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Ingpection Summary

Inspection on October * to October & and October 19, 1990 (Report
NG,

- \

IFeal*ThngCtgd: Action on previous inspection findings in the ares of
maintenance; observations of maintenance activities conducted during the
outage; follow=up on corrective actions taken to address weaknesses previously
identified in a Maintenance Team Inspection (50-341/89024(DRS)); and a review
of mudification activities.
Results: Improvements in job planning and increased involvement of first

ne supervision were noted. The interface/communication between the various
disciplines supporting maintenance activities was alsc improved. Post-meintenance
testing did not exhibit any apparent deficiencies within the limited scope and
durstion of this inspection. A review of post-modification testing indicated
no distinct weaknesses, but further inspection and evalustion are required to
adequately assess this area. The Quality Assurance program has been revised
to make more efficient use of resources. The program for identifying and
correcting deficiencies was discontinued in favor of a direct approach to
initiate work requests for {dentified deficiencies; this new approach could
not be evaluated at this time. Overal), the licensee has taken positive and
substantial actions to improve the maintenance program in response to past
{dentified weaknesses, Some of these actions have already resulted in
improvements, while others will require additional assessment or a longer
post-implementation period to be adequately evaluated. Two examples of an NRC
identified, non-cited violation 1nvo1ving the documentation of equipment test
results were identified (paragraph 3). Neither example represented a
programmatic deficiency and appropriate corrective action was undertaken,
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Persons Contacted

a. Detroit Edison Company

*R. Anderson, Superintendent, Radiation Protection

&*P. Anthony, Licens1ng

*C. Cassise, Genera) Supervisor, Mechanical Maintenance

*5. Catola, Vice President, Nuclear Engineering and Services
*G. Cranston, Genera) Director, Nuclear Engineering

*R, Eberhardt, Outage Manager

*D. Gipson, Assistant Vice President, Nuclear Production

*L. Goodman, Director, Nuclear Licensing

*J. Hughes, General Supervisor, Electrical Maintenance

*A, Kowalczuk, Superintendent, Maintenance

*R. McKeon, Plant Manager

*R. Matthews, Assistant Superintendent, Maintenance & Modifications
*W, Miller, Quality Assurance Manager
&*D. Noetzel, Maintenance Effectiveness

W, Orser, Senior Vice President

*J. Plona, Superintendent, Operations

&*T, Riley, Compliance Supervisor

*R. Thorson, Assistant to the Plant Manager

*J. Walker, General Supervisor, Flant Engineering

b. U.5. Nuclear Reguilatory Commission

&*W, Rogers, Senior Resident Inspector
&*P, Moore, Team Leader
&+B, Drouin, Project Inspector
*S. Burgess, Reactor Inspector
*R. Mendez, Reactor Inspector
& 5. Stasek, Resident Inspector

*Denotes those attending the exit meeting on October 5, 1990,
&Uenotes those attending the telephone exit meeting cn October 19, 1980,

The inspectors also interviewed others of the licensee's staff during
this inspection.

Maintenance Implementation

The inspectors performel a review of the “.uplementation of the
maintenance program paying particular ~”.tention to previously identified
veaknesses that included: availability and completeness of work packages;
planning of work activities; involveme t of first 1ine supervision in
work performance; and the effectiveness f interface activities between
disciplines.
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and deliberate, facilitating maintenance personnel understanding,
There were several examples of maintenance planners taking advantage
of repair activities to plan future work on equipment that was
disassembled (WR 0010900920)., However, there was one example of
poorly planned and coordinated work which 15 described in

paragraph 2b of this report (WR 0120900731, Head Measurement and
Correction for Torus Level),

Cverall, the quality of the work packages implemented had improved in
comparison to those reviewed dursng the Maintenance Team Inspection
it November 1989, This improvement was partly attributed to changes
made in March 1990 that removed 75 percent (17) of the planners from
the individual work groups and placed them directly under the
Assistant Superintendent of Maintenance and Modifications, The other
25 percent (5) of the planners remained aligned with the individual
work groups under the General Supervisors. This change has allowed
for more flexibility for the gl;nners as wel) as better scheduling of
work activities, especially those involving more than one discipline,

