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I. INTRODUCTION 

The-Systematic Assessment of Licensee Performance (SALP) program is an 
integrated NRC staff effort to collect available observations and data on 
a periodic basis and to evaluate licensee performance on the basis of this 
information. The program is supplemental to normal regulatory processes used 

·to ensure compliance with NRC rules and regulations. It is intended to be 
sufficiently diagnostic to provide a rational basis for allocating NRC 
resources and to provide meaningful feedback to the licensee's management 
regarding the NRC's assessment of the facility's performance in each 
functional area. 

An NRC SALP Board, composed of the staff members listed below, met on 
September 11, 1991, to review the observations and data on performance and 
to assess licensee performance in accordance with the guidance in NRC Manual 
Chapter 0516, "Systematic Assessment of Licensee Performance." 

This report is the NRC's assessment of the licensee's safety performance at 
Dresden Station for the per~od May 1, 1990, through July 31, 1991_ 

The SALP Board for Dresden Station was composed of the following individuals: 

Board Chairman 

H. J. Mi 11 er 

Board Members 

E_ G. Greenman 
w. L. Axelson 

R. J_ Barrett 

w. D. Shafer 
B. L. Siegel 
w_ G. Rogers 

Director, Division of Reactor Safety (DRS) 

Director, Division of Reactor Projects (DRP) 
Deputy Director, Division of Radiation Safety 

and Safeguards (DRSS) 
Project Director, Project Directorate III-2, 

Office of Nuclear Reactor Regulation (NRR) 
Chief, Branch 1, DRP 
Project Manager, Project Directorate III-2, NRR 
Senior Resident Inspector 

Other Attendees at the SALP Board Meeting 

J. H. Sniezek 

A. B. Davis 
c. J. Paperiello 
L. R. Greger 
G. C. Wright 
G. West, Jr. 
B. L. Burgess 
M. C. Schumacher 

M. P. Phillips 

Deputy Executive Director for Nuclear Reactor 
Regulation 

Regional Administrator, RIII 
Deputy Regional Administrator, RIII 
Chief, Reactor Programs Branch, DRSS 
Chief, Operation Branch, DRS 
Acting Regional Coordinator, EDD 
Chief, Section lB, DRP 
Chief; Radiological Controls and Chemistry 

Section, DRSS 
Chief, Operational Program Section, DRS 



R. N. Gardner 
J. R. Creed* 
P. · S. Kol tay* 
C. F. Gill 
M. L. Dapas 
M. S. Peck 
K. G. O'Brien 
M.· J. Miller 
K. R. Riemer 
J. E. House 
M. A. Kunowski 
F. A. Maura 
D. S. Butler 
T. J. Madeda* 

Chief, Plant System Section, DRS 
Chief, Safeguards Section; DRSS 
Team Leader, NRR 
Senior Reactor Program Specialist, DRSS 
Operations Engineer, NRR 
Resident Inspector, Dresden, DRP 
Resident Inspector, Kewaunee, DRP 
Reactor Engineer, DRP 
Reactor Engineer, DRP 
Reactor Inspector, DRSS 
Reactor Inspector, DRSS 
Reactor Inspector, DRS 
Reactor Inspector, DRS 
Physical Security Inspector, DRSS 

* Participated via teleconference. 

II. SUMMARY OF -RESULTS 

A. Overview 

While steps have been taken to improve in the area of Engineering and 
Technical Support, continued close management attention is needed. Steps have 
been taken ~o improve corporate engineering support to the site; how~ver, 
corporate and site engineering groups were not effective in many instances in 
resolving identified issues. Site technical staff experience level remains a 
concern. A number of weaknesses were evident in the area of Radiological · 
Controls and i~ the area of Maintenance/Surveillance management effectiveness 
in ensuring staff performance was weak. 

Performance declined in the area of Safety Assessment/Quality Verification due 
to inadequate and untimely corrective actions on identified problems and lack 
of management oversight of detailed plant activities. Although response to 
plant transients was good in the area of Plant Operations, management 
effectiveness and performance declined as evidenced by the number of personnel 
errors resulting from working around procedural iRadequacies, procedural 
violations, and the lack of attention to detail during the second half of the 
assessment period. 

