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Docket No. 50-298
License No. DPR-46

Nebraska Public Power District

ATIN: Guy R. Horn, Nuclear Power
Group Manager

P.0. Box 499

Columbus, Nebraska 68602-0499 :

Gentlemen:

This refers to the management meeting conducted on July 7. 1992, at the

Region IV office in Arlington, Texas, concerning activities suthorized by NRC
: License DPR-46 for the Cooper Nuclear Station. This meeting addressed the
| District’'s initiatives in response to the recent NRC Systematic Assessment of
! Licersce Performansy (SALP) (NRC Inspection Report 50-298/92-99). The meet ing
! was attended by those on the attached Attendance List.

The subjects discussed at this meeting are described in the enciosed Meeting ,
| Summary .

n We noted that your SALP Action Plan indicated that you were not in complete
: agreement with some of the sssessments discussed in the SALP Report. We have :
reviewod your assessments and SALP Action Plan and have concluded that the

najor “:csues are still valid and that the nee’ for corrective actions still !
remain. Consequentiy, we do not plan to revise the existing SALP Report.

! It is our opinion that thic meeting was beneficial and has provided a better

. undarstanding of your efforts 4and inittatives. In accordance with Section :
2.790 of the NRC's "Kules of Practice," Part 2, Title 10, Code of Feoeral |
gequlattons. a couy of this letter will be placed in the NRC's Public Document :
oam.

|
!. Should you have any guestions concerning this matter, we will he pleased to
- discuss them with you. |

Sincerely, ]

. : 1
- - 9207 Ve ’
i FR°OXEBLE 3584520e |LALwS
¥ A, Bi11 Beach, Director
Division of Reactor Projects

Fnclocure: .
Mestirg Summary w/attachments ’
tc w/attachments: (see attached)
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MEETINT SUMMARY

Licensee: Nebraska Public Power District (NPPD)
Facility: Cooper Nuclear Station

License No.: DPR-46

Docket No.: 50-298

Subject: Management Meeting

On July 7, 1992, representatives of Nebraska Public Power District met with
Region 1V personnel in Arlingten, Texas, to discuss the District’s initiatives
in response to the recent Systematic Assessment of Licensee Performance (SALP)
in NRC Inspection Repori 50-298/92-99. The meeting was held at the request of
Region 1V. The attendance list, licensee presentation, and SALP Action Pian
are attached to this summary.

The 1icersee presented 2 summary of initiatives addressing licensed operator
training, radiological controls, procurement, and operability
program/defiriency program improvements. Also, the licensee distribuled the
SALP Action Plan. A copy of the licensee's presentation and the District’s
SALP Action Plan are enclosed in Attachmernts 2 and 3.

Attachments:

1. Attendance List

2. Licensee Presentation
3. SALP Action Plan




ATTACHMENT |

ATTENDANCE L1ST

NPPD

. Parris, Vice-President, Prodguction

. Horn, Nuclear Power group Manager

Whitman, Division Marager, Nuclear Support

Gardner, Acting Division Manager, Nuclear Operations
fstes, Acting Senior Manager Operations

. Mace, Senior Manager Staff Support

mOoODOoOe X

&

. Milhoan, Regional Administrator

. Montgomery, Deputy Regional Administrator

Virgilio, Assistant Di.ector for Region IV and V Reactors, Division of
Reactor Projects I1l, iV, V

Beach, Director, Division of Reactor Projects (DRP)

Collins, Director, Division of Reactor Safety (DRS)

Callan, Director, Division of Radiation Safety and Safeguards

Pellet, Chief, Operator Licensing Section, DRS

. Barnes, Chief, Materials and Quality Section, DRS

Kopriva, Senior Resident Inspector, Cooper Nuclear Station
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NEBRASKA PUBL!C POWER DISTRICT

NUCLEAR REGULATORY COMMISSION REGION 1V

MANAGEMENT MEETING

JULY 7, 1992
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NEBRASKA PUBLIC POWER DISTRICT

NUCLEAR REGULATORY COMMISSION REGION IV
MANAGEMENT MEETING

LICENSED OPERATOR TRAINING

JULY 7, 1992



INTRODUCTION

W SALP REPORT BACKGROUND
B 7RAINING ACCOMPLISHMENTS DURING SALP PERIOD
W SUBSEQUENT ACTIONS TAKEN OR PLANNED

W RESULTS ACHIEVED



SALP REPORT BACKGROUND

LICENSED OPERATOR TRAINING PROGRAM CONCERNSE
COMMAND AND CONTROL DEFICIENCIES

OPERATORS ™ ABILITY TO PERFORM DURING SIMULATED
EMERGENCY EVENTS

AANAGENENT EFFECTIVENESS




TRAINING ACCOMPLISHMENTS
DURING PAST SALP PERIOD

ACHIEVED ACCREDITATION OF ALL OPERATIONS TRAINING
PROGRAMS BY THE NATIONAL NUCLEAR ACCREDITING BOARD

CNS CONTROL ROOM SIMULATOR WAS CERTIFIED IN ACCORDANCE
WITH ANS 3.5 REQUIREMENTS

ACHIEVED FULL STAFFING OF OPERATIONS INSTRUCTOR POSITIONS
WITH NPPD PERSONNEL (14 OF 14)

ESTABLISHED PROGRAM TO ROTATE FOUR LICENSED OPERATORS
TO TRAINING AS INSTRUCTORS



TRAINING ACCOMPLISHMENTS
DURING PAST SALP PERIOD (cont.)

COIMPLETED MAJOR SIMULATOR UPGRADE

IMPLEMENTED AUTCMATED DATA RETRIEVAL SYSTEM FOR
OPERATIONS TASX ANALYSIS

DROPPED EXCESS SRO/RO LICENSES TO ALLOCATE TRAINING
RESOURCES MORE EFFECTIVELY

COMPFLETED COMPENSATION ANALYSIS OF OPERATIONS
INSTRUCTOR POSITIONS



TRAINING ACCOMFLISHMENTS
DURING PAST SALP PERIOD (cont.)

ESTABLISHED SRO CERTIFICATION PROGRAM
FSTABLISHED SRO CERTIFICATION BONUS
ESTABLISHED LEAD OPERATIONS INSTRUCTOR POSITIONS

FINALIZED COMPREHENSIVE QA ASSESSMENT OF PREVIOUS
TRAINING CONCERNS



TRAINING ACCOMPLISHMENTS
DURING PAST SALP PERIOD (cont.)

COMPLETED REQUALIFICATION PROGRAM CRITIQUE BY LICENSED
OPERATORS

REDEFINED NUMBER OF SIMULATOR SCENARIOS TO REDUCE
OPERATOR STRESS

ESTABLISHED MILESTONE PROGRESS REVIEW TO ASSURE
CANDIDATES ™ PREPARATION FOR LICENSE EXAMS



SUBSEQUENT ACTIONS TAKEN OR IN PROGRESS

ENHANCED EMERGENCY PREPAREDNESS TRAINING FOR OPERATORS

ESTABLISHED INSTRUCTIONAL STANDARDS AND EVALUATION
METHODS FOR OPERATOR COMMAND AND CONTROL

COMPLETED INPQO TEAM TRAINING FOR OPERATIONS CREWS ON THE
DYNAMICS OF HUMAN INTERACTION ON CREW PERFORMANCE

INITIATED COMPREHENSIVE PROGRAM TO RESOLVE ALL SIMULATOR
DEFICIENCIES

PROCUREMENT PROCESS FOR SIMULATOR AUDIO/VISUAL SYSTEM
HAS BEGUN



SUUBSEQUENT ACTIONS TAKEN OR IN PROGRESS
(cont.)

