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I. INTRODUCTION

A. ~Per ose aed Overview

The Systematic Assessment of Licensee Performance (SALP) is an integrated
NRC staff effort to collect the available observations and data on a
periodic basis and to evaluate licensee performance based upon this
information. SALP is supplemental to normal regulatory processes used to
ensure compliance with NRC rules and regulations. SALP is, intended to be
sufficiently diagnostic to provide meaningful guidance to the licensee's
management to promote quality and safety of plant construction and
operation.

A NRC SALP Board, composed of the staff members listed below, met on
March 28, 1988, to review the collection of performance observations and
data to assess the licensee performance in accordance with the guidance

'n

NRC Manual Chapter 0516, "Systematic Assessment of Licensee
Performance." A summary of the guidance and evaluation criteria is
provided in Section II of this report.

B. SALP Board

Board Chairman

William F. Kane, Director, Division of Reactor Projects (DRP).
Samuel J. Collins, Deputy Director, ORP

'embers

R. Benedict, Project Manager NMP1, NRR
R. Capra, Director, Project Directorate No. I-l, NRR
W. Cook, Senior Resident Inspector, NMP 1 8 2
J. Durr, Chief, Engineering Branch, ORS
M. Haughey, Project Manager NMP2, NRR
J. Johnson, Chief, Projects Section 2C, DRP
R. Keimig, Chief, Safeguards Section, DRSS
D. Lange, Chief, BWR Section, ORS
J. Richardson, Acting Deputy Director, DRS
E. Wenzinger, Chief, Projects Branch No. 2, ORP

Attendees

K. Hooks, Senior Operations Engineer, NRR
R. Laura, Reactor Engineer, ORP
W. Lazarus, Chief Emergency Preparedness Section, DRSS
C. Marschall, Senior Resident Inspector, Ginna
R. Nimitz, Senior Radiation Specialist, DRSS
W. Schmidt, Resident Inspector, NMP 1 & 2
M. Shanbaky, Chief, Facilities Radiation Protection Section, ORSS
R. Temps, Operations Engineer, DRS
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II. CRITERIA

Licensee performance is assessed in selected functional areas, depending
on whether the facility is in a construction, preoperational, or
operating phase. Functional areas normally represent areas significant
to nuclear safety and the environment, and are normal programmatic areas.
Special areas may be added .to highlight significant observations.

a

One or more of the following evaluation criteria were used to assess each
functional area.

1. Management involvement and control in assuring quality.

2. Approach to resolution of technical. issues from a safety standpoint.

3. Responsiveness to NRC initiatives.

4. Enforcement history.

5. Operational and Construction events (including response to, analysis
of, and corrective actions for).

6. Staffing (including management).

7. Training effectiveness and qualification.

Based upon the SALP Board assessment each functional area evaluated is
classified into one of the three performance categories. The definitions
of these performance categories are:

~Cate or 3 Reduced NRC attention may be appropriate. Licensee
management attention and involvement are aggressive and oriented toward
nuclear safety; licensee resources are ample and effectively used so that
a high level of performance with respect to operational safety and
construction quality is being achieved.

~Cate or 2 NRC attention should be maintained at normal levels.
Licensee management attention and involvement are evident and are
concerned with nuclear safety; licensee resources are adequate and
reasonably effective so that satisfactory performance with respect to
operational safety and construction quality is being

achieved'Cate

or 3 Both NRC and licensee attention should be increased.
Licensee management attention or involvement is acceptable and considers
nuclear safety, but weaknesses are evident; licensee resources appear to
be strained or not effectively used so that minimally satisfactory
performance with respect to operation safety and construction quality is
being achieved.
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The SALP Board has also assessed each functional area to compare the
licensee's performance near the end of the assessment period to that
during the entire period in order to determine the recent trend for
functional areas as appropriate. The trend categories used by the SALP
Board are as follows:

~lm rovin : Licensee performance was determined to be improving near the
close of the assessment period.

~Declinin : Licensee performance was determined to be declining near the
close of the assessment period.

A trend is assigned only when, in opinion of the SALP Board, the trend is
significant enough to be considered indicative of a likely change in the
performance category in the near future. For example, a classification
of "Category 2, Improving" indicates the clear potential for "Category I"
performance in the next SALP period.

III. ~Summar of Results

A. Overall ~Facilit Evaluation

Licensee performance during this assessment period has shown limited
success with initiatives to improve previously identified weaknesses.
Although the staff at Unit I demonstrated 'their technical competence and
operating expertise by establishing a record power run, in certain
instances there continues to be exhibited a complacent attitude toward
the qu'ality of overall station operations. In this area the Unit 2
Operations staff has shown steady improvement, although the rate of
personnel errors due to inattention to detail remained high.

Our assessment concluded that the Radiation Protection Program was
adequately defined and it was noted that numerous procedural and training
enhancements were initiated. However, observations of program implemen-
tation indicated that there was inadequate oversight and a general lack of
adherence to good radiological controls practices; weaknesses also evident
during the previous assessment period.

In the area of Maintenance there has been general improvement as evidenced
by the increased oversight of work activities by first line supervision
and the development of the Unit 1 Work Control Center. Improvements have
also been observed in the area of root cause determination and problem
resolution, but further corporate and site managemen't attention is needed
to ensure the quality of these evaluations and proper follow through with
effective corrective actions.
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Implementation of the Surveillance Testing Program at Unit I and control
and exec'ution of the Unit 2 Power Ascension Testing Program were good.
This is contrasted with problems identified in the Unit 1 Inservice
Inspection Program implementation and Unit 2 Surveillance Testing program
implementation. These weaknesses stem from a lack'of thorough planning and
review, inadequate station and corporate management involvement and over-
sight, and insufficient followup of identified problems and known
deficiencies. Further corporate management oversight and direction is
needed to address problem areas such as Inservice Inspection and contractor
activities.

Engineering and Technical Support staffs have been generally effective in
resolving engineering concerns at both units when properly focused by
station management.

As in the previous SALP for both units, performance in the areas of
Security and Safeguards and Emergency Preparedness demonstrates a
continued commitment to excellence and self improvement.

In the area of Licensing, efforts have been initiated to address past
problems with commitment tracking, reporting of significant station events
and to apprise the NRC of recent technical concerns. These areas continue
to exhibit weaknesses and corporate management attention is needed to
improve followup on potential safety issues and to provide timely'nd
adequate submittals of Technical Specification amendments and reliefs.

Licensee training and qualification programs were generally effective.
Corporate management attention is warranted in the area of licensed operator
requalification training program implementation and documentation and the
responsiveness to operator needs.

In summary, overall performance has shown limited improvement since the
last assessment. As discussed above, performance has been inconsistent in
that some areas have shown improvement while other areas exhibit problems
similar to those addressed in the previous SALPs. The inability to provide
for long-term, effective implementation of improvement programs along with
instances of poor attitude, morale and communications is of concern to the
NRC. These types of symptoms have historically resulted in significant
performance problems if not appropriately addressed.

While we acknowledge your recent reorganization and efforts to focus
management attention at the site, a corporate commitment is needed to
support and foster cooperation and communication between departments.
Additionally, clear standards of excellence and attention to detail are
necessary to sustain corrective action programs.





B. B~k" d

1. Licensee Activities

Unit 1

On October 16, 1987, an automatic scram due to an electrical pressure
regulator failure ended an international record for continuous power

"operation of a Boiling Water Reactor (416 days). The reactor operated at
near full power with only minor reductions for surveillance testing and
rod pattern adjustments'he reactor was returned to power, operations
after a few days of corrective maintenance and another automatic scram

'occurred on December 7, 1987, while attempting to override an oscillating
feedwater control valve. A December ll unit startup was aborted after
the turning gear malfunctioned and attempted to engage the rotor while
the turbine was at 112 rpm. The unit was returned to power operations on
December 14 and was manually scrammed on December 19, 1987, due to
feedwater system problems.

The December 19 feedwater problems involved a severe system hydraulic
vibration transient initiated by the mechanical failure of the 13A
feedwater control valve. Investigation of feedwater system damage
identified several da'maged .pipe supports and snubbers and a broken
impeller blade on the shaft-driven feedwater pump. Further system
inspection identified'hrough-wall cracks in the suction piping to the
No. 11 motor driven feedwater pump.

The Unit 1 forced outage to repair the feedwater system problems was
extended after review of the 1986 ISI Program examination results
identified missed visual examinations of reactor vessel flange stud
bushings. After reactor vessel head disassembly, the licensee made a
decision to commence the 1988 Refueling Outage early. Outage activities
continued through the end of the assessment period.

Unit 2

During the months of February and March 1987 the licensee verified that
all surveillance tests were satisfied for commencement of critical
operations (Test Condition Heatup). In parallel with surveillance
testing, work continued on the replacement of the ball-type main steam
isolation valves (MSIVs) with conventional wye-pattern globe valves. The
globe valves were installed and tested satisfactorily by April 1987.

Based on a request from the Regional Administrator, the licensee
committed to a self-appraisal of all activities at Unit 2. On June 4,
1987, Niagara Mohawk established a Self-Appraisal Team (SAT) consisting
of site supervisory level personnel who reported to s'enior management.
The SAT was tasked with providing a report of their findings to the NRC
staff prior to exceeding 50% of rated core power.'
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The reactor was taken critical for the first time on May 23, 1987,
beginning Test Condition Heatup. During initial plant heatup, several
problems developed leading to a plant shutdown on May 31, 1987. Numerous
pipe supports and hangers required engineering evaluation and/or rework
to correct thermal expansion 'deficiencies. Thermal stratification in
feedwater lines downstream of Reactor Water Cleanup System (RWCU) return
line penetrations caused higher than expected piping stresses. In early
June, two unplanned reactor scrams occurred. A June 12 scram from 3%
power was caused by the failure of a feedwater control valve. The second
scram on June 15 from 2% power occurred during surveillance testing of
the Redundant Reactivity Control System. Test Condition Heatup was
eventually concluded with a planned reactor scram on June 27.

The full power operating license was granted to NMPC on July 2, 1987
after a unanimous decision by the NRC Commissioners.

Test Condition 1 (TC-1) began in July and was completed in the beginning
of August 1987. During this period, a reactor scram occurred on July ll
due to an electro-hydraulic control tubing rupture, and the licensee shut
down the unit on July 26 to comply with Technical Specifications (TS) due
to high service water inlet temperature. TC-1 was complete'd with a
successful remote shutdown from outside the control room.

Test Condition 2 (TC-2) began in August, but.was interrupted by a
shutdown initiated by licensee management in early September because of
Standby Gas Treatment (SBGT) system surveillance testing concerns and the
need to repair condenser tube leaks. The unit remained shutdown in
September. TC-2 resumed in October and was completed by the end of the
month. The final TC-2 test was the loss of offsite power test, resulting
in a planned reactor scram, Two other scrams occurred during this
period, one due to a high power excursion (October 1, 1987) caused by an
inadvertent feedwater injection and the other (October 23, 1987) by a
loss of condenser vacuum turbine trip..
The licensee presented the results of their SAT efforts to the NRC staff
on September 21. The NRC staff also provided the licensee an interim
assessment 'of their performance at this same meeting. Niagara Mohawk was
subsequently authorized by the Regional Administrator to continue with
Power Ascension Testing above 50% power.

Test Condition 3 (TC-3) began in early November 1987: The maximum power
level reached was 67.2% before the unit was shutdown to allow for
replacement of Grayloc couplings in the feedwater system. During this
outage, the feedwater control valves were also reworked. In November,
the A condensate storage tank ruptured due to a construction defect and
was repaired. The plant was taken critical on December 22, but scrammed
due to loss of condenser vacuum on December 26.
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, The unit was restarted on December 31 and TC-3 concluded in mid-January.
During Test Condition 5 (TC-5) the unit was operating in natural
circulation when on January 20 a scram occurred due to loss of feedwater
flow. HPCS and RCIC initiated to restore level; however, the vessel
subsequently was overfi lied. The unit remained in cold shutdown in
accordance with a January 21, 1988 NRC Confirmatory Action Letter
requiring the Regional Administrator's permission to restart. The event
and licensee corrective actions were revi.ewed by an Augmented Inspection
Team, and the Regional Administrator authorized plant restart on February
1, 1988. TC-5 testing was completed during the second week of February
1988, and TC-6 was in progress by the end of this assessment period. The
reactor achieved 100 percent of rated power on February 25, 1988,

2. INSPECTION ACTIVITIES

Unit 1 and 2

All the inspections performed during this SALP period are listed in Table
1. The inspection activities conducted over and above the routine
inspections are discussed below.

Inspectors closely monitored the progress in resolving the problems with
the Unit 2 ball-type HSIVs. When the licensee decided to replace these
valves, additional inspections were conducted. These inspections included

. fndepth review of newly designed electrical and mechanical systems for
these valves and review of preoperational testing.

Based on the unsatisfactory packaging of a radioactive material shipment
from Unit 1 to the Brunswick Nuclear Station, a. special inspection of the
circumstances leading to this event was conducted.

An Operational Readiness Team inspection was conducted at Unit 2 for two
weeks in June 1987. This inspection was conducted to evaluate the
licensee's readiness for a full power operating license.

A special inspection was conducted in September 1987 by the resident
inspectors to examine the events leading to the failure to conduct
surveillance testing of charcoal filters in the SBGT system trains at
Unit 2.

A specialist team inspection was conducted during January 1988 to review
the feedwater piping transient at Unit 1.

An Augmented Inspection Team of region based and Headquarters specialist
inspectors was on site January 21-24, 1988, to review the circumstances
leading to and licensee corrective actions for the January 20, 1988
Unusual Event at Unit 2 involving a reactor scram on loss of feedwater
and subsequent vessel overfill.
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C. ~Pacilic Performance ~Anal sis ~Summar

Last Period Dates
Unit 1 6/1/85 — 10/31/86
Uni't 2 2/1/86 — 1/31/87

Interim Assessment
Unit 2 6/4/87 " 9/4/87

Present Period Dates
Unit 1 ll/1/86 — 2/29/88
Unit 2 2/1/87 — 2/29/88

Functional
Area

A. Operations
l. Unit 1

2. Unit 2

Category Last
Period

Category This
Period Trend

Improving

B. Radiological Controls
and Chemistry
1. Unit 1

2. Unit 2
2
2.

Declining

C. Maintenance
l. Unit 1

2. Unit 2
3

N/A

D.. Surveillance
l. Unit 1

2. Unit 2 *~

E. Engineering and
Technical Support
1. Unit 1

2. Unit 2
N/A

N/A'.

Security and Safeguards
l. Unit 1

2. Unit 2
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Functional
Area

Category Last
Period

Category This
Period Trend

G. Emergency Preparedness
1. Unit 1

2. Unit 2

H. Licensing
1. Unit 1

2. Unit 2
Declining

I. Training and Qualification
'ffectiveness

1. Unit 1

2. Unit 2

J. Assurance of Quai lty
1. Unit 1

2. Unit 2

K. Unit 2 Construction 2 N/A

L. Unit 1 Refueling and
Outage Management N/A

N/A Indicates that the category was not included in the last or present
period.

Indicates that these areas are being combined .for both units in the
present period and one summary rating will be given.

** In the last period this area covered preoperational, surveillance
and startup testing. In the present period this area includes
surveillance and power ascension testing.

D. ~Un 1 armed Shutdowns, Plant ~Tr i s and Forced ~Outa es

1. Unit 1

Date/Event
Power
Level Descri tion Cause

Functional
Area

10/16/87
Automatic
Scram

89ro High pressure scram:
electrical
pressure regulator
servo valve malfunction.

See LER 87-14 MAINT
Inadequate
maintenance'
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~Un lanned Shutdowns, Plant ~Tri s and Forced ~Outa es ~Cont'd

10/17/87
Automatic
Scram While
Shutdown

10/19/87
Automatic
Scram While
Shutdown

0%

0%

Spurious IRM upscale
trip due to noise.

Spurious IRM upscale
trip due- to noise.

See LER 87-15
Neutron
monitoring
system noise.

See LER 87-16
Neutron
monitoring
system noise.

ENG/TS

ENG/TS

12/07/87
Automatic
Scram

12/10/87
Automatic
Scram while
Shutdown

12/11/87
Forced
Shutdown
Outage

12/19/87
Manual Scram
and Forced
Outage

96%

0%

2%

98%

Low reactor water
level, failure
of feed control valves
to operate properly.

Spurious IRM upscale
trip due to noise.

- Forced shutdown to
repair turbine turning
gear.

Plant shutdown:
Vibration in feed
water piping due to
failure of a feed
control valve stem.

See LER 87-24 MAINT
Inadequate
troubleshooting.

See LER 87-25 ENG/TS
Neutron
monitoring
system noise.

Failure of N/A
turning gear
control 'solenoid.

See LER 87-28 MAINT
Valve fatigue
failure.

2, Unit 2

Date/Event
Power
Level Descri tion

Root
Cause

Functional
Area

02/02/87
Automatic
Scram while
Shutdown

0% Spurious low reactor
water level signals.

See LER 87-10 SURV
Technician
error.

02/07/87
Automatic
Scram while
Shutdown

0% Spurious low reactor See LER 87-11 ENG/TS
water level signals. Detector

sensitivity.
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~Un lanned Shutdowns, Plant ~Tri s and Forced ~Outa es ~Cont'd

2. Unit 2 ~Contrd

Date/Event
Power
Level Descri tion

Root
Cause

Functional
Area

04/22/87
Automatic
Scram while
Shutdown

0% Spurious low reactor.
water level signals.

See LER 87-20 ENG/TS
Detector
sensitivity,

05/31/87
Forced
Shutdown

1% Shutdown to repair
seismic restraints.

Thermal
expansion

ENG/TS.

06/12/87
Automatic
Scram

3% IRM upscale trip due
cold water injection.

See LER 87-31
Valve linkage
failure..

ENG/TS

06/15/87
Alternate
Rod
Insertion
and
Automatic
Scram

2% Spurious High Pressure See LER 87-33
ARI signal generated Procedure
during testing. deficiency.

SURV

07/11/87
Automatic
Scram

07/26/87
Forced
Shutdown

9/02/87
Voluntary
Shutdown

4%

3%

5%

High, pressure trip
due to failure of
EHC piping.

Shutdown required
by TS when Service
Water temperature is
greater than 76
degrees F.

Management decision
to shut down unit
following SBGT
survei'glance testing
concerns.

See LER 87-43
piping fatigue
failure.

See LER 87-44
Lake
temperature
too high.

Inadequate
management
oversight.

ENG/TS

ENG/TS

OPS

10/01/87
Automatic
Scram

2% IRM Upscale Trip due
to excess cold water
injection power
excursion.

See LER 87-58 OPS
Operator
error.

10/23/87
Automatic
Scram

36% Turbine Trip due to
loss of condenser
vacuum.

See LER 87-64 OPS
Operator
error. (Tagout

=improper)
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~Un lanned Shutdowns, Plant ~Tri s and Forced ~Outa es ~ContUd

2. Unit 2 ~Cont'd

12/26/87
Automatic
Scram

26% Turbine Trip due to
loss of condenser
vacuum.

See LER 87-81 ENG/TS
Piping fatigue
failure.

12/29/87
Automatic
Scram while
Shutdown,

0% MSIV closure .due to
mispositioning of
reactor mode switch.

See LER 87-82 OPS 8

Operator error ENG/TS
and design
problem.

01/20/88
Automatic
Scram

42% Low reactor water
level, due to loss
of feedwater due to
loss of instrument
ai r.

