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UNITED STATES 

NUCLEAR REGULATORY COMMISSION 
REGION Ill 

Mr. Oliver D. Kingsley 
President, Nuclear Generation Group 
Commonwealth Edison Company 
ATTN: Regulatory Services 
Executive T ewers West Ill 
1400 Opus Place, Suite 500 
Downers Grove, IL 60515 

801 WARRENVILLE ROAD 
LISLE, ILLINOIS 60532-4351 

December 2~ 1998 

SUBJECT: MID-YEAR INSPECTION RESOURCE PLANNING MEETING- DRESDEN 

Dear Mr. Kingsley: 

On November 4, 1998, the NRC staff held an inspection resource planning meeting (IRPM). 
The IRPM provided a coordinated mechanism for Region Ill to adjust inspection schedules, as 
needed, prior to the conclusion of the Plant Performance Review cycle in April 1999. 
Enclosure 1 to this letter advises you of our planned inspection effort for the next 6 months at 
Dresden. 

This attached information is provided to minimize the resource impact on your staff and to allow 
for scheduling conflicts and peraonnel availability to· be resolved in advance of inspector arrival 
onsite. The rationale or basis for each inspection outside the core inspection program is 
provided so that you are aware of the reason for emphasis in these program areas. Resident 
inspections are not listed due to their ongoing and continuous nature. 

Enclosure 2 contains a historical listing of plant issues, referred to as the Plant Issues Matrix 
(PIM), that was .considered during the IRPM. The PIM includes only items from inspection 

· reports or other docketed correspondence between the NRC and Commonwealth Edison 
Company. 
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We will inform you of any changes to the inspection plan. If you have any questions, please 
contact me at 630-829-9703. 

Sincerely, 

/s/Mark Ring 

Mark Ring, Chief 
Reactor Projects Branch 1 

Docket Nos.: 50-237; 50-249 
License Nos.: DPR-19; DPR-25 

· Enclosures: · 1. 
2. 

Inspection Plan 
Plant Issues Matrix 

cc w/encls: D. Helwig, Senior Vice President 
H. Stanley, PWR Vice President 
C. Crane, BWR Vice President 
R. Krich, Regulatory Services Manager 

· D. Greene, Licensing Director 
DCD - Licensing 
M. Heffley, Site Vice President 
P. Swafford, Station Manager 
F. Spangenberg, Regulatory 
Assurance Manager 
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M. Aguilar, Assistant Attorney General 
State Liaison Officer 
Chairman, Illinois Commerce Commission 
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DRESDEN 
INSPECTION I ACTIVITY PLAN 

(See Note <D) 

IP - Inspection Procedure 
Tl - Temporary Instruction 
Core - Minimum NRC Inspection Program (mandatory all plants) 
Regional Initiative - Discretionary Inspections 

NUMBER OF 
INSPECTION NRC 

I TITLE I PROGRAM INSPECTORS/ PLANNED 
ACTIVITY AREA INDIVIDUALS DATES 

IP64704 Fire Protection 1 December 1 - 5, 
1998 

IP81700 Security 1 February 8 - 13, 
1999 

IP83750 Outage Radiation 2 February 22 - 26, 
IP83729 Protection 1999 

IP37550 Engineering 2 TBD 
Support to (April/May 1999) 
Operations 

IP81301 EP Exercise 4 May 24 - 28, 1999 

Notes: 

TYPE OF 
INSPECTION/ 

ACTIVITY-
COMMENTS 

Core 

Core 

Core 

Regional 
Initiative ® 

Core 

<D Resident inspection during this period is expected to focus on inadvertent entry into limiting 
conditions for operations, non-licensed operator errors, and engineering support to operations. 

® Followup on previously identified issues. Date to be determined (TBD). 
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PLANT ISSUES MATRIX 
Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = "SALP" ; SALP Area = "All/Multiple" ; Beginning Date = "10/1/1997" ; Ending Date = "10/1/1998' 

, 

lwl DATE II TYPE II souRcE II 1D ev II sALP llsMM coDEsll DEscR1PT10N II 
7/14/1998 Positive IR 1998019 

2 4/9/1998 LEA IR 199801S 

3 2113/1998 Strength IR 98006 DRP 

4 2/13/1998 LER IR 98006 DRP 

s 11/22/1997 Misc IR 97001.slp 

NRC All/Multiple 1 C 

Self- All/Multiple 1 B 
Revealed 

Licensee All/Multiple SA 

NRC All/Multiple SC 

NRC All/Multiple ** ** 
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Areas of the response to the NRC's request for information under 1 o CFR 
S0.54(f) regarding safety performance at Commonwealth Edison 
reviewed by the inspectors showed good performance. 

On April 9, 1998, Dresden Unit 3 experienced a full closure of all main 
steam isolation valves (MSIVs) from full power which resulted in a reactqa 
scram. Initially, the cause of the MSIV closure was unknown. Dresden 9 
Station's Root Cause Analysis Team, established to evaluate this event, 
concluded that the most probable cause for the MSIV closure and 
resultant scram was a combination of two factors. The first factor was the 
discovery of a failed main steam line high flow switch during surveillance 
testing. Technical Specifications then required the MSIV trip channel 
associated with this failed flow switch be placed in a trip condition. 
Therefore, the A portion of the MSIV trip system was placed in the tripped 
condition, thus satisfying one half of the MSIV closure logic. The second 
factor involved a loss of continuity for a contact associated with a time 
delay relay in the B MSIV trip system. This satisfied the second half of 
the MSIV closure logic and resulted in all MSIVs closing. The inspectors 
concluded the root cause effort was thorough and agreed with the 
licensee's conclusion. 

The independent safety evaluation group was actively and effectively 
searching for procedures that allowed the torus to be bypassed, and 
getting them revised. e Once initiated, corrective actions to stop the practice of inerting and 
deinerting the drywall and torus together were effective. The licensee's 
self-assessment of the timeliness of the corrective actions did not 
address the performance of the operations or the regulatory assurance 
departments. 

The functional areas of operations, maintenance and plant support were 
rated as Category 2. The area of engineering was rated as Category 3. It 
is my view that conduct of nuclear activities in connection with the 
Dresden facility was improved from the previous assessment period. 



11/23/1998 
GENERAL DESCRIPTION OF PIM TABLE LABELS 

# A counter number used for NRC internal editing. 

DATE 
The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date 
the issue was identified. For issues that do not have an actual date or a date of identification, use the LEA or inspection report date. 

TYPE The categorization of the issue - see the TYPE ITEM CODE table. 

SOURCE The document that contains the issue information: IA for NRC Inspection Report or LEA for Licensee Event Report. 

IDBY Identification of who discovered the issue - see table. 

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multiple (i.e., more than one SALP area affected). 

SMM CODES Senior Manager Meeting Codes - see table. 

DESCRIPTION Details of the issue from the LER text or from the IA Executive Summaries. 

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES 

DEV Deviation from NRC Reauirements . EEis are apparent violations of NRC 1 Operational Performance: 
ED Escalated Discretion - No Civil Penaltv requirem~nts that are being considered for A- Normal 

EEi* Escalated Enforcement Issue - Waitina Final NRC Action escalated enforcement action in accordance B - During Transients 

LER License Event Report to the NRC 
with the "General Statement of Policy and C - Programs and Processes 
Procedure for NRC Enforcement Action• 

Licensing Issue from NRR Llcensln1:1 (Enforcement Policy), NUREG-1600. 2 Material Condition: 
Misc Miscellaneous (Emeroencv Preparedness Finding, etc.) However, the NRC has not reached its final A - Equipment Condition 

NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes 

Negative Individual Poor Licensee Performance identified by the EEis and the PIM entries 3 Human Performance: 
Positive Individual Good Licensee Performance may be modified when the final decisions A - Work Performance 

Strength Overall Strona Licensee Performance 
are made. Before the NRC makes its B - Knowledge, Skills, and Abilities 

URI** Unresolved Inspection Item 
enforcement decision, the licensee will be C - Work Environment e provided with an opportunity to either 

VIO/SL-1 Notice of Violation - Severity Level I (1) respond to the apparent violation or 4 Engineering/Design: 
VIO/SL-11 Notice of Violation - Severitv Level II (2) request a predecisional enforcement A- Design 

VIO/SL-111 Notice of Violation - Severitv Level Ill conference. B - Engineering Support 

VIO/SL-IV Notice of Violation - Severitv Level IV •• URls are unresolved items about which C - Programs and Proce5ses 

Weakness Overall Weak Licensee Performance 
more information is required to determine 

5 Problem Identification and Resolution: whether the issue in question is an 
A - Identification acceptable item, a deviation, a 

IDBY nonconformance, or a violation. However, B-Analysis 

the NRC has not reached its final C - Resolution 

Licensee The licensed utilitv conclusions on the issues, and the PIM 
NRC The Nuclear Regulatory Commission entries may be modified when the final 

Self-Revealed Identification bv an event (e.g., eauipment breakdown) conclusions are made. 

Other Identification unknown 

Page 2 of 2 
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11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = "SALP" ; SALP Area = "Engineering• ; Beginning Date = "10/1/1997" ; Ending Date = "10/1/1998" 

IC!JI DATE II TYPE II souRcE II 1D ev II SALP llsMM CODEsll DESCRIPTION II 
1 9/23/1998 Positive 

2 9/23/1998 Negative 

3 9/23/1998 Positive 

4 9/23/1998 VIO/SL-IV 

5 · 9/23/1998 Positive 

6 9/23/1998 VIO/SL-IV 

IR 1998023 
DRAFT 

IR 1998023 
DRAFT 

IR 1998023 

IR 1998023 · 
DRAFT 

IR 1998023 
DRAFT 

IR 1998023 
DRAFT 

NRC 

NRC 

NRC 

NRC 

NRC 

NRC 

Engineering 1 C 

Engineering 4A 

Engineering 4A 

Engineering 46 

Engineering 4B 

Engineering 4C 
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The licensee had made adequate progress in the implementation of the 
strategic reform initiatives reviewed. (Section E6.1) 

Operability determinations were of good quality and provided adequate 
justification for the conclusions with two exceptions. In one case, an 
operability determination to address condensate storage tank vortexing A 
concerns failed to account for all condensate· storage tank water loss • 
sources. In a second case, the licensee failed to complete a timely 1 o 
CFR 50.59 safety evaluation to address a potential unreviewed safety 
question identified in an operability determination. (Section E1 .2) 

The modifications, temporary alterations, and engineering requests 
reviewed were adequately designed, evaluated, installed, and tested. 
Two minor deficiencies were identified. (Section Et.1) 

Overall, the surveillance tests observed and documentation results 
reviewed were within the required acceptance criteria. Two examples 
were identified in which surveillance procedures were not adequate to 
demonstrate that equipment met technical specification requirements. 
(Section E3.3) 

