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Inspection Summary:

Inspection on December 7-18, 1981, and January 5-8, 1982 (Report No. 50-305/81-27)

Areas Inspected: A special, announced inspection was performed of the licensee's
management controls over selected licensed activities. The inspection (by five
NRC inspectors) involved 520 inspector-hours onsite and at the corporate offices.

Results: The licensee's management controls for nine areas were examined, and
conclusions were drawn in each area based on the observations presented in this
report. The conclusions were presented as Category One, Category Two, or
Category Three as follows:

Section 2, Committee Activities - Category Two
Section 3, Quality Assurance Audits - Category Three
Section 4, Design Changes and Modifications - Category Two
Section 5, Maintenance - Category Two
Section 6, Plant Operations - Category One
Section 7, Corrective Action Systems - Category Three
Section 8, Training - Licensed - Category Three
Section 9, Training - Non-Licensed - Category Three
Section 10, Radiation Protection, Radiochemistry and Radwaste - Category Two

A number of observations were presented to the NRC Senior Resident Inspector as
potential enforcement findings for followup as appropriate. These observations
were also discussed with the licensee during the exit meeting on January 8, 1982.
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DETAILS

1. Inspection Scope and Objectives

The objective of the inspection was to evaluate the management control
systems which have been established in support of licensed activities.
The results will provide input to the NRC evaluation of licensees from
a national perspective.

The inspection effort covered licensed activities in selected functional
areas. In each of the functional areas, the inspectors reviewed written
policies, procedures, and instructions; interviewed selected personnel;
observed activities and reviewed selected records and documents to
determine whether:

a. The licensee had written policies, procedures, or instructions to
provide management controls in the subject area;

b. The policies, procedures, and instructions of (a) above were
adequate to assure compliance with the regulatory requirements;

c. The licensee personnel who had responsibilities in the subject areas
were adequately qualified, trained, and retrained to perform their
responsibilities;

d. The individuals assigned responsibilities in the subject area under-
stood their responsibilities; and

e. The requirements of the subject area had been implemented and
appropriately documented in accordance with management policy.

The specific findings in each area are presented as observations which the
inspectors believe to be of sufficient significance .o be considered in
the subsequent evaluation of the licensee's performance. The observations
include areas within the licensee's management controls which may not have
specific regulatory requirements or guidance. These observations were
the perceived weaknesses or strengths of the management controls in the
areas reviewed and were the bases for drawing conclusions in each
inspected functional area. The conclusions represent the team's
evaluation of the licensee's management controls in each functional area.
Each functional area was identified as having the attributes of one of
the following performance categories:

Category One. Reduced NRC attention may be appropriate..

Licensee management attention and involvement are aggressive and
oriented toward nuclear safety; licensee resources are ample and
effectively used such that a high level of performance with respect
to operational safety or constructon is being achieved.

,
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Category Two. NRC attention should be maintained at normal levels..

Licensee management attention and involvement are evident and are
concerned with nuclear safety; licensee resources are adequate and
are reasonably effective such that satisfactory performance with
respect to operational safety or construction is being achieved,

Category Three. Both NRC and licensee attention should be.

increased. Licensee management attention or involvement is
acceptable and considers nuclear safety, but weaknesses are
evident; licensee resources appear to be strained or not effectively
used such that minimally satisfactory performance with respect to
operational safety or construction is being achieved.

The performance categories defined above have been developed to meet the
NRC's latest guidelines for evaluating each licensee under the Systematic
Assessment of Licensee Performance (SALP). These categories will be
published in the Federal Register.

Some observations may be potential enforcement findings. These
observations were discussed with the licensee and were presented to the
NRC Senior Resident Inspector. The followup of these items will be
conducted by the NRC Regional Office.

2. Committee Activities

The objective of this portion of the inspection was to evaluate the adequacy
of the licensee's management controls associated with the activities
conducted by the Plant Operations Review Committee (PORC) and the Nuclear
Safety Review and Audit Committee (NSRAC).

a. Observations

The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but may provide the basis for subsequent performance
evaluations.

Plant Operations Review Committee (PORC)

(1) The PORC Charter contained the review requirements as specified
in the Technical Specifications (TS). In addition, the Charter
specified some review requirements beyond the scope of the TS:

Standing subcommittees were designated as having responsi-.

bilities for review of specific plant procedures.

!
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Reviews were required to determine the adequacies of the.

employee training programs and quality assurance programs.
This was considered a strength in the program; however,
there was no guidance on how to perform these reviews.

(2) The PORC Charter did not contain detailed instructions, nor were
there any implementing procedures, defining the activities and
review responsibilities of PORC members. Responsible individuals
were not identified concerning presentation of material for PORC
review. Various procedures specified the material required to be
reviewed by PORC; however, there was no concise listing of these
items.

There were no guidelines on what material was to be reviewed to
meet the intent of specified review requir,ements, particularly
for the following: plant operations to detect potential safety
hazards, adequacy of employee training programs, and adequacy of
the quality assurance program. A review of the 1981 PORC minutes
did not reveal any documented PORC reviews of these items.

In addition the PORC Charter did not address the following items.

Guidance on what constitutes an unreviewed safety question..

(Committee members, however, were well versed on this
subject.)

Assignment of an individual for assuring all of the.

required reviews were completed.

Provisions for handling dissenting opinions among committee.

members, such as minority reports or inclusion in the minutes
of dissenting views and reasons for them. (Interviews
revealed that issues had been approved by PORC with a
dissenting vote and had not been documented).

Requirements to review the following..

- NRC correspondence, including NRC inspection reports,
Bulletins, Circulars, and Information Notices. (These
were, however, being reviewed by PORC).

- QA audit reports. (These reports were not being
reviewed by PORC).

NSRAC meeting minutes, reports, and correspondence.-

(These items were not being reviewed by PORC).

(3) The TS did not require PORC to review safety evaluations for
procedures; changes to procedures, equipment or systems; and
tests or experiments completed under the provisions of
10 CFR 50.59. Instead, PORC was only required to review the
proposed procedures, or changes thereto; proposed tests and

_ _. .
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experiments; and proposed changes or modifications to plant
systems or equipment that affected nuclear safety. PORC did i

make a determination that the items reviewed did not introduce |

an unreviewed safety question. However, no safety evaluations '

were presented in the PORC minutes.

Interviews and record reviews revealed that written safety
evaluations were not provided for procedures, or changes thereto, .

'

or for tests and experiments. Licensee representatives stated
that changes to procedures and tests or experiments were normally
required because of design changes or modifications which had
received a 10 CFR 50.59 review; therefore, it was not necessary
to perform a written safety evaluation. It was also stated that
items such as changing a valve position were handled as a design
change to assure a 10 CFR 50.59 review. However, there did not
appear to be a procedural requirement to evaluate changes
to procedures or proposed tests or experiments to determine if
written safety evaluations were required in accordance with
10 CFR 50.59 criteria.

(4) PORC held scheduled weekly meetings. All available PORC members
usually attended these meetings. The material to be reviewed by
PORC was brought to the meetings by the members as the need for
PORC approval was required. There were no prepared agendas, and
all PORC members were generally not familiar with the material to
be reviewed prior to the meetings. This appeared to be a weak-
ness in the review process, particularly for proposed design
change requests (DCR's) as discussed below.

DCR's were presented to PORC at three different times: for
initial approval of the desirability to perform the proposed
design change or modification; for approval of the prepared DCR
package, including the safety evaluation, prior to actual
installation; and for approval of the completed DCR documentation
package upon completion of the work. A design engineer normally
presented the prepared DCR package to PORC for their approval.
This presentation by a knowledgeable engineer was considered a
strength. Except for those PORC members involved during the
design phase, most PORC members were unfamiliar with the details
of the DCR package prior to the presentation for their
approval. All PORC members did not have the opportunity to
review prepared DCR packages prior to the PORC meeting. This
prevented a comprehensive review by all disciplines.

(5) Two members of PORC were regular attendees of NSRAC meetings:
the Plant Manager (non-voting NSRAC member) and the Operations
Superintendent (voting NSRAC member). In addition, other PORC
members routinely participated in NSRAC meetings. This interface
provided PORC members the opportunity to familiarize themselves
with NSRAC activities. This was considered a strength.

-
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(6) A significant weakness of the PORC was their failure to review
QA audit reports. Violations of the TS, particularly
Section 6.0, identified during QA audits were not reviewed by
PORC as a committee. Several PORC members stated that QA did
prepare incident reports for TS violations 11entified during
audits,and these incident reports were then reviewed by PORC.
It was determined, however, that QA had not generated incident
reports.

Nuclear Safety Review and Audit Committee (NSRAC)

(7) The NSRAC Charter provided a general overview of the purpose of
the committee and established administrative instructions for
the review process. The charter referenced the TS for NSRAC
membership, review, and audit requirements. There were no
implementing procedures, and the charter did not specify, in
detail, the material to be reviewed, nor who had the responsi-
bility to assure that all the required reviews were being
performed.

(8) The Committee met on the average of three times a year. An
agenda was prepared for each meeting, and all members were
usually provided with copies of the material to be reviewed prior
to the scheduled meetings. A scheduled meeting usually lasted
two days: one day at the corporate office, and one day at the
Plant. All members usually attended the meetings. In addition,
guests were invited to present various material for NSRAC review.
The Senior Vice President of Power Supply and Engineering
periodically monitored NSRAC meetings.

