are complying, but follows rules based on own
understanding and approval of them (Merit-seeking type)

D: Regardless of whether or not those around are complying, always follows rules
scrupulously (Rules-for-rules’-sake type)

The responses to the questionnaire show that the social conformist “Type A” accounts for over
half of the total. This is a classic case of social conformity, one of the basic characteristics of
human nature, at work. Human beings are generally social animals living in communities, and
as such have a tendency to conform to others’ behavior and opinions.

For a specific example, think of the illegally parked bicycles one often sees outside train
stations. While recognizing that parking a bicycle there violates a rule, people tend to think
“everyone else is doing it, so I will too.” This is simply human nature. On the other hand, if
there is not a single illegally parked bicycle, people will hesitate to park a bicycle illegally on
their own. When those around are strictly complying with the rules, it creates an atmosphere in
which each person complies with them as well, and discourages violations.

The path of least resistance '

The principle of “the path of least resistance” is also highly relevant to rule violations. Humans
instinctively seek to finish tasks quickly, take it easy, and avoid unpleasantness. For this reason,
when trying to achieve a goal, we tend to select the closest, the fastest, and the least resistant
tools and methods, in other words we seek to expend the minimum of energy and select the
easiest option. This is “the path of least resistance.”

- Let’s go back to the example of illegal bicycle parking. In general a proper designated bicycle
parking area is available a short distance from the station. However, we will expend less energy
it we park our bicycles near the ticket gate rather than in a bicycle parking area some distance
away. For this reason, people continue illegally parking their bicycles despite knowing it is
prohibited, because it’s “easier.” Rule violations occur because the advantage gained (minimal
expenditure of effort) makes it worthwhile to violate the rule.

As this example illustrates, human beings are born with innate tendencies that make them liable
to ignore manuals and violate rules. With this thought firmly in mind, it is crucial to foster
understanding of the necessity of following rules and manuals through “know-why” training, etc.
It is also necessary to cultivate an atmosphere in which following the rules becomes second
nature, through initiatives that make effective use of humankind’s social conformist tendencies,
such as the “yellow card” system described above.

Source / Reference: Lecture notes from the 119" Safety Caravan Visitation
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Chapter 7

- Attitude of Organization and Individuals

Kevwords
+ Establish and maintain a stance of inquiring and learning about safety
+ Make effective use of information on close calls and near misses to push for improvements

+ Ensure that the skills and techniques of long-timers are handed down to younger employees
When it comes to frameworks for safety assurance, it is not acceptable to rely on the status quo.

People must always question safety issues, learn, and take responsibility for making corrections,

not only as individuals, but also as an organization.
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Establish and maintain a stance of inquiring and learning about safety

Case Example (1)

Mr. A, a work group leader, feels that young employees nowadays lack a sense of
inquisitiveness about work procedures. He thinks it’s because “if an inspection went well last
time, it will probably go well next time, and things have been getting busier lately, so if they just
follow pre-determined procedures they can avoid being scolded by the boss. What’s more, even
if they make a suggestion about how things could be improved, they won’t earn praise for it,
and instead will have an increased workload as they’11 be asked to come up with a solution to
the problem.”

Case Example (2)

Mr. B checks system diagrams himself before starting work on something, and makes sure he
understands the basis of work procedures. Particularly when preparing for a task that he’s
tackling for the first time, after a long hiatus, or with a modified approach, he makes sure to
lock up case examples of past failures and specifications and to double-check the work
procedures. In addition, he never neglects fo ask the workers if everything is all right to ensure
no team members are suffering from health problems and everyone understands the procedures.

Comumentary '

Learning attitudes (attitudes of questioning safety issues, learning, and taking
responsibility for making corrections) are vital for the fostering of a safety culture. In
Case Example (1), it appears that such attitudes are lacking among younger workers.
Workers will not be able to deal with unexpected situations when they occur without

. understanding the necessity for each process, taking an interest in the reasons behind
things, and comprehending procedures correctly. Even when they are accustomed to a
work procedure, workers should adopt a pro-active attitude towards safety by learning
about the procedure in depth and asking more experienced employees about points they
have difficulty understanding.

Source / Reference: Lecture notes from the 18™ Managers’ Seminar

Think about it!
Do you continually ask questions and learn new things about work methods and mechanisms?
If not, why not?



