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EXECUTIVE SUMMARY
1 OBJECTIVES

The weam was chartered with three objectives for its inspection of the Calvert Cliffs Nuclear
Power Plant (CCNPP): (1) to perform a broad-based inspection of licensee performance in the
functional areas of operations, maintenance and surveillance, engineering and techmcal support,
and safety assessment; (2) to compare the observed level of performance with that characterized
in the last Systematic Assessment of Licensee Performance (SALP) report: and (3) to evaluate
the effectiveness of the licensee's Performance Improvement Plan (PIP). The team mainly
observed performance of activities, supplementing their observations by reviews of the licensee’s
programs and procedures.

2 OVERALL CONCLUSIONS

The team concluded that CCNPP 15 being operated and mainmained in a safe manner. Baltimore
Gas & Electne Power Company (BG&E) has made substantial progress in correcting past
performance problems through its PIP and other programs and procedures. BG&E has
continued performance improvements noted in the most recent NRC SALP Report for CONPP.
Although BG&E has significantly strengthened the process for identifying and evaluating 1ssues,
BG&E has yet to clecrly demoastrate tha. they can promptly and effectively resolve them,
Weaknesses were also identified in BG&E followup of some unexpected or deficient plant
conditions and in 10 CFR 50.59 implementation

3 CONCLUSIONS FOR EACH AREA
3.0 Operations

Operators were knowledgeable and professional and usually used and adhered to procedures. The
licensee is improving operating procedures at an appropriate pacs through s Procedures
Upgrade Program (PUP). Communications within the Operations orgamzation were good,
Managers clearly conveyed their expectations to the operations statf and, in tum, operators
promptly conveyed any concerns to the managers, Effective shift turnover briefings ensured that
¢ach incoming crew was aware of plant status.  Communications by control room stat! were
clear and concise. The operations staff also interfaced well with other groups on site; for
example, maintenance staff served in the operations work control group

3.2 Maintenance and Surveillance

The licensee uses an appropriate threshold tor identifying hardware deficiencies, but needs to
continue to identify and correct deficient conditions throughout the plant.  The licensee had
strengthened the maintenance planning and documentation processes.  Although recent
maintenance packages exhibited excellent quality, inefficiencies in the process contributed to a
less than fully effecuve implementation of mamntenance activities. Mamntenance craft were
knowledgeable about their work and used appropriate procedures. Therr supervisors effectively
oversaw their work. Post-Maintenance Testing (PMT) was improved but PMT gindance was




inc onsistently used and did not address minor maintenance. The heensee need. to betier define
emergency maintenance and evaluate and trend rework and signifivant equipment 1aures.

mhmtu(n)mm ad assigning responsible individuals, BOA T

with 6T scheduling.  Cenerally, the saff s

WM reunduu “nd aghere (o them. Since the team identified two

techmcal adequacy concerns \vithm the relatively small sample of ST procecurer reviewed, an

overall oomluion ¢ :)d not be reached on ST pmcadure adequacy. The heensce wiil need 1o
assess the broader  Hlications of this finding.

33 Engloeer - and Technical Support

Syster engineering functioned acceptably and made meaningful contributions to improved
overdl performance. System enginecrs generally provided appropriate dentification and
folsowup of plant issu~s, al h the team dentified some instances where they failed to
«entify and pursue deficiencies. The quality and completeness of Design Engineering products
were generally good. The t=am was concerned with BG&E's consistency, imeliness, and rigor
in evaluating the operabth impacy of unexpacied or degraded conditions and the lack of detailed
gudance to progess and document them, especiaily those that need additional information or
expanded engineering anilysis. For example, several individuals in various parts of the BG& T
organization were aware 0y the service water heat exchanger support lamination, but they did
not initz* - o lssue Report o question and evaluate component operability.  The licensee staff
did not .. ' anderstand the difference between operability and reportability and their associated
time Jonstraints, However, items that clearly have an impact on operabihiny are aggressively
pursued, raised 1 plant managers, and prompltly and thorou, 'y corrected.  The team also noted
wveral concerns w4 the licensee’s program for implementing 10 CER 5059 These 1ssues
wittrant licensee management attention and oo nective action,

A4 Safety Assessment aod Quality \erification

BOGAE management and staff generally had a sound silety perspective.  The Isiue Ruport (IR)
process effectively identifies issues and categonizes them based on safety significance, e
guickly and effectuvely elevates issues 1o apprapnate managers.  Hovever, ity overn
effectivencss 1y reduced by its inability to promptly and consistently bring (ssues 10 a time.,y
resolution, and requires significant ranag tial attention. The Operating Expenence Review
(OER) Organization is well staffed and their performance .s a notable strength,  Site review
committee performance was generaily good except that some madifications to safety-related
equipment were not reviewed by the Plant Operations and Safety Review Comminee (POSRC),
which highlighted a weakness in the licensee's implomentation of TS reguirements,

L& Performance lmprovement Plan and mplementation Progeam (PP

BG&Y:'s PIP-IP 15 helping to correct past performance problems at the Calvert Chify Nuglear
Power Plant  The Nuclear Program Plan contains ininatives started under the PIP along with
several new initiatives, and appears 10 be etfective m tracking the remaiming open PIP-1P action
plans,



DETAILS |

1 INTRODUCTION
11 BACKGROUND |

During the last several years the licensee and the U.S. Nuclear Regulatory Commission (NRC)
identified a series of performance problems at the Calvert ClLiffs Nuclear Power Plant (CONPP),
In an attlempt . resolve the programmatic and managenial weaknesses associzted with these
problems, the licensee undertook an extensive effort to evaluate the problems, identify their
underiying root causes, and correct the problems.  The licensee developed the Performance |
Improvement Plan (P1P) 1o facilitate management and monitoring of this effort.  The actions |
specified in the PIP are largely complete. The licensee has successfully returned both units to

1.2 SCOPE

To improve NRC managers' understanding of the current status of CCNPP performance and 1o
evaluate the licensee’s success in resolving past pe~“rmance problems, NRC chartered an
Integruted Performance Assessment Team (IPAT) with waree objectives: (1) 1o perform a broad:
bas~d inspection of licensee performance in the functional areas of operations, maintenance and
,orveillance, engineering and technical support and safety assessment, (2) 1o compare the
chserved level of performance with that characterized in the last Systematic Assessment of
Licensee Performance (SALP) report; and (1) to evaluate the effectiveness of the licensee's PIP.
The team focused on performance-based observation of ongoing actvities, supplementing this
observation by reviewing programs and procedures.

1.3 METHODOLOGY
Operations

To assess the overal' effectiveness of plant operatins. the team monitored operator activities in !
the control room and in the field and reviewed operator logs, tagouts, shift turnovers, and other

practices. They interviewed managers and operators 10 assess the effect of the Operational

. orovement Plan.  They attended the licensee’s moming status meetings, shift turnover

mex ings, and Plant Operations and Safety Review Commitiee (POSRC) mectings 10 assess

com nunication effectiveness.  The tam inmtersicwed the staff and observed control room

activities 10 determine the results of management initiatives 10 improve operation of the plant and

monitored pre-evolution briefs 10 assess their efiectiveness in ens iring that the staff understood

maintenance and surveillance activities.

