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) Modification)

(Big Rock Point Nuclear Power Plant))

TESTIMONY OF EDMUND W. RACIBORSKI
CONCERNING O'NEILL CONTENTION IIG(a)

I. INTRODUCTION

My ne.me is Edmund W. Raciborski, and I am presently

-the Quality Assurance Superintendent at the Big Rock Point

facility. My responsibilities as QA Superintendent are to

verify the implementation of the Consumers Power Company

Quality Assurance Program at Big Rock through the conduct of

audits, surveillances, and the review of documents associated

with the implementation of the program. I have a Bachelor

of Science degree from Western Michigan University and have

been employed in the quality assurance field for eight

years, with four of those eight years spent at operating

nuclear facilities, namely Palisades and Big Rock Point. (A

copy of my professional qualifications is attached). Based

on my education and work experience, I feel I can adequately

address O'Neill Contention IIG(a) which states:
|
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Administrative controls pro-
posed to prevent a cask drop
over the pool are inadequate.

'

These are mentioned on pages
4-9 of the application. Ad-
ministrative controls have
proved inadequate in the past
in preventing incidents and
are frequently violated at
the plant.

The purpose of this testimony is to respond to

O'Neill Contention IIG(a), specifically the third sentence,

" Administrative controls have proved inadequate in the past

in preventing incidents and are frequently violated at the

plant." To show that the administrative controls involving

the spent fuel pool at Big Rock Point are adequate for
,

preventing incidents and are-not frequently violated at the

i plant, I will begin addressing this contention by explaining

what quality assurance is and what specifically we, the ,

quality assurance staff, do at Big Rock Point. Secondly, I

will explain how we identify, track, and resolve deficiencies

associated with the violation of administrative controls.

Thirdly, I will explain the results of my survey of the

violations involving the spent fuel pool. Finally, I will

list my conclusions and the basis for those conclusions.

II. QUALITY ASSURANCE AT BIG ROCK POINT PLANT

Quality assurance is defined as 'all those planned

and systematic activities necessary to provide adequate

- _ - - -_ . - . .
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confidence that a structure, system, or component will

perform satisfactorily in service." Quality assurance (QA)

is not only my job but everybody's job at Consumers Power
1

'

Company's Big Rock Point plant. Big Rock Point, as well as

all other nuclear facilities, has implemented a QA program

to assur3 that operations are performed in a correct and

consistent fashion. The basis-for-this quality assurance

program is Title 10 of the Code of Federal Regulations, Part

50, Appendix B (commonly referred to as 10 C.F.R. Part 50,

i Appendix B), and the American National Standards ANSI N 18.7,
,

! 1976, titled, " Administrative Controls and Quality Assurance

for the Operational Phase of Nuclear Power Plants."

Quality assurance encompasses activities asso-

ciated with doing a job correctly as well as verifying and
2

documenting the satisfactory progress and completion of

work. The term, quality assurance, also describes my func-

i tional unit responsibility to verify and document the satis-
!

factory implementation of the QA program at the plant site.

We, as a department, serve as the in-house monitor of the

implementation of the program, acting independently of the

( plant management staff and free from cost and schedule

considerations involving the operation of the plant. We

perform our verifications through a system of checks that

include audits, surveillances, inspections, document reviews
f

I
|
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and identification documentation, follow-up, and resolution

of deficiencies and nonconformances. Quality assurance

personnel have the authority to stop work if, in our opinion,

it is not being safely carried out.

III. THE DEVIATION REPORTING AND CORRECTIVE ACTION SYSTEM

one of the basic foundations for the quality

assurance system is the ability to document, evaluate, and

resolve deficiencies, such as violations of administrative

controls, as they occur within the program. The method used

in Consumers Power Company and at Big Rock Point to accom-

plish this is called the deviation reporting and corrective

action system. This system has been established to assure

that conditions adverse to the quality of items and acti-

vities are promptly identified, documented, reported to

appropriate levels of management, and corrected.

To assist in describing the corrective action

system as it is today, I feel it is necessary to look back

| into the history of the system and follow its growth from

inception to the formalized reporting system it is today. ,

|

The original corrective action document used at, and devel- I
l

oped by, Big Rock Point was the " operating incident." This j

document was developed in the mid-1960's to assure the plant

met the reporting requirements outlined in the Big Rock
(
|

!

!
!
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Point plant's Technical Specifications. The " operating

incident" was an attempt to formalize the reporting of

problems. It documented the incident, the action taken

after the incident, the plant review committee review and

recommendations, and the final disposition by the plant

superintendent. This type of reporting served to meet the

needs of the plant and Atomic Energy Commission ( AEC ) until

the early 1970 's when the reporting requirements changed and

necessitated a revision of the corrective action system.

