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Y January 25, 1990

Mr. A. Bert Davis-
Regional Administrator
Region III
U.S. Nuclear Regulatory Comunission
Glen Ellyn, 11 60137

.

Subject Zion Station Units 1 and 2
Response to SALP 8
NRC Docket Nom. 50-295 and 50-304

Dear Mr. Davis:

This letter provides comanonwealth Edison's response to the Systematic
'. _ Assessment of Licensee Performance (SALP 8) report covering the period June 1,

1988 through September 30, 1989.

Commonwealth Edison appreciates the SALP Board's candid assessment of'

Zion Station's performance._ The report provides an accurate assessment of
-Zion's performance during-this period.

The additional details presented at the public SALP meeting held
January 4, 1990,Lat Zion's Emergency Response Facility helped Commonwealth
Edison more fully understand NRC's concerns.

' Zion' Station recognises that certain areas of Zion's performance,
specifically Engineering / Technical Support and Security, did not achieve the

-

desired results when compared to'other SALP areas. Comenonwealth Edison is
committed to substantial improvements in these areaa as well as general

<[' ' ' upgrades in Zion's overall performance.

Commonwealth Edison's corrective actions taken or planned to address
the concerns in the areas of Engineering / Technical Support and Security are
described in Enclosures l'and 2. Through the implementation of these
corrective actions, Eion Station is committed to reversing the downward' trend
in Security and establishing an upward trend in Sagineering Technical support.

Enclosure-3 provides Comanonwealth Edison's review of the remaining
SALP functional' areas. The purpose of this review was to assure ourselves'

that the Performance Improvement Plan addressed each weakness identified and
8 to share the results with the NRC.

Coannonwealth Edison is pleased that the SALP report acknowledged the
Performance _ Improvement Plan as the vehicle Zion Station chose to improve
performance throughout the plant. . Zion Station embarked on an improvement
plan because it was not satisfied with the rate of improvement and because
performance had not kept pace with rising expectations. Accordingly, the
Performance Improvement Plan was not limited to improvement items identified
by the NRC but, rather, it includes a broader spectrum of items which address
Commonwealth Edison's expectations for excellence. Successful implementation

.

of the plan will demonstrate Zion Station's ability to improve performance and
realise Zion's commitment to excellence.
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As requested by the SALP cover letter, Enclosure 4 clarifies the-y
specific sections of the report. These clarifications are provided to ensure
that both Conanonwealth Edison and the NRC have a cosenon understanding of the
concerns identified. . We recognize, however, that these clarifications do not
affect'the performance rating in those areas.

us

Commuunwealth Edison believes the corrective actions taken and
corrective actions to be taken will effectively complete the resolution of the
concerns identified in this SALP. report.

.- Consnonwealth Edison is comunitted to excellence .in plant operations.
Recognizing this' commitment, we have challenged ourselves to affect a positive.
change during the SALP 9 period. Zion Station has the ability and the
resources necessary to accomplish that objective and believes that the NRC
will see that improvement as it monitors Zion's performance.

/ < -

T. J. ovach
Nuclear Licensing Manager

cet C. Patel-NRR
Resident-Inspector-Zion
Office of IDNS
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ENCLOSURE-1
, . . <

ENGINFRRING/TECHNIcfL SUPPORT

CONCERN'

There were many examples of deficient operational conditions where
engineering involvement was lacking. These included the failure to involve
system engineers in generic problem analysis, post maintenance testing, and
root-cause analysis, and there was a general lack of communication with-
coordinators of generic functions such as the vibration coordinator. In ,

addition, engineering personnel were not sufficiently involved in-the
interpretation of the Technical Specifications made by operations management
personnel.

CORRECTIVE ACTION

' To strengthen technical support, the station Technical Staff has recently
i undergone several organizational changes. The Technical Staff has been
|_ reorganized from six groups to seven, and ten additional personnel will be

added. The Technical Staff-is also participating in a task force to define .

p

and implement a " system notebook" function designed to serve as an information
i source for a system engineer. Each system should have a set of files modeled

after sections of the notebook to allow an engineer to quickly and easily find
information needed. Standardization of the "cotebook" will also ensure that
system turnover will be efficient and will allow a backup engineer to locate
information when necessary. - A draf t " notebook" will be completed by March 1,
1990. This will be used as a guide by the System Engineers to develop their
notebooks. This will be an ongoing project extending throughout- 1990.

.

To assure technical support of operational conditions, Technical' Staff and
Regulatory Assurance personnel attend the daily operating meeting. This
change began January 4, 1990.

Since December 1989, licensed personnel in the Regulatory Assurance ^

Department have been reviewing degraded safety related equipment logs daily to
verify all operability considerations have been properly evaluated.
Additionally, Technical Staff personnel have been performing a technical
review of Work Requests for operability concerns. To date, these-technical
reviews conclude that no inappropriate operability determinations were made.

.
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In. December 1989, o matrix from th3 UFSAR w:s d3v31cped which d3finse
systems / functions that support Technical Specification equipment. These

| support systems / functions are now considered when determining whether at .

component is operable.

Corporate Engineering will review the UFSAR Matrix of operability
requirements for support equipment to ensure consistency with existing design ,

. basis requirements. |

Additionally, Corporate Engineering will ensure that the UFSAR
errors / inconsistencies list related to support system descriptions found.
during the preparation of the Matrix are incorporated into the appropriate
UFSAR Support System Sections.

Zion Station and Corporate Engineering will then investigate the
feasibility of eliminating selected support system requirements where relief
is appropriate. ,

Corporate Engineering will provide to Zion Station the Individual Plant
E Evaluation system notebooks and the Westinghouse design basis documents that
h are presently under development to be used as tools for operability ,

L determinations.
i

-Corporate Engineering will continue progress toward FSAR rebaseline. As a'

minimum, Corporate Engineering will develop an improved UFSAR update process;
' for implementation at Zion Station.

