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1. Introduction

The Systematic Assessment of Licensee Pertormance (SALP) program is an
integrated U.S. Nuclear Regulatory Commission (NRC) staff effort to collect
available observations and data on a periodic basis and to evaluate licensee
performance on the basis of this informaticn. The program is supplemental to
normal regulatory processes used to ensure compliance with NRC rules and

regulations, It is intended to be sufficiently diagnostic to provide a rational

basis for allocating NRC resources and to provide meaningful feedback to the
licensee's management regarding the NRC's assessment of the facility's
performance in each functional area.

An NRC SALP Board, composed of the staff members listed below, met on
March 18, 1992, to review the observaticns and data on performance, and to
assess licensee performance in accordance with the guidance in NRC Manual
Chapter 0516, "Systematic Assessment of Licensee Performance."

This report 1s the NRC's assessment of the licensee's safety performance
at the Point Beach Nuc 'r Plant for the period September 1, 1990, through
January 31, 1392,

The SALP Board Yor the Point Beach Nuclear Plant was composed of the fullowing
fndividuals:

Board Chairman

E. G, Greenman, Director, Division of Reactor Projests (DRP)

Board Members

H. J. Miller, Director, Division of Reactor Safety {DRS)

C. E. Norelius, Director, Division of Radiation Safety and Safeguards (DRSS)

J. N. Hannon, Director, Project Directorate [11-3, Office of Nuclear Reactor
Regulation (NRR)

I. N. Jackiw, Chief, Reactor Projzcts Section 3A, DRP

R. B. Samworth, Project Manager, Project Directorate III-3, NRR

J. Gadzala, Resident Inspector, Point Beach Site

Other Attendees at the SALP Board Meeting

. Greger, Chief, Reactor Programs Branch, DRSS

. McCormick-Barger, Chief, Emergency Preparedness Section, DRSS

. Creed, Chief, Safeguards Section, DRSS

. Snell, Chief, Operational Programs Section, DRSS

. Phillips, Chief, Operational Programs Section, DRS

. Jury, Senior Resident Inspector, Point Beach Site

Plisco, Division of Licensee Perfourmance and Quality Evaluation, NRR
. Hansen, Project Directorate III-3, NRR

. Brown, Technical Support Staff, DRP

. Gavula, Reactor Projects Section 3A, DRP
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I1. Summary of Results

Duri~q the assessment period, overall performance of the facility was acceptable,

but consistent. While improvement was noted in Emergency Preparedness and
Radiological Controls, a decline and a declining trend in performance was
eyident in Maintenance/Surveillance and Operations, respectively. Performance
in Security and Engineering/Technical Support was rated the same as the previous
assessment period, but weakncsses in the last area caused extensive Board
discussion on whether lower scores would be more appropriate. Performance in
Safety Assessment/Quality Verification declined and was rated a Category 3

with an improving trend.

Performance in the Operations area remained excellent, but was noted as having
a decl? 1 trend. Operator professionalism and maintaining a "black board"
with r .Ct to annunciators continued to be examples of excellent performance.
Human factors upgrades and the improved work planning efforts showed good
management involvement. However, an increase in personnel errors and continued
concerns with procedural adequacy and compliance indicated a decline in
performance.

The Category 1 rating in Emergency Preparedness (EP) and the Category 2 with
an improving trend in Radiological Controls were primarily due to enhanced
programs and generally very good performance. Strong management involvement

in EP was demonstrated by the effective corrective actions tu address previous
weaknesses. Additionally, the response to, and preparation Yor events and the
EP training program were strengths. In the Radiclogical Controls area,
corrective actions for high radiation area control problems appeared effective.
In addition, the site's cumulative exposure level was at its 1o :t since 1973
and the number of contaminations decreased during the period.

Performance in the area of Maintenance/Surveillance decreased since the last
assessment period. Although surveillance activities were generally well
performed, personnel errors and failure to follow procedures during maintenance
were concerns. Improper main steam isolatisn valve (MSIV) testing resulted in
an escalated enforcement action. A continuing procedure upgrade program has
improved procedure gquality; however, this process has not prevented procedural
problems from occurring. The quality and experience of the maintenance
personnel continued to be excellent, Efforts in preventive/predictive
maintenance have not produced significant results,

Performance in Security remained constant. Strengths were exhibited in both
cperational readiness and intrusion system upgrades. ¥ sagement inyolvement
&#nd oversight was not fully effective early in the assessment period due
primarily to strained resources. Plant and corporate support improved
throughout the period and corrective actions to identified deficiencies was
usually aggressive and thorough.