A TR T . .
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Maintenance and Surveillance

To assess the pertormance of the mantenance and surveillance tesung programs, leam
observed ongoing field activities, and reviewed the control of maintenance work, the of
maintenance procedures, and whether the staff used and adhered 10 them. They assessed
surveillance tests were scheduled and coordinated. The team also assessed whether managers
were adequately involved in the program and effectively interacted with other station surveillance
staff 10 identify and appropriately resolve deficiencies identified during field activities,

Fngineering and Technical Suppont

To assess the effectiveness of engineenng and technical wppoit at CONPP, the team reviewed
vanous aspects of the engineering programs, including system engineenng, design engineering,
madifications, and engineering problems affecting plant operation.  The team reviewed several
contemporary plant problems and regulatory issues the system engineers had identified of
processed 10 assess their: (1) responsiveness 1o safety significance, (2) rigor for the ensuing
engineening activides, (3) interaction with other organizations, (4) technical adequacy of
conclusions and reconimendations,  The team also evaluated Plamt Engineering Section (PES)
inter: ction with the Issue Report (IR) process, and theit fesponse 1o performance-based
observations made by the team during plant tours,

Safety Assessiment and Quality Verification

1o assess the effectiveness of safety assessment and quality venfication, the team reviewed IRs
and how BGKE staff identfy, process, and resolve issues. They also reviewed Independent
Safety Engineering Urit (ISELD, Plant Operating Expengnce Review (POER), and Industry
Operating Expenence Review (10ER) products and interviewed the statfs of these groups, The
team observed POSRC meetings, reviewed open item data and trends, and POSRC modification
screenming processes.  Finally, the team assessed Quality Assurance Departinent performance,
audits, and training,

Performance lmprovement Plan and Implementation Progeam (PP

The 1eam selected six action plans (o imspect from over forty achon plans in BGAE's PIP-IP,
The * ym essessed whether these action plans were effective m mtiating an improvement in
performance, and whether they accomplished the expected results.  The team’s inspection
approach included (1) review of the purpose and scope of the selected action plans, (2)
assessment of the licensee's activities to venfy effectiveness, (3) assessment of action plan
effectiveness through inspection of current program performance, and (4) verification of whether
the six action plans were effectively transferred 10 the Nuclear Program Plan (NPP).

T L I = — e S S B L ¥ e L L g T T R R R R R RTINSO =
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21

The team observed and evaluated the Operations Department performance in the areas of

FINDINGS
Operations

operations effectiveness, communications, and procedures 1o assess overal! operator performance
and to identify strengths and weaknesses in the conduct of operations,

PR N

Fffectiveness

From the team's observations, interviews, and reviews, the team determined that --

The Control Room Supervisor used a checklist 1o ensure that the shift was manned
as required.

The operators in the control room were attentive 1o plant conditions, and the licensee
kept thenr distractions to a minimum.

Effective shift briefings ensured that each incoming crew was aware of plant status,
The operatot's used shift turnover information sheets and watch station relief
checklists,  The organizations that interacted with the operations staff were
represented at shift turnover meetings and included departmental representatives from
radiological controls, tagg ©, chemistry, and fire and safety. Watchstanders
provided equipment status « the meetng for their assgned station, The team
considers the licensee's shift turnover process a strength because it ensures a thorough
review and understanding of plant condition:

Several control room alarm furctions for operating equipment were out of service,
this could affect the operator’s ability to monitor plant conditions, However, the
operators had backup means to monitor these parameters. Inhibiting alarm functions
were controlled by a procedure, and the Snift Supervisor reviewed each function to
ensure that safety was not affected. The licensee's process (¢ control out-of-service
alarm functions for operating equipment was determined 10 be acceptable.

Operator logs were being effectively maintained. The operators had clearly marked
when they entered and evited Technical Specification (TS) action statements in the
margins of the logs, as applhicable

The tagout log and observatons of several tagouts in progress showed that tagout
clearance practices were effective in ensuring that plant configuration was maintained.

Several observed pre-evolution briefs for surveillance and maintenance activities
effectively ensured that the staff adequateir. anderstood plant conditions and evolution
objectives.
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B With one exception, the licensee approprately interpreted and entered TS duning
maintenance and surveillance activities, The exception concerned the removal of

hydraulic snubbers at power, which is discussed in Section 2.3 of this report,
2.1.2 Communications

The team interviewed operations managers to determing their expectations and discussed their
expectations with several members of the operations staff. Licensee managers have several
pgrams o improve communications with the operations staff.  These programs include the
General Supervisor-Nuclear Plant Operations (GS-NPO) Book, electronic voice mail, and safety
audit tours performed by managers and supervisors, The team reviewed the GS-NPO Book and
determined that when this book promulgated operating guidance, appropriate changes were made
to standing orders or procedures to include this guidance, The licensee frequently used the GS-
NPO book to communicate management's operating philosophy, including its philosophy about
safety and quality and event-free operations. Electronic voice mail was extensively used for
timely communication with the operations staff. Managers and supervisors conducted safety
audit tours to observe watchstanding practices and whether the staff complied with provedures.
In addition, the Superintendent of Operations frequently visited the control room.

The team monitored control room activitics 10 assess the quality of routing communications.
Managers expect control room communications 1o be concise and the staff to repeat each order
given to ensure they understand it. This expectation is promulgated in Calvert Cliffs Instruction
(CCH 140, "Conduct of Operations,” and is amplified in the GS-NPO Book. Operator
communications in the control room were effective and the staff repeated each order. In
addition, all plant operators were equipped with portable radios to ensure timely communication
with the control room.

The licensee had several methods 10 enhance communication between departments:  shifl
turnover information sheets; various plant meetings, including the turnover, daily management,
and operatons/muintenance interface meetings; and pre-evolution briefs, The licensee recently
established a program for operators 10 temporarily rotate to other departments to expand their
understanding of interrelationships among departments,  Many of the Operations Department
managers have participated in visits to other utilities and industry-sponsored seminars.

The team reviewed several License Event Reports (LERs) and determined that ineffective
communication was a contributing cause for two of the events: LER 91.001, *Reactor Coolant
Inadvertently Drained Jhrough Containment Spray Header,” and LER 91-006, "F wilure w0
Follow Technical Specification Action Statement,”  Licensee corrective actions implemented in
response 10 these events addressed the communication discrepancies. The licensee recognized
that events of this type indicate the need to continually emphasize communications.

2.1.3 Adequacy and Use of Procedures

The licensee has reviewed 62 percent of Abnermal and Emergency Operating Procedures and
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Surveillance Test Procedures through its Procedurss Upgrade Program (PUP) and estimates it
will complete all of them by December 1992, Of the remaining site technical and administrasive
procedures, 44 percent have been upgraded and the resi are scheduled 10 be completed by
December 1994. Overall, the licensee has upgraded 49 percent of its procedures, 14 percent
more than it had completed by July 1, 1991. The Procedure Review Committee (PRC) reviews
and approves technical procedures as described in the TS and its function is clearly described
in CCI-103, "Organization and Operations of the Plant Operations and Safety Review Commitiee
(POSKC)." The team noted that the PRC reviews procedures before each meeting. At the
meeting, the technical staff presents information about procedure changes to the commitiee.
Presentations observed were detailed, and the commitiee exhibited a questioning attitude.  The
team compared several procedures that had been through the PUP with previous revisions: the
revised procedures were improved,

The licensee took several actions (0 ensure that the stoff ashered o procedures. These actions
included communications 1o the staff through the GS-NI 1w 4, Jossions at shifl turnover
meetings of events that have resulted from poorly g coek ae The licensee
developed procedure adherence guidance within each dey =« < w ;o .@opiag a site- wide
policy. POSRC Action ltem 91-75-03, "Develop and Clan., &z wulivoes Defining Expecta-
tions For Procedure Usage, Pre-evolution Briefings, and Proper Suyervisory involvement,” was
being used to track development of the site policy. The staff v 2d and properly followed
procedures during the team's observation of surveillance tests and routing evolutions in the
control room.

The team reviewed several LERs, which were attributed in part 1o either poor procedures or not
adhering to them. These LERs included: 91-01, " Unit 2 Reactor Coolant Inadvertently Drained
Through Containment Spray,” 9102, "Unit | Emergency Diesel Generator Slow Start Times
Allowed," and 91-02, "Unit 2 Engineered Saiety Features Actuation System Initation,”  The
hicensee implemented adequate measures 10 correct the problems identified in these LERs

The team noted that the POSRC does not review TS Interpretations. TS Interpretations are
controlled by CCI-311, "Technical Specification lnterpretations,” which only requires that the
GS-NPO and the Superintendent of Operations review them. The lhicensee stated that since TS
Interpretations are not procedures, in that they only clarify existing documents, they need not
be approved by the POSRC. The team considered this approach 1o review and approval of TS
Interpretations 10 be weak, in that it did not take full advantage of the insights potentially
available through multi-disciplinary review by POSRC,

The team identified that the POSRC had not reviewed and approved CCl-308, “Temporary
Notes, Operator Aids, and Permanent Labels.” The licensee believed that during a previous
meeting, POSRC considered the need to approve this procedure and elected 10 not review it
The licensee could not find documentation 1o support this assertion,  Afier additional
consideration, the licensee concluded that the POSRC should have reviewed this procedure and
agreed 1o have them complete 1it. The team did not identify any other CCls that had not received
the approprigie review



214 Conclusion

The team concluded that operations effectiveness, procedures, and communicalions are consistent
with that described in the last SALP Report, and the licensee continues 1o complete previously
initiated performance improvements. The licensee conducted plant operating activities in a safe
and well contolled manner. Operators were cognizant of plant and equipment status and
demonstrated a professional approach.

