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Meeting Summary

January 9. 1995, (Report No. 50-454/95002(DRS);

50-455/95002 (DRS))

: The apparent violations and areas of concern regarding the failure to
maintain a licensed senior operator in the control room with a Unit operating at power and
to properly document that finding were reviewed. The corrective actions taken or planned
by the licensee were also discussed.
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An Enforcement Conference was held in the NRC Region III office on January 9, 1995.
This conference was conducted as a result of the preliminary findings of the
1ns?ection conducted from November 29 through December 20, 1995, in which apparent

violations of NRC regulations and license conditions were identified. Inspection
findings are documented in Inspection Report No. 50-454/94026; 50-455/94026,
transmitted to the licensee by letter dated December 30, 1994.

The purpose of this conference was to (1) discuss the apparent violations, causes,
and the licensee’s corrective actions; (2) determine if there were any escalating or
mitigating circumstances; and (3) obtain any information which would help determine
the appropriate enforcement action.

The licensee’s representatives did not contest any of the apparent violations and
were in agreement with .he NRC's statement of the areas of concern.

The Ticensee's representatives described the events which led to the apparent
violations, including root causes and corrective actions taken and planned. A
summary of the licensee’s corrective actions is included in the attached handout
that the licensee provided at the conference (Attachment 1). Among these actions
taken or planned in the arza of operations were revised policies addressing mid-
shift turnovers, notifications to management and log entries to address some of the
NRC's immediate concerns.
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APPARENT VIOLATIONS

Failure to maintain a licensed senior operator in the common unit dual control room
with a unit in other than cold shutdown or refueling in accordance with 10 CFR 50.54
{m)(2)(iii);

Failure to record the occurrence in the operations shift logs in accordance with
Technical Specification 6.8.1.



QVERVIEW of CHRONOLOGY

Ernday. October 14, 1994 (1st Shift, Thurs. 2200 - Fri. 0600)
U2 Shift Supervisor (S8) relieves Station Control Room Engineer, (0203).
U2 SS exits Main Control Room (MCR) with the Turbine Bldg Equipment
Attendant (EA) to supervise swapping of 2B Feed Water Pump oil filter,

(0210).

NSO's realize no SRO in MCR and call on radio for an SRO to return to
MCR, (0230).

U2 SS returns to MCR followed shortly by the U1 SS and then the
SCRE, (0232).

After tuming over to SCRE, U2 SS reports error to Shift Engineer,
(0245)

SE and U2 8S review Tech Spec Table 6.2-1 (Minimum Shift Crew
Manning) and decide no Tech Spec violation has occurred.

Eriday, October 14, 1994
SS's and SE assume duties and begin shift
Saturday, October 15, 1994  (1st Shift, Friday 2200 - Saturday 0600)
SS's and SE perform closer review of Tech Specs and determine the

incident violates Tech Spec 6.2.2.b which requires an SRO in MCR at all
times.

SE documents incident on a PIF and the Operations Mar: 1ger is later
notified. It is not clearly communicated that a Tech Spec violation has
occurred.

Monday, October 17, 1994

PIF is reviewed at Screening Meeting by Shift Operations Supervisor
(SOS)and Regulatory Assurance. Identified as a 30 day reportable event
(LER)




October 14, 1994

On first shift, during the early morning of October 14, 1994, the Unit 2 Turbine Building
Equipment Attendant (EA) came to the Unit 2 SR0 Shift Supervisor (SS) in the SE's
Office raquesting guidance for swapping the oil filter on the 2B Feedwater Pump. The
SS needed to talk to the Linit 2 NSO on an unrelated topic, so he told the EA to go to
the Unit 2 desk and that he, the 38, would join him in a moment. At about 0201 hrs,
the SS entered the Control Room and joined the EA at the U2 Nuclear Station
Operator (NSO) Desk intending to discuss the pending filter swap with the NSO and
the EA.