Overall, the material condition and housekeeping of the station were 
satisfactory, and the ability of engineering personnel to identify material 
condition problems was acceptable. However, the team identified a 
number of material condition items such as loose or missing fasteners a 
and screws, and various oil and water leaks. The as-built configuratiorfW 
the plant was in conformance with the description in the Updated Final 
Safety Analysis Report. (Section E2.1) 

The vast majority of the temporary alterations reviewed were properly 
approved, installed, and documented. However, a number of deficiencies 
regarding the adherence to temporary alteration procedure requirements, 
such as the performance of quarterly walkdowns and extended 
Installation reviews, were identified. In addition, two examples were 
Identified in which temporary alterations were installed in the plant without 
proper approval. (Section E3.2) 
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Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = 0 SALP0 
; SALP Area = "Engineering• ; Beginning Date = 0 10/1/1997° ; Ending Date = '10/1/1998" 

IC!JI DATE II TYPE II souRcE II 1D ev 11 sALP llsMM coDesll DescR1PT10N II 
7 9/23/1998 

8 9/23/1998 

9 8/25/1998 

10 8/25/1998 

11 7/14/1998 

Positive 

Strength 

Licensing 

Negative 

VIO/SL-IV 

IR 1998023 
DRAFT 

IR 1998023 
DRAFT 

IR 1998021 

IR 1998021 

IR 1998019 

NRC Engineering 

NRC. Engineering 

NRC Engineering 

NRC Engineering 

NRC Engineering 

4C 

SC 

** 

SC 

48 
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1 O CFR 50.59 safety evaluations were of good quality and the licensee 
had an acceptable program for ensuring that trained and qualified 
personnel prepared and reviewed safety evaluations. Three examples 
were identified in which safety evaluations were not reported as required. 
(Section E3.1) 

Engineering department self-assessment activities were effective. In e 
particular, the threshold for the identification of problems was low; 
identified problems were elevated to the proper levels of management for 
resolution; operability issues were addressed; and corrective actions were 
adequate, timely, and properly prioritized. The engineering department 
self-assessment audit schedule was comprehensive and included all 
major engineering functional areas. (Section E7.1) 

the overall use of "information only" drawings as described in UFSAR 
Section 1.7, is considered unresolved pending the inspector's review of 
the issue with the office of Nuclear Reactor Regulation (URI 50-237/249-. 
98021-03(DRP) 

Some of the older outstanding problems at the station are similar to 
current problems experienced by the station that are documented in 
recent NRC inspection reports. Examples included HPCI system material 
condition deficiencies, off-gas system fires, and reactor vessel post
scram overfill problems due to inadequacies associated with the feed 
water level control system. While the licensee has made progress in A 
resolving old concerns, and the current issues are not as severe as the W 
older items, the repetitiveness of several of the items indicated that 
licensee corrective actions had not always been effective at eliminating 
the concerns. 

The post accident monitoring (PAM) instrumentation was lost when a 
nonsafety-related circuit tripped, revealing that instruments required by 
Technical Specifications were inappropriately powered by nonsafety
related circuits. The selected instruments did not meet the requirements 
specified in the Updated Final Safety Analysis Report (UFSAR). 
Engineering personnel reviewing the loss of PAM took 3 days to conclude 
that the instruments were inoperable due to use of nonsafety-related 
power. 
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Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Col.umn = 'SALP' ; SALP Area = 'Engineering' ; Beginning Date = '10/1/1997' ; Ending Date = '10/1/1998' 

j[!]I DATE II TYPE II SOURCE II 1D av II SALP llsMM coDesll DESCRIPTION II 
12 7 /14/1998 Negative IA 1998019 

13 S/27 /1998 Negative IA 1998014 

14 S/20/1998 Negative IA 1998017 

1 S S/16/1998 *********** ENS call 

16 4/27/1998 Positive IA 1998012 

17 4/17 /1998 NCV IA 1998019 

NRC Engineering SB 

NRC Engineering 4B 

Licensee· Engineering SB 

. Self- Engineering 2A 
Revealed 

NRC Engineering SC 

Licensee Engineering 4A 
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The root cause report on the loss of Post Accident Monitoring 
instrumentation performed by the licensee contained factual errors and 
information that could not be proven. The root cause report failed to 
discuss significant issues. 

The incorrect modification package for the main steam line radiation A 
monitor was similar in nature to previously documented NRC concerns W' 
with the adequacy of written instructions. The matter was also similar in 
nature to the concern discussed in Section M3.1, where an incorrect 
modification package directly contributed to a reactor scram. In this case, 
the incorrect alarm set points in the modification package potentially 
placed the licensee in noncompliance with facility operating license 
conditions. This was an unresolved item. (Section E1.1) 

The licensee identified an example of poor communications between 
operations and engineering personnel which involved a lack of guidance 
on expected changes in plant parameters following the identification that 
cross around relief (CAR) was leaking. 

A manual scram was initiated from 33% power due to decreasing 
condenser vacuum. The cause was a leaking cross around relief valve 
on a moisture separator. 

Corrective actions taken to prevent recurrence of problems that resulted 
in violations, inspector follow up items, and licensee event reports wereiA 
implemented and effective. (Section E8) W 

During the Unit 2 refueling outage (D2R15) the licensee identified a 
modification to remove the Main Steam Line Radiation Monitor trip 
setpoint from the reactor protection system. The modification package 
incorrectly specified an alarm setpoint of 3.0 times normal background 
rates with hydrogen addition in service vice the license condition required 
1.5 times normal background. Unit 2 startup from the refueling outage 
commenced on April 15, 1998, and the licensee discovered the setpoint 
error on April 17, 1998. Following the Unit 2 reactor scram on April 20, 
1998, the licensee corrected the alarm setpoint. This non-repetitive, non
willful, licensee-identified and corrected violation is being treated as a 
Non-Cited Violation, consistent with Section Vll.B.1 of the NRC 
enforcement policy (NCV 50-237;98019-04). 
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PLANT ISSUES MATRIX 
Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending); Search Column = "SALP" ; SALP Area = "Engineering• ; Beginning Date = '10/1/1997" Ending Date = '10/1/1998' 

lwl DATE II TYPE II souRcE II 1D ev II sALP llsMM coDEsll DEscR1PT10N I\ 

18 4/17 /1998 Negative IR 1998015 Licensee Engineering 48 

19 3/4/1998 Licensing Letter dtd 4/1 /98 NRC Engineering 4C 

20 2/20/1998 Negative IA 98003 OAP NRC Engineering 4A 

21 2/20/1998 .Positive IA 98003 OAP NRC Engineering 48 

22 2/13/1998 EEi -·IR 98006 OAP NRC Engineering 1 C 
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The inspectors concluded that the response of reactor parameters to the 
transient was as expected. However, a discrepancy between actual plant 
response and the Updated Final Safety Analysis Report, Section 15.2.4.1 
description of reactor pressure and level, was identified by the root cause 
team. Licensee personnel stated that the need for an Updated Final 

. Safety Analysis Report change would be addressed in the final root ca. 
report. 

At Dresden, the submittals from ComEd have generally been satisfactory, 
although a few have been very good and a few were not well done.· A few 
submittals, such as amendments 156/151 which removed the 24/28 Vdc · 
batteries and distribution system from Technical Specifications, would 

. have benefitted from a concise summary since they gave rather 
complicated descriptions of simple issues. Two issues needing closer 
attention from ComEd include documenting any changes in commitment 
dates and documenting closure of A.G. 1.97 issues. 

The feedwater level control (FWLC) system response presented a 
challenge to operators following a reactor scram. The compensatory 
actions that operator$ were required to take following a scram constituted 
an operator work-around. Pending permanent resolution of the FWLC 
system performance issues, the station was relying on operator 
intervention following a scram to prevent water intrusion into HPCI system 
steam lines. . e 
The potential to overfill the reactor vessel following a reactor trip on either 
of the units required additional operator actions. The identification of the 
issue showed a good questioning attitude by engineering personnel. 

Issues involving the use of drywall and torus containment isolation valves 
were not promptly and thoroughly dispositioned at Dresden, resulting in 
an unanalyzed bypass of a containment feature during inerting and 
deinerting evolutions. An apparent violation was identified involving the 
failure to ensure that the design basis was correctly translated into 
procedures such that procedures allowed simultaneous opening of 
drywall and torus ventilation valves. A second apparent violation was 
identified for failure to promptly identify and correct the conditions which 
allowed this practice following notification of the issue by the LaSalle 
Station and by NRC inspectors. 



PLANT ISSUES MATRIX 11/23/1998 

Dresden 
Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = 'SALP' ; SALP Area = 'Engineering' ; Beginning Date = '10/1/1997' ; Ending Date = '10/1/1998' 

101 DATE II TYPE II SOURCE II ID BY II SALP llsMM coDesll DESCRIPTION II 
23 1/27/1998 VIO/SL-IV IR 97021 DRS NRC Engineering 4A As of November 21, 1997, the fire pre-plans had not been updated since 

September 1992. VIO 50-237/249-97021-04(DRS) 

24 1/27/1998 URI IR 97021 DRS NRC Engineering 4A The team had concerns that the UFSAR did not accurately characterize 
the plant's design-basis or the plant's capability to respond to a potential 
Dresden Lock and Dam failure. As a result, the team concluded that . e 
further review by the licensee and NRC was required. An NRC URI wa 
initiated to document these concerns. URI 50-237/249-97021-01 (DRS)) 

25 1/27/1998 VIO/SL-IV IR 97021 DRS NRC Engineering 4A From November 1994 through November 21, 1997, the Fire Protection 
Report, referenced as part of the UFSAR, had not been updated and the 
required revision updates submitted to the NRC. VIO 50-237/249-97021-
03(DRS) 

26 1/27/1998 VIO/SL-IV IR 97021 DRS NRC Engineering 48 In November 1994, the licensee identified that a prior inadvertent change 
to the Dresden Station's control room ventilation system design deleted 
the automatic smoke purge mode transfer capability. From November 
1994 to March 1996, the licensee failed to perform a written safety 
evaluation to provide the bases for the determination that the change did 
not involve an unreviewed safety question. VIO 50-237/249-97021-
02(DRS)) 

27 1/27/1998 Strength IR 97021 DRS NRC Engineering 4C The team concluded that all commitments and corrective actions 
Identified by Confirmatory Action Letter (CAL) No. Rlll-96-016, dated 
November 21, 1996, including those activities associated with the e Dresden Engineering Assurance Group (DEAG) have satisfied NRC 
requirements. The CAL was closed. 