Performance in Engineering/Technical Support was acceptable and was rated the
same as the previous periocd. Many programmatic improvements were being
effectively implemented. Examples of these included an increased presence
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of corporate engineering on site and use of a team apurvach for large scale
modifications. However, a number of weaknusses were identified in this area.
Enginearing was not routinely timely in providing resolutions to issues and did
nct take a proactive approach toward solving equipment problems. Many of these
weaknesses were exhibited in the case of the failed MSIVs,

Performance in the area of Safety Assessment/Quality Verification was rated
Category 3 with an improving trend. Issues identified during this assessment
period revealed long-standing weaknesses that the NRC was not aware of. Had
these weaknesses been known, a lower rating for the previous assessment period
would have been more appropriate. With regard to the weaknesses, the overall
corrective action system was considered weak due to inadequate root cause
evaluations, limited corrective actions, and poor planning and prioritization.
Additionally, the scope of issues was not appropriately identified resulting in
recurring equipment probleas. It is recognized that actions have been taken to
address the programmatic weaknesses, These included restructuring the offsite
review committee, continuing a comprehensive cultural adjustment #snd team
building programs, improving open item control and dedicating resources to
monitor the existing corrective action programs. However, it is too early to
Judge the long-term effects of these actions which we will continue to closely
monitor. Finally, we consider the continuation of the inftiatives such as
design basis reconstitution and safety system functional inspections to be
important,

The performance ratings during the previous assessment period and this
assessment pericd according to functional areas are given below:

Rating Last Rating This

Functional Area __Period __Period Trend
Plant Operations 1 1 Declining
Radiological Controls 2 2 Improving
Maintenance/Surveillance 1 2
Emergency Preparedness 2 1
Security Z 2
Engineering/Technical 2 2

Support
Safety Assessment/Quality 2 3 Improving

Verification

111, Performance Analysis

A. Plant Operaticns

1. Analysis

Evaluation of this functional area was based on the results of 1 special and
12 routine inspections conducted by the resident and regional inspectors.




T

Enforcement history remained good, consistent witn the previous assessment
period. Two Severity Level IV violations were issued: one for inadequate
procedures that led to & loss of reactor vessel level indicaticn, and the

other for operation outside technical specification (TS) Timits during an

inadvertent heatup without containment integrity.

The numbei of reportable events increased notably over the previous period,
with most involving some degree of personnel error. A few of the personnel
errors, such as exceeding 200F primary temperature without containment
intcgrity, were also due in part to procedure or design deficiencies. Although
not reportable, there were a number of self-identified concerns involving
control of system lineups. A total of three automatic reactor trips occurre:
during the 17-month assessment period, compared with one trip during the
previous 17-month period. All of the trips were due to equipment failures,
with two occurring on Unit 1 and the third on Unit 2,

Management effectiveness in ensuring quality was generally good. One notable
exception was the untimely reporting of the main steam isolation valve (MSIV)
failures. Otherwise, management continued to promote a conservative and
safety~oriented operating philosophy. Plant management maintained an active
involvement in operation of the facility by directly monitoring ongoing projects
and by reviewing control room activities daily, Management expectations were
usually clearly conveyed and unrderstood.

Material condition of the plant was very good as evidenced by high equipment
rel{ability, low-forced outage rate, and normal operation with no illuminated
control room annuciators, Frompt actions were initiated to repair
malfunctioning alarms and a high priority was placed on completing these
repairs, Operators aggressively pursued correction of plant conditions that
generated even low-priority "nuisance" alarms. Significant control board
human-factors upgrades were substantially comp.eted, including standardization
of control switches and color coding of system controls and indications.