In January 1990 Conunonwealth Edison formed a task group comprised of
I personnel from Senior Corporate Engineering, Quality Programs, Nuclear
R Operations, Performance Assessment, and Senior Station management. The task

L
group is charged with reviewing the concerns identified in the SALP report and
self-identified, to determine the improvements needed to strengthen technical
support. The group is expected to complete its review during the'veek of
January 29, 1990, and develop recomunendations for improvement by February 28,
1990. _;

CONCERN

Weaknesses were observed in engineering support for maintenance and
surveillance activities. Specifically, weaknesses were noted in evaluation of
problem root-cause, response to industry information and vendor ;

D recoassendations, and formulation of post-maintenance testing requirements.
'

,

CORRECTIVE ACTION

The development-of the system engineer notebooks will also have reference
sections for industry experience and vendor information, which will improve
responsiveness in these areas. Additional root-cause training in the HFES and

| MORT techniques is planned for selected system engineers during 1990.
Utilization of the Problem Analysis Data Sheets program, from the Conduct of
Maintenance Directive, will also be implemented to provide improved support to

A maintenance.

A pilot post-maintenance testing program has been developed and.

implemented at the Quad Cities Station. Zion will monitor the pilot program
and incorporate the improvements from this program into their post-maintenance
testing activities.
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. Furth2r support in th3s3 crocs will bo prcvid:d by thi dsvalopment cf a
'

Nuclear Engineering Department onsite engineering group. . Initial staffing of
i one Supervisor and two engineers will be achieved by April 1, 1990. Staffing.

will increase to one Supervisor and five engineers by December 1, 1990. The 1
Nuclear Engineering Department will also implement reviews of modification j

Itest results to ensure that the modifications perform as expected.

CONCERN

| In'a number of instances oversight and management of contractor services!

were inadequate. For example, failure to establish a correlation between Main
Steam Safety Valve testing methods performed by a contractor resulted in the
~ lant operating outside the design basis twice during the assessment period.l' p

. CORRECTIVE ACTIONS -

Zion Station.is-preparing permanent procedures that will be used for
future Main Steam Safety Valve testing.

The previously discussed task group will review the contractor control
| area to see if additional controls are needed.

CONCERN I

l

During the implementation of the requalification program, management |-

oversight was lacking in the exam preparation process.- |
|

|| The staffing levels were generally adequate; however, there was
|L insufficient dedication of ataff to the implementation of the.requalification

-program and an excessive reliance on contractor personnel. .

l

CORRECTIVE ACTION

In early October, 1989 Zion convened a multi-disciplined independent .

review of training activities. 'The charter of this review group we.s to |
E identify,'through use of Human Performance Evaluation System (HPES) |

L methodology, any shortcomings in the training requalification process. Action
plans for each concem identified by this group were developed and are being

' implemented.

Also identified by the review group was the fact that the existing -)
operator requalification program contained unstructured self-study and did not i..

require attendance at lectures. Changes to the requalification program for
the.1990 training cycle will eliminate this concern. Licensed operators are
required to participate in a minimum of 180 hours of retraining material which
includes lectures and directed self study. In addition to the 180 hours of j

'classroom study each operator will receive 60 hours of simulator instruction.

.A corporate and station working group developed a Commonwealth Edison
guideline for the preparation of Licensed Operator Requalification Exams that
will ensure well prepared and consistent examinations.

1

I
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ENCLOSURE 1 - Continued

a

There was insufficient dedication of CECO staff to the bsplementation of
the requalification program and an excessive reliance on contractor support
due to the concurrent tasks of exam bank preparation for the new
requalification examination f orwet and the operating reaccreditation ef fort.
.Since these two efforts are essentially over, the use of contractors has'
dropped significantly. In addition, the recent promotion of 3 Reactor
Operators into the Training Department has allowed a greater participation by
our staff in this program. Zion Station is also in the process of developing
our own' ANSI qualified simulator, to be fully operational by May 1991, which
will be run by CECO personnel, rather than contractor personnel, as our
current simulator is run. These actions will lead to'more control of our
requalification program by our own staff. 3

CONCERN

Although the licensee had made procedural improvements to the safety
evaluation and temporary alteration programs, these were only partially
effective. In the performance of safety evaluations, the licensee applied a
very narrow focus that allowed alterations to be performed to TS equipment or
systems without evaluations.

CORRECTIVE ACTION

Zion's screening procedure used in the safety evaluation process has been
upgraded'to increase the effectiveness of the evaluations performed. To
augment this process, training was provided to members of the Technical Staff
during 1989. Another upgrade to existing station procedures on the safety '

evaluation process is in progress to address how to adequately document the.

evaluation methodology used. This will include a reference to the documents j
used in. determining whether a complete evaluation is required or the screen is
sufficient. This additional upgrade will be completed by January 31, 1990. 1

'

An Assistant Technical Staff Supervisor is an active participant in Ceco's
corporate safety evaluation task force. This task force is committed to j

'

utilizing guidance provided by NSAC 125 to develop aafety evcluation criteria
for use throughout Commonwealth Edison. This task force is expected to
= complete it's review and provide a draft response to corporate by
February 9, 1990. Corporate review and acceptance of the draft response will
result .in issuance of a Nuclear Operations Directive (N0D). Each station will i

1be required to implement the recommendations contained in the NOD within 60
days of receipt.

The effectiveness of the temporary alteration program will be further
' increased by timely performance of a post installation review by the Nuclear
Engineering Department and by an overall reduction in the total number of
temporary alterations utilizied. The above stated improvements in the safety
evaluation process will ensure that all temporary alterations are properly.
evaluated.

|.
I:
t-
'
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ENCLOSURE 2

.

SECURITY

CONCERN

The number of violations issued during the SALP period are representative
of a decline in performance and programmatic weaknesses relating to management

.oversight.

CORRECTIVE ACE 1QN

To address this concern, Zion security staff, both the security contractor
and Ceco, usve been increased. A member of the corporate security staff has
been assigned to assist the Zion Security Administrator since October 1989.
This individual has provided a positive contribution to security performance
as evidenced by involvement in the timely and effective review of a tampering
case as well as his involvement day to day activities. Additionally, a second
permanent Security Assistant was added to the site staff on January 8, 1990.