28 1/27/1998 Strength IR 97021 DRS NRC Engineering 4C Overall the inspection concluded that the engineering staff was effective 
in the identification and resolution of technical issues. Self-assessments 
exhibited a pro-active trend in the attempt to disclose performance 
problems within the el")glneering organization. The quality of engineering 
activities was in most cases technically sound. 

29 1/14/1998 Positive IR 1998019 NRC Engineering 4B The licensee organized a team to determine methods of scram and 
derate reduction and improve material condition. This effort had the 
potential to improve plant material condition and reduce significant 
challenges to the operators. 

Page 5 of 7 



PLANT ISSUES MATRIX 
Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = 'SALP' ; SALP Area = 'Engineering' ; Beginning Date = '10/1/1997' ; !=nding Date = '10/1/1998' 

IGJI DATE II TYPE II souRcE II 1D ev II SALP llsMM coDEsll DESCRIPTION II 
30 1 /12/1998 Negative IR 97028 NRC Engineering 48 · 

31 1/7/1998 . LER LER 249/98001 Licensee Engineering 4A 

32 12123/1997 Negative IR 97028 Self- Engineering 4A 
Revealed 

33 11 /2211997 Misc IR 97024 NRC Engineering 4C 

34 10/16/1997 Negative IR 97019 NRC Engineering 48 

35 10/16/1997 Misc IR 97019 NRC Engineering 58 
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The licensee's response to identified errors in the setpoints forHPCI 
system oil temperatures was poor. The licensee's original explanation of 
setpoint tolerances was incorrect, and the situation was not addressed 
until Operators wrote a second problem identification form. Other/NA 

Post-LOCA temperature in the secondary containment higher than valu9. 
used for the environmental qualification of electrical equipment due to W 
original design error. · 

The FWLC system response presented a potential challenge to the 
operators following the reactor scram. The compensatory actions that the 
operators were required to take following a scram on Unit 2 were operator 
workarounds. Pending permanent resolution of the Unit 2 FWLC system 
issues, the station was relying on operator intervention following a scram 
to prevent water intrusion into HPCI steam lines. Equipment Malfunction 

The licensee did not have all vendor information related to emergency 
diesel generator cylinder test valves. Applicable information sent to 
another ComEd site had not been forwarded to the licensee. The actions 
taken in response to a previous NRC-identified violation for failing to 
incorporate vendor information regarding cylinder test valves were not · 
sufficient because additional information received by ComEd 2 months 
before the licensee's response to the Notice was not incorporated. The 
violation was kept open. Inadequate Oversight 

The licensee did not adequately assess the vendor's recommendations e 
. regarding the operation and calibration of the frequency meters for the 
EOG. This issuewas similar to the failure to incorporate vendor 
recommendations into non-licensed operator rounds procedures for the 
hydrogen analyzers documented in Inspection Report No. 97013. 
Inadequate Procedure/Instruction 

Initially, the data that the licensee used to track the rework performance 
indicator was dependent on the determination of the event screening 
committee. The licensee recently modified the way the data was 
tracked. Other/NA 
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11/23/1998 
GENERAL DESCRIPTION OF PIM TABLE LABELS 

# A counter number used for NRC internal editing. 

DATE 
The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date 
the issue was identified. For issues that do not have an actual date or a date of identification, use the LEA or inspection report date. 

TYPE The categorization of the issue - see the TYPE ITEM CODE table. 

SOURCE The document that contains the issue information: IR for NRC Inspection Report or LEA for Licensee Event Report. 

IDBY · Identification of who discovered the issue ~ see table. 

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multiple (i.e., more than one SALP area affected). 

SMM CODES Senior Manager Meeting Codes - see table. 

DESCRIPTION Details of the issue from the LEA text or from the IR Executive Summaries. 

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES 

DEV Deviation from NRC Requirements . EEis are apparent violations of NRC 1 Operational Performance: 

ED Escalated Discretion - No Civil Penalty requirements that are being considered for A- Normal 

EEi* Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients 

LEA License Event Report to the NRC 
with the "General Statement of Policy and C - Programs and Processes 
Procedure for NRC Enforcement Action" 

Licensing Licensing Issue from NRA (Enforcement Policy), NUREG-1600. 2 Material Condition: 

Misc Miscellaneous (Emergency Preparedness Findina, etc.) However, the NRC has not reached its final .A- Equipment Condition 

NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes 

NeQative Individual Poor Licensee Performance identified by the EEis and the PIM entries 3 Human Performance: 

Positive Individual Good Licensee Performance may be modified when the final decisions A - Work Performance 

Strenath Overall Stronci Licensee Performance 
are made. Before the NRC makes its B - Knowledge, Skills, and Abilities 

Unresolved Inspection Item 
enforcement decision, the licensee will be C - Work Environment 

URI** provided with an opportunity to either 
VIO/SL-1 Notice of Violation - Severity Level I (1) respond to the apparent violation or 4 Engineering/Design: 

VIO/SL-11 Notice of Violation - Severity Level II (2) request a predecisional·enforcement A- Design 

VIO/SL·lll Notice of Violation - Severitv Level Ill conference. B • Engineering Support 

VIO/SL·IV Notice of Violation - Severitv Level IV •• URls are unresolved items about which C - Programs and Processes 

Weakness Overall Weak Licensee Performance 
more information is required to determine 

5 Problem Identification and Resolution: whether the issue in question is an 
A • Identification acceptable item, a deviation, a 

ID BY nonconformance, or a violation. However, B-Analysis 

the NRC has not reached its final C - Resolution 

Licensee The licensed utility conclusions on the issues, and the PIM 

NRC The Nuclear Regulatory Commission entries may be modified when the final 

Self-Revealed Identification by an event (e.g., eauipment breakdown) conclusions are made. 

Other Identification unknown 
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3 8/5/1998 Negative IR 1998021 

4 7/31/1998 VIO/SL-IV IR 1998021 

5 7 /14/1998 Negative IR 1998019 

6 7/14/1998 Negative IR 1998019 

7 7 /14/1998 Positive IR 1998019 
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NRC Maintenance 28 

Self- Maintenance 3A 
Revealed 

Self- Maintenance 3A 
Revealed 

Self~ Maintenance 2A 
Revealed 

NRC Maintenance 3A 

NRC Maintenance 3A 
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Material condition issues continued to adversely affect plant operations. 
Some of these issues represented rework for the maintenance 
organization (Section M2.1 ). 

The inspectors noted disc_repancies between administrative and 
procedural requirements for independent verification. The licensee's A 
Nuclear Oversight group also identified this issue and was pursuing it w 
through the corrective action process (Section M3.1 ). 

Poor work practices on the refuel floor presented an unnecessary 
challenge to control room operators (Section M4.2). 

Failure to execute procedures correctly resulted in the generation of an 
unexpected half-scram and disabled part of a reactor core protective 
feature. Independent verification, as implemented in this case, failed to 
prevent the error (Section M4.1 ). 

The material condition of the plant equipment affected station operation 
and availability. For example, a failure in the electro hydraulic control 
pump's vent valve led to a reactor scram, an emergency diesel generator 
failed a surveillance test due to a loose wire in the governor system, and 
the security diesel generator started due to failed electrical distribution 
systems, then twice tripped off due to material condition. 

Maintenance on the core spray system was performed on-line for the fi. 
time instead of during a refueling outage. Problems venting the core • 
spray system following the maintenance led to additional unplanned core 
spray system outage time. 

No concerns were identified with maintenance activities directly 
observed. The mechanics and technicians followed procedures and work 
. Instructions, and correctly documented the results. Issues discussed at 
station management meetings showed that the licensee was placing 
importance on emergent equipment problems commensurate with 
operations' requests, and that the licensee was actively using its planning 
procedures to assign work priorities. Review of issues identified in 
problem identification forms (PIFs) did not typically reveal significant 
rework or maintenance errors. 
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8 7/14/1998 Negative IR 1998019 Licensee Maintenance SC A potential common mode failure impacted the operability of the safety-

related Containment Cooling Service Water (CCSW) pumps. The failure 
occurred during·the conduct of routine maintenance activities. Once the 
problem was identified, the station responded aggressively to verify 
operability of the remaining CCSW pumps. 

9 5/27/1998 Negative IR 1998014 NRC Maintenance 2A Equipment failures presented multiple challenges to the operators duri,.9 
the inspection period. Some failures required quick initial operator 
response, and others created operator workarounds. The events were 
primarily self-revealing in nature and were not identified through the 
licensee's formal surveillance testing or preventive maintenance 
programs. Lastly, some failures, such as the HPCI system and reactor 
feed pump ventilation problems, were repeat items, and the repeated 
problems showed that past licensee efforts were not successful. (Section 

· M2.2) 

10 5/27/1998 Positive IR 1998014 NRC Maintenance 28 The licensee's drywall housekeeping efforts resulted in a level of drywall 
cleanliness that was adequate to support Unit 2 restart following the 
refueling outage. (Section M2.1) 

11 5/27/1998 Strength IR 1998014 NRC Maintenance 28 The licensee successfully planned and executed a maintenance outage 
to replace the Unit 3 main transformer. (Section M1 .2) 

12 5/27/1998 Negative IR 1998014 NRC Maintenance 28 Continuing a trend documented in prior NRC inspection reports, 
inadequate written procedures and work instructions created adverse -
equipment conditions and challenged the operators. In the Unit 2 main · 
transfor:.mer case, inadequate modification instructions directly contributed 
to a condition that resulted in an automatic reactor scram from 
approximately 60 percent power. (Section M3.1) 

13 5/27/1998 Positive IR 1998014 NRC Maintenance 28 The reactor pressure vessel (RPV) pressure test was a credible test that 
identified various items in the RPV system that needed repair before a 
unit restart. The test was a well controlled and performed test. (Section 
M1.1) 

14 4/27/1998 Positive IR 1998012 NRC . Maintenance 28 Nondestructive examination was performed in accordance with applicable 
procedures by qualified NOE personnel. (Section MS.1) 

15 4/27/1998 Positive IR 1998012 NRC Maintenance 28 In general, the licensee's lnservice inspection program implementation 
met ASME, Section XI requirements. (Section M3.1) 

Page 2 of 8 
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16 4/27/1998 Positive IR 1998012 NRC Maintenance 28 The system leakage test met ASME Code requirements and was 
effectively implemented using lessons learned. (Section M1 .3) 

17 4/27/1998 Strength IR 1998012 NRC Maintenance 28 Overall the inservlce inspection program was implemented in an effective 
manner. (Section M1 .2) 

18 4/27/1998 Positive IR 1998012 NRC Maintenance 3A The strainer modification had good supervisory oversight and was e property performed and controlled. (Section M1 .1) 

19 4/17/1998 *********** IR 1998015 NRC ·Maintenance 28 The inspectors concluded that the licensee entered the correct limiting 
condition for operation at the appropriate time for the failure of the 2E 
main steam line flow switch. The time spent in the limiting condition for 
operation could have been reduced by having a work package to repair a 
main steam line flow switch pre-prepared. The inspectors concluded that 
having the A MSIV trip system in a tripped condition was a contributing 
cause of the scram. 