(p. 30)
Make effective use of information on close calls and near misses to push

for improvements

Case Example (1)

A great many employees at Business Location A feel that “being responsible for a near miss or
close call is embarrassing, and what’s more we’ll be penalized,” so they want to avoid doing so
at all costs. For this reason, a unique system involving “hypothetical close calls and near
misses” has been introduced. Employees can stop worrying about being held responsible, as
they can preface their reports with “This is just a hypothetical situation, but...” What’s more,

- they report not to their direct superiors, but to a specially established Close Call and Near Miss
Office, so people reporting information feel comfortable. Upon reporting information, they are
told “Thank you. Please contact us again,” making them glad they decided to report it.
Employees feel comfortable coming forward thanks to this system which recognizes that it takes
courage to report a mistake.

Case Example (2)

Chemical company B Co. has identified all kinds of potential risk factors including close calls
and near misses on various work floors, and is working to reduce them. Since this program was
launched eight years ago, 6,787 proposals have been made, and training sessions and
improvements to work procedures and environments have already addressed 89% of these. The
entire company is working together to achieve a workplace environment where work can be
done with a maximum of ease and a minimum of human error.

Commentary

_ According to Heinrich’s law, actual accidents and problems are the tip of the iceberg, and there
are many, many more near-accidents and close calls. It is thus vital to make effective use of
information on close calls and near misses to implement improvements and nip accidents and
problems in the bud. The two case examples describe workplaces where information on close
calls and near misses is being collected with the above principle in mind. Safety activities are
always in danger of turning into mere facades or routines. The way to prevent this is for
everyone involved to think of safety as their own responsibility, and to make effective use of
information on close calls and near misses and run them through the PDCA cycle so that fresh
activities are always underway.

Source / Reference: Lecture notes from the 101%, 106™ and 119™ Safety Caravan Visitations and 18
Managers’ Seminar

Think about it!

Are effective mechanisms in place to facilitate reporting of information on close cails and near
misses?

If not, why not?

Is information on close calls and near misses being put to good use?
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Ensure that the skills and techniques of long-timers are handed down to

younger employees

Case Example (1)

At Business Location A, younger employees and long-timers form pairs and patrol the work
floor. At these times, the older employees do their best to impress their juniors with their skills
and techniques. They also tell stories about mistakes and point out where they happened to give
a sense of the here and now, ensuring that their partners go away with a vivid impression.

At the same time, the younger employees carry digital cameras and use them to photograph
points of interest, then prepare reports including these photos and what they learned from their
elders. These reports are used as a means of exchanging information at study sessions for
younger workers, and thus the insights of veteran employees are passed down to as many of the
young generation as possible.

Case Example (2)

Business Location B has introduced a “Skills Program” and “Key Person Program” in which
skilled and technically apt veteran employees certified by the company provide guidance to the
younger workers, ensuring that their expertise is handed down. These programs make it clear
who should be consulted in which situations, setting the minds of the staff at case. They also
give long-time employees a sense of pride in their expertise.

Commentary
In recent years, the issue of handing down retiring employees” skills to the younger generation
has become a serious one in many industries. Henceforth, it will be necessary to identify clearly
_which skills and techniques are necessary, and to construct frameworks in which they are
effectively handed down and accumulated. It is also necessary to conduct these efforts in such a
way that veteran staff can take pride in their skills and feel rewarded by the experience of
educating their juniors.
Case Example (1) describes a program in which skills and techniques are handed down
effectively, and the knowledge gleaned from long-time employees is exchanged among younger
ones and their insights reach as many people as possible. Meanwhile, in Case Example (2),
systematic organization of important skills and techniques leads to their fluid transfer to the next
generation.

Source / Reference: Lecture notes from the 18™ Managets’ Seminar

Think about it!

Are younger employees being sufficiently exposed to the wealth of insights from veteran
employees?

If not, why not?

How could the situation be improved?
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For further study...

Lecture notes from the 92"’ Safety Caravan Visitation (Mar. 2007)
“Fostering a safety cutture through a ‘learning’ organization” — Professor Toshio Sugiman,
Kyoto University

Lecture notes from the 98" Safety Caravan Visitation (Oct. 2007)
“Human Factors and Safety Culture” — Professor Shiichirou Inoue, Kanto Gakuin University

Lecture notes from the 100" Safety Caravan Visitation (Nov. 2007)
“Group Aspects of Developing a Safety Culture—from Knowledge to Awareness, and to
Action”— Professor Michio Yoshida, Kumamoto University

Lecture notes from the 101° Safety Caravan Visitation (Dec. 2007)
“Considering human factors and safety” — Akira Ishibashi, Director of the Research and
Development Section, Japan Institute of Human Factors

