
U. S. NUCLEAR REGULATORY COMMISSION

REGION V

Report Nos. 50-275/87-08 and 50-323/87-07

Docket Nos. 50-275 and 50-323

License Nos. DPR-80 and DPR-82

Licensee: Pacific Gas and Electric Company
77 Beale Street, Room 1451
San Francisco, California 94106

Facility Name: Diablo Canyon Units 1 and 2

Inspection at: Diablo Canyon Site, San Luis Obispo County, California,

Inspection Cond te : F bruary 9-26, 1987

Inspectors:
, Sensor esi ent Inspector

e , endor eactor ngineer

R. P. Corr a sty Assuran BrancOff'f I pe ion and Enforcement

ate igne

+~8
a e sgn

y/Pld ~~g

Approved by:

A. D. Jo n o, Enforcement Officer

endonca, ie
Reactor Projects Section 1

D e signed

W/~ia v
g

~Summer:

Ins ection from Februar 19 throu h 26, 1987 Re ort Nos. 50-275/87-08 and
50-32

Areas Ins ected: The inspection was a special unannounced inspection of
a egations received from multiple parties dealing with the procurement of
spare parts for use in safety related systems and the lack of timely action in
the resolution of adverse findings identified by the gA/gC program in the
procurement area. Inspection procedures 25578, 38701, 40702, 30703, 92720 and
92701 were applied during this inspection.

870
870~2~OOCP, 0500@DR
pgR
8





Results of Ins ection

One apparent violation was identified involving the improper authorization of
a design change for an oil slinger ring. in an auxiliary feedwater pump. The
ring was made of material different than that specified in the vendor
specifications without written approval of the licensee's Design Engineering
Department (paragraph 5.e.).





DETAILS

Persons Contacted

J. D. Shiffer, Vice President Nuclear Power Generation*

R. C. Thornberry, Plant Manager
*J. M. Gisclon, Assistant Plant Manager for Technical Services
*C. L. Eldridge, equality Control Manager

D. B. Miklush, Maintenance Manager
D. A. Taggert, Director guality Support
T. L. Grebel, Regulatory Compliance Supervisor

*K. A. Levitt, Manager, Material Services
B. D. Gui lbeault, Manager PSG

*R. Powers, Acting gC Manager
S. M. Skidmore, Corporate g.A. Manager
D. S. Aaron, gA Audit Manager
M. R. Tresler, Project Engineer

The inspectors interviewed several other licensee emplo'yees including
plant technicians and engineers, quality assurance/quality control
personnel, and procurement personnel.

*Denotes those attending the exit interview on February 26, 1987.

~Back round

The NRC, Region V, had received several allegations from different
sources in December 1986 and January 1987 dealing with problems in the
procurement of spare parts for safety related systems, the .lack or the
untimely resolution of those problems, and an allegation regarding
discrimination against an employee raising safety related concerns and
intimidation of a quality control inspector.

This report deals with the technical aspects of the allegations,
specifically the spare parts procurement problems and the alleged lack of
timely action in resolving those problems. Also addressed in this report
is an examination of the corollary allegation included in some of the
above allegations that the guality Assurance organization at Diablo
Canyon does not meet regulatory requirements for sufficient independence
from the line organizations.

This report does not deal with the allegation of gC intimidation and
discrimination which will be examined and reported separately.

3. Methodolo of Ins ection

a 0 NRC Resources Utilized

Use of a reviousl lanned team ins ection

The inspection results of the team inspection at Diablo Canyon
in late February 1987 (Reference Inspection Report





50-275/87-01) concerning gC activities, was considered by the
inspectors. The team inspection scope had been purposely
focused on issues pertinent to the allegations. Specifically
the team examined:

the effectiveness of the gA/gC organizations

the perception of management support of the gC
organization at the gC inspector level

the adequacy of procurement practices for spare parts and
,components currently and in the past

Use of rocurement ex erts

The procurement process for spare and replacement parts has
been the subject of much discussion between the nuclear
industry and the NRC in recent years. 'Therefore, experienced
personnel from the NRC who are involved in the development of
NRC inspection requirements for procurement were utilized in
the inspection of the procurement area.

Use of senior NRC ersonnel

The inspection described in this report was conducted by senior
experienced inspectors from the Region V office (the Regional
Enforcement Officer, the Senior Reactor Engineer and the Senior
Resident Inspector), and a procurement specialist from the
Office of Inspection and Enforcement. The findings of an NRC

team inspection were also utilized in this report as referenced
herein.

b. Licensee ersonnel contacted

The inspectors discussed the issues addressed in this report with
all levels of licensee personnel involved. This included corporate
management, site management, supervisory personnel and working level
engineers and gC inspectors.

c. Records and rocedures reviewed

The inspectors examined records pertinent to the issues including
adverse findings by gC personnel and by the gA organization (and
resolutions of those findings), material ordering, receipt
inspection and usage documentation, and engineering evaluations of
the acceptability of materials for use. Additionally, the
procedures for procurement, training, inspection, use and handling
of spare parts were examined.

4. Summar of Issues and Findin s

The remainder of this report will describe in greater detail the issues
examined, the findings and the basis for the findings. The following is
provided as a short summary of the major issues and findings:
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Issue

Material installed in safety systems at Diablo Canyon may be improper

~Findin

The licensee has taken sufficient action to assure that material
installed in safety related systems is satisfactory for use.

Issue

Procurement practices may be improper

~Findin

The current procurement practices are well controlled, but deserve
continued attention by the licensee. Previous procurement practices were
sometimes faulted, but the licensee's programs identified the problems
and action was taken to correct the problems.

Issue

Timeliness of the resolution of guality Findings has not been adequate

~Findin

In certain instances full resolution of procurement problems were
considered to be untimely. Contributing causes were interface problems
between the quality control and procurement organizations, and failure to
initially elevate the adverse findings by gC to a level requiring
priority attention. Even after the procurement problems were elevated
and largely resolved by issuance of a stop work order in June of 1986,
not all identified gC findings were dealt with completely until January
1987 following direct NRC involvement.

Issue

The reporting level of the guality Assurance Department in the PGKE

organization and its relationship with the site gC organization may be
improper and may be ineffective.

P

~Findin

The reporting relationships of gA and gC within the PGSE organization
meet NRC regulatory requirements. The current staffing levels of the gA
and gC organizations appear to be consistent with other nuclear utilities
within Region V. The formal exchange of information between the gA and
the site QC organization should be improved.

Issue

gC and gA personnel are being intimidated and an individual was
discriminated against for raising concerns about safety related
activities.





~Findin

This issue is being examined separately and will be reported upon
separately.

Issue

management does not adequately support the Quality Organizations.

~Findin

Although there appeared to be some instances in the past that raised the
- question of management support, recent actions have been taken by top

level management personnel to demonstrate that the quality organizations
have the full support of management to ensure proper implementation of
the Quality Assurance program.

5. Detailed Discussion and Findin s

'a ~ Review of the Onsite Procurement Process

The inspectors met with several individuals in the procurement
specialist group (PSG) to revie'w and examin'e the overall procurement
process at the Diablo Canyon Power Plant (DCPP) site. Specific
areas discussed and examined included the qualification and training
of procurement specialists within the PSG, the procedures and
practices by which a determination is made .of the appropriate
procurement classification for items purchased, and the
interface/relationship between the PSG and the DCPP Quality Control
(QC) department.

