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Attachment |

l ' REPLY TO NRC CONCERNS EXPRESSED IN COVER LETTER
OF INSPECTION REPORT 50-458/9331

¥ 4 y

In the cover letter for NRC Inspection Report 50-458/93-31 dated March 30, 1994, the NRC
cpressed concern with work processes at River Bend Station (RBF). Management at RBS has
recognized the same concerns and recently discussed our improvement plans with NRC
inagement at the March 22, 1994 management meeting. Improving the work processes at
RBS has been, and remains, a priority item of RBS management

utlined in the near-term performance improvement plan (NTPIP), RBS management 1s
arged with the responsibility to improve plant performance by establishing effective
rocesses. Management at RBS developed the NTPIP to foster ownership of plant problems
ove RBS work practices in operations and maintenance activities
ylan initatives define the process of setting management expectations, 1mproving work

ind their solutions. To 1mp

e

ickages, ensuring procedural compliance, and improving plant chemistry and radiological

ntrois. The NTPIP program initiatives reinforce management expectations involving
annmng, trainng and “1{‘;"‘-'1 from miertacing groups. JSupervisors arc also involved in

ng and coach of workers to predefined levels of perrormance requirements

he NTPIP addresses effective work practices, including employee effectiveness in controlling
perations, maintenance and other support activities. The NTPIP enhances the control of work
assure that work is performed in accordance with established procedures that are technically
rrect, easily understood and consistently used. The program objective 1S to remnforce
xpectations for procedure compliance and promote continuous improvement in the work
The NTPIP also requires that methods be established for supervision to

increase their tme in direct observation of work activities

iocumentation i

Because RBS has experienced 2 number of personnel errors, one element of the NTPIP was
developed to address human performance effectiveness. The plan recognizes that people need
to be trained, not only in the processes and technology they apply in their daily activities, but
also in the fundamentals of safety, performance expec.ations, attention to detail, day-to-day

rooiem solving ang effecuve use Of resources in theiwr work




we the eftectiveness of the

[he initiatives established in the plan are designed to impn
srformance of station personnel. The mnatives systematically adadress personnel errors
ind procedure effectiveness. and establish expectatuions and

nce supervision, trauning,

iire the monitoring of human performance. The human performance efifecuveness
jatives are designed to improve performance through the following objectives: 1) address

hort term human performance needs and lIYi_I‘iL‘TlI:f!’( an observation program, 2) improve

of the STAR ("Stop, Think, Act, Review") program, ar

i LA .

1 the use 1d  3) reduce the
and improve the change notice process

| lan ey o - han s
{1 | lant proceaure cnanges

prove human performance issues, Doth intermnal and extermal reviews have been

y LMp i
‘ QAT) were formed to review processes anc

Intemally _{Li.ji}!'v action teams {(QUA L) 1<

ements in the areas of supervisory methods, accountability,
1

rograms that need improv
ation of management standards. The

idation/ venfication of technmques, and communic '
AT's recommendations are now being evaluaied and impiemented

For exiernal assistance in evaluation of human performance at RBS, FPI International was
ntracted to review condition reports and licensee event repoits to assess and determine root

of human performiance issues. Their report has been issued and their recommendations

it |
ire being reviewed and applied as necessary to provide corrective action I: was concluded
1at approximately 20% of the performance issues at RBS were based on self-checking and

of the 1ssues being a result of organizatocnal and

incgicate that the majority of the pertormance

n

iressing the organizatonal and programim auc 1ssues. in

lertness with approximately 0%
T > , 11 1 "
rogrammatic deficiencies. These conclusions

robiems couid be resolved Dy addre
1 n, this assessment round that extensive detail in written instructuon can iead o
penden N nstruction details and decrease the empnasis on ([earmed SKils
t the time that the subject violatuons were identified, the NTPIP had been developed and
f e heine nonlemented remrit ]y nmet ‘<"‘,""‘li"> TTIANE have T 2t nl 2
< £ piemented Currently., most N1YLY actuons have peen completeq and a
ng term performance improvement pian has been deveioped. The long term '.)(‘T!()FTT‘..U‘M,C