One member of NSRAC was the Plant Manager at Prairie Island, a
plant similar to Kewaunee. Conversely, the WPS Manager of
Nuclear Power was a member of the Prairie Island review committee.
This arrangement provided an opportunity for exchange of infor-
mation between the two facilities.

A review of the NSRAC minutes revealed that the scope of
committee activities was very broad. The meeting minutes,
however, only provided a summary of the review activities and
did not usually document the basis for committee decisions or
findings. It appeared that the status of items, open or
closed, was well documented.

(9) TS 6.5.3.7.a. specifies that NSRAC shall review the safety
evaluations for (a) changes to procedures, equipment or
systems, and (b) tests or experiments completed under the
provisions of 10 CFR 50.59 to verify that such actions did not
constitute an unreviewed safety question.

NSRAC reviewed all safety evaluations for design changes and
modifications. Any safety evaluations written for changes to
procedures and for tests or experiments were considered to be

_ - -- ,. .- . ._ . -..
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reviewed by NSRAC through review of the PORC minutes. The PORC
minutes did not normally reflect the basis for any safety
evaluation. Therefore, there appeared to be no method to assure
that NSRAC did review all written safety evaluations for changes
to procedures and for test and experiments.

(10) TS 6.5.3.8 specifies that certain audits of plant activities
shall be performed under the cognizance of NSRAC. These audits
were being performed by the QA Department. NSRAC reviewed and
approved the audit plan and schedule at the beginning of each
year. There did not appear to be guidance given to QA by NSRAC
as to what the scope of the various audits should include.
Also, there did not appear to be any assurance that the
scheduled audits would meet all the TS review requirements. As
discussed in Section 3, all the required audits had not been
performed during 1981.

NSRAC did not routinely review audit reports, audit findings,
and corrective actions taken. NSRAC reviewed an audit summary
at.each scheduled meeting. This review lacked the detail
necessary for NSRAC to be fully cognizant of the audit program
under their purview.

(11) A significant weakness that affected the ability of both PORC
and NSRAC to do an effective programmatic review was the absence
of a current, comprehensive list of regulatory documents and
correspondence to which the licensee was committed. Also, there
was a lack of a training program for PORC and NSRAC members in
this area and other areas of review responsibilities.

b. Conclusions

The POP.C and NSRAC were active committees, who met more frequently
than required by TS. The scope of their activities was considered
very good; however, the respective charters contained little more
than the TS requirements, and implementing procedures had not been
provided.

Significant weaknesses included the informality of the PORC review
process, particularly for DCR's; failure of PORC and NSRAC to review
QA audit reports; failure of NSRAC to be fully cognizant of QA audit
activities; and the lack of a comprehensive listing of regulatory
requirements and commitments.

The performance category for the area of committee activities was
considered as Category Two.

3. ,uality Assurance Auditsq

The objective of this portion of the inspection was to determine the
adequacy of the licensee's management controls associated with quality
assurance audit activities.
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a. Observations

The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but may provide the basis for subsequent performance
evaluations.

(1) The QA audit program was described in the Operational Quality
Assurance Program (0QAP) which was accepted by the NRC on July 23,
1979. The Senior Vice President Power Supply and Engineering
endorsed the 0QAP by issuance of a Statement of Policy.
Comprehensive QA audits were to be performed by corporate QA
personnel to verify compliance with all aspects of the CQAP and
assess the program's effectiveness. In addition, all TS required audits
were to be performed by QA personnel under the cognizance of
the Nuclear Safet. Review and Audit Committee (NSRAC).

(2) A comprehensive cross reference of department procedures,
directives, TS, and QA program requirements had not been
established by the QA audit group. Doctment reviews and inter-
v'ews revealed that the audit schedule presented to and reviewed
by NSRAC covered only general program requirements. The existing
audit planning method did not provide for a complete audit
program based upon a comprehensive review of equirements.

(3) The 0QAP audit staff was comprised of the QA and Technical
Services Supervisor, three QA Auditing Assistants, and one QA
Technician. The QA and Technical Services Supervisor reported
to the Superintendent-Power Plant Design & Construction, who in
turn reported to the Senior Vice President Power Supply & Engineer-
ing. The entire audit staff was qualified to ANSI N45.2.23-1978.
The workload for the audit staff appeared large, although scheduled
audits had been performed. The site QC organization, as described
in Administrative Control Directive (ACD) 9.1, Quality Control Group
Organization, revision C, reported to the Plant Manager througc
the Plant Services Superintendent. In reality, no audits or other
QA functions were performed by them.

The program for planning and conducting corporate audits was
described in 0QAP, Section 14, Audits and Technical Reviews,
revision 3, and Quality Assurance Directive (QAD) 14.1, Audits,
revision 8. Neither document referenced ANSI N45.2.12-1977,
Requirements for Auditing QA Programs for Nuclear Power Plants.
This standard was included as a commitment in NRC's July 23, 1979,
acceptance of the OQAP.

Several QA audit reports were reviewed in the areas of c.orrective
maintenance, incident reports, material nonconformances, analysis
of failure trends, training, and operations. Technical special-
ists were used sparingly to augment QA audit teams. Audit formats
differed and standardized checklists were not used. There were no
minimum requirements for the content of checklists or guidance

sp .. , - _ . ,
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on sampla sizes. Also, there was no requirement for supervision 1

to review or approve the checklists.

With few exceptions, audits were an historical review of records
for compliance to the OQAP, rather than a technical review of the
effectiveness of departmentel operations. Most audit reports
lacked specific information to help the reader understand the
particular elements reviewed, the basis for concluding whether the
checklist item met the audit plan references, and whether the
findings met OQAP requirements. Also, there appeared to be
reluctance to report audit findings as nonconforming or open items.

ANSI N45.2.12-1977, Section 4.4.4, requires audit reports to
provide a summary of audit results including an evaluation
statement regarding the effectiveness of the QA program
elements which were audited. Audit summaries, in general, did
not evaluate the detection or correction of trends; implemen-
tation of corrective action; need for increased surveillance,
investigation, revision of procedure, management reviews, or
manpower and training requirements.

.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

Auditors had high morale, positive attitudes, and dedication to
duty. They gave indications of being aggressive in pursuing
problems and maintained independence from site management. Despite
scheduling pressure, there was no evidence of attempting to meet
the schedule at the expense of quality of the individual plant QA.

+ audits. The Plant Manager's presence and participation at the
majority of audit exit meetings was also considered a strength.

(4) All TS required audits were performed by the QA group under
the cognizance of the NSRAC. A significant weakness observed
was the failure of QA to perform some required TS audits.
TS 6.5.3.8.a. requires annual audits to verify conformance of
plant operations to all provisions contained in the TS.
There was no documented evidence of QA audits of TS, Section 3,
Limiting Conditions for Operations; Section 6, Administrative
Controls; and Appendix B, Environmental Technical Specifications.

This observation was discussed with the licensee and was
presented to the NRC Senior Resident Inspector as a potential
enforcement finding.

(5) ANSI N18.7-1976, Section 4.5, requires NSRAC or management to
assure that audits are being accomplished semiannually in
accordance with the requirements of the TS and ANSI N18.7-1976.
The audit program appeared to receive only limited review by

i
NSRAC. NSRAC maintained cognizance of the audit program by )

| review of past audit summaries and related open items submitted

|
i ;

!
| |
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to them during NSRAC meetings by the QATSS. A quote from the
NSRAC minutes (Meeting 40) follows: "Mr. Spiering distributed
the QA Audit Summary dated November 11, 1981. The report was
reviewed and discussed." There was no other statement regarding
the condition or status of the audit program as reviewed by
NSRAC. It appeared that these summaries were too limited in
scope and depth for the committee to assess the audit program
at that point in time. This was considered a significant
weakness.

(6) The most significant weakness observed was the licensee's
failure to perform a comprehensive review and assessment of
the effectiveness of the 0QAP. Several requirements exist
to do so, including 10 CFR 50, Appendix B, Criterion II; ..

ANSI N18.7-1976; and TS 6.5.3.1.h. The most recent audit of
the OQAP was performed by three members of NSRAC in February 1979,
almost three years ago. The audit did not appear to evaluate the
status, adequacy, and effectiveness of the OQAP for the following
reasons.

Th2 documented scope of the audit stated, "This audit.

will verify that 0QAP requirements are being fulfilled."
The audit was not designed to evaluate the status,
adequacy, and effectiveness of the 0QAP.

There was no objective evidence that the non-audit QA.

responsibilities described in QAD's 4.5, 5.2, 11.2, 13.3,
13.4, and 13.5 were audited. QAD's had not been prepared
to audit TS, Sections 3, 5, and Appendix B.

A comprehensive evaluation of the 0QAP audit planning.

schedule was not made with reference and comparison
to the requirements of the TS, Federal Regulations,
ANSI Standards, Regulatory Guides, or other commitments.

No mention was made concerning the number of auditors,.

their training, or individual performance.

Checklists did not provide sufficient information or.

objective evidence to assess the adequacy of the scope
and depth of the area audited.

A determination was not made of the identification or..

correction of adverse trends.

Implementation, timeliness, and effectiveness of correc-.

tive action to audits and other corrective action systems
was not evaluated.

|

|

|
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No nonconformances or open items were documented for those.

areas identified as weaknesses or where recommendations
were made. Follow-up was not evident.

The comments section of the audit did not include an.

evaluation statement regarding the overall effective-
ness of the 0QAP including recommendations to improve
the program. In part, it simply stated, "The audit
findings demonstrated that the QA group has been performing
its responsibilities in accordance with the 0QAP with a few
exceptions."