The managers effectively communicated with the operations staff and demonstrated good
involvement in day-to-day plani operations. Communication between departments and face 1o
face operator communications were good.  Radios were effectively used by plant operators o
ensure timely and clear communication between the control room and the field. Managers
continge to emphasize communication quality to help reduce operating events

The team concluded that the PUP was producing good quality procedures at an appropriate pace.
Although not using and adhering to procedures contributed to several past events, the hoensee's
corrective actions appear to have been effective.  Operators were aware of reguirements (o
adhere 1o procedures and were observed following procedures

3.2 Maintenance and Surseillance

For the maintenance program, the team evaluated how effectively the licensee planned and
performed maintenance and evaluated the effectiveness of their troubleshooting and post
maintenance testing (PMT) processes

For the surveillance program, the team evaluated how well the Licensee oversaw, seheduled, and
inpiemenied the program and evaluated the quality of the surveillance 1est provedures,

331 Maintenance Program
22,11 Planning Fffectiveness

In August 1991, the licensee consolidated the maintenance planning function under one plant
work group in an attempt to provide a standard and efficient work control progess.  In addition,
the licensee issued a detailed Mamtenance Order Planning Guidehne and implemented a new
computerized system called NUCLEIS for planning and controlling work

The intraduction of NUCLEIS resulted in an anticipated increase in the planming backlog, which
in turn contribuled 10 an inerease 10 the maintenance backlog,  Dospie these increases, the
hicensee reduced these backlogs somewhat because 1t assigned additional planners who became
familiar with NUCLEIS. Nevertheless, on several days during the inspection, the 1eam noted
that a sufficient number of planned tasks had not been developed 10 keep the mechanical
maintenance staff busy. This lag in planning inhibited farther backiop reduction and gave the
matntenance supervisor minimal time 10 review work packages hefore impiementation

&
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Supervisors said they needed the work packages more than a day before the work was scheduled.
While the planning group was working toward providing supervisors these packages five days
before the scheduled work date, this goal was not being consistently achieved. The licensee was
aware of this planning productivity problem, and arranged 10 provide five additional

planners, Jancary 1, 1992, To further increase the supervisors' review time, the
licensee recently production coordinators to the work groups and was filling two planning

SUPETVISOTY positions,

Non-emergency, high prionity tasks were planned effectively. For example, the diesel generator
mantenance performed dunng the weekend of December 7, 1991, indicated hat adequate
provisions exist for performing maintenance duning off-normal hours.

The quality of planned routine maintenance packapges was good.  Review of a sample of
packages prepared over the last six months indicated that improvement in this area has
continued. The licensee intended that users of the routine packages give planners feedback,
However, the team identified that this feedback system was informal, was not very eflective, and
did not satisfy the licensee's expectations.  Therefore, the licensee plans 1o estabiish a formal
feedback program.

To further enhance the planning and maintenance process, e licensee implemented a Quarterly
Systemn Schedule (QSS), a rolling 12-week schedule, which provides a systematic process for
scheduling system maintenance. The planning for this system appeared to be up 10 date,

2.2.1.2  lmplementation

I'he maintenance staff were familiar with their asis and procedures and used and adhered 1o
them very well.  Both the maintenance supervisors and the work torce were technically
competent and conscientious,  Pre-job briefings were a part of each maimenance task.
Maintenance supervisors and the guality venfication staff were in the field 100, and e
supervisors considered field observation of work performance an important aspect of theit job.
Both the planner and the system engineer were identified on each maintenance order 10 help
resolve questions that could arise while working

The licensee recently implemented the rover mamtenance program o control and document
minor maintenance without generating individual maintenance orders ‘MOs). Although this
program was adequately implemented, in several instances, the associated documentation was
not sufficieni detailed. The team brought this imadequacy 10 the licensee's attention,

Discussions with mechanical maintenance workers and supervisors indicaed that maintenange
traiming is very good, traning facilities are adequate, and managers strongly support the training
program.

Several specific examples of minor undocumented deficient hardware conditions existed. These
included unsecured transient equipment, support hangers abandoned i place, plugged Noor
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drains, and component fasteners that might have inadequate thieau engagement. (ertain
deficiencies also existed 0 areas adjacent to completed work sites. These examples indicate that
licensee managers need 10 continue (o emphasize the need 0 identily and document matenal

The team observed that Station staff were confused about what constitutes emergency
maintenance and when it should be used. The licensee used the emergency maintenance rocess
for removing inadequately supported flow instrumentation in the component cooling water
system. In this instance, the licensee determined that the condition did not affect system
operability, did not involve a TS Action Statement, or constitute an urgent safely concern,
Howuver, the licensee processed this task as emergency mantenance and bypassed some of the
normal planning and documentation applied to high priority and routine maintenance. Licensee
managers indicated they would take steps to clearly define emergency maintenance.

Currently, no program of procedure for tracking and evaluating rework or recurring maintenance
exists, but the licensee indicated it initisted development of such a procedure. Also, root-cause
follewup of significant component failures was not formalized through the MO process, BG&E
managers stated that they plan 1o address this concern by expanding the IR process to include
MOs (see Section 2.4 for additicnal detiuils concerning the IR process),

2213 Troubleshooting and Post-Maintenance Testing (PMT)

Administrative Procedure CCL117, "Temporary Maodification Control,"  describes  the
maintenance troubleshooting process for faled or degraded equipment.  Each troubleshooting
activity requires a specific and documented action plan as well as an associaled risk assessment,
One congern identified was that certam actions performed during troubleshooting, such as a
circutt card removal and subsequent reinstaliation, may not require a specific post-maistenange
test (PMT) or functional test,

BOGAE previously developed a PMT Guide in response 10 identified PMT weaknesses. PMT
designation and documentation in MOs was generally very good, aithough the staft inconsistently
used the guide. For example, specific PMT was not included in the MO following maintenance
to the Unit 2 No. 24 vital inverter, and the planner did not use the PMT Guide in developing
the associated MO, Review of the actual PMT performed indicated that i satisfactonly verified
system operability. BG&E plans 1o address these inconsistencies and provide additional guidance
for PMT following minor maimienance activities (e.g., small breaker or fuse replacement), and
troubleshooting.

2.2 Surveillance Testing Program
2.2.2.1  Scheduling and Oversight

A site surveillance test program manager administered the surveillance test program, and specific
functional surveillance test coordinators (FSTCs) coordinated it.  The hicensee previoysly
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centralized the program because of ity performance weaknesses, The reguirements of the
surveillance test program were integrated into a single Administrative Procedure, CCI-104,
“Surveillance Test Program.® Since these improvements were implemented, the number of
missed surveillance test procedures (STP) has significantly decreased, and the percentage of
STPs begun on ume has improved. The licensee also developed a TS Matrix to
ensure adequate translation of TS into the STP.  These actions appeared to have effectively
improved overall surveillance test program pgerformance. The POSRC reviewed all failed
surveillance tests, which provided additional independent and diverse assessment and 7 peared
1o effectively re-enforce the plant staff's satety perspective.