20 4/17/1998 Positive IR 1998015 NRC Maintenance 28 The inspectors concluded that the licensee performed a thorough root 
cause analysis of the Unit 3 main steam isolation valve closure. The 
inspectors agreed with the licensee conclusion regarding the most 
probable cause for the main steam isolation valve closure and observed 
that the root cause team attempted to eliminate all other potential 
causes. 

21 3/21/1998 Weakness IR 98003 NRC Maintenance 28 Inadequate written work instructions and procedures impacted plant e operations and maintenance. For example; an automatic reactor trip 
occurred during a surveillance test, and equipment was damaged due to 
installation of incorrect parts during maintenance of an emergency diesel 
generator ... The violations all involved inadequate procedures or failure to 
follow procedures and represented a continuing trend of procedural and 
work instruction problems. Cover Letter 

22 3/12/1998 Positive IR 98010 DRS NRC Maintenance 28 Weaknesses iri the Delphi risk determination process, regarding 
.weighting of operating and accident mitigation factors, and in the lack of 
ayailability of systems' performance criteria status were corrected. 

23 3/12/1998 Strength IR 98010 DRS NRC Maintenance 28 The licensee properly addressed a violation involving failure to include the 
reactor vessel level Indication function of the control rod drive hydraulic 
system within the scope of the program. A detailed review of the current 
scoping list did not identify any omissions. The violation was closed. 

Page 3 of 8 
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24 3/12/1998 Strength IR 98010 DRS NRC Maintenance 2B The licensee properly addressed an unresolved item involving 
classification of structures, systems, and components when the only 
reliability criterion was no Maintenance Preventable Functional Failures. 
Performance criteria for assessing the effectiveness of preventive 
maintenance on (a)(2) systems/functions had been extensively revised 
and were more conservative, thorough, and informative. The unresolve. 
item was closed. 

2S 3/12/1998 Positive IR 98010 DRS NRC Maintenance SB A maintenance rule implementation self-assessment, conducted in 
Jctnuary 1998, provided valuable input for improvements in the 
program. 

26 . 3/12/1998 Positive IR 98010 DRS NRC Maintenance SC Corrective actions taken to resolve the February 1997 findings of Quality 
Assurance audit QAA 12-97-17 were acceptable. The associated 
inspection follow-up item was closed. 

27 2/20/1998 Weakness IR 98003 DRP NRC Maintenance · 2A Some events caused by the material condition issues, such as the 
occurrence of premature hydrogen recombination in the off-gas system, 
were repeat items, similar to those documented in prior NRC inspection 
reports. The unavailability of the high pressure coolant injection system 
has been a continuing problem at Dresden. During this inspection period, 
both the Unit2 and Unit 3 HPCI systems were again rendered inoperable 
due to equipment failures. cover letter 

28 2/20/1998 Positive IR 98003 DRP NRC Maintenance 2A The licensee improved the material condition of the control rod drive e 
system by performing maintenance that resulted in better performance 
during the subsequent reactor startup. Other systems, such as the 
feedwater system and the high pressure coolant injection system, were 
observed to have minor leaks that required corrective maintenance during 
the inspection period. 

29 2/20/1998 VIO/SL-IV IR 98003 DRP NRC Maintenance 2B The licensee completed major diesel maintenance within the time allowed 
by Technical Specifications. However, errors in package preparation and 
failures of the errors to be detected during the review cycle led to rework, 
d~mage to equipment, and Increased unavailability of safety-related 
equipment. 

Page 4 of 8 



PLANT ISSUES MATRIX 
Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = "SALP" ; SALP Area = "Malntenarice• ; Beginning Date = "10/1/1997" ; Ending Date = "10/1/1998" 

lwl DATE II TYPE II souRcE II 1D ev II sALP llsMM coDEsll DEscR1PT10N II 
30 2/20/1998 

31 2/6/1998 

32 1/13/1998 

33 1/1211998 

34 1/12/1998 

VIO/SL-IV 

Weakness 

*********** 

Weakness 

Weakness 

IR 98003 DRP 

IA 97028 DRP 

50.72 call 

IR 97028 

IR 97028 
IR 97028 

NRC Maintenance 38 

NRC Maintenance 2A 

Self- Maintenance 28 
Revealed 

NRC Maintenance 2A 

NRC Maintenance 28 
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The inspectors identified incorrectly constructed scaffolding that was in 
contact with safety-related equipment. Shortly after the end of the 
Inspection period, the licensee identified that the safety-related standby 
gas treatment system was damaged and made inoperable by incorrectly 
constructed scaffolding. 

Plant material condition and some maintenance continued to challenge e 
the .operators. On December 6, 1997, efforts to restore the Unit 3 A train 
of the offgas system resulted in an offgas system fire. On December 13, 
work performed by the staff caused an unplanned entry into a two-hour 
limiting condition for operation. On December 23, Unit 2 automatically 
scrammed due to a spurious average power range monitor (APRM) 
signal during an unrelated surveillance of reactor pressure vessel high 
pressure scram signals. On three occasions.during this inspection period, 
one or both HPCI systems were inoperable due to material condition and 
design issues. Some of the material condition issues were repeat items 
that the station had not been able to resolve successfully. Cover Letter 

Unit 2 scrammed from full power. The cause was attributed mechanics 
isolating a reactor vessel level instrument causing a transient in a 
common sensing line which produced a turbine trip. Personnel 
Performance Deficiency 

Collectively, equipment failures and material condition issues involving a 
control rod drive, a torus cooling test valve, an HPCI isolation, erratic A 
operation of a recirc motor generating set, the offgas system, reactor W 
water cleanup and feedwater level control, represented challenges and 
distractions for operators and other plant staff. The issues especially 
represented a burden to operators who had either to respond to the 
original event, or to take additional compensatory actions. Equipment 
Malfunction 

Not all rework was captured into the rework trending program. 
Inadequate Procedure/Instruction 
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35 12/13/1997 VIO/SL-IV IA 97028 Self- Maintenance 38 

Revealed 

36 11 /22/1997 Strength IA 97024 NRC Maintenance 1 C 

37 11 /22/1997 NGV IA 97024 NRG Maintenance 28 

38 11/22/1997 Positive IA 97024 NRC Maintenance 28 

39 11/22/1997 Negative IA 97024 NRC Maintenance 28 · 

40 11/22/~ 997 Negative IA 97024 NRC Maintenance SA 
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On December 13, work perfonned without referencing a required 
procedure, combined with material condition, resulted in a trip of the Unit 
3 125 V battery charger and placed both units unexpectedly into a two
hour limiting condition for operations. The subsequent follow up work 
was not perfonned in accordance with station administrative procedures. 
Specifically, the "condition" met sign off was used when a condition hadA 
not been met. Personnel Perfonnance Deficiency -. 

The Q&SA organization was satisfactorily monitoring the activities in 
maintenance. The audit reports and surveillance were complete, 
thorough, and critical. The field monitoring reports were an indication that 
Q&SA personnel performed sufficient field monitoring activities. 
Other/NA 

Due to a lack of detail on a sketch provided by engineering and a lack of 
a questioning attitude by a maintenance worker, the licensee 
demonstrated poor performance and work practices regarding the 
installation of Temp Alt 111-11-97. The inspectors noted several examples 
of maintenance rework following the forced outage activities. Personnel 
Performance Deficiency 

The surveillance activities observed were satisfactorily completed and 
met the procedure's acceptance criteria. Other/NA 

The work perfonned on the Unit 2 feedwater control system was poorl. 
planned. The failure to provide adequate work instructions directly 
challenged the operators. The history of feedwater system work and 
resulting transients showed that feedwater work needed more stringent 
reviews than those provided. Personnel Performance Deficiency 

For the most part, the self-assessments were of sufficient scope and 
depth. The self-assessments were hard hitting and critical of the 
maintenance process. The exception was the self-assessment on 
unauthorized modifications. This self assessment did not have sufficient 
d~pth to learn the workers' knowledge of administrative processes in 
place to control unauthorized modifications, as proved by an NRG 
violation issued shortly after the self-assessment was performed. 
Other/NA 
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NRC Maintenance 2A 
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In general; the licensee's inservice inspection program implementation 
met ASME, Section XI requirements. A violation was cited for inability to 
retrieve the radiographic record of a Unit 3 pipe weld. 

The material condition of the control rod drive system was poor. 
Maintenance work performed on the system to address some of the 
deficiencies adversely impacted operations when a control rod e 
unexpectedly scrammed and inserted into the core. Equipment 
Malfunction 

While overall material condition of the plant has improved, material 
condition issues continued to challenge plant operators. The events were 
primarily self-revealing and placed the operators in a reactive mode. 
Other/NA 

The inspectors noted that t.he licensee's overall performance of 
troubleshooting and diagnosis of the inoperable EOG was impacted by 
individual human-performance errors. The performance was similar to 
the incorrect diagnosis of problems on the standby gas treatment system 
documented in Inspection Report No. 97013. Inadequate Oversight . 
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' 
# A counter number used for NRC internal editing. 

DATE 
The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date 
the issue was identified. For issues that do not have an actual date or a date of identification, use the LEA or inspection report date. 

TYPE The categorization of the issue - see the TYPE ITEM CODE table. 

SOURCE The document that contains the issue information: IA for NRC Inspection Report or LEA for Licensee Event Report. 

IDBY Identification of who discovered the issue - see table. 

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multiple (i.e., more than one SALP area affected). 

SMM CODES Senior Manager Meeting Codes - see table. 

DESCRIPTION Details of the issue from the LEA text or from the IA Executive Summaries. 