In the inspectors'eview, particular attention and emphasis was

given to the procurement practices as they relate to replacement and
spare parts/components. Emphasis was given to this area of
procurement since this is an area in which the PG&E Quality
Assurance (QA) and QC departments have iden'tified concerns in the
recent past. Procurement activities associated with PG&E's General
Construction department, which has responsibility for major plant
modifications, have been relatively free of adverse findings by the
QA and QC departments in recent years, i.e., since 1983.

The procurement procedures utilized by the PSG were found to provide
a deliberate and detailed process which the procurement specialists
are to follow in determining the appropriate procurement
classification for all items purchased for onsite use.

The DCPP procurement process is, and has been for several months,, in
a phase of transition from a manual/hardcopy process to an
electronic/computer process. The latter process will ultimately
reflect a state-of-the-art system, wherein a data base is compiled
on spare and replacement parts. The data base will include, for
parts and components held in warehouse inventory onsite or for which
repetitive purchases are made, the applicable technical and quality
requirements as well as receiving inspection and storage





requirements. This system for procurement is being implemented as
part of the site-wide plant information management system .(PINS).
When fully implemented and maintained (i.e., data base information
is updated as technical and quality requirements are revis'ed for
individual parts or components) this system has the potential for
substantial improvement in the DCPP procurement process,
particularly in terms of ensuring consistent specification of
technical, quality and receiving inspection requirements.
Discussions with licensee management revealed that a substantial
effort is currently being planned through the QA and QC departments
to validate the procurement data base in terms of its accuracy and
completeness prior to use.

Through discussions with individuals within the PSG as well as the
DCPP training department the inspectors were able to determine that
a formal training program has been established and is administered
by the DCPP training department for PSG procurement specialists.
This training program consists of specific training on each of the
approximately ten procedures associated with procurement activities.
Prior to having signature authority for procurement activities, PSG

personnel are required to successfully complete the training in
those procedures applicable to their work activities. Periodic
retraining sessions are held to cover significant changes to the
procedures, according to the training department representative with
whom the inspectors met ~

Discussions were also held with several individuals within the PSG

regarding their understanding and perceptions of the role of the
DCPP QC department in the activities of the PSG. Without exception
the individuals acknowledged that QC performed a necessary function
in the inspection and evaluation of both the programatic and
technical aspects of procurement activities. In response to
questioning by the NRC inspectors, PSG personnel indicated that QC
has the authority and is not impeded in their efforts to examine the
technical aspects of procurement activities. Overall, the PSG staff
with whom discussions were held expressed a current perception of a
healthy relationship between the PSG staff and the staff of the DCPP

QC department - not withstanding the fact that there have been
instances where individuals may differ in their opinions on
technical or quality requirements on a case-by-case basis.

In response to further inquiry by the NRC inspectors, the Manager
Materials Services did indicate that there had been a period of time
when relations between the PSG supervisor and the QC staff were not
healthy due to the abrasive personality characteristics of the
former supervisor of the PSG. It was explained that abrasive and
offensive language was frequently used by the former supervisor in
his contacts with most everyone, including QC department'
representatives. It was further explained that the former PSG
Supervisor was removed from this position, because of personal
behavior of the nature described, in September 1986. At that time
he had held the position for approximately 2 years.





The inspectors inquired specifically of information, in the nature
of allegations, which they had been provided regarding the "wearing
or hanging of a rubber chicken", and that such a practice had been

aimed at QC'inspectors. In response to this inquiry, the Manager of
Materials Services explained a program which he had initiated to
recognize individuals within his department who had performed both
exceptionally well or poorly during a given period of time
-generally on a weekly basis. Awards were presented accordingly.
The award for exceptional performance was a 'sign or such symbol
indicating "Number One". For the individual who had noticeably
"goofed" during the week a rubber chicken (the inspectors were shown

the actual life size rubber chicken used) was presented to be hung
in their office. As explained to the inspectors, the "awards" were
passed on to different recipients each week. The winners were
usually chosen from among supervisors within the Materials Services
department. In no instance was an inspector from the QA or QC

departments chosen. After a period of several weeks, negative
feedback from persons outside the Materials Services department led
the Manager„,of Material Services to conclude that the program was,
not serving the purpose for which it was intended, and the program
was discontinued. Members of the QC department, including those
involved in the inspection,and surveillance of procurement
activities, indicated only slight awareness of the program. None

had any knowledge of a QC inspector having been the recipient of the
"rubber chicken" award.

No violations or deviations were identified.

Examination of the rocurement ro ram as it currentl functions
and a e uac o t e licensee s reveri icatson o revious

rocurements

Back round

A review and assessment of the Pacific Gas and Electric (PGRE)

procurement program for Diablo Canyon prior to the inception of the
current program in place (mid-1986) was conducted as a follow-up to
the NRC team inspection of February 9-13, 1987 (Reference Inspection
Report Numbers 50-275/87-01 and 50-323/87-01). Specifically, this
inspection concentrated on the procurement process used to obtain
and dedicate commercial grade items for safety-related applications.

During the construction phase of Diablo Canyon, the plant
maintenance department was responsible for the initial stocking of
spare and replacement parts at the plant site warehouse. Each

discipline within the maintenance department, such as mechanical and

electrical was responsible for the procurement of plant material,
including commercial grade items. Departmental specifying engineers
were to provide acceptance criteria for commercial grade items to
receipt inspectors.

A PGLE Quality Assurance (QA) audit of the program for procurement
document control and the control of purchased material, equipment
and services at Diablo Canyon was conducted in April 1983 (Ref.





Audit Report.No. 83074P). One deficiency identified during this
audit concerned documentation that did not contain adequate evidence
of the attributes that were examined during receipt inspection of
.commercial grade items used in safety-related applications (Ref.
Nonconformance Report (NCR),DC0-83-PG-N020). This documentation
included receiving inspection reports and purchase orders. The
licensee's corrective action required that Administrative Procedure
NPAP D-4 be supplemented to establish the responsibility and
mechanism by which specifying engineers were to establish the
acceptance criteria and instructions at the time of procurement
initiation for use during receiving inspection. Also, a review was
to be conducted of all receiving reports to identify those items
which were purchased as commercial grade and dedicated for
safety-related use. Of those items identified, a determination was
made as to which procurements did not have adequate acceptance
criteria established, and a resolution on an individual item basis
was to be made.

In the May-June 1983 period, as part of the corrective actions
committed to in response to NCR-DC0-83-PG-N020, Cygna Energy
Services (Cygna) was contracted by PG&E to review all existing
receiving reports, both safety-related and commercial grade, and
identify procurements that did not include adequate acceptance
criteria as rec,'>ired. This review included some 10,000 procurements
out of which approximately 1400 were identified as having inadequate
acceptance criteria. These 1400 procurcments were addressed and
resolved on ~n individual basis by the PG&E staff. The PG&E gA
department conducted a followup audit in April 1984 to verify that
the resolution and corrective actions, addressed on NCR

DCO-83-PG-N020 had been satisfactorily completed (Ref. Audit Report
No. 84036A). The audit verified that Cygna's review of all existing
receiving reports was effective in identifying procurements that did
not include adequate acceptance criteria and that they were
addressed on a case-by-case basis and resolved. Also,
administrative procedure D-452 was issued to address the mechanism
by which the specifying engineer was to communicate to the receipt
inspector acceptance criteria for commercial grade items to be used
as safety-related.

