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Abstract. Promoting and Evaluating Safety Culture (S.C.) in Operating Organizations must be
one of the main Nuclear Regulator goals to achieve.
This can be possible only if each and every one of the regulatory activities inherently involves S.C. It
can be seen throughout attitudes, values, uses and practices in both individuals and the whole
regulatory organization [ 1].
One among all the regulatory tools commonly used by regulators to promote and evaluate the
commitment of the licensees with safety culture as a whole involves organizational factors and
particular attention is directed to the operating organization. This entailed a wide range of activities,
including all those related with management of safety performance. Operating Experience Feedback
Programme as a tool to enhance safety operation is particularly useful for regulators in the evaluation
of the role of S.C. in operating organization [2].

Safety Culture is recognized as a subset of the wider Organizational Culture. Practices that improve
organizational effectiveness can also contribute to enhance safety.
An effective event investigation methodology is a specific practice, which contributes to a healthy
Safety Culture [3].

1. Background

The role of the regulator is presented in this paper according to the inherent responsibilities
(promoting / evaluating) using different approaches:

Promoting Safety Culture (S.C.) basically has its origin in the regulatory organization safety
culture.

Evaluation of operating organization safety culture is focused in specific fields related with
the normal activities developed by the author of the report.

In fact, even when other subset of regulatory commitments with S.C. are not included here, it
does not mean that such activities are not carried out.

2. Regulatory activities carried out to promote and evaluate S.C.

2.1 ]Promoting Safety Culture

One of the basic points to take into account was to be aware of how different regulatory

strategies could influence positively the operator's safety culture

However, regulators were inherently using most of the strategies. At this point, the main

modification was to distribute separately those strategies in order to clarify written concepts.
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2. 1.1 Through its own performance

Evolution and growing up through the years proved that one of the most valuable ways

regulators can apply to promote operator's S.C. is the use of regulator's own proficiency.

- Proficiency of regulatory organization involves:

- Organizational and individual commitment with safety issues.

- Clear responsibilities and roles within the regulatory organization

- Being technically competent. It implies continuous training to maintain regulatory staff
capability.

- Attitudes, policies, professionalism as well as an environment in which workers set high
Safety Culture standards for themselves.

- Teamwork: clear concepts about the importance of acting and working as a team. Efforts
made by individuals are not effective enough. Clear goals like "Safety is never
compromised" are inherently involved in all team 's attitudes. Also managers are involved
to help motivating people to work, act and think as a team

- Comprehensible instructions to lead inspections

2.1.2- Relationship regulator - operator

- Polite and professional attitude in verbal communications

- Honest dialogue particularly focused to accomplish safety objectives more than on strict
compliance with rules.

- Promote good practices: Providing constructive support for high performance in plant
activities

2.2. Evaluating Safety Culture

2.2. 1. Direct evaluation

Performing on-line evaluation of S.C. of the operating organization is something difficult to
achieve for our regulatory body, despite of the presence of on-site inspectors.

However, day to day operation follow up is a good approach we use through resident
inspectors, some of whose activities to detect early sign of declining S.C. are included in
check lists based on those given in [2] and [4].

2.2.2. Evaluation through follow up of Operating Experience Feedback (O. E. F.) Programme

Additionally, safety analysts fom Argentinean Regulatory Organization, apply a different
perspective throughout assessments. The main goal to be reached by analysts is the evaluation
of the influence of organization and management (organizational factors) in root and direct
cause of events.
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These assessments include, among others, surveillance of operating feedback programmes
followed by the Utility. Some regulatory tools are used to indirectly evaluate S.C.
The use of the commonly defined regulatory approaches [2] highlight the importance of the
aspects considered in the follow up of the O.E.F. programme.

"Process based approach" takes specific account of the fact that the safe operation depends on
the effectiveness of the organizational processes established to operate, maintain, modify and
improve a facility.

The advantage of processes based regulation for areas of organization and S.C. is that
assessment can be applied to major organizational processes.
In this point, one of the most important facts we recognize is that Argentinean Utility has
analysts teams in headquarters as well as in the N.P.P's. Characteristics of those groups are
experience and qualification both to find root causes of events and to make recommendations
concerning to corrective actions

The use of "performance based approach" requires understanding organizational factors,
which are important to safe performance in plants: As an example, lack of communication
between plants and other external organizations can be seen as an alert. Follow up of O.E.F.
programme shows that both Utility and N.P.P's are not isolated as they use external and
internal operating experience for corrective actions and training.

S.C. is an underlying cause of performance based events. Consequently, it is important to
recognize early signs of declining S.C., such as accumulated corrective actions, unidentified
root causes and recurrence of minor events. For events with human performance causal
factors, the lessons learned may be useful to increase human or organizational reliability in
plants, regardless of the type of reactor. (In next point some examples will be shown).

Furthermore, practices that improve organizational effectiveness can also contribute to
enhance safety. An effective event investigation methodology is a specific practice, which
contributes to a healthy S.C. For that reason, it is important to specify those events subject to
complete event investigation. These include non-consequential events or near misses [3].
Regulatory analysts verify that every event is evaluated, and in some specific cases, regulators
analyze events themselves.

Other routinely activities developed by regulatory analysts include:

- Check out that corrective actions resulting from O.E.F. programme are executed. Revision
of operators ability to identify, prevent and correct problems.

- Review of trends in event report (one of the regulatory tools used is "Safety Performance
Indicators").

2.2.3. Examples of influence of S. C. in root causes of events

Some examples of analyzed events (taken the wide range from near misses to significant
events), showed safety culture as one of the root or contributing causes. Due to the fact that in
our country there are only 2 operating N.P.P's, only a small amount of information will be
showed in this report, excluding details about where those events happened.
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Type of event Year of S.C. related causes (2)
occurrence (1)

Operating event 1998 Root causes: Lack of double-checking, not
enough training for the job

Significant event 1999 Root causes: Management: not well defined
policies of work, risks associated with
implemented changes not evaluated.
Secondary causes: System operation: operation
out of limits, effects and consequences not
evaluated. Surveillance: erratic performance of
the system not analyzed.

Operating event 1999 Recurrence of failures during the last past
years, corrective actions never implemented

Minor events (4 2000 Lack of double-checking, lack of supervision,

different) procedures violations

Minor event (a) 2000 Root cause: lack of Safety Culture

Significant event 2001 Root causes: Risk associated to job not

evaluated, lack of Safety culture

Operating event 2001 Multiple event: 1: recurrent, 2: possible

precursor of accidents.

Minor events (2 similar 2001 Root causes: Lack of S.C., recurrent event
events)
Minor event 2001 Inadequate operation of a component:

recurrent.

Minor event 2001 Recurrent (a). Lack of S.C.

(1) These are only a sample of the events happened during the mentioned years
(2) Mentioned are not the only root causes of the events

3. Conclusions

Regulatory activities in progress to promote and evaluate Safety Culture in N.P.P 's were
briefly explained in point 2. Therefore, those are part of the activities carried out by one group
of inspectors and evaluators. More different activities are carried out in other areas and by
different personnel.

Nevertheless, activities to promote and evaluate S.C. are still in evolution, adding more new
tools continuously.
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To the activities in progress at the moment (like follow up of O.E.F. programmes), some
others will be added during the next months. The scheme includes the development of a set of
Indirect Safety Culture Indicators and improvement of regulators training to deal with
"4organizational factors".

Despite of all the objective remains unchanged; these new steps will be only a way of adding
new resources to achieve the main regulatory goal: Improving Safety.
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