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Inspection Summary I

l
Inspection from May 17 through June 20, 1994, (Report No. 50-461/94012(DRP)) {
Areas Inspected: Routine, unannounced safety inspection by the resident and i
region based inspectors of plant operations, maintenance, engineering, and '

plant support.

Results: No violations or deviations were identified in the four areas
,

inspected.
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Executive Summary

Operations

The unit was operated at power levels up to 100 percent throughout the report
period.

Weaknesses in operator communications, procedure use and timely manual actions
were noted during simulator requalification training.

Operator performance in the control room was good.

Maintenance

No problems were noted during various maintenance activities.

Engineerina

Good safety focus was applied in addressing drywell/ containment H,0, analyzer
issues.

Plant Support

Radiation protection and ALARA weaknesses, which were identified during the
last refueling outage, were being addressed by plant management. The planned
maintenance outage in April, P0-6, was limited in scope and emergent work;
therefore, it was not sufficiently challenging to assess the effectiveness of
the corrective actions.
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DETAILS

1.0 Persons Contacted

Illinois Power Company (IP)

*J. Cook, Vice President - Illinois Power Company
*R. Morgenstern, Manager - Clinton Power Station
*J. Miller, Manager - Nuclear Station Engineering Department
R. Wyatt, Manager - Quality Assurance

*D. Thompson, Manager - Training
*J. Palchak, Manager - Nuclear Planning and Support
F. Spangenberg, III, Nuclear Strategic Change leader

*R. Phares, Directo" - Licensing
*L. Everman, Director - Radiation Protection
*P. Yocum, Director - Plant Operations
*W. Clark, Director - Plant Maintenance
*K. Moore, Director - Plant Technical
*W. Bousquet, Director - Plant Support Services
*C. Elsasser, Director - Planning & Scheduling
*R. Kerestes, Director - Nuclear Safety and Analysis
D. Korneman, Director - Systems and Reliability, NSED

*J. Langley, Director - Design and Analysis, NSED
J. Sipek, Supervisor - Regulatory Interface ,|

The inspectors also contacted and interviewed other licensee and !
contractor personnel during the course of this inspection. j

Denotes those present during the exit interview on June 20, 1994. |
*

i

2.0 Operations

The unit was operated at power levels up to 100 percent throughout
the report period.

2.1 Operational Safety (71707)

The inspectors observed control room operation, reviewed applicable
logs, and conducted discussions with control room operators. During
these discussions and observations, the operators were alert, cognizant
of plant conditions, attentive to changes in those conditions, and took
prompt action when appropriate. The inspectors verified the operability
of selected emergency systems, reviewed tagout records, and verified the |
proper return to service of affected components.

The inspectors observed good operator performance in the control room.
There was good attention to detail in all areas. The operators
maintained up-to-date logs with good details and chronology.

Tours of the circulating water screen house and auxiliary, containment,
control, diesel, fuel handling, rad-waste, and turbine buildings were
conducted to observe plant equipment conditions, including potential
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fire hazards, fluid leaks, excessive vibrations, and to verify that
maintenance requests had been initiated for equipment in need of
maintenance. The inspectors verified implementation of radiation
protection controls and the physical security plan.

The inspector observed one crew's performance in the simulator as part
of requalification training. The inspector identified three items of
concern. There were poor communications between the crew members. Crew
members did not use procedures to verify completion of follow up actions
in response to the off normal event given in the scenario. Finally,
operators did not take manual actions prior to automatic actuations
occurring when known degrading plant conditions warranted. Follow-up
visits will be needed to determine if the observations were a crew
problem, a training program problem, or a combination of both.

No violations or deviations were identified.

3.0 Maintenance

3.1 Action on Previous Inspection Findings (92701)

(Closed) Inspection Follow-up Item (461/93b?2-02(DRP)): During the
performance of a surveillance procedure, while the reactor was shutdown,
a personnel error resulted in a reactor scram. The inspectors reviewed
the licensee's corrective actions which included discussing the event
with the operators involved and revising the procedure to clarify the
steps used to reset the reactor protection system trip logic. The
inspectors have no further concerns and this item is closed.

3.2 Observations Of Work Activities (61726 & 62703)

The inspectors observed maintenance and surveillance activities of both
safety-related and non'-safety related systems and components listed
below. These activities were reviewed to ascertain that they were
conducted in accordance with approved procedures, regulatory guides,
industry codes or standards, and in conformance with technical
specifications.

Document Activit_y

PCIRRM415 Loop Calibration for det Pump Flow Instrument
1833-K612

9532.19 RWCU Flow Channel Functional

No violations or deviations were identified.