See LER 88-01 OPS

Operator error.

IV. PERFORMANCE ANALYSIS

A. ~0 "i 70 1 1
— 107 0, 17.7'/; U 1 2 - 2000 0, 32.0'/7

0

l. Unit 1 A~nal sis:
0

During the previous assessment period, performance in this area had
declined and was rated Category 2. Contributing to this assessment were
operator complacency and informality in the conduct of operations. House-
keeping practices varied throughout the previous assessment period,
indicating a lack of accountability for housekeeping at all levels.
Assessment of the fire protection program implementation was good.

During this assessment period, operator technical competence showed some
improvement. Indicative of this improvement was the operator contribution
to an international record run set by the licensee for continuous power
operation of a Boiling Water Reactor. On a few occasions, control room
operators took prompt corrective action to correct conditions and prevent
an impending reactor scram. Action taken by operators for the December 29
feedwater transient, resulting in a manual scram, were particularly
noteworthy. This performance reflects a technically competent and
experienced Operations staff.

Conversely, other operations related events demonstrate further examples
of the complacency observed during the previous assessment period. On
October 27, 1987, a Limiting Condition for Operation governing a
recirculation loop isolation was violated because of a nonconservative
licensee interpretation of Technical Specifications (TS). On another
occasion, a TS Limiting Safety System Setting (LSSS) thermal limit was
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violated because of an error by the Reactor Analyst responsible for
performing the surveillance test. 'lthough some licensed

operators'eview

the Reactor Analysts'hermal limit calculations and process
computer printouts, they do not perform this oversight as a matter of
routine to ensure compliance with TS requirements. On December,7, 1987,
during troubleshooting activities, the operators attempted to manually
override the 13B feedwater control valve because of its unstable
operation. On the first attempt to manually override this valve, the 13A
control valve did not respond to the automatic control signal and reactor
vessel level began to decrease. The 13B blocking collar was quickly
removed and vessel level was restored before reaching the vessel level
low scram setpoint; however, without further investigation, a second
attempt was made to manually override the 13B control valve resulting in
a reactor scram. A more cautious and deliberate troubleshooting approach
should have been taken after the initial attempt to override the control
valve resulted in vessel level control problems.

Staffing in the Operations Department appears to be adequate. The use of
overtime to cover special evolutions and to compensate for personnel
absences was not excessive.

En general, operators are technically competent and knowledgeable of
plant systems. This is evident in the low frequency of plant trips.
They possess pride with regard 'to their abilities as an operating team;
however, this sense of pride does not appear to extend beyond the
Operations Department with respect to a spirit of cooperation and
teamwork with other station departments. This sense of independence
appears to isolate the operators from the rest of the station staff as
reflected in the longstanding strained relationship between the
Operations and Training Department, and the lack of responsibility
Operations feels towards addressing Unit 1 housekeeping problems'hese
two concerns, in particular, have been known hy station management for
some time; however, no effective action has been taken to resolve this
factionalism.

2. Unit 2 ~Anal sis:

This area was rated Category 2 in the previous assessment. During that
assessment period, the licensee completed the Preoperational Testing
phase, was issued an operating license restricting maximum power to five
percent of rated output and completed initial fuel load. The following
weaknesses wet.e noted: high number of events caused by 'personnel error;
Senior Reactor Operators (SROs) familiarity with Technical Specifications
and excessive administrative duties which detracted from their direct
observation of station operations; lack of formality in the conduct of
operations in the control room and the control room environment; and the
Operations management was not providing meaningful oversight to ensure
that problems were found and promptly corrected.
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Ouring this assessment period, the licensee had progressed through
initial criticality and the majority of the Power Ascension Testing
Program, Test Condition 6. The reactor had been operated to 100% of
rated power. The delay between initial fuel load in November 1986 and
initial criticality on Hay 23, 1987 was the result of a decision by NMPC
to replace the ball-type main steam isolation valves (HSIVs) with
conventional wye-pattern globe valves. This project was completed in
early April 1987. At the conclusion of. the period, the licensee was
projecting Commercial Operation by the middle of Harch 1988.

A great deal of inspection effort was expended in this area to
specifically determine the readiness of the licensee for full power
operations and to determine the effectiveness of the various testing
programs. Twenty-four'our coverage was provided by resident and
regional based inspectors during the initial criticality phase. An
Operational Readiness Team (ORT) composed of region based and resident
inspectors was on site for two weeks after initial criticality to
evaluate the licensee's readiness for a full power operating license.
The ORT noted strengths in operator knowledge and sense of responsibility
and control of unit operations. Weaknesses were identified in the
control room environment, the control of operator aids, the lack of
familiarity of operators with emergency equipment locations, the lack of
emergency diesel generator operating logs, and the .lack of an efficient
method of tracking the operating time on special filter trains for the
purpose of m'ecting Technical Specifications sampling requirements.
Operations Oepartment staffing level and use of overtime were considered
to be adequate.

Personnel errors continued to occur this assessment period at a high
rate. Host of these errors were due to inattention to detail and failure
to follow procedures. Three reactor scrams on October 1 and 23, 1987 and
January 20, 1988 can be attributed to inattention to detail. A lack of
understanding of feedwater control system response caused reactor vessel
overfeeding and a resultant reactor scram. Improper review of a feedwater
pump tagout prior to authorizing maintenance resulted in a loss of condenser
vacuum, a turbine trip and subsequent reactor scram. The tagout of one
train of instrument air prefilters, without ensuring that the other train
was operating, caused'a loss of feedwater and resultant low reactor vessel
water level scram and subsequent reactor vessel overfill.
Failure to comply with procedures was typified by four secondary
containment isolations due to operators'rrors in returning normal
reactor building ventilation fans to operation in the required manner.
Furthermore, violations were issued involving failure to follow operating
procedures for the standby gas treatment (SBGT) and residual heat removal
(RHR) systems, and failure to return forced circulation to the core
within the TS required time interval. Although these examples were of
minor safety significance, they indicate the need for station management
to emphasize the proper use of procedures by the operating staff.
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In addition, several required Technical Specification surveillances were
missed by licensed operators. These missed surveillance tests were
attributed to personnel. error and lack of oversight by the CSO and
Station Shift Supervisor (SSS), a licensed senior reactor operator.
Station management needs to continue to ensure that the SSS and CSO are
more actively involved to ensure completion of routine and off-normal
plant evolutions.

Although there have been instances where licensed operators have not
completely understood Technical Specifications (TS) during this period,
they have been less frequent and do not point to a significant problem.
When these instances have arisen, the licensee has taken proper action to
clarify the TS and provide training to the operators. The use of the
plant specific simulator to run power ascension tests prior to actual
performance on the unit has benefited the operators. Simulator dry runs
have helped to refine the procedures, to train the operators, and to
familiarize the operators with the various TS and new licensing
interpretations. A Technical Specification subject index has been
compiled to assist the operators in ensuring all applicable TS for
specific components or systems are complied with and a formalized system
of TS interpretations has be'en implemented.

During this assessment period, the licensee established an emergency
diesel gen'erator operating log. This operating log assisted the licensee
in discovering a misfiring injector before any. damage to the diesel was
experienced. The auxiliary operators who make rounds throughout the
plant generally do not take operating logs on equipment. This is
considered a weakness since valuable operating data whi'ch could be used
to evaluate performance of equipment is missed.

The formality in the control room has improved. Early in the assessment
period, inspectors noted instances when response to control room alarms
had been slow and without proper followup. This was brought to the
licensee's attention and annunciator response was observed to improve.
During followup of the vessel overfill event in January 1988, it was noted
that the assigned control room operators did not station themselves at one
panel, but moved, back and forth taking actions at different stations. "

This tended to complicate the overall operator response to the event
necessary to stabilize the unit. Another weakness brought out by this
event was that the Chief Shift Operator (CSO), a licensed reactor operator,
did not always know what equipment was being tagged out of service so that
he could anticipate plant response and prope'rly evaluate alarms that were
generated as a result of the tagouts. These weaknesses were appropriately
addressed by the'icensee through training and procedural changes.

Control room environment has improved. The SSS and CSO appear to have
less of an administrative workload than during the last assessment
period. The licensee has established more rigid controls for control
room access which have lead to a reduction in the number of people
transiting through or lingering unnecessarily in the control room. The
operator break area has been moved to outside the control room which also
helps to reduce the control room traffic and noise. The licensee
conti.nues to evaluate additional control room enhancements.

/
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Operations management has made substantial improvements this assessment
period. Oversight of the day-to-day activities and staff workloads have
improved. Better communications exist between supervision and the
operating staff, guestions and problems raised by operators appear to be
getting more attention. In addition, Operations management has begun
tracking NRC concerns to ensure that appropriate actions are taken. A
deficiency identified by the NRC early in the assessment period,
involving inadequate charcoal filter surveillance testing tracking,
prompted this initiative.

Operations Oepartment involvement in Power Ascension Testing was well
coordinated. Pretest briefings were professionally conducted with
thorough discussions of expected plant responses and operator actions in
the event of problems. Operators wer'e genuinely interested in
understanding the purpose of the tests and in conducting the tests to the
best of their abilities. Control room personnel monitored plant
parameters and proceeded cautiously with testing after assuring proper
plant response. Mhen cases developed where plant response was not as
expected, the operators were observed to take proper corrective action.

3. Unit 1 and 2 Fire Protection A~nal sis:

Licensee implementation of the. Fire Protection Program has shown
improvement over this assessment period. The fire brigade consists of
dedicated station personnel independent of the Operations staff. The
fire brigade is man'ned around-the-clock and provides both units with
firewatch patrols, continuous fire watches, fire alarm response and
emergency medical response, if necessary.

Early in the assessment period, frequent personnel errors resulted in
missed firewatch patrols. A violation was issued for ineffective
corrective action because of their recurring nature and insufficient
supervisory oversight. An extensive licensee review of the fire
penetration surveillance program at Unit 1 was conducted this assessment
period. This review resulted in the identification of several
penetrations which were either improperly sealed or overlooked by an
earlier program audit conducted by a contractor. Upon identification of
these fire penetration deficiencies, the licensee took prompt
compensatory action and initiated work requests to correct the problems.
These fire protection program oversights were discover'ed as a result of a
thorough program review and demonstrate the effectiveness of the present
Fire Protection Program supervisory staff.
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4. ~Summar

Unit 1 Operations department performance during this assessment period
has shown little improvement. Operators, although technically competent
and experienced, continue to demonstrate a complacent attitude with respect
to overall station quality of operations. In contrast, the Unit 2
Operations staff 'has demonstrated significant improvement, although
problems still arise due to operator error and inattention to detail. The
Unit 2 Operating staff demonstrates a better station teamwork ethic than
the Unit 1 operating staff. Corporate and station management needs to
provide positive incentives to revitalize, motivate, and better integrate
the Unit 1 Operations staff with other departments,

5. Conclusion:

Unit 1 Rating: 2

Unit 2 Rating: 2 — Improving

6. Board Recommendations:

a. Unit 1

NRC: None

Licensee:

b. Unit 2

Management should evaluate the independence of
operations from other departments.

NRC: None

Licensee: None

B. R~il i 1C 1 d~~ ii « f14| ", .Nl
1. ~Anal sis:

The Radiological Controls Programs at Nine Mile Point Units 1 and 2 were
separately rated Category 2 during the previous assessment period.
Significant weaknesses were identified last period at Unit 1 in the areas
of supervisory and management over sight and control of on-going work,
communications with workers, and the corrective action program for
identified problems. Corporate support for the radiological controls
program was also found to be weak last period. A Civil Penalty was issued
early in this assessment period for breakdowns in the radiological controls
program at Unit 1 identified last period.
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During this assessment period, region based inspectors performed eight
routine inspections at Units I and 2. One special inspection of a
radwaste transportation incident at Unit I was also conducted. Resident
inspectors reviewed this area on an ongoing basis.

a. Radiation Protection
P

The radiation protection program is common to both units and is implemented
through two separate radiation protection groups reporting to a common
manager. A reorganization, initiated last assessment period and completed
early this assessment period, separated the Chemistry and Radiation
Protection groups. The reorganization was initiated to provide for
increased accountability and oversight of program activities. The
new organization'nd personnel responsibilities are defined in
appropriate station and site procedures. Additional staffing was hired
to support Radiation Protection supervisors in overseeing ongoing work.
However, observations during the recent outage indicated that the
Radiation protection supervisor and management oversight. of ongoing work
continued to be inadequate, indicating a need for additional management
attention to this area.

Mith the exception of the program to train radiation protection personnel
in new pr.ocedures and procedure changes (a previously identified problem
area) an adequately defined personnel training and qualification program
is maintained and implemented. The General Employee Training Program is
INPO certified. The Radiation Protection Technician Train.ing Program is
INPO accredited.

A number of significant breakdowns in the external exposure control
program were identified at the end of the last assessment period during
NRC review of an off-scale dosimetry incident associated with under
vessel work at Unit 1. Review this assessment period found that the
licensee did not address several of the previously identified concerns
indicating the lack of timely and effective corrective action on NRC
identified problems. Observations during the recent outage found that the
licensee did not address the high radiation area surveillance problems
previously identified. Also, control point technicians did not maintain
adequate oversight of ongoing activities. Technician oversight of ongoing
work was identified as a major concern last assessment period.

The Unit 2 radiation protection program was not significantly challenged
due to the low radiation and radioactive material source term present.
However, NRC revi'ew of significant radiological operations involving
diving and installation of neutron sources at Unit 2 found licensee
radiological controls to be of good quality.
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The licensee normally provides adequate internal exposure controls for
ongoing work. Intakes of airborne radioactive material are rare. Review
of licensee corrective actions for several isolated incidents involving.
high airborne radioactivity last period indicated the licensee made a
number of procedural enhancements to preclude recurrence. However, the
procedural enhancements were not fully effective. Observations during
the recent outage found that an installed, engineering control system was
inoperable and supplied breathing airlines were not protected from
internal contamination and, as a result, were internally contaminated.
Also, licensee procedural controls for sandblasting hoods were not
in-place.

Reviews of contamination control this period indicated a number of
weaknesses needing licensee attention. These weaknesses involved poor
contamination control of personnel egressing the radiological controlled
area (RCA) and poor contamination control of wor k requiring aggressive
contamination control techniques. NRC review found RCA portal monitors
out of calibration and out of service, portal monitors not being checked
for operability, operability and calibration checks not being performed
in accordance with procedures and poor frisking techniques by personnel.
Also, the licensee had not implemented an effective radiological control
program for hot particles resulting in'wo individuals sustaining skin
exposures from hot particles. These weaknesses indicate, in part, a
continued lack of corporate oversight of the program.

A generally well defined site and corporate ALARA program is in place.
Standard ALARA techniques are routinely used to reduce personnel exposure
to radiation and airborne radioactive material. Some program breakdowns
were identified last period due to poor communications with work groups
regarding ALARA requirements. Procedures were strengthened to correct
identified concerns.

NRC observations during the recent Unit I outage identified examples of a
lack of sensitivity to ALARA concerns in that station personnel were
found unnecessarily waiting and working in radiation areas. Also, the
ongoing job ALARA review program was not well defined. This made it
difficult to follow ALARA performance and'acquired exposure for jobs. In
addition', observations of control rod drive work found personnel
sustaining exposure due to malfunctioning old equipment.

The licensee took action to address NRC concerns identified last period
regarding the quality of audits, survei llances and assessments to make
them more performance oriented. However follow-up of findings was
inconsistent. Corporate gA audit findings were found open for an extended
period of time. For example, one 'finding dealing with establishment of a
breathing zone air sampling program or justify exceptions, has been open
since 1985. Additional corporate management attenion is needed in this
area.
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b. Radioactive Waste Mana ement and Effluent Control

The licensee has adequate oversight of radioactive waste management
activities at both units. Positions were clearly established in the
chemistry and solid radwaste areas. Audits were found to be thorough and
comprehensive in scope. Procedures for control of radioactive effluents
were very detailed and generally adequate. Procedures for control of

'olidradioactive waste in forms suitab1e. for burial were also well.
detailed. The licensee maintains good capability for determination of
quantities of radioactivity in its liquid and gaseous effluents as
demonstrated by inter-comparison of measurements with the NRC Mobile Lab.

Some lapses in attention to timely review of monitor calibration by
supervision and omission of vendor supplied tritium data on an effluent
release record indicated a minor weakness in procedures at Unit One. At
Unit Two, the Gaseous Effluent Monitoring System (GEMS) has been out of
service since September 1986. The licensee has used an auxiliary
sampling system since then to satisfied grab sample, flow estimate ahd
reporting requirements of the Technical Specifications. The long period
of time that the GEMS unit was out of service indicates a lack of site
management attention in resolving this problem. Further licensee
attention is warranted.

c. Non-Radiolo ical Water Chemistry.

The Unit I non-radiological water chemistry control program was
determined to adequate. Weaknesses were identi'fied, including lack of a
clear corporate statement of policy and lack of corporate technical
overview of the non-radiological water chemistry program. Additional
weaknesses were inadequate temperature control in sampling and
measurement systems at Unit 1 and lack of determination of demineralizer
capacities at Unit 2.

Procedures're provided for proper control of water chemistry. Operating
methodologies were found responsive to minimizing crud induced localized
corrosion (CILC) and microbially induced corrosion (MIC). Waste water
recycling is conditional on Chemistry approval, and operating schemes for
control rod drive (CRD)'cooling water limits ingress of impurities.
These are considered strengths in the program. Administrative strengths
in the program were identified including routine review by site
supervision of water chemistry parameters.

Strengths were also noted in the licensee's program to monitor and
control corrosion mechanisms using zinc injection to mitigate radiation
field buildup and temperature compensated in-line measurement systems.
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d. T~i
The programs for, transportation of radioactive materials are separated;
each unit has a dedicated staff and operations are independent. Both
units'adwaste groups are clearly described in policy statements and
positions are described including responsibility and authority.
Procedures are generally thorough and consistent with regulatory
requirements for shipments of waste for. disposal. During the assessment
period the Unit Two program was reviewed, but no shipments had been made
to permit inspector assessment of the program implementation.

Comprehensive oversight activities were noted, indicating a strong
management commitment to improving weaknesses found in this area in the
last assessment period. Audits were comprehensive and surveillances on
Unit One shipments were twice the committed frequency of ten percent.
Similarly, corrective actions were thorough and met or exceeded
commitments, indicating responsiveness to NRC initiated actions.

On May 15, 1987, two packages of equipment were delivered to a carrier
for transport and use by another licensee. On arrival, radiation levels
in excess of regulatory limits were found which resulted in violations of
49 CFR 173.441(a)'nd 10. CFR 71.5. The root cause for these was a lack
of supervision and procedural weaknesses. The Unit One radwaste group
was not directly involved in this evaluation. The licensee's corrective
actions appear adequate to prevent recurrence, but were not fully
implemented at the time of the routine transportation inspection, four
months after the incident. This was an isolated case and does not reduce
the overall adequacy of the licensee' transportation program.

d

e. ~Summar

In summary, the licensee made numerous procedural and training
enhancements to address previously identified weaknesses and is making
efforts to reduce exposure. However, observations indicate continuing
problems with some previously identified concerns reflecting a need to
further improve supervisory oversight of ongoing work activities,
personnel attention to detail, and the corrective action program to
ensure personnel are adhering to g'ood radiological controls practices and
procedure requirements. Additional attention is a'iso needed in the area
of contamination control and ongoing job ALARA reviews. Improvement is
needed in the Unit 1 non-radiological water chemistry area as it relates
to radiation field buildup and improvement in the operation of the GEMS
System at Unit 2 is warranted.