A special security assessment was performed early in the SALP 9 period to
identify all security weaknesses. The assessment was performed under-the
guidance of the corporate assessment group and included site security
administrators from other CECO sites. The assessment identified 19
improvement items, 17 of which have been completed to date. The remaining two
improvement items will be completed by April 1,1990. - To assure management
attention to security items is properly identified, Zion is bsplementing a
monthly security' report to address trending of critical' security parametersThissuch as maintenance, reportable events, security event reports, etc..
monthly report is scheduled to begin on April 1, 1990, and will be provided to
senior station management and to the Senior Resident Inspector.

To assure adequate management oversight, Zion station has temporarily
limited the scope of the Services Director responsibilities. The Security and
Training departments are the only direct reports to the Services Director
until performance in those areas achieves management expectations.

CONCERN

'During most of this assessment period, the overall effectiveness of site
and corporate security and-plant management in assuring the quality of the
security program was weak. This was evidenced by the repeated violation for.

degraded vital area barriers and the weaknesses discussed previously. The

corrective action taken was not effective at the time in correcting the
root-cause of the problem.

I
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ENCLOSURE 2 - Continued
,

.

CORRECTIVE ACTION

The concerns can be broken into two areas. The first was a lack of
- coordination between Station Security and the Construction Department during |

the construction of the large scale facilities improvements at Zion Station.
The second was the lack of guidance from Corporate Security on the
establishment and periodic review of compensatory measures. To address these
two areas, Zion has implemented an action plan to oversee on-going and new '

construction projects. Emphasis will be placed on construction activities
which affect control,of. security barriers. . Zion has also developed a policy
for controlling the installation of temporary vital area barriers which will
ensure their adequacy. Temporary barriers must be equal to or of greater
penetration resistance than the barrier being degraded. Zion requires that an
engineering evaluation be performed to determine that the temporary barrier to 1
be installed meets the above requirements.- This review is required prior to- j
the installation of the temporary barrier. '

Additionally, a Corporate policy for clearly defining compensatory ,

measures has been established. Corrective actions to reduce the time a |
compensatory measure is needed are aggressively haplemented. Furthermore, i

Iguards are rotated frequently to minimize time spent by an individual manning
a compensatory measure post.

1

1CQNCERN

In addition to the violations, inspectors identified other deficiencies- ,

that demonstrated weak management effectiveness. These weaknesses involved: i

poor identification ~, prioritization, timeliness, and trending of the security' )
.

work orders; a decline-in guard force performance demonstrated by two 1
instances in which guards were inattentive to duty; a need 'for additional y

performance-oriented QA audits and increased QA surveillances; and a general |

lack of management effectiveness that was demonstrated by the various ||-

| violations and weaknesses. l

.

CORRECTIVE ACTION

The Zion Security force has been-increased by 30% to reduce the need to 1
.

( work overtime. This will reduce the potential for inattentiveness due to
excessive overtime.

A Security Supervisor has been added to the Security Staff. This
supervisors primary responsibility is management of security work orders.

As mentioned earlier Zion is implementing a monthly security report which
will identify and trend the number of security work orders. This report will
be provided to senior station management and the Senior Resident Inspector.

a
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ENCLOSURE 2 - ContinuGd*

v ,

.

Site Quality Assurance has scheduled a number of performance based
inspections for 1990 along with-an increased number of surveillances.. The

.-

1990 audit / surveillance schedule includes a performance based audit to start
on May 11, 1990. Routine surveillance scheduling would normally include
quarterly reviews of the security area; however,.to provide assurance of
continuing performance improvement, this surveillance frequency has been
increased to monthly. In addition, a QA engineer completed guard force
training late in the SALP period to support performance based
audit / surveillance activities.

CONCERN

The licensee's responsiveness to NRC initiatives was' weak, ac evidenced by
the less than adequate corrective actions that resulted in a repeat
violation. ~The licensee was slow to respond to NRC concerns when the issue p

initially was identified. The licensee took a less than conservative approach' j ;

to' reporting security events, which resulted in a violation. The licensee
tended to address findings narrowly, rather than review a broader scope, when |

idealing with corrective actions.

CORRECTIVE ACTION

Since September 1989, the Zion Regulatory Assurance department interfaces
with the Security department to provide a technical review of safeguards !

reporting, and security event reports. The Security department also consults :
I

with the Regulatory Assurance department to determine reportability
requirements-and to define the scope of needed corrective actions.

'

As stated earlier, the Security assessment conducted in November and'
December, 1989, identified 19 improvement items. To date 17 have been

. completed.- As part of the Zion Performance Improvement Project, 37 action
plans have been developed comprised of~184 steps. To date 159 steps'have been q

completed. |

CONCERN

Security staffing levels were adequate to ensure a level of performance- i

that met regulatory requirement, but resources were somewhat strained when
additional responsibilities were placed on the staff. >

CORRECTIVE ACTION !

Effective in January 1990, station fire watch duties, including
supervisory responsibilities, are being performed independent of the station
security force.

During 1989, an additional 21 guards were added to the security force.
Additional increases are expected in the first quarter of 1990. To assure an
effective guard force, overtime useage is aggressively monitored. Guard force
overtime is reviewed by management to verify the guidance of Generic Letter
82-12 is not exceeded.

sel/0612T:9
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ENCLOSURE 3

'

PLANT OPERATIONS

CONCERN

The station's trip performance declined somewhat during this assessment ]
period.

"

.

CORRECTIVE ACTION

Zion recognizes that any inadvertent reactor trip from power is
undesirable. Zion Station has an active Trip Reduction Committee that
reviews reactor trips for cause and Licensee Event Reports to determine the ;

adequacy of corrective actions. With respect to the number of trips mentioned
in the SALP report, it should be noted that the majority of trips occurred
early in the SALP period and that Unit I has not had an. inadvertent trip since
January 27, 1989 and Unit 2 has not had an inadvertent trip since October 12,
1988.

