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'NTRODUCTION

The systematic assessment of licensee performance (SALP) program is an
integrated Nuclear Regulatory Commission (NRC) staff effort to
periodically collect available data and make observations to evaluate
licensee performance. The program is supplemental to normal regulatory
processes used to ensure compliance with NRC rules and regulations, It
is intended to be sufficiently diagnostic to provide a rational basis for
allocating NRC resources and to provide meaningful feedback to the
licensee’s management regarding the NRC's assessment of the facility's
performance in each functional area,

An NRC SALP Board met on December 19, 1990, to review the observations of
and data on performance and to assess licensee pcerformance in accordance
with the guidance in NRC Manual Chapter 0516, "Systematic Assessment of
Licensee Performance." The Board's findings and recommendations were
forwarded to the NRC Regional Administrator for approval and issuance,

This report is the NRC's assessment of the licensee's safety performance
at Zion for the period October 1, 1989, through October 31, 1990. The
SALP Board for Zion was composed of che following individuals:

Board Chairman

T. 0., Martin, Director, Division of Reactor Safety (DRS), RIII

Board Members
H. J. Miller, Director, Division of Reactor Projects (DRP), RIII

R. Barrett, Director, Project Directorats [11+2, NRR

W. L. Axelson, Deputy Director, Division of Radiation Safety and
Safeguards (DRSS), RIII

W. D. Shafer, Chief, Projects Branch 1, DRP, RIII
R, Pulsifer, Project Manager, NRR
J. D. Smith, Senior Resident Inspector, Zion

Nther Attendees at the SALP Board Meeting

. J, Paperiello, Deputy Regional Administrator

. L. Forney, Deputy Director, DRP

. C. Wright, Chief, Operations Branch, DRS

. R. Greger, Chief, Reactor Programs Branch, DRSS

. J. Farber, Chief, Section 1A, DRP

. P, Phillips, Chief, Operational Programs Section, DRS
. R. Creed, Chief, Safeguards Section, DRSS

. Snell, Chief, Emergency Preparedness Section, DRSS
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R Leemon, Resident Inspector
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M. Bongiovanni, Resident Inspector

A. Maura, Reactor Inspector

Falevits, Reactor Inspector

Walker, Reactor Inspector
W. Markley, Radiation Specialist
. D. Rodrik, Reactor Engineer

Simons, Emergency Preparedness Analyst

F. Gi1l, Senior Reactor Program Specialist

L. Dapas, R11] Evaluator, Performance and Ouality Evaluation
Branch, NRR
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SUMMARY OF RESULTS

Overyiew

The licensee's overall performance level during this assessment period
was acceptable in all areas.

In the area of plant operations, the licensee's performance has declined.
Weaknesses were noted in management oversight of plant activities, control
room demeanor, staffing levels, control of overtime, and operator training,
Although fmprovements have been noted in some of the above mentioned areas
such as the reorganization of the control room, it 1§ premature to

assess effectiveness, The Board recommends that the )licensee provide

more senior operations management visibility and oversight in the control
room and continue in the implementation of the improvement program,

The area of radiological controls was observed to have a declining trend
in performance. Recurring problems with the maintenance and reliability
of the radiation monitors as well as concerns in high radiation area
access and contamination controls were observed. Increased occurrences
of personnel contaminations indicated weaknesses in the implementation of
the as-low-as-reasonably achievable (ALARA) program and management
oversight.

Performance in the area of maintenance and surveillance declined

during this assessment period. Although programs are planned, progress

in maintenance improvement has been slow. Poor work practices,

inadequate preventative maintenance, and personnel errors resulted in
safety-related equipment failures causing plant trips or forced outuges.
Lack of control over motor oper.ted valves (MOV) torque switch settings
and administrative control over maintenance work requests were other areas
of concern. The Board recommends that the licensee increase management
attention to the overall maintenance program and implementation,

While the areas of Radiolugical Controls and Emergency Preparedness were
both rated category 2, 1 note that declining performance trends were
assigned to both areas. In Radiological Controls, weaknesses were noted in
cortrols over high radiation areas, and in actions to reduce personnel
contaminations and total person-rem exposure, In Emergency Preparedness,
poor performance was identified in the 1990 emergency exercise; however, a
remedial exercise conducted two months later showed significant improvements.
Severa)l other problems related to documentation, procedures, training, and
maintenance of monitoring equipment indicate a lack of attention to deteil.






from a nonconservative interpretation of the licensee's Technical
Specifications (7S) and updated Final Safety Analysis Report
(FSAR) thet occurred late in the last assessment period, The
licensee implemented a matrix of all FSAR support equipment as
part of its comprehensive corrective actions for this violation,

Management involvement to ensure quality of routine operator
activities was weak, The shift control room engineer was the
only supervisor in the control room and was overburdened with
paper work, The operators lacked confidence in supervision and
did not feel accountable to shift management in part because
senior management had overruled Rrevious attempts at disciplinary
actions by shift supervisor.., The nuclear station operators
(NSOs) knowledge of the current conditions and configuration of
plant equipment was limited because they seldom worked outside
the control room,

Senior and shift management did not provide strong daily oversight
in the control room, Senior management tours of the control room
were infrequent, Early in the assessment period, several

examples of poor oversight were evidenced. An auxiliary

feedwater (AFW) system misalignment resulted from a poor
independent verification by & shift foreman. An inadequate
procedure and ineffective management involvement during the
surveillance of an AFW pump caused damage to the pump.

Generally, control room demeanor was not maintained in a
professiona! manner, Examples were inattentiveness during shift
briefings, too many nonessential personnel routinely in the

control room, operators with their feet propped on desks,

failure to communicate activities that could cause unexpected
alarms and failure to communicate the status of out-of-service
plant equipment, At times, operators did not adequately monitor
instrumentaticn on their control panels, Many of these weeknesses
were corrected or improved during the latter part of the assessment
period.

The licensee conducted a plant standdown (in-depth meetings with
all plant departments) in January 1990 because of a large number
of human errors involving lack of attention to detail, management
oversight, aad procedural deficiencies. A1l departments reviewed
and discussed past persornel errors, and senior corporate
management met with each department during the plant standdown.
This led to a reduction in the personnel error rate.