2.2.2.2  Procedure Quality

The licensee initiated 4 procedure upgrade program (PUP), which included a technical adequacy
review, Overall, STP clanty and quality was adequate and those processed through the PUP
were improved. However, the technical adequacy of two procedures reviewed by the team was
guestionable, STP 0-10-1, "Spent Fuel Pool (SFP) Ventilation System Monthly Test," did not
effectively verify flow through each of the redundam parallel charcoal filter trains, The
common header and only one of the two charcoal filter trains is instrumented. The charcoal
filter trains cannot be separately isolated from the common header. However, the licensee infers
no biockage of the non-instrumented charcoal filter train based on common differential pressure
readings and data taken duning the 18 month test when the non-instrumented charcoal filter train
18 temporarily instrumented.  The team interpreted the relevant TS 1o require verification that
system redundancy be maintained, BOALE imtiated an IR 10 investigate the concern and took
immediate  steps 1o provide reasonable assurance that the equipment was performing
satisfactorily,

The second procedure, Operating Instruction (O1) 3B, "Shutdown Cooling - Unit 1), 1s an 18-
month siroke test and is part of the Inservice Testing (IST) Program for manually operated
shutdown cooling valves SI-319, §1-329 ynd $1-452. A similar procedure exists for Unig 2,
These valves included reach rods some of which use multiple gear boxes and universal joints.
I'he test procedure cid not ensure that the valves were operated by using their reach rods from
the remote handwheel as would be required during an emergency,  In response 1o the team's
concern, the licensee initiated a review ot this procedure.

In the past, numerous pen and ink changes to surveillance test procedures made them difficult
to follow, The licensee’s administrative changes to eliminate this concern were generally
effective.  However, the team found wmporary changes 10 CCL-104, “Surveillance Test
Program,” were not incorporated into the procedure as required, making this procedure
extremely difficuss 10 use. In one instance, the heensee failed W identify two temporary changes
to a controlled copy of the pracedure.  The licensee immediately nitiated an IR and short-term
corrective actions,  The licensee's correcuve actions for this problem were prompt,
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10 them. On the basis of the team's identification of two technical adequacy concerns in the
small sample of STPs reviewed, the team could not reach an overall conclusion on procedure
adequacy. The hcensee will need 10 assess the broader implications of this finding.

1) Engineering and Technlcal Support

The Plant Engineering Section (PES) and thie corporate Design Engineering (DE) Department
share the engineering and technical support function. Both organizations are located on the
CONPP site. The PES is staffed by system engincers who provide day-to-day plant engineering
support.  DE provides short-term design support to plant operations.  In addition, DE supports
nuclear fuel management, the long-term maodification program, life extension planning, design
basis consolida‘’'on, and other traditional corporate engineering functions.

2.1 Plant Engineering Section

The PES staff consisted of 90 persons with 40 assipned as system engineers. System engineers
were further assigned to a primary, secondary, electncal and instrument, or auxiliary system
work group. Plant-level Calvent Cliffs Instructions (CCIs) and section-level Plant Engineering
Giuidelines (PEGS) and Directives controlled the PES functions.  System engineers attended an
INPO-accredited, 14-week Engineening and Technical Staff Traiming Program, and completed
on-the-job system qualification in accordance with the PEGs.  Specific observations about the
performance of the PES are discussed in the rest of this section.

2011 Response to Technical Issues
e team reviewed the following PES activities:

- Plans and actions to improve the operating lifenme and performance of reciprocating
charging pump plunger packing.

. Plans and actions 1o reduce the accumulation of noble radioactive gasses in the
auxihiary building;

. Evaluation of elevated auxiliary buillding room temperatures on
safety-related equipment,

. Resolution of emergency diesel generator (EDG) fuel oil consumption, siorage
capacity, and system design problems identified during a licensee performed ¢lectneal
distribution system functional inspection (EDSEI);

. Correction of service water (SW) heat exchanger foundation instal'ation deficiencies;

In general, PES performed well on the EDG fuel, charging pump packing, noble gas
accumulation, and room temperature issues. System engineers also effectively handled several
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aspects of the SW heat exchanger problem. The SW system engineer initially recognizec the
lack of foundation anchors in September 1991 and aggressively pursued the issue, initiating an
IR. However, several additional issues that involved system engineers and PES superyisors that
m}“ﬂ system performance were not handled as well. These issues are discussed

2012 System Eagineer Plant Walkdowns

System engineers routinely identified problems during plant tours and structured walkdowns
conducted in accordarce with PEG 7, "System Walkdowns,” Revision 1, or via Maintenance
Requests and Deficiency Tags. However, during the team's plant tours, inspectors found easily
recognizable problems that the system engineers had not previously identified or processed as
deficiencies. Examples included leaking equipment, loose fasteners and parts, an unauthorized
temporary maodification and unsecured rolling equipment. The quality and completeness of PEG-
7 System Walkdown Reports vaned widely with respect 1o the type and number of deficiencies
identified and the documentation of responses to the deficiencies.  Further, PEG-7 did not
specify system engineer walkdown frequency and did not provide measures (o assure that
supwrvisors and managers monitored walkdown performance. Records contained in The System
Walkdown Reports File indicated that the frequency and effectivencss of walkdowns were
inconsistent, and the licensee needs 10 ensure that their frequency and effectiveness become
consistent,

2013 Contractor Oversight

The PES used contractors 1o augment their permanent staff. The contractors fill temporary
vacancies destined for permanent BGAE employees and frequently had specialized qualifications
not otherwise available. Informal PES oversight practices lhimited authority for independent
contractor’s actions, such as unilateral imtiation of maintenance actions or publication of
lechnical dispositions. However, these practices were not captured in PES procedures. No
safety-significant problems were observed with respect (o contractor oversight,  The licensee
should evaluate the need for writien contractor oversight guidance or instructions.

2.2.2 Design Engineering Department
2320 Maodification Change Requests (Minor Modifications)

The team reviewed more than a dozen Modification Change Requests (IMURs), The quality of
engineering analyses were generally good. The documentation of the justificatons for 10 CPR
50,59 screening determinations, however, was frequently inadequate or superficial. A typical
justification for a determination of a "no Unreviewed Safety Question” included a statement that
the modification was to a system or component not specifically described in the Updated Final
Safety Analysis Report (UFSAR), or the justification simply consisted of the screening-form
questions reformed as statements. In most cases, however, the inspectors could glean appropri-
ate technical information from associated engineering evaluations 1o reach a conclusion that no
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safety-significant impact had resulted.

During & facility wur, the team found thal the continuous automatic testing function of the
wwy features actuation system (ESFAS) cabinets at both units had been placed in

the standby mode. In this mode, the automatic festing function was bypassed. When
questioned, the licensee stated that it was placed in standby 10 prevent unnecessary and spurious
engineered safety features actuations. The team found that UFSAR Section 7.3.7 documented
the use of the continuous testing function of ESFAS and asked whether BG&E completed a 10
CFR 50.59 safety evaluation and UFSAR change. BG&E subsequently located a 10 CFR 50.59
draft evaluation that had previously been initiated in response to facility change request (FCR)
80.126. However, the evaluation had not been completed and the UFSAR had not been
changed. Licensee managers informed the team that it will complete the evaluation expeditiously
and change the UFSAR.

CCL704, "Design Change and Modification Process,” that the statf uses to prepare and review
10 CFR 50.59 evaluations contained inadequate guidance on prepaning 10 CFR S0.59 safety
evaluation screens and very limited instructions for preparing adequate safety evaluations. In
addition, training on 10 CFR 50.59 conducted in 1990, which was based on NRC Manual Part
9800 guidance, differed significantly from the training conducted in 1989, which was based on
NSAC 125, "Guidelines for 10 CFR 50.59 Safety Evaluatons.” Managers stated that their
engineers were instructed 10 use the NSAC 128 guicelines; however, the large number of
evaluation screens that contained inadequate or inappropriate justification was evidence to the
team that the engineers had not followed NSAC 125 guidelines, In addition, the scope of
POSRC review of modifications 1o safety related systems, performed under 10 CFR 50 .59, had
been inappropriately limited (described in detail in Section 2.4 of this report).  The eam is
congerned that these collective 1ssues may jeopardize the effectiveness of the hicensee's program
for implementing 10 CFR 80.59.  In response 1o this concern, the licensee issued a
memorandum outhining its expectations and interim guidance about the quality of evaluation and
documentation required for 10 CER 50,59 screens and safety evaluations.  The licensee plans
o review the present procedural guidance and appropriately revise and use 1t

2.3.2.2  Facility Change Requests (Major Modifications)

The team attempted 1o assess the quality of supporting engineening analyses and documentation
for major modifications. The team reviewed 1 FCR 90-108, “Removal of the ECCS Pump
Room Motor Operated Dampers, Units | and 2." and evaluated the following analyses and
documentation:

Special FCR Instructions

Operational Description of Facility Change

Design Input Requirements List (ANSI N45.2.11, Section 3)
Design Review Form (ANSI N4S 2,11, Section 6.1)

Design Screening Document

10 CFR S0.59 Evaluation Log No, 91-1.032.0%4 RO
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ALARA Review

Q-List Change Review, Classification Form, and Data Input Form

FSAR Document Change

Seismic Qualification Calculation for Control Room Panel 10248 (#C-91-162)
Design Checklists for Civil, Mechanical, Electrical, and Fire Protection

The team also reviewed in less detail a dozen other FCRs, all of which Bechiel developed.
Licensee engineering managers initiated a program 1o reduce reliance on contractors, but in-
house engineers have developed no complete FCR packages.