The NSRAC members who performed the audit did not.

have records showing they were qualified to the auditor
requirements of the 0QAP as described in 0QAP, Section 13,
Training and Qualification, revision 2.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(7) It was noted that the QA group did not have responsibility
for review of Engineering and Administrative procedures,
programs, and directives for inclusion of QA elements such as
TS and ANSI Standards. QA's responsibility was to verify by
audit at some future time that all required OQAP elements were
included. The following are examples of programs that had been
implemented without adequate QA review.

The health physics training program did not meet require-.

ments of the TS and ANSI N18.1-1971 as described further
in Section 10 of this report.

The QC inspection and documentation program did not meet.

requirements of ANSI N18.7-1976, Sections 5.2.17 and
5.3.10, as described further in Section 5 of this report.

The design change program did not meet the corrective.

action requirements of ANSI N45.2.11-1974, Section 9, as
described further in Section 4 of this report.

Engineering and Administrative Control Directives were not.

prepared in accordance with ANSI N18.7-1976, Section 5.3.
'

b. Conclusion

The licensee had developed a basic program of planned and documented
audits which verified compliance with administrative controls and the
0QAP; however, weaknesses were observed. The most significant weakness<

was the failure of NSRAC to perform a comprehensive review and
assessment of the effectiveness of the OQAP. Other significant
weaknesses included the failure to audit all aspects of the TS and

_ . . -
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failure to include, in individual audit summaries, an evaluation
statement regarding the effectiveness of the area audited.
Contributing weaknesses were the lack of trending audit findings,
minimal use of technical specialists to augment audit teams, use of
nonstandardized checklists, lack of a comprehensive cross reference
or matrix of 0QAP requirements, and the failure to have the QA
Department review directives for inclusion of quality requirements.

Strengths of the program included a dedicated and motivated QA
auditor staff and the Plant Manager's attendance at all site
audit exit meetings.

The performance category for the area of QA audits was considered
as Category Three.

,

4. Design Changes and Modifications

The objective of this portion of the inspection was to evaluate the
adquacy of management controls associated with engineering, design
changes, and modifications.

a. Observations

| The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but will provide the basis for subsequent performance
evaluations.

|

(1) Procedures had been established to describe the process by
which design change requests (DCR's) were originated and
reviewed. The procedures described the Wisconsin Public1

! Service (WPS) Corporation internal process by which the design
I documents for changes and modifications to safety-related

structures, systems, and components were prepared, verified,
approved, and revised. Personnel interviewed were knowledgeable
of the program.

(2) 10 CFR 50, Appendix B, Criteria III; ANSI N45.2.11-1974,
Section 5; and WPS's Operational Quality Assurance Program

i Description states that the external interfaces between
| organizations performing work affecting quality of design shall

be identified in writing.

No written, approved program existed describing the method of
exchanging technical information between WPS and engineering
organizations such as Westinghouse and Fluor Power Services,
Incorporated. The licensee had a Project Administration Manual
for design work performed by Fluor Power Services, Incorporated;
however, the document had not been approved by WPS, and it did
not describe the flow of technical information between the two
organizations.

!

.
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This observation was discussed with the licensee and presented |
to the NRC Senior Resident Inspector as a potential enforcement l
finding.

l

(3) Administrative responsibilities had been established to require
that operators receive updated drawings and operating procedures
before modified components and systems are returned to service.
Interviews with operations group personnel revealed that this
was normally being done. The licensee used a work request form
described in Administrative Control Directive (ACD) 5.4., Work
Request, revision F, to control plant conditions for performing
work and to inform the shift supervisor when work had been
completed. The ACD did not require a responsible individual
to indicate, by signature on the work request form, that the
updated documents had been provided.

(4) ACD 8.5, Plant Modifications, revision G, defined modifications
as being major or minor. Minor modifications were defined as
" maintenance items requiring document changes or plant
modifications of no safety significance requiring no safety
evaluation." Some modifications designated as minor were
modifications of safety related equipment, as defined in ACD 9.4,
Quality Assurance Boundary, and therefore required a safety
evaluation and other reviews given major modifications. No
safety evaluations were prepared for DCR 853, Upgrade Fuel
Transfer System, and DCR 1030 Install Terminal IB Battery
Charger. Based on the review of several hundred minor
modifications, these appeared to be isolated instances.

(5) 10 CFR 50.59 states that a licensee may make changes in the
facility as described in the safety analysis report, without
prior Commission approval, unless the proposed change involves
a change in the technical specifications or an unreviewed safety
question. In such cases records shall include written safety
evaluations which provide the basis for the determination that
the change does not involve an unreviewed safety question.

Engineering Control Directive (ECD) 4.1, Design Change Control,
revision 5, required that safety evaluations be performed,
recorded, and filed with the modification package. Major
modification packages reviewed during the inspection contained
documented safety evaluations. The safety evaluations performed
by the licensee considered the effect of the completed
modification on the facility; however, the evaluati a did not
consider any adverse impact caused by the performance of the
modification on the operating 'lity. The following were
examples of items not documenteu in the safety evaluations:

System isolation prior to performance of work..

Presence of workmen, materials, and equipment in.

safety-related areas.

-.
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Noise or personnel congestion..

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(6) The requirements for design review are contained in 10 CFR 50,
Appendix B, Criterion III, and ANSI N45.2.ll-1974.
ANSI N45.2.11-1974 describes the questions to be addressed
during the review and requires that the documentation of the
results be auditable against the verification methods identified
by the responsible design organization. ECD 4.1 established the
requirements for the review and detailed the review and documenta-
tion necessary.

During a review of second level reviews associated with several,

modification packages, it was determined that the forms (4.1-4,
Second Level Review Report) did not identify the verification
methods used in the design review.

b. Conclusions

The licensee had established and implemented a program to control
safety related design changes and modifications. With some exceptions
the program met the prescribed requirements and was being performed
in accordance with the requirements. The major exceptions identified
were that: (1) the technical interfaces between WPS and engineering
firms were not defined, (2) some modifications designated as " minor"
met the definition of " major" and had not received the required safety
analysis, (3) safety evaluations were limited in their scope, and
(4) the type of review performed during a design review was not
documented.

The performance category for the area of design changes and
modifications was considered as Category Two.

5. Maintenance

The objective of this portion of the inspection was to evaluate the
adequacy of the licensee's management controls associated with corrective
and preventive maintenance activities.

a. Observations

The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but may provide the basis for subsequent performance
evaluation.

(1) Wisconsin Public Service Corporation (WPS) Administrative
Control Directives (ACD's) provided the controls for performing

i

. . .



- -

---- ~ -

, .

:

- 14 -
'

.

preventive and corrective maintenance. The maintenance was
scheduled utilizing a planning and scheduling computer program.
Only a two to four week backlog of maintenance work existed.

(2) ANSI N18.7-1976 states that documents which prescribe
activities such as maintenance or modification procedures
shall be reviewed no less than every two years. Based on
record reviews and interviews, it was revealed that several
hundred maintenance procedures had not been reviewed within the
two year time period.

WPS maintenance supervisors stated that the requirement for>

procedure review was being computerized to provide automatic
notification _that procedures needed review. Procedure reviews
and computer programming had started; however, the date for
completing the backlog of procedure reviews had not been
scheduled until June 1983.

(3) The requirement of ANSI N18.7-1976 to perform independent
verification of the reinstallation of lifted electrical leads
was not being done. Interviews revealed that a procedure was
being written requiring independent verification; however, no
issue date had been established.

(4) ACD 4.3, Tagout Control, revision E, described the tagging
system used to protect workmen and equipment during maintenance
and modification work. During interviews it was revealed that,

a tag inscribed with " Caution Breaker Does Not De-energize All
Control Circuits" was being used by electricians. The use of
this tag was not described in ACD 4.3.

(5) 10 CFR 50, Appendix B, Criterion X, and ANSI N18.7-1976, state
that mandatory hold points are to be indicated in the procedures
if they are needed. A program of procedure reviews to designato
QC hold points had recently been implemented; however, the
review was not scheduled to be completed until June 1983.

(6) Maintenance work was controlled by maintenance work requests.
Any comments or information resulting from performing the work
were noted on the work request. This machinery history
information was filed in the QA vault and categorized by system.
Machinery history data were extracted from these files by
physically reviewing each entry. This review of the data had
resulted in some component or system changes; however, only very
major problems were identified. There was no viable program
established to periodically extract machinery history data to
identify generic problems with components or systems.

ANSI N18.7-1976 states that "as experience is gained in operation
of the plant routine maintenance should be altered to improve
equipment performance" The lack of a program to identify
generic problems and to provide such information to management

_ _ _ _
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and other engineering organizations was identified by a WPS QA
audit in December 1980. The response to the audit finding
stated that action was underway to establish a program to extract
and review this important data. This program had not been
established.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(7) ANSI N45.2.6-1973 lists the QC inspector qualification and
certification requirements. The requirement includes the
effective period of certification and the basis used for

certification. The qualification records on file for WPS QC
inspectors did not identify the period of time for certification
or include the basis used for considering them , qualified.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

'
' (8) 10 CFR 50, Appendix B, Criteria XVI; ANSI N18.7-1976; and the-

0QAP state that conditions adverse to safety or quality shall
be identified. This is to ensure that conditions adverse to
safety are properly reviewed, personnel performance is reviewed,
the performance of equipment is reviewed, and system malfunctions
or other problems are incorporated into training programs.