Additionaily, a self-check training program to foster a
questioning attitude before performing an evolution was attended
by all departments, The DET identified additional significant
weaknesses that prompted the licensee's reorganization of the
control room toward the end of the assessment period. The
reorganization appeared to have an overal) positive effect by



strengthening control room supervision, teamwork, work
a%countab111ty. and improving the NSO's familiarization with the
plant,

Management involvement was evident in improving communicatien
and cooperation between operations and other departments, The
utilization of technical statf support by the operations staff
has improved, Generally, the operations staff consuited with
the technical staff on significant equipmer* malfunctions and
received prompt callout support from the technical staff during
backshifts and weekends, Cooperation with the maintenance
personnel alsu had improved. In contrast, tne control room
operators did not always receive adequate feedback from shift
and operations management on the status of out-of-service (005)
equipment,

Management involvement to ensure quality was not always effective,
One example was the controlling of 00§ activities.

Inadequate review to de-energize one of three residual heat
removal (RHR) heat exchanger room fan coolers resulted in all
three fan coolers being de-energized, rendering the RHR train
inoperable. Failure to turn off the DC control power for modification
work on the emergency diesel generator resulted in an inadvertent
start. Problems with the 00S process also included improper
independent verification and difficulty in locating equipment

as a result of the licensed operator's lack of familiarity with
equipment located outside the control room,

However, on the positive side, the licensee took strong measures
to resolve weaknesses in the emergency off-normal operations.
Documentation that established the basis of emergency operating
procedures (EOPs) was very complete and easily retrievable. The
licensee's extensive effort indicated a strong commitment to the
quality of the EOPs.

The number of events attributed to plant operations that resulted
in licensee event reports (LERs) showed a slight decline during
this assessment period, Unit 1 tripped twice from power and

Unit 2 tripped three times from power. Two of the tiips resulted
from operator errors. Although the total number of trips from
power remained constant, the units we'e in outages most of

the time. Fewer unplanned engineered safety feature (ESF)
actuations occurred during this assessment period than in the
previous period (Y versus 14). Only two of the ESF actuations
were the result of operator error and werve of minor safety
significance.

The operatina crew performed weii during significant events,
safety system actuations, and safety system failures. The
operators reacted promptly to mitigate transients caused by
the electrohydraulic control system malfunctions on several
occasions for both units and responded immediately to a rod



contro] systen failure on Unit 2. The operators also perforiud
well during the 30 days of midioop operation on Unit 1 during
a forced outage.

However, during a Unit [ startup, the operators responded slowly
to the shift engineer's instructions following the 1ifting of a
main steam safety valve (MSSV), whick resulted in a second
lifting of a MSSV, 1In a separate event, when it was determined
that a Unit 2 MSSY was 1ifting prematurely, management did not
provide guidance to the operators to prevent the MSSV from
1ifting & second time,

Housekeeping efforts declined during the extended refueling and
forced outages. Efforts in the mode) space program continued
at & slower pace than in the last assessment period, Acceierated
painting and decontamination efforts were observed near the end
of the assessment period, The licensee took actions to reduce
the excessive water and oil leaks that occurred. Late in the
assessment period the licensee divided plant areas into zones
and assigned plant personnel the responsibility of the material
condition of a specific zone. Throughout the assessment period,
senior management toured the plant weekly. Toward the end of
the pericd 11 senior managers were touring plant-zones weekly
with the assioned zone inspector. These tours increased the
areas of plant coverage,

On-shift resources met the TS requirements but were inadequate

to support the workload during outages. Limited resources
coupled with poorly planned outages and the method of overtime
allocation resulted in excessive overtime, Operations management
frequently deviated from the overtime guidelines, routinely
authorizing 84-hour work weeks in advance for both non-licensed
and licensed operations personnel. In April 1990, the licensee
implemented an "Overtime Guidelines" procedure to meet the

intent of the NRC vvertime guidelines. As of September 7, 1990,
the licensee committed to not schedule overtime that would result

in a deviation of NRC guidelines. Although the licensee accelerated

the hiring and training of auxiliary operators to increase the
licensed operator staff, this Tong-term goal was not expected to
resolve the resource problem until March 1992,

Training of licensed and nonlicensed operators needed significant
menagement attention to become effective and the EOP training

and qualification program revealed some weaknesses. The
qualifications of personnel preparing the EOPs was good;

however, the performance of operators executing the EOPs

required improvement. The licensed operators displayed a lack
of coordination and communication while executing the EOPs on

the simulator. Some problems with procedure transitions and
executions were also identified. The nonlicensed operators
displayed some difficulty in locating valves that had to be
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operated locally; further, they lacked knowledge on how to
locate valves when the location was not immediately known to
them, The licensee adequately addressed these weaknesses,

In July 1990, NRC operator licensing replacement examinations
were administered to six senior reactor operator (SRO) and
five reactor operater (RO) candidates. Three SRO and three

RO candidates passed the replacement examinations for a pass
rate of 56 percent, In September 1990, 16 SRO and 12 RO
requalification examinations were given. Thirteen SROs and 12
RO0s passed the requalification examinations for a pass rate of
89 percent,

Performance Rating

Licensee performance is rated in Category 3 in this area. The
licensee was rated a Category 2 during the previous assessment
period,

Recommendations

The licensee should provide more senior operations management
visibility and oversight in the control room and continue in
the implementation of the improvement program,

The NRC will increase its inspection effort in this area,.

Radiological Controls

1,

Analysis

Evaluation of this functional area was based on the results of
six inspections performed by regional inspectors and ubservations
made by resident inspe-tors,

Erforcement history was noor and indicative of repetitive
problems during this assessment period with one Severity Level
111 and five Severity Level 1V violations issued. Tne Severity
Level 111 viclation for falsification of a second verification
of a valve lineup that occurred during a liquid discharge in
March 1987 resulted in an unmonitored effluent release. Two
Severity Level 1V violations for a radwaste shipment to a burial
facility resulted from an inadequate process control program
procedure and improper packa?ing. A lack of adequate procedures
was identified in shipping viclations during the previous
assessment period. The remaining three Severity Level 1V
violations were issued for multiple violations of high-radiation
areas, multiple failures in posting and barricading contaminated
areas, and failure to obtain approval of temporary procedure
changes.