The performance ratings during .the previous assessment period and this 
assessment period according to functional areas are given below: 

Functional Area 

Plant Operations 
Radiological Controls 
Maihten~nce/Surveillance 
Emergency Preparedness 
Security 
Engineering/Technical 

Support 
Safety Assessment/Quality 

Verification 

Rating Last 
Period 

1 
2 
2 
1 
1 

2 

2 (improving) 

2 

Rating This 
Period 

2 
2 
2 
1 
1 

2 

2 

Trend 



B. Other Areas of Interest 

None. 

III. PERFORMANCE ANALYSIS 

A. Plant Operations 

1. Analysis 

Evaluation of this functional area was based on the results of 13 routine 
inspections and 2 operator licensing examinations. 

Enforcement history reflected a decline in licensee performance. Four 
Severity Level IV violations were issued involving multiple examples of 
inadequate attention to technical detail in the preparation of out-of-service 
checklists, failures to follow procedures, and failures to implement NRC 
reporting requirements. Each violation had minor safety significance; 
however, taken collectively, they represented program implementation 
weaknesses. 

Operational events reflected mixed licensee performance. Reactor scram 
frequency significantly decreased from the previous assessment period; 
two automatic scrams occurred. Good performance by the operating crew during 
transients was evident throughout the assessment period as exemplified by 
operator response to a safety relief valve blowdown (including an appropriate 
manual scram of the reactor), a reactor recirculation pump runup/overpower, and 
loss of condenser vacuum events. The number of operational personnel errors 
resulting in reportable events was slightly higher than in the previous 
assessmen.t period, with the majority occurring in the latter half of the 
assessment period. The causal factors associated with reportable and 
operational events, in the latter half of the assessment period, indicated 
a negative performance trend. Though adequate operator decorum was 
maintained in the control room, operators did not always rigorously adhere to 
procedures and attempted to "work around" procedure inadequacies contributing 
to the negative trend. 

Management involvement and control in the assurance of quality was generally 
adequate but declined in some aspects during the latter half of the. assessment 
period. In the first half of the assessment period, management policies and 
programs appeared appropriate and were well implemented. However, with the 
start of the Unit 2 refueling outage, changes in management effectiveness at 
first and second line supervisor levels were noted. This contributed to a lack of 
attention to detail regarding procedure implementation by operations personnel 
on out-of-service, procedure adherence, and self-check programs. On the 
positive side, management clearly recognized that an adverse trend had 
occurred. Extensive efforts were made by plant management to emphasize 
to operators the need for attention to detail, procedure usage, and the 
self-check program. Improvements were noted as indicated by operator 
identification of the improperly installed steam separator at power. How~ver, 
management ~as not entirely effective in that other events involving· a control 
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rod mismanipulation and failure to use the drywell venting procedure also 
occurred. Late in the assessment period, additional weaknesses were noted in 
the written programs associated with control rod manipulation and· 
reportability. 

Conversely, other aspects of management involvement and effectiveness remained 
·good. The licensee maintained a strong effort to minimize control room 
deficiencies. This effort assured that the control room annunciation, 
indication, and alarm systems enhanced the operator's ability to respond to 
events. Significant improvements were noted in plant labeling. Finally, 
prudent operational decisions were evidenced by unit shutdowns following 
reactor recirculation sample valve leakages and by appropriately securing 
control rod movements after a rod mismanipulation. 

At the beginning of the assessment period, housekeeping within the plant was 
generally adequate but degraded during the Unit 2 refueling outage. In 
response, the licensee initiated a combined housekeeping/safety program that 
resulted in considerable improvement within the plant. Oil leaks were also 
identified and properly controlled. However, outside the plant but within the 
protected area, storage of mater~al that could potentially be used was poor. 

While improvements in individual passing rates on NRC-administered initial 
examinations from previous assessment periods were evident, areas of 
·weakness were identified in operator communications, senior reactor operator 
command and control, .and a willingness by operators to accept deficiencies in 
procedures. Overall, 21 of 24 individuals and 4 of 6 crews passed the 
requalification examination and 10 of 11 individuals passed the initial 
examination. Three initial and two requalification retake examinations were 
administered with all individuals passing. 

Staffing levels were good as evidenced by a fully manned six-shift 
rotation. Additional personnel were available for out-of-service preparation 
and review of equipment, enhancing supervisory oversight of control room 
activities. Generally, overtime guidelines were adhered to and overtime was 
well controlled. It was noted that fuel handlers were not included within 
overtime guidelines; however, no problems could be attributed to fuel handler 
overtime. 