?
*

CONCERN
t

Management involvement to assure quality in the operations area was
| mixed. Operating decisionsusometimes involved narrow interpretations of

Technical- Specification requirements concerning component operability.

lThe operations staff does not routinely consult with the technical staff i

regarding operability concerns.
i

Operator knowledge of plant status was generally good, but failures to
recognize or. correctly implement regulatory requirements still result in- !

events and violations.

The licensee's approach to the resolution of technical issues from a
safety standpoint was inadequate in some cases.

CORRECTIVE ACTION

-After a review of the issues raised by NRC, Zion Station determined a need
to develop mechanisms which would allow for a more comprehensive and timely
review of Technical Specifications as well as development of tools to aid
on-shift personnel in making operability determinations. In December 1989,
Zion revised its procedure for inoperable equipment to require an independent
technical review.

Since December 1989, licensed personnel in the Regulatory Assurance
L department have been reviewing the degraded safety related equipment logs

daily to verify that all interpretations for Technical Specification equipment
operability have been properly evaluated. Additionally, Technical Staff.

personnel have been performing a technical review of work requests for
operability concerns. To date, these technical reviews have not identified
any inappropriate operability determinations.

.,
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ENCLOSURE 3 - Continued
,

..

iZion also recognizes t. hat the Technical Specifications are not the only
document to bo used when making operability determinations. In December 1989,
a matrir from the'FSAR was developed which defines systems / functions that
support Technical Specification equipment. These support systems / functions '

are now considered when determining whether a component is operable. While
'

the FSAR matrix was under development copies of all work requests were
forwarded to Technical Staff personnel for technical review of operability
concerns.

To provide. additional support to the Operations staff Regulatory.
Assurance personnel attend daily operations. department meetings. These daily.

Imeetings,.that began. January 4 1990, were designed to focus the efforts of'
all working groups to support the Operation Department's daily priorities and
to provide a vehicle to discuss abnormalities, test results, etc. that
occurred during the previous shifts.

CONCERN

Licensee efforts to resolve operability concerns were usually thorough, >

L although inspector follow-up was often necessary to initiate action.
I-

CORRECTIVE ACTION

Zion has initiated weekly meetings between the Senior Resident Inspector
and the Station Manager to discuss current station operating status and SRI
concerns.-

Since 1989, The Regulatory Assurance department also provides frequent ,

contact.with the SRI to coordinate information needed to resolve NRC concernsi

L in a timely manner. Additionally, station personnel complete a station
!- ' contact' sheet after' interface with the SRI staff to provide a mechanism for'

notification to station management of on-going NRC concerns. Iesues raised
during routine and special inspections are tracked on a computer data base to
ensure completion of corrective actions' and; comunitments to NRC.

{I
CONCERN,,

Operating personnel demonstrated inadequate job planning on two
ll occasions. During the first occasion, the licensee entered the containment

i

|- because of increasing Pressurizer Spray Valve (PSV) leakage. However, because
personnel were not properly prepared or adequately briefed, both PSV's were
inadvertently isolated. In the second occasion, involving an un-planned gas

L
release, the operationo crew failed to recognize the potential for a repeat
gas. release due to plant conditions and demineralizer's status.

;

L

1 '
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ENCLOSURE 3 - Continued

.,.

.CoRRROTIVE' ACTION

An EPES evaluation was performed on the two events to identify the root
cause and causal factors, and to identify the proper corrective actions to
prevent recurrence. Two important corrective actions have been Laplemented as
a result of the, evaluation.

1) Pre-job briefings by all personnel involved with significant
evolutions is now required. The briefinge goal is to establish
good communications between working groups and a coesnon action
plan to accomplish the desired results.

2) Alternate communications methods have been established when
working in high noise areas to prevent communications errors.

A description of the events and a discussion'of the corrective actions
that were implemented were also published in the Station's Operating
Experience Newsletter-to alert all station personnel of the potential for
communication errors in high noise areas.

.

.

I
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ENCLOSURE 3 - Continued .

'.
RADIOLOGICAL CONTROLS

. 1

CONCERN

Management support of RP and Chemistry programs was mixed. Management
control weaknesses were noted regarding: the timeliness and thoroughness of

p reviews and corrective actions.for problems identified by the Radiation
Occurrence Reporting (ROR) system; and high radiation area entry and rad door j

'
key' control.,

1

CORRECTIVE ACTION

Quarterly Radiation Protection Manager (RPM) meetings are held with senior ;

station management to give proper emphasis to radiation protection issues. To
L further aid in management oversight Zion plans to hire an additional Health j

Physicist during 1990.~ .i
' i

Zion appointed an ROR coordinator in December 1989 to ensure timely |
completion of these documents. The ROR coordinator is responsible for 1

L ensuring.that timetables established for processing ROR's are met and that
corrective actions are completed in a timely manner. Quarterly reports of ROR
status, including corrective action required, are forwarded to station. !

i: management for review.
|

To ensure adequate control of high radiation areas, the Radiation
; ' Protection department assumed control of the station "R-keys" (effective June,
L 1989). This has resulted in a greater than 50 % reduction in high radiation 1

door violations in the first six months of the new program.

|

CO:NCERN |

'The quality of the chemistry technician performance' testing program, which
was well-implemented early in the assessment period, declined somewhat in-the
latter part of the period.

1

'

CORRECTIVE ACTION
l

The chemistry technician proficiency testing program, while not being )
implemented at the time of inspection, was satisfactorily completed by the end '

of 1989. Zion is considering an enhancement to this program for 1990. Final l

resolution.of proposed changes to be made to this program will be identified T
p

by March 1, 1990.

l

l

1

I
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ENCLOSURE 3 - Continued

(

CONCERN

L The licensee's responsiveness to NRC initiatives was generally good, with
L some exceptions. Although concerns regarding the process and effluent

radiation monitoring systems have persisted for several years, the licensee

L.

has not. adequately resolved the issues.

|

CORRECTIVE ACTION

| Zion has implemented a Radiation Monitor task force comprised of senior:

|, station management and cognizant department heads which meets weekly to
! discuss problems with and develop solutions for inoperable rad monitors. The
L cognizant Technical Staff Engineer also provides a weekly report to the task

force members. Zion has also designed a Radiation Mon 1 tor Display System'

(RMDS).which has been installed on Unit 1. The Unit 2 RMDS modifications will
be installed during the spring 1990 refueling outage.