Staffing levels and qualifications were adequate to implemen;
the radiation protection (RP), radwaste management, and chemistry/
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radiochemistry programs, and the radiological environmental
monitoring program (REMP), The RP staff had & low turnover rate
this assessment period, thus increasing the overall experience
level, The licensee had added a health physicist and full-time
contamination control, instrumentation, and training coordinators
to the RP staff, The coordinator positions were established by
the licensee to address weaknasses in several aspects of the RP
program. The chemistry department had some staff turnover; a

new chemistry supervisor was appointed, along with two chemists
from the corporate chemistry group, A Quality Control (QC)
chemist position was implemented, Newly-hired chemistry
technicians (CTs) are now required to have at least ai associates
degree in a technical field, Only 13 of 22 CTs are qualified in
accordance with the American Nuclear Standard Institute, The
newly appointed REMP coordinator is well qualified and
knowledgeable about the program,

The effectiveness of training and qualification programs was
mixed. In general, the radiation and chemistry staffs appeared
to have adequate training and were qualified to perform assigned
duties, Proficiency and continuity had improved since the
separation of the radiation protection and chemistry groups,

The large number of personne! errors that were associatied with
nigh-radiation area access controls and missed surveillances
(preceded by inoperable radiation monftors) indicate that
weaknesses exist in this aspect of the licensee's training
program. Two incidents of unapproved temporary changes to
procedures (one violation issued) revealed an inadequate
understanding on the part of some licensee persornel of
plant-wide administrative controls regarding biennial procedure
review and temporary procedure requirements, Examples of good
performance were evidenced by the taping of weekly meetings for
of feshift technicians, extensive training on the new standardized
radiation work permit system, establishing radiological status
boards, and sending radiation protection supervisors to other
sites to broaden their experience.

Management's involvement and control in ensuring quality wes
mixed and declined during this assessment period, Concerns
regarding the process and effluent radiation moniter system
(RMS) had persisted for over 4 years, Although the RMS date
collection and display capabilities were improvin%. the
fundamental problems of unreliable and incompatible systems and
equipmert had not Leen adequately addressed. The unreliability
of these monitors continued to plece a significant burden on
plant resources and staff and continued to contribute to missed
surveillances. Management was not effective in implementing
corrective actions as evidenced by recurrent access control
violations in high radiation areas. In addition, management
failed to recognize or respond to the sharp rise in personnel
contamination events that beoan in February 1950, Although some
of the rise in contamination events was attributed to the
increased sensitivity of the contamination monitors, the causes
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of the contaminations were not addressed by mznagement unti)
April 1990, after the number of events had gone from
approximately 30 to over 300, Actions taken to reverse this
trend did reduce the rate o7 contamination event occurrence;
however, by the end of July 1990, the number of contamination
events had risen to 476, Management supported procedure
standardization and upgrades, improvements in the radiation
pccurrence program, and the addition of the contamination,
instrument, and training coordinator positions. Management
support of the chemistry/radiochemistry program was evidenced by
a water QC program consistent with industiy guidelines, including
an extensive program of measurement of water chemistry parameters
along with 2 computer-monitored digital in-line instrumentation
and a quality assurance QA/QC program on this instrumentation.
The licensee had emphasized control of lithium concentrations

and the actual pH levels {at operating temperature) in the
reactor coolant system (RCS) to better control radiation levels.
The laboratories were well equipped with good instrumentation

for low-level trace materials and analyses.

The licensee's approach to thn identification and resclution of
technical issues from a safety standpcint was mixed, Good
performance was noted in the resolution of issues identified
during an administrative overexposure that involved fuel transfer
canal work, These included improvements in methods, procedures,
and implementation of new technology. Gaseous and liquid
effluents remained well within Timits of the TS, The licensee
had implemented the use of video equipment, more sensitive
contamination monitors, and robotics and had some success with
improved ALARA methods. However, the licensee performed poorly
with regard to resolving the radiation monitor operability and
reliability problem, and controlling contamination, The high
number of contaminations were the result of “random" shoe
buildup, contaminated materials found in clean areas, poor work
ﬁractices by licensee and contractor personnel, and exposvre to
ot particles. Total contaminations for 1989 and 1990 to
September 25, 1990, were 342 and 497, respectively. The licensee's
ALARA program was significantly challenged due to a significant
amount of high dose work during the extended outages. In
addition to the scheduled refueling outage on Unit 2, the
licensee experienced a forced outage during the spring of 1990
on Unit 1. This resulted in an additiona) unplanned Ibl peioun=
rem. The licensee's per reactor exposure for 1989 was 342
person-rem. The licensee's exposure for 1990 through September
1990, was approximately 667 person-rem. While the industry has
gxperienced a downward trend in radiation exposure over the last
4 years, Zion Station remains above average in total exposure
without any downward trend.

The licensee had made improvements in the chemistry QA/QC
program, including the trending of the water chemistry and
radiochemistry parameters, The laboratory QA/QC program
developed slowly in the early part of this assessment period,






the nuclear work request (NWR) database. The licensee resolved
the inmediate concerns through walkdowns and evaluations to
determine whether the stated work on the NWR was completed or
required,

Dering the MT1 in early 1989, management involvement and support
of maintenance, post-maintenance testing, and technical support
were identified as needing considerable improvement, A

followup inspection conducted in April 1990, showed increased
management involvement in upgrading the maintenance program,
espec‘ally the efforts with the maintenance improvement programs,
Some 'mprovements were noted in programs to upgrade the area of
post-maintenance testing and increase the level of involvement
of system engineers. Additional problems were noted in
implementation such as deficiencies in post-maintenance test
instruction and criteria and in the lack of involvement of
systems engineers in problem analysis data sheets, root.cause
analysis, and the reliability centered maintenance process, Four
sections of the licensee's condvct of maintenance program have
been fully implemented while efforts in the other 12 sections
were ongoing., The licensee implemented a program to improve the
technical adequacy of maintenance procedures. Although only a
few of the procedures have been revised, the changes made
significantly improved the quality of each procedure. Because of
the large number of procedures requiring revision, full
implementation was expected to take considerable time; in the
interim, the licensee emphasized the standardization of work
packages and instructions. It was too soon to assess the
effectiveness of the maintenance improvement programs.

During the last assessment period, the licensee established the
reduction of missed surveillances as one of the top priority
items of the PIP., Efforts in this area were very effective,

The establishment of the firewatch section alleviated the

burdens previously placed on security personnel and eliminated
the problem of missed firewatch surveillances., The licensee
created and fiiled the position of a surveillance coordinator
dedicated to organize, track, and schedule all of the technical
specification surveillances. The newly developed and implemented

general surveillance program enhanced accountability and scheduling.