Ins ection

After reviewing the above, the NRC inspector asked PG&E staff that
were involved with the audits and resolutions if there were any
instances in which a safety-related item installed in the plant was
required to be replaced as a result of the review. The PG&E staff
responded that in some instances anomalies were found, but in no
case was an item required to be removed from the plant.

In August 1984, PG&E management mandated that any spare or
replacement item which was to be purchased commercial grade and
dedicated for safety-related use would require engineering approval.
The Procurement Specialist Group (PSG) was formed to serve as the
Diablo Canyon procurement organization. PSG was to implement the
PG&E management directive through the Design Change Request (DCR)
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process when purchasing commercial grade items requiring engineering
approval for safety-related use . In order to facilitate commercial
grade procurements requiring engineering approval, the Replacement
Parts Equivalency Drawing (RPED) was issued (7/85). The RPED

provided the receipt inspection and testing criteria specified by
engineering as part of the dedication process of commercial grade
items for use as safety-related.

In March 1986, the PGSE Engineering Quality Control (EQC)
organization reviewed commercial grade dedication activities at
Diablo Canyon. EQC's review determined, in part, that functional
testing activities imposed by engineering in RPED's as part of the
dedication process were not identified by plant staff in the
receiving inspection documents as requirements necessary to dedicate
the item, nor were post-installation testing results being
documented as. a requirement for dedication. These problems were
attributed to the lack of procedural control over dedication
activities, and were documented in,a Quality Engineering Management
Review report.

/

In May 1986, PGSE's QA department conducted an audit to verify that
adequate controls over procurement activities and processes at
Diablo Canyon had been established and implemented (Ref. QA Audit
Report No. 86090P). One result of this audit was Audit Finding
Report (AFR) No. 86-145. It identified that in some instances, the
dedication of commercial grade items to be used as safety-related
was not supported by the required documentation to demonstrate the
item's capability and reliability to perform safety-related
functions. Specifically, the AFR addressed complex items such as
,valves and power supplies rather than consumable items such as
gaskets and 0-rings. This finding, coupled with the EQC report and
QC findings addressing similar problems, resulted in QA issuing a
stop work order and requiring immediate management attention to
improve interfaces between engineering and plant staff for the
dedication of commerical grade items as safety-related.

Nonconformance Report No. DCO-86-EN-002 was,,issued by EQC. It
addressed, in part, the lack of procedural control over dedication
activities. Temporary procedure TA-8601, "Commercial Grade
Dedication Activities," was issued and PG&E engineering committed to
provide appropriate support for implementation. QA subsequently
conditionally rescinded the stop work order. The NCR's corrective
action addressing this issue included issuing temporary procedure
TA-8601 and determining that dedicated commercial grade items
procured and installed in the past did not require further action
based on several considerations. These considerations included in
part, that (1) post-maintenance testing provided assurance that
installed parts performed their intended function, (2) operating
history of installed parts have been satisfactory and (3)
engineering's re-reviews of previously established dedication
activities did not identify any significant problems. These
corrective actions were considered to be applicable to the QA audit
findings and the NCR, and both were considered closed.





During the inspection, the NRC inspector asked PGSE engineers and
the engineering quality control staff what their re-review of
previously established dedication activities entailed. In response,
PGSE engineers provided the results of these re-reviews. They had .

applied the requirements of TA-8601 to all (31 in total)
previously'rocured

commercial grade items. In summarizing the results,
engineering had compared the old requirements to the revised ones
and noted any changes. Subsequently, on a sampling basis, they had
assessed in detail the implementation of their receipt inspection,
testing and installation requirements at Diablo Canyon. The NRC

inspector asked the basis for engineering's'ampling. Their
response was that the engineering staff had selected 20 complex
items, from among the 31 total, which required activities such as
receipt inspection and installation testing rather than less complex
items such as gaskets and belts which require'ess detailed receipt
inspection and testing. The implementation review by engineering
determined that only one of the 20 items had been installed in the
plant, all others were in storage, and no problems were identified.

The NRC inspector questioned engineering and the E(C staff as to the
fact that there were only 31 items procured commercial grade to be
dedicated safety-related in approximately a two-year period. PGSE

staff explained that during the construction of the Diablo Canyon
plants, engineering provided for the General Construction Department
(GC) procurement specifications and testing requirements, and that
plant operations did very little direct procurement.

The NRC inspector reviewed engineering's evaluations of the 31
commercial grade procurements. As required by procedure, each
evaluation included a Replacement Parts Evaluation (RPE) report.
RPE's include the general criteria for dedication activities.'ne
of the RPE's examined was RPE H-0008, RO (DCO-EH-35692, RO). It was
for a connecting rod in the Control Room HVAC compressor. The
manufacturer, Trane, had redesigned the connecting rod and stated
that replacement was not immediately required. The required receipt
inspection included such items as dimensional and weight
verifications and non-destructive examinations of the connecting
rod. Included in the RPE was Trane General Service Bulletin No.
HCOM-SB-63. The NRC inspector noted that the bulletin required
specific connecting rod bolt torque values and asked the PGSE

Procurement Specialist Group (PSG) staff how such requirements were
incorporated by maintenance personnel when installing the item. The
NRC inspector was told that the Work Planning Center (WPC) was on
distribution for all RPE's and that such information was included in
maintenance instructions to workers performing the activity. As a
followup to this discussion, the NRC inspector questioned WPC staff
on the same issue. The WPC staff explained that commercial grade
items requiring dedication activities are coded as such in PGSE's
computerized Inventory Parts Catalog and Bill of Material data bases
(PIMS) and that the PSG is responsible for such designations, as
well as the maintenance of all technical and quality information
required of the item. This identification of responsibilities is
stated in TA-8601. This information was brought to the attention of
the PSG staff to ensure that technical and quality dedication
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requirements are properly distributed to WPC. Because the current
inspection schedule did not permit complete,followup on this issue,
it will be followed up as an open item (50-275/87-08-01,
50-323/87-07-01).

Conclusion

During this inspection, commercial grade dedication activities
appeared to be acceptable. PGIIE quality verification organizations
(Q.A., EQC) were effective in recognizing deficiencies in- these
areas and follow-up corrective actions by engineering and plant
staff provided reasonable assurance that the items procured would
perform their intended functions.

No violations or deficiencies were identified.

Timeliness of the Resolution of ualit Findin s

A review of facility records by the NRC inspectors and discussions
relating thereto with QA and QC department representatives revealed
instances where an excessive period of time,'had elapsed from the
time conditions potentially adverse to quality were identified and
the final resolution of these findings was accomplished. This
appeared to be the case regarding QC department audits of
procurement activities in particular.

Specific instances involving QC audits of the
procurement'pecialists

group (PSG) were examined in depth by the NRC inspectors
in an effort to determine the circumstances and causes of apparently
excessive delays in resolving adverse quality findings. Two
instances examined involved Quality Control Management Reviews
(QCMR) Nos. 84-010 and 85-007.

QC audit report QCMR No. 84-010 did not indicate the period of time
in 1984 during which the audit was conducted by the QC department,
however, the report did indicate that it had been approved for
issuance on August 12, 1985. The most significant of the adverse
findings from this audit related to the purchases of spare parts
prior to August 1984. During this period the report stated that
"...part number and quality requirement changes were not generally
considered to be design changes. Consequently, engineering
evaluations were not documented and design documents were not always
updated...."