2. Performance Rating 

The licensee's performance was rated Category 2 in this area. The licensee's 
performance was rated Category 1 during the previous assessment period. 

3. Recommendations 

As a result of the deficiencies identified related to operator attention to 
detail, lack of procedural adequacy and adherence, and lack of management 
effectiveness; the board recommends ~dditional NRC inspection and oversight in 
this area. 
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B. Radiological (ontrols 

1. Analysis 

Evaluation of this functional area was based on the results of eight 
inspections. 

Enforcement-related performance was adequ~te with three procedure adherence 
problems categorized as one Severity. Level IV violation. 

Staffing, qualifications, and training of the radiation protection (RP) and 
chemistry groups were adequate. The performance of the as-low-as-reasonably
achievable (ALARA) group, the radioactive waste shipping group, and the 
chemistry staff was good. However, heavy workload and vacancies on the RP 
staff were partly responsible for a failure by the licensee to perform several 
activities in a timely manner, including revision of dosimetry procedures, 
reviews of numerous dosimeter discrepanc~es, and documentation of whole-body 
count waivers. The vacancies were filled and the activities completed by the 
end of the assessment perio<:I. Training provided to RP technicians on the 
radiological hazards of piant systems was good. Additional basic RP training 
of some plant workers appears warranted concerning the. proper response to 
alarms on electronic dosimeters and personnel contamination monitors and the 
interpretation of survey maps. 

Management involvement in major decisions. affecting radiological conditions was 
evident and necessary to deal with the Unit 2 source term. A chemical 
decontamination was performed on Unit 2 before major refueling outage work, and 
extensive pre-outage planning using lessons learned from previous outages was 
undertaken. Source term reduction efforts continued with low-cobalt 
replacements of spent fuel assemblies and depleted control rod blades. 
Management involvement was also observed in the performance of the ongoing 
radwaste upgrade project, the r~cently begun project to solidify and dispose of 
Unit 1 chemical decontamination waste, participation in an industry-sponsored 
study of an electrochemical resin regeneration process for use in chemical 
decontaminations, the response to a resin spill in the turbine building, the 
effort to increase the visibility of the ALARA program, and the computerized 
access control program for the radiologically controlled area. In chemistry, 
management commitment to the Boiling Water Reactor Owners Group Guidelines has 
resulted in very good water quality: Additional ~vidence of management 
commitment was evident in the recent upgrade of chemistry sampling and 
data-handling equipment. 

However, additional management involvement was less effective in ensuring 
adequate staff performance in other areas. Examples included the delayed 
assessment of a leak from an underground liquid radwaste line, delay in the 
cleanup of the sludge tank room, extended storage of radioactive waste in drums 
and the lack of records describing that waste, equipment layi.ng across 
contaminated area boundaries and not secured to prevent the spread of. 
contamination, and workers' failures to adhere to radiation work permit 
requirements that resulted in several unplanned exposures. Additionally, 
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several operational problems had negative radiological effects including 
·the spread of contamination from the fuel pool demineralizer, the spread of 
contamination when the Unit 2 fuel pool overflowed, and unnecessary exposure 
associated with the improperly tightened Unit 2 shroud head bolts. 

Total station dose in 1990, with contribution from two refueling outages, was 
high at 1399 person-rem, and continued high in the first half of 1991 because 
of an extended refueling outage and post-outage emergent work. The number of 
personnel contamination events in 1990 was low at 286, and continued low in the 
first half of 1991. No transportation or burial site problems were reported 
during the assessment period. The amount of radioactive material released in 
liquid effluents and the volume of solid radioactive waste.shipped for burial 
were typical of those of other U.S. boiling-water reactor facilities. The 
amount of radioactive material released in gaseous effluents was very low. 

Radiological confirmatory measurements were very good with 93 agreements ih 94 
comparisons. Nonradiological confirmatory measurements.were also very good, 
with 19 agreements in 20 comparisons. The radiological environmental 
monitoring program was adequate. 

2. Performance Rating 

The licensee's performance was rated Category 2 in this area. The 
licensee's performance was rated Category 2 in the previous assessment 
period. 

3. Recommendations 

None. 

C. Maintenance/Surveillance 

1. Analysis 

Evaluation of this functional area was based on the results of 14 routine 
inspections. 