OPERATIONS TRAINING FOR QA AUDITORS

COMPREHENSIVE OVERVIEW AND EVALUATION OF TRAINING
EFFECTIVENESS BY PLANT MANAGEMENT AND SUPERVISION

ENHANCED INSTRUCTOR TRAINING TECHNIQUES

ENHANCED INSTRUCTOR STANDARDS, EVALUATION AND
PROFESSIONALISM




RESULTS ACHIEVED

IMPROVED INTERFACE BETWEEN UPERATIONS AND TRAINING

IMPROVED OPERATOR PERFORMANCE DURING SIMULATED
EMERGENCY EVENTS

IMPROVED COMMAND AND CONTROL DEMONSTRATED
LICENSE EXAM SUCCESS

REGION IV TRAINING INSPECTION RESULTS



CONCLUSIONS

NUMEROUS COMPREHENSIVE ACTIONS AND _NHANCEMENTS

RECENT INDICATIONS SHOW SIGNIFICANT PERFORMANCE
IMPROVENIENT

TRAINING PROGRAM INITIATIVES AND IMPROVEMENTS CONTINUE
70 BE MADE

EXPECT CONTINUED PERFORMANCE IMPROVEMENT



RADIOLOGICAL CONTROLS
SALP CATEGORY 2

TE1S RATING REPRESENTS A DECLINE FROM THE PREVIOUS RATING
OF 1

PERFORMANCE OF THE RADIOLOGICAL PROTECTION STAFF WAS
EXCELLENT DURING ROUTINE DAY-TO-DAY ACTIVITIES

THE DECREASE IN PERFORMANCE RATING WAS BASED ON
CONCERNS IDENT/FIED WITH IMPLEMENTATICN OF RADIOLOGICAL
CONTROL PROGRAMS DURING THE REFUELING CUTAGE




RADIOLOGICAL CONTROLS

RADIOLOGICAL PROTECTION PROGRAM WEAKNESSES
SPECIAL WORK PERMIT PROGRAM WEAKNESSES
LIMITED ALARA GROUP INVOLVEMENT

MARGINAL PERSONNEL RESOURCES

™




RADIOLOGICAL PROTECTION
PROGRAM WEAKNESSES

POOR COMMUNICATIONS, COORDINATION AND CONTROLS

- CNS RADIATION PROTECTION PROGRAM SELF ASSESSMENT

- MANAGEMENT OVERSIGHT
© RADIOLOGICAL DEPARTMENT TEAM APPROACH

® RADIOLOGICAL COORDINATORS WORK DIRECTLY FOR
RADIOLOGICAL DEPARTMENT

© FEEDBACK

=R



RADIOLOGICAL PROTECTION
PROGRAM WEAKNESSES

HOT SPOT POSTING
- REVISED PROCEDURAL POSTING CRITERIA AND EMPHASIS
- HEALTH PHYSICS TRAINING PROGRAM REVIEW

- CNS RAUDIATION PROTECTION PROGRAM SELF ASSESSMENT




RADIOLOGICAL PROTECTION
PROGRAM WEAKNESSES

REAL TIME TRACKING OF EXPOSURES

- SWP ASSESSMENT

- SWP PROCEDURE REVISIONS

- CNS RADIOLOGICAL PROTECTION PROGRAM SELF ASSESSMENT

- RADIOLOGICAL SUPPORT SYSTEM



SPECIAL WORK PERMIT PROGRAM
WEAKNESS

FAILURE TO PROPERLY LOCATE DOSIMETRY/FAILURE TO SPECIFY
MULTIPLE DOSIMETRY

- SWP ASSESSMENT

- SWP PROCEDURE REVISIONS

- PERSONNEL DOSIMETER PROGRAM PROCEDURE REVISIONS
- HEALTH PHYSICS TRAINING PROGRAM UPGRADE

- CNS RADIOLOGICAL PROTECTION PROGRAM SELF ASSESSMENT




LIMITED ALARA GROUP INVOLVEMENT

® CNS RADIOLOGICAL PROTECTION PROGRAM SELF ASSESSMENT

¢ THRESHOLD VERSUS PEAK STAFF REQUIREMENTS
- INCREASED WORK EVALUATION INVOLVEMENT
- INCREASED MOCKUP TRAINING INVOLVEMENT

- INCREASED FIELD OBSERVATION OF WORK

®* POST OUTAGE CRITIQUE

N




MARGINAL PERSONNEL RESOURCES

RADIOLOGICAL PROTECTION PROGRAM SELF ASSESSMENT

THRESHOLD VERSUS PEAK STAFF REQUIREMENTS

POST CUTAGE CRITIQUE




RADIOLOGICAL SUMMARY

RADIATION PROTECTION PROGRAM SELF ASSESSMENT
RADICLOGICAL DEPARTMENT OUTAGE STAFFING
RADIOLOGICAL DEPARTMENT TEAM APPROACH

CONTINUED MANAGEMENT ATTENTION



NUMARC
COMPREHENSIVE PROCUREMENT
INITIATIVE
(CPI)

BACKGROUND

DEVELOPMENT OF A PROCUREMENT + I0JECT PLAN (PPP)
RECEIPT OF INSPECTION REPORT 92-201

CURRENT STATUS OF THE PPP

SUMMARY



BACKGROUND

ACTION PLAN

INSPECTION NOTIFICATION

MAINTAIN CPil & INSPECTION SEPARATE
INSPECTION

PROCUREMENT PROGRAM ENHANCEMENT




NUMARC COMPREHENSIVE
PROCUREMENT INITIATIVE

Responsibiliies/Deadlines/Special Considerations
P11
\\J;' i,‘

Procurement Project Plan
(PPP)

Action Plan
1 Juiy, '92

st Wk January, '92

Procurement Program
Enhancements

i

INSPECTION
REPOKT

92-201



PROCUREMENT PROGRAM
ENHANCEMENTS

ESTABLISH PROCEDURAL REQUIREMENT TO PROVIDE FORMAL
DOCUMENTATION OF CRITICAL CHARACTERISTICS AS APPLIED TO
ECG PROCUREMENT

FORMALIZE THE ENGINEERING PROGRAMS DEPARTMENT
'NDEPENDENT REVIEW OF DEDICATION PACKAGES AND ECG
TECHNICAL EVALUATIONS

IMPROVE TESTING AND INSPECTION CAPABILITIES

REVIEW AND REVISE PROCUREMENT PROCEDURES (E.G. 3.22, 3.24,
1.13, QAI-16) AS APPROPRIATE

ENHANCE QUALITY ASSURANCE SUPPLIER AUDITS



PROCUREMENT PROGRAM
ENHANCEMENTS (CONT'D)