The facility records indicated that satisfactory resolution of the
findings of QCMR No. 84-010, including verification of the
corrective actions by the QC department, was not completed until
January 15, 1987. Thus, a period in excess of two years had elapsed
between the conduct of the audit and the time when the findings of
the audit had been resolved.

The facility records indicated that QC audit QCMR No. 85-007 was
conducted during the period July-August 1985. The records further
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revealed that on February 13, 1986 a decision was made by the gC

department not to issue a formal report of the audit.

This decision, according to the records, was based upon th'e fact
that all concerns identified during the audit had been documented on
Action Requests and guality Evaluation Reports, and "...because of
the length of time since the initiation of the review and the
program revisions developed and implemented in that time...." The
NRC inspectors observed that since a formal report of the audit had
not been issued an evaluation of the significance of the audit
findings had not been documented by the gC department as is
customarily the case.

The records revealed that satisfactory resolution of the findings of
gCMR No. 85-007 was completed on January 15, 1987 - approximately
sixteen months from the time the audit had been conducted.

Discussions with gC department representatives, including
management/supervisory personnel as well as the gC Engineer who had
conducted each of the audits (gCMR Nos. 84-010 and 85-007),, provided
the following information regarding principal causes for what
appeared to the NRC inspectors to be excessive delays in resolving
the audit findings. (}C department representatives attributed delays
principally to a non-responsive attitude on the part of the audited
organization, the PSG. They did, however, acknowledge that
significant delays were experienced within the gC department. These
delays were, according to gC representatives, due primarily to the
editorial review of the audit reports to ensure that the findings of
the audit were clearly defined. Discussions between the NRC

inspectors and both the author of, the audit reports (gC Engineer)
and gC management/supervisory personnel established that the reviews
of audit reports were in fact considered by all involved to be for
editorial purposes only. In response to questions by the NRC

inspectors, neither gC management/supervisory representatives nor
the author of the reports stated they felt 'that the "editorial
review process" was intended for, or in fact resulted in, softening
or otherwise changing the substance of the, audit findings.

The NRC inspectors reviewed the report of an audit conducted by the
gA department during May-July 1986. This report (No. 86090P)
documented deficiencies in the procurement activities at DCPP which
were similar to those identified by the gC department during their
audits (Nos. 84-010 and 85-007) in 1984 and 1985. Due in part to
the similarity of finding between the gA audit and the unresolved
findings of the prior gC audits of 1984 and 1985 the gA department
issued a Stop Work Order over procurement activities on June 18,
1986. This Order was conditionally rescinded on June 20, 1986,
based on the issuance of a temporary procedure for commercial grade
dedication procurement activities and a commitment by the
Engineering department to provide appropriate support for the
implementation of the temporary procedure.

The findings of gA Audit No. 86090P were for the most part,
according to the facility records, resolved 'during the period





12

mid-November 1986 through mid-January 1987. The one remaining
unresolved finding of the audit (Audit Finding No. 86-147), was

scheduled for resolution in late February 1987. QC procedure 4. 1,
Procurement Document Review, had been revised to clarify the review
of procurement documents y the QC department. Revisions to this
procedure had been made to address QA Audit finding No. 86-147. The
revised procedure had yet to be reviewed by the Plant Staff Review
Committee.

Not withstanding the excessive time required to resolve the findings'f

QC department audits, the NRC inspectors concluded that a

persistent attitude by the QC department together with the
substantive support of the QA department had resulted in
satisfactory corrective actions to address all instances of
potentially deficient par ts procured and installed in the DCPP - the
conclusion being that parts were proper for the actual or intended
use.

No violations or deviations were identified.

uali t Assurance De artment Activities and Functions

The inspectors held several discussions with representatives of the
Quality Assurance (QA) department regarding the department's
activities and functions. Subjects discussed included the
department's organizational independence, level of reporting within
the company, interfaces and relationships between the QA department
and other offices and departments of the company, and the staffing
and budget planning for the department. These discussions resulted
in the following information and findings. "

The Manager of QA, a department level organization within PG&E,
reports to the President of PGSE. As such, the Manager of QA and
his staff have the necessary organization independence to carry out
the overall responsibilities assigned to QA in terms of assuring
that the company's QA Program is implemented in a manner consistent
with NRC requirements.

The QA department interfaces with other offices and departments of
PGLE by way of several mechanisms. Such mechanisms include, but are
not necessarily limited to, the following:

1) Direct audits by QA of the activities of the various
departments.

2) Membership on safety review and oversight committees at both
the Diablo Canyon site and corporate office levels.

3) Interaction between the QA department and the QC organizations
of the various offices and departments involved in safety and
quality related activities, including all such activities
associated with the Diablo Canyon plant.
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The functions of the QA department can be characterized as both
preplanned (pro-active) in terms of periodic audits of safety and
quality related activities which are planned and scheduled in
advance without regard to known problems, and special audits or
investigations (reactive) in response to indications of problems of
a safety or quality related nature. The NRC inspection program has
revealed instances of the QA department's involvement in activities
of both a pro-active and reactive nature. Records of routine audits
as well as special audits by the QA department are examined
periodically as part of the NRC inspection program at Diablo Canyon.

Discussions with representatives of the QA department revealed the
following observation with regard to their interaction with the
various QC organizations with whom they interface. Whereas the QA

department is routinely provided with the results of adverse
findings by essentially all other QC organizations within the
various offices and departments of PGSE, this has not been the case
with regard to the QC department at DCPP. An exception to the
latter practice is nonconformance reports (NCR's), the review and
disposition of which the QA department is required by QA program
procedures to participate. The NCR is the quality program mechanism
(prescribed form) for the documentation of significant adverse
safety and quality related conditions. Safety and quality related
conditions of a minor or less significant nature are documented by
other mechanisms such as action requests (AR), quality findings, or
quality evaluations (QE). It is the latter types of adverse
findings which have not been routinely communicated from the DCPP QC

department to the QA department. These types of adverse findings
are, however, made available to the QA department upon request and
are routinely considered and evaluated by the QA department during
the conduct of QA audits. This observation was revealed by the
response'f QA department representatives to specific questions by
the NRC inspectors. It was, therefore, not judged to be a matter of
particular concern to the QA department representatives.

Discussions with QA department representatives revealed that the QA

department budget had been reduced between budget years 1986 and
1987 by approximately 44K. This reduction, which was proposed by
the QA manager, reflects the phasing out of major projects within QA

as well as other prudent reductions, principally in contract
services, according to the QA manager.

The QA representatives acknowledged that there were additional
considerations by senior management within PGLE to further reduce
the 1987 staffing levels of the QA department. The QA manager
agreed to inform the Region V office of any further reductions in
the 1987 QA budget which would in his judgement significantly impact
adversely the department's QA programs associated with the DCPP.

No violations or deviations were identified.

Examination of Licensee Action on Auxiliar Feedwater Pum Oil
S in er in s
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As discussed earlier in this report, the inspectors noted and
examined circumstances surrounding the untimely resolution of
adverse findings by the QC department.

For example, one long outstanding Quality Evaluation Report, QE No.
2279, was written on January 17, 1986 and stated that "maintenance
was performed on auxiliary feedwater pump 1-2 without work control
documents". The QE was a quality control follow-up to action
request (AR) No. AR-A 0013612.