PIP) also addresses process improvements. One of the LTPIP key
y. The LTPIP establishes programs that will increase

nprovement plan (LT
tegies 15 work process efficiend

for human performance and resolution of numan
proven industry methods that are effective in reducing
that work is done correctly the :":r\:x time and by identufying am'.
ting the root causes of human performance errors. The plan calls for the removal o
ance "traps” (such as poor procedure quality) and for improved ;t-nxe:dun:
the number of events resulting

listed in the plan to reduce ti

ployee ownership and accountabuiity

rformance 1ssues. The plan addresses

perom ]

uman €rrors dy assunng

auman pertorm

mpuance yeveral opjectives are
2., implement the human performance quality action team

(rom human periormance 1ssues, e.g
it RBS, develop an effective human performance database, trend human performance data.

iementatcon, et

nprove the STAR program imp




IP requires that a strategy be developed to address work Process ¢ fricienc i

hat addresses the fundamental root > O WOrK process inefficiencies contnbuting

Y pertormance :,'HL" mentation Of this strategy ncludes rocusing on four areas

am designed to turn 1t into a strength. The four program areas of the

|

include work control, matenal manageme modificauons, and

r each of the program areas and how they are {0 be obtained are

revenung recurrence

iescnped in the
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L EPLY TO NOTICE OF VIOLATION 50-458/9331-03
REFERENCE
¢ e b aos b by 1 Mc(Gaha teard Mareh ) 1904
~ 1an ! A ok 1N K viCiadlld Adicd viditl |
VIOLATION
3 O 4 w
Failure to Follow Procedure
[echnical Specification 6.5.1 require part, that wnten procedures shall be impiemented
-l Y, -
ring surveillance and test activities of safety-related equipment and coverng the applicabie
ocedures recommended Appendix A of Regulatory Guide 1.33, Revision 2, February
Regulatory Guide [.33, Appendix A, states, in part, that maintenance that can affect the
performance of safety-related equipmernt should dDe pertorn 18d 1IN accordance with written
rocedures appropriate to the circumstance
ntrary to the above, three examples were identified for which wrnitten procedures affecting
tv-relat nai ance a ties were not implemented as required by the m'n,'c-ci'.;-":-\
n January 11 14, Ster Maintenance Work Order R2 0 required the inner
or of the anment airlock be locked while performing the maintenance activi
n the door et was signed oIt a mpleted by plant personnel; however, the door
Yas not locked as required
January 3 W4 Administration Procedure ADM-0015, "Station Surveillance Test
Program," Revision i4, required that the sieps in survelllance test procedures be
werformed in sequential order unless specifically stated otherwise 1n the procedure
Vhile performing Procedure STP -4813, "RCIC Isolation - RCIC Steam Supply

hannel Revision th

1€ tec hm‘. 1ans

ut Of sequence

5

Valve Operability and

6312, "SLC

equire running st

]?z,.' ng

Quarteriy
iction and discharge
of the test

the data were not

)

."(".”.\’,‘vl'fﬂ&.’)‘;c

nowever

the

<ten




Example

REASON FOR THE VIOLATION

l An investigation of this event was conducted and included management 1nterviews with
n

ersonnel involved with this event. During those interviews, it became apparent that
naintenance and work management center personne! had discussed in getail (e maintenance

led to recognize that the electrical interlocks wouid be disabled,

nadveriently signed the step No, 2 as completed when 1t should have been signed as not
ble": and 3) failed to recogruze the cautions in the work package Lack of attentior

SIENINE e SIEP &

jetail was determined to be the cause of these personnei actions
npleted it wasn't, was not a willful act by the maintenance techncian [0 misrepresent

was an existing condition as he understood it from the conversations that had gone on with
ther maintenance personnel. and directions that he had received from operations personnel
Because of earlier events involving post maintenance tests, pre-joo discussions between

aintenance and operations personnel centered around post maintenance testing, more soO tan
l | mpact of the work scope. Detailed discussions of the activities to be undertaken and a review
negs digc occur

maintenance personnel did not realize that removing the electrical interiock cCover renaers

he locking mechanism inoperative during the evolution since the engagement {or the interioCk
jisengaged when the cover is removed. There was no caution in the work instructions

dicating that removal of the cover would render the locking mechanism noperative

nerations personnel did not realize that the scope of the work required the electrical interiock

De removed A\s a result, operations personnel believed the door interiocks would not be
turbed and the decision was made to not lock the airlock door. Operations did dedicate an
erator to this job to observe and perform the interlock tests following compietion of
nenance acuviues