A weakness noted early in the assessment period, which continued from the
previous period, was the adequacy of and compliance with procedures, This
contributed to a number of the operational errors which occurred this period.
Effective e¢nd comprehensive measures were inplemented to improve the quality
and accuracy of procedures and to ensure their proper use. General plant
cleanliness and equipment storage were notable weaknesses, especially in

the lower levels of the turbine building and the auxiliary building. Initial
attempts to reredy this situation were ineffective. After discussions with
the NRC, senior corporate managem: .t became attentive to this matter and
observable progress to alleviate it was made toward the end of the assessment
period.

The fire protection program was generully excellent; however, knowledge level
of fire watches was weak. Fire brigade personnel routinely demonstrated
proficiency during drilis and the results were well critigued.

The approach to identification and resolution of technical issues was mixed.
Use of operations planners to develop and prioritize work schedules for
performance of TS surveillances appeared effective. Good practice was
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continued fn trending plant chemistry data through daily updating of graphs.
The graphed data allowed ocperators to rapidly identify trends symptomatic of
system cdegradation. However, the concept of operability was not clearly
understood by some operators when the MSIVs were considered operable even
though the valves did not close upon demand and required manua)l assistance.
Also, technical specifications were applied to service water and component
cooling water systems in a very narrow manner.

Staffing remained anple with licensed nperators on a six=shift rotation.
Overtime use was limited and remained controlled. Improved coordination
between operators and engineers was indicative of good teamwork, Additional
shift personnel were utilized for activities requiring increased oversight or
management attention. An increase in the number of qualified senior reactor
operators 21lowed plant management to utilize the more experierced for
procedure improvement projects and plant betterment {ssues.

Operator responses to reactor trips, spurious turbine runbacks, and other
minor events demonstrated an ability to respond quickly to plant transients
and stabilize plant conditions. Operator actions, following an inadvertent
loss of the Unit 2 heater drain and condensate pumps, were prompt enough to
stabilize the plant before automatic protective featur~s actuated. Operations
personnel were alert, exhibited a high degree of r- sionalism in all facets
of control room operation, and remained know)edg: _of plant and equipment
status. These attributes were characteristic of strong control room
discipline. Communications among operators, though informal, were effective.

The effectiveness of the training and qualification program for licensed

operators was good. The pass rates for initial and requalification examinations

were 77 percent and 92 percont, respectively. These rates are consistent with
the previous assessment period. A new dual=unit site-specific simulater was
also installed with one unit being certified during the assessment period.
This was the only dual-unit simulator installed in the country and brought a
higher level of fidelity to operator training.

2. Performance Ratine

Performance is rated Category 1 with a declining trend in this area.
Performance was rated Category 1 during the previous assessment period. The
decline in performance is attributed tn the increasing personnel errors.

3.  Recommendation

None.

B. Radiological Controls

1.  Analysis

Evaluation of this functional area was based on the results of five
inspections by regional specialists and routine resident inspections.
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Enforcement-related performance improved from the previous assessment period
and was excellent. No violations were identified this period compared to four |
during the previous period. a

Management effectivoness 1n ensuring quality was good. Management provided

good support for the water quality and chemistry analysis comparison programs.

An in~line ion chromatography system was installed to improve secondary |
chemistry parameters nd the laborat -y quality assurance program used vendor 1
supplied intercomparisons to assure quality of analytical measurements.
Management conducted an extensive review of recurrent high radiation area

control problems in the early part of the assessment period and implemented
effective corrective measures to gain appropriate control toward the end of the
period. A formal ALARA (as-low-as-reascnably-achievable) program was in the
initial stages of development at the end of the period, but the program was not
well supported by all departments as evidenced by the failure of some departments
to provide yearly dose estimates and inconsistent attendance at Exposure
Reduction Committee meetings. Radiocactive-waste-processing equipment was
improved through the purchase of a new compactor, but the associated facilities
rematned 1imited with no capability to sort or survey radicactive waste. The
radiological conditions in the auxiliary building degraded throughout the

period but did not significantly affect access to required areas.