Interviews revealed that QC inspectors did not document
conditions they observed which needed to be corrected. QC
inspectors verbally informed mechanics involved with the
maintenance that a problem existed, and the mechanics took
action to correct the problem. This action resulted in
deficiencies or other problems not being identified so that
the correct reviews, evaluations, and actions could be taken
to improve performance; one of-a-kind deficiencies or generic
deficiencies were not fed back to effect system and program
changes.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(9) Purchase specifications for electrical equipment to be purchased
I by WPS contained QA Specification QA-E 2001 (WPS) which required

that: " Established written procedures shall govern all aspects
of material and assembled component... fabrication, assembly,
inspection...for quality control in the production of the

; item..."' Subcontractors were required to establish written
! inspection procedures; however, the WPS QC organization had not

done so.

|

t
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10 CFR 50, Appendix B, Criterion V and ANSI N18.7-1976,
Section 5.2.17, state that inspections of safety related
activities shall be performed in accordance with approved
written procedures. Interviews revealed that certain QC
inspections were recorded on various inspection forms such
as a Field Fabrication Process and Data Sheet, a Field Hydro-
static Test Report, and a QA Inspection Checklist. These forms
contained no form numbers or review and approval signatures. The
use of these forms was not delineated in inspection instructions.
In addition, inspection instructions were not prescribed for such
important inspection activities as pipe fabrication or electrical
cable terminations.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(10) Procedure reviews and interviews revealed that there was not
any cross reference of WPS commitments and the implementing
documents. This cross reference is a valuable management tool
for detenaining that important requirements have been considered
in a program.

b. Conclusions

WPS had established a maintenance program. Maintenance was being
scheduled and completed. Maintenance personnel interviewed appeared
knowledgeable of their duties and responsibilities.

Significant weaknesses existed in the area of maintenance quality
control. There was a lack of inspection instructions and a failure
to document problems or deficiencies that occurred during the
performance of maintenance activities. Other weaknesses included the
lack of adequate documentation of QC inspector certification and the failure to
machinery history information. Many of the weaknesses observed in
the program could have been identified and resolved if a cross
reference between the WPS commitments and implementing documents
had been formulated and utilized.

The performance category for the area of maintenance was considered
as Category Two.

6. Operations

The objective of this portion of the inspection was to evaluate the
adequacy of management controls governing plant operations,

a. Observations

The following are observations regarding the licensee's management,

! controls. Certain of the observations may not have specific
regulatory requirements, but may provide the basis for subsequent
performance evaluations.

|

|
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(1) The corporate and plant organizations involved in operations

were well defined, in accordance with the current WPS organiza-
tion charts, and appeared to be functioning effectively.

|
,

(2) Operations group personnel responsibilities and requirements
were clearly delineated and defined in Administrative Control
Directive (ACD) 4.1, Operations Group Organization, revision E.
The Operations group personnel interviewed appeared to be,

knowledgeable of their responsibilities and were qualified to
the requirements as established by ACD 4.1.

(3) ACD 4.4, Operations Supervisors Night Orders, revision B, and
ACD 4.6, Operations Instructions, revision A, which established

r the requirements for implementation of a night order (NO) log
-

and an operating instruction (OI) binder were poorly written.
The ACD's failed to establish requirements for the type of infor-
mation to be transmitted to shift personnel via the N0's and
OI's, and the N0 log was used to implement special instructions.
Also, the ACD's did not delineate any requirements for periodic
review by the shift supervisors to ensure their cognizance of
the orders and/or instructions given in the N0's and OI's. The
N0 log and OI binder were not indexed and it appeared some of
them were out-of-date and should be cancelled. N0's and OI's
were not numbered or serialized in any manner.

(4) Operating and surveillance procedures were written and
implemented to ensure safe operation of the plant. They were
reviewed, approved, and revised in accordance with requirements
imposed by the ACD's. Also, the licensee had established the
necessary controls to double verify the position of essential
safety-related valves in accordance with the revised Safety
Evaluation Report.

(5) ACD 4.2, Operating Procedure, revision F, required the
Assistant Superintendent - Operations to send all terminated
Temporary Operating Procedures (TOP's) to the plant QA file.
Upon reviewing the TOP notebook it was noted that all TOP's for
1981 (approximately 35) were in the notebook. Since a TOP is
only valid for six weeks, many of them should have been sent to
the plant QA file. The Superintendent - Operations reviewed the
TOP notebook and corrected this discrepancy during the
inspection.

(6) A program had not been established for the evaluation and
appraisal of personnel performance of the operators, except
for the initial employment evaluation performed approximately
six months after employment.

(7) The licensee had not established a program to ensure that all
required records were being sent to the plant QA vault for
permanent storage. ACD 9.2, Plant QA Records, revision F,
established the requirements, responsibilities, and instruction

, ._
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for organization, rentention, maintenance, and retrieval of
plant QA records. This procedure, however, did not address the
control of documents prior to their submittal to the plant QA
vault. )

)

The licensee had taken exception to ANSI N18.7-1976 concerning f
i

I receipt control of documents. They stated "We have assigned )

responsibility for assuring QA records are retained in the QA fvault to *,he various department heads." Interviews revealed,
for the most part, that department heads had not established a
method to verify that all documents under their purview werer

I being sent to the QA vault.

i (8) The licensee had not established a written program to identify,
| review, and track all components that have cyclic design limits.

TS 6.10.2.f. requires retention of records of transient or
operational cycles for these facility components. This would'

include such items as heatup, cooldown, and overpressurization
records on the reactor vessel. Although this information may
be included in existing records, it would require considerable
effort to retrieve. Consequently, the present status was not
known or readily available.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

b. Conclusions

The operations organization was staffed with well qualified individuals,
who appeared to be knowledgeable of the responsibilities and require-
ments established for their position. The operating and surveillance
procedures implemented to control the operation of the plant were
well written and being followed.

The most significant weaknesses involved the failure to have several
supporting programs: one to evaluate and appraise operations personnel
performance, another to ensure that applicable documents were sent
to the plant QA vault, and a third to traa transient or operational
cycles for components having cyclic limits. Other weaknesses
included the poor control and use of Night Orders and Operating
Instructions, and the failure to follow the administrative controls
established for Temporary Operating Procedures. 4

The performance category for the area of operations was considered
as Category One.

j

7. Corrective Action Systems
|

The objective of this portion of the inspection was to determine the
adequacy of the licensee's management controls over the corrective action
systems.

| 1

|

|
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a. Observations

The following are observations regarding the licensee's management
controls. Certain of the observations may not have been specific
regulatory requirements, but may provide the basis for subsequent
performance evaluations.

(1) The licensee's corrective action system was described in
general terms in the Operational Quality Assurance Program
(0QAP) for WPS, accepted by the NRC in July 1979. Corrective
actions were discussed in more detail in 0QAP, Section II, and
in various Quality, Administrative, and Engineering Directives.
The corrective action system was a composite of maintenance
work. requests, operating incident reports, licensee event
reports, nonconforming material and audit repcrts, 10 CFR 21
reports, and surveillance test exception reports. An implementing
procedure for corporate and site control of nonconformance and
corrective action had not been developed for departmental use.

The corrective action system did not include review of problems
identified in the areas of fire protection, security, radiation
protection, training, or QC inspections. Other conditions such
as deficiencies in valve positioning, nonreportable personnel
errors, or procedural inadequacies were not documented for
review and consideration by management. The failure to document
this information and forward it to management for their review
was considered a weakness.

(2) Specific training in the definition, use, or types of corrective
action was not provided to either corporate or site personnel.
Interviews revealed a limited understanding of the corrective
action system with the exception of certain QA personnel.

(3) A written program had not been established to ensure that
identified problems were adequately evaluated for safety
considerations, generic issues, or adverse trends. Management
stated they did not need or want a rigid written program because
their personnel were professionally responsible and did a good
job. The inspector was informed by management personnel that
problems or concerns were identified through an informal
(oral) system, relying primarily on first-line supervision
to pass any concerns up to management. The Plant Manager held
meetings with plant management every Monday through Friday to
assist in the oral communication method. Generic issues
were reviewed informally by department supervision. The
principal means of recalling past maintenance or other
discrepancies was" personal memory. The only method available
to obtain equipment failure information was to personally
examine all previous work requests for a particular piece of
equipment.

~
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ANSI N18.7-1976, Section 4.1(4), as referenced in OQAP Section I,
requires a program for review and audit of activities affecting
safety be established to detect trends which may not be apparent
to a day-to-day observer. A written trend analysis program had
not been developed for review of audit findings, surveillance
test exception reports, incident reports, maintenance work
requests, licensee event reports, radioactive effluent releases,
excess personnel exposure, or other quality program related
deficiencies to determine if generic, repetitive or impending
problems existed with personnel, training, management, materials,
design, procedures, systems, or components.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(4) Work requests (WR's) were used to repr"t discrepant plant
conditions and control corrective maintenance. ACD 5.4, Work
Request, revision F, required accurate descriptions of problems,
work performed and manhours expended. A unique requirement,
not typic' lly found at other sites inspected by PAS, was thea

review of WR's for adequate corrective action including problem
cause, correction, measures to preclude recurrence, and
determination of generic or repetitive aspects. However, as
described in paragraph (3) above, there was no written program
for performance or documentation of such a review. A review by
the PAS inspector of raw data for 49 QA type 1 work requests
written during a period of about 60 days revealed the following:

Only two had accurate descriptions of the cause of the.

failure.