IMPLEMENT TESTING OF LUBRICANTS ALONG WITH A DEDICATION

PACKAGE OR DECIDE TO PURCHASE UNDER A 10CFR50, APPENDIX B
PROGRAM

PLACE A "HOLD"” ON ALL ITEMS IN WAREHOUSE PURCHASED AS
ECG SINCE JANUARY 1, 1990

COMPLETE FOCUSED COMMERCIAL SURVEYS OF ECG SUPPLIERS BY
JANUARY 1, 1993, USING NUPIC COMMERCIAL SURVEY CHECKLIST




DEVELOPMENT OF A PROCUREMENT
PROJECT PLAN (PPP)

ESSENTIAL COMMERCIAL GRADE (QUALITY COMMERCIAL GRADE)
PROCEDURES CHANGES/ENHANCEMENTS

PERFORMED LUBRICATION STUDY

UPGRADED TRAINING LESSON PLAN

EXPANDED TRENDING RECEIPT INSPECTION/TESTING FAILURES
EXPANDED TESTING AND RECEIPT INSPECTION CAPABILITIES

COMPLETED A VALIDATION OF EXISTING DEDICATION PACKAGES




INSPECTION REPORT
92-2017 RECEIPT

PERFORMED DETAILED REVIEW
ALL CONCERNS WERE ADDRESSED PRIOR TO RECEIPT OF REPORT

A MAJORITY OF THE ACTIONS WERE FULLY IMPLEMENTED PRIOR TO
RECEIPT OF REPORT

TWO DEFICIENCIES WERE IDENTIFIED:
- GENERIC WEAKNESS IN PROCUREMENT PROGRAM

- FAILURE TO ADEQUATELY DETERMINE SUITABILITY OF
APPLICATION OF CGIs



SUITABILITY OF APPLICATION OF CGI'S

e ALL INSPECTION FINDINGS ADEQUATELY RESOLVED

e ALl DEDICATION PACKAGES REVIEWED AND ALL COMMERCIAL
SUPPLIERS RE-EVALUATELC WITH NO QUALITY CONCERNS

° PLANT OPERATING HISTORY VERY GOOD

® PROGRAMMATIC SYSTEMS “RE IN PLACE TO IDENTIFY AND/OR
PRECLUDE FAILURES

® PAST ENGINEERING INVOLVEMENT IN PROCUREMENT

® HIGH DEGREE OF AWARENESS OF CRAFT IN UTILIZING CORRECT
PARTS

STRONG WAREHOUSE CONTROL OF TAGGING AND TRACEABILITY




CURRENT STATUS OF PROCUREMENT
PROJECT PLAN

EIGHT CONCERNS WERE NOT DISCUSSED DURING INSPECTION
THREE OF THESE ARE STILL BEING ADDRESSED
PROCUREMENT PROJECT PLAN IS ESSENTIALLY COMPLETE

ON GOING ACTIVITIES:
- LUBRICATION
TESTING

TRAINING




SUMMARY

® SIGNIFICANT PROGRESS SINCE JANUARY 1, 1992

e [DENTIFIED NO CONCERNS WITH MATERIALS/COMPONENTS
INSTALLED IN PLANT

o MEFT THE JULY 1, 1992 NUMARC COMPREHENSIVE PROCUREMENT
INITIATIVE COMMITMENT



NPPD/NRC REGICN IV

MANAGEMENT MEETING

- OPERABILITY PROGRAM IMPRGVEMENTS

- DEFICIENCY REPORTING PROGRAM

JULY 7, 1992
E. M MACE

SENIOR MANAGER STAFF SUPPORT
TOOPER NUCLEAR STATION




DISCUSSION TOPICS

OPERABILITY PROGRAM

HISTORY OF EVENTS

SUMMARY OF CONCERNS

SUMMARY OF ACTIONS TAKEN

FLOW CHART EXAMPLE

DEFICIENCY REPORTING PROGRAM



DECEMBFR 19, 719917
BATTERY SURVEILI ANCE TEST DISCREPANCY

FEBRUARY 27, 1992
NPPD/NRC REGION IV MANAGEMENT MEETING

MARCH 11, 1992
INSPECTION REPCRT 92-04 ISSUED

MARCH 24, 1992
NPPD/NRC REGION IV ENFORCEMENT CONFERENCE

MAY 21, 1992
NOTICE OF VIOLATION ISSUED

JUNE 19, 1992
VIOLATION RESPONSE TRANSMITTED
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OPERABILITY PROGRAM - SUMMARY OF CONCERNS

* LACK OF SPECIFIC GUIDANCE TO MAKE INITIAL OPERABILITY
DETERMINATIONS

® BASIS FOR THE OPERABILITY DECISION NOT ALWAYS ADEQUATELY
DOCUMENTED

* INADEQUATE SEPARATION OF OPERABILITY DETERMINATIONS FROM
CORRECTIVE ACTIONS

®* FAILURE TO SORC REVIEW AN OPERABILITY DETERMINATION



OPERABILITY PROGRAM - ACTIONS TAKEN

¢ IMPROVED GUIDANCE TO MINIMIZE RELIANCE ON INDIVIDUAL
JUDGEMENT

* DOCUMENTED ENTIRE PROCESS

®* CLARIFIED AND SEPARATED OPERABILITY DETERMINATIONS AND
CORRECTIVE ACTIONS

® ESTABLISHED SPECIFIC APPROVAL AND TIMELINESS REQUIREMENTS

* INCORPORATED GUIDANCE OF GENERIC LETTER 91-18




DEGRADED R NiONCTINFORMING
CONITHTION IDENTIFIED

PERFORM OFERABIL'TY
DETERMINATION
FPER PRONEDURE 0 27

Is SSC INOP and Inoperability o B Done by SS with input from STA

documented in an NCR?

B Must be compieted within
24 hours or DMNO notified

B ¢ stablishes condition as
Qualification or Functionality
related

No Further Action Reguired OPERABLE WITH
Regarding Operability FUNCTIONALITY or
QUALIFICATION
CONCERN
INOP

Forward Determination to

NCR REQUIRED ENGINEERING MANAGER



OPERABILITY DETERMINATION

FUNCTIONALITY CONCERN

NGINEFRING MANAGER

PRESENTS Tt SOR¢

B within 1 working day unless
condition resolved, then within
5 working days

SORC deterrmnes if additional
evaluation required

‘R‘n‘ C)

—
O AN

File / Additional
Corrective Action

QUALIFICATION CONCERN

N s MANMFERINTITIATY
(M FRABIIITY EVAI L AT

PER PRI FIMNRFE D27 |

YES B ngineenng Evaluaton
— B SORC approved within 48 hours
uniess condition resolved. then
within 5 working days;
or extended by SORC
OPERABLE
or
INOPERABLE

support confinued operation

an s

INOPERABLE



Does T.S. LCO apply?