2.3.2.3  Contractor Oversight

During the June 1991 SALP, the NRC found that the licensee's success in controlling engineer-
Ing contractors was inconsistent and required attention.  The licensee was implementing a
number of new initiatives such as augmented project meetings. development of contractor
performance indicators, BG&E/Contractor team building and quality task circles, and
development of new BG&E internal standards and performance measurement methods.  The
team reviewed the scope and status of these initiatives.  The tradinonal (QA and contractual)
controls were effective and several innovative activities were either being plansed or developed.
The measures implemented and planned by the hicensee were responsive 10 the oversight needs
and previous problems,

2.3.2.4  Performance Improvement Program

The team reviewed the scope and status of portions of RG&E's Performance Improvement
Program in conjunction with the evaluation of DE activities, including the Drawing Lnprovement
Program (DIP), the Design Basis Consolidation Program, the Engineening Planning Unit, and
the CCI-700 design procedure portion of the Procedures Upgrade Program.

Drawing lmprovement Program

The DIP is a long-range program directed at correcting long-standing drawing ertors and their
root causes, and complementing the BGAE configuration management program by providing a
higher integrity drawing control system. Actions to ensute the quality of critical drawings
needed for operational support were successfully being used.  Longer term initiatives such as
completing updates for lower priority drawings, drawing database implementation, and
completing conversion to computer-assisted drafting were in various stages of development, The
DIP was not complete, but had been assigned a priority, and was meeting operational needs.

Design Basis Consolidation Program
The design-basis consolidation activities were reviewed by inspecting the BG&L response,

particularly for design-basis discrepancies found dunng licensee-performed safety system
functional inspections and system engineering functions, The program was being developed,
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using available pilot design basis document matrices and with stralegic planning in process.
Although output 10 date has been limited, the program was contributing to resolution of real time

design-basis discrepancies and appeared 10 be properly directed for long term success.

Englueering Planning Unit

The Engineering Planning Unit of the DE Department was chartered 1o schedule and allocate
resources for all design function,, including FCRs, Nonconformance Reports (NCRs), IR, and
other plan: engineering work loads.  The licensee was staffing the unit and finishing its long-
term planning. Several months ago, the Licensee assigned a unit supervisor, and began using the
site computer-based project management system to schedule and measure performance and to
control backlogs of engineering workloads.  Although full scale implementation of all planning
and scheduling tools was not complete, the team considered this unit’s activity a strength,

CCL700 Series Procedures and Management Tools (NORMS)

Recently developed CC1 700 series procedures provided control of engineening activities at the
plant. The procedures were of generally good technical quality, although somewhat difficult to
follow, Plant managers approved the 700 series procedures for use in September 1991, but the
CNEINEENNE Mmanagers recognized they needed 1o continue 10 improve them,

The inspectors also sampled the contents of the NORMS databiase used 10 track data associated
with modifications which the engineering statf introduced in August 1991 Basie information
for over 700 modifications had been entered into the database, but only four records contained
complete information for ity associated modification; these were completed as part of the pilot
program. Engineering managers indicated that, of BO&E approves funding of the program, the
remaining records could be completed within a year, The team observed thal NORMs has
extensive search and sorting capability, however, the team could not accurately assess its
usefulness as a management tool because 1t is nat complete.

233 Operability Evaluations

The team identified weaknesses in the thoroughness, timeliness, and rigor with which the
licensee's technical «taff approaches evaluating the operability impact of unexpected or degraded
conditions, particularly for those cases that needed expanded engineering analysis to support an
operability decision.  Several examples indicative of this concern are discussed in Sections
2.3 31 through 2,335,

LA Service Water Support Bolting Deficiency

On September 13, 1991, system engineers discovered that the SW heat exchanger supports had
not been installed as designed, that is they were not belted down as required. On September 16,
the plant staff initiated an [R. The Issues Assessment Unit (IAU) deterniined that the lack of
anchoring was nuclear safety-significant, affected design, and constituted a Significant Condition






nondestructive examination (NDE) of the plate and confirmed the presence of a lamination on
the end of the plate. The licensee attempied 10 remove a portion of the lamination by excavating
the area without success. The MEA did not escalate the unacveptable NDE results o levels
appropriate for further characterization and engineering disposition. Instead, MEA put an
administrative hold on closure of the modification package, pending resolution of the condition
While this approach is acceptable for madifications being implemented on out-of-service
equipment, it does not ensure timely evaluation when an operable safety-related component is
potentially affected.

Although MEA, maintenance engineers, and PES supervisors knew of the condition, the licensee
did not promptly nitiate an IR or fully characterize the lamination. Instead, maintenance
engineers requested a change to the madification (o relocate the weld away from the lamination
50 that implementation could proceed  The DE Department approved and issued this change
without characterizing the severity of the lamination and without evaluating its impact on the
system. Interviews with DE personnel indicate that they assumed the lamination was shallow.

On December 2, 1991, when the NRC questioned the operability of the heat exchanger, the SW
system engineer became aware of the problem and raised it 1o licensee managers as a potential
operability concern.  Once brought 1o the manager's attention, they acted promptly. The
lieensee performed extensive ultrasonic testing (UT) of the plate and found that the lamination
extended the entire height and width of the plate. Preliminary engineering assessment indicated
that this degree of lamination would render the component unable to with-tand a seismic event,
and the heensee declared the heat exchanger inoperable.  Followup LT on the other heat
exchangers identified less severe lamination problems. The licensee completed additional repairs
and analyses and declared the heat exchanger operable.  Near the close of the inspection, the
heensee stated that preliminary analyses indicated that the heat exchanger was operable even in
the as-found condition,

Once the managers were aware of this problem, they took aggressive action.  Although several
individuals, representing various pars of the organization were aware of it two weeks earlier,
they did not initiate an IR or queston and evaluate the potential impact on component
operability,

2303 Unacceptable Annubar Sensing Element Installation

On December 2, the team identified flow test sensing elements (annubars) installed in the CCW
and SW piping that did not appear 10 be properly supported.  Although the team informed PES
supervisors immediately, the licensee did not imitiate an IR until late on December 4. DE
subsequently determined that the annubars would stress the system piping beyond code-allowable
limits during & seismic event, but the siress would not result in i ming fallure, Plant managers
imposed the appropriate TS Action Statements and the annubars were removed. This operability
determination and the corrective actions were completed on December 6. In this case, the PES
statf and supervisors recognized that the adequacy of the equipment installation was
questionable,  The team believes that the delay in initiating and processing the IR was
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was discussed with the Licensee.

The team believes that the licensee's practice does not agree with the T3 requirements,
Addinonally, the leam was concerned that the licensee was comfortable making safety decisions
based on internal NRC memoranda without safety commitiee review or approval,

204 Temporary Modification Program

The temporary modificaton program, as described in CCL- 117, "Temporary Maodification
Control,” is basically sound. The licensee 1s reducing ' serau number and age of existiag
lemporary modifications. Since March 1990, the nunt @ nas been reduced frem over 00 1o
approximately 41. This number is stll higher than the licensee woule like and the licensee is
continuing to try to reduce it. During plant walkdowns, the team identified an unauthorized
temporary modification to the CVCS tank in which a chemistry sample line and isolation valves
were installed several years ago but, not captured as a temporary modificaion. When informed
by the team, the hicensee initiated action to remove this modification.  The team did not - *fy
any other unauthorized modifications.  This example appears to have been installed before the
recent program improvements, and the team did not view it as indicative of current performance.
The team did point out that installations of this type should be identified and resolved by the
system engineers.