A1l of the reviewed work packages appeared compiete and were wel)
written, Of particular note were the written instructions for
work on RWCU valve FOO4, These instructions were comprehensive,
methodical, concise and contained appropriste caution statements.
Pre-planning was evidenced by a memo {1ssued on September 4, 1990,
to the tool room supervisor from the planner regarding performance
of this job and the tools that would be required for the work,

Work planning has also been improved through the incorporation

of pertineat worker comments ro?u‘ding previous work on the same
equipment. Procedure NPP-MA1-01, "Work Control," Revision 3,
requires that work group supervisors ensure that a work request
feedback form (WRFF) be completed with each work package, and that
work plarners resolve all germane comments concerning the work
performed. The inspectors interviewed maintenance personnel and
determined that maintenance general supervisor involvement had given
workers more confidence that commeats included on the WRFF would be
appropriately addressed, Maintenance personnel stated that they had
noticed improvements in the work process based on previously
submitted comments. A review of a previously completed preventive
maintenance (PM) WR G4B0890822 (Solenoid Valve: Reactor Building
heat1n$. ventilatfon, air conditioning (HVAC) air intake isolation
valve T4100F008, Division 2) indicated that the pertinent Instrument
& Controls (1&C) comments on WRFF had been incorporated into the
preventative maintenance (PM) job instructions,

Work Activities

The inspectors reviewed the work performance in the tield for the
previously mentioned work packages, The inspectors paid particular
attention to the presence and involvement of first line supervision,
Production Quality Assurance (PQA), and Radiation Protection (RP),
Also noted were the availability of adequate procedures, calibrated
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Measuring and Test Equipment [MATE), and materials., Post-maintenance
testin ?PMT) and the qualification and training of personnel involved
were 2150 evaluated,

The improved quality of the work packages had a similar effect on
the work performance. There was less time expenced coordinating
activities while work was in progress and more time spert performing
the actual work,

The incressed involvement of firs* T1ine superviston, the job foreman
assigned to the work package, was 'n apparent strength, All of the
Jobs observed demonstrated a high degree of involvement in ongoing
work activities by the job foreman, The inspectors observed job
supervisors involved in work activities, ensuring that work teams
possessed the necessary materials and understood their work, This
involvement also had a positive effect on the communications between
the other mainterance disciplines, Operations, POA, RP, and Techrical
Engineering.

An indication of the depth of supervisory involvement was the manner
by which a supervisor chose work to be observed. One mechanica)
supervisor selected work to be observed by determining which work

L H undergo1ng the most critical steps. The inspectors had severa)
opportunities to observe supervisors in the field and noted that
problems identified by the work crews had more effective and timely
resolution due to the increase in supervisor availabilitv, Good
interface between maintenance and operations was noted in clearing
tags on valves to the 4 north feedwater heater, Good coordination
between maintenance and RP was effected in preparation for the
disassembly of valve NZZ00F415 B to ensure a1l radiological concerns
were addressed prior to system breach.

Technice) support and nuclear cng1neering support were evident, The
system engineer played a major role in the testing and subsequent
repair of the feedwater heaters. Nuclear engineering support was
provided in severa) maintenance/modification activities, particularly
the fabrication of the 4 north feedwater heater support structure,

Before installing the stator cover on Heater Drain Pump C under
WR 001D900920, a planner used the opportunity to scope wurk that
will be completed on the pump during the upcoming refueling outage.