2. Conclusion

Category 2 — Oeclining





3. Board Recommendations

NRC: None

Licensee:

- Review and improve oversight of on-going radiological work activities.
— Make improvements in non-radiological. chemistry area for Unit 1.
— Restore GEMS to operation and conduct an" integrated system test for

Unit 2

C. Maintenance: (718 hours, 11. 1%)

1. ~Anal sis:

Maintenance was rated Category 3 for Unit 1 and was not assessed for Unit
2 in the previous assessment period. In the previous period, the
following weaknesses were observed at Unit 1: failure to identify
repetitive equipment fai lures; failure to determine the root cause of
failures; forced outages or reactor scrams caused by personnel errors
because of inadequate control of maintenance or post-maintenance testing;
and identified problems were handled at too low a level in the
organization, as a result, management was not aware, of many of the
problems in the plant.

Corrective and preventive maintenance is performed by the Electrical and
Mechanical Maintenance, Instrumentation and Controls and Computer
Departments. Each unit has an essentially dedicated maintenance staff.
The respective department Unit Supervisors report to both the Unit
Superintendent and their respective Department Superintendent who
oversees maintenance on both units. Because of this commonality, the
category of Maintenance has been combined for both units this assessment
period.

Licensee management involvement in assuring quality was evident this
assessment period. Examples of station and corporate management
involvement included their efforts'o computerize the Work Request
System, to incorporate craft training requests into the training,
schedule, and to expand the monthly safety meetings to include a detailed
review of a different procedure each month. The maintenance staff was
adequate, well equipped, knowledgeable and trained to support the
maintenance activities of the plant.

During the beginning of this assessment period, repetitive equipment
failures occurred due to inadequate initial root cause determination or
inattention to detail in implementing maintenance. Significant examples
included:
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A Unit 1 emergency diesel generator (EDG) tripped on low lube oil
pressure three times in nine months. A modification to the EDG was
eventually made that was .similar to a modification previously
performed on the same type of EDG at Unit 2 to correct a similar
problem. This example also illustrates the need to strengthen the
interface between the two units.

A Unit 1 liquid poison pump motor burned out after repeated attempts
to troubleshoot the motor. The cause was subsequently determined to
be in the pump motor breaker. The cause was the same as a 1986
breaker failure.

Unit 1 experienced a reactor scram due to sticking feedwater control
valves. The cause of this control valve problem was not identified.
Later in the same month, a feedwater piping transient and resultant
manual reactor scram occurred as a result of a castastrophic failure
of the same feedwater control valve.

These examples indicate that more attention should be given to equipment
failure root cause determinations and that licensee efforts to improve in
this area have not been totally effective.

The number of Engineered Safety Feature initiations due to personnel
errors during the performance of maintenance has decreased this
assessment period. Licensee corrective actions in this axea including
closer oversight of maintenance activities by the Operations staff and
additional lessons learned training of maintenance personnel appear to be
effective.

During the assessment period, examples of not performing activities in
conformance with approved procedures were again identified. These
examples included the failure to use a special packing tool required by
procedure, the failure to properly tagout equipment before maintenance as
required by the procedure, and the fai lure to notify the control room
when battery corrosion was found during maintenance, as required by
procedure. Although actions have been taken to improve compliance with
-approved procedures, this area needs further management and station
employee attention.

During the assessment period, the NRC raised questions about the
adjustment of valve packing and the appropriate documentation of this
maintenance with respect to ensuring proper post-maintenance testing on
safety related valves. The failure of the licensee to consistently use
Work Requests to document this maintenance was identified as a weakness
due to the potential for adversely effecting the operation of a safety
system. The licensee committed to use Work Requests for future packing
adjustments to ensure proper post-maintenance testing and review by the
Engineering staff.
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A long standing concern this assessment period has been the existing
Technical Specifications (TS) for Unit 2 Emergency Batteries which allow
no corrosion on bus bars or connectors. Following NRC identification. of
rapid corrosion buildup on the batteries, the licensee has taken adequate
measures to increase the surveillance on these batteries to ensure proper
corrective maintenance, when required. A TS change is being proposed to
make the battery corrosion requirement less stringent. Maintenance
management responsiveness to this concern was adequate.

The licensee has established a Work Control Center at Unit 1. The Work
Control Center was initiated to allow better tracking and coordination of
outage maintenance activities and appears to be functioning well, For
example, the identification, tracking and resolution of problems
encountered in the area of Inservice Inspection has recently

improved'hisindicates that station management has initiated steps to improve
coordination of outage maintenance activities. In addition, guality
Assurance and guality Control overview of maintenance activities was
observed to be appropriate:

In summary, the low number of maintenance related reactor scrams and
unplanned shutdowns, for both units indicates improvement this assessment
period. Improved first line supervisor oversight and higher visibility
and interaction of more senior maintenance management in the field was
noted. A significant backlog of maintenance related Work Requests was
observed; however, this backlog does not indicate any immediate impact on
safe plant operation. Further station management atttention in this area
is needed to reduce the backlog. Root cause evaluations and attention to
detail in maintenance implementation continue to be a weakness, but show
signs of improvement. The licensee must continue emphasis in the
maintenance at both plants due to the age of Unit 1 and the inexperience
of the maintenance staff with the new systems at Unit 2.

2. Conclusion:

Rating: 2

3. Board Recommendations:

NRC: None

Licensee: None
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D. Surveillance (Unit 1 - 163 hours, 2.5/o, Unit 2 - 891 hours, 13.8/)

1. ~Anal sos:.

a. Unit 1

During the previous assessment period, this area was evaluated as
Category 2. The surveillance testing program was judged to be adequate;
however, an increase in personnel errors indicated a complacent attitude
toward routine surveillance activities.- This increase in surveillance
related problems was also attributed to insufficient coordination of
testing during unit outages and unusual evolutions.

During this assessment period, there has been a decline in missed
surveillances, with the exception of the Fire Protection Program
penetration surveillance testing problems discussed in the, Operations
section, and few surveillance related difficulties. One reactor scram
did occur during surveillance testing, but the scram was caused by an
equipment fai lure in the system being tested. The reduction in missed
surveillance tests was primarily due to the use of a computer-based
tracking system discussed in the previous SALP. The computer tracking
system is only an aid to surveillance scheduling and as a result the
licensee is still vulnerable to surveillance tests being performed
outside the required interval. Two examples of surveillance tests being
performed outside the allowable (325K) interval were identified and
reported by the licensee to the NRC during this assessment period (LER No.
87-04 and 87-11). Personnel error was the cause for both these events;
however, they appear to be isolated instances.

As discussed in the Unit 1 Operations section, a reactor analyst failed
'o

recognize that a thermal limit (Maximum Total Peaking Factor) was in
excess of the specified limit. No independent review of the surveillance
test results was conducted by either a licensed operator or another reactor
analyst until 34 hours later. The lack of a method to ensure prompt
independent review of TS (thermal limit) surveillance tests results is
a weakness.

f i ~l

In the area of Unit 1 Inservice Inspection (ISI), several weaknesses were
identified this assessment period resulting in escalated enforcement
action. These weaknesses involve failures to comply with the ISI Program
requirements, failure to elevate ISI discrepancies to station management,
and inadequate management involvement and s'upport of ISI activities.
This topic is discussed further in the Assurance of guality section.
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It was determined that the site procedure for ISI Certification of visual
examination personnel was not in compliance with ANSI-N45.2.6 as required
by ASME Section NI. The procedure could have permitted an individual to
become a certified Level I and Level II visual examiner with
substantially less experience than that required by ANSI 45.2.6.
Although the personnel performing Level I and Level II examinations were
determined to be knowledgeable, there is a need for increased site and
corporate management effort to assure requirements are correctly defined
in procedures and properly implemented.

b. Unit 2

During the previous assessment period, this function area was rated
Category 2. The previous assessment period included observations of
Preoperation, Surveillance and Startup Testing. The weaknesses
identified during the previous assessment indicated a lack of station
management involvement early in the startup and preoperational test
programs and an initial lack of adequate review of the surveillance
testing program. Later in the assessment period, the station management
became more active in the review and scheduling of testing and
significantly minimized testing conflicts and potential problems. During
this assessment period, the areas of Power Ascension Testing (previously
referred to as Startup Testing) and routine Surveillance Testing were
reviewed.

Surveillance ~Teatin

During this assessment period, several missed surveillance tests were
identified: firewatch patrols were missed because of poor communications
and supervisory oversight; the licensee failed to perform several TS
required shiftly surveillance tests because of inattention to detail and
program deficiencies; the licensee failed to perform APRM upscale trip
and rod block surveillance checks because of inadequate review of a
first-time mode change requirement; the licensee identified that the SBGT
system charcoal filter sampling requirement had been exceeded due to
procedural inadequacies, personnel error and inadequate corporate and
station management oversight; and, the licensee determined that one of
the drywell personnel air lock door equalizing valves was not being
properly leakage rate tested because of a personnel error and inadequate
design.

The missed surveillance tests discussed above indicate inattention to
detail and insufficient supervisory oversight. The corrective actions
taken for these deficiencies were determined to be comprehensive. The
SBGT system surveillance testing violation was also indicative of
inadequate corporate and station management oversight and followup of a
NRC previously identified problem area.
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Numerous unanticipated events occurred during the performance of
surveillance testing this assessment period. These events'were generally
the result of either test procedure inadequacies or personnel errors.

Procedural problems caused the following: a containment isolation on 8/13
due to electrical protection assembly testing; a containment isolation on
2/2 due to reverse flow check valve testing; main steam isolation valve
isolations on 2/8 and 9/9 due to turbine, stop valve testing; and an
alternate rod insertion on 6/15 due to Redundant Reactivity Control
System testing. These test procedure deficiencies were of a power
ascension nature and were not considered to be a continuing problem area.

Personnel errors caused the following: secondary containment isolation
and automatic SBGT system actuation while testing ventilation radiation
monitors; secondary containment isolations and SBGT system actuations due
to inadequate testing coordination; a primary containment isolation due
to lifting the wrong test lead; primary containment isolations due to
failure to follow the test procedure; and, a secondary containment
isolation due to accidentally bumping a trip relay. These personnel
errors collectively indicate a need for more attention to detail. Some
of these events are of repetitive nature and indicate corrective actions
to prevent recurrence were not fully effective.

Ouring the investigation into why an MSIV did not close at Unit 2 during
surveillance testing, the licensee discovered a failed J10 Gould AC
relay. Subsequent to finding the failed relay, the licensee performed a
systematic inspection of J10 relays and found 16 more cracked relays in
safety related panels. The failure mode was identified and corrected

.prior to replacing the 16 cracked relays. The licensee's approach to
resolving this safety related technical issue was thorough and systematic,
and eff'ectively identified and corrected the conditions leading to the
failure. Licensee management involvement in this matter ensured that
quality was maintained. A review of the same type relays was conducted at
Unit I to ensure no similar problems exist. None were found.

Inspector observation of surveillance testing generally found that
operators and technicians performing the tests were knowledgeable and
cautious in the conduct of the testing. The control room was typically
contacted before the tests started for approval and at the conclusion of
the testing to convey test results. Followup of testing problems has
generally been adequate. Supervisors were knowledgeable of the work
being performed and utilized a master schedule to track the completion of
specific surveillance tasks. Operations personnel oversight and control
of the multitude of surveillance tests performed this assessment period
was generally effective.
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Power Ascension ~Testin

During the previous assessment, station management involvement in the
Preoperational Testing phase was lacking. During this assessment period,
the management oversight of the Power Ascension Testing Program has
improved considerably and has been generally effective in

resolving'roblem

areas.

Station management overview of the day-to-day power ascension testing has
generally been effective. However, early in the testing program daily
planning meetings to obtain plant status and to coordinate further
testing activities were not totally effective. Problems were encountered
in assembling accurate information on equipment status. With the
exception of the Operations Department representa'tives, attendees were
frequently i 11-prepared. Available information on backshift and weekend
activities was typically sketchy and inaccurate. This did not result in
any safety concerns, but hindered progress and scheduling.

To improve the daily planning meetings, the licensee revised the daily
status report to include more pertinent information and rescheduled the
planning meeting to one hour later (9:30 a.m.) to ensure better attendee
preparation. Towards the end of the assessment period, the efficiency of
the daily planning meetings appeared to have improved and department
representatives seemed better prepared.

Numerous equipment problems have been encountered during power ascension
testing (for example: reactor water cleanup pump seal fai lures, offgas
flow problems, and electrohydrauli'c control system vibration).
Management attention has been clearly focused on the safety implications
of these problems and the plant staff has proven capable in addressing
them. However, early in the assessment period, the plant staff's efforts
in resolving these problems were hampered 'by the lack of availability of
spare parts, poor communication and coordination between station
departments, and a lack of adequate Engineering Department support (for
further discussions, see the Engineering and Technical Support section).
During the latter half of this assessment period, Engineering staff
support and station communications improved.

Overall, the Power Ascension Test Program has been deliberately paced and
well implemented. All testing witnessed was well organized and properly
controlled. Prior to testing, the General Electric Company Shift Test
Supervisors and licensee Station Shift Supervisors (SSS) held briefings
to discuss the procedure, anticipated plant response, and review actions
required in the event of problems. In addition, many of the major power
ascension tests were run on the unit simulator and operators gained
valuable training and familiarity with the tests as a result. During
testing, GE test engineers and Operations personnel carefully monitored
plant parameters and proceeded cautiously with testing after assuring
proper plant response. SSSs effectively controlled the testing and
maintained the proper control room atmosphere.
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Selected power ascension test results packages were reviewed and found
complete and clearly documented. The'testing results were relatively
good with a reasonable number of test exceptions generated. The test
exceptions were properly docume'nted and appropriate plans were formulated
to resolve them. The licensee's results review process progressed
smoothly. Technical review of the test results appeared thorough and the
SORC reviews were adequate. In addition, guality Assurance Department
participation in the oversight of the Power Ascension Testing Program was
evident and effective in ensuring compliance with the program.

The licensee's initiative to perform a trial run of the loss of offsite
power test in cold shutdown was beneficial in that it identified several
minor problems that could have unnecessarily complicated the actual testif performed at power. It provided a valuable training opportunity and
allowed for refinement of the test procedure prior to performance of this
high profile test. The actual loss of offsite power test was conducted
extremely well, due to the management initiatives to conduct a practice
run. Ouring the test a significant fraction (more than half) of the
Station Shift Supervisors, as well as the Unit and Operations
Superintendents participated or observed plant response. This was noted
as another valuable training qpportunity and indicative of management
involvement in the testing program.

In summary, the surveillance testing program at Unit 1 has been effectively
implemented with only minor problems having been identified this
assessment period. The implementation of the Surveillance Testing Program
at Unit 2 has been adequate during this initial phase of power operations
and station management oversight and Unit 2 staff involved in the Power
Ascension Testing Program'ave demonstrated generally effective coordination
and execution of the program. 'owever, the numerous problems which have
been encountered such as the Unit 2 SBGT system missed surveillance testing
and Unit 1 ISI Program problems indicate weaknesses in the following areas:
thorough planning and daily review; close station and corporate management
involvement; and followup of problems and deficiencies encountered in the
execution of these surveillance programs.

2. Conclusion:

Rating: 2

3. Board Recommendations:

NRC: None

Licensee: Strengthen corporate management oversight of the surveillance
program
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E. ~di I ET hd I~I Tdlhh,d.F/)
1. A~nal sis:

This area was not evaluated as a separate functional area during the
previous SALP period for either unit, although 'the engineering services
provided to support the completion of construction activities at Unit 2
were considered in the overall assessment of the Construction Area in the
last Unit 2 SALP. During this current SALP period, engineering and
technical support to the station staff was assessed based upon the
services provided to the plant maintenance and modification processes and
the Operations staffs for the continued operation of both units.

The corporate Engineering staff is administratively divided into two
groups, one for each unit. Each group has a supervisory staff to
coordinate the different engineering disciplines. This supervisory staff
reports to a common engineering management. The site Technical Support
organization is similarly organized, but is located on site and reports
to the Station General Superintendent. The majority of the Engineering
personnel for Unit 2 are also located on site, whereas, the majority of
Unit 1 Engineering staff is located at the Nuclear Division Headquarters
approximately 35 minutes from the site.

The licensee continues to make improvements in their Engineering organi-
zation geared towards improving engineering support of the station. The
various engineering discipline managers have been given the authority to
approve outside consultant services, should the need arise. This authority
enhances the ability of the Engineering Department to arrange and provide
engineering expertise not available in-house at short notice.

The licensee has also established a comprehensive training policy for
individuals at all levels in the organization. The permanent training
staff is supplemented by individuals from various disciplines assigned as
instructors. If required, consultants are retained for specific courses.
A review of reportable events for this assessment period does not
indicate any training deficiencies.

Yendor or contractor engineering a'nd work activities are controlled by a
responsible licensee project engineer. This individual is responsible
for monitoring all aspects of the job including quality assurance and
control, with the assistance of the station gA organization. This facet
of the work. activity is particularly important to ensure that the
licensee is being provided a good product. The following are examples
where the licensee has not had good control over contractors this
assessment period:



1
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The Unit 1 RBCLC heat exchangers are being replaced during the 1988
Refueling Outage. The contractor did not have an approved Appendix
B program, but adequate oversight of the heat exchanger fabrication
process was observed by the licensee's QA organization at the
contractor's facility. Work activities on site were not well
controlled and the station QA group has had to place a Stop Work
Order on the job until deficiencies are properly resolved: This
indicates good QA oversight, but poor engineering planning and
coordination with the contractor.

-Following the January 20 reactor scram at Unit 2, the licensee
discovered that calculations provided by two separate contractors
were in error for reactor vessel level and condensate storage tank
level transmitter setpoint calibrations. It is apparent that the
licensee did not properly review these contractor's calculations to
ensure that they were correct.

Although there were problems identified this assessment period with
products and services provided by contractors, the licensee has
demonstrated that th'eir oversight of contractors has improved in certain
areas. For example, the QA oversight of the RBCLC heat exchanger
replacement at Unit 1 and the replacement of the main steam isolation
valves at Unit 2. In contrast, the Engineering support provided to the
Unit 1 Inservice Inspection (ISI) Program and the principle contractor
for this program was observed to be poor:

At the conclusion of the Un'it 1 Refueling Outage in July 1986, Corporate
Engineering was forwarded the results of a failed hydrostatic test on one
of th'e reactor building closed loop cooling (RBCLC) heat exchangers.
This deficiency was not reviewed and dispositioned by Engineering until
November 1986. In September 1987, additional outstanding ISI examination
results from the Unit 1 1986 outage were finally reviewed by Engineering,
some of which involved safety related systems. As of the end of this
assessment period, some of the Engineering dispositions of these ISI
examinations were still in doubt and being reviewed. These problems
illustrate gross inadequacies in the daily support and program oversight
of ISI at Unit 1 by the Engineering and Technical Support staffs.

To resolve major system design and operating problems identified during
this assessment period, the licensee implemented an Engineering Task
Force approach. This approach assigned one engineer to be the focal point
of the problem identification and solution process, and the coordinator
of all engineering resources for the task. The task force approach was
used several times this assessment period and examples are discussed
below:
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During initial Power Ascension testing at Unit 2, operating problems
with the Offgas System were encountered. A task force was formed to
evaluate the system malfunctions. The team was able to identify
numerous system design problems and formulate proper engineering
modifications in a short period of time. Although the task force
was able to resolve the system problems expeditiously, it was
approximately two weeks from initial discovery of system problems
until Engineering became involved and walked down the system to
start their evaluation. Engineering responsiveness to this
operating problem was slow, but their resolutions were
well-engineered.