The team’s review of CCI-117 revealed that other administrative programs that temporarily
modify configuration are not controlled as temporary modifications, noting several semi-
permanent wostallations of ASME Secvon Xi flow instrumentation that were not considered
temporary modificasons  since  they were considered as  non-intrusive  test  equipment,
Addiionally, several of the control room annuncigtors were deactivated by removing the
annunciator cards at \he racks and installing a “Blue Dot" on the annunciator window ., This was
not considered a temporary modification since 1t was controlled by another administrative control

program,

Although no specific deficiencies were identified, the team believes that the examples described
(l.e., multiple programs that alter plant configuration) may dilute the effort 10 maintain
configuration status in that plant drawings and other support documents would not be annotated.
The temporary modification program, if used, will ensure that plant drawings are annotated 10
reflect the actual plant configuration,

208 Conclusion

Overall, the hicensee's engineering and technical support staff and programs adeguate!y supported
safe plant operations and maintenance. System engineering functioned acceptably and made
meaningful contributions to improved overall performance. The system engineers' credibility
with the operations staff and involvement in operations and maintenance activities has improved.
The system engineers generally provided appropriate identification and followup of plant
problems and contributed to plant safety and reliability, However, in some instances system
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engineers failed to identify and pursue obvious plant deficiencies. The team concluded that
while PES effectively supported operational activities, PES needs 1o perform more consistently,

The quality and completeness of DE products was ¢ 1; conpleted engineering studies, MCRs,
and FCRs were and generally well suppo. .J. However, the licensee's procedures
governing the 10 CFR $0.59 program provided little guidance on preparation of screening and
safety evaluations. Screening evaluations used (0 support MCRs had poor justifications, and
many were not reviewed by the POSRC . In response (o these concerns licensee managers issued
interim guidance for preparing and processing evaluations, and are developing additional long-
lerm corrective actions,

Licensee managers introduced several programs, such as the Engineering Planing Unit, 1o
address previously identified weaknesses. These inttiatives were well scoped and were making
progress, but in mos. cases the team could not determine their effectiveness since the programs
were still in the early stages of implementation,

The team concluded that the technical staff aggressively pursues deficiencies that clearly have
an impact on operability. In addition, when operability 1ssues are framed and raised 1o senior
plant managers, they implement prompt and thorough corrective actions. However, the team
was concerned that the staff may not be consistently addressing those cases in which additional
information or expanded engineering analysis 18 needed 1o support an operability decision in a
timely manner, Interviews with PES and DE personnel, and review of writien material,
indicated confusion about the difference between operability and reportability determinations and
the time constraints on each. In partial response (o these leam concerns, the engineering
department conducted retraining to address this issue for all technical personne! during the week
of December 9, 1991, The licensee also planned to publish additional guidance and processing
Instruchions.

24 Safety Assessment and Quality Verification

For the area of safety assessment and quality verification, the team assessed key contributors 1o
assuring safety and quality; (1) BG&E's 1ssues management system; (2) the quality and scope
of self-assessments; (3) the performance of the stanon review committees; (4) managerial
oversight of plant activities: and, (5) the performance of the Quality Assurance and Quality
Verification organization,

2.4.1 Issues Management System

Previous NRC inspection reporis identified the lack of a cohesive licensee approach to
identifying, assessing, priontizing, and resolving plant issues potentially adverse to safety or
quality. In response to this concern, the licensee began 1o centralize existing issue identification
processes and gradually replace the existing nonconformance report (NCR) system with a new
system that required extensive development and station-wide training. On August 19, 1991, the
licensee implemented the Issue Report (IR) system. The system established a single
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2.4.1.2  Assessing and Prioritizing lssues

After an IR is initiated and reviewed, it 1s sent o the 1AL The IAU 15 an independent section
responsible for reviewing, screening, classifying, prioriizing and processing IRs.  The unit
conducts these activities in accordance v ith instruction IAU-02, “lssue Report Processing by the
Issues Assessment Unit,® Revision 6. The unit supervisor briefs the Issue Report Review Group
(IRRG) daily on the status and classification of all IRs received since the previous briefing. The
IRRG is a multi-disciplinary body that assesses an IR before it is sent to the action organization
to resolve the issue.

The IAU and IRRG functions were clear strengths of the IR process. The AU implementing
procedure was highly effective and included comprehensive screening, significance, and
prionitization critenia.  The team observed that the IAU expeditiously and accurately processed
incoming IRs. Additionally, the I1RRG oversight of TAU activities was effective. However, a
potential weakness existed in the IRRG composition.  Specifically, although the group was
responsible for reviewing issues that could affect facility license conditions for operation, it
lacked current licensed semor reactor operator knowledge and expertise.  However, the team
found no IR deficiencies resulting from the IRRG's composition.  Although several IRRG
members were previously licensed at the facility, the individuals were not required 1o be versed
on TS Amendments and operational parameter changes since their Lhicenses had been retired.
The licensee promptly responded to this observation by requiring a currently licensed senior
reactor operator 1o he present when the IRRG meetings are convened

2415 Resolving Issues

Since the IR process began on August 19, 1991, more than 800 reports have been initiated. Of
these, the 1AU and IRRG determined that A4 were significant and classified them as L-1. Al
the conclusion of the inspection, all IRs classified as L-1 remained oper.  Although many
aspects of each open L-1 issue remained unresolved, imtial safety evaluations indicated no
immediate safety concerns. However, several of these out.tanding 1ssues involved potential
FSAR deviations and questions about safety system design bases assumptions,  For example, an
issue originally identified by an NCR in 1989, and by an L-1 IR, questioned the appropriateness
of not testing CVCS letdown line excess flow check valves. The UFSAR stated that the valves
are tested, Additionally, L-1 issues remained unresolved for the design adequacy of the charging
pump room ventilation systems and the technical adequacy of & lemporary main vent radiation
monitoring system installation,

Organizations appear to routinely grant multiple extensions for completing reviews and
corrective actions, For example, the heensee identified issues during the Emergency Diese!
Generator Fuel Oil Engineering Design System Functional Inspection (EDSFI) and gramed up
to five extensions totaling a year or more.  In each case, the eventual disposition determined
neghgible safety impact although the lack of safety signmficance was not known at the time the
extensions were granted




With respect 1o the IR process, the licensee had not demonstrated that it had established the
necessary managenial controls and oversight 10 ensure that the responsible organization was
accountable for resolving identified issues in a tmely fashion,  Specifically, the IR process
allows the responsible organization 1o establish initial estimated closure dates and authorize
extensions. Additionally, independent quality review of resolution adequacy is limited. The
QAD reviews nonsignificant IRs on a limited and random basis only. Although QAD reviews
the adequacy of all L-1 IRs, it has little authority established in procedures to affect the
timeliness of resolution. While QAD could issue a Corrective Action Request (CAR) 10 evaluate
L1 IR resolution concerns, no CARS had been issued.  Individual action organization
supervisors were generally not fully aware ol the status of IRS for which they were responsible,
rather they deferred 10 [AU reports of trends, which showed a clearly increasing IR backlog,

A draft licensee QAD surveillance report and an Independent Safety Engineering Unit (ISEL)
report had independently dentified similar weaknesses in the issue resolution aspects of the 1R
process. Senior station managers acknow ledped these concerns and imtiated actions to evaluate
them.