Seven reported valve packing leaks that created contam-.

ination problems.

Two implied personnel or procedure deficiencies..

Six reported dirty filters. There was no apparent.

indication of actions taken to consider the potential
additions to the preventative maintenance program.

Other problems included six gasket failures, four
solenoid failures, five loose connections, and six
diesel engine air start failures.

There were fifteen systems identified. One system.

had nineteen failures, one system had three of four
solenoid failures, one system had four of six packing
leaks, another system had four of five loose connections.

. _ _ _ _
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QA Audits 80-60, 80-72, 81-41, 81-42, 81-45, 81-76 and 81-89
of maintenance and instrument and control activities did not
indicate that such an evaluation was made of WR's for
adequate corrective action, determination of root cause,
adverse trends, or generic and repetitive problems.

A similar review by the PAS inspector was made of 1980 and 1981
License Event Reports (LER's). Two apparent chronic problems
were noted. The first was reduction of the condensate water
storage tank level, a technica? specification (TS) violation,
and the second was a failure of dampers in the SBV system.
Action on the former problem was taken to revise the TS.
Action on the latter was not apparent even though problems
had been identified in March, June, July, and August 1980,
and December 1981.

For those 1980 and 1981 LER's reviewed, in many cases the root
cause of the problem was not given. The proximate cause was
given and implied that further review would be made to
determine the root cause. Follow-up LER's were not sent to
NRC. A QA audit 81-58, performed August 24, 1981, in this
area identified a similar problem as recurring but adequate
corrective action was not taken. The problem existed during
the PAS inspection.

The corrective action system did not concentrate on the identi-
fication, correction and preclusion of operating plant problems;
however, the overall system did concentrate on the determination
of reportability to the NRC.

(5) TS 6.5.3.8.c. establishes the requirement for a semiannual
audit of the results of all actions to correct deficiencies
occurring in plant equipment, structures, systems, or methods
of operation that affect nuclear safety. A review of QA
audits 80-72, 81-13, 81-58 and 81-65 revealed that all condi-
tions adverse to quality had not been audited. Only material
nonconformances, operating incident reports, and monthly
summaries of operating experience reports were audited. The
audits did not appear to verify that causes were determined
and actions taken to preclude recurrence. Work requests,
surveillance test exception reports, 10 CFR 21 reports or
problems identified in the araas of fire protection, training,
QC inspection, radiation protection, or security were not
included in the audits.

..

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

|

|
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(6) Routine corrective action in the area of maintenance was
informal and dealt only with the proximate cause. QC inspection
problems were not documented. Identified problems were
corrected on the spot; however, management was not involved in
determining root cause to prevent recurrence. (Refer to
Section 5.a.(8).)

(7) The established method for resolving problems that render'

quality unacceptable was described in QAD 11.2, Nonconformance
and Corrective Action Control, revision 3. Because of an
apparent high threshhold of reporting audit findings as non-
conforming or an open item, management was not afforded an
opportunity to take appropriate corrective actions. Examples
of this high threshhold of reporting are:

|

| Audit 81-76 of WR's identified these problems. "The.

; corrective action comments were normally very mininal .

and did not describe in detail the work performed.
.

Some of the descriptions appear not complete to
describe the required intended work." The problems
were not identified as nonconforming or open items
and still exist. WR's were used as the sole source for
equipment maintenance history.

Audit 81-58 of incident reports identified these problems..

"The untimely completion of incident reports is an area
that responsible supervisors should review because a
significant backlog has developed. It was observed that
of the 55 incident reports generated in the first half of
1981, only eight have been closed out. This item has been
addressed in previous audits and was again discussed with
the Plant Nuclear Engineer. In the area of incident
reports generated due to personnel error, a significant
increase has taken place with only two being identified in
1980 compared to ten reported in the first half of 1981.
In the preparation of this audit, the review of applicable
directives indicated that ACD 2.10 is in need of a general
updating as several areas were found to be out of date in
relation to other directives and the technical specification."
None of these problems had been identified as nonconforming or
open items.

b. Conclusions
i

Significant weaknesses in the corrective action program were the
failure to establish a written program to detect and analyze trends I

not apparent to the day-to-day observer and to perform audits of all
actions used to correct deficiencies occurring in the plant. Other
weaknesses were the failure to train personnel in the corrective
action systems, to take adequate and timely corrective action, and
to report audit findings as nonconformances or open items.

'
|
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The performance category for the area of corrective action systems
was considered as Category Three.

8. Licensed Training

The objective of this portion of the inspection was to evaluate the
adequacy of management controls in the area of licensed training.

a. Observations

The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but may provide the basis for subsequent performance
evaluations.

(1) The Hot License and Operator Requalification Training Programs
did not include provisions for training or retraining in the
area of administrative procedures which were utilized to meet
the requirements of the Operational Quality Assurance Plan.

(2) The Training Supervisor had not established an operator
requalification biannual schedule that identified personnel
to be trained; training needed, received, missed, and when it
would be rescheduled; and specifically, what must be reviewed
prior to attending scheduled lectures.

(3) During interviews with operators it was discovered that a
program had not been established to ensure operators received
adequate and timely training on implemented design changes
and modifications. Requirements were not established upon j
close-out of completed design changes to ensure that adequate
operator training had been accomplished.

(4) During the third requalification cycle (1979 and 1980) the
final grades of the annual requalification exams were
calculated using the grade received on a previous weekly health
physics quiz instead of including a section covering health
physics in the overall annual exam.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

;

(5) A review of licensed operators training records, revealed that
three senior reactor operators (SRO) and one reactor operator
(RO) had received such low grades on the 1980 requalification
exam that they were required to participate in an accelerated
training program. They received and passed the required oral
exam within 14 days after the requalification exam, but were
not re-examined as required by the NRC approved Operator Re-
qualification Program. Also, the annual exam was given in
May 1980, and renewal licenses were applied for as shown below.

_ _ _ - _ _ _ _ - _ _ _ _ _ _
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APPLIED FOR
QUAL EXAM ORAL 9,.' LICENSE

RO 5/80 5/80 7/80
SRO 5/80 5/80 10/80
SRO 5/80 5/80 5/81

*

SR0 5/80 5/80 4/80*

* Applied prior to low exam grade.

Therefore, when two of the SR0's and the RO applied for their
license renewal, which the Senior Vice-President Power
Supply Engineer endorsed, the requalification requirements
of the Operator Requalification Program for the above
individuals were not complete and current.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(6) Administrative controls for the training department were
inadequate. Essentially, they designated the responsible
person to perform certain functions and did not explain how
this person was to carry out the assigned responsibilities.
The following are examples where departmental instructions were
not established.

There were not any written instructions which established-
.

what forms were necessary and how they were to be used to
document the types of training given.

There were not any written instructions on how the training.

records were to be organized and what must be included in
them.

There were not any written instructions that established.

the methods which would be utilized to schedule
required training; ensure completion of training; and
reschedule remedial, accelerated, and missed training.

b. Conclusions

The Operator Training Program had been written and approved. The
program was deficient in the training and retraining of personnel
in administrative procedures and timely training on the effects
of design changes on systems, structures, and components. Due to
inadequate administrative controls, three operators were relicensed
with;ut completing the biannual requalification as required, and the
annual overall requalification grades were calculated using a
previous weekly exam grade.

The performance category for the area of licensed training was
considered as Category Three.

_ _ _ _ - _ _ _ . _ _ . . ~ :. m .
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9. Non-l.icensed Training

The objective of this portion of the inspection was to evaluate the
adequacy of management controls in the area of non-licensed training.

a. Observations

The following are observations regarding the licensee's management
controls. Certain observations may not have specific regulatory
requirements, but may provide the basis for subsequent performance
evaluations.

(1) 0QAP, Section 13, paragraph 3.2.3, states, in part, that the
training program shali provide suitable training of other station
personnel such as supervisors, professionals, operators and
technicians. Training programs for plant engineers, supervisors,
and superintendents had not been established.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(2) The training programs for the maintenance, radiation protection,
chemistry, and equipment and auxiliary operators were recently
approved, but were not fully implemented. These programs lacked
specific retraining or refresher training requirements, and QA
and QC indoctrination and training requirements. Also, there
was no program established for training of non-licensed personnel
on changes to systems, components, or structures caused by design
changes.

(3) The program for training of the corporate staff was established
by Power Supply and Engineering Procedure, " Training Requirements
and Records (Professional and Technical)." It appeared that
this procedure was adequate to establish training requirements
and to record the completion of them. Certain requirements of
this procedure did not appear to be implemented. For example,
the annual review of training requirements and records had not
been performed. Management attention was insufficient to ensure
that appropriate personnel performed their responsibilities as
established by the procedure.

(4) There was an attitude among some supervisors that training had a
low priority when establishing personnel work schedules. Also,
some supervisors felt that additional training was not neccessary
since the plant had an excellent safety and operating history.

b. Conclusions

Non-licensed training programs had been established for station
personnel, except for engineers, supervisors, and superintendents,
but none of the programs had been fully implemented. The established
training programs failed to incorporate three important categories:
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refresher training, QA and QC indoctrination and trainig , and
training on changes to the plant design. The licensee had begun to
increase the training staff and planned to improve the administrative

! controls for the training group. However, to implement an effective
i training program, increased management attention is needed to
{ improve the attitudes towards non-licensed training.

The performance category in the area of non-licensed training was
considered as Category Three.