JCO BCO
NRC File

A.pproval




DEFICIENCY REPCORTING PROGRAM

RELATIVELY HIGH THRESHOLD FOR NONCONFORMING ITEMS
DOCUMENTED BY THE EXISTING CORRECTIVE ACTIONS PROGRAM

- LESS SIGNIFICANT CGNDITIONS ADVERSE TO QUALITY:
PROGRAMMATIC, PROCEDURAL, AND OPERATIONAL TRANSUNT

- ALLOW FOR:
© TRACKING
© TRENDING
© INDEPENDENT ASSESSMENT

- IMPLEMENTED:
© USING GENERIC LETTER 91-18 GUIDANCE
° USING INPUT FROM CURRENT INDUSTRY PROGRAMS
® BY SEPTEMBER 30, 1992




SUNVMARY

®* OPERABILITY PROGRAM

- CLARIFIED AND S5PARATED OPERABILITY AND CORRECTIVE
ACTIONS

- DCCUMENTATION TRAIL REDEFINED

- PROVIDED ADDITIONAL GUIDANCE TO MINIMIZE RELIANCE ON
INDIVIDUAL JUDGEMENT

- ESTABLISHED TIMELINESS REQUIREMEN:S

- TRAINED LICENSED OPERATORS & SITE/CORPORATE ENGINEERING

* DEFICIENCY REPORTING PROGRAM

- ESTABLISHING A LOCWER THRESHOLD CORRECTIVE ACTIONS
PROGRAM




1992 SALP ACTION PLAN
FOR
COOPER NUCLEAR STATION
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i992 SALP ACTION PLAN FOR
COOPFR NUCLEAR STATION

EXECUTIVE SUMMARY

The SALP Report (50-298/92-99) for Cooper Nuclear Station (CNS) provided the
NRC's evaluaticon of ON§ performance for the period July 16, 1990, through January
18, 1992. Although we were certainly pleased to achieve improved ravings from
Ferformance Categoery 2 to Performance Category 1 in the Maintenanre/Surveiilance
and Security functional areas;, we were very disappointed in the deviins from
Performance vategory 1 to 2 in the Operations and cdiological Controls
functional areas. The strengths and ~eaknesses identifiew bv the SALP report iu
these areas as well as “nose identified in the Emergency Preparedness,
Engineering/Technical S ugort angd Sa‘ety Asfessment /Quality Veritication
functional areas have been particularly heloful to NPPY (n directina MAN A Q@M+
attention and resourcves i1 gur continuing efforts to improve on excellence.

This 1992 SALP Action Plan addreeses the specific NRC concerns identified in the
SALP Report. The Action Plan .s intended to accomplish the following:

. provide a complete compilation of NPPD actions taken or i rromress on
NRC concerns identified in the SALP report ;

- provide a discuseion of program enhancements relating to SALP identified
concerns;

- provide & status renort of actione taken or in pProgress regarding NRO
concerns;

= provide direction and focus for all Nuclear Power Group perscnnel.

Although particular management emphasis has been directed in the Operations,
Operations Training and Radiological Controle areas, all concerns are specifical-
ly addressed in the Plan. We believe this SALP Action Plan« 1. serve as A guide
“or manacino the numerous activities underway or pianned aspociatea witn the
recent SALP report. Further, tne aciion Plan will serve aes a catalyst for
aaditional prog.am enhancements in the futuie,

At NPPD, management is guided by three key precepts that nave made CNS auccessful
in the past and will continue to make us successful in the future:

= nuclear safety is of paramount importance «- all nther issues are of
secondary consideration;

- continually rising standarda of performance are necessary to achieve and
maintain excellent performance;

- developing and sustaining a self critical, guestioning attitude among
all employees is to be strongly encouraged at all organizational levels.

The District ias firmly committed to achieving and sustaining higher levels of
excellence in nuclear cperations. This commitment translates to the goales of (1)
reestablishing Performance Category 1 ratings in both the Operations and
Radiclogical Controle areas, (2) maintaining exieting Category . ratings and (3)
improving from Category 2 to 1 in at least cne other functional area in the
current SALP period. We believe this SALP Actiosn Plan, when compined with the
other Nuclear Power Group lnitiatives, will assist 48 in achieving the
performance necessary to attain these goals.,

-
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

OPERATIONS EXECUTIVE SUMMARY

To ensure that complex emergency operating procedures (EOPs) can be performed as
written, Procedure 0.4 (preparation, review and approval of procedures) wae
revised tO 10CLUQE PLANT waLAUULHS GUTAING VALLIOATLON &l Ve tication. During
CHe FALL/WANTEr OF 4y¥i1/1994, ass swergency and Abnurmal procedures were walked
down resulting in the conclusion that all can be performed ae written. Durins
the same period, CNS EOPs and EOP Support Procedures were verified +o be
technically accurate and able to be used effectively, In June of 1992, CNS EOFa
underwent simulator validation resulting in the conclusion that they are usable
by operators under dynamic accident conditions. Procedure 0.4 criteria is
applied to all procedure changes by the responsible Supervisor. Management ,
during their review of procedure revisions, will ensure that plant walkdown
criteria is applied and walkdown acceptarce criteria is met prior to procedure
approval for implementation.

To ensure adequate safety evaluations of emergency procedures by multi-
disciplined groups, the EOP Support Procedure Verification Instruction has been
revised, and implemented, to include Radioclogical and Engineering Department
personnel.

To ensure adequote control of independent valve verification, Procedure 2.0.1,
Conduct of Operaticns, was revised to (nclude a pelicy statement regarding
independent verification, resulting in no known missed verifications since
approval.

To alleviate any further operator weaknesses for failure to issue temporary
procedure changes and use of procedures for operating evolutions, the Operations
Supervisor has held discussicne with each crew stresaing procedural compliance,
and the Division Manager of Nuclear Operations ham iesued a letter to all ONS
personnel concerning the accuracy and adequacy of station procedures. Management
continues to monitor procedure usage and compliance by evaluating Inspection
Reports, NCRe, LERs, QA findings, etc.

Te prevent any further instances of missed surveillance testing, the computer~
based surveillance schedu' .ng system has been modified sc that surveillances are
now included in the weekly schedule until they have been performed. The
Surveillance Coordinator was aleo conselled on *he need for accurate schedul ing
of surveillance tests. Additicnally, CNS§ is planning to replace the present
software with a more flexible, human factored network based system.

To prevent instances of failure to follow procedures and inattention to detail
while performing surveillance procedures, LERe have been routed, Industry Events
Training has been conducted, and the Division Manager of Nuclear Operations hae
issued correspondence addressing the issues of complacency and maintaining a
questioning attitude. Management continues to monitor the effectiveness of the
actions taken by evaluating Inspection Reporte, NCRe, LERs, QA findings, etc.
In addition, a self~checking program will be implemented in for all groups within
the station that conduct hands-on work.