242 Self- Assessments

The Operating Experience Review (OBER) Orgamzation perforimed a maor portion of Calvent
Cliffs self-assessments, while various line organizations such as Operations, Maintenance, and
Engincering performed a few. The OER was divided into three units:  the iSEL, the Plam
Operating Experience Review (POER) Unit, and the Industry Operating Experience Review
(1OER} Unit. A discussion of their performance is as tollows,

Independent Safety Evaloation Unit

The ISEU was to perform real-time independent assessnents, to review guarterly trends of plamt
performance, 1o observe activities i the line organizaticn, and to perform other reviews and
assessments as requested. They gave the results of the IR activities 1o BG&E managers and
included recommended corrective actions,

The team interviewed ISEU staff membors and reviewed three quarterly ISEU Trend Reports
(Evaluation 91-04, “Investigation of {0 Events Caused by Operator Error” the Operations
Activities Reports for August xtober, 19910 and Evaluation 91-13, “Investigation of the
shipment of an oxtra fuo tosiw o nalk River, Canada®) and two significant event reports.  One
of the latter wis related to the inadequate isclation of main feedwater ow istriments and the
other invoived unexpected Unit | reactor vessel level indications caused by an air bubble, The
ISEL! was diligently performag broad-based comprehensive and thorough investigations,
including human factors considerations and detailed root-canse analyses, The assessments were
tmely snd of high quality.




Plant Operating Experience Review

The POER was to analyze in detail Calvert Chffs plant operating events (o determine rool-causes
and trends and 10 recommend correclive actions o prevent or minimize the likelihood of event
recurrence.

From interviewing POER staff members and reviewing several root-cause analyses reports
(RCARs) (RCAR-9114, *Seismic Monitor Actuation During Maintenance® and RCAR-9118,
“Unapproved Non-Safety Related Air Regulator Installed in Safety Relaed Application®), a
shutdown and outage risks investigation report and the Uit 2 fall 1991 outage report, the team
found that the POER performed detaled root-cause analysis which addressed human
performance, causal factors, and corre * ve actions.

The shutdown and outage risk investigation report assessed the safety functions required in cold
shutdown and identified plant systems that needed to be ready to operate so that an active single
failure would neither challenge a safety feature nor cause the loss of the ability 1 mitigate a
shutdown event.  The investigation was thorough, however, the team did not assess the
effectiveness of the corrective actions.

Industry Operating Experience Review

The 1OER was to review industry experiences o see if any apphied 10 CONPP. These reviews
included NRC Bulletins, Information Notices, Genenie Letters (GL), and other related industry
information.  The team interviewed 10ER staff members and reviewed several examples of
industry experience correspondence it got from the 1OER, including: NRC Bulletin 8808 Gl
91-13, Infarmation Notices 91-43, 52, 60, 6] and 63, and a Combustion Engineering Tech Note

The 10ER had appropriately screened the industry information and provided timely
recommended actions when they determined the information applied 10 CONPP. The 10ER
issued a weekly newsletter, "Industry Briefs,” 10 disseminate industry information, which was
@ good initiative,

2.4.3 Plant Operations Safety Review Cominittee F
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During four Plant Operations nd Safety Review Committee (POSRC) meetings, the committee
reviewed 10 CFR 50,59 Safety Evaluagons, requesis 1o extend dates for completing POSRC
Outstanding hems. Significant Issue Reports, surveillance test failures, and POSRC meeting
minutes.

POSRC performance was generally good. At each meeting, they met appropriate procedural and

TS requirements, The POSRC Chairman effecuvely ehicited full discussions of the issues
brought before the committee in which all members participated. A few members seemed
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unprepared for a meeung, for example, the Chairman had o delay while some members
reviewed a safety evaluation they had received before the meeting.

Al the conclusion of each POSRC meeting, the committee members rated and commented on the
quality of the presentations given during the meeting. Any eriticisms were subsequently
communicated 10 the POSRC presenier.  The practice of providing feedback to POSRC
presenters was a good initiative that appeared 1o help communicate commitiee expectations and
reinforce licensee staff safety perspective.

2402 Outstanding Items

POSRC Outstanding ltems (O1) were created by the committee when additional information was
required 10 assess safety significance or to evaluate how a concern was resolved. The POSRC
Chairman tracked and developed trends for these Ols, Some issues were several years old in
the significant backlog of 73 Ols; the oldest item was dated 1987 No Ols involved an
immediate safety concern, but the POSRC had granted multiple extensions of completion dates
for some items,

The team asked what controls could effectively reduce the backlog of Ols, Unlike open IRs,
extensions of O completion dates had to be granted by POSRC and approved by the Plant
General Manager. An Ol trend showed that the licensee had significantly reduced the number
of POSRC Ols from 200 in January 1991 10 73 in December 1991, The trend also showed a
significant decrease in the number of Ol extenisons granted.

2,403 Maodifications

The POSRC had not reviewed a significant number of modifications 1o safety-related
components, as required by the plant TS as a result of two processes created by BGAE (0 screen
out certain modifications from POSRC review

POSRC -required reviews and assessments of modifications were specified in Calvert Clift s
6.5.1.7. 1t stated the POSRC was to review all proposed changes or modifications to plant
systems or equipment that affect nuclear safety, and all 10 CFR 50.59 safety evaluations that
support changes or medifications that affect nuclear safety, 10 determine whether the changes
or modifications constituted an unreviewed safety question,

The first procedural mechanism used by BG&E (0 screen proposed modifications from POSRC
review involved a "Safety Significance” assessment by the initiating site group.  The group
(Design or Plant Engineering) comuleted a form, answering a series of "yes" or "no" questions
intended 1o determine if the modification would adversely affect nuclear safety, 1f all the
questions were arswered, “no," then the engineers did not submit the modification package to
the POSRC for review, unless a detailed 10 CFR 50 .59 safety evaluation had been prepared as
part of the modification,
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The second procedural mechanism served 1o reduce the number of 10 CFR 50.59 safety
evaluations associated with proposed modifications. The initiating group completed a form,
answering a series of "yes" or "no" ques‘ons intended 1o determine if a 10 CFR 50.59 safety
evaluaton was required for the proposed modification. 1f all the questions were answered, "no,”
then no detailed safety evaluation was performed.

These two mechanisms prevented all modifications for which all questions were answered “no”
from being submitied 1o the POSRC for review, as required by the TS, The team reviewed 16
recently completed permanvat and temporary modifications for safety-related equipment and
found that the POSRC hac not reviewed 11 of them, but that these |1 were of minor safety
sienificance and did not appear (o involve an unreviewed safety question. BG&G informed the
team that approximately 800 modifications had been made to safety-related equipment without
POSRC review since the beginning of 199|

BO&E 1ssued instructions at the close of the inspection (o require that the POSRC review all
proposed modifications to safety-related equipment and modifications that could potentially affect
nuclear sefety. In addition, the licensee said it would conduct a review of a sample of the
maodifications completed in 1991 NRC was assessing the corrective actions as the inspection
ended.

Although not inspected in detail, the team noied that BG&E used the same procedural
mechanisms to screen proposed new procedures from the review commitiees, another potential
weakness in BO&E's safety oversight.  The purpose of the POSRC was 10 provide BO&E
managers with an independent multidisciplined review of proposed changes to determine their
effect on nuclear safety and whether they involved an unreviewed safety gquestion, The two
screening  mechamsms  abrogated this review funchon and allowed single-discipling  site
organizauon reviews 1o replace the POSRC reviews required by the TS,

244 Quality Assurance and Quality Verification
Quality Assurance

The team assessed the effectiveness of the Quality Assurance Department (QAD) by reviewing
several recently completed audits and surveillances, including a draft surveillance report of the
IR system. The audit reports were generally thorough and performance-based, presenting well
developed observations and findings. The conduct of an electrical distribution system functional
inspection (EDSFID) audit was especially noteworthy. The QAD utilized highly knowledgeable
consultant support and obtained available industry information from other recently completed
EDSFIs to enhance their audit.  Issues identified during the audit which presented ¢lear
operational concern were promptly addressed.  The licensee has established an EDSFI project
team with responsibility for resolving the remaining audit issues. Approximately half of the 13
audit findings have been closed. All audit report and issue followup documentation has been
meticulously maintained.  Other noteworthy audits included two annual corrective action
program audits (91-02, 91-11) and a preventive maintenance audit (91-18),
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A recently completed QAD surveillance of the IR system was very detailed and comprehensive.
The report exnressed several strong concerns about the current performance of this system, the
same concerns the NRC team raised about IR resolution, accountability, and timeliness. The
draft report results reflected sound auditor perspectives and effectively developed issues of
concern. The audits and surveillances performed by the QAD wer= effective, and the auditors
interviewed were very knowledgeable within their assigned areas of expertise,

Quality Yerification

Previously, the NRC Special Team Inspection Report (50-317,318/89-200) identified significant
deficiencies in the quality control program, specifically, the lack of quality control (QC)
procedures, generally weak QC department technical expertise, and a resultant line o1 ganization
lack of respect for QC processes. Upon being informed of the Special Report conclusions
regarding QC performance, the licensee assigned a project director who had consultant support
1o mitiate a QC improvement program.