4.0 Engineering

4.1 Action on Previous Inspection Findings (92701)

(Closed) Inspection Follow-up Item (461/93013-01(DRP)): Significant
voltage transient on plant busses. On August 4, 1993, a fault occurred
on an offsite transmission line. After the switchyard breakers opened,
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generator output voltage dropped to approximately 64% of rated voltage.
Voltages on plant busses dropped correspondingly. Some-non-safety
related equipment tripped. The voltage recovered within 7 seconds
without operator intervention. Three questions were identified:

Why did the fault on the Brokaw line occur?
Did all plant protective equipment respond correctly?.

What caused the generator voltage to drop?.

The licensee conducted an investigation which included inspection of the
transmission line and generator voltage regulator, as well as extensive
computer modeling of the transient. The licensee found a burn mark on
the A @ conductor in the line, but could not establish a cause. A
review of the event indicated that all safety-related protective devices
had functioned properly.

The voltage drop was caused by an interaction between the generator's
voltage regulator and the rest of the transmission system. The licensee
believed this was due to rapidly changing reactive loading (MVARs),
after the switchyard breakers opened. This could not be confirmed on
the computer model as a point history of generator MVARs was not
recorded during the transient.

The licensee also found that the exciter DC current limiter was set too
low, 140% of the nominal 88 amps versus the recommended 250%. This
value was determined during startup testing. Discussions with the
generator vendor concluded that it was acceptable to leave the current
limiter set at 140% until more detailed analysis could be performed.
The licensee anticipates changing the current limit valve to 200% in the
next refueling outage (March 1995).

Based on the licensee's investigation, the inspectors concluded that a
thorough evaluation had been performed. If voltage had continued to
drop, the generator would have tripped and voltage would have recovered
since the generator was the cause of voltage drop. Safety-related
equipment would have recovered or the busses would have stripped and the
emergency diesels started. Based on this information, the inspectors
have no further concerns. This item is closed.

4.2 Division I Drywell/ Containment Atmosphere H,0, Anal _yzer

At 12:50 a.m. on May 26, 1994, the licensee declared the division I
drywell/ containment H,0, analyzer inoperable due to a failed drywell
sample point. This placed the plant in a 30 day limiting condition for
operation (LCO). There are two H,0, analyzers with five sample points
each; three in the drywell and two in the containment. The licensee
performed a review of the design basis and determined that the analyzers
could perform their function with one drywell sample point in each
division inoperable. On June 1,1994, the licensee declared the Div I

| H,0, analyzer operable, and the plant exited the 30 day LCO.

!
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The inspectors reviewed the licensee's safety evaluation and other
applicable documents. The licensee's effort to address the issue was
timely and exhibited a good safety focus. The inspectors have no
concerns in this matter.

4.3 Licensee Event Report (LER) Follow-up (90712 & 92700)

The inspectors reviewed the following LERs to verify that reportability
requirements were met, immediate corrective actions were completed, and
long term corrective actions were defined and tracked. Verification of
licensee corrective actions included: reviewing procedure changes,
interviewing personnel, inspecting equipment, and observing field
conditions. The following LERs are considered closed:

LER Title

461/94003 Licensed Thermal Power Limit Exceeded
461/94004 Control Room Staffing Below Minimum Levels

No violations or deviations were identified.
1

5.0 Plant Support

5.1 Radiological Controls (71707)

An inspection of the radiation protection (RP) area was conducted by
regional personnel over a period af several weeks. Overall, licensee
performance had improved. Corrective actions, which addressed
weaknesses that occurred in the last refueling outage, were effective
during the licensee's planning maintenance outage P0-6. However, this
maintenance outage did not fully test the corrective actions as the
outage scope was limited and there was a minimal amount of emergent
work.

5.1.1 Organization

Since the last inspection, RP management had rotated individuals within
the department. The ALARA coordinator, the supervisor respon'sible for
effluent monitoring, and a Radiation Protection shift supervisor were
assigned new job responsibilities. The impact of these changes will be
monitored during future inspections.

In addition to rotating individuals, RP management moved the ALARA group
from radiological support to the radiological operations group. This
was viewed as a positive move and should enhance the operations group's
role in the work planning and scheduling process, as well as improve
communication between RP and other work groups.

5.1.2 Outage Review RF-4 and P0-6

f The inspectors interviewed many of the department directors and
| supervisors. It appeared that management's philosophy about dose
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reduction had changed. During the last refueling outage, directors and
supervisors did not take responsibility for reducing dose and/or
enforcing good radiation protection practices among their workers. This
was viewed by management as the sole responsibility of the radiation
protection department. As a result, decisions were made based on

,

"getting the job done", without ALARA considerations. Department -

directors indicated to the inspectors that, in the future, dose
consequences would factor into their decisions and that dose reduction
was their responsibility. This change in philosophy and the methods in
which the change is implemented will be closely monitored during future
inspections.