In December 1987, a Unit 1 manual scram was initiated due to
fee'dwater system vibrations. The NRC staff had numerous questions
regarding the event and in order to coordinate the information
gathering and evaluat,ion, a task force was established. Frequent
discussions held between the resident inspectors and Task Force

~ members resulted in the inspectors often telling the Task Force
members of information pertinent to the feedwater transient
evaluation that they were not already knowledgeable of or briefed on
by the station staff. This indicated that the Engineering Task
Force may have not been fully supported by the Unit 1 staff. At the
conclusion of this assessment period, the HRC was awaiting the
licensee's final report on this event. A NRC team inspection
conducted a preliminary review of the licensee's event assessment
and determined it to be adequate.

The Engineering Task Force approach has proven to be an effective tool in
identifying the root cause of system design problems and coordinating the
overall engineering and technical staff efforts. As mention'ed above, the
interface between the station and the site corporate engineering staffs
needs to be strengthened. Observations made at Site'Operating Review
Committee (SORC) meetings and Daily Planning meetings indicate that the
interface between the station and engineering staffs lacks a true spirit
of cooperation and are somtimes openly antagonistic. For example,
Engineering representatives at the Unit 2 Daily Planning meetings, early
in the assessment period, were often ill-prepared for providing the
status of engineering work activities and appeared to be reluctant to
assume any additional assignments. This situation persisted for some
time before action by either station or corporate management was taken to
improve this strained relationship.

Many automatic Engineered Safety Feature (ESF) actuations this assessment
period have been caused by engineering design deficiencies. These
repetitive actuations indicate that Engineering resolutions to these
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design problems have been either ineffective or slow in being addressed.
For example, the sensitivity of the Rosemont 1153 differential pressure
transmitters has been a problem since identified in the last Unit 2 SALP
period. Because of the lack of adequate dampening in the transmitter
signal processing circuit, any short d'uration pressure spike due to
hydraulic or mechanic shock typically results in a transmitter trip
signal. Until resolution of this problem with the installation of-
capacitors in the trip circuitry to dampen the transmitter response,
numerous automatic ESF actuations and unnecessary challenges to safety
systems occurred. Similarly, numerous reactor water cleanup system
isolations have occurred because of apparent differential pressure flow
transmitter problems. Engineering has attempted several modifications to
the location and physical orientation of these differential pressure
transmitters with some success. Spurious automatic isolations have been
less frequent towards the end of the assessment period.

The NMPC Engineering staff support of the prototype testing of the Unit 2
ball-type MSIVs prior to the decision to replace the valves was good.
During the time the prototype valve was being tested, the licensee

'developed contingency plans for valve replacement with conventional
wye-pattern globe valves. Because of this preplanning, once the deci.sion
was made to proceeded with valve replacement, the valve changeout
progressed smoothly.

A dedicated project 'organization was created to control all aspects of
the removal and installation of the new valves. The organization was
staffed with competent -managerial, technical, construction and guality
Assurance personnel. The organizational responsibility and authority
were well defined and constant communication was maintained with the
subtier work force, management and engineering. The effective
communication network aided in resolving in-process problems that
developed. There was an observed lack of supervisory oversight and
qua'lity Control support in the field as the project began. This
observation was brought to station management attention and was quickly
corrected.

Although there was a lack of aggressiveness in resolving the control and
power supply problems and difficul'ty in completing welding activities,
the overall engineering and installation of the new MSIV's was well
controlled, of high quality and indicative of management's involvement in
assuring quality work.

Weaknesses in the design change/modification process were identified in
the previous assessment period and subsequent program improvements and
enhancements have been implemented. Notable enhancements in the
modification process included: more timely revisions and distribution of
critical drawings; more field involvement by Engineering personnel; and,
increased involvement and overview by gA/gC. However, further site and
corporate management attention .is required to ensure that the activities
related to installation and testing are also effectively implemented.
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The Technical Support. staff continues to improve in their ability to
investigate station events and document their findings and corrective
actions in Licensee Event Reports. This group is also involved in the
final decision of reportability of events. Their determinations were
generally conservative.

In summary, the licensee's Engineering and Technical Support staffs are
generally effective in resolving engineering concerns at both units.
There was a notable improvement in design change activities, this
assessment period. Engineering involvement in the resolution of ISI
Program concerns was inadequate. Management attention is needed in
the area of contractor oversight to identify and correct problems within
the Engineering organization and to improve the station-to-Engineering
Department interface.

2. Conclusion:

Rating: 2

3. Board Recommendations:

NRC: None

Licensee: None

F. ~i d ~Sd (21 t, 4.1 'l)

1. A~nal sis:

During the previous assessment period, the licensee's performance in this
area was Category 1 ~ This rating was influenced largely by the
licensee's well-planned integration of Unit 1 and Unit.2 into a combined
site security program, a demonstrated thorough understanding of NRC
Security objectives and a very good enforcement history. During this
assessment period, three routine security inspections (one announced and
two unannounced) plus one special security inspection were performed by
region-based inspectors. Routine inspections by the resident inspectors
continued throughout the period. One licensee identified violation
occurred during the assessment period.

Corporate management interest in the security program remained evident
during this assessment period by the continued on-site presence of an
effective and knowledgeable Security Manager who reports directly to the
Corporate Senior Vice President for Nuclear Generation. The Security
Manager and his supervisory staff are well trained and qualified security
professionals who are vested with the necessary authority and discretion
to ensure that the security program is carried out effectively and in
compliance with the NRC regulations. The Security Manager is also
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actively involved in the Region I Nuclear Security Association and other
groups engaged in addressing nuclear security matters.

Security systems and equipment are state-of-the-art and are tested and
maintained by a g'oup dedicated to that effort. Malfunctions are
promptly corrected and a preventive maintenance program is in place to
enhance the reliability of systems and equipment. This is indicative of
the licensee's interest in maintaining a quality program.

The annual audit of the security program, performed by the licensee's
Safety Review and Audit Board, was comprehensive in scope and depth.
Corrective actions on deficiencies identified during the audits were
prompt and effective with adequate follow-up to ensure their proper
implementation. Additionally, the licensee established, at its own
initiative, a Commitment to Excellence program which includes a daily
audit or surveillance of a certain aspect of the security program and
encourages members of the security force to identify and report potential
problem areas. This is further evidence of the licensee's interest in a
quality program.

Review of the licensee's security event reports and reporting procedures
found them to be consistent with the.NRC's regulations (10 CFR 73.71).
There were five security event reports submitted during the assessment
period. Two of these were discussed in the previous SALP report for Unit
2. The other three involved a computer software problem, a obscure .

breach in a vital area, and a failure to recognize a defective perimeter
intrusion alarm. The licensee took prompt and effective compensatory
and/or corrective measures for each event. The event reports submitted
to the NRC were prompt, clear, thorough, and indicative of careful
management review of the event and the report. The licensee has also
developed an extensive matrix to be used as guidance in determining the
level of reportability for events.

Staffing of the proprietary security force continues to be adequate as
evidenced by a limited use of overtime. The security force training and
requalification program is well developed and administered by a full
time, experienced staff, under the direction of a training supervisor.
Facilities for training and requalifications are available on site or on
adjacent owner c'ontrolled property. These facilities are well equipped
and well maintained. Contingency drills are conducted at least once each
month. These are effectively used for training purposes and receive a
critique that is fed back into the formal training program. The licensee
is actively pursuing a program for participation of the operations
organization during exercises of contingency events which could have an
effect on plant operation.

Security plan changes submitted during the assessment period were clear
and concise, and adequately described in a summary transmitted with each
change. Pages were clearly marked to facilitate review by the NRC and
the changes reflected a thorough understanding of NRC requirements. The
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licensee's safeguards licensing function is adequately staffed by
experienced personnel who are knowledgeable of NRC program objectives and
the staffing level is indicative of the licensee's commitment to.
maintaining an effective and high quality program.

In summary, the licensee continues to implement a very effective security
program that goes beyond compliance with regulatory requirements and
security plan commitments. In addition, the licensee continues to
implement innovations, such as the Commitment to Excellence Program,
which are indicative of the licensee's intention to pursue a high
quality security program.

2. Conclusion:

Rating: 1

3. Board Recommendations:

NRC: None

Licensee: None

0. ~E ~P Il82, 2.8 '/I

l. ~Anal sis:

During the previous assessment period, licensee performance in this area
was rated as a Category 1 for both units. No weaknesses were identified.
The basis of the assessments for this SALP period include observation of
the annual partial-participation emergency exercise and review of
Emergency Plan and Emergency Procedures revisions by the NRC staff. In
addition, on January 20, 1988, two events occur red (one at each unit)
which required implementation of the Emergency Plan. Both events were
classified as Unusual Events.

The licensee's execution and participation in the annual exercise
demonstrated thorough planning and a strong management commitment t'o
maintaining a high degree of emergency preparedness. Emergency response
personnel were observed to be knowledgeable in their duties and in use of
Emergency Preparedness Implementing Procedures, a reflection of a high
level of training. Only minor deficiencies were identified during the
exercise. The licensee conducted an adequate critique of the exercise by
identifying deficiencies in need of corrective actions Deficient areas
identified during previous exercises were not repeated.

The licensee acted promptly,and correctly to the two Unusual Events which
were declared during this assessment period. Assessment actions,
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notification of offsite authorities and communication among key responders
were proper. During the first event, the licensee effectively handled an
actual medical emergency involving the transport of a contaminated and
injured Unit 1 employee to the local hospital. Response to the, second
event, involving a loss of instrument air resulting in a reactor scram and
vessel overfill, was also prompt and correct.

The licensee has adequate full-time onsite and corporate staff who are
assigned to maintain the Emergency Preparedness Program. Emergency
Response Facilities (ERF) are dedicated and have been well maintained
throughout the period. These facilities include the Emergency Operations
Facility, Technical Support Center, Operations Support Center and Joint
News Center.

In summary, the licensee continues to exhibit the qualities necessary to
ensure efficiency in their Emergency Preparedness Program. Training of
all levels of personnel is extensive. It is evident that the management
attention and commitment to emergency preparedness has resulted in strong
performance in all areas of the emergency response organization.

2. Conclusion:

Rating: 1

3. Board Recommendations:

NRC; None

Licensee: None

H. ~Licensin

~Anal sis:

During the previous assessment periods, this area was rated Category 1
for Unit 1 and Category 3 for Unit 2. During those overlapping periods
there was an extremely high level of activity to support issuance of the
low power license for Unit 2 and to resolve chronic problems with the
Unit 2 main steam isolation valves (MSIVs). Although the majority of
licensing submittals on Unit 1 during that period were clear and of high
quality, a declining trend over the previous period was noted. The
declining trend was attributed to the strain on management from the
pressing demands for completion of construction of Unit 2. The last SALP
on Unit 2 also noted the heavy activity to support Unit 2 licensing and
discussed concerns relating to poor planning, a reluctance to provide
realistic schedules, and poor coordination among Licensing, Engineering,
and site personnel.
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Coincident with the issuance of the Unit 2 low power license on October
31, 1986, the Licensing staffs were combined for Units 1 and 2. Thus,
Licensing staff experience on operating plant issues was available for
Unit 2 activiites.

On occasion during this period, the licensee has exhibited a lack of
appreciation for licensing requirements or a reluctance 'to make
independent, conservative decisions with.regard to regulatory compliance.
Examples of these issues are listed below:

Deviating from the requirements of the June 24, 1983, order
concerning the scram discharge volume (SDV) without obtaining prior
NRC approval. (Unit 1)

Failure to comply with Technical Specifications (TS) concerning the
Average Power Range Monitor (APRM) flow biased high flux scram and
rod block clamps without NRC intervention. (Unit 1)

Seeking NRC guidance on which licensee generated analysis to use
for the reactor building (RB) ambient service water differential
temperature. (Unit 2)

Failing to respond to NRC Bulletin 86-03 within 'the required time.
(Unit 2)

Failing to meet the 10 CFR 21 reporting requirements concerning the
standby gas treatment (SBGT) system flow switch design deficiency.
(Unit 2)

Failing to apply for an exemption to 10 CFR 50.44 (containment
inerting) because of the licensee's interpretation that a specail
test exception in the TS would take precedence over the regulation.
(Unit 2)

While some of these issues have limited safety significance, additional
corporate management attention is necessary to ensure aggressive,
conservative compliance with regulatory requirements, without waiting for
NRC guidance.

During the last assessment period, a concern was noted for Unit 2 with
regards to late submittals. While the frequency of late submittals has
declined with the licensing of Unit 2, some planning problems have
persisted as evidenced by the following:

February 4, 1988 TS amendment request to redefine Hot Shutdown.
(Unit 1)





January 29, 1988 TS amendment request for the ISI/IST Programs.
(Unit 1)

January 21, 1988 TS amendment to delete the main steam isolation
valve bypass valve from the isolation valve list. (Unit 1)

- July 22, 1987 emergency TS change regarding the service water inlet
temperature. (Unit 2)

~ ~

While some of the pl'arming problems relating to the Unit 1 refueling
outage may have been caused, in part, by having to enter the outage
early, the majority of late submittals appear to be caused by inadequate
communications between the Licensing and Operations organizations.
Additional corporate management attention is needed to ensure Licensing
is aware of amendments, and reliefs needed to support restart and continued
plant operation. Attention is also needed to ensure that requests are
submitted to the NRC in sufficient time to meet public notice requirements
and allow for adequate technical review,

Major technical issues during this period for Unit 1 have included: the
review of the Inservice Inspection (ISI) and Inservice Testing (IST)
Programs; changes to the Radiological TS; the adequacy of the scram
discharge volume design'odifications; ASME Code relief for the repair of
the reactor building heat exchanger and a TS amendment request in support '
of Reload 11. For Unit 2, .the major technical issues during this period
have included: MSIV replacement; qualification of non-1E electrical
devices; the fire protection program; changes to the service water TS;
the downcomer design analysis; the IST program review; the use of
Westinghouse fuel; the RB ambient service water differential temperature;
and followup to the January 20, 1988 vessel overfill event. With the
exception of the issues previously noted, the licensee's technical
approach to, and resolutions for, these issues have been generally sound
and conservative. For example, as a result of the follow-up review on
the January 20 overfill event at Unit 2, the NRC discovered that ASME
Code Class 1 analysis had been inappropriately applied to ANSI B31..1
piping in the break exclusion zone. The licensee took timely and
effective action to reevaluate the break exclusion zone in the main
steamline to respond to NRC concerns, and also extended its reanalysis
beyond regulatory requirements to cover other break exclusion zone piping
that had been inappropriately analyzed'dditional examples of sound and

-conservative approaches were: the licensee's submittals in support of
deletion of the fire protection sections from the Technical Specifi'cations;
and the licensee's submittal on the revisions to the Fire Protection guality
Assurance Program. Both of these submittals were also clear and comprehensive.

C

Overall, the licensee has generally demonstrated a high degree of
cooperation with the NRC while pursuing resolution of concerns in the
licensing area. This was evidenced during the Unit 1 and 2 meetings on
the IST Program in September and Oecember, 1987, respectively, and during
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the review of the containment venting procedures on February 10, 1988.
During those meetings, the licensee's staff was professional and responsive,
which contributed to the completion of the agenda in a timely manner. One
notable exception was the failure of the licensee to discuss the significance
of the May 18, 1987 letter on non-lE devices in Class 1E systems with the
new Project Manager when it was submitted. Failure to emphasize the s~-
nificance of this issue during the high activitiy period immediately before
Unit 2 full power licensing, ultimately- led to postponing the Commission
Briefing. Subsequent to the issuance of the full power license, the licensee
has endeavored to 'keep the NRC advised of developments on this issue.

During the assessment period, there have been a large number of Emergency
Notification Sys'em (ENS) reports and Licensee Event Reports (LERs)
regarding operational and design-related events, particularly'n Unit 2.
While it is not unusual for plants in the Startup Testing phase to have a
higher than average number of event reports, many of these events have
been within the licensee's control (i.e., personnel error). Many of the
ENS reports were subsequently determined to not be LER reportable;
however, the licensee is encouraged to continue their conservative reporting
approach.

The reports for Units 1 and 2 have generally been complete and timely.
An exception was LER 87-058 concerning the October 1, 1987 scram on high
neutron flux'he LER neglected to report that water level had risen to
the main steamlines and that some water entered the lines. The apparent
lack of sensitivity- to a problem (exhibited by the licensee's failure to
recognize this aspect of the event as significant) may have contributed to
the failure to prevent vessel overfill on January 20, 1988. In addition,
the report made to the NRC's Operations Center on the January 20 event
neglected to include information on the vessel overfill.
On October 8, 1987, the licensee committed to establish a tracking system
for commitments to the NRC and to have a Licensing representative on site
to record commitments and ensure they are tracked. While these actions
have resulted in fewer missed commitments, the licensee has established a
number of overlapping tracking systems with different individuals
controlling them. The result is that several licensee representatives
have contacted the NRC'o request the same information on issues that are
tracked on more than one system.

In summary, while the technical approach to, and resolutions for, issues
have generally been sound and conservative, the licensee has on occasion,
demonstrated a lack of understanding of regulatory requirements and

a'eluctanceto make independent, conservative decisions on issues regarding
regulatory compliance. The licensee's cooperativeness has facilitated the
timely completion of onsite meetings on licensing issues during this
period. However, late submittals, were again noted particularly with
respect to the Unit 1 outage at the end of the assessment period.



l



-43-

2. Conclusions:

Rating: 2 Declining

3. Board Recommendation;

NRC: None

Licensee: Additional management attention is needed to improve the
licensee's sensitivity to issues involving regulatory
compliance including the timeliness of both follow-up
actions on potential safety issues, submittals on
amendments and reliefs required to support, plant operations.

I. T~ii d s tiff i Eff

1. A~nal sis:
s

During this assessment period training and qualification effectiveness
was again considered a separate functional area, although it continues to
be an evaluation criterion for each functional area. This area is used
to provide a synopsis of the effectiveness of the training and
qualification programs for the Operations Department personnel and other
station technical personnel.

This functional area was evaluated for the first time as a separate
category in the previous assessment period. Both Unit 1 and Unit 2 were
rated as Category 2 in this area, with the following weaknesses observed:
lack of indepth training of licensed operators in the operation of the
Unit 1 rod worth minimizer; marginal performance by operators at Unit 2
in the areas of procedures and Technical Specifications familiarity; and,
lack of training on station administrative procedures.

Observed strengths from the previous period were: development of a
non-licensed operator training program; use of ."hands-on" training
laboratories; strong commitment to licensed operator training; and, good
use of the site specific simulators.

During this period, initial Reactor Operator (RO) and Senior Reactor
Operator (SRO) license examinations were given for both units. A total
of nine SRO candidates were examined. Of the nine candidates, six passed
the first time and three individuals from Unit '1 subsequently passed the
retake examination. Three RO examinations were given and all candidates
passed. Overall performance by candidates on license examinations has
been consistent with previous assessment periods. The quality and
effectiveness of the operator training program was adequate; however,
previously identified weaknesses in the use of procedures has not been
fully corrected.
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Requalification examinations were given at Unit 2 to four .SROs and four
ROs. Three of the ROs and two of the SROs passed. Weaknesses in the
following areas were observed during the requalification examinations:
communications during the simulator examinations; knowledge of APRM
calibration and new fuel inspection processes; and, knowledge of what
type of fire extinguisher to use for various fire classifications. A
strength noted during the examinations was the familiarity with plant
equipment locations.