Maintenance personnel were informed by Operations' work management center (WMC
nersonnel that locks would not be utilized during the work activity even though MWO
R200150 iicludes a cauton on Page 3 of 6 which states: "Pnior to disassembling door, insure
it Operations has secured and locked the opposite door for TS .nnmicrm;uxs if in mode |
r 3." In addition, step 2 of the MWO instructions on page 4 of 6 states: "Insure that the

ner door 1s locked per TS requirements if containment 1S required
’ ‘

['his step is applicable for work performed on the outer door. Step 17 on page 5 of 6 of the
MWO instructions states: "Insure that the outer door is locked per TS requirements if
ntainment is required. " Similar steps were not included in the MWO-R162305; although, a

ided on page Jof 4 o Insure that the trombetta is de-energized durning 4oor




made by thé control room over the 1ourl

NOTICE-WORK IN

PROGRESS" sign was placed on the reactor side of the inner airlock door and a placard was
cated the card reader was off line. Step f MWO

Or tarting the work, an annpouncement was

171 . ¢ > dng A NN
he | /1 airiock was out of service )

peaker system that t
laced on the card reader which indi
1150 "Insure system tagged and 1n a Sate ondition to work (outer door)” was signed oft as

As work progressed, step 2 of MWO-R20015

mpleted even though no tags were required

™ . . ¢ p— . P, T ’ .
ire that the inner door 18 locked per 1S requirements if containment 1S required was
gned oft as compieied Simularly ther steps related to the outer door were signed OfT as

mpleted as the job proceeded. When contract personnel not associated with this work

) £
itv on the inner door attempted to access the hatch and entered the outer door, it became
narent that the airlock door was not locked per the requirements of the MWO
ontributing causes include:
1 - . res ey 111t artened W M TCON T e »
Preoccupaiion with the retest requirements diveried WM( personnel and maintenance

-

orough discussion of the need for

might nave been a more

errsonnei from whnat

This personnel oversight set the stage for operatons

XINg the airiock aoor
ersonnel to decide to not 1oCK e airioCk aoor
Maintenance work rders provide considerable laturude with rfff‘lr{j {0 craftsmen

i be worked in an MWO. Instructicas on page 1 of the

jetermining whnat steps snouid

MWO and maintenance practices indicate: "The steps in this job plan, uniess otherwise
pecified, need not be performed in the exact order listed. Perform only those steps
it appl N/ A should have a written justification beside the step Maintenance

ersonnel are allowed by MWO instructions to N/A steps which can not be performed

A i their judgment, should not be performed. Had the steps been pertorm
written, the airiock door wouid have been locked
¥ 1Ke a nseérvauve approach with regard to pertormance ot the work and
ance with TS requirements contributed to the faiure to lock the at

&

ORRECTIVE ACTIONS THAT HAVE BEEN TAKEN AND RESULTS ACHIEVED

Maintenance and work management center supervisors were discipiined concerning nadeqguaic
mmunicanons which led to this event. They were counseled on the need to maintain both a
estio attitude and a conservative approach to operations and compliance with Technical

Specifications (TS). The maintenance technician who inappropnately signed off a step as

mpleted, that was not performed as written, was disciplined regarding his lack of attention to
tail

erbal instructions were 1ssued to the maintenance foreman (o ensure the airlock doors are

xked whenever the monthly preventive maintenance tasks are performed. This was

upplemented by wrntten instructions. A review of preventive maintenance tasks associated

ith the ariock doors was perts ine if there are other instances where the doors
wiqg De xkeq | ASSUTY '




] | CORRECTIVE STEPS THAT WILL BE TAKEN TO AVOID FURTHER VIOLATIONS

Maintenance has reviewed the approprialencss M the guidance associated w ith "not \l;)pl:\.lhlc
s MWOs and will revise the guidance as necessary, Letter No. APM-M-94-0072 has

been jed 10 maintenance department personnel providing guidance for modifying MWO job

teps when problems are encountered dunng the performance of maintenance actuvitues
rder to reduce the potental for personnel errors, RBS has completed a human performance

uality action team (QAT) review, a Failure Prevention International (FPI) investigation, and

has implemented strategies as addressed in the long term performance improvement pian

\ ' DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

¢ was achieved with respect (0 the specific vioialon upon restoration ol the airlock

yperable status \ctions identified in the LTPIP will further improve compliance with
! ‘ Al . 1S

Exampie 2
REASON FOR THE VIOLATION
4813, an instrumentation and control

1&C) technician performed Steps 7.1.23.4a, b and ¢ out of sequence which violated ADM-