Recommendations from the task force have included replacement of the OA
Lake Discharge Tank Monitor, upgrade of the OB Lake Discharge Tank Monitor
(minimum upgrade of a seal-in function) and replacement of the Vent Stack
Monitoring systems. A budget request has been submitted for the Lake
Discharge Tank Monitors; and an engineering evaluation by Technical Staff and
Engineering and Construction has commenced to determine the cost of replacing-o

h the Vent Stack Monitors.

The Fuel Handling Accident In Containment (FHAIC) radiation monitor-
modules are required during refueling operations. To prevent failures during
normal operations, a procedure was created that removed these monitors from
service when they are not required.

Support was given to Emergency Planning to determine the design changes
required to implement the software for the new A-Model program to be installed
at the station.

|'
>

CONCERN
|
1The licensee's approach to resolution of technical issues from a safety

standpoint was mixed. Examples of poor performance included personnel |
.

errors and lack of adequate procedures that led to the radioactive material
shipping violations; poor work planning and document controls that led' to
unnecessary work in the fuel transfer canal resulting in added personnel

l- exposure; and un-planned gaseous releases due to inadequate job planning and
poor interdepartmental communication.

L

:
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ENCLOSURE 3 - Continusd:n

..

QQRRECTIVE ACTION ,

Procedure changes implemented during the SALP 8 period will prevent
recurrence of the radioactive material shipping violations.

Zion has implemented a Zion Radiation Procedure (ZRP) to be used when work
is performed in the fuel transfer canal. Additionally, Zion has determined
that upgrades to instrumentation controls are needed. To that end, an
instrument analyst position has been created and filled. This analyst is
responsible for ensuring instrument calibrations are current, maintaining
servicability of the instruments, and reviewing state of the art-

-instrumentation for-potential use at. Zion. ,

Zion has also contracted development of a teledosimetry system. A
prototype of this system-is currently being evaluated. The purpose of the ,

teledosimetry system is to provide instantaneous remote monitoring of
radiation workers while in high radiation areas such as the fuel transfer j!
canal. The teledosimetry system would be used in conjunction with audio
communications equipment so that radiation workers can be kept aware of' ;

changing conditions as well as the status of'their stay time.

A position of Radiation Work Permit (RWP) coordinator has been created and-
filled to strengthen job planning efforts in the radiation protection area.

1
Pre-job planning summaries are required to be documented by the Health

|
Physicist and post-job summaries / critiques are planned for 1990. ;

Pre-job. briefings for all personnel involved with major work activities in
radiation areas are required and are recognized to be good ALARA practices.
Pre-job planning summaries are documented by the Health Physicist. Post-job

. summaries / critiques ure planned for 1990.
,

[

1

I

.
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|
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ENCLOSURE 3 - Continued j

4

MAINTENANCE / SURVEILLANCE l
;

!

CONCERN
I

Personnel errors and procedural inadequacies demonstrate a weakness in
etnagement involvement to assure quality. The errors and problems involved .

were not limited to any one station department, but were indicative of a lack i

of attention to detail. |

|
!

CORRLCTIVE ACTION

Zion has implemented senior management tours to assure quality in all
plant operations. Maintenance management tours are designed to focus on
maintenance related activities. Zico has also added work analysts in all
maintenance departments to provide an accurate, complete, and detailed work
package for all jobs to the maintenance personnel performing the work. Thei

attention to detail starts with the work package and will continue to the'

workers on the job.
-

'

CONCERN

Although management involvement was evident by the work in progress on
assigned sections to the Conduct of Maintenance programs, implementation of
these programs appeared to be lagging. Because of the lack of or
ineffectiveness of interim measures, weaknesses such as incomplete work
packages, inadequate procedures, and inadequate post-esintenance testing have
not yet been corrected by the maintenance pilot programs at Zion.

Several instances were noted where maintenance personnel failed to follow ,

procedures or maintenance procedures were inadequete. (

There were instances of maintenance activities performed that were not
adequately planned.

Licensee management was not always responsive in dealing with problems and
weaknesses identified by NRC inspectors such as work instruction adequacy,
work package preparation, documentation of work activities, and repetitive

'

equipment failures.

CORRECTIVE ACTION

Additional work analysts have been added to each maintenance area to I

support the preparation of more complete work packages. Staffing levels for
work analysts is intended to reach a ratio of one work analyst per maintenance
supervisor.

I
.

.,

'
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ENCLOSURE 3 - Continued
|e

Working committees have been established to set standards in the areas of
work package preparation and work practices. These committees meet weekly and
provide updates to senior management detailing progress towards successful
ccmpletion of these efforts. Maintenance standards and expectations in the
areas of procedure adherence, troubleshooting and rework have been developed
and implemented. Post Maintenance testing has been added to work packages. i

Zion also requires strict adherence to procedures. A position of procedure j
4coordinator has been established and filled in each of the maintenance areas.

A procedure writers guide has been drafted and is currently in On-Site
review. Senior management will be monitoring the success of these programa ,

through plant tours, INPO, NRC and Corporate assessments. |
|

Zion has identified personnel error reduction as one of the top three (3) i
'

1990 performance improvement objectives. The Human Performance Evaluation
System (HPES) is used to review all personnel error Deviation Reports and
Licensee Event Reports. Results of selected EFES evaluations are discussed
mont.ily with senior station management. Corrective actions associated with .

personnel error events are sggressively monitored and trneked. )

A review of other Ceco f acility surveillance programs has been completed.
. A Performance Improvement Plan action plan has been developed to address i
| improvements to be accomplished at Zion. This plan will be reviewed with the |
i

l NRC during the monthly performance review meetings.
.

l

'
.