Inspections conducted to evaluate the effectiveness of the operator
requalification program at Unit 1 identified that the program was revised
during this assessment period to reflect the cur rent 10 CFR 55
requirements for continued training. In addition, some action was taken
to correct previously identified weaknesses. Strengths in the
requali'fication program were noted in the use of the site specific
simulator, and improved quality of training lectures and lesson plans. A
weakness previously identified in the area of requalification training
documentation was found not to have improved this assessment period. NRC
review of this concern identified that documentation was deficient in the
areas of required reading, lecture attendance and

remediation'he

results of licensed operator interviews indicated that the Unit 1

operators have the overall opinion that participation in the requalifi-
cation program is not effective in training the operator to perform job
related activities. Operators indicated that the'rogram is unnecessary
at Unit 1 due to their extensive operating experience and that the
requalification program was designed solely to meet the requirements of
INPO and the NRC.

Training Department efforts to improve previously identified weaknesses
in training documentation have been ineffective. Operator attitudes
toward requalification training indicate that the station management is
neither responsive to operator training needs nor supportive of the
requalification program.

One problem identified during this assessment period at Unit 1 which may
require additional operator training involved a Limiting Safety System
Setting (LSSS) violation. Althoug'h the LSSS violation was the direct
result of a reactor analyst error, it appears that there was no licensed
operator oversight of this activity. This may indicate a lack of
familiarity of licensed operators with the plant process computer edits
for thermal limits. An event last assessment period involving operator
lack of familiarity with the rod worth minimizer was addressed with
additional operator training and no similar problems were encountered
during this assessment.

The adequacy of the non-licensed operator training program has not been
directly evaluated in this period. The Unit 2 reactor scram caused by
the isolation of instrument air by a non-licensed operator appears to be
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an isolated event. However, an obvious deficiency was noted in this
operator's method for checking valve positions and may indicate a need
for improving the non-licensed operator classroom and on-the-job
training.

During this assessment period only one reactor scram was
attributed to a station employee's lack of knowledge or training
deficiency (October 1, 1987 Unit 2 reactor scram). Several engineered
safety feature system automatic actuations occurred at Unit 2 because of
either operator or technician lack of familiarity with the systems;
however, this was not considered unusual for a plant going through the
Power Ascension Testing Program.

A cursory review of Instrumentation and Contro'ls technician training was
conducted this assessment period and it was observed to be reasonably
well coordinated by the Training Department and work center supervisory
oversight was evident. As result of a Unit 2 Self Appraisal Team ~

recommendation, all station departments have implemented their own
Lessons Learned Book. The, Lessons Learned Book is designed to keep
station workers aware of recent problems encountered on site and in the
industry to help prevent recurrence. As noted in the Radiological
Controls section, radiation protection technicians have not kept abreast
of current required reading. Additional supervisory oversight is
warranted in this area.

In summary, concerns in the areas of requalification training documentation
and operator attitude toward the requalification program need to be reviewed
and additional station and corporate management involvement is needed to
ensure licensee operator training and requalification training programs
are effectively implemented and known program deficiencies are appropriately
resolved.

2. Conclusion:

Rating: 2

3, Board Recommendations:

NRC: None

Licensee: Audit Requalification Training Program and revise as
necessary.
Examine the station employee training needs for
performance; incorporate operators'eeds and ideas as
appropriate.
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J. Assurance of ~ua1it

l. ~Anal sis:

During this assessment period, Assurance of Quality is again being
considered as a separate funct.ional area. Management involvement and
control in assuring quality continues to be one of the evaluation criteria
for each functional area. The various aspects of programs to assure quality
have been considered and discussed as an integral part of some functional
areas and the respective inspection hours are included in those areas.
Consequently, this section is a synopsis of the assessments relating to
management involvement and control in assuring the quality of work conducted
in all areas and for both units. This section provides a brief outline of
past NRC concerns i'n this area and licensee actions to resolve these
concerns. Additionally, the effectiveness of working staff, first
line supervisors, management, QA/QC and the independent on site and off
site review organizations (SORC and SRAB) in assuring quality is assessed.

During the previous assessment period, this functional area was rated
Category 3 for Unit 1 and Category 2 for Unit 2. The numerous weaknesses
previously identified included: poor root cause evaluations and
overemphasis on procedural revisions to correct problems; inadequate
material controls; QA Department overemphasis on post-activity
documentation review vice in-process reviews (Unit 1); lack of
self-critical analysis and management involvement 'in problem
identification and resolution; poor inter-departmental communications;
Operations Department (Unit 2) i 11-prepared for power operations; and
inappropriate Technical Specification interpretations.

During this assessment period, the licensee made some improvements in their
problem identification and resolution processes. Evidence of this was
observed in the Licensee Event Reports and in the proceduralizing of the
licensee's root cause analysis procedure which was in use much of this
assessment period. The root cause procedure typically required a single
person to develop the line of inquiry and conduct an investigation using
Kempner Tregoe (KT) as a tool for analysis. The KT analysis was then
reviewed by the SORC. Because the KT analysis was generally developed by
one individual, it appeared that the multidisciplinary SORC review would
be more effective if used from the outset.

Licensee performance has been inconsistent, in that examples persisted
where management was either unable to identify the underlying or program-
matic causes or did not effectively pursue them such as: reactor building
ventilation isolations and subsequent standby gas treatment (SBGT) system
automatic initiations; reactor water cleanup pump bearing failures; Rose-
mount transmitter sensitivity problems; emergency diesel generator lube
oil pressure switch problems (Unit 1); liquid poison pump breaker problems
(Unit 1); repeat fire protection program violations involving personnel
error; Inservice Inspection (ISI) program implementation concerns; and





-47-

persistent housekeeping problems. In contrast, licensee actions to address
the spurious redundant reactivity control system actuations, the Electro-
Hydraulic Control system pipe break, the condensate storage tank rupture,
and the feedwater system transient at Unit 1 were examples of timely and
comprehensive corrective actions. In general, licensee identification and
resolution of site .problems has shown improvement, but further station
management attention is warranted to ensure that the improvement continues.

Examples of material control problems continued to .surface such as, the
control of commercial grade items in safety related applications which
has been a problem area. In May 1987, a Quality Assurance (QA) audit
identified the lack of proper commercial grade dedication for General
Electric Company (GE) supplied commeroial grade items. The licensee's
Materials Management Organization purportedly placed all these items on
hold pending appropriate dedications, In January 1988, the site QA
Surveillance group identified that a few GE commercial grade items had
been improperly issued without dedication and-a QA Stop Work Order was
initiated. Subsequently on February 2, 1988, a second Stop Work Order was
issued by QA on all non-GE commercial grade items pending review of these
items'ommercial grade dedications and item identification and segregation
in the warehouses. Althnugh QA involvement to assure proper resolution of
this materials control concern was decisive and thorough, more positive
action to prevent potential safety concerns should have been taken by
station and Materials Control management in. May 1987 to preclude.
inadvertent issue of unauthorized equipment.

In the previous assessment period, the site QA organization at Unit 1 was
identified as being more oriented towards post-activity documentation
reviews than in-the-field work observations. This was in sharp contrast
to the Unit 2 QA efforts which were focused on field observations and
in-process work activities. During this assessment period the station QA
organization has been restructured under the direction of a new Manager.
of Nuclear QA Operations. In addition, the station QA Surveillance
Program was changed to ensure more in-the-field surveillance rather than
after.-the-fact paper reviews at both units. The surveillance program
also includes review of startup test activities with 24 hour coverage and
detailed surveillance checklists for certain pre-selected tests. The QA
Surveillance organization has changed their method of selecting areas to
be observed by utilizing random selection of work activities and the
Probability Risk Assessment (PRA) analysis'. Theses changes are
indicative of QA management willingness to ensure that, more in-the-field
activ'ities are observed in order to achieve higher quality work. The use
of the PRA also exemplifie's managements aggressiveness in identifying
areas of higher safety significance and to focus more attention on these
areas.

QA involvement in the MSIV replacement at Unit 2 was good. Short term
station QA initiatives taken in October 1987 to cbrrect the Unit 1 ISI
programmatic deficiencies were also good. However, QA Audit findings in
July 1987 did not receive adequate followup by either QA or station and
corporate management, in order to determine the potential safety system
impact.
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Management continues to struggle with the. ability to be critical of their
own performance, although some examples of improvement have been observed.
Unit supervisor meetings have been scheduled with the respective Unit
Superintendents to improve information flow and direct oversight of unit
activities. However, these meetings do not appear to be effective in
improving radiological controls and housekeeping practices at Unit 1.

Housekeeping at Unit 1 continued to be a problem area; marginal
improvement towards the end of the assessment period was observed, but
only after unsatisfactory observations were presented to station
management by the NRC. Routine cleaning activities have been observed
and specific problem areas identified by the NRC are usually addressed.
Station management does not aggressively stress good housekeeping" practices to station workers but rather leaves that responsibility to the
Buildings and Grounds Maintenance crew.

The failure of the licensee to identify problems in the Unit 1 ISI
program, in November 1986 with the RBCLC heat exchanger concern, again in
July 1987 after a gA audit of ISI, in October 1987 with the discovery of
unresolved ISI examination results, and in December 1987 with the
discovery of missed vessel head stud bushing examinations, indicate that
station and corporate management did not critically examine the causes
for these problems nor did they recognize the potential programmatic
concerns. The four scram valve diaphragm failures at Unit 1, the offgas
system problems at Unit 2, the RWCU pump spare parts availability at Unit
2, and the numerous hot particle problems at Unit 1 are all examples of
where management has either been slow to recognize the potential problem
or slow to take action to correct the situation.

. The effort expended by the licensee's Unit 2 Self-Appraisal Team (SAT)
proved beneficial but has not been fully implemented by all site
supervisors and managers. Maintenance supervision has been observed in the
field providing direct oversight and interaction with the mechanics,
however Radiation Protection supervision monitoring of ongoing work during
the Unit 1 outage has been poor. Specifically, during drywell work the
lack of supervisory oversight has lead to unnecessary personnel exposures
and the tolerance of sloppy work habits.

The September 2, 1987 event at Unit 2, involving the inoperability of
SBGT train A because of a missed surveillance on the charcoal filter
media, demonstrate's insufficient corporate and station management
involvement. Another exampl'e of inadequate management involvement, which
also resulted in escalated enforcement, was the Unit 1 Inservice Inspection
(ISI) Program implementation violations identified in October 1987.
Although the ISI Program violations were initially determined to be of low
safety significance, the principal concerns were for the number of
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deficiencies, the time these problems existed and the number of missed
opportunities for station and corporate management 'to take action to
correct these deficiencies. On the other hand, development of the
Engineering Task Force management approach and the use of SAT, which was
encouraged by NRC management, were beneficial in identifying and resolving
station problems and were good licensee management initiatives.

Communications and coordination between various groups on site remains a,
historical licensee weakness. Some examples of good coordination were
evident, such as the replacement of the MSIVs at Unit 2 and the development
and implementation of the Unit 1 Work Control Center. However, early in
the assessment period many of the attendees at the Unit 2 planning meetings
were ill-prepared and sometimes uncooperative. Station management
efforts to improve this situation were slow and corporate management
presence at these meetings was infrequently observed. Similarly, licensee
SORC meeting discussions appeared generally strained. Although safety
issues were adequately reviewed and appropriately resolved, the discussions
Here frequently unstructured and items for SORC review were often inef-
ficiently presented. Efforts by the SORC chairmen to direct the discussions
and reviews appeared to often result in SORC members and attendees being
inhibited rather than encouraged to freely discuss observations and concerns.
The quality of presentations made to the SORC should be better planned and
more efficiently presented to ensure a better inter-disciplinary safety
review.

SORC involvement in the resolution of Unit 2 Power Ascension Testing
major test exceptions and related plant problems has been significantly
improved. The SORC members have consistently demonstrated a clear
understanding of the technical and safety aspects of the testing issues
and have routinely taken actions that are conservative with respect to
safety. Particularly noteworthy were the actions taken to address the
feedwater temperature stratification problem, spurious actuations of the
redundant reactivity control system and the reactor scram with subsequent
vessel overfill event.

The Unit 2 Operations Department has demonstrated general improvement.
The operating crews have conducted the Power Ascension Test Program well,
with few significant personnel errors. When operator related problems
have been encountered, supervisory response has been prompt and thorough
review of the human factors elements has been performed to ensure actions
to prevent recurrence are proper and the lessons learned are quickly
communicated to all operators. The assignment of new management staff
was observed to improve communications and responsiveness both within and
outside the Operations Department.

The deficiencies noted towards the end of the assessment period in the
Unit 1 licensed operator requalification program implementation indicate
that additional management attention is needed in this area to improve
the overall quality of the requalification program and operator
receptiveness to the training.
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Licensee approach tod interpretation of Technical Specifications (TS) was
generally improved. A TS Interpretation Book was generated for Unit 2
licensed operator use and appears to have appropriate controls for ensuring
adequate review and approval of the interpretations prior to their
application. However, an example at Unit 1 involving a TS interpretation
for isolating a recirculation loop indicates that the lessons learned at
Unit 2, regarding appropriate research and review of TSs and when in
doubt erroring in the conservative direction, were not carried over to
Unit I staff.

Activities of the offsite review committee, the Safety Review and Audit
Board (SRAB), do not appear to be exceptionally effective in overseeing
station operations. 'For example; the ISI audit conducted in July 1987
which identified programmatic weaknesses did not receive any obvious
immediate followup. Also, a SRAB audit of Requalification Training at
Unit 1 was considered ineffective as demonstrated by recent NRC
inspections in this area. Although observations of SRAB functions have
been limited this assessment period, the SRAB's impact on day to day site
operations and overall site performance was not readily apparent.

In summary, performance in this area is inconsistent. NMPC has made
minimum overall improvement in this area since the last SALP. The
improvements made in problem identification and resolution, effectiveness
of guality Assurance organization, Unit 2 operations and TS interpretations
were balanced by the surfacing of station and corporate management

over-'ight

and coordination problems such as the ISI Program, material controls,
requalification training, SBGT system missed surveillance and persistent
radiological controls and housekeeping problems. The lack of station
teamwork and good communications is still evident and indicative of poor
station and corporate leadership. Efforts to improve, to date, have been
too slow.

2. Conclusion:

Rating: 3

3. Board Recommendations:

NRC: None

Licensee: Complete the reorganization and more clearly define staff
responsibilities and accountability.

V. SUPPORTING DATA AND SUMMARIES

A. ~li 1 1 A~11

An Office of Investigation review of a 1985 allegation, on improper
installation of nuclear instrumentation cables continued through this
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assessment period. An Enforcement Conference was conducted on March 18,
1988.

During this assessment period, a total of seven allegations were received
and reviewed by the NRC. Six were found to be valid concerns. One
allegation is currently under review.

a

B. Escalated Enforcement Actions

An Enforcement Conference was held on February 19, 1987, to discuss
numerous violations identified during the previous assessment period
involving concerns brought to the NRC's attention by a NMPC station
employee. A Notice of Violation was issued on April 29, 1987, detailing
five instances of violation, citing a aggregate Severity Level III and
cumulative $ 50000 dollar Civil Penalty.

An Enforcement Conference was held on July 7, 1987, subsequent to an
inspection of a radioactive materials shipment from Unit' to the
Brunswick Nuclear Station. A Notice of Violation was issued on August
13, 1987, citing a Severity Level III violation of 49 CFR Parts 170-189,
and assessing a $ 2,500 dollar Civil Penalty.

An Enforcement Conference was held on October 8, 1987, to discuss a
Technical Specification. surveillance testing violation involving the
sampling ef charcoal filters in the Standby Gas Treatment system.

An Enforcement Conference was held 'on January 7, 1988 to discuss a
resident inspector report which detailed numerous violations of the
licensee's Inservice Inspection Program at Unit 1. After the end of the
assessment period on March 14, 1988, a Notice of Violation was issued for
these violations. The three violations have been categorized in the
aggregate as a Severity Level. III with a cumulative $ 100,000 dollar Civil
Penalty .

C. ~Mana ament Conferences

The management meetings for the previous SALP periods were held on March
26 and June'2, 1987, for Unit 1 and Unit 2 respectively.

On September 21, 1987, the licensee presented their Self-Appraisal Team
(SAT) findings to Region I and Headquarters staff at the licensee's
Training Center.

D. Confirmatory Action Letters ICAL

One CAL was issued this period to Unit 2 after the January 20, 1988, loss
of feedwater and vessel overfill event. This CAL confirmed that the
plant would remain shutdown until Region I management had time to review
the events and licensee corrective action. The shutdown requirement waslifted on February 1, 1988.
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E. ~Licensin Activities

1. UNIT 1

a. LICENSEE MEETINGS ~AT ~NRC

—Licensing Issues—Discussion of New Seismic Criteria—Licensing Issues

b. SITE VISITS/MEETINGS

—Management Meeting and Plant Tour—Discussion of Inservice Testing 'Program
for Pumps and Valves—Review of Containment Venting Procedures

c. COMMISS ION MEETINGS

—None

d. RELIEFS AND SCHEDULAR EXEMPTIONS GRANTED

4/24/87
6/26/87
11/17/87

5/13-14/87
9/9-10/87

2/10/88

—Code Relief for Heat Exchanger Repair 3/20/87—CRD Stub Tubes ~ 3/25/87
.
—Relief from 60 Day Reporting Requirement 5/12/87

for GL 87-02

e. EXEMPTIONS GRANTED

—None

f. LICENSE AMENDMENTS ISSUED

AMENDMENT

89

90

91

92

93

SUBJECT

Organization Technical
Specification Changes

Technical Specification
For Engineering Expertise
on Shift

Control Room Air Treatment
System

Technical Specification
On Power/Flow Rate

Organization Technical
Specification Changes

DATE

11/17/86

12/29/86

2/10/87

3/24/87

8/27/87
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94 Radiological Environmental 2/8/88
Technical Specification
Changes

2. UNIT 2

a. LICENSEE MEETINGS

Licensing Issues
Non 1E Devices
Operational Problems from Hot Weather
Drawdown Time
Licensing Issues
Downcomers
Westinghouse Fuel

b. SITE VISITS/MEETINGS

—Management Meeting and Plant Tour—Non 1E Devices—Inservice Testing

4/24/87
6/10/87
7/20/87
8/18/87
11/17/87
12/07/87
1/20/88

5/13-14/87
6/15-16/87
12/3-4/87

C.

d.

e.