Management hae spent sign.ficant ef{fort and time in the Licensed Operator
Training Program to ensure that weaknesses in the areas of operating crew
command, contrel, and communications, operating procedures and failure to convey
management expectations for operator vraining performance have been addressed,
In support of this heightened attention, CNS Management and Supervision has:
visited other operating Nuclear plants to benefit from industry experience,
expanded guidance on operating philosophy, participated more in training
evaluations and subseguen. critiques, and revised procedures to provide more
specific guidance in this area. Additionally, a new policy on trew command and
control, and a revieios to the current Operatione Communication instruction, will
be issued.

Fra— R I — ——
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

iltem Nt A-l-a Assigned Ior  E. M. Mace
Senior Manager of
Staff Support

Appropriate management COnBervatism was not always evident:

&, Temporary elevator cable caused a scram.
Bout Cause:

The root cause of this event was failure to establish and implement
sufficient work con.rol measures for the Reactor Building roof refurbishment
activity. In retrospect, it became clear that while extensive efforte were
made to assure that installation of the temporary elevator wae safe and that
initial job preparations were thorough, we did not establish sufficient work
control measures and/or limiting "criteris to assure that JOP execution
Wouiad not afrect sare coperation ot the racissey:

Acticn Taken:

Corrective actions taken included verification of proper transmiesion syatem
protective relay operations, transmission line inspections, and inspections
and testing of the Normal, Stactup and Main power transformers. The
temporary construction elevator was relocated to the north eide of the
reacter bulilding. Additicnally, extensive work control measures and
inspection requirements were established for completion of the roof
refurbishment effort.

Action Planned:

Because of the experience gained from thie incident, the potential rimske
associated with project work to be performed at CNS are now evaluated more
thoroughly. Mew stringent job contrcl measures have been implemented to
Apsure that such an event will not be repeated. We have also instituted
daily Construction Management job walkdowns for all projects and routinely
discuss project progress reports av the daily NPG senicor management
teleconference,

ichedule:

Although the controls necessary to safely complete the roof refurbishment
were implemented, management continues to evaluate and upgrade the controls
for infrequent/unusual work,

Adeguacy of Resulte Achieved:

We believe that the additional infrequent/unusual work controls established
and implemented as a result of this event hav: resulted not enly in
achieving safe, reliable plant operation, but also in developing a more
questioning attitude throughout the entire NPG, Thie attitude has carried
over into more routine activities, ae well as plant operations. 1991 ended
withovt a esingle unplanned scram event at CONS; we see thie as dirsct
evidence of the effectiveness of our corrective measures and the more
conserv.t .ve nanagement approach to infrequent/unusual work,

e
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i¥92 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

ikem Ng: A-3 Agsigned to! J. W. Dutton

Training Manager
Rescription:

During simulated emergencies, the ablility of operators and crews to monitor
and disgnose equipment and plant conditions and take appropriate action was
SOMet imes weak, indicating a lack of generic ekill AMCNG operators.
Examples included not asdeguately MONLLOring suppression pocl parameters.
failing to recognize tie unavailability of the high pressure cooclant
injection pump, and failing to sbeerve and investigate a diesel generator
trip during a surveillance test.

Rogt Sauee:

This cbservation, when tied to the examples given, appears to be based on
the 1990 EP Evercise weakness (298/9025-02). This weakness was subsequently
evaluated during the 1591 inepection (80-298/91+12) and closed. “The root
cause of this weakness wae determined to bLe the result of inadequate
training.

Action Taken:

We do 1ot believe CNS Operators currently exhib,t & generic ‘ack at
Alagnoetic skille. Subsequent to the .vsu exwis.se weAKNess, the siiLe~
FEwCiTiC aimulator has been used for operator training. Emergency Operating
Procedures have been upgraded to EPG, Rev 4 and flow-charted. Uperator
performance has consistently improved subsequent to the inrlusion of the
simulator in their training, When isolated incidents of crew and/or
individual ocperator mis-diagnosis occur, the crew and/or individual is
remediated. When recurring weaknesses are identified in more than one urew

or individual, special weak ares training ie developed and presented to all
crews.

Simulator Training and post-exercise critigque methods have been revined to
more effectively provide feedback to the cperators, thus better (dent.ifying
weaknesses so0 that they may be corrected. Inatructor led crew self-
critiques of etrengths and weaknesses, as they directly relate to crew
competencies, have effectively identified weaknesses previously overlcoked
or not etressed. The installation of an audic/video system to further
support the operator critigue process in the simulator e planned for 1992,
Crew response and self-commitment to learn from their mistakes have improved
cres performance. With emphasis on communication, command and eontro),
Instructor Guideline NTG 318 hae been developed and is in use in training
and evaluation of the crews. This N1G is being provided to all ! icensed

Operatore 0 that Lthey are aware of the attributes by which they are being
evaluated.

Agtien Planned:

The Training Department will continue to upgrade the programe a8 neeos are
identified.

Schedule:

Program upgrades will be pursued on a continuing vasis.,
Adeguacy of Besiite Achieved:

No further problems of the magnitude described have beern experienced,

Increased management cverview has been directed to this area an? will Le
used to verify the effectivenzes of these program enhancements.
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1952 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No:  A-4 Assigned T¢:  J. W. Dutten

Training Manager
Regcriprion:

The performance of operating crews during simulated, nonroutine emergency
conditions was weak. Cperating crews exhibited difficulty in decision-

making and in overseeing the response to simulated, nenroutine emergency
events.

Eoot Cause:

The root cause of this item was insufficient training on Emergency Plan
actions while controlling the plant during off-normal conditions.

At the time of the inspection during which this item was noted, Operators
had traditionally been trained on EALe, PARs and Notification with "table
top" exercises. FEmergency Plan training had not yet been incorporated into
simulator training. The complications iLnvolved in controliling the plant
while eimuitanecusly performing Emeryency Plan actions had net been
recognized, eiisce Emergency Plan training for licensed operators (n the
simulator was limited to EAL classification, announcement, and netification
¢f the Division Manager of Nuclear Operations (DMNO). At that time the
Snife Supervisor/Emergency Director responsibilities were considered to be

turned over to the DMND,
Action Taken:

All shift crews were provided with extended emergency scenario training in
the simulator, over a one week period. The Requalification program was also
modified to require practice in & minimum of six extended emergency
SCenarios during each two~year cycle. All crews have received an additional
scenario (as of June 1, 1992).

Action Planned:

Integrated emergency plan and plant management scenarios will be continued
48 a normal element of the Requalification program training. The installa-~
ion of an audio system to further support the operating crew critique

process in the simulator is planned for 1992.
Schedule:
Ongoing.

Adequacy of Results Achieved:

Increased proficiency of the crews during Emergency scenarirs has been noted
gince the new ecenarics have been implemented. The effectiveness of this

training program upgrade will continue to be monitored and feedback provided
to each operating crew.







1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Not A=§ (Continuedq)
Sghedule:

The Management review of plant waikdowns is an integral part of the review
and approval procees of proposed procedure revisions, and as such is an
ongoing responsibility with no defined schedule.

hdequacy f Resuits Achieved:

The enhancements to Procedure 0.4 and the Management review to confirm
proper implementation of those provieions have ensured that proposed
procedure revisions receive plant walkdowne as approp ‘iate in order to
provide for their technical accuracy, written correctness, and usability.
The expected reesults willi be improved personnel performance of complex

procedures, and a reduction in performance miscues att “ibuted to procedural
deficiencies.