The new corrective action document was called the QA-16 -
|

Abnormal Occurrence Report / Unusual Incident. This document

formalized the reporting system and required more detailed

documentation of the problem, the immediate corrective

action, the conclusions and final disposition, the approval

by the plant superintendent and the QA audit engineer on-

site.

Today the corrective action system is a graded

system which uses different reporting forms to document

problems or nonconformances. This graded approach is based

i on the seriousness of the event or potential event, starting

with reportable occurrences and lessening in scope to minor'

equipment malfunctions, personnel errors, or documentation

anomalics. The ccrrective action documents (CAD's) used in

this system are outlined as follows:
i

I



-.

-6-

1. Event Report (ER) (QA-19 ) in initiated to document
items that may be reportable to the Nuclear
Regulatory Commission using the following
guidelines:

A. Events identified in the plant Technical
Specifications as reportable.

B. Instances of noncompliance identified in NRC
inspection reports.

C. Conditions identified by the NRC as
unsatisfactory when evaluation _by the Plant
General Manager / Superintendent determines that
corrective action is necessary.

D. Events which are violations of plant technical
specifications.

E. Deviations which have been documented in
Deviation Reports (DR's) or Nonconformance
Reports (NR's) that are determined to be
reportable during evaluation.

F. Honreportable events which are not reportable
to the NRC, but are determined to be sericus
enough to warrant an Event Report.

2. Nonconformance Reports (NR's) (QA-17) - Only Quality
Assurance Department personnel issue NR's.

A. Nonconformance Reports are issued to document
significant programmatic deficiencies or
multiple recurrences of less significant
deficiencies indicating a significant adverse
trend.

!
3. Deviation Reports (DR's) (QA-16) are initiated to

document the following situations. '

A. Failure of Q-Listed items when an evaluation by
the Supervisor responsible for use of the item
determines that, in addition to repairing the
item, corrective action is necessary to prevent
recurrence because of the severity of
repetitive nature of the failure.

|
,

!

|
|
(
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B. Audit findings that result from auditing
internal operations.

C. Deviations from specified criteria.

D. Use of measuring and test equipment that is out
of calibration or has exceeded the calibration
due date.

E. Unusual conditions significant to safe plant
operations.

F. Failure to comply with a docketed commitment.

G. Failure to follow approved procedures.

4. Nonconforming Material Reports (NMR's) are used to
document and disposition deficiencies detected
during Receipt Inspection. The form provides for,

identification of discrepant material and the
source of supply; disposition of the nonconformance
(Reject, Rework, Repair, use as is) including any
technical considerations used in reaching the final
dispostion; and completion review. A copy of the
completed NMR is forwarded to the Director
QA-Nuclear Operations to serve as input into the
evaluation and re-evaluation of' suppliers for the-4

'
Nuclear Quality Assurance Program Approved Suppliers
List. (Note: This is the only corrective' action
document that is not included in the Corrective
Active Status Reporting System Data Bank).

5. Recommendations to stop work (RSW) (QA-18) are
initiated if an occurrence is serious and the
immediate measures taken to mitigate the conse-
quences of the nonconformance are inadequate to:

:

A. Control the processing, delivery, installation,
or operation of a nonconforming or defective
item.>

B. Prevent a serious violation of the QA Program
requirements.

i C. Prevent continuation of an activity which could
result in a significant hazard to the health
and safety of the public,

f

i

1
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These reporting forms include not only an identi-

fication and description of the incident, but also an

evaluation of its significance, the cause or causes, the

required corrective actions, and a due date for completion

of the corrective action based on an assigned priority. In

general, the person witnessing the event completes Part One,

' Identification and Description, then forwards the corrective

Action Document (C AD ) to his Supervisor. The Supervisor reviews

the CAD to assure it is applicable and that the .necessary

immediate corrective action action is taken, then forwards

the CAD to management for evaluation and disposition. At

this time, a copy of the CAD is forwarded to the Quality

Ast urance Department for assignment to a QA staff member for

follow-up.

A computer system has been developed to assist in-

tracking and notifying personnel of the Corrective Action

Document status called the " Corrective Action Status Reporting
System." This system summarizes information for all

Corrective Action Documents except Nonconforming Material

Reports. The information typically summarized 13cludes a

description of the occurrence, the initiator, to whom it is

forwarded, the evaluator, to whom it is assigned, with the

due dates, priorities and completion status. The Corrective

Action Status Reporting System compiles data on a monthly

_ _ _ _ . _ _ _ _ _ - - _
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basis and generates reports which inform not only manage-

ment, but all personnel involved with Corrective Action

- Documents, of the status of the documents.