The Station Conirol Room Engineer (SCRE) approached the U2 NSO Desk and asked
the U2 SS to relieve him for a few minutes. The SS agreed and, after a turnover, the
SS assumed the Command and Control duties of the Control Room Supervisor SRO.

This SS stated that he normally moves his security badge to a different location on his
body when he is performing a relief for the SCRE, as an additional reminder of his
Control Room Supervisor responsibilities. On this occasion, however, he forgot to
move his badge [Lapse of Memory/Recall]. There is no policy or procedure that
requires the Control Room Supervisor SRO to perform this action. The SCRE exited
the Control Room at 0203 hrs leaving the SS in charge of the Control Room.

The SS then discussed the procedure for swapping the Feedwater Pump oil filter to
the EA. When he had completed his explanation, the EA was still not comfortable
with performing the filter swap alone. The SS was focusing on the EA's lack of
confidence in performing the pending task and his role in helping the EA [Tunnel
Vision]. During this conversation, the SS became so involved that he mentally
reentered his normal role as an in-plant supervisor. The SS told the NSO that he
would accompany the EA and help him with the task, a routine part of his normal first
line supervisory duties [Habit Intrusion]. The NSO was not aware that the Shift
Supervisor had taken the SRO duty for the Control Room [Unawareness], and
therefore, r 2 did not remind the SRO of his Control Room Duties.

The SS did not remember at that moment that he had the responsibility as the SRO in
the Control Room [Lapse of Memory/Recall). Unfortunately, his Shift Supervisor
instincts came into effect [Reflex/Instinctive Action]. He exited the Control Room at
0210 hrs, and accompanied the EA to the 426' Turbine Building to help swap the oil
filter on the running FW pump. In no way at all were the SS's actions malicious or
intentional.



During a phone conversation at approximately 0230, the Unit 1 NSO was told that a
Maintenance Foreman was going to be coming in to talk to the SCRE. i he Unit 1
NSO commented 1o the other NSOs present that the SRO was not in sight. On
infrequent occasions, the SRO is out of the line of sight of the unit panels for short
periods of time, such as when checking the back panels, going to the copy machine,
or to the printers. The NSOs had been involved with their duties, and were not
immediately aware that there wasn't an SRO present in the Control Room
[Unawareness]. One of the extra NSOs performed a quick check behind the panels
and determined that there was no SRO present in the Control Room. The Center
Desk NSO immediately called the SE office. When nc one answered, the NSO called
on the radio for an SRO to come to the Control Room. Three messages were
transmitted in a short time (within a minute).

During his absence from the Control Room, the SS had been assisting the EA in
swapping the Feedwater Pump oil filter. They had finished the job, but the SS was
still in the plant when the Center Desk NSO made his request over the radio. The SS
realized what he had done, and immediately returned to the Control Room. The Shift
Supervisor reentered the Control Room at (232 hrs, after an absence of 22 minutes.

The other SRO Shift Supervisor (SS2) on duty that moming also heard the radio
message, verified the message over the radio, and came to the Control Room,
entering at 0234 hrs, just after the other SS's return. Moments later, at 0237 hrs, the
SCRE also retumned from his plant tour. He then assumed the responsibility of the
Control Room Supervisor SRO).

At nd time during this incident did a transient or accident occur. Unit 1 was in Mode 6
and Unit 2 was in Mode 1, steady state and stable throughout the period that the SRO
was absent from the Control Room.

When the SS was relieved of the Control Room Supervisor SRO responsibility, he
went directly to report his enor to the Shift Engineer (SE). The SE counseled the SS
on what the Company expects of the SRO manager in the Main Control and how
these expectations apply to the SS when he takes on that responsibility. The SS
volunteered to write the PIF and the SE said he would handle it after he had more
facts. The SS was visibly upset by the matter so the SE took him outside for a waik
to get some fresh air and to put his mind at ease by explaining that it wasn't on
purpose and that the event would be looked at as a mental lapse on his part and not
malicious in nature.