10. Radiation Protection, Radiochemistry, and Radwaste Management

The objective of this portion of the inspection was to evaluate the
adequacy of the licensee's management controls associated with radiation
protection, radiochemistry and radwaste management.

a. Observations

The following were observations regarding the licensee's management
controls. Cc +.ain observations may not have specific regulatory
requirements, but will provide the basis for subsequent performance
evaluations.

(1) The radiation protection program was established by written
plant Administrative Control Directives (ACD), Rad-Chem
Procedures, and verbal communications from plant and corporate
management. A Kewaunee Radiation Protection Manual had been
prepared (last updated October 1978) to address general policy,
but this document was not an official, controlled document.
Thus, management had not promulgated the basic radiation policy
to be implemented by the plant directives and procedures. Areas
not addressed by the established program included:

Management commitment to maintain an effective radiation.

protection program to keep individual and collective
radiation doses to workers below NRC regulatory limits and
as low as reasonably achievable (ALARA).

Responsibility of supervisors to integrate appropriate.

radiation protection controls into all work activities.

Responsibility of each worker to understand and follow.

procedures, and to maintain his or her radiation exposure
as low as reasonably achievable.

Program responsibilities and authority of the radiation.

protection organization.

Management commitment to strict compliance and enforcement.

of NRC regulatory requirements, plant radiation exposure
limits, and limits for release of radioactive materials
from the plant.

_
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(2) The program appeared to be generally adequate to continue the
level of radiation protection provided over the past few years,
a period in which the collective and individual radiation doses
were at the lowest levels in the nuclear power industry.
However, interviews with plant personnel and a review of the NRC

~ Regional Office report of the Health Physics Appraisal, conducted
in October 1980, revealed that performance demands on the
program had been low due to good fuel performance; a small,
stable, well qualified plant work force; good primary and
secondary chemistry control; and an overall plant commitment
to the prevention and cleanup of contamination (facilitated by
the epoxy painted concrete surfaces in the Auxiliary Building).

(3) The general responsibilities and lines of authority and
communication for plant radled. ion protection personnel were
defined in ACD 2.1,. Plant Organization, revision B; and ACD 6.1,
Health Physics and Chemistry Group Organizations, revision C.
The organizational structure did not include an individual
designated as " Radiation Protection Manager" (RPM). Interviews
and observation revealed that the RPM functions defined in NRC
Regulatory Guide 1.8 and draft NUREG-0761 were shared by the
Health Physics Supervisor and his supervisor, the Plant Services
Superintendent. The Health Physics Supervisor's duties were
associated with the day-to-day conduct of the program, and the
Plant Services Superintendent functioned more in the management
of the program, providing technical input into the plant review-

process and operational planning. In addition to reporting to
the Plant Services Supe-intendent, who reported to the Plant
Manager, the Health Physics Supervisor also had. direct access
to the Plant Manager in matters of nonradiological safety and
radiation protection. This organizational arrangement appeared
to be adequate to manage and implement the plant radiation
protection program.

Several significant organizational changes were made during the
past year to improve certain elements of the program which were
identified as weaknesses during the NRC Health Physics Appraisal.
These changes included formation of a Radiation Helper Group
under the Health Physics Supervisor, a new position of Plant
Health Physicist, which was vacant, reporting to the Plant
Services Superintendent, and transfer of the Radwaste Technologist
from Operations to a position reporting to the Plant Health
Physicist. At the corporate level, a new position of Corporate
Health Physicist had been added under the Nuclear Services
Supervisor and was filled in November 1981. In addition to
these organizational changes, during this inspection a new
position of Assistant Health Physics Supervisor was authorized
by WPS. This new position was added in response to the
licensee's awareness of a weakness in supervisory control due
to the expansion of the radiation protection organization, and
the need for backshift coverage of outage activities. Tl e

; recent implementation of these changes and the two unfilled i

I
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I positions precluded the realization of program performance
! improvements at the time of this inspection, but indicated
L management's commitment to a radiation protection program.

(4) TS 6.3.1 requires that the qualifications of each member of the
plant staff meet or exceed the minimum acceptable levels,

! specified in ANSI N18.1-1971. A review of personal resumes of
training and experience for radiation protection personnel
showed that the above referenced requirements were met for
those functioning in responsible positions. However, inter- {
views with plant management revealed that there were no formal !
selection and qualification criteria established to assure that
inhouse and contracted personnel met the requirements prior to
being allowed to functioO_in_ responsible positions. In
addition, a review of the new Radiation Protection Technologist I

Training and Qualification Program also revealed no reference
to, or methodology to achieve and document, the prerequisite jqualifications established by the TS. i

(5) The licensee had not provided comprehensive position descriptions
for all personnel assigned responsibilities in the radiation
protection and chemistry programs. Review of existing state-
ments of responsibility showed only drafts, brief descriptions
for job classification purposes, or generalized responsibility
statements for supervisor and above positions in the ACD's. An
interview with the Plant Manager and review of drafts in
progress revealed that the licensee had conducted job studies
and was in the process of developing position descriptions for
all plant positions. Interviews with a number of radiation
protection and chemistry personnel at each level in the
organization revealed that those in positions that had been
established in the past were familiar with their assigned
duties and responsibilities, while those in newly established
positions, such as Radiation Helper, were less knowledgeable.
A similar condition was observed at the corporate office in
regard to the Corporate Health Physicist. Management
had not fully defined the authority and responsibilities of
this position.

(6) The plant radiation protection organization was also assigned
responsibility for first aid and nonradiological safety.
Interviews with radiation protection personnel and reviews of
their training and background revealed a general lack of
qualifications to perform their duties in these areas at a
high level of competency. First aid training was limited to
CPR and the standard Red Cross multimedia course, and there
was essentially no industrial safety training.

(7) Interviews with corporate management and reviews of QA audit
reports revealed a weakness in radiation protection program
oversight and monitoring of program status. The QA audit I

procedures for radiation protection and chemistry addressed
only the implementation of, or compliance with, selected

|
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procedures, and did not provide for evaluating the effectiveness
of various elements of these programs as stated in Section 4.5
of ANSI N18.7-1976. In addition, as previously stated in
Section 3.a(3) of this report, the audit team makeup for these
audits generally did not include specialists with expertise in
radiation protection or chemistry.

(8) Corporate management had not promulgated an overall statement
of policy, goals, and objectives for an effective ALARA program.
In addition, there was no designated individual or committee
within the corporate organization who was responsible for manage-
ment, planning, and direction of the ALARA program at the upper
management level. Interviews and observations at the plant
revealed that an informal ALARA program had been effected;
however, plant management had not developed an approved, docu-
mented ALARA program to implement the recommendations of NRC
Regulatory Guides 8.8 and 8.10, and formalize the ALARA practices
which had already been utilized effectively to limit personnel
exposures.

(9) Interviews with plant personnel revealed a universal opinion
that the Radiation Protection Technologists had the authority
to enforce radiation protection procedures and to stop work if
hazardous conditions developed. Instructions to plant personnel
to this effect were contained in ACD 6.3, Radiation Work Permits,
revision E, but this was not clearly described in a directive
defining the radiation protection group's authority. In
addition, plant management had not established a formal system
to identify, document and obtain corrective action for
violations of radiological control procedures. This could
result in management not being aware of significant program
violations. Interviews with radiation protection personnel and
review of the Health Physics Log revealed that violations of
procedures were generally handled informally and an entry
describing the incident placed in the log. Two examples of
such violation were observed to have occurred and been
documented in the log on December 18, 1981 as follows:

Two individuals, who should have been familiar with.

plant procedures, entered the controlled area without
signing the " Controlled Area Log Sheet" as required by
procedure RC-HP-28, Controlled Area Entry and Exit,
revision D.

Several individuals entered the controlled area, an area.

requiring authorization on an approved Radiation Work
Permit (RWP) for entry, without initialing the RWP prior
to entry as required by ACD 6.3.

Both of these occurrences were contrary to TS 6.11, which
requires adherence to radiation protection procedures for all
operations iciolving personnel radiation exposure.

_ _ - . _ _
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This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(10) Interviews with personnel revealed that the exchange of infor-
mation within the radiation protection organization was
adequate to provide program continuity. Also, communications
with other plant organizations were adequate to provide pre-
planning and scheduling of radiation protection activities
related to planned outages. However, it was revealed that the
Radiation Protection Office (RPO) did not routinely receive
advance notice of Maintenance Work Requests or other plant
activities which might require the issuance of RWP's during
normal, nonautage operation. Radiation protection personnel
stated that under these conditions it was common for workers to
arrive at the RPO with an RWP which had been initiated without
prior notice. In addition, the RWP's often were not properly
filled out with required information resulting in delays and
inefficiencies in providing radiation protection support. The
apparent weakness in interdepartmental communication durlag
nonoutage operations was considered to be inconsistent with the
positive attitude toward the radiation protection program
displayed during interviews with personnel.

(11) TS 6.11 requires that radiation protection procedures shall be
prepared, approved, and maintained consistent with the require-
ments of 10 CFR 20. ACD 2.6, Plant Procedures, revision F;
and ACD 6.2, Chemistry and Health Physics Group Procedures,
revision C, defined the responsibilities and requirements
related to control of radiation protection and chemistry
procedures. It was observed that these procedures were
reviewed by the Health Physics or Radiochemistry Supervisor,
respectively, and approved by the Plant Manager. The pro-
cedures were reviewed at designated frequencies, and the
review was documented in the plant planning and scheduling
program. Interviews and observations revealed that there was
no formal management control system to assure that activities
described in the ACD's and TS were, in fact, covered by
written, approved plant procedures.