The enforcement history reflected a decline in performance. One Severity Level 
III violation with a civil penalty was issued involving an inadequate work package 
and no post-maintenance test acceptance criteria during a refueling outage in 
the previous SALP period. These acceptance criteria inadequacies allowed the 
primary containment to exist in a degraded condit~on for an entire operating 
cycle. Four other violations of less significance were also issued. Three· of 
these violations dealt with pr6gram implementation prbblems, while the fourth 
dealt with inadequacies in the scope of the calibration program. 

Management effectiveness in assuring quality during normal operations was 
evident and generally. effective. The lack of operational events can be 
.attributed to the partially completed maintenance improvement program, which 
increased the preventive maintenance scope and expanded balance-of-plant 
maintenanc~ .. The use of predictive maintenance techniques resulted in · 
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equipment repair before failure, as evidenced by the replacement of a reactor 
recirculation pump shaft and numerous motor-operated valve overhauls. 

Management effectiveness was poor during the complexities of the Unit 2 
refueling outage. Instances of poor work packages, failure to follow 
procedures, and inattention to detail during maintenance and test activities 
were evident, as indicated by the inadvertent opening of a torus to reactor 
building vacuum. breaker; deflation of main steam isolation valve plugs, causing 
a spill; and disassembly of the wrong feedwater check valve. Strong immediate 
actions were taken by management during the Unit 2 refueling outage to address 
the increased personnel errors but were not entirely effective as evidenced by 
a failure to remove a blank flange installed in the turbine bearing lubrication 
system and a failure to tighten steam separator shroud head bolts during 
reactor vessel reassembly activities. 

The licensee's approach to resolving technical issues from a safety standpoint 
was mixed. Corrective maintenance efforts addressed a number of recurring 
problems dealing with control room recorders, spiking of the source range 
monitors and intermediate range monitors, and leaks in the high pressure coolant 
injection room cooler. A good check valve inspection program was 
developed and implemented. Surveillance activities were performed on 
schedule with no time limits exceeded. With the exception of instrument 
calibrations, the testing program appeared to have adequate scope. Strong 
corporate level reviews identified several local leak rate testing deficiencies. 
Conversely, given the number and significance of intergranular stress corrosion 
cracking (IGSCC) indications detected in the last two refueling outages, a lack 
of aggressiveness was displayed in pursuing the identification, cause, and 
resolution of IGSCC-susceptible welds on Unit 2. 

Maintenance Department staffing appeared adequate with the work request 
backlog reasonable. Instances in which overtime guidelines were exceeded were 
minimal. However, a heavy workload for the inservice inspection/inservice test 
group was noted during the refueling outage, and supervisory resources were 
strained during the reactor shroud reassembly activities. 

Overall effectiveness of maintenance training was. mixed. Training strengths 
were noted in the areas of motor-operated valves and inservice inspection but 
did not spread across all areas as evidenced by the number of program 
implementation inadequacies and the weaknesses in the demonstrated knowledge 
level associated with local leak rate testing. 

2. Performance Rating 

The licensee is rated Category 2 in this functional area. The licensee's 
performance was rated Category 2 during the previous assessment period. 

3. Recommendations 

None . 
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D. Emergency Preparedn~ss 

1. Analysis 

Evaluation of this functional area was based on the results of three 
inspections; however, no exercise was scheduled during the assessment period. 

Enforcement history remained excellent, with no violations identified. 

Management involvement in ensuring quality remained very good. Corrective 
actions for concerns identified during the onsite medical response portion of 
the April 1990 exercise were thorough and effective, as evidenced by very 
successful responses to similar scenarios during two subsequent drills observed 
during this assessment period. However, because of a shortage of trained 
controllers at several offsite locations, the overall benefits of one of these 
drills were diminished. Several upgrades were made to the well-maintained 
emergency response facilities. A computerized tracking system was effectively 
used to help ensure timely corrective action on identified concerns. The 
emergency preparedness (EP).coordinators have received good support from other 
groups in resolving concer.ns identified by the licensee's nuclear quality 
programs organization. 

The licensee's identification and resolution of technical issues were excellent. 
All situations that warranted unusual event declarations were correctly 
classified by onshift personnel. State and NRC officials were notified of each 
declaration in a timely and accurate manner. Self-evaluations of records 
associated with each declaration were thorough and were completed according to 
procedural requirements. Several emergency a~tion levels were revised fo 
better ensure proper classification of situations involving the loss of one or 
more fission product barriers. 