Knowing of a requirement for an SRO in the Control Room, the SE & SS reviewed
Tech Specs for applicability. Looking at Tech Spec Table 6.2-1, titled Minimum Shift
Crew Composition, the SE and the SS decided that atthough there was some question
whether or not minimum manning had been maintained (per paragraph 2 Table 6.2-1)
the requirement was now satisfied and there was no sense of urgency to write a PIF.
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Since it was now late in the shift the SE decided to continue his investigation the next
day at 1800. The next evening further clarification was found in Tech Spec 6.2.2.
Returning to work later that evening (i-riday night for Saturday, October 15, first shift)
were two of the NSO's from the previous night. After the 2300 shift briefing an S8
informed the SE that the NSO's from the previous night were discussing the matter of
the SRO leaving the MCR with the new NSO's. The SE went into the MCR on Unit 1
and questioned them about the matter asking who noticed that the SRO was gone,
what prompted them to notice & why did it take so iong to notice. Away from the main
conversation an NSO asked the SE how high had this gone and the SE replied that so
far he was the only one but that the Ops Manager would be informed later that night
when he came in to support an outage appreciation event at 2 AM. The SE then
called Security and requested door records for the MCR. After reviewing those
records it was determined that the absence was 22 minutes and that there was no
other SRO in the MCR at that time. The PIF was then written. Although the SE
realized that a Tech Spec requirement had not been met he did not realize at the time
that it was outside the bounds of the Tech Spec and therefore did not make any
further notification or log it.

Later that shift, at approximately 0300, the SE talked to the Operations Manager. He
told the Operations Manager that they had experienced a problem and that a PIF had
been written. The SE stated that the SRO had left the MCR. The SE toid the

Operations Manager that when the NSOs realized it they immediately called the SRO
back to the Control Room. The Operations Manager misunderstood this and thought
that the SRO was just heading toward the door [Verbal Communications]. During this
conversation, the SE did not indicate that a Tech Spec violation was involved.

The incident was reviewed at the next PIF screening meeting which was held Monday,
October 17. Per BAP 1250-2, Problem (Deviation) Identification and Root Cause
Investigation Procedure, the incident was reviewed by the Shift Operations Supervisor
and the Regulatory Assurarice Department, and identified as a 30 day reportable
event (LER). The PIF was assigned as a significance level 3 and investigation level 3.

When the SS returned to work (from his ‘weekend®) on Tuesday the 18th, the Shift
Operations Supervisor (SOS), who had been present at the PIF screening meeting the
previous day, met with the SS to ask about the details of the event. The SOS asked
the SS how long he had been out of the Control Room. The SS replied that it had
been for about 20 minutes. The SOS recognized the severity and magnitude of the
event and had a Security Computer report of the Control Room access generated to
obtain an exact time figure for the duration of the event. This information was
obtained Tuesday moming and was discussed with the Operations Marager at that
time.




SAFETY SIGNIFICANCE

Event Safety Significance was Minimal

. Number of SROs on shift = 4
Number of ROs on shift = 6
(During the event, at least 5 ROs were in the MCR)

. U-1 Status: Stable in Mode 6

Boron 2135 ppm, ARI, SR NI 3 cps, RCS at 82 F and 0 psig
Rx Vessel Level being maintained below Rx Flange

. U-2 Status: Stable in Mode 1 '
Rx at 99 %, Turbine at 1167 MWe, RCS at 580 F and 2235 psig

. No off normal events occurred during the MCR SRO's absence. No significant
reactivity changes were in progress. No actual adverse safety impact.

. The STA was available within 10 minutes of the MCR.

. Once it was noticed that the SRO was not in the MCR, two Shift Supervisors
responded to the RO’s radio call and immediately reported to the MCR.

Regulatory Significance

. Shift Supervisor failed to focus on his responsibilities as SRO in Charge of the
MCR.