During the performance of WR 004D901001, visua) inspection of the
M&IVs indicated that oi] was leaking from the hydraulic menifold,
The old and new system engineers were present and involved in the
troubleshooting direction, The new system engineer discussed the
problem with the appropriste vendor and determined the root cause
of the MSIV fast closure %0 be the leaking 011, Once determined,

b decision was made to irspect the other two outboard MSIVe at well
as the other four inboard MSIVs for leaks and loose fittings, The
inspectors considered the inspection of the other MSIVs an
appropriate common mode fatlure inspection,
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Attention to detai) was evident when an I&C technician noted a
missing set screw on a bushing during the calibration of the

position indicator for the #3 turbine control throttle valve that

h’d been omitted during previous mechanica)l maintenance. The set
screw, which was not essential to the valve's proper operation, was
later installed. The fact that the set screw was not installed
during equipment reassembly was attributable to the absence of the
set screw from the eguipment drawing, rather than a lack of attention
by maintenance personnel,

Planning for WR 01209C0731, Head Measurement and Correction for
Torus Level, could have been better. This work package involved
head measurements and correction of the torus water leve!
instrumentation., An inspector followed the work crew for the
first half of the job which included the pre-job bri~fing and
preparation through the first attempts to perform the measurement
ant calibration. A PQA inspector was present for the duration of
the job. The pre-job briefing and preparation were thorough. The
coordination of the activities could have been improved as evidenced
by the work group which dressed in protective clothing and set up the
test instrumentation, and then waited 45 minutes in the torus room
while previous steps, 1nc1ud1ng the calibration of the Emergency
Response Information System (ERIS) plant process computer were
completed., The ERIS computer point could not be calibrated because
it had been removed from the readout to eliminate false alarms being
generated by the errors that were being corrected by the subject WR,
he poor planning resulted in an avoidable delay, an increased
exposure to the work crew (an average of 5 mR/person), and occupied
the crew for the better part of the day while accomplishing very
1ittle, The technicians, however, stayed in & low dose area waiting
to perform the work and called off the job when it appeared that
work would not proceed after the 45 minute wait,

Radiation protection practices were adhered to, and radiation
protection personnel were knowledgeable and helpful concernin
specific hazards associated with certain work, It was noted ghat
there was an absence of friskers in the reactor building., The job
that was observed in the torus room required workers to travel in a
non-posted elevator, through the reactor builuing personnel airlock,
to the dressout area where they used standup friskers. This could
‘ead to a spread of contamination from high traffic which could be
avoided by using a simple hand and root frisk at ‘he exit of the
posted area,

One anomaly was noted concerning the use of procedures and the
control of contrectors. The licensee had incorporated a contractor's
procedure into the plant's procedures to accomplish the explosive
plugging of feedwater heater tubes. The contractor's procedure
required: the use of bumﬁ caps while inside the heater if a hard hat
couid not be worn; and three blasts on an air horn warning other
workers in the area of an impending explosion (exploding plug) prior
to the detonation of the plug. Bump caps were not employed nor was
an a’r horn utilized. The contractor personnel, however, provided
adequate warning to all workers in the area prior to any detonation,



The tube plugying was wel)l supervised, and there were no safety
implications due to the minor procedura) deviations, The licensee
changed the procedurs to reflect actual work practices immediately
after being notified of the discrepanty by the NRC inspector. The
observation highliighted the need for a thorough review of contractor
procedures prior to adoption by the licensee and the need for the
supervisor to be familiar with the procedure being worked to ensure
comp 14ance,

Weaknesses were observed with test1ng of reactor water cleanup

(RWCU), MFA relays. On August 16, 1990, the RWCU outboard 1solation
valve, G3362-F004, closed and caused the RWCU pumps to trip

(Licensee Evert Report (LER) 90005), The licensee determined that
fsolation of G3362-F004 was zaused by the loss of continuit{ peross

the segment of the logic contatned in two WFA relays. The licensee
fssued WR O0TDROOBZE to troubleshoot and test new relays in accordance
with procedure NPFP-35,318.017, "inspection and Test1n? of Multi-Contact
Auxiliery Relays," Revision 23, The procedure established & minimum
dropout voltage of 36 volts and a maximum of 72 volts (30 to 60 percent
of nominal voltege)., The licensee tested HFA relays numbers 2757 and
2757E. One relay did not meet the acceptance criteria and

the other relay was found acceptable by the icensee. Mowever, the
testing procedures did not contain MATE 1dentification numbers or
calibration date information. The licensee rejected the tests and
tested the relays sgain on October 4, 1990, with the inspector

present, The inspector observed portions of the test and noted that
the licensee did not document any as-found duta,