Surveillances that were within their grace period were discussed
at the plan-of-the~day meeting to ensure proper prioritization,

The licensee's approach to the identification and resolution of
technical issues from a safety standpoint was mixed. Although
the licensee had established programs to investigate root cause
and improve preventative maintenance, implementation was not
fully effective at the end of the assessment period. Ouring the
DET inspection, numerous discrepancies on the control of torque
switch settings for the MOVs resulted in a confirmatory action
letter (CAL) R111-90-011 teing issued to address operability
concerns., Also, the licensee failed to take appropriate and

i1



timely corrective actions to address discrepancies that were
identified in self assessments in July 1989 and releted to
Americen Society of Mechanical Engineers (ASME) Code Section

XI testing requirements. Recurrent service water MOV stroking
problems resulting from silt buildup continued until late in the
assessment period,

The majority of the events requiring LERs were directly attributable
to maintenance and surveillence activities, Of these, over half
were attributed to failure to perforn surveillances required by
the TS, These failures occurred early in the assessment period
and were effectively corrected to prevent recurrence, The
remaining LERsS were caused by errors made .y plant personnel
dur1ng the execution of maintenance, modification, and
troubleshooting activities, Personnel errers and poor maintenance
practices contributed to one reactor trip, several ESF actuations,
and one dual-unit shutdown. The dual-unit shutdown was the

result of poor maintenance on the O emergency diesel generator
(EDG) and improper root cause analysis of previous EDG starting
fatlures.

However, the licensee adequately performed corrective actions

for the primery water stress corrosion cracking of Steam Generator
($G) tube plugs, augmented inspection of SG tubes (eddy current)
and ultrasonic/magnetic particle examinations of the SG shell
transition girth weld. The augmented ultrasonic examinations of

SG shell girth welds fdentified cracks in the inside diameter
surface and embedded flaws, A1l crack indications were removed

by erinding to sound metal and embedded flaws were evaluated in
accurdance with the requirements of ASME Code Section XI.

During most of this assessment period, the units were of f line
because of extended refueling outages and severa! forced outages.
The unit's refueling outages were scheduled to be completed in
70 days; however, unanticipated maintenance rework and
inefficiencies resulted in the outages lasting approximately 140
and 160 days for Units 1 and 2, respectively. A portion of tne
outage extensions can be attributed to a conscientious effort

by the licensee to allow more time and ensure procedural
adherence, Much of the extensions, however, can be attributed
to poor planning and scheduling, equipment %ailures. and

rework, The majority of the forced outages were caused by
emergency diesel generator failures, unidentified reactor
coolant leaks, and equipment failures. Several equipment
failures were caused by personnel error, poor work

practices, inadequate maintenance procedures, inadequate

root cause analysis, and inadequate preventative maintenance.

Staffing in this area was increased and adequate for routine
operation. Resources were strained by the dual-unit outage and
the licensee was forced to augment its maintenance staff with
personnel from other stations. The manageable size of the
maintunance work request backlog indicated that the maintenance
staff was capable of handling routine operation, The nonoutage

12
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corrective maintenance work request backlog at the end of the
assessment period was approximately 850, which met the station
goal of 925 pending work requests. The licensee estimated

that less than 6 weeks of work was needed to eliminate the
backlog. The station also created and filled various positions
including a surveillance coordinator, work planning scheduler,
additional work analysts and foremen, MOV and check valve
coordinators, and firewatch personnei. Also, an appropriate
level of outside consultants were used with adequate oversight
being provided.

The effectiveness of the training and qualification program was
adequate although there were indications that increased management
attention was needed to ensure timely training on new MOV testing
methods, The inservice inspector (1S1), non-destructive evaluation
and maintenance personnel were well-qualified and appeared to be
knowledneable,

Although some progress had been made ir maintenance and
surveillance programs, implementation of some programs has been
slow, The station continued to experience equipment

failures caused by improper or inadequate maintenance,

Performance Rating

Licensee performance is rated a Category 3 in this area. The
licensee was rated @ Category 2 during the previous assessment
period.

Recommendations

The licensee should increase management attention to the
overall maintenance program aud implementation,

The NRC should increase its inspection effort in this area.

Emergency Preparedness

1,

Analysis

Evaluation of this functional area was based on the results of
two inspections conducted by regional inspecters and ohservations
made by resident inspectors,

Enforcement history was poor. Two Severity Level IV violations
were identified near the end of this assessment period.

Management involvement in ensuring quality was weak. Several
problems were identified that in aggregate indicated a lack of
management attention to the program. One violation was issued
based on twenty examples of routine inventories that had either
not been completed or had not been properly documented. Another
violation was issued for a failure to maintain controlled copies

13
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of the emergency plan updated with current revisions, Additionally,

several examples of inadequate revisions or reviews of emergency
plan implementing procedures were identified.

The licensee's identification and resolution of technical  sues
from a safety standpaint was adequate and generally conse’ vative,
In response to emergency plan activations, the licensee conducted
post-activation reviews for most events to identify areas that
could be improved. Items identified through these reviews of
real events, as well as critiques of drills and exercises,
internal and external audits, and NRC inspections, were tracked
and usually resolved in a timely manner. A new technical

support center (TSC), which will be a dedicated facility, is
under construction to replace the existing TSC. An ongoing
problem with maintenance of the emergency operation facility
vent}la;ion system monitoring equipment has not been fully
resolved,

The licensee's response to operational events was Eenerully
adequate although there were some instances of lack of attention
to detail, Eleven events were classified and reported in
accordance with NRC guidelines as emergency plan activations
during this assessment period. Two of these events were
classified at the alert level. Each event was correctly
classified in a timely manner with appropriate notifications
made within required times to the State, counties, and NRC,
However, for one of the unusua)l events, the licensee failed to
notify the NRC when the event classification was terminated. In
addition, the forms documenting notifications to State officials
had not been completely filled out in numerous cases.

Staffing of the emergency response organization (ERO) was
adequate., A new emergency preparedness coordinator was
appointed late in the assessment pericd to replace the previous
coordinator who was promoted to a corporate position, Also,
management of emergency preparedness (EP) responsibilities was
transferred from the service director to the technical
superintendent. This organizational structure is being
standardized at all six of the licensee's nuclear power
stations,

The emergency plan training program was adequate. ERO members
had completed required training in accordance with an established
training matrix, In some instances, courses of an equivaient
nature were substituted for required courses, Lessons learned
through drills, exercises, and real events were adequately
incorporated into the training program.