. Technical Specification wording in “Administrative Controls” (Section 6) was not

noticed at the time of the occurrence. Later, upon the Shift Engineer’s return,

the PIF was written and the proper Reportability determination (ie. 30 day LER)
was made.

. On-shift Licensed Personnel were sensitive to the matter but did not
aggressively communicate the issue to upper management.

. Past events were not identified, so corrective actions could not be identified
which would have prevented this more serious event from occurring.




CONCLUSIONS

THE ACTION WAS UNINTENTIONAL.
The communications in the control room were less then our expectations.
The middie of shift reliefs were less then our expectations.

The communications of this event and the communication of the significance of
this event did not meet our expectations.

We did not fuily ensure our expectation of the proper control room culture.
We did not have the proper focus on superior plant operations for all conditions.

We hesitated in writing the PIF - we did not display our expectations of
conservative plant operations.

This was a self identified event. The PIF process worked in that when the
problem was identified, the PIF was written and the investigation began to fuily
understand the problem. The safety net was tested and it worked.

This is NOT indicative of past operations performance.



PURPOSE

To ensure the operators at Byron Site feel the responsibility they are charged
with.

Not to just focus on this event, but to look at enhancements to total plant
operations and get back to core business.

Not minimize this event as a once in a lifetime. Think of this event as it should
never had occurred and it will not ever occur again.

Look at what allowed this event to occur.

WHO IS RESPONSIBLE FOR THE CORRECTIVE ACTIONS

THE OPERATIONS MANAGER



SHORT-TERM CORBECTIVE ACTIONS AS A RESULT OF THE EVENT (Ali
Compieted)

. Placed a physical barrier in place to prevent the duty SRO from leaving the
Main Control Room (clasp on the Security Card Reader Badge).

. Communicated the event to all our operators (see attached daily orders).
. Communicated our expectations to ali our operators (see attached daily orders).
. Performed a Level Ill Root Cause Investigation to determine proper casual

factors (started on 10/18/94).

. The root cause investigation was completed and identified 12 inappropriate
actions From the inappropriate actions 26 corrective actions were pursued. Of
the 26 corrective actions recommended 23 have been completed with 3
currently in progress (see attached EVENT/PIF CORRECTIVE ACTIONS).

. Involve our oparators in our corrective actions. Shift Engineer and SRQ
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Revised Policies for the Operations Department

o
o

00O

O

Log entries and turnover items (BAP 350-1)

Control Room announcements on who is in charge after a turnover(BAP
335-1)

How to conduct a mid-shift turnover (BAP 300-1, 335:1)

Notifications to management (Operating Policy 400-16)

Morming phone message on plant operations (Operating Policy 600-1)
Notifications both inside and outside the company (Operating Policy 400-
16)

Minimum manning requirements (BAP 320-1)

Shift Engineers were assigned the task of re-focusing on their responsibilities
and developing the Shift Engineer Mission Statement of responsibilities (see
enclosed).

Other exampiles of improvements are:

000O00O

Operations Self Assessments in Training

Electronic Rounds and Turnovers

Shift Engineers' Ownership in monthly meetings

Operations Manager's discussions with requal groups during requal
Shift Operations Supervisor's number one assignment of involvement in
Training to ensure Qur expectations are being met.
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An Operating Department Self Assessment Committee was established to look
at this event along with our operating culture (including communications,
command and control responsibilities, MCR prefessionalism and decorum,
benchmarking, et). This Committee, consisting of one person from each level
in the Operating Department, will be a standing committee that reports to the
Operating Manager and looks at operations as a whole to improve operations
high standards.