Since then, the licensee has made significant progress in resolving these weaknesses.  The
arganizational title was changed from QC to Quality Verification (QV) in recogmition that the
line organization is responsible for controlling quality within production and that non-line
urganizations only verify quality. The QV organization has adopted formal implementing
procedures which were developed consistent with a standardized procedure writers guide, and
contain sound technical content. The licensee also effectively recruited individuals for the QV
Organization who had technical discipline experience, which served to improve station
perceptions of QV processes as well as to enhance QV performance. Many specialized technical
training sessions previously provided to line personnel only are now available 1o the QV staff,
which has improved training for the QV technicians.

QV management established a performance indicator program with critical elements that
effectively identified organizational performance. Additionally, & trending prog...m was recently
developed which utilized risk analysis, task complexity and frequency, and previous task
performance data to establish the prionities for QV involvement in plant activities. Team
abservations of field activities indicated the presence of QV technicians during conduct of safety-
related activities. The technicians were prepared, involved, and aware of critical tusk elements.

248 Conclusion

The team concluded overall, that BGAE management and staff had a sound safety perspective,
Management safety oversight was generally effective, but exhibited several weaknesses that were
of concern 10 the team. The IR process was an effective mechanism for identifying issues and
quickly elevating immediate issues to appropriate managers. However, the overall effectiveness
of the IR process is reduced by its inability 1o promptly and consistently bring issues to a timely
resolution, This weakness appeared to be the result of a lack of process controls for senior
managers to establish accountability and to monitor action organization effectiveness in resolving
issues.  Lacking effective issue resolution, the IR process may not be capable of accepting the
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prioritize, schedule, approve, and implement projects at Calvert Cliffs. The five primary
scheduling functions will be (1) long-range planning ana scheduling, (2) project scheduling,
(3) engineering scheduling, (4) outage scheduling, and (5) quarterly sysiems (Maintenance)
scheduling. SISP will establish an overall philosophy 0 govern the flow and transfer of
information among the site scheduling functions.

The SISP action plan was originally scheduled to be completed in late 1991, How: .o in August
1991, BG&E determined that the action plan neaded to be revised. "'G&E wanted to
decentralize scheduling functions into various departments rather than keep them centralized in
one group, The change was approved by the Vice President, Nuclear Engineering D, vision.
The team concurred with the change and determined that the change did not affect the origiral
intent of the action plan. Completion of this action plan is now scheduled for mid to late 1992,

The tes... datermined that the milestones and deliverables associated with the action plan are
generally on schedule. The five processes are currently functioning and some procedures have
been crafted that cover the processes. By reviewing the sched 'ing programs and through
interviews with the Action Plan Manager, the team determined tha' BG&E is appropriately
improving planning and scheduling capabilities and the transier of information among the
different scheduling functions.

2.53 Quality Assurance Internal Assessment Improvements

The licensee initiated an effort to improve the QA function at CCNPP. Specific improvement
initiatives included increasing manager and general supervisor awareness and participation in the
audit process, increasing auditor knowledge and expenence, and increasing the techmical quality
of audits.

On January 16, 1990, the QA organization conducted an independent verification and concluded
that all milestones were complete and deliverables were available. The Quality Audits Unit
(QAU) performs monthly trending of the number of new, open and late audit findings, and their
average time open. QAU also records attendance by manager and general supervisors al pre-
and post-audit meetings. Both of the latter areas are reviewed periodically reviewed by the Off-
Site Safety Review Committee (OSSRC)

Team review of QA activities indicated that this action plan successfully improved and sustained
QA performance effectiveness. QA audits were generally thorough and performance-based, and
presented well developed observations and findings. Auditors interviewed by the team were very
knowlcdgeable within their areas of expertise.

2.54 Issues Management System
The licensee established an action plan to develop a single process by which issues would be

identificd, evaluated, and resolved, Initially this action item was limited to revising the non-
conformance report process, however 1t was expanded to address and replace all i1ssue processing






positions. The operations department established an operations maintenance coordinator position
and added several positions to support post-mainte=ance westing.  In addition, the operations
department was staffed with additional personnel w . cease the number of qualified operators.
Although the original intent was 1o establish a six-shift rotation for operating crews, managers

are reevaluating that objective.

The team determined that this action plan, although not fully implemented, is contributing o
better operator performance. Adequate progress was noted in achieving the milestones.

2.58.7 Conclusion

The team concluded that BG&E's Performance Improvement Plan and Implementation Program
have resulted in substantial progress in correcting past performance problems at the Calvert
Cliffs Nuclear Power Plant. The Nuclear Program Plan coatains initiatives started under the PIP
along with several new initiatives, and appears to be effective in tracking the remaining open
PIP-1P action plans,

3 MANAGEMENT MEETINGS

The lead inspectors iu each of the five functional areas met daily with their assigned licensee
technical and management contacts to ensure open communications.  In addition, the Team
Manager, Team Leader, and Assistant Team Leader met daily wath the Plant General Manager
to discuss developing issues and outstanding  requests. After the inspection on
December 13, 1991, the teara conducted an exit meeting to summanze their significant findings
and conclusions. NRC Region | and Headquarters managers and licensee f2nior managers
participated n this exit mecting, which was held i the hicensee”  visitor center and was open
for public observation.



ATTACHMENT

Unresolved Item 91-82-01, "10 CFR 50.59 Evaluations.”
® CCI-704, "Design Change and Modification Process,” does not contain adequate

guidance on preparing 10 CFR 50.59 safety evaluation screens and contains very limited
instructions for preparing adequate safety evaluations. A large number of evaluation
screens contained inadequate or inappropriate justification. (See Section 2.3.2.1)

The POSRC did not review a significant number of modifications to safety-related
components as required by TS as a result of two processes created by BG&E 1o screen
certain modifications from POSRC review, BG&E also used the same two processes 1o
screen proposed new procedures from POSRC review. (See Section 2.4.3.3)

Unresolved Iem 91-82-02, "Operability Evaluations,”
® The licensee's technical staff was weak in their thoroughness, timeliness, and rigor .1

evaluating the operability impact of unexpected or degraded conditions, particulary for
those cases that needed expanded engineering analysis 10 support an operability decision.
The five examples were (1) service water support bolting, (2) service water heat
exchanger support lamination, (3) annubar sensing element installation, (4) pressure
instrument mounting, and (5) snubber removal at power. (See Section 2.3.3)

Unresolved Ttem 91-82-03, "Issue Report Resclution,”
® The licensee did not demonstrate that necessary managerial controls and oversight were

in place to ensure that the responsible organization was accountable for resolving their
IRs in a imely fashion. QAD has limited authority to affect IR resolution timeliness and
they perform limited reviews of IR resolution adequacy. As a result, the IR backlog is
increasing. (See Secuon 2.4.1.3)

Unresolved Item 91-82-04, "Technical adequacy of Test Procedures.”
® STP 0-10-1, "Spent Fuel Pool (SFP) Ventilation System Monthly Test,” did not

effectively verify flow through each of the redundant paralle! charcoal filter trains. Ol
3B, "Shutdown Cooling - Unit 1," which is part of the licensee’s IST Program, did not
ensure that certain valves were operated using their reach rods from their remote

handwheel as would be required during an emergency. (See Section 2.2.2.2)

Unresolved ltem 91-82-05, "Surveillance Test Procedure Adherence.”
® During performance of STP-F-77-0, "Staggered Test of Diesel Fire Pump,” personnel

started the diesel-driven fire pump locally rather than from the control room as stated 1n
the procedure. (See Section 2.2.2.3)