The approach to tne identification and resolution of technical issues from a

safety standpoint was very good. Performanze in the NRC nonradiclogical

confirmatory measurerents program was excellent with 30 agreements in 31

comparisons. The number of personnel contamination events decreased from the

previous assessment period and was low at 108 for 1991, Radiation exposure was

also low; decreasing from 348 person-rvem 1r 1990 to 2€5 person-rem in 1991,

There were no significant unplanned exposure events. Gaseous and liquid

radicactive effluent releases continued to remain well within TS limits. 3
Vendor supplied solid waste volume reducticn technioues were used but little '
was done to minimize cnsite waste generation. No radwaste shipping or

transportation problems were experienced in this period. The radiological '
environmental monitoring program continued to be well implemented and the )
equipment was well maintained.

Staffing was adequate and qualifications remained good. The experience level 3
of personnel continued to increase as a result nf low staff turnover. The

chemistry staff was competent and well qualified, A permanent ALARA position

was established and filled as a first step towards developing a formal ALARA

program,

The effectiveness of the training program was mixed but improved over the
assessment period. Some personne! errors, such as those that occurred early

in the period during an unplanned gaseous release event and high-radiation-area
boundary-control probiems, were partially attributed to inadeguate training.
Extensive training was cordjucted as part of the initiatives undertaken to
eliminate high radiation area problems. A new training program for technicians
was developed during the period and included industry events and health physics
concerns with various systems. This continuing program was effective in
increasing technicians' knowledge and ability to perform their duties as
evidenced by good performance during the last half of the period.
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2. Performance Rating

Performance is rated Category 2 with an improving trend in this area.
Performance was reied Category 2 during the previous assessment period.

3. Recommendations

None.

C. Maintenance/Surveillance

1. Analysis .

Evaluation of this functional area was based on the results of a maintenance
team inspection, a special inspection by regional inspectors and 19 routine
inspections conducted by the resident inspectors.

Enforcement history declined significantly from the previous assessment period.
One Severity Level III violation was issued for improper testing of the MSIVs,
The as-found condition of the valves was not properly evaluated and test'ng

was done after preconditioning the valves. Four Severity Level IV vielations
were also issued, including failure to follow procedures during testing and
maintenance, and inadequate verification of work. Some of these sroblems led

to inadvertent actuation of the reactor protection systems. During the previous
assessment perieod, no violations were issued,

The numuer of veportable events increased notably over the previous assessment
period. Personnel errors during maintenance activitiss accounted for a
significant portion of the events and appeared to be primarily attributable to
a combination of weak procedures and occasional inattention to procedures on
the part of maintenance technicians. Conversely, there were no personnel
errors attributed to surveiilance activities;, an improvement from the previous
assessment period.

Management effectivenee< in ensuring quality was mixed. On the positive side
was the continued good .lerial condition of the plant. Management involvement,
although characterized as informal, was conducted among highly experienced
personnel who are well acquainted with one another., Although assignments of
responsibility for matters such as work coordination were not clearly documented,
all concerned understood their roles and carried them out appropriately.

Senior maintenance personnel remained involved in the conduct of work and
routinely visited job sites. A speciaiized training program for technical
management personnel was instituted in response to previously identified
maintenance weaknesses. Close and persistent management oversight resulted in
the timely and safe completion of three refueling outages, an emergency repair
to residual heat removal system piping that obviated the need for a plant
shutdown, and an unforeseen maintenance outage on Unit 1 to effect repairs to
the main condenser. However, a lingering weakness was the lack of detailed
maintenance procedures, consistent in quality and content, to control work.
Many procedures lacked tolerance bands, acceptance criteria, or vendor
specifications. This has been offset to some extent by the experience leve)

of maintenance personnel, but may also have contributed to the technicians'
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2. Perfurmance Rating

e

Performance 15 rated Category 2 in this yrea. Performance was rated Category )
during the previous assessment pericd.

3. Recommendations
None
D. ‘Cmergency Prepareaness

1. Analysis

Evalustion o! this functional area was based on the results of three inspections

by regicaal specialists and routine resident inspe~tions,

Enforcement history improved from the previcus period and was excellent, No
violations were ide tified during this assessment period compared to one
viclation during the previous period.