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES 

DEV Deviation from NRC Reauirements . EEis are apparent violations of NRC 1 Operational Performance: 
ED Escalated Discretion - No Civil Penalty requirements that are being considered for A- Normal 

EEi* Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients 

LER License Event Reoort to the NRC 
with the "General Statement of Policy and C - Programs and Processes 
Procedure for NRC Enforcement Action• 

Licenslna Licensing Issue from NRA (Enforcement Policy), NU.REG-1600. 2 Material Condition: 
Misc Miscellaneous CEmeraencv Preparedness FindinQ, etc.) However, the NRC has not reached its final A - Equipment Condition 

NCV Non-Cited Violation enforcement decision on ~he issues B - Programs and Processes 

NeQatlve Individual Poor Licensee Performance identified by the EEis and the PIM entries 3 Human Performance: 
Positive Individual Good Licensee Performance may be modified when the final decisions A - Work Performance 

Strength Overall StronQ Licensee Performance 
are made. Before the NRC makes its B - Knowledge, Skills, and Abilities e Unresolved lnsoection Item 
enforcement decision, the licensee will be C - Work Environment 

URI** provided with an opportunity to either 
VIO/SL-1 Notice of Violation - Severitv Level I ( 1) respond to the apparent violation or 4 Engineering/Design: 
VIO/SL-11 Notice of Violation - Severity Level II (2) request a predecisional enforcement A- Design 

VIO/SL-111 Notice of Violation - Severitv Level Ill conference. B - Engineering Support 

VIO/SL-IV Notice of Violation - Severitv Level IV •• URls are unresolved items about which C - Programs and Processes 

Weakness Overall Weak Licensee Performance 
more information is required to determine 

5 Problem Identification and Resolution: whether the issue in question is an 
A - Identification acceptable item, a deviation, a 

IDBV nonconformance, or a violation. However, B -Analysis 

the NRC has not reached its final C - Resolution 

Licensee The licensed utilitv conclusions on the issues, ·and the PIM 
NRC The Nuclear Reaulatorv Commission entries may be modified when the final 

Self-Revealed Identification bv an event (e.g., equipment breakdown) conclusions are made. 

Other Identification unknown 
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1 9/23/1998 Strength IR 98023 DRAFT NRC Operations 1C The corrective action process was effective and the threshold for 

identifying and correcting problems was low. The licensee had identified 
significant issues and implemented timely corrective actions which 
achieved lasting results. (Section 07 .1) 

2 9/23/1998 Positive IR 1998023 NRC Operations 1C The nuclear oversight self -assessment program was effectively e DRAFT implemented and provided valuable performance insights. (Section 
07.4) 

3 9/23/1998 Positive IR 1998023 NRC Operations SC The operating experience program was effectively implemented. 
DRAFT Operating experience information was evaluated appropriately, and 

adequate corrective actions were identified and implemented in a timely 
manner. (Section 07 .3) 

4 9/23/1998 Strength IR 98023 DRAFT NRC Operations SC The root cause analysis program was effectively implemented. Issues 
were thoroughly investigated, the root causes identified were reasonable, 
and corrective actions were comprehensive and timely. (Section 07.2) 

s 8/25/1998 VIO/SL-IV IR 1998021 Licensee Operations 1A During this inspection period, the operators violated Technical 
Specifications during movement of spent fuel. The failure to recognize 
entry conditions and action statements of the Technical Specifications 
continued a negative trend (Section 04.2). 

6 8/2S/1998 Strength IR 1998021 NRC Operations 1A Routine performance was generally acceptable (Section 04.1 ). 

7 8/2S/1998 Positive IR 1998021 NRC Operations 1A The licensee planned power change evolutions well and executed e troubleshooting activities in accordance with the plans. Operators 
performed the evolutions in a deliberate and controlled manner (Section 
01.2). 

8 7/30/1998 *********** IR 1998021 ·Self· Operations 2A The licensee declared the Unit 2 HPCI system inoperable during this 
Revealed inspection period due to the failure of the trip solenoid valve. The 

symptoms of this failure were similar to an earlier failure (Section 02.1 ). 

9 7/14/1998 NCV IR 1998019 Licensee Operations 1A Routine performance was generally acceptable. However, three times 
during this period operators failed to recognize issues addressed in 
Technical Specifications until prompted by other operators . 

. Page 1 of 11 
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1 O 7 /14/1998 Positive IA 1998019 

11 7 /14/1998 Positive IR 1998019 

12 6/20/1998 Positive IR 1998019 

13 6/20/1998 LEA IA 1998019 

14 5/27 /1998 Positive IR 1998014 

15 5/27 /1998 Positive IR 1998014 

16 5/27 /1998 Strength IR 1998014 

NRC Operations 1 B 

NRC Operations 1 C 

Self- Operations 1 B 
Revealed 

Self- Operations 2A 
Revealed 

NRC. Operations 1 B 

NRC Operations 1 B 

NRC Operations 1 C 
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The operators in the control room performed correctly during the startup 
from the scram. Communications were clear and complete, and good 
command and control was evident. The inspectors identified no 
significant issues. 

Overall, the Quality and Safety Assessment oversight of operations was A 
good. Audits of recent operational activities were informative, relevant, • 
and demonstrated good attention to detail by the auditors. · 

The operators responded to the turbine trip and scram correctly and in 
accordance with procedures. 

The material condition (failed shut vent valve) of the 2A electro hydraulic 
control (EHC) pump caused the pump not to vent. Operators continued 
to run the pump despite multiple indications of equipment trouble. After 
about 3 minutes, the pump forced a slug of air through the EHC system, 
where the slug caused pressure oscillations and an automatic turbine trip · 
and reactor scram. Subsequent event follow-up by the event response 
team and the plant operations review committee was considered 
thorough and demanding. 

Operators performed well during the conduct of reactor startups, reactor 
shutdowns, and in response to automatic reactor scrams. The operators 
conducted communications and heightened level of awareness briefs and 
executed tasks in a conservative and deliberate manner. (Sections 01 .• 
01.4, 01.5, 01.6, 01.7, 01.10) 

The operators conducted an excellent heightened level of awareness 
brief in preparation for entering a higher-than-normal shutdown risk 
condition to troubleshoot a ground on the 250 VDC system. The planning 
and preparation for the task demonstrated a conservative policy with 
respect to shutdown risk activities. (Section 04.1) 

The plant operations review committee (PORC) meetings were 
aggressive and ·probing, as was the management review meeting 
(MRM). The board members in both cases did not accept easy answers 
from the presenters. The PORC meetings and MRM added value to plant 
operations and supported a conservative operating philosophy. (Section 
07.1) 
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17 5/27/1998 Negative IR 1998014 NRC Operations 2A The excessive number of challenges to the operators presented 
opportunities for errors. For example, the choice to tolerate a leaking 
cross-around relief valve eventually led to a loss of condenser vacuum 
and a manual scram of Unit 3 on May 16, 1998. (Sections 01.8 and 
01.9) 

18 5/27/1998 LER IR 1998014 NRC Operations SC . The licensee declared the Unit 2 high pressure coolant injection (HPCI) e 
system inoperable twice during this inspection period due to material 
condition issues. The material condition and repetitive failures of the 
HPCI system represented a challenge to operators. The repetitive 
failures of the gland seal leakoff condenser indicated that the licensee's 
prior corrective actions to address the deficiency were not completely 
effective. (Section 02.2) 

19 5/20/1998 Negative IR 1998017 NRC Operations 1B The inspectors noted that a control room distraction involving frequent 
steam jet air ejector (SJAE) drain level alarms and oscillating off gas flow 
existed during the reactor startup on May 15-16, 1998, due to an 
inadequate warmup and drain down of steam piping during alignment of 
the SJAE. 

20 5/20/1998 Positive IR 1998017 NRC Operations 1B This special inspection included aspects of licensee operations and 
engineering associated with the manual reactor scram from about 30 
percent power due to increasing main condenser pressure on May 16, 
1998. Operations personnel appropriately and conservatively initiated a e 
manual reactor scram on increasing main condenser pressure prior to 
reaching an automatic trip set point 

21 5/20/1998 Negative IR 1998017 NRC Operations SB The inspectors identified an example of poor communications between 
operations and engineering personnel about the cause for oscillating off 
gas flow indications and SJAE liquid level annunciators. Operations 
personnel believed the oscillations were due to instrumentation errors, 
where as, engineering personnel believed the oscillations were due to the 
introduction of undampened flow oscillations during SJAE system 
li!i~nment 

22 5/20/1998 Negative IR 1998017 NRC Operations SB The event review team performed a thorough analysis of the reactor 
scram and CAR valve 3 leakage. However, the event review team 
performed a limited assessment of the oscillations associated with the 
SJAE operation. 

Page 3 of 11 
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23 4/17/1998 Positive IA 1998015 NAC Operations 18 The inspectors concluded that the operator's action to close the high 
pressure coolant injection (HPCI} steam line isolation valve after the 
receipt of the HPCI drain pot high level alarm with reactor pressure vessel 
(APV} level +60 inches medium range was appropriate. The licensee 
concluded the amount of water that entered the HPCI steam line after the 
Unit 3 scram would not have had a negative impact on the system had e 
been called upon under the specific conditions observed during this 
event. The inspectors considered this was reasonable. 

24 4/17/1998 Negative IA1998015 NRC Operations 18 The inspectors concluded that the operating crew was not effective in 
preventing APV water level from entering the HPCI steam line after the 
event. The combination of the nuclear station operator (NSO} 
circumventing the automatic operation of the feedwater level control 
system (FWLCS} for eight seconds, decay heat, reducing pressure when 
initiating the isolation condenser, control rod drive water addition, and the 
inability to reinitiate the reactor water clean up system in a timely manner 
all contributed to the high APV water level. 

25 4/17/1998 Negative IA 1998015 NAC Operations 1C The inspectors concluded that the expectation of the NSO, that the 
FWLCS would control automatically after the individual feedwater 
regulating valve controllers were placed in manual and then back in auto, 
indicated a training weakness. 

26 4/3/1998 Negative· IA 98009 NAC Operations 1A Operators demonstrated a lack of attention to detail and weak operatin. 
practices during a reactivity management event. While the control rod 
mispositioning event held minimal safety significance, this event was 
similar in nature to the fuel bundle errors also documented in the report. 
The licensee's prompt investigation into the event was thorough and 
appropriate. 

27 3/3/1998 Positive IA 98005 OL NAC Operations 1A The inspectors concluded that licensed operators discharged their duties 
lti an efficient and professional manner. The control room operators were 
very attentive to the control panel indications and promptly communicated 
any abnormalities. The control room decorum was businesslike. 

28 3/3/1998 VIO/SL-IV IA 98005 OL NAC Operations 1A The inspectors identified a violation of 1 o CFA 55.27 in which 
documentation of medical qualification data and test results for an 
operator performing the function of a licensed operator was not 
maintained or made available for NAC review upon request. 

Page 4 of 11' 
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29 3/3/1998 VIO/SL-IV IR 98005 OL NRC Operations 1A The inspectors identified a violation in which procedures addressing the 

operations of a safeguards diesel generator were lacking appropriate 
guidance and the level of detail among related procedures was not 
consistent. 

30 3/3/1998 Strength IR 98005 OL NRC Operations 1A In general, the licensed operator continuing training program was e implemented in accordanc.e with program guidance and met the 
regulatory requirements. 

31 2/20/1998 Negative IR 98003 DRP NRC Operations 1A The availability and performance of the licensee's high pressure coolant 
injection system continued an adverse trend during this inspection 
period. 