This brings us to the last item in describing the

complete corrective action system, Trend Analysis. The

Corrective Action Documents are evaluated and entered into a

computerized system intended to help Consumers Power Company

management identify and correct adverse trends, for example,

deficiencies in specific aspects of employee training. From

this trend analysis data a quarterly report is generated to

the Director, Quality Assurance Nuclear Operations, who

includes the trend analysis as a topic on the agenda of the

quarterly QA program for operations' status meeting. Efforts

are directed at obtaining top management support to reverse

adverse trends.

It must be remembered that Quality-Assurance is an

independent organization that does not report to anyone at

the plant site. This reporting of deficiencies and adverse

i trends by QA to Company management occurs at the Vice-

Presidential level of Nuclear Operations. This separation

assures that the site QA staff can function effectively to

follow-up on adverse trends and assure proper solution

without pressure from plant management. This independence

along with the support of management off-site allows ade-

quate corrective actions for identified problem areas; and

| |
t

s
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if the corrective action in our opinion is not appropriate /

adequate to reverse the trend, QA may use the recommendation

,
to stop work (RSW) mechanism to correct the deficient area.

IV. THE ADEQUACY OF ADMINISTRATIVE
CONTROLS AT BIG ROCK PLANT

To respond the O'Neill Contention IIG(a) -regarding

the adequacy of the administrative controls at Big Rock Point,

I and members of my staff have performed the following

investigation. A review of the entire Corrective Action and

Deviation Reporting System was performed to sort out all
|

documented Big Rock administrative control violations since

the plant started operation. These were reviewed to identify

all violations specifically associated with or around the fuel
,

pool or reactor building crane. The end result indicated a

total of twenty-three administrative control violations in the

areas mentioned, spanning nineteen years of operation. In my

opinion, this number of violations is not significant, nor

does it indicate any unusual trend which could be termed

frecuent. The twenty-three discrepancies represent various i

administrative control problems ranging from potentially

-s erious , for example, moving fuel without a procedure (the

September 1, 1981, incident discussed below), to minor in

nature, such as failure to " sign off" on a written procedure.

All these discrepancies with the exception of the September

_ _ - _ _ _
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1, 1981 incident, have been resolved. Some required minimal

or short-term correctiva action (s), and others required

major changes or long-term solutions. Nonetheless, all were
_

discovered, documented, and corrected by the use of the corrective

action system and have been or will be addressed properly

with concurrence obtained by quality assurance during follow-

up or final close out reviews.

As an example, the September 1, 1981 occurrence

involved the movement of fuel assemblies without the use of

proper controls by operations personnel. The incident was

observed by maintenance persennel in the area who notified

the quality control inspector immediately, who in turn

investigated, then notified the shif t supervisor, and as a

result, all activity was halted pending resolution. The

potential severity of the incident in my opinion was high.

However, due to the immediate corrective action taken, the

situation was normalized. Subsequent investigation and

evaluation of the problem by operations personnel was

thorough, and the concerns raised were reviewed and discussed

with plant personnel at length. The resultant remedial

corrective action and proposed corrective action to prevent

' recurrence adequately address the root cause of the problem

in my opinion, and based on the satisfactory completion of

these actions, I do not foresee this specific incident

occurring in the future.

. - . . . - . . . . - . .
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Big Rock Point has h'storically viewed the cor-

rective action system as a management tool and has always

demonstrated a good record of timely corrective action with
.

a minimum of documents being overdue; and as long as this

attitude is maiatained, the corrective action system will

continue to work effectively.

In addition to a review of the corrective action

system, a checklist was prepared and utilized to verify the

level of compliance to specific requirements of ANSI 18.7

(1976), Administrative Controls and Quality Assurance for

f.he Operational Phase of Nuclear Power Plants, against the

existing plant administrative controls and/or procedures.

A sample of surveillance test procedures, as well as main-

tenance, instrument and control, chemistry and emergency

operating procedures, were reviewed and, as a result, defi-

ciencies concerning procedural format and content were

identified. These discrepancies have been documented, and

the response by the plant management has been favorable

regarding resolution and correction of the deficiencies. I

felt in general that the implementing procedures reflect the

requirements of the Quality Assurance Program adequately.

'Howeve r, standardization to specific requirements of ANSI

18.7 will enhance and clarify the program for all concerned.