During the inspection, some activities related to 10 CFR 20
survey and exposure control requirements were found to have been
conducted without the guidance of written, approved plant
procedures. Three examples are:

There were no written, approved plant procedures to.

control the operation of the computerized radiation
protection information management system. This system I

was routinely used to collect and process personnel i
exposure and radiological control data.

. . _ -
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There were no approved plant procedures to control the.

Chem-Rad Clerk performance of calculations and compilation
of the data regarding radioactivity released in liquid
effluents from the plant.

There were no approved plant procedures to control the.

man-test during administration of quantitative fit testing
of respiratory protection devices.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

(12) An identified strength in the licensee's radiation protection
program was the computerized radiation protection information
management system. This systein allowed the entry and retrieval
of data from the controlled area entry log, RWP's, respiratory
protection medical examination and fit testing records, air-
borne radioactivity surveys, and other sources of basic
radiation protection information. In addition, the system
provided various user programs for processing the data,
including the capability of obtaining worker radiation dose
breakdowns by employee name, employer code, crew number, and
the job (s) on which exposures had been incurred. One weakness
observed in this system was the lack of adequate documentation
such as program flow charts, records of program verification,
and operating instructions which could be understood by the end
user. Interviews revealed that there were a limited number of
individuals fully knowledgeable in the operation of the system.
Should these individuals depart, the effectiveness of this
valuable resource would be jeopardized by the loss of indepth
knowledge possessed these individuals.

(13) The licensee had established a bioassay program to demonstrate
compliance with the radioactivity intake limits specified in
10 CFR 20.103. The program consisted mainly of periodic whole
body counting performed at the plant using equipment and
analytical services provided by an offsite vendor. Review of
the licensee's program revealed that there was no periodic
onsite calibration, using phantoms and NBS traceable radio-
activity sources, to ensure that the whole body counting
results were valid.

(14) The licensee had established a respiratory protection program
to limit the intake of radioactivity by workers in airborne
radioactivity areas. Several improvements in the program had
been accomplished during 1981, primarily as the result of the
licensee's actions to correct weaknesses identified in the NRC
Health Physics Appraisal report. Improvements included a
quality control procedure to ensure breathability of service
air, providing a portable breathing air manifold and filter
system, removing unapproved devices from supply, designating

. .
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new facilities for respirator cleaning and storage, and
collecting respiratory protection technical data into the
Respiratory Protection Manual. Interviews with radiation
protection personnel and observations of respirator facilities
revealed that some of the identified weaknesses still existed;
the latter two items listed above had not been fully implemented
at the time of this inspection. The Respiratory Protection
Manual had been assembled but not reviewed, approved, and
issued as a plant document. In addition, the respirators were
still being processed in the equipment decontamination room
sink, a potentially contaminated area. The Health Physics
Supervisor stated that a better location had been selected and
a Design Change Request submitted for the new facility.

(15) The licensee had implemented personnel monitoring for external
radiation exposure by the combined use of self reading pocket
dosimeters, inhouse processed thermoluminescent dosimeters
(TLD), vendor supplied TLD's, and surveys and timekeeping for
neutron and beta exposures in containment. The licensee's
program in this area appeared to be generally adequate, but a
review of procedures revealed the following weaknesses.

The licensee's quality control program for exposing the
two types of TLD's to known amounts of radiation for
performance comparisons was not formally documented with
specification of acceptance criteria, corrective actions
required if the criteria were not met, and the monitoring
of trends and documentation of results.

In addition, the licensee's quality control program did.

not include similar performance testing with known beta
radiation exposures.

The licensee's procedures controlling personnel monitoring.

did not provide adequate guidance regarding the monitoring
of nonuniform exposure fields or monitoring of workers'
extremity exposures.

(16) The licensee's control of radioactive materials and contamination
at the controlled area access point and in the Auxiliary
Building was observed during tours of the facility conducted on
December 8, 1981, and January 7, 1982. During the tours, good
housekeeping and adequate posting of radiation areas, high 4'

radiation areas, and radioactive materials areas were observed.
However, weaknesses were observed in the licensee's controls
as follows:

Contamination control at the controlled area access point.

was degraded by the practice of handling potentially
contaminated protective clothing in the " clean area"
without any method of containment, and without protective
gloves and clothing for the individuals performing this
function.

,
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The controlled access point had primary and secondary.

access doors into the Auxiliary Building. The secondary
access door was used frequently to gain access to the
chemistry hot laboratory, a potentially contaminated work
area, but the same contamination control measures used at
the primary access were not required when exiting through
this door. Workers exiting at this door removed their
rubber shoe covers at a step-off point and proceeded
across the clean area with potentially contaminated lab-
coats, which were then deposited at the primary access
used clothing receptacle. This practice had the potential
for spreading contamination into clean areas.

Contrary to 10 CFR 20.203(f), during the tours in the.

7
Auxiliary Building, numerous plastic bags and steel drums
containing radioactive materials, in sufficient qualities
to produce radiation levels of up to 35 mrem /hr on contact,
were observed not to bear radioactive materials caution
labels as specified in NRC regulations.

The latter observation was discussed with the licensee and
presented to the NRC Senior Resident Inspector as a potential
enforcement finding.

(17) The licensee maintained an inventory of calibrated portable
radiation measuring instruments for the performance of routine
and special radiation protection surveys. The supply of these
instruments had been reviewed during the NRC Health Physics
Appraisal and the subsequent report recommended an increase in
instruments be considered to improve the licensee's program.
A review of the supply of portable dose rate instruments shcwed
that the licensee had increased the number of instruments by
approximately 50 percent since the Health Physics Appraisal.
However, the number and types of ion chamber doses rate
instruments were still low, and the type of instruments
provided did not include portable survey meters suited to
measure beta radiation doses rates.

(18) The licensee also maintained an inventory of " friskers" for the
detection of contamination on personnel and equipment, and
constant air monitors for the detection of airborne radio-
activity. A review of the use of this equipment revealed a
weakness in the licensee's program in that no attempt was made
to determine the efficiencies or sensitivities of the radiation
detectors with radioactive sources of known activity. Because
of this, the licensee could only detect relative changes in
contamination or airborne radioactivity without any knowledge
of the baseline level of radioactivity which could be detected.

(19) The licensee's program for solid radioactive waste (radwaste)
processing, packaging, and shipment was established by Rad-Chem

;
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and Operating procedures. Deficiencies in the equipment and
procedures for processing and handling of solid radwaste
resulting in excessive personnel exposures had been previously
identified in the NRC Health Physics Appraisal report. To
strengthen this area, the licensee had transferred the Radwaste
Technologist from Operations to a position reporting to the newly
established Plant Health Physicist. This move was made to provida
additional direct supervisory attention to this activity. Inter-
views and document reviews revealed that significant improvements
had not been realized at the time of this inspecton, due partially
to lack of success in filling the Plant Health Physicist position.

Interviews and review of procedures related to radwaste
processing revealed that the licensee had implemented a QA
program for solid waste packaging and shipment pursuant to the
requirements of 10 CFR 71.12; 10 CFR 7.151; and 10 CFR 71,
Appendix E. However, two deficiencies in the application of
the criteria in Appendix E were noted as follows.

Contrary to Criterion 5, there were no plant procedures.

to control the filling, labelling, inspection, and radio-
activity content determination of waste containers.

Contrary to Criterion 10, there was no documented quality
control inspection program for radwaste packaging and
shipment.

This observation was discussed with the licensee and presented
to the NRC Senior Resident Inspector as a potential enforcement
finding.

b. Conclusion

The licensee had established programs for radiation protection,
radiochemistry, and radioactive waste management which had been
effective in maintaining radiation doses and radioactive effluents
at low levels. Key plant personnel involved in these areas appeared
to be qualified, knowledgeable, and motivated.

Strengths in the licensee's programs were the positive attitudes of
most plant workers toward radiation protection, the attention to
good housekeeping and decontamination of work areas, increases in
radiation protection and chemistry staffing levels, the computerized
radiation protection information system, and the favorable operating
history which reduced the potential for radiation protection
problems.

Weaknesses in the licensee's program were primarily related to
management's failure to establish formal programs and to provide
adequate audit and review of program effectiveness. The lack of
written programs with the increase in plant staffing and addition
of new program requirements have the potential to cause significant
breakdowns in the radiation protection program.

|
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The performance category for the area of radiation protection,
radiochemistry and radioactive waste management was considered as
Category Two.

11. Management Exit Interview

An exit meeting was conducted on January 8, 1982, at the Wisconsin Public
Service Corporate Office with the licensee representatives identified in
Attachment A.

The scope of the inspection was discussed, and the licensee was informed
that the inspection would continue with further in-office data review and
analysis by team members. The Team Leader discussed the issuance of an
appraisal report, containing observations, and that the team would draw a
conclusion for each functional area inspected and classify the management
controls for each area as Category One, Category Two, or Category Three.
The licensee was informed that a written response may be requested for any
areas designated as Category Three. The licensee was also informed that
some of the observations may become potential enforcement findings that
would be presented to the NRC Senior Resident Inspector for further
disposition. The team members presented their observations for each area
inspected and responded to questions from the licensee representatives.