COMMISSION MEETINGS

Full Power Commission Briefing

RELIEFS OR EXEMPTIONS GRANTED

—Schedular Exemption to GDC 50

AMENDMENTS

Delete MSIV License Amendment
(AM. 1 TO NPF-54)
Revise RPS Setpoints and Change to
WYE-Pattern Globe Valves
(AM.'2 TO NPF-54)
Emergency Technical Specification Change
on Service Water (AM. 1 TO NPF-69)

—RCIC Setpoints (AM. 2 to NPF-69)

7/01/87

7/2/87

5/11/87

5/15/87

7/31/87

3/24/88

f. OTHER LICENSING ACTIONS

—Full Power License—Full Power Technical Specifications-- SSER 6

7/2/87
7/2/87
7/2/87
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TABLE 1

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2 ~I«H A~I«d
(Uni tl/Unit2)

86-21
10/01/86—
ll/16/86

Resident 28/0

(86-22 and 86-23 were outside the assessment period)

86-24
11/03/86—
11/07/86

Specialist 68/0 Maintenance Program Review

86-25
11/17/86—
11/21/86

86-26
11/17/86 "
01/04/87

86-27
12/01/86—
12/05/86

87-01 87-02
01/04/87 — 03/01/87

87-02
01/12/87—
01/16/87

A

Specialist

Resident

Special i st

Resident

Special i st

19/0

99/0

27/0

226/175

19/0

A

(87-03 and 87-04 were outside the assessment period)

87-05 Specialist '/26 Routine inspection to
02/02/87— review MSIV control and
02/05/87 electrical modifications

87-06 Specialist . 0/48 C

02/10/87-
02/13/87

87-07 Specialist 0/37
02/09/87—
02/13/87

Routine safety inspection
of electrical and
mechanical surveillance
and .maintenance

(Areas Inspected Codes are described at the end of this Table.)
Tl-1



r



Table 1 ~Cont'd

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2 ~l H A~I«d
(Uni tl/Unit2)

87-03 87-09
03/02/87 — 04/19/87

87-04 87-10
04/06/87 — 04/10/87

Resident 141/279

Specialist 17/17

87-05
04/06/87—
04/09/87

Specialist N/A Operator License Exam

87-06
04/20/87—
04/24/87

Specialist 32/0

87-07 .87-08
04/20/87 — 06/07/87

87-08
05/26/87—
05/27/87

Resident

, Specialist

160/315

15/0 Special safety inspection
of Rad material shipping

87-11 Specialist
03/23/87—
03/27/87

87-12 Specialist
04/06/87—
04/10/87

0/37 Routine inspection to
review MSIV replacement

0/40 Routine safety inspection
of electrical and
and pneumatic modification
due to MSIV

87-13
04/20/87
04/21/87

Specialist '/19 Special safety inspection
of fire protection program

87"14 Specialist
04/13/87 "
04/17/87

87-15 Specialist
05/11/87—
05/15/87

0/37

0/34

Routine safety inspection
to review MSIV charge out

87-16 Specialist
06/01/87 - Team
06/12/87

0/1532 Special Operational
Readiness Inspection
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Table I ~Cont'd

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2

87-17
05/19/87
05/29/87

~lns actor Hours Areas Ins ected
(Uni tl/Unit2)

Specialist 0/73

r

-87-09
06/10/87—

87-10
06/08/87

87-11
06/29/87

87"18
07/07/87
07/09/87

87-19
06/11/87

87-20
07/19/87

87-25
;07/10/87

Specialist
4

Specialist

Resident

Specialist

N/A

17/13

194/276

33/37

Operator License Exam

Nondestructive testing

87-21
06/08/87
06/19/87

Specialist 0/69

87-12
06/22/87

87-22
07/01/87

Specialist 12/139

87-13
07/20/87

87-14
07/27/87

87-15
08/03/87

87"16
08/03/87
09/11/87

87-17
08/24/87

87-23
06/22/87
06/30/87

87-29
08/30/87

87-30
07/31/87

87-24
08/07/87

87-34
08/27/87

Specialist 0/52

Resident 134/247

Specialist '8/18

Specialist 35/39

Specialist N/A

Speci al i st 30/30

Operator License Exam





Table 1 ~Coot'd

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2 ~l II ~AI d

(Un i tl/Uni t2)

87-26 Special i st 0/37
07/06/87-
07/10/87

87-27 Specialist 0/60
08/03/87 "
08/12/87

87-28 Specialist 0/34
07/20/87—
07/24/87

87"18
08/31/87—

87-19
08/25/87—

87-20
09/14/87—

87-37
10/04/87

87-31
08/26/87

87-36
09/18/87

Resident

Specialist

Specialist

86/146

91/91 EP Dri1 1 Observation

20/16

87-32 Resident
09/01/87—
09/08/87

87-33 Specialist
08/24/87—
08/28/87

87-35
Specialist'9/21/87—

09/23/87

87-38 Specialist
10/12/87—
10/15/87

0/54 Special Inspection of
SBGT violation

0/34

0/51

0/23

87-21 .

10/05/87—
87-39
10/30/87

Resident 136/195

87-22
10/19/87—
10/23/87

Specialist 82/0 Design changes and
Maintenance
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Tab1e 1 ~Cont'd

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2 ~I«H A~I«H
(Uni tl/Unit2)

87-40 Specialist 0/56
10/19/87 "
10/22/87

87"23
11/03/87-
11/06/87

87-24
10/31/87—

Special i st

87-41 Specialist
11/02/87—
11/06/87

87-42 Resident
12/10/87

87-43 Speci al i st
12/14/87 - .

10/24/88

32/0

0/34

108/196

N/A

Cor porate Engineering

Operator License Exam

87-25
12/11/87—

87-44

87-45
02/02/88

Not Issued

Resident 194/209

88"01
01/11/87—
01/15/87

Specialist 94/0 . Corporate Engineering

88-01 Augmented
01/22/88 - Inspection
01/24/88 Team

0/150 Vessel overfill event

88-02
01/11/88—
01/14/88

Specialist 88/0
Team

Feedwater Piping Transient

88-03
02/01/88—

88-02
03/14/88

Resident 68/64

88-03 Specialist 1/20
01/25/88—
01/29/88

88-04 Specialist 0/34
02/22/88—
02/26/88

T1-5

Vessel,overfill event
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Table 1 ~Cont'd

INSPECTION REPORT ACTIVITIES

Unit 1 Unit 2 ~l II A~l«d
(Un i tl/Uni t2)

88-04 88-05
02/15/88 — 02/14/88

88-05
02/22/88-
02/29/88

Specialist 35/8

Specialist N/A

TOTALS 2359/4101

Operators License Exam

A
B

C

0

Routine Safety Inspection by Resident Inspector
Routine Inspection of Radiation Controls and Chemistry
Routine Inspection of Power Ascension testing, Surveillance testing,
and Preoperational test results
Routine Physical Security Inspection
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TABLE 2

FUNCTIONAL AREA

A. Operations
1. Unit 1

2. Unit 2

B. Rad Protection

C. Maintenance

D. Surveillance
1. Unit 1

2. Unit 2

E. Engineering/
Technical Support

F. Security and
Safeguards

G. Emergency
Preparedness

H. Assurance of
qua 1 i ty

I. Training and
gualification
Effectiveness

J. Licensing

INSPECTION HOURS SUMMARY

HOURS

(3207)
1147
2060

614

718

(1054)
163
891

418

216

182

OF TIME

(49,7)
17.7
32.0

9.5

11.1

(16.3)
2 ~

5'3.8

6.5

2.8

Total 6460 100 %

Hours expended in .the areas of assurance of quality and
training are included in other functional areas, therfore, no
direct inspection hours are given for these areas. Operator
licensing activities are not included with direct inspection
effort statistics.

Hours expended in facility licensing activities are not
included in direct inspection effort statistics.

T2-7
/i





TABLE 3

LICENSEE REPORTABLE. EVENTS

Cause Determined b SALP Board

An assesment has been conducted to determine the root cause of each event from
the perspective of the NRC. The causes 'fell into the following categories 'and
sub-categories.

Personnel Errors PE

1. Lack of Knowledge (LK) - the individual was not properly trained or
provided with instructions from supervision.

2. Inattention 'to Detail (IO) — the individual failed to pay proper
attention to a task and was careless.

3. Poor Judgement ('PJ) — the individual failed to make the correct
assessment with the proper amount of training and attention to
facts.

E ui ment Malfunction/Failure EM/EF

1. Random (R) - isolated component problem not of generic concern.

2. Design Deficiency (DD) — poor design was the cause of the
malfunction/failure.

3.'onstruction Deficiency (CD) - improper installation during
construction/modification caused or could have caused the
mal function/fai lure.

4. Maintenance Deficiency (MD) — improper preventive or corrective
maintenance.

Procedural Error PROE

The procedure failed to provide adequate instruction, was poorly worded
or was not, properly reviewed for use.

Ineffective Corrective Action ICA

Action was not taken by management or the action taken on a previously
identified item was not timely or did not correct the root cause and
allowed this occurence,

T3-8





Causes As Determined 8 the Licensee

The licensee is required to include cause codes in the write-ups for events.
These codes are only required when equipment malfunction or failure is
determined to be the cause of the occurence.. The following codes are used:

A - Personnel Error
B - Design, Manufacturing, Construction or Installation
C - External Cause
D — Defective Procedures
E - ~ Component Failure
X - Other

T3-9
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SALP TABLE 3. 1.

Unit 1 Summar of Causes Determined b SALP Board b Functional Areas

CAUSE

PE/LK

PE/ID

PE/PJ

OPS RAD MAINT SURV ENG/TS SEC TOTAL

1 18

EM/F/R

EM/F/DD

EM/F/MD

PROE

ICA

TOTAL 12 1 37*

Summar of Causes of E ui ment Malfunctions/Failure Determined b Licensee

AREA

RAD

MAINT
ENG/TS

Totals

1

2 2
3

3 5

0 E X Total

1 1 3
2 6

3

3 1 12

Three LERS were assigned two separate cause codes.

T3-10





Unit 1

SALP TABLE 3. 1

Summary of Licensee Reportable Events

Event
Date

LER Number/ .

C'ause Code " Descri tion
Cause Determined
SALP Board

Functional.
Area

11/21/86 86-33
B

TS Violation:
Rx

Building'losed

Loop
Cooling Heat
Exchanger not
declared
inoperable after
failing ISI.
Hydro test.

PE/PJ — Engineering
failed to perform a
proper evaluation of
significance of the
RBCLC heat exchanger
leak.

ENG/TS

12/06/86 86-34
A

TS Violation:
Loss of Stack
gas sample flow
due to software
problem.

EM/OD — Equipment
sel f-monitoring
program did not
function properly.

RAO .

12/10/86 86"35 TS Violation:
Secondary
Containment
integrity due to
simultaneous
opening of air
lock doors.

PE/ID — Security guard SEC
improperly responded
to an alarm on air
lock doors.

01/09/87 87"01

01/26/87 87;02
A

02/06/87 87-03
E

TS Violation:
Failure of the Rx
Manual Control
System design to
meet TS.

Agastat GP Series
installation
deficiency and
potential failure.

Secondary
Containment
Isolation/Auto
Start RX Building
emergency
ventilation:
Spurious trip of
radiation monitor.

PE/ID - APRM rod
blocks and flow bias
trip functions not
clamped at 100 o flow.
Surveillance test was
inadequate.

PE/LK - Relays
improperly installed
because of lack of
sufficient guidance.

EM/R - detector
determined to have a
faulty sensor and
converter card.

SURV

MAINT

RAD

Indicates licensee's Cause Code for equipment failures only.





Unit 1

SALP TABLE 3.1
Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code * Descri tion

Cause Determined
SALP Board

Functional
Area

'2/10/87 '7-04 TS Violation:
Failure to
perform
surveillance
testing within
required interval.

PE/ID - Responsible
supervisor did not

. ensure 3.25 times the
the specified interval
was adhered to.

SURV

03/13/87 87-05 TS Violation:
Failure to
perform analysis.
due to lost stack
Composite
Particulate
Sample.

PE/ID - Stack sample RAD
was lost at the testing
lab due to apparent
carelessness.

03/24/87 87-06 TS Violation:
Failure to
perform dai,ly
starting air
tank pressure
readings for the
diesel firepump.

PE/ID - Fire Department OPS
supervisor improperly
revised 'the surveillance
test pro'cedure.

03/27/87 87-07 TS Violation:
Failure to meet
requirements for
fire rated
penetrations.

PE/ID — Site personnel OPS
failed to recognize the
the proper fire seal
requirements for these
penetrations.

05/12/87 87-08 TS Violation:
Fire -rated
barrier
containing
nonqualified
piping.

PROE — The
surveillance procedure
ommitted several
penetrations for
inspections.

PE/ID — Numerous fire-
rated penetrations
inadequate, discovered
during comprehensive
engineering review.

SURV

ENG/TS

06/04/87 87-09 TS Violation:
Vibration
Instrumentation
not in compliance
with ASIDE Section

T3-12

PE/ID — Personnel
improperly implemented
the ASME Code
requirements.

XI.

SURV





Unit 1

SALP TABLE 3.1
Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code ~ Descri tion

Cause Determined
SALP Board

Functional
Area

06/12/87 87-10
X

TS Violation:
Stack gas sample
pump failure due
to deteriorated
components.

EM/MD — Sample pump MAINT
failure due to aging/
wear.

07/03/87 87-11 TS Violation:
Failure to
perform
surveillance
testing within
required interval.

PE/ID - Technician
failed to per'form
surveillance and
inadequate supervisory
oversight.

SURV

07/24/87 87-12
B

Temporary 1 os s o f
both Emergency
Diesel Generators.

EF/DD — Excessive
vibration of EDG

caused governor
solenoid to fail.

MAINT

PE/ID - Licensee
failed to include
vendor maintenance
recommendation.

MAINT

08/02/87 87-13
E

Rx Building
emergency
ventilation
initiation caused
by relay failure.

EF/R — Timing relay
failed due to aging
resulting in
instrument trip.

MAINT

10/16/87 87-14
A

Rx Scram: HPCI
and MSIV closure
due to electrical
pressure regulator
servo-valve
malfunction.

EM/MD — Servo-valve
malfunctioned because
of 'dirty control oil,
preventive maintenance
was inadequate.

MAINT

10/17/87 '7-15
B

Rx scram, turbine
trip and HPCI
initiation
signals due to
spurious trip of
neutron monitor
caused by noise
(while S/D).

EM/DD - Spurious
neutron monitoring
system spike due to
noise.

, ENG/TS





Unit 1

SALP TABLE 3. 1

Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code "

10/19/87 '87-16
B

Descri tion

Rx Scram, Turbine
Trip, and HPCI
initiation signals
due to spurious
trip of neutron
monitor caused by
noise (while S/D).

Cause Determined
SALP Board

EM/DD - IRM spike
due to noise

Functional
Area

ENG/TS

10/20/87 87-17

10/22/87 87-18

10/21/87 87-19

TS Violation:
Incorrect system
piping design
specification
resulted in a
portion of the
raw water core
spray intertie
piping receiving
hydro test at
incorrr'ect
pressure.

TS Violation:
Inappropriate
procedure
deletion.

TS, Violation:
Failure to
identify
unacceptable
fire rated
penetrations.

PE/ID — Engineering
incorrectly classified
the piping design
specifications in a
1983 modification.

PE/ID - Special
Operating Procedure
Nl-SOP-5 deleted from
Master File without
appropriate
administrative review.

PE/ID — Numerous fire
rated penetrations
were not identified
during an earlier
1984 review 'conducted
by contractors.

ENG/TS

OPS

ENG/TS

10/27/87 87-20 TS Violation:
Missed firewatch
patrol.

PE/ID - The firewatch OPS
= overlooked the required
patrol listed on the
the Patrol Status Sheet.
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SALP TABLE 3. 1

Unit 1 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd 'd Cause Determined

SALP Board
Functional
Area

10/27/87 87-21

11/15/87 87-22

TS Violation:
Failure to reduce
power below TS
limit prior to
isolating
recirculation
loop.

TS Violation:
Failure to reduce
rod block and
scram setpoints.

PE/PJ - Licensee
failed to take

.. conservative action
when in doubt of TS
interpretation,

PE/ID — Responsible
reactor analyst
missed the requirement
to take corrective
action for MTPF 3.0

OPS

SURV

04/22/87 87-23 Rx Building
emergency
ventilation ',
initiation and
and failure to
properly report
the event per
50.73.

PE/ID — Technician
inadvertently grounded
a control circuit
causing a fuse to blow
resulting in the RBEV
actuation.

SURV

PE/ID - Licensee fai.led ENG/TS
to properly track and
report the event per
50.73.

12/07/87 87-24
E

Rx scram on low
reactor water
level.

EM/MD — Feedwater
control valves did
not properly respond
to level control
signal and attempted
corrective actions
resulted in scram.

MAINT

12/10/87 87-25
B

Rx Scr am (whi 1 e
S/D) due to
spurious trip of
neutron monitor
caused by noise.

EM/DD — Spurious
instrument ( IRM)
trips due to noise.

ENG/TS

T3-15





SALP TABLE 3. 1

Unit 1 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code " Cause Determined

SALP Board
Functional
Area

10/30/87 87-26 TS Violation:
perform ASME Code
examination
requirements
prior to
placing component
restraints in
servi'ce.

PE/ID — Engineering
failed to identify
Code requirements
for a pipe restraint
modification.

ENG/TS

12/09/87 87-27

12/19/87 87-28
E

01/15/88 88-01

TS Violation:
ISI Program
deficiencies.

Manual Rx scram
initiated due to
feedwater piping
vibration.

TS Violations:
ISI program
deficiencies.

ICA - Management
ineffectiveness in
implementing and
overseeing the ISI
Program.

EF/DD — -eedwater
control valve 13A
stem to disc
separated due to
fatique failure.

ICA - Management
ineffectiveness in
implementing and

'verseeingthe ISI
program.

ENG/TS

MAINT
ENG/TS

ENG/TS
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SALP TABLE 3.2.

Unit 2 Summar of Causes Determined b SALP Board b Functional Areas

CAUSE

PE/LK

PE/ID

PE/P J

OPS

30

6

RAD MAINT SURV

1 4

3 10

ENG/TS TOTAL

10

50

EM/F/R

EM/F/DD

EM/F/CD

35 37

PROE

ICA

TOTAL

"5.

47 25

Summar of Causes of E ui ment malfunctions/Failure Determined Licensee

AREA

OPS

RAD
MAINT
ENG/TS'

8 C D E X Total

3 5
1

1 2
2 2

Totals 1 2 1 6 10

MultiPle cause codes assigned; 85 total LERs.

T3-17





SALP TABLE 3.2.

Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code " Descri tion

Cause Determined
SALP Board

Functional
Area

02/02/87 87-06
X

Partial Primary
Containment
Iso 1 ati on:
MSIV closure
during
surveillance
testing.

. PROE - Procedure for
checking reverse flow
check valves did not
specifiy to reset .

possible isolation
signals that could
have been'generated
by the testing.

SURV

02/02/87

02/02/87

87-07
A

87-10

Secondary
Containment
Isolation/Auto
Start of SBGT:
Low reactor
building normal
v'enti lation flow
(RBV).

Spurious Rx
scram, HPCS start
signal, (no
initiation)
HPCS diesel start:
Reactor vessel
Level 2 and Level
3 instrument trip.

PE/ID - A
technician bumped a
control relay while
working in a normal
reactor building
ventilation cabinet
causing a supply fan
trip.
PE/ID " A
technician opened an
isolation valve on an
isolated detector
when he was to
check the valve shut.

EM/DD — The reactor
vessel level detectors
are too sensitive to
pressure spikes on
instrument lines.

MAINT

SURV

ENG/TS

02/07/87 87"11 Spurious Rx
scram, turbine
and feedwater
pump trip signal
(no trip) Reactor.
vessel Level 3
and Level 8 trip.

EM/DD - The reactor
vessel level detectors
are too sensitive to
pressure spikes on
instrument lines. In
this case, flexible
instrument tubing was
bumped.

ENG/TS

Indicates licensee's Cause Code for equipment failures only.

Note: LERs 87-08 and 87-09 covered in the previous SALP period.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

02/08/87 87"12 Partial Primary
Containment
Isolation:
MSIV closure
during
surveillance
testing.