In addition, not as a result of this event but accelerated because of it, we have
assigned the Operations Self Assessment Committee to look at all of the shift
operations and have implemenied the following recommendations:

o Two SRO’s assigned to the Control Room. SCRE wiil be single point of
accountability. He will be relieved of Administrative duties and will
maintain his overview function.

o Rules of conduct for the SRO turnover in the Main Control Room.

o Relieving the shift operations of some of their administrative burden to
enhance focus on our unit operations

o Operating Management, who work outside of the MCR, directly reporting
to the Shift Engineer will work out of the Shift Engineer's office.

o Reinforce the “quiet time* for MCR Turnovers and enhance the Shift
Briefing protocol.

14



EVENT CAUSAL FACTOR OVERVIEW

Shift Supervisor failed to move his badge as had been his practice to
help him to remember when he was in charge of the control room.

When Shift Supervisor went into the field with the Equipnient Attendant
he did not remember that he was in charge of the contro! room.

Tunnel Vision:
Shift Supervisor became so involved in explaining procedure to
Equipment Attendant that he mentally re-entered his normal role as
in-plant supervisor.

Shift Supervisor accompanied Equipment Attendant into the field as he
usually does in the performance of his first line supervisory duties.

Unawarenes:s:
NSO had not been told that Shift Supervisor had assumed control of
control room and so did not remind shift Supervisor that he could not
accompany Equipment Attendant into the field.

NSOs invoived with their duties and not immediately aware that no SRO
was not present in the control room.

Not Familiar With }
On shift licensed personnel could not find Technical Specification that
required one SRO to be in the control room at all times.

Written C cation:
Shift Engineer did not log event because believed it was an issue of
personnel error by the Shift Supervisor.

Verbal Communications:
Operations Manager misunderstood Shift Engineer to say the Shift
Supervisor had been stopped at door and he was leaving control room
instead of {at he actuaily had left for some time.

15
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* The SS did not 1otally refocus
his attention on his new
responsibilities and left the
Control Room while responsible
for the Control Room SRO
duties.

« Shift personnel did not realize

their responsibility to pursue the
issue in an aggressive and umeiy
manner.

* Personnei on shift did not
immediately realize or identify
the Tech Spec Requirement that
was applicable.

Comiiis Aad

Re-enforce Management expectations
when accepting a position's
responsibilities.

Develop a clasp to remind wearer of
SRO responsibilities.

Review BAP descriptions of roles
and responsibilitics of Licensed Shift
are clesrly documented.

(BAP 300-1, BAP 335-1

Review possibility of changing the
door access computer to prevent the
last SRO from exiting.

Counsel the personnel regarding their
responsibilities concemning this event.

Communicate management
expectations 1o all shift personnel to
expeditiously notify the appropriate
personnel(including upper Operations
management) upon Technical
Specification violations or potential
violations.

Emphasize the importance of Section
6 of Tech Specs.

Revise BAP 320-1 and BAP 335-1 10
clearly include the appropriate
Technical Specification requirement.

Enhance Training Lesson Plan
regarding Tech Spec Section 6.
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Status

Included in 10/19/94 &
12/10/94 Daily Orders.

Clasp in use beginning
10/19/94.

Procedures enhanced.

NTS #454-180-94-
01500-01 tracks this

item to completion.

Both the SE and the SS
received counselling on
10/19/94 in addition to
disciplinary action.

Included in 12/10/94
Daily Order.

Included in 10/19/94
Daily Order.

Procedure enhanced.

TRR written to train
operators in 1st quarter
1995,

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

No



Lnapproprgice Aclon

* Shift personne! did not
document the event in the

respective Log Books or note it

as 8 Turnover item

* The PIF was not written in a
tumely manner or written such
that it clearly related the problem
that had occurred. A Secunity
report of the Control Room
access doors was not included
with the PIF package

* On-shift personnel expenenced
communication problems with
upper Management

Lonecuye Aclior

Emphasize use of logs and turnovers
as & communications tool and as a
legal document concern

Counsel the SE and SS regarding
trer responsibilities

Develop Computerized Logs and
Turnovers to enhance decumentati
and upper management review of
such

Review BAP 350-1 for possibie
enhancements

Emphasize writing PIFs on all
wdentified probiems with content
consistent with management
expectations