Management effrctiveness in ensuring quality was very good and improved in
several areas. Emergency response facilitiers and equipment were adequate and
remained very wel) maintained. Efiective changes were completed to the
organization of a number of rooms which constituted the Operational Support
Center (OSC), in order to more efficientiy dispatch inplant teams and improve
contamination controi in the 7:7, A staffing shortage, which arose in the
emergency planning group durfng the perfod, was corrected by the appointment
of an experianced coordinator and a second assistant. The timely reporting
of offsite environmental samples' analyses was & concern during the 1990 and
1991 exercises. Corrective action taken encompassed the entire process,

from survey team formation through sample analysis, and were thorough.

Identification and resolution of technical 1ssues was exce.ient. The only
actual cmwr?cncy declaration that occurred during the assessment period was
correctly classified in a timely manner., The associated offsite notifications
vere timely. A non-emergency situat.on, involving a lnss of long~distance
communications service and the emergency notification system, was effectively
hcndl;? f0 that communications with State, county, and NRC officials remained
POTS'i ‘ ‘o

Overal)l performance during the 1991 exercise was good with no weaknesses
identified. Challenging aspects of the 1991 exercise included: off hours
activation of the emergercy respense orguaization (ERD); demonstration of the
reorganized OSC; and deployment of several inplant teams, the fire urigade,
and offsite monitoring teams., In addition to the concern regarding timeliness
of environmental samples' collection and analysis, a second concern was
fdentified regarding the tracking of the integrity of each fission product
barrier. In response to this concern, severa)l emergency action levels were
refined and status board provisions were improved in the Technical Support
Center. The adequacy of corrective actions for both concerns was demonstrated
during the March 1992 exercise, which occurred after the assessment period,
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of Aay-to-day sscurity operations was weak during the first half of the
assessment period and had declined from the previous period. Strained security
management resour-es resulted in inadequste management overview. In addition,
management failed to monitor contractor basfc-security=training activities,

as demonstrated by identified concerns with exs ‘nation improprieties and test
pro¢toring inadequacies. However, aggressive corrective actions were taken
once these fssues were identified. During the last half of the assessment
perfod, increased manayement awareness and staffing resulted in an improved
level of contrel and overview of day-to-day operationt,

The approsch to the identification and resolution of technical 1ssues was
ood. Increased engineering support and equipment enhancements ralsed the
evel of effectiveness and reliability of ihe protecied area security

intrusion system and the access contro)l program. Enhancements 1n¢luded

modifications to perimeter cameras and the fntrusfon alarm system,
installation of a video capture system, and upgrading of x-ray and explesive
detectors. Improved engineering involvement continved to reduce false and
nuisance alarms to a sat . sfactory level,

Performance in handling security events was mixed. The security organization
performed well in the developmert and implementation of measures to heighten
security awareness during the Persian Gulf conflict, However, on two related
occasions, followup of security events was weak, After the initial event,
corrective action was not adequately implemented which allowed a similar event
to occur. After this second occurrence, corrective action was not comprehensive
nor adequately monitored to ensure timely completion,

Security staffing levels increased and were appropriate to address program
requirements. Increased staffing alleviated strained personnel resources,
reduced overtime, improved morale, and allowed adjustment of personnel resource
usage in order to enhance security projects and programs. Security force
turnover was reduced from the previous assessment period. By the end of the
assessment period, the security force had attained full s*affing. An effective
working relationship contirued between loca)l law enforcement agencies and
Vicensee security management,

The effectiveness of tie training and qualification program was very good,
Results of the OSRE showed that security force contingency plans, weapons
training and response capabilities were excellent as demonstrated by the high
quality of drills and exercises.

The FFO program satisfied the general performance objectives of 10 CFR 26.10.

Program strengths ircluded strong management support and a canine program to
ald in the identification of controlled substances.

2. Performance Rati.g

Performance is rated a Category 2 in this area, Performance was rated
Category 2 during the previous assessment period.

3. Recommendations

None,
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F. Engineering/Technical Support

1. Analysis

Evaluation of this ftunctional area was based on the results of 21 1nspections
fncluding an operationa’ safety tzam inspection, a maintenance team ingpection,
3 operator licensing examinations, and {nteractions hetween the licensee and
the staff of KRR.

Enforcement history declined from the previous assessment period as severa)
Severity Level IV viclations were issued reflecting the management weaknesses
discussed 1n this section. In addition a Severity Level 111 violation discussed
in the Maintenence/Surveillance functional area also reflected poor engineering
performance to resolve & long standing design deficiency.