Lecture notes from the 103" Safety Caravan Visitation (Feb. 2008)
"Safety Culture as Seen from the Worksite — via Experience in the Management of the
Research Reactor Facility” — Yoshihiro Nakagome, Emeritus Professor, University of Kyoto

- Lecture notes from the 104" Safety Caravan Visitation (Apr. 2008)

“Considering the Relationship between Nuclear Power and Sociely — Reviewing the
Connections among the Individual, Business Enterprises, and Society” — Dr. Masaharu
Kitamura, Associate Member, Tohoku University New Industry Creation Hatchery Center

Lecture notes from the 105" Safety Caravan Visitation (Jun. 2008)
“The Safety Management of an Organization and Human Understanding — Safety as Seen

from the Perspective of Group Dynamics” — Professor Michio Yoshida, Kumamoto
University

Lecture notes from the 106" Safety Caravan Visitation (Aug. 2008)
‘Human Factor Endeavors made by the Maintenance Division, All Nippon Airways —
Avoidance of Human Errors and Countermeasures and their Implementation” — Toshiaki
Koboti, Deputy Director, Department of Quality Assurance Engineering & Maintenance and
Senior Manager for Planning & Administration, All Nippon Airways

Lecture notes from the 109" Safety Caravan Visitation (Nov. 2008)
“What is Safety Culture?: Constructing a safety culture that heads off human error’ — Yuki
Shuto, Director and Deputy General Manager, Research [nstitute for Social Safety

Lecture notes from the 111" Safety Caravan Visitation (Feb. 2009)
“Positive Ethics for Engineers — Self-actualization, Safety, Security and Values” — Professcr
Jun Fudano, Director, Applied Ethics Center for Engineering and Science at Kanazawa
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Lecture notes from the 112" Safety Caravan Visitation (Mar. 2009)
“Organizational Individuality and Safety Culture” — Masaharu Kitamura, Professor Emeritus,
Tohoku University

(p. 33) | -

Lecture notes from the 113" Safety Caravan Visitation (Sep. 2009)
‘Workplace Safety and Motivation: The social psychology behind the desire to work” —
Professor Michio Yoshida, Kumamoto University

Lecture notes from the 115" Safety Caravan Visitation (Nov. 2009)
“Thinking About Human Factors From a Communications Standpoint” — Professor Ekou
Yagi, Osaka University Center for the Study of Communication-Design

Lecture notes from the 119" Safety Caravan Visitation (Jul. 2010)
‘Lessons from Other Industries on Preventing Human Error — From the Perspective of
Human Factors”— Dr. Seiichi Yoshimura, Deputy Director, Human Factors Research Center,
Socio-economic Research Center, Central Research Institute of Electric Power Industry

Lecture notes from the 14" Managers’ Seminar {Dec. 2007)
“The Way Safety Culture Ought to Be, Based on the History of Japan's Nuclear Industry, and
Hereafter” — Isao Kuroda, Japan Institute of Human Factors

Lecture notes from the 15" Managers’ Seminar (Dec. 2007)
“A New Era in Training -- Experiencing CRM Training Which Has a Proven Track Record in
the Aviation Industry” — Akira Ishibashi, Director, Research and Development Section,
Japan Institute of Human Factors

Lecture notes from the 18" Managers’ Seminar (Dec. 2008)
“Safety Culture: Its Perception and Practice = Strategies for Accident Prevention through
Shared Individual, Team and Organizational Values" — Professor Kenichi Takano, Graduate
School of System Design and Management, Keio University

“Gafety Culture’s Key People — Middle Managers” President Shojiro Matsuura, Nuclear
Safety Research Association

*The affiliations and posts of the lecturers were current at the time of the respective lectures.
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SC Benchmarking with INPO

JANTI’s 1dea on Lessons Le'a'lf_ne,
from the Fukushima Daiichi Accident

-From the View Point of Safety Culture-
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Safety Culture Division
JANTI
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<<1>> Table of Contents ------------

(1) Fundamental Causes of the Fukushlma Dauchl
Accident

(2) Idea on lessons learned from the Fukush1ma
Daiichi Accident form the Viewpoint of Safety
Culture

(3) Incorporating the Lessons into Activities

JANTTI will re-consider the idea on lessons from the Fukushima Daiichi
Accident presented here , and will fix JANTI’s lessons based on facts or
formal information found by the progressing investigation in the near future.
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(2) Fundamental Causes

Station blackout caused by a huge tsunami !
and subsequent delay in power supply

Transmission line

Reactor
Building

Turbine
building

NISA HP April 4: Prepared based on the material published for the IAEA side event