The onsite emergency response organization's (ERO's) staffing levels remained 
very good with at least three persons qualified for each key position and more 
than three qualified persons identified for each technical staff positions. 
Periodic off-hours drills continued to successfully demonstrate the capability 
to augment onshift personnel in a timely manner. Jhe offsite ERO remained 
amply staffed, with 10 or more qualified pers6ns identified for each key and 
support positi-0n. The licensee has maintained two full-time onsite EP 
coordinators and has added a full-time onsite EP instructor, with a second, 
part-time instructor remaining involved in licensed operators' periodic EP 
training. 

The EP training program remained very good. The onsite ERO's training was 
current. All required drills were conducted and critiqued. The training 
program incorporated all procedural changes associated with a recent rev1s1on 
of the emergency plan and relevant findings r~sulting from drill and exercise 
critiques . 
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2. Performanace Rating 

The· licensee's performance was rated Category 1 in this area. The 
licensee's performance was rated Category 1 in the previous assessment 
period. 

· 3. Recommendations 

None. 

E. Security 

1. Analysis 

Evaluation of this functional area was based on the results of two security 
inspections and one fitnes~-for-duty (FFO) inspection and on observations made 
by resident inspectors. · 

Enforcement-related performance has remained essentially the same. Three 
violations were identified during this period. While two of the violations 
involved management performance weaknesses, no items of major safety 
significance were identified. 

Management's involvement in assuring quality in this functional area was 
generally good. Strong plant management support for improvements to security 
equipment was evidenced by the thorough planning and on-schedule implementation 
of a construction.project needed to prevent potential problems with the 
effectiveness of the protected area barrier and the intrusion alarm system. 
Proactively, the licensee took action to upgrade the effectiveness of assessment 
capabilities by planning the installation of innovative state-of-the-art 
equipment. Security management's involvement in the oversight of day-to-day 
program implementation was good; however, on one occasion, security management 
personnel failed to effectively follow up and corr~ct a licensee-identified 
finding involving a degraded vital area barrier. On another occasion, 
security management personnel incorrectly analyzed a security issue involving 
an inadequate security power system. 

The licensee's approach to the identification and resolution of technical 
security issues was good and resulted in program improvements in the areas of 
intrusion equipment effectiveness and reduction of personnel errors. Security 
management has taken an aggressive approach to identify causes of and measures 
needed to resolve identified technical concerns. To support this effort, a 
professional security consultant was utilized to physically evaluate specific 
security equipment. During the assessment period, the licensee has continued 
to improve its performance indicator program (tracking and trending) by 
establishing and meetini realistic goals: · 
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Security operational events were properly identified, analyzed and documented 
during the assessment period. The licensee implemented a timely and 
comprehensive program to heighten security awareness during the Persian Gulf 
conflict. The licensee's security staff maintained good communication with NRC 
regional personnel and the licensee's security contractor. 

Staffing of both the licensee's and the contractor's security organizations was 
ample. The licensee increased its onsite security management organization 
by two positions. The increase, which was implemented in the latter half of 
the assessment period, provided additional supervisory oversight by the 
licensee of day-to-day security activities and oversight of security equipment 
effectiveness. The addition of these two positions has enhanced the licensee's· 
ability to identify and resolve potential problems before they can have an 
adverse affect on plant protection. 

The licensee's security force training and qualification program was good. 
The license~ continued to implement and improve its tactical contingency 
training program which_ is a program strength. To support this effort, a 
professional security consultant conducted independent physical exercises and 
evaluations of the tactical training program. 

The licensee's fitness-for-duty program satisfied the general performance 
objectives of 10 CFR 26.10. Program strengths included management support 
and an ample number of personnel to administer the program. 

2. Performance Rating 

The licensee's performance is rated Category 1 in this area. The licensee's 
performance was rated Category 1 during the previous assessment period. 

3. Recommendations 

None. 

F. Engineering/Technical Support 

1. Analysis 

Evaluation of this technical area was based on several routine inspections, an 
electrical distribution system functional inspection (EDSFI), and operator 
licensing examinations. 