The root cause analysis and corrective action to prevent recurrence
were not addressed at the time of this inspection and the QE
remained open although it was over one year old.

The NRC inspectors met with involved maintenance and QC personnel
because in prior discussions'he inspectors were informed that the
material used to fabricate the oil slinger ring on site was
"indeterminate". The NRC inspectors called -for the meeting because
of a concern that the oil slinger ring may have been unsuitable for
use, and was presently installed in the plant. The discussion that
ensued showed that the QE problem as written did not address a
material problem or concern which had been brought to the NRC

inspectors'ttention. It was stated at the meeting that the QC
concern regarding material had been pursued by QC through a
memorandum with Engineering (not maintenance).

Information obtained 'during the meeting revealed that maintenance
had documentation that showed the dimensions of the ring had been
approved by Engineering, the material used was different than
specified by the manufacturer but the manufacturer had concurred to
the material being used as satisfactory, and engineering was
preparing (at the time of the meeting) a design change to formally
authorize the material used. The NRC inspectors pointed out that
maintenance personnel appeared to have exercised inappropriate
design authority by not seeking engineering approval prior to
replacement of the slinger ring.

In emphasizing the importance of clear communications, the NRC

inspectors pointed out that the QC department concern in this
instance, that the oil slinger ring may be unsuitable for service
(because of unauthorized material and dimensions), should have been
clearly stated such that it could be understood and acted upon
promptly. Secondly, the question of possible improper authorization
of a design change (by maintenance vs engineering) was not addressed
by QC. Third, the problem that was documented by QC, the
performance of work without written authorization, had been
addressed by maintenance. However, the actions to prevent
recurrence had not yet been addressed, and thus the problem report
(the QE) had not been closed out.

The failure to follow procedure for the review and approval of
design changes is an apparent violation of NRC regulations (Apparent
Violation No. 50-275/87-08-02.)
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The licensee maintenance and QC personnel indicated that:

Maintenance personnel were not aware of the QC concern of
improper material and dimensions from the QE report. QC was
independently pursuing resolution of this concern directly with
engineering.

The material and dimensions of the replacement slinger ring
were judged satisfactory by engineering and a formal design
change approval was forthcoming. This satisfied the NRC's
immediate concern.

The rationale used in late 1985 (when this work was done) was
that PGSE had historically fabricated replacement oil slinger
rings using bronze material (vs brass as specified by the
manufacturer) and had service history on a variety of pumps in
service at Diablo Canyon and other power generating stations
that showed the material to be satisfactory for such use.

DCPP maintenance personnel no longer authorize material
substitutions and other similar design changes and had a high
level of awareness of the impropriety of such practices. It
was further, determined that audits and reviews had been
conducted by the DCPP QC department to verify that any previous
improper practices of a similar nature had been identified and
properly resolved.

This particular QE was not acted upon promptly because it was
one of several QE's dealing with the performance of oil slinger
rings.

The QE could, and should, have been resolved and closed out
promptly, had the concerns of the QC department been clearly
defined. The problem identified by the QE (work performed
without written authorization in December 1985) had been
addressed and corrected.

A recent maintenance audit by QA had highlighted a concern,
identified by the issuance of a number of QE's (by QC); that
there still were instances of maintenance work being performed
without clear written authorization.*

Note: The inspectors had attended the QA department debriefing of
site management following this maintenance audit. The problems were
identif'ied through systematic reviews of work orders by QC. The
problems identified related to maintenance personnel performing work
beyond the scope clearly authorized in the work order document,
generally in the area of repetitive maintenance tasks. One QE
(¹3818 dated December 12, 1986) was identified in the QA audit as an
example of a failure to take prompt corrective action in response to
QC department findings, in that elevation of the QE to a
nonconformance report did not occur for 55 days. (Reference
Nonconformance Report DCO-87-ST-N010 and QA Audit Report 87-032P).
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Conclusion

The NRC inspectors concluded that several problems were evident from
their analysis of actions on this QE. First, the description of the
QC concerns regarding material substitution"and dimensional adequacy
(and therefore operability of the auxiliary feedwater pump) were not
clearly stated on the QE, and were not elevated to a

management/supervisory level sufficient to get prompt attention.
Second, the implementation of a design change by the wrong
organization (maintenance) was not addressed. Third, the identified
problem on the QE (the lack of written work authorization) had not
been resolved in terms of documenting the actions to prevent
recurrence, and, therefore, the QE remained open for over a year.

In their review of several open QE's related to the procurement and

mai,ntenance areas, the NRC inspectors observed that many of the
problems documented on QEs had remained unresolved for periods in
excess of a year.

The NRC inspectors did, however, determine that in all the cases
identified by the licensee in the procurement area, the preliminary
assessment of the licensee's findings of the recent maintenance
audit, and again in the case of the oil slinger ring for the
auxiliary feedwatc-'r pump, no instance had been identified wherein'a
component was found deficient in terms of its actual installation or
use in the plant.

Not withstanding the fact that no actual conditions adverse to
quality or plant safety were identified, the NRC inspectors
concluded that licensee actions in dealing with conditions
potentially adverse to quality were not considered in many instances
to be timely.

In regard to the clarity of problems identified by QC,
representatives of the QC department stated that they had instituted
additional supervisory reviews in an effort to improve the quality
and clarity of their written reports.

Results of the Team Ins ection findin s Considered in this
eva uation

The inspection results of the team inspection at Diablo Canyon in
late February 1987 (Reference Inspection Report 50-275/87-01)
concerning QC activities were considered by the inspectors. The
team inspection scope had been purposely focused on issues pertinent
to the allegations. Specifically, the team examined the
effectiveness of the QA/QC organizations, the perception of
management support of the QC organization at the QC inspector level,
and initiated an examination of the adequacy of procurement
practices for spare par ts and components currently as well as in the
past.
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The team inspection results are provided in detail in inspection
reports 50-275/87-01 and 50-323/87-01. The pertinent team findings
are summarized as follows:

o The NRC inspectors performed an evaluation of the QC

organization's effectiveness. Specifically, the inspectors
reviewed the QC organi'zational structure, site and QC

procedures, and personnel qualifications; interviewed QC

personnel; and, examined 'the QC programs for control of
in-process work, trending, and corrective actions. The NRC

inspectors concluded that the program was generally effective
in identifying problems; however, the corrective action program
needed to be strengthened and receive additional management
attention.

o The NRC inspectors confirmed that the procedures provided
adequate guidance, were straightforward, and were easy to
understand and follow. They provided for the identification of
problems and deficiencies thorough inspections and
survei llances. They required that deficiencies be documented
on Action Requests (AR) and that the ARs be entered and tracked
in a computer maintained data base. All action requests were
approved by the immediate supervisor. Action requests which
were not approved by the irr<cediate supervisor were returned to
the originator with the reason for disapproval annotated on the
AR. Those ARs that were safety-related or important-to-safety
were upgraded by the QC organization to a Quality Evaluation
(QE). All QEs were tracked by the QC organization until
properly resolved.