Performance during the annual emergency preparedness exercise
was minimally successful for both the TSC and the operational
support center (05C). The licensee failed to complete assembly
and accountability in a timely manner, The TSC failed to
acquire data from alternate sources in a timely manner when the

14
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primary source failed. The TSC also failed to demonstrate che
ability to calculate off-site dose projections. The 0SC failed
to coordinate and dispatch teams in & timely manner,
Decontamination of personnel and followup bioassay considerations
were not adequately demonstrated,

After taking prompt corrective actions, including additional
training, the licensee showed a marked improvement in the TSC
and 0SC performance during & redemonstration mini-exercise
conducted within ¢ months of the annual exercise, Assembly and
accountability were successfully demonstrated during the
mini-exercise.

2. Performance Rating
Licensee performance is rated a Category 2 declining in this
area, The licensee was rated a Category 2 during the previous
assecsment period,

3.  Recommendations
None.

Security

1. Analysis

Evaluation of this functional area was based on the results of
five inspections conducted by regional inspec*rs and cbservations
made by the resident inspectors.

Enforcement history was adequate this assessment period with two
Severity Level IV violaticas identified, These violations did
not indicate programmatic weaknesses,

Management's role in assuring quality was good., Senior management
actively supported the security program as evidenced by the
al1locations of both personnel and equipment resources and
extensive management overview, As a result of the declining

trend in performance and programmatic weaknesses relating to
manayement oversight identified in the previcus assessment

period, the licensee took appropriate corrective action early in
this assessment period. A special security assessment was
performed by members of the corporate assessment group, which
included site security administrators from other licensee sites.
In zddition to the audits and surveillances conducted u.der the
licensee's Quality Program, the station security organization
conducted self assessment audits., To improve menagement oversight
of the security program, the station temporarily limited the
services director's scope of responsibilities to ensure management
attention to security items, The station had also implemented a
monthly security report to address trending of critical security

15



parameters, The licensee established a site security exchange/visit
program for supervisors with other licensee nuclear !tations to
obtain information on good practices that may help t, improve
the security program at Zion, During this assessment period,
security management adequately communicated with the NRC on site
security issues,

The licensee's approach to the identification and resolution of
technical i1ssues was adequate. The licensee demonstrated a
clear understanding of the technical issues by implementing
upgrades of specific equipment and installed certain state-of-
the-art technology to enhance equipment performance, The
Iicensee developud and implemented a program for installation of
temporary security barriers that involved an innovative way to
prevent the recurrence of problems and provide a cost efficient
way of protectin? the facility, A redundant access computer
system was installed that provided a backup to the security
system, Additionally, a video capture system was installed to
enhance the licensee's assessment capabilities,

The licensee's performance in handling security events was
mixed, During small electrical fires in the central alarm
station on two separate occasions, security officers performed
their response duties well and security functions were not lost,
However, in two other non-related instances (involving a
degradation of law enforcement radio communications rapability
and when a guard appeared to be inattentive teo duty) site
management did not act decisively or conduct adequate followups,
The licensee took actiun and several security managers attended
root-cause analyses training after these problems were identified
by the KRC, The licensee took a conservative approach to
enhance the ability to track and trend security system problems
and personnel errors. The licensee conducted training regarding
reporting of security events for the security organization,
including both the security officers and managers. licensee
action for NRC-identified findings was comprehensive.

Staffing had been expanded during this assessment period and was
ample, The firewatch responsibilities were transferred out of
the security organization, and overtime was adequately monitored
and controlled. The licensee increased its use of the contract
security organization, dividing the organization into several
elements that are each responsible for implementation of @
specialized portion of the security program. This reorganization
enabled the licensee to improve the effectiveness of the program,
Staffing level increases were necessary to alleviate strained
personne’ resources,

The effectiveness of the training and qualification program had
improved from the previous assessment period and was good. The
training staff had been increased significantly. The training

staff, with the assistance of a security consultant, developed a
tactical training plan and conducted numerous tactical response
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drills, The security force members attended a public relations
training program and improvement in the on-duty professionalism
of the guard force was evident,

Performance Rat1ng

Licensee performance is rated a Cate?ory 2 in this area, The
licensee was rated a Category 2 deciining during the previous
assessment period,

Recommendations

None.

Engineering/Technical Support

1.

Analysis

Evaluation of this functional area was based on the results of
two special inspections, one routine inspection, one EOP

team inspection by regional inspectors, several inspectiins by
resident inspectors, one team inspection by the Vendor Branch,
one DET inspection, and interactions between the licensee an. the
staff of NRC Headquarters.

Enforcement history included one Severity Level I1I violatio~
for failure to establish adequate controls over inactive

SRO licenses and over the licensed operator requalification
program., A Severity Level IV violation also was issued for an
inadequate safety evaluation

Six LERs were attributed to this area. Of these, two events
were personnel errors, one of which resulted in an ESF actuation;
one event was a procedural deficiency that resulted in a manua)
Unit 2 shutdown; and two events were caused by original design
deficiencies. The sixth event resulted from the Severity Level
111 violation discussed above,

Management involvement in ensuring Guality continued to be
mixed. Technical staff daily meetings improved communications,
prioritiz- "ion of work, and accountability within the department.
The genera.ion of system notebooks provided a ready reference
for system status and a good training tool for replacenent
system engineers. Other positive actions included the continuing
reduction of temporary modifications, the presence of technical
staff personnel in the control room during major surveillances,
and support to operations during abnormal occurrences, The good
adaptation of the generic EOP guidelines to plant-specific
differences and the engineering content of licensee submittals
that generally demonstrated a clear understanding of the issues
also were indicative of management involvement.

However, management involvement was lacking or ineffective in
several arwas, including areas where improvement had been noted,
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For example, while the operator requalification program had
shown considerable improvement over the previous assessmont
period, attendance at requalification training sessions continued
to be a problem in spite of the CAL issued at the end of the
last assessment period. The replacement ¢perator training and
qualification program did not ensure a high degree of success.
The majority of the failures occurred during the simulator
portion of the examination because there was limited access to

a contractor-owned simulator, The licensee also exhibited lack
of contrel over the reactivation of a fuel handling SRO licensee
that contrihuted to a Severity Level 111 violation.

Weak management involvement led to delays in resolving technical
issues such as the non-environmentally qualified reactor

vessel level indication system (RVLIS) resistance temperature
detectors (RTD) and to the slow completion of the modification
required for the radiation monitoring display system,

Weaknesses also were noted in the procurement area with regard
to the dedication of commercial grade items (CGls) for
safety-related applications and with interfaces between the
licensee and its vendors. The licensee failed to perform
documented technical evaluations to .dentify critical
characteristics of a comgonent to verify design, and
manufacturing/material changes prior to installing CGIs in
satety-related systems or components,

Although the licensee's approach to the identification and
resolution of technical issues from a safety standpoint had
improved, it was of mixed quality. The technical staff had
secome more involved in routine plant activities such as major
surveillances, startups, and routine problems, The development
and implementation of the operability matrix had helped the
operations staff make more efficient operability decisions.