1992 GALFP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: A-7 Assiqued To: R. Brungardt
Operations Manager

Lescgiption:

Safety evaluations for emergency procedures are teing performed by the
Operations Department in lieu of a multi~disciplined review.

Rogt Cause:

Procedural deficiencies. Procedure 0.22, Emeryency Operating Procedure
Maintenance Program, did not specify that a Radiclogical Department
representative was to be a member of the EOP Maintenance Team. The CNS EOP
Support Procedure Verification Instruction, specified by Procedure 0.2%, did
not provide requiremente and instructions for Engineering and Radiolosgical
safety reviews of EOP Support Procwdures.

Action Teken:

Procedure 0.22, Emergency Operating Procedure Maintenance Program (Rev, 4),
was revised to add a Radiological Department representative to the BOP
Maintenance Team. 1In addition, the CNS EOP Suppoert Procedure Verification
instruction was revised to cortain requirenents and guidance for performance
of safety reviews by both Engineerirg and Radiological Department personnel.
The Engineering review addresses the use ~f EGP Flant Temporary Modifica-
tions and prioritization of various options within the procedures in terms
of Engineering concerns. The Radiclogical review addresses procedural
actions with regard to ALARA, shielding, and exposure concerns in light of
potentially degraded plant conditions.

Action Planned:

A verification of EOP Support Procedures was recently completed using the
quidance contained in the EOP Support Procedure Verifica*ion Instruction.
The results of thie Verification, and the reed for any future revision of
the EOP Support Procedures or the EOP Support Procedure Verification
Instruction, will be discussed and documented at the next quarterly meeting
of the EOP Maintenance Team. These actions are a direct result of the

Action Taken items above., The implementation of multi~dieciplined review is
complets.

Schedule:

The requirement for additional revisions to the EOP Support Procedures or
the EOF Support Procedure Verificatiosn Instruction will be determine. at the
next EOP Maintenance Team meeting. If additional revisions are deemed
necessary, the completion date for this upgrade will 'e established by ti.e
team. Future multi-disciplined safety evaluaticns of emergency procedures
will be performed as required by Procedure 0.22, EOP Maintenance Program.

Adeguacy of Results Achieved:

The multi-disciplined safety review of emergency procedures, which is now
required by the EOP Support Procedure Verification Instruction, has
identified the potential need for additional changes to several EOF Support
Procedures. These proposed changes will pbe discussed at the next gquarterly
meeting of the EOP Maintenance Teas. The broad perspective of a multi-

disciplined safety evaluation will continue to provide impr-ved procedural
guidance,.

i0
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: A-8 Apsiqaned 1o R. Brungardt
Operations Manager
Rescription:
Independent valve verification is not adegiately addressed by controlling
procedures.
LeQt Caupe:

Procedural deficliency; adeguate gulidance was not provided in Operaticns
Department Policy Procedures to assure that Independent Verification would
always bt performed when required.

Actien Taken:

An extensive review was performed of Procedure 2.0.1, Conduct Of Operations,
Procedure 0.9, Clearance Ordere and Caution Tage Orders, and Procedure 12.5,
CNS Q. C. Functions. As a result of this review, it was determined that no
policy guidance regarding independent verification existed in any of these
procedures. Therefore, & Policy Statement was generated and added to
Procedure 2.0.1.

Action Planned:

None; the above action taken provides adegquate def nition and direction for
Independent Verification,

The above acticnu appear to be adequate to clear up any misunderstandings or
lack ¢f guidance as to when and how Independent Verification is to be
performed. There have not been any gquestions or missed verifications since
taking the stepe discussed above, CNS management will continue to monitor
the effectiveness of this action.

il
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1992 SALP ACTION PLAN POR
COOPER NUCLEAR STATION

item No: A9 Amsigned To: R, Brungardt

Operations Manager

L8CLAPLACD:

C =vators demorstrated some weaknesses in the use of procadures when, on
fi.: occasions, the operators failed to issue a temporary procedure change
when a procedure error was identified. In lieu of having a procedure
available, the operatore relied on memory to perform an evelution.

Root Cause:

The root cause for the weaknesses in procedure usage Ls the failure o
initiate temporary or permanent procedure changes when known procedural
deficiencies existed. A contributing ceuse for one of the events was the
failure to iesue a change to a procedure affected by a design change.

Action Taken:

Actions taken to address the subject weaknesses include the initiation of
temporary and permanent procedure changes for the identified Ltems,
Operations Supervisor discuesions with each crew streseing procedural
compliance end the issuance of a letter from the Divieion Manager of Nuclear
Ope.ations to all CNS personnel concerning the maintenance of the accuracy
and adequacy of station procedures. In addition, Engineering reviewed all
outstanding design changes to ensure that required procedure changes have
been implemented. The review aleo verified that existing Engineering
Procedures adequately identify, track and implement procedure changes
required by design changes.

Action Planned:

Management will continue to monitor procedure usage and compliance and
ensure expectations are counveyed through administrative procedures,
correspondence and discussions with plant perscnnel. A quarterly evaluation
of events resulting from inattention to detail ie performed by CNS Manageis
on a rotating basis. This evaluation entaile a review and analysis of
Inspection Reports, NCRs, LEfs, QA findinge, etc., generated during the
previous six monthe which identify personnel error as a causal factos.

schedule:

Management will continue to monitor procedure usage and compliance.
Evaluations of events reesulting from inattention to detail are conducted
quarterly.

Adequacy of Results Achieved:

A review of LERe since the latest of the “cur occasions referenced shows no
subseguent instances of failure to i{ssue a temporary procedure charge when
a procedure error was i{dentified.

12
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1992 SALP ACTION FLAN FOR
COOPER NUCLEAR STATION

RADIOLOGICAL EXECUTIVE SUMMARY

Curantly, a management ditrected radiation Frotection self evaluation is
underway . The scope of thie self evaluation will include nct only statien
management ‘s areas of concern, but aleo all concerns addressed in the current
SALF report, such as radiclogical protection program implementation during
routine, day-to~day activities and peak work loades.

We are particularly concerned with the violations that occurred during the 1991
refueling outage that were relstec to the proper placement of dosimetry on some
of our radiation workere. Accordingly, the NRC can be assured that Health
Physice and ALARA staffing levels will be evaluated against peak outage work
ioade. In addition; the ongoing self evaluation i placing epecial emphsaic in
the areas of ALARA and special work permit procedural requirements ae compared
to the current industry standard fcr excellence, We are confident that staffing
Lo peak outage work load conditions and the upgrade in ALARA and Health Physic
procedural requirements will eliminate these situstiocns.