o The ins'pectors reviewed 250 safety-related plant work orders to
determine the extent of QC involvement in the process of work
orders. The work orders selected were for Unit 1 work
activities during the time period of Nay through November 1986.
This effort revealed that 92'A of the work orders were being
reviewed by QC, thus providing QC the opportunity to designate
inspection hold points prior to performance of the work
activity. However, QC review was not evident for 21 of the
250, or 8X, of the work orders reviewed. For the later, the
work activities were performed without being sent to QC for
review prior to issuance of the*work orders. This discrepancy
had been previously identified by the licensee's QA and QC

groups and documented on NCR NO. DC 0-87-N010 dated February 5,
1987.

o The NRC inspectors reviewed the qualification folders for
members of the QC organization. These included the appropriate
qualifications and certifications for each individual plus
supporting documents, such as previous employment and
,educational history. The records indicated that the QC

organization was staffed with technically competent people.
The NRC inspectors interviewed six QC inspectors and discussed
various aspects of site activities with several other members
of the QC organization. In general, the QC inspectors were
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experienced and indicated a positive attitude and comfortable
relationships with their supervisors and members of other
organizations. They exhibited a good knowledge of technical
requirements. The interviews indicated that they were familiar
with site procedures and the need to follow them.
Specifically, they knew how to identify, document, and process
deficiencies. This observation supported the NRC

inspectors'revious

conclusion regarding their qualifications. The
licensee maintained control of in-process work by establishing
"hold points." A hold point was a step in a work process
beyond which work could not proceed without the documented
consent of the gC organization. Initially, the other
departments, such as maintenance and 18C, recommended hold
points in work activities and specified appropriate
acceptance/rejection criteria. The hold points were specified
on the work order, procedure, shopwork order, or data sheet.
The gC organization adopted the hold points established by
other departments and could specify additional hold points to
assure quality. The NRC inspectors reviewed several work
orders and confirmed that the licensee was establishing hold
points using good technical judgement.

The gC department established a trending program to provide a

basis for various gC activities;- such as s<.heduling inspections
and surveillances. Deficiencies were tracked in four
categories: Administrative control, personnel, procurement,
and material/equipment problems.

Approximately 30% of the gC site staff was interviewed to
assess their perception of (1) gC procedure content, (2) how
findings were documented and treated, (3) operation/maintenance
interface with gC, and (4) management support of the quality
functions. The general perceptions were as follows:

Ins ection Attributes - Inspection plans were generally
adequate and t e inspector/engineer had the flexibility to
pursue independent inspection observations, including
substantive technical aspects.

Documentation - Findings were documented in Inspection Reports,
Action Requests and guality Evaluations. The originator was
informed of the corrective actions to findings. Generally,
adverse findings were treated appropiately, however, some have
required negotiations between the cognizant par ties.

Interface - The interface between gC, Operation and Maintenance
appears to be improving with all organizations supporting the
gC function.

Mana ement Su ort - Management support appears to be getting
stronger. ey were encouraged by a recent meeting where plant
and Corporate management showed strong support for the
resolution of outstanding issues.
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General - Host of those interviewed felt that there were too
many open quality issues that could or should be closed more
expeditiously. They believed that appropriate actions were
being taken, but that there was undue delay in completing the
necessary documentation.

6.. S ecific Alle ations Addressed and their Resolutions

a ~ ATS No. RV86A100

Characterization

The concerns are that "off the shelf" components were used in
safety-related applications without performing acceptable upgrading
evaluations, that components were purchased through local orders
which were not controlled in accordance with the gA program, that
parts were manufactured onsite without controlled manufacturing
processes (for example AR-A 0013612), and that purchase order
requirements for some safety-related components were incorrect for
the eventual application of the components.

Im lied Si nificance to Desi n, Construction or 0 eration

The significance of this allegation is that if components or parts
were purchased or manufactured without proper controls then safety
related components may be rendered inoperable or subject to failure.

Assessment of Safet Si nificance

As described earlier in this report the problems with procurement o'

components and spare parts were identified'y the licensee.'s guality
Control personnel and by the gA staff in management reviews and
audits. The details of these sections of this report will not be
repeated here but are reference as follows:

Specifically, paragraph 5.a. of this report describes the onsite
procurement process. Likewise paragraph 15'f report 50-275/87-01
(team inspection) describes the functioning of the procurement
systems.

Paragraph 5.c. of this report describes the inspectors'ssessment
of the timeliness of the resolution of the li'censee's quality
findings. The inspectors conclude that resolution of the findings
was untimely and that action when taken was satisfactory.

Paragraph 5.b. of this report describes the licensee's actions in
assuring that plant materials, which were procured prior to the
procurement program corrections, were satisfactory. The inspectors
concluded that the licensee actions adequately assure installed
equipment is satisfactory.

Paragraph 5.e. of this report discusses the manufacture of parts by
the maintenance organization, and, in particular, the Action Request
AR 0013612 which deals with the manufacture of an oil slinger ring
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for an auxiliary feedwater pump. The term "local order" as used in
the allegation apparently refers to parts manufactured onsite vs.
procured from offsite sources. The inspectors concluded that, in
the specific example given, the resolution of the problem was
untimely but the oil slinger ring was assessed as suitable for use.
Other examples of locally manufactured parts were discussed and
included the manufacture .of a flange spacer, (much like a metal
gasket) used to replace a temporary test strainer used during
startup. In this case the material used was restricted as "not for
pressure boundary use" but was used for a "gasket" material. This
was determined to be technically acceptable by the licensee
(reference Nonconformance report DC2-86-MM-N080 dated 6/15/86). In
another case a steam-water impingement plate inside a steam
generator blowdown, tank was made from commercial material, whereas,
since the entire tank was manufactured as a code tank, the
impingement plate should have been code material even though it was
not a pressure boundary part. In this case also the plate was
determined by the licensee to be satisfactory for use.

Maintenance management stated that although there had been such
instances of manufacturing parts from administratively improper
material these were cases where the function of the material was
recognized as not being critical, whereas there were no instances
identified where critical parts such as high pressure boundary parts
were made from improperly controlled materials. The guality Control
personnel likewise knew of no specific instances of critical parts
manufactured from improperly controlled materials.

Record Note The concerned individual in this instance also
requested that the NRC resident inspector submit an
anonymous letter dated 12/15/86 to the PG&E guality
Hotline for a direct response. This was done, and
the response to the NRC will be provided to the
individual.

Staff Position

The inspectors concluded that upgrading of materials for use in
safety related applications had in some instances been done in a
manner that was not in strict accordance with administrative
procedures, that such problems were identified by quality control
and quality assurance personnel, that the overall resolutions of
these problems were not accomplished in a timely way, but that the
licensee's corrective action both in the correction of the
procurement process and verification of previously installed
hardware was satisfactory.

Action Re uired

None for this allegation. The Team Inspection report 50-275/87-01
has two related follow-up items dealing with improved engineering
documentation to support the dedication of material for safety
related use and clear definition of the organization responsible to
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implement any new special vendor instructions received with spare
parts.
ATS No: RV-86-A-0100, RV-87-A-0001, RV-87-A-0002 and RV-87-A-0003

Characterization

guality Findings have not been resolved in a timely manner.

Im lied Si nificance to Desi n, Construction, or 0 eration

The effect of this allegation is to question the effectiveness of
the quality assurance program in bringing about corrective actions
in a timely manner to address discrepancies identified by the
quality organizations at the Diablo Canyon Power Plant (DCPP).

Assessment of'afet Si nificance

The staff examined specific instances of quality control (gC)
audits, identified by the allegers wherein the adverse findings of
the audit had taken an excessive period of time (in excess of 2
years in some instances) to be resolved.