The number of reportable events remained low. None of the eventes were
indicative of programmatic weaknesses,

Management effectiveness in ensuring quality was mixed. On the positive side,
the dedication of commercialegrade componants for safety-related use was good.
Controls in the design and installation of modifications had improved snd a hew
team approach Lo larger scope modifications had been develcped late ir the
assessment period. There was a notablu increase in engineering presence
onsite. The modification hacklog had recefved substartial management attention
which resulted in a more manageable, and decreasing, tacklog. The pre-exam
reviews of fnitial aperator examinations were also good. Other activities that
fndicated good planning and good assignment of priorities incluted the dual=unit
centrol room simulator, the contro) rod data acguisition system, the preventive
maintenance of electrica) safeguards busses and support equipment, the actions
taken to resclve the 10 CFR Part 21 report on Gamma~Metrics cable assemb)ies,
and the program implemented to comply with Reyulatory Guide (RG) 1.97 issues.
Reactor engineers were involved in the day=to-day operation or the plant,

On the vegative side, sngineering was not routinely proactive. Their
involvement in maintenance activities was not sufficient to preclude repetition
of problems. For example, although the engineering department developed a
modification te the MSIV packin? to correct valve failures, engineering was
unaware of subsequent valve failures. Engineering was organized by component
specialization and the engineers' assignments changed frequently. This
resulted in a lack of system or component responsibility and fragmented
followup of problems. At times the engineering department accepted problems
rather than aggressively pursuing corrective actions, as in the case of the
MSIV problems and high temperatures in the auxiliary feedwater (AFW) system due
to leaking check valves.

Engineering evaluations, at times, lacked detail. Contributing to this
weakness were inadequacies in the design-basis documents, The licensee
recognized this problem and was continuing to implement & design document
reconstitution program with completion scheduled for 1997, Technical
calculations, including assumptions, sometimes lacked depth and qualitative or

i
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2. Performance Rating
Performance 1s rated Category 2 in this area. Performance was rated Category 2
during the previous assessment period,

3. Recommendations

Nure .

G, Safety Asessment/Quality Verificati
1. Analysis

Evaluation of this functional area was based on the results of € specia) and
12 routine inspections performed by resident and regional inspectors;

16 amendment exemption, or relief requests; response to 4 generic letters,
and observations made by the NRR )icensing project manager

Enforcement history continued to reflect weaknesies in this area with four
viclations being identified. A Severity Level 111 violation for failyre to
determine and correct the cause of repetitive MSIV failures was indicative of
& programmatic problem.

The Licc ee Event Reports submitted often inadequately addressed the root
causes of events, and therefore fnappropriate corrective ac.ions were propesed,
For example, wnen a crevice flushing procedure resulted in a mode change

without containment integrity established, proposed corrective actions were
1imited to mir.r procedural changes; after ¢iscussions with NRC, appropriate
crrrective actions were proposed. Due to inadequate management invelvement,

poor planning and Ynadequate prioritization of work, some regulatory requirements
or commitmants Lo take corrective actions were not accomplished in & timely
manner, For example the dedicated shutdown capability was not implemented in
accordance with the schedule in the regulations,

Management effectiveness in ensuring guality was adcgquate. On the positive
side, a number of programs have been undertaken to strengthen safety assessment
capabilities, including the safety system functional inspection program, the
design basis reconstitution program, and a new corrective action commitment
tracking program. However, 1t is too early to evaluate the effectiveness of
these programs. Improvement. were noted in the quality of the safety assessments
accompanying applications for license amendments. However, problems continued
to exist in ensuring quality in day-to-day activities. Early in th: assessment
period, severa)l procedures received inadequate final review and seviral
temporary changes to procedures did not receive timely staff reviews, Some
responses to violations were also lacking in details as to the specific
corrective actfon. Management expectations were not always effectively
communicated. Plant management &pparently did not recognize the overall
significance of numerous MSIV failures and did not ensure that the cause of

the fatlures was found and corrected. Additionally, initial compensatory
actions for taking one of the two emergency diesel generators out of service
for service waver piping replacement were not comprenensive. After discussions
with the NRC, appropriate measures were implemented.