In addition, the licensee agyressively pursued the resolution of
the E-31 penetration and tne Unit 2 transformer explosions, In
the case of the steem generator surface indications found during
the 1S] examination, the engineering staff demonstrated a

good understandinyg of the issuss and took the appropriate
corrective action,

Although communi:ations between operations and technical staff
had improved during this assessment period, there were isolated
incidents where the lack of communications either hampered the
timely investigation of a problem or had an impact on tie
performance of safety equipment, ~or example, the eleccrical
maintenance and operativrs staff changed the fuses for the Unit
1 annunciator panel several times before the technical staff was
notitied. On one occasion, wie technical staff wrote a letter
to the operations staff when it was determined that 1t was
necessary to drain the main steam lines for the turbine-driven
auxiliary feed pump before rvunning the pump. However, information
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was not given to the shift and the pump was tested and unexpectedly
tripped. Also, the licensee's response to Bulletin 85-03 on

MOVs and the related lack of control of MOV torque switches
demonstrated poor communications, control, end docun.ntation of

the technical issues related to MOV operation,

The licensee had become more aggressive in its engineering
analysis of problems; however, the analysis, corrective actions
and immediate resolutions to problems were not always timely.
As was mentioned earlier, the licensee did not implement the
procedure to flush specific service water lines to prevent MOV
stroking failures until late in the assessment period, although
s11t buildup which contributed to the failures had existed for
some time. Numerous emergency diesel generator and diesel-driven
containment spray pump failures occurred before the roct-causes
were identified and corrected. The environmental qualification
of the RTDs for the reactor vessel level indication system was
not properly evaluated for required action when environmental
qualification issues were first discovered by the licensee.

Another weakness involved an instance where the licensee
inadequately addressed the effect on safe plant roeration caused
by changing plant configuration. For example, the TS permitted
the service water crosstie between units to be closed although this
configuration was not described in the FSAR. The licensee
relied on an NRC safety evaluation issued with the TS

to justify closing the crosstie without determining what the
plant configuration was at the time and whether this action

was appropriate. Other valves also were required to be
repositioned to avoid placing the plant in an unsafe condition
and this fact was not addressed in the safety evaluation issued
with the TS,

Onsite engineering and technical support groups increased
their staffing during this assessment period. The licensee
adued 10 engineers to the technical staff and developed an
onsite corporate engineer ‘ng group. However, in other areas
the staffing appeared stra ned. The training department,
although competent, appeare.' to be excessively burdened with
duties, Numerous training fi. tructors and plant management
personnel he'd reactor operator licenses but were unable to
attend the schaduled operator requalification training sessions
because of other duties. The licensee, in response to NRC
concerns, proposed a more aggressive policy intended to ensure
greate: ottendance and effective alternatives in cases of
absence.

The license*'s requalification program was effective in preparing
the operators for the NRC-administered examinations as ncted by
the 89 percent passing rate. This was an improvement from the
previous assessment period when the licensees requalification
program was rated unsatisfactory. Training related to Generic
Letter 86-17, "Loss of Decay Heat Removal," was evident as
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personne] working excessive amounts of overtime, The licensee
frequently exceeded the workehour ?uidelines transmitted in

GL 82-12, "Nuclear Power Plant Staff Working rours," and
deviated from its own directives and administrative procedures,

Management involvement in the handiing of vendor information

and NRC Information Notices (INS was weak, The licensee failed
to technically assess and document the cffect on the EDGs of
Cooper-Bessemer Services News Bulletins from 1966. The licensee
failed to adeguately review and evaluate the applicability

of NRC INs Bo-73 and 89-07, which alerted licensees to problems
of fretting of smal) diameter fuel and Tubricant tubing for the
Cooper KSV-16-T EDGs, The licensee had experienced fretting at
f;gg as early as 175, with three recent examples identified in

Toward the end of the assessment period, management involvement
fmproved sfygnificently. The licensee restructured the Zien
control room organization in an attempt to provide a clearer
chain of command fer nonlicensed operators, raise control room
work process efficiency, strengthen management controi, make
menagement more visible, and improve the strained relationsiio
belween operators and management,

Key management and department heads conducted scheduled tours of
the facility in multidiscipline teams of two \. identify safety
fssues in need of prompt manayement attention, This program
served to enhance communications among departments, The
licensee established @ task force to develop policies to enhance
the role of the first line supervisors because of weakness
identified in this area, These policies stressed the importance
of communication, resources utilization, accountability, and
team work to achieve @ high standard of performence,

The licensee has determined that a comprehensive evaluation of
the Zion Staticon organization is necessary to support future
performance improvements and has retained the services of two
organizationa) consultants to assist in this evaluation.
Menagement Analysis Company (MAZ) is performing an independent
cultural assessment and will examine teamwork, leadership, and
motivation at Zion, Based on the results of their study, MAC
will prepare a “needs analysis" indicating which aspects of the
cultura) environment at Zion du not meet accepted industry
“norms" and will provide recomnendatinns for 1mprov1na the
cultural condition, The second cunsy . tant, Advanced Resources
Development, will assist statfon m. ogement in examining the
decision making process, improving teamwork, and enhancing
communications, The licensee is also planning to acquire
in-house, organizational development expertise to allow for
“jture self-assessments and continued organizational
effectiveness improvements,
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Through the majority of the assessment period, as noted in
other sections of this report, recurrent root-cause analysis
problems were fdentified . Management determined that the
root-cause analysis process was splintered among several
groups. To resolve this weakness, management integrated
root-cause analysis into one program at the end of the
assessment period. In addition, there 1s a daily mezting to
determine 1f a root-cause analysis was required for events of
the previous day,

The licensee shifted from compliance-based to performance-based

quality assurance sudits during this assessment period, and the

audit and surveillance schedule for 1990 has been refocused ‘
toward more performance-based overview audits, Self-assessment |
reports appeared to be adequate in technical content and scope,
end the audits effectively identified o significant number of 0
equ ipment and organizational problems, For example, in :
preparation for the Regiun 111 inspection of EOPs, the licensee !
initiated & guality assurence audit of procedural control,

identified deficiencies, and performed corrective actions,

However, management resolution of these findings often was

untimely, inadequate, and lacked the assignment of necessary

resources for satisfactory implementation. For exemple, the

DET inspection peformed during the second haif of this

assessment period identified inadequate or untimely corrective

actions in the inservice testing and the MOV switch

setting programs,

The licensee's identification and resolution of technical 1ssues
was mixed, Although the licensee initially reported the
containment ventilation event, the licensee subsequently
erroneously retracted the notification which resulted in e
required LER not being submitted, The licensee's approach to
resolving the issues identified in Bulletin 85-03 was deficient
with regard to the setting and contro) of terque switches and
the installation of limiter plates in MOVs, A confirmatory
action letter was subsequently issued for determining the
operability and correct torque switch settings of these MOVs.

