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was used as the primary guideline for conduct of the inspection.
Resulte: No viclations were identified in any of the four areas
inspected. §ee® the Executive Summary (attached) tor additional
results.




RETALLS
1.0 Inspection Scope and Objectives

The purpose of this inspection was to provide a view of
licensee performance independent of that provided by the
normal NRC line organization. Five inspectors performed the
inspection, with inspection sctivity primarily at the Foint
beach plant site, but with some activity at the licensee’s
corporate offices. Inspection effort had a duration of one
week, January 6 through 10, 19%2. Four major areas were
covered by the inspection. These corresponded to the areas
described in the NRC’'s Systematic Assessment of Licensee
Performance (SALF) as Plant Operations, Maintenance,
Engineering and Technical Support, and Safety

Assessment /Quality Verification, The NRC inspection
procedure for Opevational Safety Team Inspections (OSTI),
Procedure No., 93802, was used as a primary basis for the
inspection. Only selected portions of the procedure were
performed, however, There was some special focus on
communications between and among management and staff
concerning performance expectations and achievement, plant
issues or problems and their resolution,

2.0 plant Opecations
2.1. Conduct of Operations

An inspector observed the conduct of Operations
personnel to assess operator professionalism,
attentiveness, awareness of plant status,
communications, conduct of plant eveolutions, response
to alarms or other abnormal indications, adequacy of
training, and overall planning and control of plant and
shift activities, During the inspection, both units
were in routine power operation,

During these control room observatiuns, an inspector
noted that the conduct of operations and control room
demeanor were consistently professional among crews.
Distractions to the operators were kept at a minimum
and response to annunciators and alarms was timely.
The "black board" philosophy adopted by Operations
appeared to be effective as evidenced by the low number
of alarms received and the nonexistence of long-term

| annunciators lighted on the main control boards.

| Although auxiliary operators’ (AO) performance outside
the control room was not specifically observed,
personnel interviews and review of the area shift logs
indicated that A0 performance parallels that of the
professional performance within the control room.
Communications were concise and appropriate within
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Additionally, a night order from December 12, 1991, was
utilized t« hange the Auxilliary Feedwater (AFW)
ystem’'s operation and configuration. Thie night order
aetalled pump operation preferences during startups,
shutdowns, and hot standby conditions. It also
specifled a change in the normal mode of operation for
the motor driven pumps’ discharge MOVs being changed
from OPEN/AUTO to SHUT/AUTO. 'he inspector determined
that applicable procedural, drawing, and checklist
hanges had been initiated and were in process during
the inspection; however, there were no Ltemporary
procedure changes or drawing changes issued to provide
interim AFW system operational guidance. A a result,
AFW system operation and configuration were being
ontrolled only through the night order process. The
Operations Superintendent informed the inspector that
the night orders and their utilization would be
reviewed, with any process changes implemented as
AYy to provide tighter administrative controls.

An inspector also evaluated the functions of the Duty
Technical Advisor (DTA). The DTA does not have a
highly interactive function with Operations and




normally performs collateral duties during the day.
While the DTA’s collateral duties are not normally
Operations related, their specified Operations function
is an advisory role which occurs only during transients
or “"off-normal" events. These non-Operations
collateral duties could potentially inhibit the value
of the DTA in his advisory role. The inspector
concluded through interviews with on-shift personnel
that the DTA is primarily used as a red phone
communicator and for Critical Safety Function Procedure
Status Tree monitoring, thus potentially minimizing his
advisory role. Although the DTAs perform their
segregated turnovers in the control room at the start
of their 24 hour shift, an off-normal event could occur
at the end of the shift when the DTA is least cognizant
of plant status, lessening his effectiveness in
accident assessment.

Shift Turnovers and Tours

A variety of shift turnovers were observed to assess
the effectiveness of the process, including adequacy of
time allotted, availability and utility of associated
documentation, and quality of overall communications on
plant and activity status. The shift turnover process
consisted of individual position turnovers with no
routine aggregate shift briefing. The inspector
observed control operator, Duty Shift Supervisor (DSS),
and Duty Operations Supervisor (DOS) turnovers., The
turnovers were effective, with all pertinent
information clearly communicated. The turnover
checklists which are utilized appeared to help
eliminate time consuming conveyance of neon-critical and
properly functioning equipment status. Although there
is not an additional shift briefing, it did not appear
necessary as all intra-crew communications were
performed as necessary. A shift briefing could
however, provide the DTAs and other ancillary positions
(e.g. chemistry, rad waste, etc.) with a more detailed
assessment of current plant status. The inspector was
informed that shift briefings are more common during
outages, when the amount of work being perfourmed
necessitates more interaction and coordination.