Counsel personnel regarding their
responsibilities

Emphasize the importance of concise
commumcations within the
Deparunent

Counsel the SE about his need to
better commmunicate with personne!
throughout the organization

Revise Operating Policy #400-16 1o
instruct the SE to notify appropriate
personnel upon Technical
Specification violations and polential
violations

Ceats
swAdilD

Included in 12/10/94
Datly Order

SE and SS received
counselling on 10/19/94

Efforts are ongoing in
this area

Procedure enhanced

Included in 12/10/94
Daily Qrder

Personnel counselled on
10/19/94

SE received counselling

on 1(/19/94

Included in 10/19/94
Daily Order

Policy enhanced




lnagpropaaie Action Lomecuye Acuon Slalus Complete

= A descniption of the event was Reinforce management expectations Included in 12/10/94 Yes
not included in the morning Plant concerming the content of the phone Daily Order
Status phone message message

Review Operating Policy #600-1 to Policy enhanced
address message content and 10 have

the SE responsible for overviewing

the meeting

* The Scnior Resident Inspector Emphasize management support for Included in 12/10/94
was not expeditiously notified open, henest, and timely notifications Daily Order
and communications

Additonal ltems

* Control Room Decorum and Reinforce Management expectations Included in 12/10/94
Professional behavior did not for Control Room Decorum and Daily Order
inatch Management expectations Professional behavior

* On Shift organization requires a Reevaluate Control Room Manning/ Final implementation in Gngoing
critical self assessment with Roles/ Responsibilities progress
coiresponding corrective actions
due to Implement two SROs in MCR
1) performance issues
2) desirability of 2 SROs in the Reduce Administrative Work load
Control Room, from on-shift personnel
3) advent of Electronic Work
Control System and Electronic
Out of Service
and
4) NRC concerns

* Ensure other 5 ComEd Sites are Byron OM to present at upcoming Being scheduled
aware of this event OM seminar




SITE VICE PRESIDENT OVERVIEW

From the presentation, | believe you can see our Operations Personnel are
dedicated to do 100% of the job and are absolutely concerned with Safe
Conservative Operations. On October 14, 1994, the Shift Supervisor and Shift
Engineer did not meet our expectation and standards, nor did they meet their
own.

As Tom Gierich said, in 1994 we have been focusing on enhancements in the
operating area. It is our No. 1 Business Strategy for 1995 and one of our
Focus Issues.

During 1994, we have been reviewing:

¥ Our concerns on Operational performance. Byron has always had a
strong record.
. Reviewing PiF's for human performance issues, to classify so we are

able to address, and correct.

. Operating **~nager has had meetings with Shift Engineers and
Operating L ..gineers.

v As stated the event was self-identified, had low safety significance, but
high management significance.

I hope we have shown during our discussion that we have taken this event very
seriously. We don't believe the facts support escalated enforcement. Byron
Site has heen operation focused, has had a strong conservative operating
approach and this event showed us that *yes' we have the opportunity for
further improvements.

We believe the root cause of the event was as our Causal Factor showed it to
be, a "lapse of memory/recall*. | was concerned that the event was
characterized in the Inspection Report as *inattentiveness to duty® because this
phrase has a special meaning in the Nuclear Industry that applies to
occurrences like sleeping and not to inadvertent actions taken in pursuit of plant
responsibility.
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Ummbaﬁunwmnnulhemmmmeyuwu
occurred. mldbwmuahdmd&emmuubke\m:

a mAFPmTWMwWWMMUJRxTﬁpRmm,
b. u—nrmamvmmmmsspsmmmsm
4 lammmmmocx-um
d lBCVPnpSm-upwithmoilintheGmChm.

probably queston what's

mnam'umaamquwwmnww. Our objective is
fof 1o go into detail on any of these. The pount is

- This last
mmmmumyatmmwm,mmuyvm
M&hﬁmnwummhm. wmwﬁubeaﬂuﬁumm
also shift performance. We will decide pri

n whethermmopemingina
flawless, conservative manner. Oﬂylﬁummmwuumlmupinmods.

mmmmdwmwmmmmmwwmo You should call myseif or
meayummmdhmnydm.