The onsite review committee was staffed with qualified end
experienced personnel capable of performing the required
technical reviews, The licensee formalized the onsite reviews

by establishing working and signoff meetings to discus:

pertinent issues and outstanding questions, These meetings are
an improvement over the past practice of routing the reviews

to the individual personnel, Generally, the onsite reviews

were technically adequate and thorough. However, in one example,
the onsite review for the environmental qualification for the
RVL1S RTDs was inadequate,

LER quality was adequate., The technical approaches used by the
licensee were usually sound and sufficiently conservative with
regard to safety and regulation,
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During the assessment period, the NRC reviewed severa) amendment
packages for both units. In the beginning of the assessment
period the quality and the content of the submittals were poor,
In response to NRC concerns, the licensee initiated corrective
actions, including some perconnel changes, end withdrew some of
the requests Tor amendments, Sinte the beginning of 1990 the
quality of the submittals fmproved significantly.

The Yicensee's response to bulletins, GLs and other non-obligatory
inquiries was generally adequate., However, the licensee's
response to open 1ssues regarding Regulatory Guide 1.97 was over

¢ year late. Another example was the licensee's response to GL
83.28 Item 2,2 (Part 1). Repeated requests for additional
information via conference calls were required to fully resolve
the staff's concerns, Also, the licensee's resprnse to GL 90-04
on Generic Sefety lssues was inaccurate and required fmmediate
reviston to the response,

In the beginning of the SALP period, the licensee acknowledyed
some deficiencies in their 10 CFR 50,59 review process, The
staff fdentified one case, os discussed in the enforcement
history paragraph, in which the licensee did not perform an
appropriate safety evaluation, Following this incident, the
licensee made changes in its 10 CFR 50,59 review procedures
which appeared to be effective in improving the 50,69 process,

Management's efforts to reduce overs!] operational events
included a plant standdown and developing & new self«check
campaign in April 1990, As a result of events !nvolv1ng
persennel errors and leck of attention to deteils, the licensee's
management organized a plant standdown to emphasize the

need to reduce personnel errors., The purpose of the new
“self«check" campaign was to increase the awareness of personnel
errcers and to support error-free performance by encouraging
enployees to tuke the necer ry time to reverify their work,

Five waivers of compliance were granted during the assessment n
period., At the beginning of the period the licensee's requests

were mace at the last possible moment and were not technically

adequate. Over the course of the assessment period, licensee

submittals improved consistently in both timeliness and quality,

The improvements were such that the last licensee request for o

waiver of compliance was used, at a licensee information

conference, as a model for other utilities.

Staffing, training, end qualification had fmproved during the
assessment period, QA, OC, and regulatory assurance organizations
were staffed with know'eigeable and experienced personnel. The

GC department added six personnel to conduct inspections, which
was a 50 percent increase in the QC staff, In addition 6c
inspectors were more proactive by providing onuite presence
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durtn? Job preparation and ensuring proper hold points were
established before work activities commenced. The regulatory
assurance staff was well or?anizcd. and maintained ¢lose contact
with & large corporate regulatory essurance orgenfzation,

To support accelerated improvements in station performance, the
Ticensee determined thot the PLIP needed revision, To sccomplish
this, the licensee is devclogingAtho Zion Management Action Plan
(HAF,. The 1icensee views the MAP as & comprekensive management
system to develop, implement, and menitor action plans aimed at
1mprov1n2 performance et Zion and considers the MAP a gignificant
upgrade to its predecessor, the PP,

Performance Rating

Licensee performance is rated a Cetegory 2 in this area, The
11c:n:oo wos rated a Category 2 during the previous assessment
period,

Recommendations

None.

IV, SUPPORT DATA AND SUMMARIES

lﬂ

Licensee Activities

1.

Unit 1

Zion Unit 1 began the assessment period in cold shutdown for a
scheduled 70 day refueling outage that commenced on September 7,
1089, During the fourth quarter 1989, the Unit 1 outage was
extended because of leaks on the reactor head incore
instrumentation conoceals., During the first and second
querters 1990, Unit 1 was in forced outages for approximately
three quarters of the time as a result of excessive equipment
problems. A high steam generator leve! resulted in a unit trip
on January 27. The unit operated routinely for the remainder of
assessment period with the exception of an inadvertent reactor
trip that occurred on August 13 as a result of a Turbine Trip,

Unit ] experienced four ESF actuations and two reactor trips
during the assessment period, Both reactor trips occurred at
greater than 15 percent power and were caused by operator error,

Significant outages and events that occurred during the
assessment period are summarized below,

a. From September 14, 1989, through Jonuary 25, 1990, Unit ]
was in an extended 141 day outage to replace auxiliary
feedwater check valves énd to repair leaking reactor head
incore instrumentation conoseals and a RHR hot leg suction
valve,
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b, On January 27, 1990, Unit 1 tripped on high<high 1D steam
generator level resulting from operator error, The unit |
was returned to service the same day.

¢, From March 1 thrnu?h 29, 1990, the unit went into a forced
putage. On March 1, the unit was placed in hot shy -“own |
es stipulated by & 1980 Confirmatory Order that resu.ted |
from the inoperability of the 0 EDG. On March 7, 1990, the
unit was placed in cold shutdown after the licensee failed
to meet the Regiona) Temporary Waiver of Compliance, which
wat granted on March 2, 1990, to extend the allowable time
in hot shutdown by an additional 40 hours for both units to
complete repairs to the 0 EDG. Dur1ng this forced outage,
repairs also were made to the recirculation and discharge
check valves for the 1A main feedwater pump. In addition,
Type C leak rate testing was performed. The unit remained
in cold shutdown until March 29, 1990, when the unit was
taken critical.

e, From March 29 through April 2, 1980, the unit wes in a
forced outage as a result of excessive stroke times on the
1A and 1C matn steam isolation valves (MSIVs), Repairs
wtrg performed and the unit was taken critical on April 3,
1890,

f. From April 3 through June 13, 1990, the unit was again
placed in cold shugdown as & result of MSIV stroke time
failures and PCS loop D hot leg stop valve leakage. The
repeirs to the loop D stop valve required 31 diys of
mid«loop operations,

g. From August 13 through 17, 1990, Unit 1 experienced an
inadvertent turbine trip/reactor trip as a result of an
operator error,

Unit 2

2ion Unit 2 began the assessment period at full power operation.
During the fourth quarter 1989, Unit 2 operated routinely.