In addition to this overall review of plant procedures and

__ , . , __ _ __ _ _ , _, . . _ . _ _. .__ __ . . _ . _ _ _ _ _ _ __
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,

controls, the fuel handling procedures program specifically

was reviewed in detail to assure compliance to ANSI 18.7

.

requirements. This review disclosed several deficiencies

in the areas of responsibi. 'ty assignment, failure to have a

summary document which provides a consolidated base for the

description of the fuel-handling procedures program, and

incorrect procedural content / format. These results, in

addition to the other procedural reviews, support the need

for the standardization to ANSI 18.7 (1976). The results of

the surveillance were recently submitted to the plant manage-.

ment and are still under evaluation by them.

CONCLUSIONS

Historically, the Big Rock Point plant has had a

very good record of implementing the administrative controls,

as demonstrated by a review of the corrective action system

which serves as a record of violations. As noted earlier,

plant procedures do in fact contain deficiencies associated
i

with content / format, but overall reflect regulatory and
4

administrative requirements satisfactorily. The procedures

need to be standardized to meet ANSI N 18.7 (1976) require-

ments. Such deficiencies have and will continue to be

identified as they may arise, and as long as the plant

operating personnel continue to maintain a positive approach
.

1
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toward the resolution of these deficiencies, the question of

adequacy of administrative controls can only be answered

- - positively.

The potential for not following administrative

controls is always present, but with documentation of these

violations and the corrective actions implemented tx) prevent

recurrence, this potential is greatly reduced. It is rmr
intention to continue as part of my responsibilities to

conduct audits, surveillances, inspections and follow-up as

required on all deficiencies identified and documented as

part of the corrective action .s stem. In conclusion, I

would have to say that the administrative controls involving

the spent fuel pool, including those listed on page 4-9 of

the application, are in fact adequate, and they have not

been frequently violated at Big Rock Point.

.
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NAME: Edmund W. Raciborski

ADDRESS: 800 Bren Del Drive, Petroskey, Michigan

. EDUCATION:

HIGH SCHOOL: L. C. Mohr High School, South H een, Michigan

UNIVERSITIES: Lake Michigan College, Benton Harbor, Michigan
Western Michigan University, B.S. 1972

Sociology (Maior), Business (Minor)

PROFESSIONAL EXPERIENCE:

Quality Assurance Superintendent, Consumers Power Company, Big
Rock Point Nuclear Plant, Charlevoix, Michigan, April 1981 to
Present.

Responsible for the verification of the implementation of
the quality assurance program at Big Rock Point. Re-
sponsibilities include the direct supervision of a staff
of quality assurance engineers and/or analysts in addi-
tion to a quality control staff at the plant site.
Provide input to general office Quality Assurance De-
partment management regarding the status of the
implementation of the quality assurance program at the
plant site. Develop and implement an audit and sur-
veillance schedule. Assist in the preparation of
departmental budget and manpower planning submittals.
Administer wage and salarv recommendations for entire
staff. Participate and attend all Plant Review Committee
meetings. Interface with plant management on a daily
basis in all quality matters. Interview and select all
candidates for cuality assurance and qualitv control
positions at Big Rock Point. Interface with Nuclear
Regulatory Commission Resident Inspector (s) at the plant

; site'regarding quality matters.

Senior Quality Assurance Administrator, Consumers Power
Company, Jackson, Michigan, December 1981 to April 1981.

Responsible for the development and implementation of a
training program for the entire nuclear operations

,

quality assurance department. This included selection of'

courses, scheduling and coordination of all departmental
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training sessions. Developed and presented quality-
related courses. Conducted quality assurance indoc-
trination of nuclear operation personnel. Interfaced
with other departments-to obtain/give training.
Developed a training matrix for each individual within

- the department.

Quality Assurance Engineer, Consumers Power Company, Jackson
Michigan, March 1977 to December 1980.

Responsibilities included.various aspects of quality
engineering and planning as required for nuclear power
plant modifications, repairs and procurement of re-
placement parts. Provided special project support to
plant / general office management. Served as liaison
betwcan plant / general office quality assurance personnel
for resolution of problems of a quality nature concernino
Palisades, Big Rock Point, and Midland Nuclear Plants.
Developed and presented quality assurance trainino to
nuclear operations personnel. Performed source sur-

"veillance/ audits as required. Responsible for quality
audits associated with fuel for Big Rock Point and
Palisades Nuclear Plants. Certified lead auditor at ANSI
45.2.23 recuirements. Participated in a complete
revision of the topical report for resubmittal to the NRC-
with the sole purpose of realignment to meet the current
standard review plan. Served as alternate company
representative in attendance at EEI Quality Assurance
Task Force Operations subcommittee meetings. Responsible
for the formulation, review, selection, and scheduling of
all department training. Served as a member of the
Palisades Management Review Task Force effort from
November 1979 to.May 1980 in the areas of technical

'
specification surveillance testing and corrective action
system implementation.