X)15. Personal interviews with the 1&C technician revealed that the reason for this violation

s personnel error. The technician reading the procedure mistakenly read the steps out of
equence when neée momentarnly Lost ncentration, and went on to initial the steps as if they
. pertormed in sequence

I'wo [&C technicians were performing a time response on a transmitter that required a "fill
ind vent" process. Normally, in venting a system, the steps require going from the low point
to the high point. In this procedure a step required the technician to go to a high point early in
the process to fill a hose with water prior to connecting it to the transmitter. As the venting
was occurring, he was giving instructions and observing a sight glass showing an abnormal
lecreasing water level. This was a concemn to him since fluid levels must be maintained. 1.¢e
air in the system creates inaccurate instrument readings and would give a false indication of a
slow response time. They were also getting to a point in the procedure where water would
need to be added; all of which causad the technician to be under some tension. This sequence
f events could have contributed to the technician losing focus as to the exact step that he
nould have been performing at the ume

.
-




At about this same time, a discussion occurred w'th the resident inspector (RI) conceming
topping the work to add the additional water, The ‘echnician thought the RI was pointing out
him that to add a step for adding water would cause the test steps to be out of sequence

l e technician did not realize (untu later) that a step had already been pertormed out of

YWUENCe

CORRECTIVE STEPS THAT HAVE BEEN TAKEN AND THE RESULTS ACHIEVED

$
! |

[he procedure was reviewed to determine if the I&C technician may have been "set up

ilure. The procedure steps were determined to be clear and adequate

e test results were evaluated to determine the effect of the steps being performed out of
ffect could have slowed the response time and

resulted in false indication of a test failure. The actual test results were well within tolerance

. ™ . : . 1 ¢h Ty
L Uence 1 he evaiuauon conciuded that the

d were sumilar to the last test performance. The test results were concluded acceptable

schnician involved with recording the data was counseled as to his responsibilities for

wedural adherence

he I&C group recently increased the number and duration of job observations and has since

CORRECTIVE STEPS THAT WILL BE TAKEN TO AVOID FURTHER VIOLATIONS

\dditional corrective actions that have been completed include the reorgamization of the 1&C
up and the addition of technical specialists and supervisors. This has allowed first line
pervisors to spend more ttme pertorming in-field supervision and coaching
rder to reduce the potential for personnel errors, RBS has complated a human performance

Wity action team (QAT) review, a Failure Prevention Intemationa' (FPI) investigation, and

aAs unplemented strateglies as adaressed (ne 1ong erm perrormance umprmvement plan

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

mpliance was achieved with respect to the specific violation on January 3. 1994 when the

'rror was resolved. Actions identified in the LTPIP will further improve compliance with




Example 3

REASON FOR THE VIOLATION

l n January 11. 1994 duning the performance of STP-201-6312, a running suctuon pressure of
y psig was recorded for standby liquid control (SLC) pump "B". This reading was
estioned and the STP was partially performed on January 14, 1994 to troubleshoot the
gher-than-expected reading
n January 14, 1994, the STP was signed-in indicating that it was being performed only “for
nformation” on the running suction pressure. Acceptance criteria or any other permanent data
were not being taken. The operator performing the test initialed the steps in the procedure,
vhich required data to be recorded on the procedure data sheet. The operator, knowing that
he data was for informational data only, (incorrectly) wrote the data on the back of the
rocedure page and not the data sheet. This was determined to be personnel error on the pan

W the operator

CORRECTIVE STEPS THAT HAVE BEEN TAKEN AND THE RESULTS ACHIEVED

i wing the test performed during troubleshooting, a successful test on SLC pump "B" was
nerformed with all data properly documented. The operator involved with the violation has

DO unseied on stnct aanerence U rocedures, as wntten, under all circumstances

ORRECTIVE STEPS THAT WILL BE TAKEN TO AVOID FURTHER VIOLATIONS

Briefing of all operators on this incident will be completed by May 30, 1994, In order to
juce the potental for personnel errors, RBS has completed a human performance quality
n team (QAT) review, a Failure Prevention International (FPI) investigation, and has
iressed in the long term performance improvement plan (LTPIP)

rent ot 2l el s g
emented strategies as ade

DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

Compliance was achieved with respect to the specific violation on February 10, 1994, on

ympletion of the successful test on the SLC pump B and appropnate recording of the data.