LER Number/
C Cd ~d

Cause Determined
SALP Board

PE/ID — Senior
Reactor Operators
allowed a surveillance
test to be conducted
on Turbine Stop. Valve
which caused the
closure of the MSIVs.

Functi onal
Area

. OPS

PROE - The
surveillance procedure
being used did not
contain information
on resetting the
turbine for testing
with the turbine output
breaker closed for
station.backfeed.

SURV

02/09/87 87-13
X

Secondary
Containment
Isolation/
Auto Start of
Control Room
Emergency
Ventilation:
Loss of Division
2, 600V load
center.

PE/ID - Reactor
Operator opened the
breaker that was
actually supplying power
to the bus due to burnt
out breaker position
lights and an
unexplained breaker

~ repositioning.

OPS

PE/ID — The alternate OPS

supply breaker was shut
and the normal open by
a person unknown.

T3-19
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
Cause Code ~ Descri tion

Cause Determined
SALP Board

Functional
Area

01/29/87 87-14 TS violation:
Gaseous Effluent
Radiation Monitor
System (GEMS)
instruments
inoperable without
proper
compensating action
taken.

PE/ID — The TS
required flowrate
meters were
declared operable
with work requests
outstanding on the
instruments.

OPS

PE/ID — The instrument RAD
used to calibrate TS
required flowrate
meters was not properly
calibrated, so the
instrument was not
properly calibrated.

02/22/87 87-15 TS violation:
missed fire watch.

PE/ID — Inadequate
oversight by chemistry
department supervisors.

PE/ID — Lack of
questioning attitude by
SSS.

PE/PJ — Fire watch
personnel split up
fire patrol work
load without fully
briefing the other
personnel on special
instructions given
by supervisor.

RAD

OPS

OPS

02/26/87 87-16 TS violation:
inoperable fire
wall due to
improperly sealed
penetration.

PE/PJ -'Engineering
judged the
penetration at first
to be operable and
then inoperable.

ENG/TS

T3-20
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event - LER Number/
Date Cause Code "

02/24/87 87-17

Descri tion

Partial Primary
Containment
Isolation and
Auto Start of
SBGT: Loss of
power to RPS
Division 2
loads simul ated
a LOCA signal.

Cause Determined
SALP Board

PE/LK — Reactor
Operator opened a
breaker during
troubleshooting and
did not know what
components would be
affected by operating
this breaker.

Functional
Area

OPS

03/16/87 87"18 TS violation:
Inoperable fire
rated floor.

PE/ID — Floor
penetration was not
properly resealed
after a temporary
line was removed.

ENG/TS

04/1,8/87 87-19

04/22/87 87-20

Partial Primary
Containment
Isolation:
Instrument.air,
RBCLC, and
recirculation
hydraulics
isolated on loss
of Division I
Emergency DC

Power.

Spurious Rx scram,
turbine and
feedwater pump
trip (no trip)
during
surveillance
testing. Reactor
vessel Level 3
amd Level 8 trip.

PE/PJ - Reactor
Operator, while
performing a tagout,
isolated the battery
from the bus prior to
returning a battery
charger to operation.

" Power was lost when
neither battery charger
or the battery was
aligned to the bus.

EM/DD — The reactor
vessel level detectors
are too sensitive to
pressure spikes on
instrument lines.'n
this case, a detector
was being returned to
service.

OPS

ENG/TS

04/30/87 87-21 Potential
failure'f

clow butterfly
valves due to
movement of spline
adaptor.

EM/DD — Valve stem to ENG/TS
operator linkage set
screw loosened during ~

valve operation.





Unit 2
SALP TABLE 3.2.

Summary of Licensee Reportable Events

Event
Date

LER Number/
Cause Code " Oescri tion

Cause Determined
SALP Board

Functional
Area

05/02/87 87"22 Partial Primary
Containment
Isolation and
Auto Start of
Control Building
special filter
train. Instrument
Air, RBCLC and
Recirculation
Hydraulics
Isolated: Loss
of Division.II
Emergency OC

Power.

PROE — The procedure
for recharging the
battery was not clear
as to how the charger
should be placed onto
the battery..

PE/LK — Personnel
returning the battery
to service were not
properly trained in
the operation of the
battery charger.

SURV

'SURV

05/09/87 87-23

05/17/87 87-24

Partial Primary
Containment
Isolation:
Shutdown Cooling
isolation while
isolating a High
Rx pressure
detector.

Two Secondary
Containment
Isolations/
Auto Starts of
SBGT: Low
Reactor Building
normal
ventialation flow.

PE/LK — The person
isolating the
detector was not
properly trained in
the method to use.

PROE — The procedure
for isolating the
detector was not
specific as to the
order in which to
shut the isolation
valves.

EM/DD — Flow switch
setpoints were set to
close to normal air
flow allowing unwanted
system isolations when
switching exhaust fans.

SURV

SURV

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
D C Ed ~D

Cause Determined
SALP B'oard

Functional
Area

05/19/87 87-25 Secondary
Containment
Isolation during
during
surveillance
testing: Low
reactor building
normal ventilation
flow.

PE/ID — A lifted lead
was reconnected before

- it was required to be
by the procedure. This
was due to a
communication breakdown,

SURV

05/25/87 87-26 Partial Primary
Containment
Isolation: RLIICU

isolation
during venting
of letdown flow
detector.

PE/ID — Reactor
operators allowed a
detector to be vented
which caused: a
detector in parallel
with the detector being
vented to initiate a
high differential
pressure isolation.

EM/DD - The RMCU

letdown flow
transmitters were
located downstream
of the flow control
valve, this causes
flow indication
instabilities.

OPS

ENG/TS

05/25/87 87-27 TS Violation:
SBGT drywell
vent and purge
radiation monitor
operable.

EM/DD — The monitor
sample pump was not
designed to
automatically start
when SBGT flow began.

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
d C Cd ~d

Cause Determined
SALP Board

Functional
Area

05/19/87 87-28 TS tliolation:
DW personnel air
lock inter door
equalizing valve
was not properly
leak tested.

PE/ID — When
preparing the test

. procedure and review
leak test results, it,
results, it was not
discovered that the
interdoor equalizing
valve was not being
tested.

SURV

06/03/87 87-29 Secondary
Containment
Isolation/SBGT
Auto Start: Low
Reactor Building
normal ventilation
flow.

EM/DD — The inter
door equalizing valve
could not be tested
from outside of the
drywe 1 1 .

EM/R — Use of hand
held radios near
circuitry caused a
reactor building low
flow instrument to
spuriously isolate
the normal ventilation
and the start of SBGT.

ENG/TS

ENG/TS

05/28/87 87-30 Numerous Partial
Containment
Isolations:
Orywell purge
and vent valve
isolation due to
loss of SBGT
radiation
monitoring
capabi 1 i ty. See
LER 87-27.

PE/LK — A modification
was installed forcing
the sample pump to
operate at all times.
The modifications

, caused temperature
problems within the
radiation monitor
cabinet. This caused
the monitor to fail.
The cabinet modification
did not receive a safety
evaluation before it was
installed.

MAINT

T3-24





Unit 2
SALP TABLE'.2.

Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code * Descrf tion

Cause Determined
SALP Board

Functional
Area

06/12/87 87-31
X

Rx Scram: High
IRM Flux Scram
due to failed
feedwater control
valve causing a
cold water
injection
transient

EF/DD — The feedwater
level control valve

. mechanical position
feedback arm
disengaged causing 'the
valve to fail open.

MAINT

06/12/87 87"32

06/15/87 87"33

Partial Priamary
Containment
Isolation:
RWCU isolation
while removing

'

fi3ter
demineralizer
from service.

Automatic Rod
Insertion and
Reactor Scram
during
Redundant
Reactivity
Control System
(RRCS) testing.
Spuriuos RRCS

high pressure
signals and
subsequent scram
discharge volume
high level scram.

EM/DD — The RWCU

letdown flow
transmitters located
downstream of the flow
control valve, this
causes flow indication
instabilities.

EM/DD — Sensing Lines
and valves

were'rientedto allow air
trapping.

EM/R - A spurious
signal was generated
during surveillance
testing.

PROE - The
surveillance procedure
required an elapse
time which was too
long prior to

'esettinga trip
si gnal .

ENG/TS

ENG/TS

SURV

SURV

06/17/87 87-34 Recirc pumps
trip during
RRCS testing.

EM/R — Dur ing
troubleshooting
energizing and
deengergizing the
system caused spurious
signals.

SURV
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code * Descri tion

Cause Determined
SALP Board

Functional
Area

06/18/87 87-35 TS Violation:
Firewatch
suspended when
still required.

PE/ID — Fireman secure
a watch prior to

~ restoring a detector
to service.

OPS

07/25/87 87-36 Two Secondary
Containment
I-solations/SBGT
auto start signal
Low normal
reactor building
ventilation flow.

PE/ID - I&C techncian
grounded a jumper
during a normal PB
ventilati'on radiation
monitor surveillance,
causing a damper to
reposition and a low
flow condition.

SURV

ICA — The licensee
failed to correct the
problems with the use
of jumpers during
these surveillance
tests.

ENG/TS

06/24/87 87-37 Main steam
tunnel
differential
temperature
isolation
instrument
inoperable
inoperable.

PE/ID - Nonlicensed
operator started
RBV exhaust fans, as
specified in system
operating procedures.

PROE — The procedure
for operating RBV is
not as clear as
possible when
describing the need
to start exhaust and
supply fans
simultaneously.

EM/DD — Two of the
four ventilation inlet
temperature detectors
were not properly
located to give proper
delta T indication and
isolation functions.

OPS

OPS

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date 'Cause Code ™ Descri tion

Cause Determined
SALP Board

Functional
Area

08/70/87 87"38

06/30/87 87-39

07/03/87 87-40

Partial Primary
Containment
isolation:
RCIC isolated
on spurious steam
line high
differential
pressure during
RHR steam
condensing mode
testing.

TS Violation:
Emergency Diesel
Generator
inoperable due
to removal of
diesel. room
ventilation fan
from service.

Secondary
containment
integrity not
met due to
inconsistent
assumptions used
when calculating
SBGT drawdown
t.ime.

EM/DD - Setpoint was
found to be restricted

. since it allowed
pressure isolations,
caused by'HR steam
condensing mode to
to cause an RCIC
isolation.

PE/ID - Senior
Licensed Operator
removed one ofthe two
50K. capacity Diesel
'room fans from service
with a tag out and did
not realize that by
Technical
Specifications, the
diesel would have to
be declared inoperable.

EM/DD - Design
assumptions for SBGT
draw down time were
never incorporated
into operating
procedures.

ENG/TS

OPS

ENG/TS

07/11/87 87-41 TS Violation:
Failure to
increase
surveillance
frequency
of service
water inlet
temperature.

PROE - The shift check OPS
procedure did not
contain the requirement
that when service water
temperature reached 74
degree F, the
temperature monitoring
frequency be increased
to once every two hours.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
Cause Code ~ Descri tion

Cause Determined
SALP Board

Functional
Area

06/14/87 87-42 Partial Primary
Containment
Isolation: RWCU

isolation due to
flow oscil 1 ation
while adjusting
letdown flow to
the condenser..

PROE — The procedure
being used was not

. clear as to how to
control reactor vessel
level.

EM/DD - The RWCU

isolation instruments
are 'too sensitive to
flow instabilities.

OPS

ENG/TS

07/11/87 87-43
X

Rx Scram: High
Reactor Pressure
Scram.

EF/DD — EHC tubing was
not designed to take
the vibratory stresses
that were imposed. The
tubing ruptured and
bypass and turbine stop
valves shut.

ENG/TS

07/25/87 87-44 Plant shutdown
required by Tech
Specs: Service
water temperature
exceeded the. TS
limit for greater
than 8 hours.

PE/PJ - The licensee
did not expect lake
temperature to go above
77 degree F when the
emergency TS change to
raise the limit from
76 to 77 was proposed.

ENG/TS

07/29/87 87-45 Two Secondary
Containment
Isolations/
Auto Start of
SBGT.

PE/PJ — A Senior
Reactor Operator failed
to realize that two
survei llances he
allowed to be performed
concurrently were not
compatible.

OPS

PE/ID - Reactor
Operator did not follow
operating procedures
when returning normal
ventilation to service.

OPS
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SALP TABLE 3: 2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code " Descri tion

Cause Determined
SALP Board

Functi on'al
Area

07/30/87 87-46 TS Violation:
APRM testing not
completed prior
entering Mode l.

PROE - The procedure
for APRM surveillance

. did not include the
surveillance on the
APRM flow b upscale
trip and mod blocks.

PE/ID — Supervisory
I&C personnel allowed
these steps to be
removed during earlier
testing, but did not
ensure they were put
back prior to entry
into Mode l.

SURV

SURV

08/06/87 87-47 Two Partial
Primary
Containment
isolations
RWCU isolation
due to flow
oscillations .

EM/DD — The RWCU

letdown flow
~ transmitters were

located downstream of
the flow control valve,
this causes flow
indication
instabilities.

EM/DD — The flow
element was located
in a section of pipe
that was sensitive to
flow differences
depending on where
reject flow was was
being sent.

ENG/TS

ENG/TS

EM/DD — Sensing Lines ENG/TS
and valves were
oriented to allow air
trapping.

EM/DD — The RWCU

isolation instruments
are too sensitive to
flow instabilities.

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code "

08/09/87 87-48

Descri tion

Partial Primary
Containment
Isolation:
Shutdown cooling
isolation.

Cause Determined
SALP Board

PROE — The procedure
for transfering

. control of R

from the remote
shutdown panel to the
Control Room did not
specify resetting the
high pressure SDC

isolation signal.

Functi on a 1

Area

OPS

08/25/87 87-49 Two Secondary
Containment
Isolat,ion/Auto
Start of SBGT

PE/ID — Reactor
Operator failed to
follow operation
procedures when
returning normal
reactor building
ventilation to
service. ~

OPS

EM/R - Normal reactor
building exhaust fan
trip with no apparent
cause.

ENG/TS

08/29/87 87-50 Auto Start of
SBGT.

PE/ID — Reactor
Operator failed to-
ensure that SBGT was
placed in PTL prior to
authorizing
surveillance on normal
RB rod monitor.

OPS

T3-30



1



SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd ~d

Cause Determined
SALP Board

Functional
Area

08/13/87 87-51
~ X

TS Violation:
Failure to restore
shutdown cooling
to the core
within one hour
after loss of
circulation.

PE/LK - Operators did OPS
. not know that shutdown

. cooling was designed
to isolate on loss of
either divisional
Reactor Protection
Nuclear Supply
(RPS/NS4) shutoff
system power supplies.

PE/PJ - Operators
tried to restore power
supply, which was not
done within one hour,
and did not take
action to manually
open SDC isolation
valves to reestablish
core cooling within
one hour.

OPS

EM/DD - RPS/NS4
divisional power
supplies must be
deenergized to allow
testing of the power
supply's Electrical
Protection Assemblies.

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code " Oescri tion

Cause Determined
SALP Board

Functional
Area

09/02/87 87-52 TS Violation:
SBGT train
surveillances for
filter
sampling was not
taken at the
required
frequency,
causing the train
to be inoperable
and required
plant shutdowns

ICA — The licensee was OPS
told of a problem with
calculating the run

. times for SBGT filter
trains during the
Readiness Assessment
Team Inspection. No
action was taken
allowing this violation.

PE/LK - Senior License SURV
Operator did not have
the knowledge of the
of SBGT train and was
relying on the trains
operablility to satisfy
another TS required LCO
for diesel generator
operablility.

09/03/87 87-53 Partial Primary
Containment
Isolation:
RWCU isolation
due to spurious
high flow
differential
signal.

EM/OD — The RWCU

letdown flow
transmitters were
located downstream
of the flow control
valve,'his causes
flow indication
instabilities.

ENG/TS

EM/00 - The flow
element was located
in a section of pipe
that was sensitive to
flow differences
depending on where
reject flow was was
being sent;

ENG/TS

EM/DD — Sensing Lines ENG/TS
and valves were
oriented to allow air
trapping.

T3-32
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isolation instruments
are too sensitive to
flow instabilities.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd ~0

Cause Determined
SALP Board

Functional
Area

09/09/87 87-54 Partial Pr imary
Containment

- Isolation: MSIV
Trip Signal
generated during
surveillance
testing.

PROE- The surveillance
procedure did not
ensure that operators

. were told to clear any
generated isolation
signals after
performance of stop
valve testing.

SURV

ICA — The licensee did SURY
not review other
procedures which cycle
turbine when this first
of event occur red on
1/26/87 (LER 87-09) in
the previous SALP
period.

09/16/87 87-55 Primary
Containment
isolation, due
to a mistaken
lead during
surveillance
testing.

EH/OD — There are no
annunciations. in the
control room to inform
the operator that an
isolation signal is
evoluted and clearedif necessary.

PE/ID — The IKC Tech
lifted the wrong lead
while performing high
area temperature
system isolation
function testing.

ENG/TS

SURV
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd '~i Cause Determined

SALP Board
Functional
Area

09/25/87 87-56 TS Violation:
Gaseous Effluent
Monitor Control
Room annunciators
do not have
ref lash capability
for system trouble
conditions.

EM/DD — Annunciators
were not designed to

. have reflash
capabilities as
required by Tech Specs.

ENG/TS

09/21/87 87"57 Primary
Containment
isolation,
shutdown cooling
isolation and
signal during
surveillance
testing.

PE/ID - IKC
technicians failed
to follow surveillance
test when performing
high area temperature
system isolations, by
not bypassing the
isolation signal prior
to generatomg an
isolation signhl.

SURV

10/01/87 87-58
X

Rx Scram:
High IRM flux
scram due to
excess cold feed
water 'injection.

PE/LK — Operator tried OPS
to use feedwater pump
bypass valve to
throttle flow to the
vessel level. This
valve is not a throttle.
valve and when opened,
caused a cold water
power excursion.

09/30/87 87-59 TS Violation:
Nine TS required
shift checks not
not performed
since license
issue.

PE/ID — The operator OPS
shift check procedure
did not include these
nine items which are
specified in TS
because they were
left out or deleted
from the procedure.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd ~d

Cause Determined
SALP Board

Functional
Area

10/22/87 87-60 TS Violation:
Missed TS
required shift
checks.

PE/ID - Reactor
Operator failed to
complete twelve
required channel
checks for

various'adiationmonitoring
instruments.

OPS

10/01/87 87-61 TS Violation:
Failure to

take'roper

compensatory
action when
primary containment
leak rate
monitoring systems
were inoperable.

PE/ID' Senior
licensed operator
failed to properly
review surveillance
test results prior
to concluding that
the surveillance had
been successfully.
completed.

PE/ID - Chemistry
Department did not
take the proper
samples.

OPS

RAD'0/27/87

87-62 TS Violation:
Rx mode charge
with LPCS
inoperable.

PE/ID — Reactor
Operator performing
the LPCS pump
surveillance did not
prope'rly record test
data.

OPS

PE/ID — The OPS
surveillance test
results were reviewed
by a Senior Operator
and Operations
documented as acceptable.

10/13/87 87-63 Partial Primary
Containment
Isolation: RMCU

due to high
differential flow.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
Cause Code " Descri tion

Cause Determined
SALP Board

Functi onal
Area

10/23/87 87-64 Rx scram:
Turbine trip
caused by loss
of condenser
vacuum.

PE/ID — Licensed
operator did not

~ properly review
tagouts allowing work
to cause loss of
vacuum.