Enforcement-related performance was comparable to the previous SALP period and 
was adequate. Two Severity Level IV violations were identified during this 
period. Neither of the violations was of major safety significance . 
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Management involvement to assure quality remained mixed. On the positive 
side, involvement was apparent in the resolution of problems identified in the 
previous SALP period in the areas of environmental qualification, inservice 
inspection (ISI), and the quality of initial operator exa.mination reviews. 
The temporary altera.tion program was improved by providing justification for 
extensions, the addition of a coordinator, and the use of computer tracking. 
For the most part, engineering support to modification activities was 
effective. The-licensee had taken a number of steps to improve corporate 
engineering support. These include: significantly altering arrangements with. 
architect/engineering contractors to gain better accountability and to more 
effectively focus design activities; increasing corporate engineering staff 
levels to improve in-house capabilities and oversight of contractors; 
establishing a corporate engineering presence on site (BWR Engineering 
Group); and clarifying and documenting expectations regarding the roles of 
system engineers. Despite these initiatives, some problems still existed. 
The absence of design basis documentation and problems with past control of 
the FSAR has created a burden for the engineering staff to provide adequate 
technical support to operations and maintenance. The licensee has recognized 
these concerns and indicated that an FSAR rebaseline program would be 
completed at Dresden by the end of 1993. In addition, the licensee had 
established a program to determine essential design documentation and collect 
design basis requirements into system documents. Approximately 50 documents 
are being developed. The schedule is to encompass a six year period beginning 
in 1991 including the issuance of six documents during 1991, although none had 
been issued as of the end of the .SALP period. 

Weaknesses were apparent in management's oversight of contract engineering 
firms, as evidenced by errors in emergency diesel generator cooling water heat 
transfer calculations, spent fuel pool criticality calculations,. two submittals 
related to fracture toughness (SEP Topic III-I), and the response to an 
enforcement action on primary containment leakage (EA 91-014). Weaknesses 
still remained in the operator licensing and requalificatiun are~ concerning 
exa~ination security. 

The licensee's performance in the· identification and resolution of technical 
issues was considered mixed. Issues associated with the !SI compone'nt support 
inspections were clearly understood, adequately identified, and resolved in a 
timely manner. Other positive examples included the resolution of the ultimate 
heat sink high-temperature concern and the improvements in the temporary 
alteration program. 

Engineering support to the facility was not always aggressive in pursuing 
identified issues. For example, the technical staff did not pursu~ a timely 
analysis of cracks found in the Unit 2 reactor vessel head closure studs and 
appeared to be ineffective when interacting with the offsite group assigned to 
perform the analysis (Systems Materials Analysis Group). In another case, the. 
licensee's corporate engineering department had been aware of degraded voltage 
concerns since November 1990; however, no actions were taken until the EDSFI . 
insp~ction in July 1991 questioned this posit1on. When the licensee ~valuat~d 
the condition, it identified that with grid voltage conditions just above the 
degraded grid trip set point, adequate voltage may not be available to start 
and operate safety-related equipment. Although the licensee established 
compensatory measures, a recent event at Dresden indicated that the degraded 
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grid condition remained unrecognized by operators for approximately 90 minutes 
and the compensatory measures were not fully implemented. Additional problems 
were evident in the areas of post-modification testing, which involved 
inadequate testing acceptance·criteria and inappropriate scope and methodology 
for const~uction testing. An·.example included the failure to ensure that ~ll 
testing performed had overlapped unmodified portions of the circuit. 
Weaknesses were noted in interpreting regulatory requirements, as evidenced by 
the failure to expand the ·sample size following main steam safety valve 
setpoint testing failures, and the failure to change a fire protection 
procedure. 

The onsite engineering and technical support staffing was adequate. The 
weakness identified during the previous assessment period, heavy technical 
staff workload, was addressed through a strong hiring initiative. Although 
this initiative was somewhat negated by the attrition of experienced 
personnel, a modest reduction in outstanding engineering tasks was achieved. 
The !SI engineering staff was well moti~ated and demonstrated strong technical 
competence. An adequate staffing level was maintained within the training . 
organization. 

The licensed operator training and qualification program effectiveness was 
adequate, as evidenced by the passing rate of NRC~administered initial and 
requalification examinations. However, weaknesses still existed, as discussed 
previously in this section. Another weakness was noted in that for a number 
of onsite groups, no program existed to ensure personnel were trained on 
appropriate administrative tasks that applied to their job functions. This 
resulted in one of the Severity Level lV violations issued. 

2.. Performance Rating 

The licensee's performance was rated Ca~egory 2 in this area; The licensee's 
performance was rated Category 2 during the previous assessment period. 