RP aspects of refueling outage, RF-4, were discussed in Inspection
Report 93028(DRSS); however, some areas were reviewed further and the
following weaknesses were noted:

a. The RP planning for emergent work during RF-4 was inadequate. Prior
to RF-4, the licensee had established a policy to ensure that the
ALARA group and at least one radiation protection shift supervisor
reviewed all work requests before they were sent to the schedulers.
This policy was established to ensure that RP would be made aware of
all work and could plan accordingly. Interviews with RP personnel
indicated that during RF-4 this policy had not been enforced for
emergent work and RP had been left out of the planning loop.

b. During RF-4, "stop work orders" were not effectively used to control
dose. For example, the licensee increased the number of individuals

,

working around the refueling floor even though the dose rates had '

increased significantly. This effectively doubled the dose projected i

for these activities. Discussions with selected staff indicated that
no one stopped the activities to reassess the work based on dose

Iconsiderations.

c. There were indications that inflexibility in the outage schedule cost
the station additional dose. The schedule was computer generated and
systems based. When a job was completed the schedule would be
updated. Because outage work is flow charted or frag-netted by i

system, each completed job has a direct effect on other jobs
throughout the plant. There were multiple cases where crews were
setup to work in one area only to be sent to another area when the
schedule was updated. Each of these moves resulted in additional
dose to workers.

During P0-6, replacement of the reactor recirculation "A" pump seal, the
licensee employed lessons learned from RF-4. Job planning was thorough
with emphasis on minimizing dose. Access to the drywell appeared to be
well controlled. Remote monitoring (television cameras), radio
headsets, and an RP rover technician were employed to reduce dose. The
outage dose estimate was 4.7 rem (47 milliSieverts (mSv)) and the actual
dose was 3.3 rem (33 mSv). Dose was tracked as a function of job
completion which was an improvement over dose tracking for RF-4.
Drywell housekeeping was very good during this evolution and emergent
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work was accommodated.

Interviews with RP technicians, RP shift supervisors and other
individuals who had worked in the drywell indicated that, although some
of the initiatives had been successful, there had been problems. A
review of the deficiency reports and the Quality Assurance (QA)
surveillances written during or following PO-6 indicated that those
problems had not been documented. Whether this resulted from a weakness
in the deficiency reporting system or was the result of poor
communications between management and staff will be addressed during
future inspections.

5.1.3 Qualit_y Assurance Audit of the Radiation Protection Department and
Quality Assurance Surveillances Conducted during P0-6.

The 1994 QA audit of the radiation protection department was excellent.
It was broad in scope, performance based and gave a good overall
assessment of the performance of the department. The audit identified
some of the successful initiatives undertaken by the department since
the 1993 audit and clearly described one of its main weaknesses.

In the summary, the auditors concluded that within the program
" administrative controls are not being effectively implemented". In
addition, the auditors stated that the administrative deficiencies

identified by the team are "the same types of deficiencies observed
during past audits dating back to 1988". The following examples of
administrative deficiencies were noted:

a. Logs had not been completed.

b. Documentation for personnel contamination events had not been
processed.

c. Radioactive sources installed in area radiation monitors had not been
identified as required by procedure.

d. Improperly identified Purchase orders for instrument calibrations.

There were eight additional findings in the audit which supported the
conclusion drawn by the auditors.

In addition to the aforementioned deficiencies, the audit team
identified weaknesses in the ALARA program, the RP department's
Radiological Deficiency Reporting system, the radiological suggestion
program, and work control practices throughout the plant. Deficiencies
identified will be examined during subsequent audits and NRC
inspections.

Significant improvements have occurred in the audits performed by the QA
department, however, QA could enhance its oversight of activities in the
plant, especially with regard to programmatic issues. For example, QA
conducted a number of surveillances during PO-6 each of which addressed
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one facet of work performed in the drywell. QA did not, however,
provide an overall assessment of the effectiveness the of initiatives
taken by the plant to restrict access to the drywell. This assessment
would have provided upper management with additional input in making a
decision to adopt these initiatives for future outages.

5.1.4 Plant Tours

With only minor exceptions, housing had improved throughout the plant.
The licensee had developed a program for housekeeping ownership which
appeared to have been effective. However, because of past poor
performance in this area, housekeeping will continue to be closely
monitored in the future. Radiological controls had also improved.
Problems with contamination zones had been resolved and postings, in
general, had improved.

5.2 Housekeeping (71707)

Tours of the circulating water screen house and auxiliary, containment,
control, diesel, fuel handling, rad-waste, and turbine buildings were
conducted to observe plant equipment conditions, including potential
fire hazards, fluid leaks, housekeeping, and cleanliness conditions.

1

No violations or deviations were identified. |

!
6.0 Exit Interview

The inspectors met with the licensee representatives denoted in
paragraph 1 at the conclusion of the inspection on June 20, 1994. The
inspectors summarized the purpose and scope of the inspection and the
findings. The inspectors also discussed the likely informational
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 or processes as proprietary.
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