I
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Appendix A
EXECUTIVE SUMMARY

A team of six Inspection Specialists from the Performance Appraisal Section
conducted an announced inspection at the Kewaunee Plant and the Wisconsin
Public Service Corporation corporate office during December 7-18, 1981, and
January 5-8, 1982. The management controls in nine areas were evaluated,
and each area was classified into one of three performance categories:
Category One, Category Two, or Category Three. These performance categories
are defined in Section 1 of this report. Of the nine areas evaluated, the
management controls for the area of Plant Operations were classified as
Category One, four areas were classified as Category Two, and four areas were
classified as Category Three.

The inspection team members were impressed with the cleanliness maintained at
the Kewaunee Station. It was obvious that management and staff took pride
in the general appearance of the facility. The Kewaunee staff appeared to be
well qualified with a very low turnover rate. Staff members interfaced with
each other and were highly motivated.

One significant weakness identified in the management controls that was evident,
to some extent, in all areas evaluated was the lack of written procedures
describing the performance of staff activities and responsibilities. For the
most part, the performance of the activities was not questioned, only the
informality.

Observed s angths and weaknesses in the management controls in each area
evaluated a.s presented in the Details of this report. A brief discussion of
the inspection findings for each area is presented in the following summary.

Committee Activities: Category Two (Section 2). The Plant Operating Committee
(PORC) and the Nuclear Safety Review and Audit Committee (NSRAC) charters
contained little more than that described in the Technical Specifications.
Implementing procedures were not provided. Significant weaknesses included the
informality of the PORC review process, particularly for Design Change Requests;
failure of PORC and NSRAC to review QA audit reports; failure of NSRAC to be
fully cognizant of QA audit activities; and the lack of a comprehensive listing
of regulatory requirements and commitments.

Quality Assurance Audits: Category Three (Section 3). The licensee had
developed a basic program of planned and documented audits which verified
compliance with administrative controls and the Operational Quality Assurance
Plan (0QAP). The most significant weakness was the failure of NSRAC to perform
a comprehensive review and assessment of the effectiveness of the 0QAP. Other
significant weaknesses included the failure to audit some aspects of the
Technical Specifications and failure to include, in individual audit
summaries, an evaluation statement regarding the effectiveness of the area
audited. Contributing weaknesses were the lack of trending audit findings,
minimal use of technical specialists to augment audit teams, use of non-
standardized checklists, lack of a comprehensive cross reference or matrix
of 0QAP requirements, and the failure to have the QA Department review
directives for inclusion of quality requirements.

.
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Design Changes and Modifications: Category Two (Section 4). The licensee had
established and implemented a program to control safety related design changes
and modifications. With some exceptions the program met the prescribed require-
ments. The major exceptions identified were that the technical interfaces
between the Wisconsin Public Service (WPS) Corporation and engineering firms
were not defined, safety evaluations were limited in scope, and engineering
reviews of design changes had not been appropriately documented.

Maintenance: Category Two (Section 5). WPS had established an adequate
maintenance program. A significant weakness was the lack of instructions
for QC inspectors to document problems or deficiencies observed during
inspections. Other weaknesses existed in QC inspector qualification
certification and the failure to effectively use machinery history information.

Plant Operations: Category One (Section 6). The operations organization was
staffed with well qualified individuals, who were knowledgeable of
the responsibilities and requirements established for their position. The
operating and surveillance procedures implemented to control the operation of
the plant were well written and being followed. The most significant weaknesses
involved the failure to have several supporting programs: one to evaluate and
appraise operations personnel performance, another to ensure that applicable
documents were sent to the plant QA vault, and a third to track transient or
operational cycles for components having cyclic limits. Other weaknesses
existed in the control and use of Night Orders and Operating Instructions,
and the failure to follow the administrative controls established for
temporary operating procedures.

Corrective Action Systems: Category Three (Section 7). Significant weaknesses
in the corrective action program included the failure to establish a written
program to detect and analyze trends not apparent to the day-to-day observer
and failure to perform audits of all actions used to correct deficiencies
occurring in the plant. Other weaknesses were the failure to train personnel
in the corrective action systems, to take adequate and timely corrective action,
and to report appropriate audit findings as nonconformances or open items.

Licensed Training: Category Three (Section 8). The Operator Training Program
had been written and approved. The program was deficient in the training and
retraining of personnel in administrative procedures and timely training on
the effects of design changes on systems, structures, and components. Due
to inadequate administrative controls, three operators had been relicensed
without completing the biannual requalification as required, and the annual
overall requalification grades had been inappropriately calculated using a
previous weekly exam grade.

Non-Licensed Training: Category Three (Section 9). Nonlicensed training
programs had been established for station personnel except for engineers,
supervisors, and superintendents, but none had been fully implemented. The
established training programs failed to incorporate refresher training,
QA and QC indoctrination and training, and training on changes to the plant
design. The licensee had begun to increase the training staff and had plans
to improve the administrative controls for the training group.

.
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Radiation Protection, Radiochemistry and Radwaste Management: Category Two
(Section 10). The licensee had established programs to control radiation
protection, radiochemistry, and radwaste activities. Individual and collective
radiation doses were at the lowest levels in the nuclear power industry (rad-
waste operations excepted), and radioactivity in effluents was well below
regulatory requirements. The effectiveness of these programs was primarily
attributable to the positive attitudes of plant workers, the effective cleanup
and decontamination techniques, and favorable operating experience. Program
weaknesses were primarily the result of management's failure to establish
formal written programs and to provide adequate audit and review of the radiation
protection program.

.
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ATTACHMENT A

a. Persons Contacted

The following list identifies (by title) the individuals contacted during
this inspection. The columns to the right of the listing indicate the areas
for which that individual provided significant input. The number at the top
of each column refers to a specific section of the report. Other indi-
viduals, including technical and administrative personnel, were also
contacted during the inspection.

Title of Individual

Corporate Office 2 3 4 5 6 7 8 9 10

*Vice President, Power Supply x x x x x x
and Engineering

* Manager, Nuclear Power x x x x
* Assistant Manager, Nuclear Power x x x x
* Superintendent, Plant Design x x

and Construction
* Supervisor, Nuclear Design Change x x x x x
Supervisor, Nuclear Technical x x x

Review
Supervisor, Nuclear Services x x x x x x

* Supervisor, Nuclear Licensing x x x x x x
and Systems

* Supervisor, QA and Technical x x x x x x x x x
Services

QA Auditing Assistants (3) x x x
Engineers (3) x x x x x
Document Control Engineer x x
Director, Fuel Services x '

Systems Analyst
.

x x
* Nuclear Emergency Preparedness x

Coordinator

Kewaunee Site

Plant Manager x x x x x x x x x
* Maintenance Superintendent x x x x x x
*0perations Superintendent x x x x x x x
* Plant Services Superintendent x x x x x x
Operations Assistant x x x x x x x x x

Superintendent
Maintenance Assistant x x x

Superintendent

A-1
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Kewaunee Site (cont'd.) 2 3 4 5 6 7 8 9 10
-

,

Instrumentation and Control x x x x x
Assistant Superintendent

* Technical Supervisor x x x x x x x x x
Maintenance Supervisor x x x x x x
Instrument and Control Supervisor x x x x x x
Operations Engineer x x x
Training Supervisor x x x x x

,Training Specialist x x x x |Maintenance Engineer x x x x |Nuclear Engineer x x x
Quality Control Supervisor x x x x x x
Quality Control Technicians (3) x x x x
Maintenance Coordinator x x
Health Physics Supervisor x x x
Radiochemistry Supervisor x
Plant Security and Administrative x x x

Supervisor
Radiation Protection x

Technologist (4) '

Radwaste Technologist x
Shift Supervisors (3) x x x x x x
Control Operators (3) x x x x x x
Auxiliary Operators (2)
Equipment Operators (2) x x x x x x
Electricians (2) x x x x x ;

Mechanics (3) x x x x x
Instrumentation and Control '

x x x
Technicians (2) '

Radiation Protection Helper x
Fire Protection Specialist x x

* Attended exit meeting on January 8, 1982

b. Documents Reviewed

The documents listed below were reviewed by the inspection team members to
the extent necessary to satisfy the inspection objectives stated in
Section 1 of the report. The specific procedures referenced in the report
are listed by title and revision number, if applicable, when they first
appear.

,

(1) Technical Specifications (TS)
Section 3.0, Limiting Conditions for Operations '.

Section 4.0, Surveillance.

Section 6.0, Administrative Controls I.

(2) Final Safety Analysis Report (FSAR)
(3) Administrative Control Directives (ACD's) '
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(4) Engineering Control Directives (ECD's)
(5) Quality Assurance Directives (QAD's)
(6) Operations Quality Assurance Program Manual (0QAPM)
(7) Radiation Protection Manual (unofficial)

n (8) Respiratory Protection Manual (unofficial)
(9) Nuclear Safety Review and Audit Committee (NSRAC) Charter, revision 4|' (10) Plant Operating Review Committee (PORC) Charter

(11) Wisconsin Public Service Corporation and Kewaunee Plant Organization,

'

Charts
r (12) Operator Hot License Training Program
I (13) Operator Requalification Program
i' (14) Non-licensed Training Programs Manual

(15) Selected Design Change Requests (DCR's)
(16) NSRAC Meeting Minutes for 1979, 1980, and 1981

) (17) PORC Minutes for 1981
(18) Selected Incident Reports
(19) Selected Licensee Event Reports
(20) Selected Nonconformance Reports ;
(21) Selected Maintenance Work Requests '

(22) Selected Logs and Records>

I (23) Selected Health Physics and Radiochemistry Procedures
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