Quality Control Supervisor, Consumers Power Company, Palisades
Nuclear Plant, Covert, Michigan, July 1976 to March 1977.

Duties included supervision of three quality control
inspectors and one clerk. Responsible for the
implementation and conduct of inspections and sur-

~

veillances associated with the quality control aspects of
mechanical, electrical, and instrument and control
maintenance activities. Directly responsible for quality
control inspection plans and assignment of receipt
inspections and the maintenance of all pertinent quality

. - . - _ __ _ _ _ _ _ _ _ _ ____--_ _ _ __ _ ____ . _ _ _ _ _ _ _ _ - __ _ _ _ _ _ _ _ _ _ _ _ _ _
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records,-certification and inspection reports for "O"
type materials received on site. Completed performance
appraisals on staff as required. Coordinatrd all quality
control activities with plant management / staff. Reported

and tracked with the resolution of all nonconformances/-
- deviations in the area of quality control. Conducted

indoctrination of all new plant personnel on the quality
control and qualitv assurance function (s) . Provided
management with monthly status reports of quality control
activities, deficiencies noted, and items of concern.
Directly supervised the implementation of the material
control system. Responsible for the review of all
safety-related maintenance / work orders for inclusion of
quality control requirements, and performed post-
maintenance / work order review of same to assure
compliance to the states recuirements. Responsible for
the training of all quality control personnel.

Quality Control Inspector, Consumers Power Companv, Palisades
Nuclear Plant, Februarv 1974 to July 1976.

Developed and implemented original materials receipt
inspection program including material control and was
responsible for conduct of same including records control
for all safety-related materials on site. Responsible
for the preparation of checklists, conduct and reportino
of all quality control inspections and/or surveillances.
Provided quality control input to maintenance supervisory
personnel as requested. Developed and authored quality
control procedures.

Stockman, Consumers Power Company, Palisades Nuclear Plant,
December 1973 to February 1974.

Responsible for the complete inventory of the Palisades
storeroom to locate, identify, segregate, tag and issue
all safety-related "O" materials. Duties included direct
interface with plant engineering personnel and vendor
representatives in the performance of the above.
Provided supervision in the relocation of the entire
storeroom (five clerks).

.
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It has been brought to my atte:ition that operators ha"e been handling. fuel
in the spent fuel pool without taking the necessary precatitions on having
the brid;c crane in propcc working order. Specifically,1) the lif ting
cable was not properly wrapped on the dru: and thus defeated the up-limit
electrical suitch; 2) the mechanical up-limit stop was absent because
a fuel handling cable and its associated obstruction /veight were not used;
3) the "cranc checkout sheet" was not used to encure that the bridge cranc
was in vorking order prior to usage. .

.

These errors by the cperators and in supc: vision's failure to properly infor=( y
' new operators of correct equipment usage techniques cannot be tolerated.-

i

Please inform the operr. ting ' group and initiate tha necessary corrective action. -

The consequences of an cecident dealing ith personnel safety in this particular
situation are extrema.

"

Please follow up. Thank you.
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A short ti=e ago a fuel move uns made in the fuel pool during which the
weighted cable was removed frc= the bridge crane for a fuel move to the
elevator. This cable with the weight vas designed to put tension on the
bridge vinch cable so it vill follow the grooves in the dru=. When the drum
made so many revolutions, a geared switch would stop the vinch. The
proper nu=ber of turns vould stop the vinch so that any radioactive
material carried on the end of the cable would not be less than six feet
from the surface of the pool when it stopped.

| As you =ight know, this safety device was to prevent over exposure to *

'

persons en the refue,\ level in the event of a stuck switch in the raise
direction. Removing the weighted cable allows the main cable to relax
and vind over itself on the drum.

With the cable double wound on the drum, fuel could possibly be raised out
,

of the water before the geared li=it switch would operate. Therefore,
never life radioactive material such as fuel, channels, blades, etc.
without the weight on the vinch, and the cable in the proper grooves of
the drum.

There vill also be a check sheet to be filled-out before using any crane or
vinch. This sheet will be located near the crane or vinch. In the case of
the fuel pool vinch, the sheet may be in the change ares. Be sure to fill
this out before lifting loads with a crane.

4

.

o

O

e /

.

e

-----+*-r wt- +,.+--.e - - . , . .ew. s-.y.- ,--.---~ww-,--e-r.g,y---'-, , - - - - - - = r.---r-. ..e4.-,,-3 =-y , -..,.ryw, r e v<-ewy,~ , -.-----,-+-9 - , - . - - --,,-r-


