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Browns Ferry 17312, NIGSEER (1975)

(1] Hgs

h"r’rps://www.nrc.gov/docs/lv\L1 321/ML13210A179.pdf

: The Browns Ferry Nuclear Plant Fire of 1975 Knowledge Management Digest (NUREG/KM-0002, Revision 1), P2
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TABLE 1. GENERAL CRITERIA FOR RATING EVENTS IN INES

IAEA INES User’'s Manual 2008

Description and
INES Level

Accident with local
consequences
Level 4

People and the environment

- Minor release of radioactive material unlikely to result in
implementation of planned countermeasures other than
local food controls.

- At least one death from radiation,

Radiological barriers and controls at
facilities

Defence in depth

- Fuel melt or damage to fuel resulting in more than 0.1%
release of core inventory.

- Release of significant quantities of radioactive material
within an installation with a high probability of significant
public exposure.

Serious incident
Level 3

- Exposure in excess of ten times the statutory annual limit
for workers.

- Nonethal deterministic health effect (e.g. bums) from
radiation.

= Exposure rates of more than 1 Sv/hr in an operating
area,

- Severe contamination in an area not expected by
design, with a low probability of significant public
exposure.

No safety significance (Below scale/Level 0)

= Near accident at a nuclear power plant with no safety
provisions remaining.

- Lost or stolen highly radioactive sealed source.

- Misdelivered highly radioactive sealed source without
adequate radiation procedures in place to handle it.

(3] 488 : INES: The International Nuclear and Radiological Event Scale User's Manual, IAEA, 2013, P3
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Leadership Management
Coping with change Coping with complexity

What are we
setting out to do?

How do we
deliver results?

What do we make
it happen?

What are the
outcomes?

56

Kotter (1990) and (1999) https://hbr.org/2001/12/what-leaders-really-do

(4] {HER : Kotter J. P. (1990). What leaders really do. Harvard business review, 68(3), 103-111 Zt(C{FK
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Proactive,
5 (Highest) |Focused on learning,
Appropriate transfer of authority to people at all levels
Proactive,
4 People in the organization are deeply involved in decision
making
3 Proactive,
Transferred authority
5 Still reactive,
But decisions by various levels of management are noted
- ; Reactive,
(Lowest) Top-down approach

ISO-2001-2009 Appendix B

[5] {8 : ISO 9001:2009 Appendix B% 7tICVER
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 International Atomic Energy Agency, “Leadership and management for
safety” GSR-part 2. 2016

« = KFE. ISONYHRI A 2 RXF A5#EEE ISO9001:2015: A& DFELEES A H
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The Browns Ferry Nuclear Plant Fire of 1975 Knowledge Management Digest (NUREG/KM-0002, Revision 1}, P2,
hittps://www.nre.gov/reading-rm/doc-collections/nuregs/knowledge,/ km0002//index.html
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