OPS

10/15/87 87-65 Failure to
maintain .25
inches of vacuum
water gauge on
Reactor Building.

EN/DD — The
differential pressure
instruments which
control SBGT and Normal
Reactor Building
ventilation to maintain
the required
differential pressure
were located such that
pressures Here sensed
low in the Reactor
Building. Given a low
outside temperature,
the difference in air
density inside and
outside the Reactor
Building could cause an
actual positive pressure
near the'op of the
Reactor .Building.

ENG/TS

10/20/87 87-66 TS Violation:
Rx mode charge
with SLC
inoperable.

PROE - GE documentation ENG/TS
for SLC fuses specified
improper replacement
fuses for SLC piping
circuit.

PE/ID '- Reactor
operator did not
properly verify that
the fuses installed
were of the same amp
ratings as the blown
fuses.

OPS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee'Reportable Events

Event
Date

LER Number/
C '0 Cause Determined

SALP Board
Functional
Area

10/23/87 87-67
B

TS Violation:
Limiting
condition for
operation of
of main steam
line radiation
monitors
misinterpreted.

PE/PJ - Senior. Reactor OPS

Operator failed to
. realize that when one

NS line rod monitor
became inoperable TS
required action to be
taken.

10/20/87 87-68 Partial Primary
containment
isolation - RWCU

isolation due to
surveillance
testing.

ICA — Action taken by
licensee, based on
LER 87-57, was not
adequate to prevent
this occurrence.

PE/ID IKC technician
failed to follow
surveillance test when
performing high area
temperature system
isolation, by not
passing the isolation
signal prior to
generating an isolation
signal.

ENG/TS

SURV

10/23/87 87-69
B

Secondary and
partial primary
containment
isolation: SBGT
autostart, SDC
isolation and
inboard group
2 thru 4 and
7 thru 9 isolation
due to loss of
RPS/NS4 Division
2 power supply.

PE/LK - Licensed
Operator was not
familiar with the
operation of the
nonclose IE interrupted
power supply and caused
transfer to a dead
alternate power supply.

OPS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code " Descri tion

Cause Determined
SALP Board

Functi on a 1

Area

10/26/87 87-70 TS Violation:
Primary
containment
emergency escape
airlock outer
door inoperable
and proper TS
required action
not followed.

EM/DD - The outer door
equalizing valve
positioning mechanism
allowed the valve to be
open when it should
have been shut.

ENG/TS

11/12/87 87-71 Partial Primary
Containment
isolation: RCIC
isolation and
signal during
surveillance
testing.

PE/ID — During
performance of
surveillance test of
high area temperature
system isolations, a
technician b
an instrument
and caused the
isolation signal.

EM/DD — The area in
which this test is
performed is cramped
and does not lend
itself to easy
performance of lead
lifting as required
by the procedure.

SURV

ENG/TS

. 10/28/87 87-72 Secondary
Containment
isolation and SBGT
Auto Start, durin'g
ground isolation.

PROE — The procedure OPS
for DC power
distribution did not
provide instruction
on what would be
affected by a
ground isolation
procedure.

PE/ID - Licensed
operators failed to make
a determination of what
components would be
affected when DC power
was isolated.

OPS
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SALP TABLE 3.2.
Unit 2 Summary of, Licensee Reportable Events

Event LER Number/
Date Cause Code ~ Descri tion

Cause Determined
SALP Board

Functional
Area

11/24/87 87-73 Partial Primary
Containment
Isolation. RWCU

isolation:
during
di.fferential
flow detector
maintenance.

PE/ID '- Licensed
Operator bypassed the

. wrong isolation signal
when told to bypass
both divisions of RWCU

differential flow, he
bypassed only one
division of RWCU and
'one division of RCIC.
The operator did not
verify that the
expected computer
alarms had occurred.

OPS

12/19/87 87-74 Appendix R

Violation:
Inoperable fire
rated floor plug
in Division 2
Ventilation Room.

EN/DD - The
contractors
installation failed
to meet fire rating
requirements.

ENG/TS

PE/ID - The plug had
been breached since
initial installation
and not properly
resealed.

ENG/TS

11/28/87 87-75 Rupture of "A"
condensate

.storage tank and
and failure of
reactor building
penetration se'al.

EF/CD — The fiberglass
tank was constructed
on a nonlevel floor,
such that it was not
set, on a foundation as
designed. This caused
high stresses in the
area where the break
occurred.

ENG/TS

EF/CD - The boot type
seal was apparently
damaged by personnel
working in the area.
This lead to the
failure.

ENG/TS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code "

12/12/87 87-76

12/14/87 87-77

Oescri tion

Potential
Radioactive
Release path
through floor
drain system.

LPCS and LPCI
spurious
injection and
Division I
diesel start.

Cause Determined
SALP Board

Functi ona 1

Area

PE/ID — 18C technician MAINT
operated a wrong valve
after trying to drain '

section of instrument
tubing during
maintenance.

EM/DD - The floor drain ENG/TS
system in the Main

. Steam Tunnel was
interconnected with
other area drains such
that if a MS break

- developed, radioactive
steam and water could be
forced through the drain
system and potentially
effect safety related
equipment in the cross-
connecting areas.

EM/OD - Instrumentation ENG/TS
drain valves are in
poor locations and are
not easily identified.

EM/DO — Instruments are ENG/TS
too sensitive to short
pressure spikes in
instrument lines.
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event LER Number/
Date Cause Code ~ Descri tion

Cause Determined
SALP Board

Functional
Area

12/20/87 87-78 Two Secondary
Containment
isolations and
SBGT Auto Start
signal.

PE/ID — Operator fai'led OPS
to properly position
normal RB vent for
switch during starting
operations., This
caused a supply fan to
not start simultaneously
with an exhaust fan.
The operator then
tripped all fans
causing the isolation

~ signal to be generated:

PE/ID — Operator failed OPS
to use indication to
verify that a supply fan
had started and was
running
concurrent with an.
exhaust fan. The
running exhaust fan
caused a RB pressure
fan trip which caused
the isolation signal
and SBGT auto start.

ICA — The licensee
failed to implement
design modifications
outlined in LER 87-49,
to prevent these

'ccurrences.

.OPS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd ~d

Cause Determined
SALP Board

Functional
Area

12/20/87 87-79 Secondary
Containment
isolation and
Auto Start of
SBGT.

PE/ID - During
surveillance testing
of normal PB rad
monitors, a technician
dropped a jumper

~ causing a short,
a 'spurious high rad
signal and secondary
containment isolation
and SBGT autostart.

SURV

ICA — The problem with
jumper installation
during this
surveillance has
h'appened. before and
the licensee has been
unable to prevent
further occurrences.

ENG/TS

12/26/87

87-80

87-81

Not Issued.

Rx Scram:
Turbine trip due
to loss of
condense vacuum.

EF/DD — Feedwater
heater drain line
penetration into the
condenser cracked due
to hydraulic
transients on the line.

ENG/TS

12/29/87 87-82 Rx Scram:
HSIV closed

'uringstartup.

PE/ID — While trying
to place the reactor
mode switch to the
startup position, a
licensed operator put
the switch in the run
position causing the
MSIVs to close as
designed on low
steam pressure.

OPS
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SALP .TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd '0 Cause Determined

SALP Board
Functional
Area

12/30/87 87-83 TS Violation:
Missed
surveillance
during vessel
heatup.

'PE/ID — Operator OPS
failed to take data

~ on reactor heatup
during plant startup
due to not following
plant procedures.

PE/PJ — Licensed
operators did provide
proper oversight of
surveillance operations
in the-Control Room.

OPS

12/30/87 87-84
C

01/20/88 88-01

Auxiliary
Gaseous Effluent
radiation monitor
inoperable when
required by TS.

Rx Scram:
Rx vessel low
level due to
loss of
feedwater.
Subsequent
vessel
overf i 1 1 .

EF/DD - Sample pump
return line has the
potential for
obstruction due to
moisture causing
sample pump to trip
on high discharge
pressure.

PE/ID — Nonlicensed
operator failed to
properly verify that
one train of instrument
air prefilters was
inservice prior to
isolating a prefilter.

PE/ID — Operator s
failed to verify that
actions being taken to
shut feed control valve
actually stopped flow
to the vessel.

RAD

OPS

OPS

PE/PJ — Licensed
operators failed to
provide adequate
oversight and
direction of actions
being taken during
the vessel overfill
event.

OPS
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd '0 Cause Determined

SALP Board.
Functional
Area

01/20/88 88-02 Partial Primary
Containment
Isolation on
high differential
flow.

ICA — The licensee has - ENG/TS
established a task

. but has not been able
to correct the problems
with RWCU differential
flow isolations.

01/21/88 88-03 TS Violation:
Failure to make
a special report
within 90 days
after LPCI
injection.

PE/LK — The requirement ENG/TS.
to submit a special
report in TS was not
known to exist.

01/21/88 88-04 TS Violation:
Primary
containment
isolation
actuation
instrument for
reactor vessel
level isolations
were not set
conservatively with
respect to TS
required setpoints.

PROE — The setpoints
specified in the
instrument calibration
procedures were
incorrect.

PE/ID — The contractor
who calculated the
amperage trip setpoints
for these detectors made.
a calculational error.

PE/ID — Licensee
personnel did not
adequately review the
data provided by the
contractor.

SURV

ENG/TS

ENG/TS

01/26/88 88-05 Auxiliary Gaseous
effluent radiation
monitor was
inoperable when
required by TS.

PE/ID — Sampling pump
tripped because

the'ilter

on the outlet
clogged and was never
cleaned as recommended
by the manufacturer.

MAINT
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SALP TABLE 3.2.
Unit 2 Summary of Licensee Reportable Events

Event
Date

LER Number/
C Cd ~d

Cause Determined
SAL'P Board

Functional
Area

02/15/88 88-06 Partial Primary
'ontainment

Isolation: MSIV
closure during
surveillance
testing.

PE/ID — Senior Reactor OPS

Operator allowed the
turbine to be reset

~ and turbine stop
valves open causing
MSIV closure signal.

ICA - Operators did
not receive effective
training on these
types of closures,
after previous
occurrences.

OPS

02/01/88 88-07 Partial Primary
Containment
Isolation. Shut
down cooling
isolation while
backfilling a
detector sensing
.1 inc.

EM/R - Detector tripped MAINT
during backfill of
sensing lines.

02/19/88 88-08 TS Violation:
Main steam line
radiation monitors
set less
conservative
than the actual
100/. power
readings.

PE/LK — The data used ENG/TS
to calculate the
settings was not
conservative.

0'1/29/88 88-09 TS Violation:
The setpoint for
the CST low level
section transfer
to the
suppression pool
for HPCS was set
below the TS
limit.

PE/ID — The contractors ENG/TS
work for calculating
this setpoint was never
completely checked by
the licensee.
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TABLE 4.1

Uriit 1 Enforcement Activ it i e s

A. Violations Versus Functional Area ~B ~Severit Level

Functional
Area

No. of Violations in Each Severity Level
LI " V IV III II I Total

Plant Operations

Radio'logical Controls

Maintenance

Surveillance

Emergency Preparedness

Security 8 Safeguards

Assurance of Quality

Licensing

Engineering and
Technical Support

Training and/
Qualification

Area

3 1

7

TOTAL 18 2 1 2 23

LI — Licensee Identified Violations (No Notice of Violation issued
because the five criteria of 10 CFR 2, Appendix C were satisfied.)
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(TABLE 4.1. CONTINUED)

B. ~Summar

Inspection "Severity
N t ~Ri «L

86-26 TS 3.1.8 LI
TS 3.4.5

See LER 86-33

Functional
Area

Engineering
Technical
Support

Brief
Descri tion

RBCLC Heat Exchanger
Inoperable.

86"26 TS 3.6.14.b
See LER 86-34

LI Rad Control Failure to continuosly
monitor radioactive
release from the stack.

86-26 TS 3,4.0 IV
See LER 86-35

Operations Reactor Building
integrity violated by
having both doors at
an access point open
at the same time.

87-01

87-03

87-08

TS 3.6,2
See LER 87-01

TS Table
4:6.15.b (1)

See LER 87-05

10 CFR 71.5

LI

LI

Engineering
Technical
Support

Rad Control

Rad Control

APRM rod block and
upscale flow based
trips did not have a
fixed clamp.

Analysis not performed
on stack composite
sample.

Inadequate preparation
for shipment of Radio-
active material.

87-10

87-10

TS Table LI
4.6.2.a.(9) (b)

See LER 87-04

TS 4.6.7.b.1 LI
See LER 87-06

Oper ati ons

Operations

Weekly surveil 1 ance
testing for APRM
missed.

" Missed daily check of
diesel fire pump air
tank pressure.

87-10 TS 3. 6. 10. 1

See LER 87-07
LI Operations Failure to meet

requirements for a fire
rated penetration.

87-10 TS 3. 6. 10. 1 LI
See LER 87-08

Operations Fire rated barrier
contained nonqualified
piping.

87-10 TS 3.2 '
~ See LER 87-09

LI Engineering/
Technical
Support
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not in compliance with
ASME Section IX.





(TABLE 4.1. CONTINUED)

B. ~Summar

Inspection
N t ~R

Severity
Level

Functional
Area

87-10 TS Table LI Radiation
4.5.15.2 Protection

See LER 87-10

Brief
~D

Fai.lure to continously
monitor radioactive
releases from stack.

87-10

87-11

87-17

TS 4,1.7
See LER 87-11

10 CFR 50.55

TS 6.11

LI Engineering/
Technical
Support

Engineering/
Technical
Support

Radi at i on
Protection

Failure to perform
daily fuel
surveillance.

The required experience
level for a Level 2
visual examiner onsite
were not per ANSI
45.2.6.

Whole Body count intake
quant'.ty not properly
calculated.

87-21

87-21

87-21

87-21

TS 3.2.6 LI
See LER 87-17

TS 6.8 LI
See LER 87-18

TS 3.6.10.1 LI
See LER 87'-19

TS 3.6.10.1.c LI
See LER 87-20

Engineering/
Technical
Support

Engineering/
Technical
Support

Operations

Operations

Failure to properly
hydrostatical ly test a
a modification due to
improper drawings.

Procedure removed from
master file without
proper review.

Failure to identify
unacceptable fire rated
penetrations.

Missed firewatch.

87-21 TS 3.1.7.e
See LER 87-21

LI Operations Failure to reduce
reactor p'ower prior to
isolating a
recirculation loop.

87-21 TS 3.2.6.a III
See LER 87-27
and LER 88-01

Engineering/
Technical
Support

Various violations of
the ISI Program.
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(TABLE 4. 1. CONTINUED)

B. ~Summar

Inspection
~R

Severity
Level

Functional
Area

,Brief
Descri tion

87-21 TS 3.2.6. a (1) LI
see 'LER 87-26

Engineering/
Technical
Support.

proper preservice
inspection of piping
restraints not
performed.

87-24 TS 2.1.1
See LER 87-22

LI Operations LSSS violated
operations total core
peaking factor.
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TABLE 4.2

Unit 2 Enforcement Activities

A. Violations Versus Functional Area ~B ~Severit Level

Functional
Area

No. of Violations in Each Severity Level
LI " V IV II I II I Total

Plant Operations

Radiological Controls

Maintenance

Surveillance

Emergency Preparedness

Security & Safeguards

Assurance of Quality

Licensing

Engineering and
Technical Support

Training and/
Qualification

TOTALS

10 3 5

2 1 2

18

0

0

0

15 4 7 0 0 0 26

LI - Licensee Identified Violations (No Notice of Violation issued
because the five criteria of 10 CFR 2, Appendix C,were satisfied.)
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(TABLE 4.2. CONTINUED)

B. ~Summa r

Inspection
N 1 ~R

87-02 10 CFR 21

Severi ty . Functi ona1
Level Area

V Enginerring/
Technical
Support

Brief
Descri tion

Failure to notify NRC

within 5 days of
determining a
substantial safety
hazard.

87-08

87-08

TS 6.8
see LER 87-14

TS 3.3.7.11 LI

Operations

Rad Control

Failure to follow
operating procedures.

Four hour flow
estimates not performed
on effluent radiation
monitors.

87-08 Fire
Protection
Program

LI Operations C02 System rendered
inoperable without
a fire watch and a
missed fire watch.

87-16 10 CFR 50
Appendix B

IV Operations Failure to perform
a safety evaluation.

87-20 TS 3.8.1.1
see LER 87-39

LI Operations Emergency diesel
generator inoperable
due to removal of
ventilation fan from
source.

87-20

87-20

TS 3.3.7.8.b
3.7.2.a

see LER 87-15

TS 4.7.1.1,a ~ (3) LI
see LER 87-41

Operations

.Operations

Failure to perform
hourly fire watches
when fire detection
zones were inoperable.

Failure to increase
surveillance frequency
of service water inlet
temperature.

87-25 10 CFR 50
Appendix B

IV Engineering/
Technical
Support

Improper review of
radiographic film and
documentation and
dispostioning.





(TABLE 4.2. CONTINUED)

B. ~Summar

Inspection Severity Functional
N b ~Ri L 1

'A Brief
Descri tion

87"29 TS 3,3.3 LI Surveillance
See LER 87-46

APRM flow bias upscale
trip function
surveillance not
performed

87-29

87-29

TS 3.4.9.2 IV
See LER 87-51

TS 3.4.9.2

Operations

Operations

Failure to restore
forced core circulation
within one hour.

Oil rags and oil
puddles in Emergency
Diesel Generator rooms.

87"32 TS 3.8.1.1.e
See LER 87-52

IV Operations SBGT train operated
greater than 720 hours
without sampling.

87-32

87-37

10 CFR 50 IV
Appendix B

See LER 87-52

Fire Protection IV
'Program

Operations

Operations

Management knew of
problems with tracking
SBGT run times but
failed to correct them.

t

Failure to deenergize
val ves that were
required to be due to
Appendix R

determination.

87-37 Various TS
See LER 87-60

LI Operations Various shift
surveillance checks
missed due to a
procedure problem.

87-37 TS 3.3.2 LI
See LER 87-59

Rad Control Grab samples not taken
of drywell when other
leakage monitors were
inoperable.

87"39 Various TS
See LER 87-60

LI Operations Various shift
surveillance checks
missed.
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(TABLE 4.2. CONTINUED)

B. ~Summar

Inspection Severity
N b ~Ri «L

87-39 TS 3.0.4 LI
See LER 87-62

Functional
Area

Operations

Brief
Descri tion

'Mode change with LPCS
inoperable.

87-39

87"39

TS 3.0.4 LI
See LER 87-66

TS 3.6.1.3 LI
See LER 87-70

Operations

Operations

Mode change with SLC
inoperable.

Primary containment
emergency escape air
lock outer door
inoperable.

87-39 TS 3.3.2
See LER 87-67

LI Operations Failure to realize the
number of main steam
line radiation monitors
that were required to
be operable.

87-42 Fire Protection LI
Program

Engineering/
Technical
Support

Inoperable fi r e rated
floor plug.

87-45 TS 4.4.6.1.1
TS 4.4.6.1'.2

See LER 87-83

LI Operations Missed surveillance on
vessel temperature
during heatup.

87-45 TS 3.3.2 IV
TS 3.3.3

See LER 88-04
LER 88-09

Engineering/
Technical
Support

Inoperable level
instrumentation due to
improperly performed
calculations.

87-45 TS 3.5.1,(f)
See LER 88-03

LI Engineering/
Technical
Support

Failure to make a
special report within
90 days of LPCI
injection.
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