3. Recommendations 

Resident inspector· assessments of statio~ technical· and corporate engineering 
staff support to operations and maintenance should be supplemented by expanded 
region based inspection effort~. L~censee effectiveness in resolution of 
technical issues should receive special attention. 

G. Safety Assessment/Quality Verification 

L Analysis 

Evaluation of this functional area ~as based on the results of 12 inspections: 

During the previous assessment period, the licensee received only one Severity 
Level V violation. Dur~ng this assessment period, several violations were, 
issued for inadequacies in implementing corrective actions. In additipn, a 
significant weakness in the safety evaluation process resulted ·in a Severity 
Level.III violation and a civil penalty for failu_re to meet the requirements of 
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10 CFR 50.59. However, the licensee's self-identification program played a 
role in identifying this safety evaluation violation and other violations that 
did not result in enforcement actions. 

One operational event and one reportable event were directly associated with 
this functional area .. The reportable event emphasized the worth of the 
procedure upgrade effort by identifying procedural inadequacies in the 
collection of radwaste composite discharge samples. The operational event, a 
second fuel bundle mispositioning within the spent fuel pool, reflected 
negatively upon the adequacy of the corrective action. 

Management involvement to ensure quality was evident in almost all aspects of 
this area. Good efforts were made to incorporate lessons learned from other 
facilities as evidenced by the Onsite Nuclear Safety Group's prompt distribution 
of lessons-learned initial notifications, scram/ESF committee reviews of· 
industry events, and the close cognizance maintained by site personnel of 
the NRC functional inspection of the Quad Cities electrical distribution 
system. However.the corporate office was not responsive to degraded voltage 
concerns identified.by the Licensee in November 1990. Also, intersite 
communication of problems ·has improved, as demonstrated by the adequate 
resolution at Dresden of a reactivity issue similar to one that was improperly 
handled at Quad Cities. The scram/ESF committee was proactive, resulting in 
hardware and programmatic changes to reduce transients. 

Management's quality oversight programs clearly identified areas of weakness 
associated with licensee performance. As a result, the licensee has initiated 
many corrective action programs; however, the licensee's ability to effectively 
implement these programs remains a concern. Quality assurance audits and 
surveillances were comprehensive and relevant. Improvements continued in 
implementing performance-based audits, quality observation tracking, and 
trending capabilities. Regulatory assurance investigations were thorough and 
made relevant findings. Review committees met with adequate frequency and 
generally evaluated the appropriate material. 

Management was also involved in licensing issues that required upper management 
decisions. There are several areas in which the 1itensee has made commitments 
that have enhanced or will significantly enhance plant safety: the 
installation of two smaller diesel generators to satisfy the station blackout 
rule instead of one larger diesel generator; the replacement of piping in the 
reactor water cleanup system, rather than inspection and repair of the piping; 
the installation of a 125 Vdc backup battery system on each of the Dresden 
units; and a corportate initiative related to reactor vessel stud inspection 
at all CECO sites. In addition, in an effort to resolve a longstanding 
combustible gas control issue (10 CFR 50.44), the licensee has committed to 
convert the existing containment atmospheric dilution system into a nitrogen 
dilution system. These actions resolve a concern regarding the licensee's 
commitment to plant safety identified in the previous SALP r~port. 

By comparison, management's ability to continually reinforce expectations at 
the worker level ·was weak. This weakness was reflected in the poor procedural 
adherence and attention to detail exhibited by maintenance and operations 
personnel during the Unit 2 refueling outage. Continued management attention 
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to· station dose, procedure control over system operational/maintenance 
evolutions to prevent radiological consequences, and source term and dose 
rates associated with Unit 2 reactor coolant system components is warranted. 
These problems partially resulted from a lack of management oversight of 
detailed plant activities. Although management recognized the adverse trend 
and instituted strong corrective action initiatives to address these problems 
(i.e., a combined licensee/third party assessment, special meetings to 
emphasize management expectations of workers priorities, curtailing of weekend 
outage work activities, and initiation of a self-check program and a heightened 
level of awareness program), these actions did not preclude the occurrence of 
similar type events. Other corrective actions in this area, such as delaying 
the Unit 3 refueling outage and increased in-field observations by management 
a~~ positive, but their effectiveness has yet to be evaluated. 