32 2/20/1998 Strength IR 98003 DRP NRC Operations 16 The inspectors did not identify any performance deficiencies during the 
Unit 2 startup from a forced outage. Operators completed the startup of 
Unit 2 correctly and safely. The inspectors concluded that the 
Management Review Meeting was a positive meeting and added value to 
plant operations. 

33 2/20/1998 Negative IR 98003 DRP NRC Operations 16 The inspectors were concerned that the operators were not completely in 
control of the shutdown cooling evolution as evidenced by the turn of 
reactor pressure and temperature parameters. The inspectors also 
identified that the corrective action process failed to resolve the adverse 
condition adequately. 

34 . 1/13/1998 VIO/SL-IV IR 98003 DRP Self- Operations 1A The performance of an on-line surveillance test resulted in a turbine tripe 
Revealed and the reactor scram of Unit 2 that occurred on January 13, 1998. The 

event resulted from an inadequate procedure and inadequate review of 
the plant impact of the surveillance test. 

35 1/13/1998 Positive IR 98003 DRP NRC Operations 16 The operators' response to an automatic scram that occurred on January 
13, 1998 was correct and in accordance with procedures. 

36 1/12/1998 Negative IR 97028 NRC Operations 1A The material condition of the HPCI system impacted system availability 
and required operator work-arounds to assure HPCI system operability. 
Repetitive equipment problems with the gland seal condenser level switch 
caused Unit 3 HPCI to be declared inoperable, and the alignment of the 
condensate storage tank once caused both HPCI systems to be declared 
inoperable. 

Page 5 o.f 11 
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37 1/12/1998 Negative IR 97028 NRC Operations 1A The operations staff was slow to declare the HPCI system inoperable 

following the gland seal leak off condenser low level switch failure on 
December 29, 1997. More than 17 hours passed from the first symptom 
until operations recognized that the system was inoperable. Even after 
recognition, the limiting conditions for operation were not retroactively 
entered. Other/NA e 

38 1/12/1998 Negative IR 97028 NRC Operations 1A Operators generally were knowledgeable of the HPCI system parameters, 
settings, and requirements. The inspectors identified one instance 
involving turbine lube oil temperature where the requirements were not 
known. Teamwork/Skill Level 

39 1/12/1998 Strength IR97028 NRC Operations 18 Operations personnel exhibited safe operating practices during the 
startup of Unit 2 that commenced on December 26. Crew briefs and 
heightened level of awareness briefs were informative, contingency 
actions were discussed, and peer checks were performed. 
Teamwork/Skill Level 

40 1/12/1998 VIO/SL-IV IR 97028 NRC Operations 1C The licensee failed to follow the procedural requirements to provide 
. feedback to the problem identification form (PIF) originator. Subsequent 
to the inspectors' review of the process, the licensee independently 
identified this procedural adherence concern and entered it into the 
corrective action program. The licensee met the procedural requirements 
before the end of the inspection period. Personnel Performance e Deficiency 

41 1/12/1998 Negative IR 97028 Licensee Operations 2A The inspectors concluded that the licensee's root cause team performed 
a thorough investigation of the reactor trip, the root cause, and equipment 
response following the reactor scram. The licensee's team concluded 
that the root cause of the event was the failure to perform the actions 
identified in GE SIL 500 regarding local power range monitor spiking. 
The inspectors'. review reached the same conclusion. Equipment 
Malfunction 

Page 6 of 11 
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42 12123/1997 Positive IR 97028 

43 11 /22/1997 Negative IR 97024 

44 11/2211997 VIO/SL-IV IR 97024 

45 11/2211997 Negative IR 97024 

46 11 /2211997 Positive IR 97024 

Self- Operations 1 B 
Revealed 

NRC Operations 1A 

NRC Operations 1A 

NRC Operations 1A 

NRC Operations 1 B 
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(Unit 2) Full reactor scram from 100% power due to a spurious APRM 
signal during an unrelated surveillance of reactor vessel high pressure 
scram signals. 
The operators' response to the automatic reactor trip was good. The 
inspectors concluded that the actual safety consequences of this event 
were low. Operator and plant equipment response were generally as a 
expected for an automatic reactor trip from full power. The exception • 
involved the response of the feedwater level control (FWLC) system 
which over filled the vector vessel; however, in this case there were no 
adverse consequences from the level overshoot since the HPCI system 
was already isolated for troubleshooting efforts. Equipment Malfunction 

The usual response of operators to annunciator alarms was to follow the 
appropriate annunciator procedure. However, in two instances, the 
inspectors observed that crews failed to follow the annunciator 
procedures completely when an alarm recurred. Corrective action was to 
be addressed by actions underway for a previous violation. Personnel 
Performance Deficiency 

When faced with conflicting indications between the alarm and the local 
reading, licensee personnel relied on the less conservative of the two 
indications and did not declare the standby liquid control (SBLC) system 
inoperable. The licensee operated the plant for more than 34 hours 
without an operable SBLC system, well beyond the allowable 8 hours. 
Lack of knowledge of the exact locations of the temperature sensor ane 
switch contributed to this decision. A violation was issued for failing to 
comply with TSs. Personnel Performance Deficiency 

The inspectors concluded that the operations department showed a lack 
of a questioning attitude during the September 7 operability surveillance 
run to declare the Unit 3 high pressure coolant injection (HPCI) system 
operable. The shift displayed a weak knowledge of the operational 
implications of the HPCI turbine exhaust and vent system and how it was 
affected by the status of the Unit 3 HPCI system. Personnel 
Performance Deficiency 

The Unit 2 single loop activities witnessed by the inspectors were 
performed well. The inspectors observed operators enforce three-way 
communications, follow plant procedures, and coordinate activities well 
with other involved departments. Other/NA 
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47 11/22/1997 Positive IR 97024 NRC Operations 10 The operators responded well to material condition induced challenges 
and transients. Other/NA 

48 11/2211997 Negative IR 97024 NRC Operations 10 The licensee generally performed routine operations in a safe manner. 
The inspectors concluded that overall performance during the shutdown 
and startup was good. However, the inspectors identified examples of e 
some minor problems in knowledge of system status, communication, 
and procedural use Other/NA 

49 11/22/1997 Positive IR 97024 NRC Operations 1C The inspectors concluded that the licensee's operational plan for dealing 
with the increased unidentified leakage in the drywell was good. The 
licensee commenced taking actions well ahead of TS limits. The 
planning and execution reflected a careful and conservative operating 
environment. Conservative Decision 

50 . 10/31 /1997 Misc IR 97025 NRC Operations 1C Overall, the procedural controls and physical barriers to control 
examination security were In compliance with the Nuclear Training 
Administrative Policy. The control of the combinations to the examination 
room door and storage cabinet was not proceduralized, but the licensee 
kept the combinations on a need-to-know basis. The control of computer 
passwords was also not proceduralized. The licensee had accidentally 
transferred all instructors' passwords to the examination development 
computers, but did not compromise the examinations because of how the 
group-access to the files had been set up. Key control was not a conceit 
because keys were not used to control examination material. 
Inadequate Oversight . 

51 10/31/1997 Misc IR 97025 NRC Operations 1C The use of the Nuclear Training Administrative Policy reduced the level of 
proceduralized examination security compared to earlier procedures 
because it eliminated training requirements for clerks and periodic 
changes to combinations and passwords. However, the NTAP 
requirements were sufficient to maintain examination security. Other/NA 

52 10/31/1997 Negative IR 97025 NRC Operations SA The licensee's verification of the effectiveness of corrective actions for the 
1 ~~6 examination compromise was poor because no self-assessments of 
examination security were performed. Other/NA 

Page 8 of 11 
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54 10/16/1997 Positive IR 97019 NRC 

55 10/16/1997 VIC/SL-IV IR 97019 NRC 

56 10/16/1997 VIC/SL-IV IR 97019 NRC 

57 1 0/16/1997 Negative IR 97019 NRC 

Operations 1 A 

Operations 1 A 

Operations 1 A 

Operations 1 A 

Operations 1 A 
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The inspectors identified that operators were not following station 
procedures for racking out safety-related breakers and temporary lifting 
out-of-services (OOSs) for testing purposes. Following NRC identification 
of the procedural noncompliance, the licensee noted additional examples 
of operators not complying with the COS procedure. Personnel 
Performance Deficiency e 
The inspectors observed the licensee perform good self checking, peer 
review, and conservative decision making throughout most of both high 
pressure coolant injection system operability surveillances. The 
inspectors identified valve leakage in the field prior to identification by the 
operators. Teamwork/Skill Level 

The failure of the operators to follow discrete component operation 
procedures resulted in inadvertently rendering the Unit 2 EOG 
inoperable. While the consequences of this event were not as severe as 
the reactor trip of July 28, 1997, the cause was similar in nature in that the 
unit nuclear station operator (NSO) departed from the approved plan 
without the knowledge of the unit supervisor. Personnel Performance 
Deficiency · 

Th~ EOG inoperability event was self-revealing in that the knowledge 
deficiencies were not identified until the EOG tripped on low engine water 
pressure and subsequently unexpectedly autostarted during operators' ~. 
response to the alarms. The operations staff demonstrated an inability '.9 
perform the fundamental task of operating the EOG and weakness in the · 
knowledge of the automatic EOG start interlocks. Because of the 
inadequate procedures and operations staff performance, an unexpected 
ESF actuation occurred and the safety-related emergency diesel 
generator was unnecessarily unavailable for more than 2 days. 
Other/NA 

. Operations activities were generally performed satisfactorily during this 
period. However, observations by both NRC inspectors and outside 
observers noted several instances where operator performance deviated 
from licensee ·management expectations as promulgated in the 
Operations Standards. Personnel Performance Deficiency 



PLANT ISSUES MATRIX 
Dresden 

11/23/1998 

Search Sorted by Date (Descending) and SMM Codes (Ascending): Search Column = "SALP" ; SALP Area = "Operations" ; Beginning Date = "10/1/1997" ; Ending Date = "10/1/1998' 

I[!] I DATE 11 TYPE 11 SOURCE 11 ID BY 11 SALP 11 SMM CODES 11 DESCRIPTION 11 

58 10/16/1997 VIO/SL-IV IR 97019 NRC 

59 10/16/1997 Misc IR 97019 NRC 

Operations 1 A 

Operations 3A 
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Several procedural inadequacies affected operators during this inspection 
period. The procedural inadequacies were not identified by station 
personnel, but.rather were self-revealing in nature. The procedures for 
operation of the emergency diesel generator (EOG), response to the trip 
of an EOG, and operation of the fuel pool cooling system were 
inadequ(lte. Operators following those procedures caused the EOG to b.A 
inoperable, caused an ESF actuation, and created a loss of spent fuel W 
pool cooling. Additionally, the procedure for operation of the TIP system 
was weak and operators were unable to operate theTIP system in one of 
the modes specified in the procedure. In the specific examples noted 
above, operator performance was also weak in that the operators did not 
identity the procedure deficiencies before performance of the 
procedure. Inadequate Procedure/Instruction 

The inspectors were concerned with a negative trend in human 
performance events, first documented in the prior inspection period, that 
occurred during this inspection period. These events were both licensee 
and NRC identified and occurred during the performance of routine, 
fundamental tasks. The licensee's self-assessments documenting these 
events appeared strong and critical. Personnel Performance Deficiency 
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DATE 
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the issue was identified. For issues that do not have an actual date or a date of identification, use the LEA or inspection report date. 