I

l I

:
'

l
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ENCLOSURE 3 - Continued
1

.
I

EMERGENCY PREPAREDNESS

|

CONCERN
i

Management involvement in ensuring quality was insufficient during the ;

early months of the assessment period, as indicated by four weaknesses )
identified during the September 1988 exercise. |

i

CORRECTIVE ACTION ,

To ensure continued management support and oversight of the emergency 1

preparedness program the EP coordinator now reports directly to senior j

management at the station. |
1

The open items that resulted from the weaknesses identified during the
Full Field Exercise were aggressively tracked satil completion. A thorough
self-evaluation of Zion's emergency preparedness program resulted in a notable
increase in the level of management attention to the program with corrective

,

actions being tracked through the Performance Improvement Plan.l

1

CONCERN
;

'

Two problems were identified during the 1989 exercise. Contamination| control provisions were inadequate at the Operations Support Center. The
licensee also had difficulty keeping State officials informed of shifting wind
conditions which could later have af fected protective action decision making.

.

CnanFCTIVE ACTION

Procedures for use by the Operational Support Center director have been
revised to establish control points and to eliminate eating, drinking or
smoking in the event of airborne contamination.

1

| Discussions of the potential for shifting wind conditions were held during
I tabic top training sessions during 1989. Wind direction and time parameters

were added to the status update board at both the Emergency Operations
Facility and the Technical Support Center. Environs Director training has
been revised to include a discussion of the potential for wind shifts.

-

!

l

| |

|
|
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ENCLOSURE 3 - Continued
' ;

CONCERN

In early 1988, the licensee idet;tified the need to repair and periodically |
test the Emergency Operations Facility's (EOF) emergency ventilation system i

and sesociated radiation monitor. Et1uipment repairs, testing, and calibration I

activities had been completed by mid-1989. However, surveillance procedures I

to prevent a possible recurrence et equipment degradation had not been. I

completed by May 1989, over one year after the licensee initially identified I

the problem. )
i
,

CORRECTIVE ACTION
i

ITo assure aggressive completion of emergittey planning issues, the station
has prepared action plans for each open item identified in the EP inspection 1

reports. These plans, as with all action plans are monitored monthly. j
.,

j

1

!.
1
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|
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ENCLOSURE 3 - Continued. ;

;'.
.

EAFETY ABEEE9ENT/0UALITY VF.RIFICATION
I

| l

I CONCERN

Management involvement to ensure quality was mixed.

RPES appears to be effective in investigating events caused by personnel
error in the area of plant operation; however, the program has not been
effective in the area of surveillances.

|

During this assessment period the licensee was slow in taking timely
(. corrective action of previously identified weaknesses and problems.
t

'

|

CORRECTIVE ACTION

2.lon has recently added a full-time station surveillance coordinator to j

oversee timely completion of surveillance requirements. This individual has '

.

been trained in RPES techniques so that missed surveillances and personnel( errors associated with surveillance activities can be effectively evaluated.
i

Missed surveillances are reviewed monthly at Corporate Overview meetings j

at the station. Deviation Reports associated with surveillance activities )

vill be analyzed in the station's DVR trend report to be issued by 1

March 31, 1990. |

The station has also recently added resources in the Regulatory Assurance
department to ensure aggressive tracking of station comunitments. The ;

comunitment tracking system has been expanded to include internal as well as ;

external commitments. This system provides management a tool to monitor all
corrective actions. !

Management involvement is provided through periodic consnitment status
reports issued to department heads and senior station management. A goal of 1

'

sero past due cossnitments has been established for the station. Progress
L towards completion of that goal is monitored in monthly station Performance

Improvement Plan reviews.
'

1

I CONCERN |

IThe quality of QA audits conducted by the licensee was mixed. Some
lmaintenance audits were not performance-based and were narrowly scoped,

) addressing only small portions of maintenance activities.

1

l

l
1
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:

CORRECTIVE ACTION .

e

'

t'No Quality Programs inspectors have recently completed perfomance based
auditing training. Two personnel also attended observer training in 1989. <

The remaining Quality Programs personnel Mill receive the performance based
audit and observer training in 1990. i

To enhance quality assessments of licensed activities, a Licensed Senior
Reactor Operator with shif t experience has been recently added to the Quality |

Programs staff. Likewise, a maintenance supervisor was recently added to !

improve oversight of the maintenance area.
!

The audit and surveillance schedule for 1990 has been refocused toward
more performance based overviews. Experienced technical experts from other -

departments will assist Quality Programs in completion of sele::ted 1990 audits.
,

CONCERN

The licensee's identification and resolution of technical issues was mixed. ,

'

Management at times adopted narrow interpretations of the TS and Final
Safety Analysis Report (FSAR) commitments. .For example, shortly after the ,

close of this assessment period the NRC determined that the licensee has been |;

operating both units for several months with each train of omergency AC power
technically inoperable.

The licensee's response to NRC initiatives was mixed.- The cable
. deficiency walkdown inspection conducted by the licensee in response to the

NRC SSOMI finding was effectivet however, in most cases the identified
problems were not promptly evaluated or properly corrected.

CORRECTIVE ACTIQE ,

After a review of the issues raised by NRC, Zion Station determined a need
to develop mechanisms which would allow for a more comprehensive and timely
review of Technical Specifications as well as development of tools to aid
on-shift personnel in making operability determinations. In December 1989,.

,

Zion revised its procedure for inoperable equipment to require an independent
technical review. As discussed earlier, licensed personnel in the Regulatory
Assurance Department are reviewing safety related degraded equipment logs
daily to verify that proper interpretations of Technical Specification
operab'ility determinations are made. Additionally, Technical Staff personnel
are performing technical reviews of work requests for operability concerns. To '

date, these technical reviews have not identified any inappropriate
operability deterininations.

sel/0612T 21

_ _ _ _- _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ - _ - _ _ _ _ _ _ _ - _ _ _ _ _ - - _ _ _ _ _ _ _ _ _ - _ _ _ _ _ _ _ _ _ _ _ _ _ . _ __. --



* *
,

.,

.