JANTI_NTO_011_004 ~ Toward the excellant Nuclear Safaty —~ Copyright © 2011 by Japan Nuclear Technology Institute,

Problems from the Viewpeoint of Safety Culture

For an accident like Fukushima that exceeded DBA, Q
No serious discussions and preparations in the areas >/

of design , operations, management (incl. AM),
and emergency preparedness,

With the following in the background,
Lacked learning attitude
to study in real earnest on nuclear accidents that may involve
serious consequences, but may occur with low probability,
and to collect external information and new knowledge,

considering that nuclear technology is special and unique in all
decisions and actions.
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(4) To lmprove Learning Attitude

JANTI-NTO-011-004 ~ Toward the excellent Nuclear Safety ~

-As shown in the flow on the next sheet, we should change
our attitude by thinking “what if they occur” for events
that may involve serious consequences, assessing their
impact, and judging appropriate actions to take.

-When such actions are taken as a result, their
back-fit to existing equipments should be
considered appropriately.
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6 3 . ° 3
e Change to Risks

_ As aresult, in case the basic three
For serious events with low functions might not be secured,

probability, think “what if they '! decide “whether it is worth taking

occur” and perform “impact measures” and whether “such
assessment” in case they occur. action is taken to prevent or

mitigate consequences.”

Share information with relevant

rganization
organizations Take the measures, make

e ; . preparations and perform
and have consultations wit i
other power stations traning for emergency

* Retrofit the existing equipment responses in case they occur.
* Feedback to new design

* Communicate information to

:
JANTI-NTO-011-004 ~ Toward the excsllent Nuclear Safety ~ Capyrigit © 2011 by Japan Nuglear Technology Institute. A

Point 2: Chang of Behavioral Patterns

-Have the steady attitude to learn by asking other sites, plants, or
domestic/overseas institutions, recognizing the differences in terms

- of safety design, gathering and analyzing relevant information, and
so forth.

-To have this attitude, it is important

to refine sensitivity to something wrong or unusual,

to reflect on whether there was a tendency to exclude
inconvenient facts and ignore minority/dissenting opinions, or
whether we had too much confidence in ourselves, and

to express our opinions that we consider important in terms of
safety in addition to create a workplace environment where
everyone feels free to speak out and have discussions.
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(8) Point 3: Re-recognition of Nuclear Safety

-Re-recognize that it is the primary responsibility Q
of licensees to ensure nuclear safety,

-Aim to achieve higher safety levels, and

-Share the value of placing top priority on ensuring nuclear
safety among the organization concerned.

To achieve these above, top manager’s attitude and
judgment are very important factors.
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{10) Current JANTI’s 7 Principles

“The state in which all members of the organization share values that
safety is an overriding priority,

these values are recognized throughout the organization, and
behaviors are based on this common recognition.”

1L A well- TIL Safety
deﬁn.ed . integrated into
Leadership with - operations and
strong ' |
Commitment_

- VL R:ecogn'lzed_-
Potential R'is'k's

\
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Elements &
Attributions of |-
.7 Principles  |s===

| Viewpoints of [
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s

> B ) i . el Sl
F e s
D1 e el

Questions for Survey
] and Interview
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Re-recognize 3 Being aware of the particularity of nuclear technology at all
nuclear safety . times to be sensitive fo nuclear safety

Recognized Safety as Priority Values

of top management

Re-affirm the responsibility
of licensees and the attitude <

A well-defined Leadership with strong Commitment

Reinforce the questioning’
and learning attitude to Questioning and Learning Attitade
ensure safety for events that
will very rarely occur, but
have a significant impact

Recognized Potential Risks
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{Reviewing Safety Culture Assessment)

- Field diagnosis will be improve
to gather opinions from plant director-level personnel,
to enlarge the scope of departments to interview, (% 45 &)
to review interview items from the view points of nuclear safety,
emergency preparedness, potential risks.

Lpedy Lovlens

- The entire assessment approach, including questionnaires, and the

method of assisting in members’ self-assessments will be improved

as a long-range plan. O japome gsecspand sorty
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U9 Policies Reflected in Activities (2/2)

€ Strengthen the Support
for Enhancg;lg Nuclear Safety)

-Now we have experienced or learned about the accident,
so it is a good opportunity to understand the importance
of nuclear safety and to change behavioral patterns.

-JANTT’s activities (caravans, seminars, training material
provision, etc.) will be improved by incorporating the
lessons learned to raise the members’ awareness of
nuclear safety.
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Now a good opportUnity
to foster a Stronger Nuclear Safety Culture
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