We pride ocurselves in our well-established reputation for good communications,
coordination and work control in the Radiological Department and were concerned
that a contributing cause to the refueling cutage event was a weakness in thease
qualities. Accordingly, we have directed *ine adoption of a contract technician
team concept, whereby a CNS technician will coordinate and overview an ansigned
group of contra~t technicians. Thie will improve communications to station
supervision and management and will allow us to promptly deal with any potential
problem areas.

in summary, we recognize that thne functioral area of Radiological Controls
requires focused management o .mprove implementaticn of the radiclegical
protection programs at Cooper Nuclear Station. We believe that the compieted
actions and future plane discussed in these contents reflect ocur commitment to
continuous improvement in this area.

13
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

1:em Not B-2 Anslgned To: J. V. Sayer
Radiclogical Manager

Rescription:

Radiological personnel failed to locate monitoring dosimetry properly on
radiation workers.

Root Cause:

The root cause of this concern (e the failure to provide adegquate in-sity
evaluation of r 4iclogical controls and reguirements. The initial dosimetry
placement requi ement for the job that precipitated thie concern was based
on observing t @& insulator craft personnel’s positioning and proximity
during the full wscale mock-up, and the pre-job dose-rate gradients
determined in the field., The insulator craft were subsequently replaced by
pipefitter and sheetmetal workere who claimed to have poRitioned themselves
fuch that an unmounitored part of the body could have received the major
portion of the )ob-related exposure. The Contract Health Physice Techni-
cians assigned to this job failed to recognize and/or correct the dosimnter
placement error, and did not convey the workers’ claime to Health Physicse
Supervision.

Action Taken:

Temporary Procedure Changes to Procedure 9.1.1.4, Special Work Permit, have
bheen made to ensure that task specific multiple aceimetry and dowimetry
placement requirements are adequately addressed and allow for special
radiological coneiderations and updates. This ensures that the radiation
protection technicians have the ability to review the radiation protection
requirements, in place, and make modification and revisions as regquired,
Procedure Change Notices for Procedures 9.1.1.3, Personnel Dosimeter
Program, and §.1.1.4, Special Work Permit, that addresa these concerns are
currently undergoing Station Technical Review.

Action Planned:

Procedures 9.1.1.3 and 9.1.1.4 are scheduled for SORC approval prior to July
1, 1992. Following approval, training will be provided to Radiociogical
Department and other xey station personnel in these revised procedures.
These changes wili be incorporated into Health Phyesice Technical Training
following SORC approval.

Schedyle:
Full implementat < of revised Procedure 9.1.1.4 is scheduled with SORC

approval. The - .rsmentioned training will be accomplished by August 1,
1992,

15



1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Not B-2 (Continued)
Adeguacy of Resulte Achieved:

Temrorary procedure changes leading to the changes to Procedures 9.1,1.3 and
9.1.1.4 have been highly effective in providing task epecific dosimeter
piacement requirements and have been highly effective in providing in-eitu
review and modification to in-progress radiation protection requirements.
The { .1 effectiveness of these procedural changes will be monitored during
the 1993 refueling outage and, if necessary, additional procedura. changes
or guidance implemented.
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1992 SALF ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: B3 Asgigned Io J. V. Sayer

Radiological Manager

Radiclogical personnel failed to specify multiple dosimetcy on Special Work
Permits during _he outage.

Boat Cause:

Inadequate procedure is the root cause of this concern, in that Procedure
§.1.1.4, Special Work Permit (SWP), did not require the update of the SWP
form as the radiclogical conditions and monitoring requirements change.
Additionally, SWP requirements were written i(n generic terms that did not
provide sdequate guidance in the use and placement of personnel dosimeters.

Action Taken:

Temporary Procedure Changes to Procedure 9.1.1.4 have been made to ensure
that changing radiclogical conditions and monitoring regquirements can be
made to the SWP form in a timely manner, and that task specific multiple
dosimetry and dosimetry placement regquirements ace adequately addreesed. A
Procedure Change Notice for Procedure 9.1.1.4 ie currently undergoing
Station Technical Review.

Action Planned:

Procedure 9.1.1.4 ie expected to be SORC approved prior to July 1, 1992,
Follow'ng approval, training will be provided to Radiological Department and
other key station personnel in the use of the revised procedure and SWP
form. These changes will be incorporatea into General Orientation Training
at the time of procedure approval.

schedule:

Fu i implementation of revised Procedure 9.1 1.4 (s scheduled with SORC
approval. The atorenentioned training will be accomplished by Auguet 1,
1992.

Adequacy of Results Acuieved:

Temporary procedure changes to Procedure 9.1.1.4 have eliminated this
concern in that dosimeter assignment and placement have been made task
specific, and in sufficient detail, to ensure that dosimetry requirements
Are addressed by radiation protection personnel during the preparation and
implementation of the SWP. As stated abcve, permanent revieion to this
proceduve is currently in the approval process.

17
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: B-4 Assigned 7To: J. V, feyer

Radiclogical Manager

Description:

Concerns were identified with *ne radiological programs and/or implementa~
tion activities when the Radiclogical Protection staff wase stressed during
the outage.

RBoot Cauee:

Decreased communications and lack of sensitivity by contract Health Phyeice
Technicians involvement in ;- coverace.

Action Taken:

The Diviiion Manager .f Nuclear Operatiuns directed the Senior Manager of
Operatinns and the Radiclogical Man: 'er to conduct an evaluation of the CONS
radiation protection progran to devermine whether significant commynica-
tions, radiclogical controls, and radiological work coordination weaknesses
exist in the program. This self evaluation is currently :n pre- ‘ese and
upgrades to the radiological program are being made.

Action Planned:

in future outages, teams of Contract Health Physice Technicians will be
assigned to and will be directed by CNS Health Physice Technicians to cover
leng duration jobs or projects requiring significant radiological work
control and coordination. Alsoc, Radiological Coordinaters between the craft
contractor and the CNS Radiological Department will be asseigned to work
directly for the CNS Radiclogical Depertment. In the past these coordina-
tors were directed by the craft contractor,

The team coicept will ensure bette. continuity, responsibility, and
accountability between Health Physice Techniciane and Health Physics
Surervisors.

fcbadule:
The te.» - Pt i planned for the 1993 Refueling Outage.
Adeguiacy of fesuste Achieved:
The team cor~ .. gractice vorked well at CNS for the Reactor Recirculation
Punn Upr ind the Rcactor Recirculation Pipe Replacement Proiecte and
expectati. are similar for the other outage fprojects. However, the

effectiver. . of th..e corrective actionr will be monitored during tha 1993
outage and, if neceieary, further upgrades implemented.

i8






1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No:  B-4-b Assigned To:  J. V. Sayer
kadjological Manager

Rescription:

Radiological personnel failed to provide adeguate Real Time tracking of
exposures during the outage.

Root Cause:

Craft personnel failed to record their radiation exposures on the correct
tpecial Work Permit (SWP) due to SWP procedural deficiencies. As a result,
several instances of inaccurate real time exposure tracking were noted
during the outage.

Action Taken:

1. A detailed review of the recently revised SWP procedure is included in
the CNS Radiation Protection Program self assessment currently being
conducted.

2. Automated real time exposure tracking has been incorporated into the
Radiological Support System upgrade.

Action Planned:

1. SWP recommendations resulting from the CNS Radiation Protection Program
self assessment will be used as a baeie for further revisions to the SWP
procedure.