On October 4, 1980, the licensee issued Deviation Event Report
(DER) 90-067% to resolve cuestions about the relevance of the
dropout voltage (required oy Detroit Edison's specifications) to
the application of the relays in the RWCU logic. The licensee
determined that the critica) parameter was the pickup voltege and
not the dropout voltage (the relays met the acceptance criteria
for pickup voltage), The Vicensec planned to instal) the two
relays back in the RWCU circuitry, The licensee's subsequent
action to further review this matter through the DER precess

was found acceptable,

The inspectors ensured that postemaintenance testing (PMT) was
conducted in accordance with applicable procedures and administrative
requirements, None of the PMT observed was particulariy extensive,

A minor concern was raised regarding post-modification testing and

is discussed in paragraph &, Due to the 1imited scope and duration
of this inspection, the inspectors were not able to adequately

assess improvements made in PMT, Further inspection efforts are
necessary to assess this area,

The training of the individual workers has improved over the past
year, LElectrical maintenince employees have completed 90 percent
(184 out of 204, 6 per employee) of their OnsThe=Job (0JT) training
requirements; Mechanical maintenance employees 73 percent (349 out
of 480, 10 per employee); and Instrumentation & Contro) employees
100 percent (954 out of 954, 18 per employee). This compares




R ——— P —— RSNSOI - —— e IR,

favorably with one year ago when the percentages for the disciplines
were: Mechanical, 0 percent (due to waivers); Electrical, 54 percent;
and 1&C, €7 percent.

Housekeeping

The materia) condition of the plant was good. Although the
inspectinn took place during a small maintenance outage, all areas
appeared clean, The work areas appearsc controlled, and proper
personne| safety practices were observed,

Tours of the plant and specific work sites demonstrated an
appropriate level of housekeeping with only two minor exceptions
noted. In one case, on October 2, 1990, lagging was piled under
the scaffolding for N2200F417 B valve work site before disassembly
began. A mechanic noted the potential housekeeping problem and
arranged tc have the grea cleaned, On another occaiion, tools and
equipmer: were piled adjacent to the step off pad leading to the
NZZOOF#?S B valve work site,

Peview and Evaluation of Completed Maintenance Activities

The inspectors reviewed completed work packages that were closed out
within the previous six months to assess the adequacy of plannina, scope,
review, closeout, and PMT. The following WRs were reviewrd:

WR 0040900524 T41 - Div. Il Centrol Complex HVAC (CCHVAC)
normal pressure control;

WR 0040900220 High Pressure Core Injection (HPCI) E4ING14A
LSE Source Valve;

WR 0040900524 Unable to maintain control room pressure;

WR T375890922 Replace entire solenoid valve assembliy;

WP 005C890923 Implement engineering design package
(EDP) 10812;

WR 0030900627 Repair leaks in § north feedwater heater;

WR 2040300704 Fan E1156C001 tripped once in slow speed
and twice in fast speed;

WR E093900126 Perform PM on Reactor Ccre Iso!.:ion
Cooling (RCIC) turbine;

WR 009C891102 Repair mary o1 leaks on B Control Rod
Drive (CRD) pump;

WR 004D900220 Replace HPCI level element source velve;

WR 0130890914 Unqualified splice at junction box;
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WR E00880041% Perform loop calibration for IST pump

performance;

WR E357891215 Inspect, lube, and test motor operated
valve (MOY) EV150F004A;

WR 0070900824 Diesel fire pump cranked 5 to 6 times
and failed;

WR 0030900824 RWCU pump seized;

WR 000CE91109 Pressure control valve hunts;

WR E2101C001B Calibrate core spray relays;

WR ROBESS070S Perform preventative maintenance (PM)
of voltage regulator ..086890705;

WR R953890628 Calibrate diesel generator division ]

differential relays;

WR 5490890713 Calibrate diesel generator division 1]
bus differential relays.