Delays in resolving quality findings were determined by the staff to
result from both the gC staff's lateness in issuing their written
findings and what appeared to be a generally non-responsive attitude
on the part of the audited organization, principally the procurement
specialist staff (PSG), at that time.

Although, in those instances examined, no actual hardware
deficiencies were identified, the potential existed for actual
uncorrected deficiencies in parts or components installed in the
DCPP for an extended period.

Staff Position

The staff concluded that there were instances when quality findings
were unresolved for an excessive period of time.

Action Re uired

The staff will follow the licensee's actions to improve the
timeliness of the resolution of quality findings.

ATS No. RV-87-A-0002

Characterization

For several quality control identified problems, there has not been
acceptable management follow-up to assure resolution. Specifically,
problems in the procurement area required guality Assurance
involvement and problems on missing washers for snubbers required an
escalated engineering and maintenance evaluation during the recent
Unit 1 refueling outage to resolve (ATS No. RV087-A-0002).
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Im lied Si nificance to Desi n, Construction or 0 eration

Lack of proper management follow-up and proper resolution of quality
findings could result in uncorrected conditions adverse to quality
which may affect safe operation of the plant.

Assessment of Safet Si nificance

See paragraph 6. b. for the assessment of safety significance since
this general concern of insufficient follow-'up to assure timely
resolution is repeated in several allegations.

The specific example given here, the missing snubber washers, was
examined by the NRC resident inspector and addressed in inspection
report 50-275/86-32. This is another example of a case where the
first indication of a possible problem was identified on February 3,
1986, an action request was written and answered. The answer to the
AR was unsatisfactory to gC, in that the answer was provided by
maintenance personnel who did not have design authority to approve
elimination of the washers. The problem was neither resolved by
management nor escalated by the quality organization until the Unit
I refueling outage when other examples of missing washers in
snubbers were found and properly dealt with. In this case again,
the absence of washers was ultimately determined to be technically

.satisfactory (if the condition had gone undiscovered and
x>ncorrected) and posed no threat to the operability of the systems
involved.

Action Re uired

d.

Followup as part of routine inspection program.

ATS No. RY-87-A-003

Note: The following characterizations are numbered with Roman numerals (which
is not consistent with the format this report) because this numbering system
was used in defining the concerns with the concerned (alleger) group.

Characterization

I. Procurement of Materials and Components - The concerns are that:

A.

B.

C.

D.

"Off-the-shelf" components were used in safety-related applications
without performing acceptable upgrading evaluations.

Components were purchased from uncontrolled'sources.

Parts were manufactured onsite without controlled manufacturing
processes.

Purchase order requirements for some safety-related components were
incorrect for the eventual application of the components.
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I

~ ~II. A. Quality Control (QC) observation points in work packages have been
lined out or falsely filled in by operators,.

III. Pacific Gas and Electric (PGSE) Management does not adequately 'support
the Quality Organizations. Alleged examples which demonstrate the
inadequate support are:

I

A. Funds for the Quality Assurance (QA) investigation of the
procurement problems were withheld.

B. QA reports too low in the organization. The QA manager should be at
the vice president level and report directly to the president.

C. The QA Manager is excluded from staff meetings and is not briefed on
problem areas by PGSE vice presidents.

D. QC does not report to QA and, therefore, cannot function
independently.

E. QA has not been allowed to take a pro-active stance to address
problems as they see them arising.

F. The Vice President for Nuclear Power Generation did not follow-up on
the president's instruction to: I) write an open letter to the QA

(QC) department to inform them of the status of the investigation
into the procurement-related harassment issue; or 2) have 'he Plant
Manager, invite QA into his office and express plant management's
support of QA (QC) and opposition to any harassment.

G. The "unwritten law" in the QC department is "Don't make a wave,"
which is tacitly endorsed by management.

IV. QC and QA Personnel have been harassed and intimidated. Examples
demonstrating the alleged intimidation and harassment are provided.

V. Nonconformances have not been resolved in a timely manner. Examples
demonstrating the alleged concern are:

A. The procurement issue has not been fully resolved, and it was
identified more than two years ago.

B. (An individual) knows of nonconformance problems that have not been
resolved or dealt with in a timely manner.,

C. QC and QA are not notified of'serious nonconformance problems or
have been denied access to such information.

VI. The Quality Hotline does not report to the quality organization and,
therefore, can not effectively address concerns, since line organizations
hide or subvert concerns.

Im lied Si nificance to Desi n Construction or 0 eration
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o Regarding Concern I (Procurement of Materials) - The significance of
this allegation is that if components or parts were purchased or
manufactured without proper controls then safety related components
may be rendered inoperable or subject to failure.

o Regarding Concern II (Quality Control Documentation) - The
significance for this allegation is that if quality control hold
points have been bypassed or falsely filled in then the quality
checks intended would have been bypassed and inadequate quality of
parts or components may exist.

o Regarding Concern III (Management doesn't support Quality
Organizations) - The significance for this allegation is that the
effectiveness and validity of the licensee's QA program would be
questionable in that the creditability and value of such a program
depends on the support of all levels of management within the
company.

o Regarding Concern IV (QC intimidation) - The significance of this
allegation is that if QC personnel are intimidated from performing
their quality activities assuring tasks then the necessary quality
of parts, components and activities may not be achieved.

o Regarding Concern V (Nonconformances were not resolved in a timely
manner) - The significance of this allegation is that quality
problems if not addressed and corrected in a timely manner could
allow unsafe conditions to go uncorrected.

o Regarding Concern VI (The Quality Hotline doesn't report to the
Quality Organization) - The significance of this allegation is thatif the quality hotline program does not function properly, quality
problems known to plant staff personnel might go uncorrected.

Assessment of Safet Si nificance

o Concern I (Procurement of Materials) - The assessment of safety
significance is provided in paragraphs 5a, 5b, and 6a specifically
and related information is contained throughout the report.

o Concern II (Quality Control Documentation) - This concern deals with
work package documents and indicates that QC observation points were
bypassed or falsely filled in. This concern was determined to be
among the issues identified in the Quality Assurance audit of
Maintenance activities. The NRC inspectors had attended the quality
assurance department's audit exit interview with plant management on
February 11, 1987 and were familiar with the issues. The audit
report number is Audit Report 87032P issued February 27, 1987.

The audit findings related to this issue describe the fact that five
QEs (Quality Evaluations) were written by QC staff regarding
bypassed QC inspections from May 16, 1986 to September 8, 1986.
Additionally, on December 12, 1986 the QC staff issued another QE

describing 14 Action Request that had bypassed QC. The audit
findings addresses the lack of timely resolution of the problems
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identified by QC staff. In discussions with the auditors and plant
personnel the NRC inspectors determined that the source of the
problem was largely due to the newly implemented electronic issuance
and tracking of work orders and Action Requests. The electronically
produced work orders are supposed to be reviewed by QC prior to
issuance for work so that QC (which inspects on a sampling basis)
can review and select inspection hold points if desired. The source
of the problem appears to be that information copies of the work
order can be produced in hard copy at any time (whether'pproved or
not) and were intended for the purposes of 'planning or information.
Some of the information copies (unapproved for actual, work) were,
however, inadvertently used by the field forces to do work.