Racanjy.*ecpeuﬁonsbmmmons&mmuﬁommemc. Let's use this
htminadentlogethudgonhckwhuemauh:veworkcdwhardwm,
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After a week and a half. the NRC has concluded their “Special Inspection” regarding the 10/14/94
incident where an SRO was out of the MCR for 22 minutes. The meeung munutes are getung typed up
and we hope to get them out soon. As with any senous event (of which this continues to be) there are
many lessons to be learned. The purpose of this letter is not to point fingers at anvbody. More
importantly, we must take a critical self assessment of our performance. That being 1o learn from our
mistakes and move ahead in pursuit of continuous improvement.

As of Friday, the NRC can't tell us what the violations are, or what the sevenity might be at this time. In
addition 1o the lack of SRO in the Control Room being a poiential violation, there are a couple other main
potnts that came out of the Inspection and need to be discussed hore. The two areas are “Mid-shift
Reliefs” and our Department’s “Reporting of the Events " A few words will be presented here regarding
cach. Also. they are continuing to look at our station’s Overume Records for the BIRO6 period. The
O.T. was excessive and the documentation of deviations was not stellar. More information is pending in
this area.

NRC Comment #1: Mid-shift Turnovers / Reliefs must have a higher level of formality.

Response la: Generaliv, we do a good job at conducting “End of Shift” Turnovers. It has been noted
Mmmzd-thxﬁmhds(e;btuhforhnchorm)mmmum w

WMM mmmmkmmmmmwmwkm‘lw
it, you got it”. | wouid expect that the mid-shift turnovers take a minimum amount of time - both to
transfer all essential items and also for the new person to be comfortable to resume duty. We realize this
is situational with the duty extra NSO, for example. The turnc the s¢ ten:
WMWWMMT@MMMme
progress, manpower assignments, etc. The latest Turnover shest, Log entnies, and “Work in Progress”
sheets should all be referred 1o Self discipline. respect for license duties. and personal accounability go
a long way. The NRC was quite critical of our MCR decorum.  We must all realize that professionalism

and other cultural aspects build over ume. Always room for improvement here.

Response 1b: TheSROmChnrgeoﬁheMCR(ne SCRE/CRS)mmbeknownbytleommanom
NSO’nuuumes. heneve: th T « tify @

Mlnuwmmnwmmmmm

Currently the SCRE's are using a clasp, attached to their Security Badge, to accomplish the following:
a. Provide a positive control method for preventing them from inadvertently leaving the MCR.
b. Act as a symbol that states he understands and has accepted the responsibilities of the CRS.
¢. Finally, it shows other people who has command and control and who is supervising the
NSO's.

mmmuia.mmmdemMGmmmmunm
responsibilities of manspulating the controls. Dedicated NSO's (2.g. RH System / Primary Parameter
waich) should also inform the CRS after ternovers. If an operation is important enough to have a
dedicated licensed individual, then it is important enough to have a formal turnover and subsequent
notification to the SCRE. This should not be left up to any guesswork.



Response 2a: Fm&um&?ﬁm’tmmamﬂymd&wmbﬂuaﬂeﬁmw
MmmTﬁSﬂ‘.WeMMmlmmmM'lwmem
that first day of the occurrence. The PIF was written the second night upon further review of Tech Specs.
In hindsight, this was a mistake. There are several items 10 present:

a. ge the F LANY commalment or reguirement is guestic

180 be gvoided Paint the picture, don't just sketch it
¢ Lasly, PIF's musgt be timely. Operating has a good record of PIF generanca Timeliness
was a concern for rhus incidest and others.