Management was highly visible in the evaluation of events and the determination 
of corrective actions, but the effectiveness of management actions to resolve 
areas of weakness varied. Actions to improve equipment performance through 
implementation of the maintenance improvement program and actions on the 
emergency diesel generator safety system functional inspection/safety system 
functional test findings were examples of good resolution. Conversely, 
corrective actions on identified problems involving component deficiency 
reports and related operability justifications, emergency notification system 
reports, radwaste assessment and cleanup activities, and fire protection 
detector testing were either inadequate or untimely. Finally, corrective 
actions for weaknesses associated with the safety evaluation process (10 CFR 
50.59 reviews) were good, but their effectiveness has been impaired by the 
incomplete Final Safety Analysis Report rebaselining effort. 

The quality and technical content of the submittals .by the licensee and i~s 
contractors, including those submittals responding to NRC initiatives · 
(Bulletins, Generic Letters), were acceptable. However, a few submittals 
lacked information or were not sufficiently comprehensive, necessitating 
requests by NRC for additional information to complete the reviews. There were 
issues in which the licensee's performance and response were excellent, such as 
those efforts related to resolving concerns associated with channel box bow and 
adequacy of the net positive suction head of the standby liquid control system. 

Staffing of quality assurance and quality control was adequate. Resources were 
available to implement the audit schedule and to witness work activity hold 
points. Training and qualification of the quality oversight groups were 
generally adequate with a broad experience base maintained in the quality 
assurance and control groups. However, in one instance, the lack of an 
inspector's quality control experience resulted in a personnel error, which 
contributed to substantial damage of the main turbine bearing and extended the 
Unit 2 refueling outage by 1 month. 

2. Performance Rating 

The licensee's performance was rated Category 2 in this area. The licensee's. 
performance was rated Category 2 improving during the previous assessment 
period . 
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3. 'Recommendations 

Ncine. 

IV. ·suPPORTING DATA AND SUMMARIES 

A. . Licensee Activities 

Significant outages ~nd other major events are discussed below. 

1. On June 30, 1990, Unit 3 entered a planned outage for replacement of the 
main tu~bine thrust bearing and the main transformer bushing. 

2. On August 2, 1990, Unit 2 was manually scrammed as a result of spurious opening 
of the main steam Target Rock safety-relief valve. 

3. On September 23, 1990, Unit 2 shut down for a refueling outage. 

4. On December 15, 1990, Unit 3 entered single-loop operation as a result of 
high vibration on the 38 recirculation pump motor. 

5. On December 24, 1990, Unit 3 entered a forced outage as a result of a 
failed leak test of the primary containment inner door interlock. 

6. On January 13, 1991, Unit 3 entered a planned outage for repair of the 
high vibration on the 38 recirculation pump motor. 

7·. On February 9, 1991, Unit 2 was brought to criticality following 
completion of the refueling outage. 

. 
8. On February 13, 1991, Unit 2 scrammed on a high r~diation signal caused 

by resin intrusion. 

9. On March 5, 1991, Unit 2 entered a forced outage for repair of the 
·reactor recirculation sample line isolation valves. 

10. On March 24, 1991, Unit 2 entered a forced outage for tightening of th~ 
reactor shroud/steam separator bolts.· 

11. On June 9, 1991, Unit 2 scramme9 after a turbine trip caused by a 
malfunction of the turbine thrust bearing wear detector. 

8. Inspectidn Activities 

The inspection reports discussed in this SALP are listed below: 

_Unit 2, Docket No. 50-237 
Inspection Report Nos. 90013, 90016 through 90024, 90026 through 90028, 
91002 through 91004, and 91006 through 91021. 
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Unit 3, Docket No. 50-249 
Inspection Report Nos. 90012, 90015 through 90023, 90025 through 90027, 
91002 through 91004, 91006 through 91017, and 91019 through 91021. 

1. From June 28, 1990, through September 20, 1990, a special safety inspection 
was conducted to review the use of a temporary sample pump to obtain daily 
drywell air samples (Inspection Report Nos. 237/90022, 249/90022). 

2. From January 23, 1991, through January 28, 1991, a special safety 
inspection of containment integrated leak rate testing and local leak rate 
testing was conducted (Inspection Report Nos. 237/91006, 249/91006). 

3. From April 17, 1991, through April 23, 1991, a special inspection of the 
unintended release of liquid radioactive waste from an outdoor underground 
pipe was conducted (Inspection Report Nos. 237/91012, 249/91011). 
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