'

These problems were identified by the QC staff in their required
review of completed work order documentation. The initial review by
the plant staff indicated that no hardware was adversely affected by
the bypassing of QC sampling inspections. The QA staff in their
review of about 600 work orders identified that in about 11% of the
work orders, prior QC review of the work order was missed. The NRC

team inspection (Report 50-275/87-01) also examined this area and
identified a comparable 8/ bypass rate. Because QC samples work,
this bypass rate is not grievous from a safety standpoint, but does
indicate that improvement is required in the administration of
electronic work orde~'ystem.

The licensee staff indicated at the QA audit exit (on February 11,
1987) that admini';trative control improvements were being formulated
and would be implemented prior to the Unit 2 refueling outage in
April 1987.

The inspectors concluded that the bypassing of QC review of work
orders had no safety impact on hardware but that the QA audit
finding was accurate -in that a more timely escalation and correction
of the. administrative problem with the electronic work order system
was warranted.

o Concern III (Management does not support the Quality organizations)
- The inspectors'xamination and findings 'are addressed in
paragraph 5.d.

The specific examples set forth in this concern are addressed in
order as follows:

A. According to the QA manager, no funds have been withheld to
curtail or otherwise limited QA's investigation of procurement
problems. An examination of a licensee report of an

. investigation concerning procurement problems conducted in the
summer of 1986 did not indicate that funds restricted the scope
of the investigation.

B. Although the QA manager is not a vice president, he does report
directly to the president of the company. This organizational
structure does not violate NRC regulations.
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,C. According to the QA manager, to his knowledge he has not been
excluded from staff meeting wherein he should have been
present. In addition, he was of the opinion that significant
problem are brought to his attention and discussed with vice
presidents, as appropriate.

D. Based on the information contained in this report QC appears to
be functioning as required by NRC requirements even though the
group does not report directly to the QA Department. There is
no regulatory requirement that QC report directly to QA. The
QC function could be improved as noted in this report by
clearer definition of problems and more timely escalation of
problems identified.

E. As indicated by the findings in this report, QA does take
pro-active stances to address problems as they see them arising
as evidenced by the conduct of routine and special audits and
survei llances.

F.

.G.

According to the Vice President Nuclear, Power Generation the
President never instructed him to write an open letter to the
QA (QC) department to inform them of the status of the
investigation into the procurement related harassment issue.
Reportedly, by both management and QC inspectors, both the Vice
President of Nuclear Power Generation and the Plant Manager
have, in the recent past, met with the QC (QA) staff at the
Diablo Canyon site to discuss QC concerns and their status and
demonstrate management support of the QC department's
activities.

Based on the number and scope of items identified by QC

personnel and discussions with numerous individuals including
management representatives, no evidence was found to indicate
there is an "unwritten law" in the QC department of "Don't make
a wave".

o .Concern IV (QC and QA personnel have been harrassed and intimidated)
- This allegation is being examined and will be reported separately.

o Concern V (Nonconformances have not been resolved in a timely
manner) - See paragraphs 6.b. and c. of this report for the
assessment of safety significance of this repeated concern.

o Concern VI (The Quality Hotline does not report to QA) - The
hotline is not a requirement of the NRC but rather a system
established by the licensee to provide free access of its employees
to raise concerns for whatever reason they choose and the individual
may remain anonymous.

Although it is true that the quality hotline does not report to QAit does report to the General Construction (QC) Department of the
company which is an organization independent of the line
organization.
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In the past and during the current inspection, the NRC inspectors
have not identified safety related concerns that have been hidden or

'subverted. The Quality Hotline program has been found to be
generally effective in answering employee concerns. The NRC

inspectors have occasionally had requests from concerned employees
when the Quality Hotline response was not felt to be complete or, as
in the case of allegation RV-86-A100 (paragraph 6a), have been asked .

to submit a concern on behalf of an individual. On these occasions
the inspectors have found the Quality Hotline staff to be concerned
and responsive.

Staff Position

o Concern I (Procurement of Materials) - The staff found:
The licensee has taken sufficient action to assure that material
installed in safety related systems is satisfactory for use. The
current procurement practices are well controlled, but deserve
continued attention by the licensee. Previous procurement practices
were sometimes faulted by the licensee's programs identified the
problems and action was taken to correct the problems.

o Concern Il (Quality Control Documentation) - The staff found:
The bypassing of QC review of work orders had no safety impact on
hardware. The administrative problem was not escalated and
corrected in a timely manner. No evidence of falsification was
identified.

o Concern III (Management does not support the quality organizations)
The staff concluded that management supports the quality
organizations in their assigned duties and responsibilities

'ssociated with the Diablo Nuclear Power Plant. The reporting
relationships of QA and QC within the PG&E organization meet NRC

regulatory requirements. The current staffing levels of the QA and
QC organizations are adequate. The formal exchange of information
between the QA and the site QC organizations should be improved.

The NRC inspectors did observe a need on the part of PGICE management
at all levels (site and corporate) to increase their sensitivity to
circumstances, real or ~erceived, which may suggest the lack, or
lessening, of appropriate support of the quality organizations.
Where conditions arise, such as those which have prompted the
numerous allegations to which the NRC staff has responded during the
current inspection, management must become more effective in seeking
out root causes and acting in a timely and appropriately aggressive
way to correct those conditions.

o Concern IV (QC Intimidation) - This issue is being examined
separately and will be reported separately.

o Concern V (Nonconformances have not been resolved in a timely
way) - The staff concluded that there have been instances when
quality findings were unresolved for an excessive period of time.
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'
o Concern VI (The Quality Hotline does not report to QA) - The staff

concluded that the quality hotline has been and can continue to be
effective without reporting directly to the QA Department.

Action Re uired

'Concern I (Procurement of Haterials) - NRC follow-up of the
items identified in the team inspection report 50-275/87-01
(regarding better documentation of the engineering rationale for the
dedication of commercial parts for safety related use) and in this
report, paragraph 5b, for the clarification of the site organization
responsible for implementation of any special vendor instructions
for replacement spare parts.

Concern II (QC documentation) - None. Follow-up of corrective
action identified through the QA audit will be performed in the
normal course of planned program inspections by the NRC staff.

o Concern III (Management does not support Quality Organizations)
The NRC staff will give particular attention to efforts by PG&E

management to seek out and respond to concerns of the quality
organizations.'

Concern IV (QC intimidation) - N/A - This concern will be addressed
in a separate report.

o Concern V (Nonconformances have not been resolved in a timely
way) - Region V will follow-up the licensees actions in response to
the Notice of Violation issued with this report.

Concern VI (the Quality Hotline does not report to the QA) - None

e. ATS No. RV 87-A-008

Characterization

The Quality Assurance audit findings in the maintenance area show a lack
of support for quality programs.

Im lied Si nificance to Desi n, Construction or 0 eration

See paragraph 6d

Assessment of Safet Si nificance

See paragraph 6d

Staff Position

See paragraph 6dA~d
See paragraph 6d
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7. Exit Interview

The inspectors'indings as discussed in this report were discussed with
licensee management at several exit interviews as follows:

o The related teams inspection findings were discussed with
licensee management on February 13, 1987 at the conclusion of the
team inspection.

o The examination of the procurement area and lack of
timely action in the resolution of adverse quality findings were
discussed at the exit interview of February 26, 1987.

o The apparent violation dealing with improper design authority for
the material of the oil slinger ring was discussed at the resident
inspectors exit meeting on March 13, 1987.
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