Pes cocumen ot wnfractions ana FTENTIAL infractions. [ ogs showid describe ¢
concern. Manv people review the Shift Enganeer Logs, specificaliy They are used dailv 1o un
mcnqmnceofcvmumdabwmﬁmmhmnqmm‘ The SE has this responsibility.

None of this should be new. It is very rare that we se» someone write too much. Lex’s gll attempt 1o be
more narrative. Other operators depend on it Non-operating people depend on it

RUEENnEaG A LFTEF L A ‘A'.u,.‘.! S0, LRV SROMU
he used fo ts or issues DESERVING resolution. Operaung has a responsibility 1o
aggressively pursue vour con~ermns. You hawe the responsibility to bring them to our anention

HEMLON

Our “paper Laul’ is uuportant and legally required. We cannot afford the remote appearance of
indiscretion. W don’t operate that way, we can't afford to operate that wav.

Response 2¢:  Nottung beats the umeliness and effectiveness of verbal communications I something is

ETLOMSL

FUNDLLRE VOu, i B LML BE Maae - [0 Someone in an office, @l @ hom U O
pagers. Anvone can call Wemmnuﬁunwﬁmaﬁmmmfmm This
includes concerns that go bevond unit generabon. We are interested It’s our job. Unavailsbility of any
level of management should not be a barner

mmwmwkmumme? We like 10 behieve three-
memmlhuanywmmntkmhnmmew. it there's
some doubt, don t be embarassed or hesitate 1o consult another point of view. This business is 100
complicated for anv one person or two persons 1o know it all.

Response 24 rm.mnﬂymmmaummmmumm
\ignificant PIF i POSSTE : R, ; :

ncludm AYF 4 ViMATLON, Bt 87 D ILA D FOGILLE IMUST remain
open_and honess. UM'slmuwthhmanmemMifmm
We will most likely err on the side of reporting the situation. To repeat, our PIF threshold is low.
“Sigruficant PIF's”™ is subjective. of course. It doesn't mean “SIGNIFICANT PIF's” What you may think
15 munor or tivial, yery ofien is not 10 others. If in question, call it in. Operators aren't typically shy,



Cenclusion.

As previously stated. there have been a lot of issues that arose out of this event. What makes Bvron
Mmmwmwmmm. We are
concluding the PIF write-up ourscives: nmmmmmut«m. The
necessary BAP's or Policies will be enhanced in the near futare.

Hopefully, this write-up gives m.wm«m»wmmummm. Itis

wmwmmumdwwswmmmm 1 apologize of
some of this 1sn’t thoroughly explained lxhdiﬁahwmaumtusmawwbmw.

Mmal«dmwhhinmmdhmm. The most important one in our
deparument is the people Our Vision and Vaiues are sound . Let’s continue to work together. focus on
wmmnumm-wnm.mgw. We all have the confidence, talent
and perseverance to succeed.




December 1994

¢ the Shifi Engineers at Byron Siation have three primary
responsibilities which must be followed at all times; protect the health and safety
of the public and plant personnel, protect the plant investmens, and generate
efficiert cos: effective power. To meet these responsibilities, the Shift Engineers
must be leaders who demonrstrate the following attributes:

m are responsible for the activities at the station and
accourtable for making the final decision.

vVe are highly motivated people who take on

challenges willingly and continually look for opportunities
1o improve operations at the siation.

‘Ve are committed to meeting the needs of the station.

m are proactive problem solvers and decision makers

who solicit inpwt from al! resources, reach valid conclusions
and take action.

‘Ve set high expectations for our performance as well
as those around us.

m are goal oriented, we prioritize tasks, optimize
resources, and complete tasks correctly and in a timely manner.

m act as positive role models.

‘Ve are coaches who continually provide constructive
criricism to promote better performance.

‘Ve are team builders who instill cooperation and
participation in all team members.

‘Vearecarmumicatomwhoactiveb' listen and provide
clean and concise feedback.