TYPE The categorization of the issue - see the TYPE ITEM CODE table. 

SOURCE The document that contains the issue information: IR for NRC Inspection Report or LEA for Licensee Event Report. 

IDBY Identification of who discovered the issue - see table. 

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multiple (i.e., more than one ~ALP area affected). 

SMM CODES Senior Manager Meeting Codes - see table. 

DESCRIPTION Details of the issue from the LEA text or from the IA Executive Summaries. 

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES 
DEV Deviation from NRC Requirements . EEis are apparent violations of NRC 1 Operational Performance: 
ED Escalated Discretion - No Civil Penalty requirements that are.being considered for A- Normal 

EEi* Escalated Enforcement Issue - WaitinQ Final NRC Action escalated enforcement action in accordance B - During Transients 

LER License Event Report to the NRC with the "General Statement of Policy and C - Programs and Processes 

Llcenslna Licensino Issue from NRA 
Procedure for NRC Enforcement Action" 

Material Condition: (Enforcement Policy), NUREG-1600. 2 
Misc Miscellaneous (Emeroencv Preparedness Findino, etc.) However, the NRC has not reached its final A - Equipment Condition 

NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes 

Negative Individual Poor Licensee Performance identified by the EEis and the PIM entries 3 Human Performance: 
Positive Individual Good Licensee Performance may be modified when the final decisions A - Work Performance 

Strenath Overall Strono Licensee Performance 
are made. Before the NRC makes its B - Knowledge, Skills, and Abilities e URI** Unresolved Inspection Item 
enforcement decision, the licensee will be C - Work Environment 
provided with an opportunity to either 

VIO/SL-1 Notice of Violation - Severity Level I (1) respond to the apparent violation or 4 Engineering/Design: 
VIO/SL-11 Notice of Violation - Severity Level II (2) request a predecisional enforcement A- Design 

VIO/SL-111 Notice of Violation - Severity Level Ill conference. · · B - Engineering Support 

VIO/SL-IV Notice of Violation - Severitv Level IV •• URls are unresolved items about which C - Programs and Processes 

Weakness Overall Weak Licensee Performance 
more information is required to determine 

5 Problem Identification and Resolution: whether the issue in question is an 
acceptable item, a deviation, a A - Identification 

IDBY nonconformance, or a violation. However, B -Analysis 

the NRC has not reached its final C - Resolution 

Licensee The licensed utility conclusions on.the issues,' and the PIM 
NRC The Nuclear Reaulatorv Commission entries may be modified when the final 

Self-Revealed Identification by an event (e.g., equipment breakdown) conclusions are made. 

Other Identification unknown 
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On August 13, 1998, the licensee released a truckload of dirt offsite. The 
licensee subsequently sampled the dirt and two of the four samples 
exceeded the licensee's radiological criteria for free-release of material . 
from the station. While the radiological consequences of the event were 
minor, breakdowns in licensee processes and practices resulted in the 
release of contaminated soil from the site. ·e 
The audit and surveillance program for the packaging and transportation 
of radioactive material, for the 10 CFR 71 quality assurance (QA) 
program and for the processing of radwaste was effectively 
implemented. Audits and surveillances were generally properly focused, 
were of sufficient scope and depth to assess program performanc~. and 
any identified deficiencies were adequately corrected. The QA 
organization, however, acknowledged that an alternative focus for future 
audits of the 1 O CFR 71 QA program would enhance the assessment 
program (Section R7.1). 

The training provided to staff involved in the shipping and transportation 
of radioactive material was adequate and satisfied Department of 
Transportation (DOT) regulations. Qualified shipping personnel 
completed a comprehensive course in radioactive material transportation 
regulations and procedures and were cognizant of pertinent DOT 
regulations (Section R5.1 ). 

Licensee oversight of vendor onsite radwaste processing activities was e 
. appropriate. Wet solid wastes were.processed in accordance with the 
vendor's process control program (PCP) and procedures, and dewatered 
waste streams were sampled and verified to ensure that regulatory limits 
for free standing liquid were not exceeded. (Section R1 .1 ). 

The.radioactive material packaging and transportation program was weli 
implemented. Radwaste shipments were appropriately classified; vehicle 
and package surveys were performed as required; and manifests were 
completed in accordance with regulatory requirements. The scaling 
factor program for classifying waste streams was technically sound and 
properly implemented. However, minor problems were identified with the 
adequacy of certain procedures (Section R1 .2). 
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6 7 /17 /1998 Negative IR 1998020 NRC Plant 
Support 

7 7 /14/1998 Negative IR 199809 Self- Plant 
Revealed Support 

8 7 /14/1998 Positive IR 1998019 NRC Plant 
Support 

9 6/4/1998 Negative IR1998018 Licensee Plant 
Support 

1 o 6/4/1998 Negative IR 1998018 NRC Plant 
Support 

11 6/4/1998 VIO/SL-IV . IR 1998018 Licensee Plant 
Support 

12 5/27/1998 Positive IA 1998014 NRC Plant 
Support 

** 

2A 

3C 

** 

2A 

3A 

** 
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The licensee's process control program did not include sufficient detail 
concerning 10 CFR 61.56 waste characteristic requirements, and both 
the PCP and Updated Final. Safety Analysis Report (UFSAR) were not 

·fully consistent with current onsite waste processing activities (Section 
R1.1) . 

. The security diesel failed twice when called upon and once during a test e 
run due to material condition. 

Overall, the licensee's radiation protection staff enforced the plant's 
radiological control standards. The licensee continued to use personnel 
functioning as "greeters• to assure that workers entering the radiologically 
controlled area were aware of dose rates and administrative protection 
requirements. 

The licensee identified two examples in which terminated plant personnel 
were allowed unescorted access to the protected area and ten additional 
examples which terminated personnel had the opportunity to gain 
unauthorized access. The events, which were of low safety significance, 
were related to a programmatic deficiency in a procedure and 
inconsistent action by a contractor supervisor. Adequate corrective action 
was implemented. 

Within the last year, delays in repair of some security equipment assigned . 
to the licensee's Electrical and Mechanical Maintenance organizations ~ 
have increased. The licensee is taking action to identify the causes and• 
to establish measures to reduce the delays to repair security 
equipment. 

One licensee-identified violation was noted in which two license
designated personnel failed to complete required FFD "call-out work 
record" forms for individuals contacted for unscheduled work. Previously 
required fitness-for-duty implemented corrective action has resulted in 
improved performance in completing those forms but has not been totally 

- ~ftective in preventing recurrence. 

The licensee's radiation protection staff enforced the plant's radiological 
control standards. The licensee continued to use personnel functioning 
as "greeters• to assure that workers entering the radiologically controlled 
area were aware of dose rates and administrative protection 
requirements. (Section R1 .1) 
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13 5/8/1998 Positive IR 1998016 NRC Plant ** The calibration and test programs for the whole body contamination 
Support monitors and the whole body counters {WBCs) were technically sound 

and implemented in accordance with station procedures. Contamination 
monitor alarms were set at appropriate levels and instrument sensitivity 
and alarm operability were successfully demonstrated. However, a 
·minor discrepancy was identified with the acceptance criteria specified i-
the WBC calibration procedure and its application to the last full 
calibration. 

14 5/8/1998 Strength IR 1998016 NRC Plant 28 Radiological postings were well maintained and accurately reflected the 
Support area radiological conditions. Container labeling was acceptable, although 

some minor deficiencies were noted, which the licensee planned to 
evaluate and address. Radworker practices throughout the balance of the 
plant were appropriate, and radiological housekeeping and material 
condition of reactor and turbine buildings was good, with the exception of 
water intrusion problems in the Unit 2 condensate pump booster area. 

15 5/8/1998 Negative IR 1998016 Licensee Plant 3A One violation was identified concerning an inadequate evaluation of the 
Support airborne concentrations during the tensioning of the Unit 2 drywall cover 

on April 11, 1998, contributing to an intake of radioactivity greater than 
that planned. Additionally, the RP staff identified several problems related 
to the work activity that included job turnover and supervisory oversight 
weaknesses, APT job coverage deficiencies and problems with the scope 

16 5/8/1998 Strength IR 1998016 NRC Plant 3C 

of the pre-job briefings and associated documentation. • 

Radiological preparations for work activities were good with one exceptio 
Support related to the preparation for high risk work in the drywall to repair a 

leaking control rod drive {CAD). Those preparations failed to include 
surveys of shoot-out steel prior to the initiation of work in the area, 

· causing the CAD repairs to be delayed. ALARA plans were well 
developed and clearly conveyed the radiological work requirements, and 
pre-job briefings attended by the inspectors were thorough. Radiological 
control of work activities and radiation worker practices were good. 
Engineering controls, ALARA initiatives and job planning were 
instrumental in controlling dose. 

17 5/8/1998 Positive IR 1998016 NRC Plant 3C The ALARA group was actively involved in the work planning process, 
Support and an effective interface existed between RP and the work control 

group. Outage dose goals were being met due to minimal emergent work 
and rework and successful performance of work scheduled to date. 
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Administration of the RP. program during the first half of the planned 40-
day outage was generally good, and was not adversely affected by the 
RP organization changes made just prior to the outage, and the 
unexpected loss of several contract radiation protection support staff early 
in the outage (Section R6). · 

The training of prospective contract (RP) staff was completed in .9 
accordance with station procedures, and adequately prepared workers for 
assigned outage tasks (Section RS). 

Radiological control of work activities was good with some exceptions 
related to occasional drywall work coordination and oversight problems. 
ALARA initiatives, engineering controls and job planning were effectively 
implemented, and efforts to control dose, prevent intake of radioactive 
material and limit personnel contamination events were successful 
(Section R1 .2). 

Although there was no significant dose producing emergent work and 
rework during the outage, work scope additions after the outage dose 
goals were established contributed to some early accelerated outage 
work and associated dose. With the exception of weaknesses associated 
primarily with the scaffolding construction program, the planning, 
scheduling and implementation of the outage work process was sufficient 
(Section R 1.1 ). 