Tours of various plant areas were conducted to assess
the adequacy of equipment condition, housekeeping,
lighting, and labeling. This included an inspection
for any potential fire or safety hazards. Overall,
plant housekeeping and material condition were fair.
While the housekeeping, lighting, and equipment
condition in the Turbine building were good, the
Auxiliary building conditions ranged from good to very
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An inspector reviewed the following five MR package in
some detail:

MR 89-065 Remove 150# flange on 1 S§I~2 and 1 8I~13
drain line

MR BO9~179A&B Reorient U~2 RHR relief valve 861C

discharge

MR 90~129 Remove containment isolation check valve
in the service air supply line

MR 90~152 Single~failure proof MSIV isolation
switch

MR 90-169 Remove reactor vessel reference ley

upper isoclation valve 2RC~00500C

All MRs were thorough and complete with all supporting
data contained in the package. Evaluation summaries of
10 CFR 50.59 reviews were complete and adequately
justified the conclusions made in the evaluation or
screening.

. Satety Evaluations

Safety evaluations performed pursuant to 10 CFR 50.59
were selectively reviewed and involvement by
onqino-rin’ personnel familiar with the plant design
and licensing basis was assessed.

Screening and safety evaluations of 10 CFR 50.569
requirements were perforrmed under QP 3-3,
"Authorization of Changes, Tests and Experiments {10
CFR 50.59 Reviews)," Revision 4. The program required
that applicability checks be performed for all
permanent and temporary modifications, and for
procedure changes and tests to dete.mine if a safety
evaluation was necessary. The majority of the
screening and safety evaluations were performed by the
responsible engineer in the modification group. The
procedure had been recently revised with extensive
training given to about 120 engineers and managers at
the plant and at the corporate office in Milwaukee.
This was considered a strength,

In an attempt to improve the quality of the reviews and
evaluations, all recent 10 CFR 50.59 screening and
safety evaluations were independently reviewed by the
Safety Evaluation Group (SEG) in Milwaukee. The SEG
used a Review Log to document common errors or weak
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business behavior, feedback methods, communications and
cooperation. This is seen as a strength.

Through interviews it is evident that communications
had been improving. There seems to be a good working
relationship not only between site groups but between
the site and the office in Milwaukee. There is
evidence that communication is quite open between all
groups although much of it is verbal which is a
potential weakness,

The licensee is involved in the 2-loop Westinghouse
owners group as well as other industry organizations.
Activity has also increased in the interface with their
neighbor nuclear facility, Kewaunee, throuzh periodic
site management meetings and Kewaunee participation in
the Point Beach MS8IV investiyation.

The plant manager holds an "all hands meeting"
approximately every six (6) weeks to update the staff
on all plant administrative issues as well as events
and occurrences since the last meeting. The meeting,
attended by an inspector, covered a pateint received by
two Point Beach employees for MOV inspections and a
briefing of a plant emergency drill held in December
1991 and the INPC report covering that drill. The plant
manager also covered some of his and corporate
expectations but this was only verbal. This noctint
was video taped so that those not attending, incluading
the control room staff, could review it. The "all
hands" meeting is considered a strength.

Through these initiatives both on-site and off-site the
licensee is striving to improve their communications.
Indications are that improvements are well alon? and
continued effort in this area could produce positive
results,

All employees were given the corporate "Business Plan"
to review and give comments. This plan provided the
corporate global expectations for 1992-1996. The
Quality Assurance and Nuclear Technical Services
sections developed well defined goals and objectives
for 1992 to meet the intent of the Business Plan.
Several groups within the various sections also
developed a subset of these goals and objectives. This
is seen as a strength. Goals and objectives to meet
the plant nanagers expectations have not been well
defined and developed. As mentioned above the plant
manager does explain his expectations at the all hands
meeting but it is only verbal. No staff commitment is
solicited. Some of the groups under the direction of
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\vé _Action Programs
ensee’'s program for identifying, documenting and
rrecting problems was reviewved. Specific attention
was directed in this review to mechanisms for rapidly
raising significant deficiencies to an appropriate
level of management attention.

'he effec veness of licensee corrective action
program including root cause determinations, was
evaluated by interviewing personnel, observing

activities, and reviewing assoclated documentation,
licensee event reports, audit reports, and ro«
valuations.

he licensee’s Corrective Action Program includes a
computer based ommitment tracking system (CMTRK) that
follows individual action items from initiation by a
ndition Report to final completion. Priority and
let dates are established and tracked on this




system. Status reports are available to warn of
impending completion dates and reports are elevated in
management on missed commitments. CMTRK follows
commitments such as INPO, NRC and other licensee
commitments. Hardware changes to the plant for
modifications,etc., are handled through the maintenance
work reguest (MWR) program. This tracking system looks
good based on a limited review. The Quality Assurance
Section is a self-assessment focused organization and
they have done "vertical slice" type audits and outside
contractor reviews. Within the last six months the
~icensee has had an independent review of the Quality
Assurance Section and they have established an action
plan to address the issues raised by that review. This
is seen as a strength.

A new Condition Report (CR) program, established in
April 1991, is not being followed closely by management
on a day-to~day basis. This program replaced the
Non-~Conformance Report (NCR) program. The Condition
Report form lacks some of the details that were
contained in the NCR forms. They don’‘t contain
sufficient information so that it can stand alone as a
complete package. This program deals mostly with
process versus equipment matters.