ENCLOSURE 3 - Continued

\<

Zion also recognizes that the Technical Specifications are not the only 1

document to be used when making operability determinations. In December 1989,
a matrix from the FSAR was developed which defines systems / functions that i

support Technical Specification equipment. These support systems / functions )
are to be considered when determining whether a component is operable. While !

the FSAR matrix was under development copies of all work requests were !

forwarded to Technical Staf f personnel for technical review of operability |
conce rns . To date these technical reviews conclude that no inappropriate '

operability determinations were made.

To provide additional support to the Operations staff, Technical Staf f, ;

and Regulatory Assurance personnel attend daily Operations department {
meetings, These daily meetings, begun January 4, 1990, were designed to focus ,

all support groups on the Operation's daily priority and to provide a vehicle {to discuss abnormalities, test results, etc. that occurred during the previous
shifts.

In a December 27, 1989, response to a violation identified during the
SSOMI follow-up visit, Commonwealth Edison described corrective actions taken*

and to be taken to ensure cable tray deficiencies are adequately corrected.
Excerpts from that report are provided below.

Zion Station presently employs an engineer with the responsibility of
reviewing all work instructions for cable pan system discrepancies on which j

work has not yet been performed. Engineering involvement in the area of '

deficiency condition evaluation and technical resolution are required by
procedure and are being monitored by the cognizant engineer.

A September 15, 1989 memo from CECO's Engineering and Construction Nuclear 2

L Operations to Bechtel Corp. provides for additional instructions to the craft
and QC inspectors on how to document work and inspections performed.

i

An approximate 10 % sample verification has been completed by both CECO
and Sargent and Lundy engineering staffs. Because of additional deficiencies
noted in the rework during these sample verifications, CECO engineering has'

i expanded this verification to 100 % of the cable deficiency rework performed
prior to the haplementation of the program upgrades. These deficiencies will
'be corrected in conjunction with the remaining cable deficiency rework. These,

'

sample verifications were completed prior to December 29, 1989.'

Ceco will perform periodic sample verifications of completed work to
assure that deficiencies are adequately addressed. The cognizant engineer ,

will, as required by procedure, document deficiencies for analysis and
resolution.

i

|

.

i
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ENCLOSURE 3 - Continued''
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All pending Nuclear Work Request' (NWRs) for cable pan system discrepancies |
are presently being reviewed for work instruction adequacy. After the above i

mentioned supplemental walkdown is performed, the enhanced work instructions ;

will be attached to the NWRs and reviewed by the cognizant Technical Staff ;

Engineer prior to releasing the NWRs for implementation. The supplemental |

|walkdown will be completed by June 1,1990.
|.

l. j

Due to the large population of cable pan system discrepancies, corrective j

actions will be conducted and prioritized per electrical installation zones. |

The above described methodology will ensure the adequacy of work
instructions prior to performing work for a specific electrical installation 1

,

l

This methodology will prevent recurrence of the subject violation. |sone.

Since all initial walkdowns for identifying cable pan system discrepancies
have been performed, with exception of the Unit 2 containment reactor head
bridge (which will be performed during the upcoming Unit 2 refueling outage),
the station is confident that all cases of cable separation criteria
violations have been identified. However, if any additional cabic separation I
criteria violations are identified by supplemental walkdown or engineering ]
analysis, they will be evaluated according to procedure PI-ZI-50. 1

{
ICONCERN 1

The licensee's submittals in support of license amendment requests were i

generally inadeguate, in most cases additional discussions and submittals were |

required to resolve the staff's concerns. In some cases, the licensee die not i

adequately review submittals to ensura accuracy and consistency with the
Technical Specifications. The Quality of the amendment requests and the ,

timeliness in responding to the staff's concerns require considerable
improvement in order to expedite the licensing process.

CORRECTIVE ACTION
'

Comenonwealth Edison recognises our responsibility to perform a thorough
and timely review of all submittals. We have reviewed our submittal process i

*

.i and identified enhancements that will further our objective of providing
licensing products of the highest quality. Nuclear Licensing will enlist the
assistance of Corporate Engineering in providing a technical review of,

submittals, with particular emphasis on the depth of the no significant
i hasards analysis. In addition, a third party expert review of selected draft

submittals will be performed to identify submittal and submittal process i
,

L
improvements. Guidance documents are being prepared to provide standard
content and format expectations to personnel involved in the submittal

| preparation process, as well as the process of requesting technical
[ specification relief.
.

.

.
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The foll'twing items are offered in order to clarify the SALP 8 report: !
1 ..
.

ATWS Mitimation circuitry |

Page 22 of the subject report states that although the licensee decided to i

revise the previously approved design, the NRC was not notified until the
start of the outage and the " modification was implemented during the outage". 1

'Contrary to this statement, the modification for AWS mitigation was not
installed during the Unit I refueling outage. The comunitment agreed upon. 1

I between Commonwealth Edison and the NRC was installation of the modification |
during an outage that comunences 120 days af ter NRC approval of the j

modification design. The modification has not been installed in either unit j
'

to date.
!

Installation of the modification is scheduled for Unit 2 during the 1990
Spring refueling outage. The comunitment is being tracked in the Nuclear
Tracking System (NTS) under #304-170-87-0030 with a due date of May 31, 1990.
The installation of the modification on Unit 1 is scheduled for 1991. The
comunitment is being tracked in the NTS under #295-170-86-0765 with a due date
of June 30, 1991. Commonwealth Edison has committed to installing the

|

1 modification in Unit 1 prior to the 1991 refueling outage if the unit is |
''

shutdown for an outage of sufficient duration. After the Unit 1 design
package is completed. The Unit 1 design package is expected to be issued by
the end of April, 1990. An outage of sufficient duration will be defined upon
completion of the Unit 2 installation during the upcoming refueling outage. )

i.