Radiation worker (radworker) practices improved as the outage 
progressed and in general, were better than previous refueling outages. 
Initiatives such as the greeter program, increased emphasis on worker 
responsibility, first line supervisory oversight and stronger radiation 
protection (RP) control point oversight, were instrumental in reducing poor 
radworker practices. While the station's aggressive approach in 
challenging craft workers about crew size and knowledge of the 
radiological work environment had some positive effect on contractor 
work control and dose, continued emphasis in this area is warranted 
(Section R4.1 ). 
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23 3/24/1998 Negative · 1R 1998011 NRC Plant 3C Radiological housekeeping and control and labeling of radioactive 
Support material was good in most areas. However, general housekeeping in 

certain areas of the drywall was poor, and a water drip from a known 
leaky valve in the drywell was apparently not addressed until the problem 
was brought to the licensee's attention by the inspectors. While radiation 
area posting discrepancies were noted in the reactor building, areas we9 
posted and controlled in accordance with NRC requirements (Section ·. 
R4.2). 

24 3/11/1998. Negative IR 98008 DRS NRC Plant 1C The inspector identified that the licensee failed to conduct a for-cause 
Support drug test after receiving credible information that an individual was 

abusing drugs. The credible information was the results of a recent drug 
test. Licensee's actions regarding sanctions taken against the individual 
appeared appropriate to address the safety aspects of the event to deter 
drug use and maintain plant safety. The event was an isolated error and 
not indicative of a programmatic problem. 

25 3/11/1998 VIO/SL-IV IR 98008 DRS NRC Plant 1C The inspector observed a violation when a vehicle was inadequately 
Support searched. Weak attention to detail by the search officer caused the 

violation. Prior licensee corrective action for similar findings in two 
previous inspections that focused on weak individual performance did not 
prevent recurrence. 

26 3/11/1998 Negative IR 98008 DRS NRC ·Plant 1C The licensee failed to suspend unescorted access for a plant employee in 
Support a timely manner. The event appeared to be an isolated individual error e 

related to weak attention-to-detail by a clerk in the licensee's badging 
department and not a programmatic problem. Licensee corrective action 
was implemented in a timely and effective manner. 

27 2/20/1998 Strength IR 98003 DRP NRC Plant 1C Overall performance of radiation protection personnel was good. The 
Support radiation protection personnel maintained up-to-d_ate survey maps, 

responded correctly to potentially contaminated personnel, and 
challenged plant workers' understanding of radiation hazards and 
controls. 
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28 2/5/1998 Strength IR 98004 

29 2/5/1998 Strength IR 98004 

30 215/1998 Positive IR 98004 

31 11 /22/1997 Negative IR 97024 

32 11 /6/1997 Negative IR 97026 

33 11 /6/1997 NCV IR 97026 

NRC 

NRC 

NRC 

NRC 

NRC 

NRC 

Plant 
Support 

Plant 
Support 

Plant 
Support 

Plant 
Support 

. Plant 
Support 

Plant 
Support 

1C 

5C 

5C 

2B 

1C 

1C 
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The unconditional release program was based on a sound technical basis 
and was consistent with industry survey methods and standards. The · 
training program appeared comprehensive and the training records 
indicated that all radiation protection technicians had completed the most 
recent training. Instruments used for unconditional release were 
qualified, and observations of technicians performing unconditional • 
surveys during previous inspections indicated they were accomplished · 
required. 

Corrective actions taken to prevent recurrence of problems in the material 
unconditional release program that resulted in violations, LER's, and 
Problem Identification Forms were implemented and effective. 

Corrective actions taken to prevent recurrence of problems in the material 
unconditional release program that resulted in violations, LER's, and 
Problem Identification Forms were implemented and effective. 

The licensee improperly determined that a problem experienced at 
Braidwood Station was not present at Dresden Station. After discussions 
with the inspectors, the licensee concluded the problem was applicable 
and the licensee formulated corrective actions. This issue, combined with 
th«ia licensee's failure to test lights adequately, caused the inspectors to 
consider the overall material condition of the lights to be marginal. 
Personnel Performance Deficiency 

- The inspectors identified that the Dresden site procedure that provided e 
guidance for the evaluation of personnel called-in for work in the area of 
evaluating personnel for mental stress, fatigue, or illness in determining 
fitness for duty· was less detailed and more open to mis-interpretation 
than the corporate procedure. This could adversely impact the staff's 
understanding of their responsibilities and actions. Inadequate 
Procedure/Instruction · 

The inspectors identified a procedure violation. Two employees failed to 
d9Cument their contact of personnel called-in for unscheduled work. Both 
individuals stated that they were not ·aware of their responsibility to 
document the call-out of personnel reporting for unscheduled work. The 
error involved the failure to properly document the evaluation on the 
required form. Personnel Performance Deficiency 
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34 10/30/1997 Strength IA 97023 

35 10/30/1997 Strength IA 97023 

36 10/30/1997 Strength IA 97023 

37 10/17 /1997 Strength IA 97022 

38 10/17/1997 Weakness IA 97022 

NRC 

NRC 

NRC 

NRC 

Licensee 

Plant 
Support 

Plant 
Support· 

Plant 
Support 

Plant 
Support 

Plant 
Support 

1C 

1C 

1C 

1C 

1C 
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The licensee's 1997 Site Quality Verification EP program audit and 1997 
EP Self- Assessment Report were effective in identifying a number of 
problems and satisfied the requirements of 10 CFR 50.54(t). The 
licensee had effectively.addressed and corrected a number of issues 
id. entified in the EP program audit and self assessment which included th.a_ 
protective action recommendation procedures not being revised. 1• 

Oh~A . 

The emergency implementing procedures had been recently revised. 
The reviewed procedures were clear and easy to USE. The EP training 
program appeared effective. Interviewed key emergency response 
personnel demonstrated competent knowledge of responsibilities and 
emergency procedures. Other/NA 

The licensee appropriately declared two Unusual Events in 1996, and 
made offsite notifications to State, local, and Federal agencies in a timely 
manner. Emergency response facilities, equipment, and supplies were 
well maintained. Demonstration of selected emergency response 
equipment verified that the equipment was operable. Other/NA 

Security force members performed competently and demonstrated a 
working knowledge of security requirements, with a few exceptions 
noted. Performance and maintenance support activities for security 
related equipment were appropriate to meet regulatory requirements. a 
Security managers generally demonstrated sound problem resolution. WJ 
Personnel Performance Deficiency 

The licensee's security force identified six occasions that unsearched 
packages stored in the protected area were not adequately controlled by 
non-security personnel. These findings resulted from initial licensee 
corrective action in response to an inspector identified violation identified 
during our last inspection. These findings confirmed that the inspector's 
finding was not an isolated occurrence, and that cognizant non-security 
personnel were not aware of their responsible to control unsearched 
packages in the protected area. Inadequate Procedure/Instruction 
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39 10/17 /1997 Negative IR 97022 

40 10/16/1997 Negative IR 97019 

NRC 

NRC 

Plant 
Support 

Plant 
Support 

38 

1C 
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Licensee auditors identified on two occasions that security officers failed 
to detect prohibited items during unannounced search drills, and on one 
other occasion an auditor observed that a security officer failed to conduct 
a proper search of a vehicle's cargo compartment. These inadequacies 
showed poor search techniques involving skill-based errors. Self-Critical 

The inspectors identified a discrepancy between actual plant radiologica9. 
conditions and posted survey maps. While no adverse effects resulted 
from this instance, the inspectors were concerned with the potential for 
personnel contaminations or unnecessary radiological exposure. 
Inadequate Oversight 
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GENERAL DESCRIPTION OF PIM TABLE LABELS 

t~ A counter number used for NRC internal editing. 

DATE 
The date of the event or significant issue. For those items that have a clear date of occurrence use the actual date. If the actual date is not known, use the date 
the issue was identified. For issues that do not have an actual date or a date of identification, use the LEA or inspection report date. 

TYPE The categorization of the issue - see the TYPE ITEM CODE table. 

SOURCE The document that contains the issue information: IA for NRC Inspection Report or LEA for Licensee Event Report. 

IDBY Identification of who discovered the issue - see table. 

SALP SALP Functional Area Codes - Engineering, Maintenance, Operations, Plant Support and All/Multiple (i.e., more than one SALP area affected). 

SMM CODES Senior Manager Meeting Codes - see table. 

DESCRIPTION Details of the issue from the LEA text or from the IR Executive Summaries. 

TYPE ITEM CODE NOTES SENIOR MANAGEMENT MEETING CODES 

DEV Deviation from NRC Requirements . EEis are apparent violations of NRC 1 Operational Performance: 

ED Escalated Discretion - No Civil Penalty requirements that are being considered for A- Normal 

EEi* Escalated Enforcement Issue - Waiting Final NRC Action escalated enforcement action in accordance B - During Transients 

LER License Event Report to the NRC 
with the "General Statement of Policy and C - Programs and Processes 
Procedure for NRC Enforcement Action" 

Licenslna Licensing Issue from NRA (Enforcement Policy), NUREG-1600. 2 Material Condition: 
Misc Miscellaneous (Emergency Preparedness Findina, etc.) However, the NRC has not reached its final A - Equipment Condition 

NCV Non-Cited Violation enforcement decision on the issues B - Programs and Processes 

Neaatlve Individual Poor Licensee Performance identified by the EEis and the PIM entries 3 Human Performance: 
Positive Individual Good Licensee Performance may be modified when the final decisions A - Work Performance 

Strenath Overall Strong Licensee Performance 
are made. Before the NRC makes its B - Knowledge, Skills, and Abilities 
enforcement decision, the licensee will be :e URI** Unresolved Inspection Item provided with an opportunity to either 

C - Work Environment 

VIO/SL·I Notice of Violation - Severitv Level I (1) respond to the apparent violation or 4 Engineering/Design: 

VIO/SL·ll Notice of Violation - Severity Level II (2) request a predecisional enforcement A~ Design 

VIO/SL·lll Notice of Violation - Severitv Level Ill conference. B • Engineering Support 

VIO/SL-IV Notice of Violation - Severity Level IV 
•• URls are unresolved items about which C - Programs and Processes 

Weakness Overall Weak Licensee Performance 
more.information is required to determine 

5 Problem Identification and Resolution: whether the issue in question is an 
acceptable item, a deviation, a A • Identification 

ID BY nonconformance, or a violation. However, 8-Analysis 

the NRC has not reached its final C - Resolution 

Licensee The licensed utility conclusions on the is5ues,' and the PIM 

NRC The Nuclear Reaulatorv Commission entries may be modified when the final 

Self-Revealed Identification by an event (e.a., equipment breakdown) conclusions are made. 

Other Identification unknown 
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