The Condition Report process deals loosely with
immediate operability determinations. Plant procedure
QP 15~3 highlights that the condition report initiator
must raise the issue to the operations staff if it is
an operability concern, but the condition report form
does not specifically address the need to make this
determination or whether it had been completed. Any
employee may be an initiator, but few employees have
the ability to judge operability issues.

Several CRs, audit reports, 50.59 evaluations, and
Licensee Event Reporte (LER) were reviewed and licensee
personnel were interviewed to determine the
effectiveness of the corrective action program.
Personnel were aware of the CR program and that it
allowed for anyone to initiate a condition report.
However, the CRs reviewed did not thoroughly discuss
root cause evaluations.

The licensee has a new trending activity using the
guidelines of procedure QP 16~3, "Operating Experience
Review Program," to identify trends and rocurrin?
events, A report is generated on a guarterly basis to
the plant manager addressing these trends. This
process allows for continued evaluation if there is not
enough information available or a Plant Experience
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Attachment
Page 1 of

EXECUTIVE SUMMARY

On January 6 through 10, 1992, a team of five NRC inspectors
performed a limited scope Operational Safety Team Inspection
(OST1) at the Point Beach Nuclear Plant. The purpose of the
inspection was to examine licensee performance indeper lently from
the NRC line organization normally overseeing these matters. The
inspection focused on the areas of Operations, Maintenance,
Engineering and Technical Support, and Safety Assessment/Quality
Verification. Focus was directed to the communication of
expectations from management to staff, the monitoring of
performance to meet those expectations, and the communication
from staff to management on plant issues or problems.

In the area of Operations, strengths were noted in control room
professionalism, in communications among staff (particularly for
shift turnover) in alarm response, and in the degree of
specificity and detail in turnover sheets and "rounds" sheaets.
Operations staff were knowledgeable and experienced. Weaknesses
were noted in the practice of using Standing Orders or Night
Orders as long-term mechanisms to control system configuration,
implement tests, or respond to chronic problems inveolving rod
position indication during power changes. Plant equipment was in
excellent condition and minor discrepancies were all identified
and tagged. Lighting, labeling, and housekeeping were good in
well-traveled areas, but ranged all the way down to very poor in
out-of~the-way areas. Routine use of the Duty Technica. Advisor
position in support of Operations was minimal.

In the area of Maintenance, staff skill, experience and training
were considered strengths. Personnel were inguisitive,
communicated and coordinated well among work groups, and were
kept selectively informed of pertinent industry experience. Post
maintenance testing appeared to be performed in depth. A high
workload with limited resources had - .used or contributed to a
large and increasing work backlog and to a reactive versus
proactive onqinoorln? presence. These were considered
weaknesses. Predictive and Reliability Centered Maintenance
(RCM) activities or programs were not well developed. Procedures
were relatively few, relatively brief, and were not heavily
relied upon. Initiatives to improve procedures, move to
predictive technigues, become proactive in egquipment trending and
root cause analyses, and reduce the backlog were all underway,
but schedules were either prolonged or no fixed objectives had
been set.

In the area of Engineering and Technical Support, modifications
intertfaces and personnel knowledge about the process were good.
A new corporate group to independently review 50.59 issues was
considered a strength. Design changes were not excessively
backlogged (this had previously been considered a problem) nor
were the in-place temporary modifications problematical, either
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naividually or cumulatively. 'ne engineering staff was growing

lacked experience ompared to some other AQisciplines
lution of technical problems vsually involved engineering
tively, not proactively. New trending initiatives appeared
lave potential, but networking among experienced managers

:d the primary technique for highlighting issues, applying

ources, and resolving problens.

i

In the area of Safety Assessment./Quality Verification, strengths
were noted in the identification and support of several self-
improvement initiatives across a broad spectrum of performance
areas. Implementation schedules were prolonged, however. Self~-
assessnent appeared effective, with both broad area reviews and
ve cal slice technigques in use. Applicable reguirements were
being met in onsite safety review, commitment tracking, and
auditing Many practices, including communication of management
expectations, projress reporting and feedback, onsite committee

| &

] ussions, and sharing industry information, lacked formality
'he corrective action program was not closely monitored by senion
management and lacked emphasis on immediate operability
determinations for discrepant equipment conditions or behavior
Thlis was considered a weakness. Senlior managewent was, however,
highly accessiblc and, by informal technigues, stayed
Knowledgeable of the details of issues and problems,.
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CAUS10ONS:

'he team determ that the licensee was utilizing a combination

0f highly experienced personnel across various disciplines, with
familiar but generally informal communications and monitoring
techniques, to achlieve ite objectives; to ldentify, attack and
“esolve problems; and to pass along selected information on

ccess and fallure. Rellance on personnel, in lieu of programs
or procedures, was high These techniques had historically
provided adequate safety. Self-identified improvement

initiatives were underway in various areas which had the

4 €

potential to shift reliance to a more formal set of co-.i

processes,