The unit was menually shut down on January 7 as a result of
problems with the electro-hydraulic control (EHC) system, The
unit was in coastdown for the remaining time before its March 1990
refueling outage, which began a few days earlier than planned
because of the inoperability of the 0 EDG. After the 11th cycle
refueling outage was completed on August 30, 1990, Unit 2
operated routinely until September 7, 1990, when a reactor trip
resulted from a condenser boot failure. The unit was returned
to service on September 22, but tripped again the same day

when a transformer exploded. The unit ended the assessment
period in a forced outage.

Unit 2 experienced five ESF actuations and three reactor trips.
A1l three reactor trips occurred above 15 percent power,
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Significant outages and events that occurred during the
assessment period are summarized below.

a. On October 27, 1989, a Temporary Waiver of Complience from
Technical Specification 3,17.2, Aircraft Crash Damper Fire
Detection, was issued.

b, On November 22, 1989, enforcement discretion was granted
to extend the 4 hour time allowed for & limiting condition
for operation to hot shutdown because the 0 EDG
failed and the 2B service water pump was inoperable,

¢. From December 1 through 4, 1989, the unit was in a forced
outa?e while repairing a leak on the loop D cold leg RCS
sample valve,

d. From January 18 through 19, 1990, the unit was manually
shut down as a result of problems with the EHC system, The
plant was returned to service following repairs to the EHC
system,

€. From March ] through 20, 1990, the unit was shut down, On
March 1, the unit was placed in hot shutdown as required b
the 1580 Confirmatory Order that resulted from the 1noperai111ty
of the 0 EDG., On March 2, a Temporary Waiver of Compliance
was granted to allow the unit to stay in hot shutdown
during further testing of the 0 EDG. On March 6, an
extension to the waiver of 144 hours was granted to allow
the licensee to perform the required testing on the unit
before entering a refueling outage.

f. From March 21 through August 30, 1990, & 70 day scheduled
refueling outage began, A catastrophic failure of an
electrical penetration, problems with the 2C containment
spray pump, and leakage of the main turbine hydrogen side
seal o1) cooler resulted in a 162 day outage,

g, From September 7 through 22, 1990, a turbine trip/reactor
trip occurred as a result of the catastrophic failure of
the condenser boot.

h, On September 22, 199u, a vzactor trip occurred when one of
the main transformers exploded and caused a fire, Unit 2
ended the assessment period in an outage to replace the
transformer,

Inspection Activities

Thirty-nine inspection reports are discussed in this SALP report
(October 1, 1989, through October 31, 1990). These are Tisted below.
Table 1 lists the violations by severity levels in each functional
area followed by a iist of significant inspection activities.
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1. Inspection Data

Facility: Zion Nuclear Power Stetion
bnit 1 Docket No.: 050-295

Inspection Report Nos.: 89028, 89033 through 89041, 90002
through 80023, and 90025 through 90027,

Unit 2 Docket No,: 050-304

Inspection Report Nos.: 89029, 89031 through 89037, 90002
through 90011, 90013 through 90025, and 90027 through 50029,

In addition, three inspections by NRC headquarter personne] were
conducted in the areas of diagnostic evaluation, procurement,
and overtime,

| TABLE 1
Number of Violations in Each Severity Level

| Unit 1] Unit 2 Common

| Functional Areas iy Hrivy Hrivy
Plant Operations « ¥ « . . . . - e
Radiological Controls - . . .« = - 1 § »
Maintenance/Surveillance . . = . . - « = =
Emergency Preparedness A - . . . w ®
Security s = = . . . -« 2 -
Eng1ncor1n9/70chn1cal

upport «- » . & 14

Safety Assessment/Quality

| Verification . - - o , LB

! Totals A . .. 310 »

i
:
1
|

*This violation was identified during SALP & but not issued untii
SALP 9, 1t 1s included in the total for this SALP period.

Special Inspection Summary

Significant inspections conducted during the Zion SALP 9
assessment period are listed below,

a, From November 30 through December 8, 1989, an inspection
of the licensee's procurement program was conducted by NRC
headquarters personnel (Inspection Report No.: 89-201).

b. From February 26 through March 9, 1990, an ECP team inspection

was conducted (Inspection Report No.: 295/90004;
304/90004) .
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¢. During April 30 « May 14, 1990, & followup MTI was
conducted (Inspection Report No,: 295/90009;
304/90010).

d. From June 4 through August 14, 1990, a DET inspection
was conducted by NRC headguarters personnel,

€., From September 10 through 14, 1990, ¢ human factors inspection
on overtime was conducted by NRC headquarters perscnnel,

f. From July 17 throu?h 19, 1920, the annual EP exercise was
conducted (laspection Report No.: 295/90012; 304/60014),

Fscalated Enforcement Actions

1.  On March 2, 1990, the licensee paid a civil penalty in the
amount of §1oo.ooo. This action was proposed on the basis of
the licensee's failure to properly consider the role of the
EDG ventilation support system when mak1ng EDG ogcrab111ty
determinations (Enforcement Case No, EA 89218, Enforcement
Notice No. EN-90<010, Inspection Report No, 295/89036; 304/89032).

2. A Severity Level 111 violation and civi] penalty in the amount
of $50,000 was issued on March 14, 1990, This action was
proposed on the basis of managements lack of cversight for the
licentcd operator training program (Enforcement Case No, EA-89.275,
Enforcement Notice No, EN-90-37, Inspection Report No,
295/89040; 304/8903€).

Confirmatory Action Letter

A CAL (No, R111-90-011) was issued on June 22, 1930, regarding the
operability of MOVs as a result of the torque switch settings,

Review of Licensee Event Reports

Collectively, 48 LERs were issued during this assessment period, in
accordance with NRC guidelines. These are addressed in the SALP 9
Report,

Unit 1 LERs Nous.: 89014 through 89027, 90001 through 90021

Unit 2 LERs Nos.: 89009, 89010, 90001 through 90011

Table 2 shows the number of LERs issued for each cause area by unit,