1

i

j

!.

|

'
.

|

|

|

|
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Enclcsuro 4 - Continued ,

*
|

Bat terv-to-bus circuit bramher f ailures e

Page 21 of the subject report states that Zion Station as the licensee '

failed to identify and resolve the subject breaker failures from a safety
standpoint. The report suggests that Zion did not adequately evaluate and

?correct the generic problem.

It is policy at Zion Station to aggressively pursue corrective actions ;

defined for safety-related equipment failures. Zion does not regard any ,

'
failure of a breaker to close on the first attempt to be an acceptable
condition. ;

The DC breakers addressed are called the " Battery Feed Breaker" to the
associated DC bus. These are manually operated breakers that are only
operated quarterly and during a refueling outage. There are_no automatic
closure requirements for these breakers. The quarterly operation is to allow
each DC battery to be equalize charged. During a refueling outage the
breakers are operated twice to allow testing of a battery and battery
charger. The DC bus is always crosstied to another bus before the battery
feed breaker is opened.

Difficulties were experienced during the performance of these tests in the i

reclosing of the Battery Feed Breakers. Work requests were generated and an ,

investigation into the difficulties was started.

An engineering evaluation has been completed that demonstrates that the .

failure of these breakers to close does not have safety significance. As long
as the breaker does close, the operability requirement is met. If a breaker
did fail to close, the Technical Specifications on DC Batteries and
distribution system would be followed.

.

An interim action requires the Technical Staff engineer to trend and
evaluate the number of attempts needed to close the breakers. For information
purposes, only two of the six breakers have a history of not closing on the

- first attempt. These two breakers have always closed on the second attempt.

A longer term plan includes the procurement and replacement of these
breakers. The initial breakers purchased f or replacement were f rom Satin
America and arrived on site in 1988. Given the noterial traceability concerns

associated with Satin America breakers, discussions are being held with
General Electric on purchasing new breakers or refurbishing the Satin America
breakers. Discussions will be completed by January 31, 1990. Procurement of
the new breakers onsite will be dependent upon the manufacturing lead times.

.

|
|

!

s

1

sc1/06127:25

. - ___ - - _ _ - _ _ _ _ - _ _ _ _ _ _ _ _ - _ _ _ _ _ - _ _ _ - _ _ _ _ _ _ _ _ _ - _ _ - - _ -



. . . - - . - - . _ . - _ - - . - - _ - - . - . _ . . . __ . - - . _ _

|
' *

. .

i
.

!

ENCLOSURE 4 - Continued |
I

.

Nenative bina with rennect to 1mboratory ranulta j

Page 11 of the subject SALP report states that "A pervasive negative bias |
was noted in all. media analyzed". Approximately two thirds of the Station's i

results were lower than the NRC results. While this position is supported by
an internal audit performed by the Commonwealth Edison corporate chemistry
group for the one hundred(100) samples, the negative bias is not indicative of 3

the chemistry program taken as a whole. Investigations to determine .he
reasons for the 100 sample bias suggest sample preparation and placement of ;

. samples in counting geometry as the most probable cause. The Chemistry |
Technicians were counseled as to the results of poor technique and are being j

monitored by Chemistry supervision. 1

The potential problem of a long term systematic bias in the counting room j

has been addressed by review of data developed in the course of participation i

Iin the radiochemistry interlsboratory program and review / comparison of

| detector calibrations between 1988 and 1989.
1

Based on interlaboratory data collated by the Chemistry Department for the
,

! four quarters ending SEP89, Zion Station reported 105 gamma spectroscopy
I measurements. Of these, 51 were greater than the reference value, 46 were l

| 1ess, and 8 were in perfect agreement. Allowing a 3% band around the I

reference value, 67 samples were in agreement, 22 were greater, and 16 were i

less than the reference. This data was collected before and after the NRC {
split.

As annual calibrations have become due for detectors, new NBS traceable
standards were measured on the old calibrations (precalibration), new ]

calibrations performed and a comparison made between the old and new |

calibration curves defined by the sof tware. ;

The comparison between precalibration and recalibration showed no result j

greater than 11% and most within 5%. ,

i

Currently, 22 new calibration curves have been generated. Comparison of the i

average dif ferences of the calibration ef ficiency curves generated between the
1988 calibrations (used for the NRC split sample) and the 1989 calibrations I

Iwere in the range of 0.5% to 6.03 %. The 6.03% was in a geometry not used
during the NRC sample split. Excluding averages less than 3%, four curves
indicated increased efficiency in 1989 and two decreased efficiency.

,

l

The interlsboratory program data, the precalibration data and the !

comparison of efficiency curves for the new calibrations suggest that the i

apparent bias in the NRC split sample was unique to that data set. !
,

I l

Y |
!

!

l
,
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ENCLOSURE 4 - Continued 1

..

Contain= ant Sorav Svatan Inonerability and the masociated Lc0 clock

The subject report states on page 6 that the unit exceeded a 48 hour LCO i

action statement when a suction path to one train of containment spray used i

during the recirculation phase was inoperable. It is the position of Zion ;

Station that in the event of a single failure of RER containment spray valves 1

1(2)MOV-CS0049 or 1(2)MOV-CS0050, the station will administrative 1y treat the
failure as a 7-day LCO clock (when the unit is above Cold Shutdown). A i

Technical Specification change will be submitted which will add the 1

recirculation phase to the Tech Specs. No additional surveillances will be |
required during the seven day period. 1

i

The 7-day LCO clock is being administrative 1y taken to reflect the )
importance of RHR spray during the recirculation phase of a LOCA.

In December 1989, a matrix f rom the FSAR was developed which defines
systems / functions that support Technical Specification equipment. Theses
support systems / functions are to be considered when determining whether a i

i camponent is operable. This action will provide Operators and other Station i

personnel with additional guidance necessary to make the correct operabilit:s {
determination. j

i

|
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