The WRs reviewed were satisfactory in scope anu content, Prioritization
and adequate planning were proper. The calibration data for MATE was
included in the work packages. However, failure to evaluate potentia)
relay test failures and the absence of documentation for two of the
reviewed work packages were noted as described below:

On August 2, 1989, the licensee checked the calibration of current
differential relays X-87G, Y-87G, and Z-87G 1n accordance with

WR R953800628 and procedure NPP=35,318,014, "Testing of CA and CA-16
Differential Current Relays," Revision 20. The inspector noted severa)
problems with the procedure. Sectinn 4,4,1 o¢ the procedure rzquired a
pickup current of 3.75 to 6.25 amps; however, this section was in error
since the actual pickup current should have been 0.42 to 0.47 amps. The
licensee agreed the acceptance criteria was in error and committed to
revising the procedure. The inspector also noted that all diese)
generator #13 relays were found outside the acceptance criteria. The
as-found pickup valves were as follows: relay X-87G: 0.34 amps; relay
Y-87G: 0.34 amps; and relay 2-87G: 0,27 amps. Procedure NPP-MA1-04,
"Conduct of Maintenance," Revision 3, requires that any person
fdentifying a condition adverse to quality while performing a maintenance
activity shall initiate a DER. Procedure F1P-CA1-01, "Deviation and
Corrective Action Reportin?.“ Revision 8, defined test failures as
conditions adverse to quality. However, a DER was not initiated nor was
an evaluation performed to determine the impact of oeerating the diesel
generator with all three relays testing at lower pickup valves than that
specified in the acceptance criteria, In additior, the licensee's program
required inftiation of a DER since root cause failure analysis was
accomplished though tue DER process. The licensee agreed that a DER
should have been written,
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On July 13, 1988, WR S490890713 was also istued to check the calibration
of diesel generator #13 bus differentia) relays X-878B, Y-87B, and 2-878

in accordance with Step 4 of the WR and procedure NPP-35,318.004, However,
there was no documented evidence that the relays were calibrated or that
the as-found values were checked, The licensee stated that they were
aware that some procedures from WR 5490890713 were identified as missing;
however, the licentee's review and closeout was not adequate since
procedure NPP-35,318.004 was not fdentified as missing from the WR package.

The fatiure of the licensee to follow and have documented procedures

in the above two instances for activities affectin? quality is normally
considered an example of a Severity Leve! V violation of 10 LFR 50,
Appendix B, Criterion V. However, in the instance where a DER was nrot
initiated when test acceptance criteria was not achieved, the licensee
took appropriate corrective action in response to a similar violation
noted in an NRC inspection report (50-341/89024) subseauent to this
occurrence, In the other instance of missing test results, the missing
documentation appeared to be an isolated event,

The NRC decided not to issue a notice of viclaticn because the criteria
fdentified in 10 CFR 2, Appendix C, Section V.A. were satisfied,
(NCV 341/90014-01)

A minor discrepancy was noted on the work request plenning checklist for
WR 004D900220 wherein the yes/no checklist for the Insulation, Interim
Alteration, Relay Setting, Torquing, and Secondary Containment Integrity
requirements was not marked, This was a concern 25 there was a
requirement in the work instructions (Step 6) to torque the boits on the
bonnet of the vaive as required per NPP 35,000,740, chart B, The
inspector considered this discrepancy to be a minor oversight of no
significance to the work performed,

The 1989 Maintenance Team Inspection noted that the non-outage

corrective maintenance backlog was high at 882 on November 12, 1989,
Since January 1990, the non-outage corrective maintenance backlog has had
@ downward trend. As of September 18, 1990, the backlog had decreased to
561, The licensee had made a notable improvement in completing the
backlogged ma‘ntenance,

Quality Assurance (QA) of Work Activities

The licensee has made significant changes in its PQA group, which
performs the quality control (QC) function as well as routine and random
surveillances on work being performed in the plant. The licensee
submitted & correspondence to the NRC on October §, 1990, detailing some
of these changes under the subject: "Revision for the Production 8ual1ty
Assurance Review Process for Work Requests."