14
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Periodic management meetings with NRC were oenerally informative, open and
candid. While significant progress in improving communications with the NRC
occurred over the evaluation period, there were early instances where
information was not provided in & timely manner, Additionally, poor internal
commynicat ‘ons reflected a weskness in inters ard intra- departmental
relations. For example, severa) compensatory measures to be employed while
making repairs to emergency diesel generator ¢ooling water piping were
proposed, but these measures were not adequately communicated to control room
supervisors and maintenance staff having responsibility for implementation.
Also, operators did not always inform management of MSIV fafllures.

The approach Lo the identification and resolution of technica) issues was
mixed, The effective use of safety review groups resulted in generally good
fdentification of technical fssues. Review groups operated independently and
with & critical approach to the review process. The offsite review committee
hat, good management fnv.'yvement and was recently restructured to include
additional exporience fronm outside the company. However, because the onsite
review committee did not pursue operating eévents with sufficient aggressiveness
to determine the root cause and prevent their recurrence, repsated problems
were noted with a number of components including power range neutvon flux
monitors, flux recorders, hydrogen recorders, énd diesel generator fuel of)
pumps. Due to @ lack of management oversight, technica) specifications were at
times interpreted In a nonconservative manner. For example, operabl)lity was
not considered when taking components out of service in the service water and
component cooling water systems.

Significant weaknesses were evident early in the evaluation period regarding
prioritization of audit findings and e:icalation ot cverdue correciive
actions, This deficiency was subsequently addressed by restructuring the QA
procedures governing cpen ftem control and the assignment of dedicated
personnel to monitor the status of corrective action progress, These actions
resulted in a notable decrease in the backlog of overdue items and continued
tmprovement 1n ‘he management of newly fdentified deficiencies.

Staffing was adequate to carry out the quality assurance program and to
tdentify corrective actions for deficiencies discovered. However, staffing
was not effective in ensuring that corrective actions were implemented.
Staffing increases and management changes were made to further stréngthen
the Safety Assessment und Quality Assurance capabilities,

The effectiveness of training and qualification was generally good. The new
control room simulator was assembled 1n May and certified in July. The
simulator was vtilized in evaluating proposed design changes. A comprehensive
culty=a) adjustment and team building training program continued to enhance
problem identification and resolutfon. This program appeared to .ave had a
positive impact on nuclear department pe-~sonnel, Mowever, continuing
deficlencies were identified by the NRC concerning operator requalification
dynamic scenarios and written examination question banks, Some improvement

to the latter was noted toward the end of the assessment period.

1%







During January 7-25, 1991, a specia) maintenance team inspection was
conducted (Inspection Reports No, 266/90026 and 301/90026).

During March 18-28, 7)°1, a specia) inspection of security allegations was
conducted (Inspection Reports No. 266/91007 and 301/91007).

Ouring May 13=17, 1991, & special inspection of the Regulatory Guide 1.97
mplementation was conducted (Inspection Reports No. 266/91010 and
301/91010).

During May 21 through June 10, 1991, & special security inspection was
conduct -1 (Inspection Reports No. 266/91012 and 301/91012).

During July 8-26, 1991, a special inspection to assess remote shutdown
program and capability was conducted (lnsrection Reports No. 266/91017
and 301/91017).

During August 28 through December 6, 1991, a 7itness for duty inspection
was conducted (In-<pection Reéports No. 266/91020 and 201/91020).

During October 15-24, 1991, a specta) NDE fnspection wat conducted by the
NRC mobile van (Inspection Reports No. 301/91021).

Nueing October 1 through Novemher 1, 1991, a specinl inspection to assess
*uV closure failures was conducted (Inspection Resorts No. 266/91025 and
301/91025).

On November 22, 199)1, an enforcement conference related to the MSIV
failure was conducted (Inspection Reports No. 266/91029 and 301/910&3),

During October 21-24, 1991, a specia) audit of structures and civil
engineering features was conducted,

During January 6-10, 1992, a Vimfted scope operational safety team
inspection was conducted (Inspertion Reports No. 266/92002 and 301/92002).
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