\ctions identified in the LTPIP will further improve compliance with procedures




Attachment 3

REPLY TO NOTICE OF VIOLATION 50-458/9331-04

\ ¢ " [ ot —— Re tin 1 B Meraha dAated Marmeh 3 1Q0
Py LALIOf Lefter 1mom A. i Hea ) 4. K VicGaha dated March J 1994

VIOLATION

”

Failure to provide adequate procedure

requires, in part, that written procedures shall be established

Tl S 111 127: s = .
NICAL SPeCiiiCcalion S

d maintained covering surveillance and test acuvities of satety-related equipment

l ntrary to the above. on January 11. 1994, Surveillance Test Procedure STP-201-631

1

SLC Quarterly Valve Operability and Pump Flow Test Division II," Revision 1, failed to

-~
e

equire the pump to be run for a minumum of five minutes before taking data as required by
[WP-3500 of the ASME Boiler and Pressure Vessel Code, Section XI. In contrast, Steps

and 8.2.30 required the pump to be run for three minutes maximum and (o take data

svelop, request and obtain specific ASME Section XI relief from the NRC was
termined to be the root cause. The standby liquid control (SL.C) system design was

f the required Section XI testing. Although the system design
yy River Bend personnel, the Section XI Code Relief Request

PRR-11) was not developed to explicitly state that pump stoppage was required to accomplish

tem realignment [his realignment was necessary to transition from the recircuiation moge
the 5 minute stabilization peried) to a ineup which pumped the contents ot the test tank

xiernal (o the system f10r the riow rate aeerminanon

[HE CORRECTIVE STEPS THAT HAVE BEEN TAKEN AND THE RESULTS
ACHIEVED

The In Service Test (IST) group developed a new test method for SLC which proved to satisfy

he ASME Code stabilizanon period; and it determines pump flow rate without stopping the

o ™

pump. The new test method utilizes the "test drums” used in the previous STP, but adds a
¢ recircuiation line from the test drums back to the test tank. This allows extended pump
neration for the five minute stabilization period. The transition from recirculation mode to




low measurement mode (i.¢. volume pumped external {0 the system) 15 acc omplished by

e
ecunng the recirculation line (valve operation) w ithout stopping the pump Or changing the
{ischarge flow path. The flowrate measurement is then accomy rlished in accordance with
mp relief request PRR-11 (i.e. timing a five inch drop in the test tank level). This method

144

roved to be successful and became the basis for the revised 2 STP

i LA W

urveillance tests (STP-201-6311, Rev. 3 and STP-201-6312, Rev. £ have been

ised to perform the test using the new method jeveloped 1n TP 94-0003 The revised
IP's have been successfully pertormed

\ll ASME Section XI pump surveillance tests (13 procedures covenng 29 pumps) were
S00 (5 minute stabilizauon penod)

iewed to ensure that the requirements of article IWP-3
vere properly implemented. This review identified seven procedures (affecting ten pumps)

hich will require revision

I'HE CORRECTIVE STEPS THAT WILL BE TAKEN TO AVOID FURTHER
VIQLATIONS

The IST group has been reorganized (on an interim basis) and augmented to provide additional

pport and peer review. The new organization and additional resources have proven (o be

ffective in identifying and addressing program weaknesses. This effort is ongoing and

ALY sl

nunueaq st £58 18 expected

Al ULAAAD

esign engineering support is now being provided to the IST program on an interim

wh §§

1sis. This has provided additional prospective and an independent review to the IST

gra The engineering support has been successful in identifying and/or resolving several
gram weaknesses. This effort is ongoing and continued success is expected

orrective actions planned, or now in progress, are detailed in the River Bend Station
ong Term Performance Improvement Plan (LTPIP)." The LTPIP includes actions such as

lesignating a program manager, defining the roles of engineering & operations, pertorming an
Entergy Operations self-assessment (and correcting issues identified), and revising the program

HE DATE WHEN FULL COMPLIANCE WILL BE ACHIEVED

¢
Revision of the SLC surveillance test procedures was made and acceptable performance of
these procedures was completed by Apnil 14, 1994

'he ASME pump surveillance procedures requiring revision, based upon the review discussed
ibove, will be changed prior to their next scheduled performance; ah procedure revisions will
be completed no later than July 27, 1994

tivities associated with the long term performance improvement plan for the IST program

ire ongoing as descnbed in the plan