One of the more significant changes included the elimination of the PQA
work package closeout signoff. The change is expected ta result in
manpower savings which will be used to support roving surveillances
(RS). Ar RS grants QA inspectors greater freedom regarding the work
observed and the depth of review. The change provides fnspectors with
additional flexibility to pursue a problem that may be cutside of the




scope of a routine surveillance. The change will allow the PQA inspectors
to observe more field work and cover more Jobs vice spending time behind &
desk reviewing work packages. One benefit “as been an increase in the
amount of attention paid to balance of plam work,

PQA will continue to conduct surveillances of comp'eted work packages
using performance based sampling techriques. The PQA organization wil)
also continue to conduct audits in “nis area. The responsibility for the
completeness and accuracy of the work packages is with the maintenance
roups. Likewise, the responsibility for determining whether equipment
s operable and can be returned to service is with operations.

The inspectors observed a more pronounced PQA presence at jobsites

than had been noted in the past, Interviews with maintenance personnel
indicated that PQA inspectors were observing more work, including balance
of plant work, The shift in the QA/QC program away from paperwork review
to field oriented, performance-based inspections appeared to have the
potential to improve the effectiveness of the PQA group. It also had a
positive effect on the PQA support interface with the maintenance
department by improving the availability of PQA inspectors,

Engineering and Technical Support

The inspectors reviewed the following Engineering Design Package (EDP)
modifications:

EDP 11115 Modify the Control Complux Heating Ventilation
and Air Conditioning (CCHVAC) circuitry and
change panel indicating 1ights to LEDs,

EDP 11819 Install capacitors across the output of the
HPCI steam flow transmitters,

The implementation of the modification packages was acceptable and system
engineer involvement was evident., A concern regardin? an operabilit
determination made through post-modification testing is discussed below.

The most significant change in the modification area since the
maintenance team inspection was in the development of Plant Modification
Review Groups (PMRG). The PMRG is defined and controlled under procedure
NEP-CM1-08, Revision 0. A PMRG 1s formed for each plant modification and
consists of mandatory membership of an individual from the Nuclear
Engineering group, System Engineering group, and Operations. There are
also provisions to include a member from any other affected group such

as Radiation Protection, Maintenance, Materials Engineering, Training,
Security, QA, or Licensing. The PMRG addresses: the scope of the
modification; plant impact; design bases; implementation; testing
requirements and acceptance criteria; affected programs and procedures;
procurement; and iicensing basis including technical specification
impact. The inspectors were unable to observe this process or te

review a substantial sample of documentation.
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Other enhancements to procedures govern1nq the modification process
include FIP-CM1-18, Implementation of Modifications, which was revised to
incorporate PMRG task force comments including review by the responsible
desi?m organization of all testing. A section providing instructions to
clarify det1gn change testing requirements was sdded to FIP-CM1-12,
Engineering Design Packages,

The icensee implemented EDP 11116 to correct a problem associated with
the CCHVAC., The Yicensee had issued two LERs (89-026 and 90-007) due to
the inadvertent actustion of the CCHVAC into the recirculation mode, The
design package and associated WR 010090097 separated the 120 VAC indicating
lamp circuit from the radiation monitoring trip relay circuit and replaced
the filament indication lamps with LED ciuster type lamps., The inspector
reviewed the design package and found adequate system engineer involvement
and drawing controls. However, the WR required that each LED be bench
tested to verify color and voltage rating prior to installation, The
inspector noted that there was no documentation, sign-off, or checklist

to indicate that the LEDs had been tested. In addition, the inspector
found that the licensee tested the CCHVAC to determine that the radiation
monitore did not alarm. Mowever, the EDP dia not specifically address

an operab111t{ determination of thic engineered safety feature (ESF)
system, The Yicensee performed a Technical Specificetion surveillance

of the CCHVAC on October 4, 1990, in response to the inspector's concerns,
The CCHVAC system performed satisfactorily.

Subsequent discussions and analysis of the modification between the
inspectors and the licensee indicuted that the operability of the CCHVAC
system could be inferred from the postemodification testing that was
performed. The licensee agreed that the documentation regarding the
testing and the operability of the CCHVAC could have been more detatled.

Due to the 1imited scope and duration of this inspection and the
s1gn1f1cant program changes as earlier described, the inspectors could
not accurately assess the adequacy of the post modification testing
program,

Outage Planning and Scheduling

This inspection was performed Wur1ng a maintenance outage that repaired
balance of plant equipment such &s feedwater heaters. The outage
provided the inspectors with an amg1o opportunity to observe the licensee
plannirg group's ability to contro] the work being performed as well as
incorporate emergent work into the schedule. The inspectors observed
several "plan of the day" meetings, which were held every eight houre,
During these meetings, each work and surveillance item was discussed and
eny problems that had arisen were addressed. The meetings were wel
ordered and helped to maintain close contact between the work groups,
management, and operations., The ability of the licensee to complete all
pre-planned and emergent work within the original outage schedule was
testimony to improved planning.
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On the maintenance worker level, other positive aspects were noted by

tr> ingpeciors. While observing work being performed on the heater drain
teak pumps that recuired removal of filter baskets, the job foremar stopped
work, The foreman contacted a plarner to pre-plan a modificetion to the
filters to be performed during the next refueling outage. The supervisor's
action demonstrated foresight and 11lustrated another benefit of increased
involvement of first line supervision in the field,

Deficiency Identification and Contro)

The 1icensee until recently had in place & Deficiency Notice Tag (DNT)
program that would require workers to hang tags on deficient equipment
and initfate WR's. The DNTs hanging on equipment would sct as a
"tickler" and an indication of the meteria) condition of the plant. The
Ticensee performed an audit of their DNT system end tound that 15 percert
of the tags were not in the work order system. In addition, 20 percent
of the tags were not always reviewed or removes a/ter work to resolve the
deficiency had been completed. Management determined that the present
system was not effective and was providing a false sense tnat equipment
defic’encies we e addressed.

In response to this, the DNT program was discontinued. A1l outstanding
tags were collected and WR's were generated. The licensee's present
program, defined in NPP-MA1-01, "Work Control," Revision 3, requires any
plant personnel who identifies a deficiency to ensure that a WR has been
generated to address the def1c1enc{ by travelling to the control room and
reviewing a computer listing of all existing WRs on plant equipment
arranged by PIS number. An individual would then request that a WR be
initiated on any identified eouipment deficiency not contained in the
1isting, Hewever, the equipment wr'1d not be tagged to indicate that a
WR had been requested,

The inspectors were unable to evaluate the program due to its recent
implementation, The inspectors did comment to the licensee on the
potential shoricomings of the system. Further review of the program will
be necessary to asses:s its effectiveness.

Exit Interview (30703)

The ‘nspectors mct with 1icensee representatives (denoted in paragraph 1)
on Oci~ber 5, 1990, at the conclusion of the onsite inspection, and
informally throughout the inspection period and summarized t'e scope and
findings of the inspection activities. The inspectors also uiscussed the
1ikely informaticnal content of the inspection report with regard to
documents or processes reviewed by the inspectors during the inspection,
The licensee did not identify any such documents/processes as proprietary,
The licensee representatives were also informed that information on
certain potential findings was sti1] being collected and evaluated. The
inspectors stated that the appropriate licensee representatives would be
notified nf the final determination on the potential findings. On
October 1¥, 1990, licensee representatives (denoted in ;aragraph 1) were
notified of two examples of procedural noncompliance, inadequate
documentatfon of equipment test results,
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