2. Development, testing and implementation of automated real time tracking
of exposures will be in accordance with the Radiological System Design
Document specifications and schedules.

Schedule:

The CNS Radiation Protection Program Self Assessment report {8 scheduled for
issuance by August 19%2. SWP recommendations from the report will be
incorporated into the SWP procedure by October 31, 1992.

The Radiological Support System automated real time exposure tracking is
scheduled for testing implementation by January 195 . Formal implementation
will be made following a t eting duration of suf.icient length to verify
accuracy and adequacy oi the system.

Adeguacy of Results Achieved:

Automated real time exposure tracking has been incorporated into the
Radiological Support System Design Document. Development and site testing
of automated real time exposure tracking will be completed prior to the 1993

CNS Refueling Outage in order to validate the adequacy of the tracking
system,
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item No: B~4-d Aseigned To: J. V. Sayer
Radiclogical Manager

Description:

Orywell contract radiological protection techniciane and ONS radiclogical
personnel did not adequately coordinate work activities during the outage.

Root Cause:

The lack of direct CNS Health Physice Technician involvement in some outage
jobs requirirg significant radiclogical work controle and coordinaticn, and
the apparent lack of sensitivity by som~ Contract Heath Physics Technicians
to workers’' concerns and apprehensions during the 199)1 Refuel/Repair Outage
have been determined as the root cause of this concern.

Action Taken:

Sensitivity to workers’' concerne and apprenensions was emphasized to all
Contract and CNS Health Physics techniciane following the 1991 Refuel/Rupair
Outage incident that raieed thig concern.

Action Planned:

CNS will assign CNS Health Phyeics personnel to utoordinate radiological
coverage for all projects where communication and radiological controle are
critical, thus providing direct overview by the CNS staff. Teamy of
Contract Health Physics Technicians directed by CMS Techniciane will be
assembled to cover long duration iobe requiring significant radiological
work controls and coordination. This teamwork concept will be utilized as
opposed to the practice of assigning Health Physice Technicians on a day-to-
day basis. CNS will also continue to emphasize the need to maintain
sensitivity and the need to respond to worker concerns to Contract Health
Physics Technicians.

Schedule:

Currently in practice.
Adeguacy of Resulte Achieved:

During the current, ongoing Fuel Pool Clesanup Project, technician teams have
been assigned to cover this project on a continuous basis. The crew is
changed by 1 CNS technician each week. This allows for consistent job
coverage and communications, yet allows relief from repetition. Ths Plant
Health Physice Terhricians that have been asgigned direct overview and
evaluation for this project to date report that this concept has been
successful. This change in philesophy cannot be fully evaluated until the
1993 Refuel/Repair Outage.

(8]
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: B-% Assigned T9: J. V. Sayer
Radioclogical Manager
Rescription:
Ineffective management oversight during high wetivity periocds such as an
outage.
Boot Caune:

Through lack of communication by contract Health Phyeice Technicians and
failure to assess current radiclogica! conditions on Special Work Permits
(fWPe), management was not appraised of the noted radiological problems.

Action laken:

The Division Manager of Nuclear Operations, subsequent to the identification
of these concerne, direc:ed the Senior Manager of Operations and the
Radiclogical Manager to conduct an evaluation of the ON§ radiation
protec ion program to determine whether significant communications,
radiclogical controls, and radiolog.cal work coordination weaknesses exist
in the program.

The four SWPs noted in Inspection Report Items 91-10-1%, 91-10-29, 91-10-44,
and 51-10-77 were immediately corrected. All remaining active SWPs were
reviewed to ensure that dosimetry reguirements were being accurately
identified. No additional SwPe regquired revision,

Action Plarned:

Teams of Contract Health Physics Technicians will be assignred to and will be
directed by CNS Health Physicw Technicians to cover long duration iobe or
projects requiring significant radiological work control and coordination.
Alsc, Radiological Coordinators between the craft contractor and the CNS
Radiclogical Department will be assigned to work directly for the CNS

Radiciogical Department. In the past these coovdinators were directed by
the craft contractor.

The tean concept and Radioclogical Coordinators will improve commanications
to manacement to keep them beiter appraised of any radiological concerns.
A significant restructuring of the SWP program ie being conducted to provide
specific job co.erage regquiremenis, personnel monitoring reguirements, and

protective equipment and clothing requirements. These upgrades should
significantly enhance controls over radiological work activities conducted
at CNS.

Schedule:

The team concept ie planned for the 1993 Refueling Out.ge.
Restructuring the SWP program « .1 be completed by July 1, 1992,

Training of Health Physice techniciane to the new program will be completed
by August 1, 1992,

22



1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: B=§ (Continued)
Adeguacy of lesults Achieved:

The team concept will ensure better continuity, responsibility, and
arcountability between Health Physice Technicians and Health Phyeics
Supervisors. The team concept rractice worked well at NS for the Reactor
Recirculation Pump Upgrade and the Reactor Recirculation Pipe Replacement
Projects. This methodology will assure that communication of any radiologi-
cal concerns is brought to management ‘s atten? ‘on in an expeditious manner
and will provide for improved management oversight abilities.

A SWP program is presently being restructured to achieve the following
objectives:

- Facilitate a means to effectively correct human factor weaknepses,
by providing a timely means for updating changes to radiclogical
conditions, dosimetry requirements, job coverage réequirements, and
personnel entry requ.remente posted on the SWP.

- Provide a means of icdentifying task specific radiological control
requirements for mult.iple taske occurring within the same job.

- Incorporate a section on the SWP to document special considerations.
- Eliminate the use of generic terms such as “as regquired” by
providing a means Tfor specific delineation of Jjob coverage,

perscnnel monitoring, and protective egquipment and clothing
requirements.

23
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No:  3-6 Assigned fo:  J. V. Sayer

Radivlogical Manager

Radiological Protection personnel resources are marginally adeguate for
outage control.

Eoot Cause:

Staffing in the Radiclogical Department during outages has historically been
based on full work scope threshold requirements versus peak requirements.
This has been highly successful in maintaining a motivated radiclogical
production etaff. Personnel shortages, although infrequent, have cccurred
during the peak outage schedule.

Action Taken:

A review of the 1991 cutage reveals that Radiclogical Department staffing,
the highest to-date at CNS, was adequate during the majority of the
schedule. However, during peak schedule and stress periods a selight
temporary shortage of radiation protection personnel may have existed,

Action Planned:

The 1993 outage work scope review for radiclogical staffing regquirements
will be upgraded. This review will take inte account peak; as well as
threshold, staffing requirements, Additionally, Radiclogical Department
staffing throughout future outages will be monitored for changing conditions
to maintain maximum productivity and to minimize strees on radiation
protection perscnnel.

Schedulg:

The Radiological Department Outage Staffing Plan will be developed by
December 13592

fdegquacy of hesulte Achieved:

The adequacy and effectiveness of Radiological Department outage staffing
will be evaluated during the 1993 Refuel /Repair Outage.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: 8-7 Assigned to: J. W. Dutton

Training Manager

Rescription:

A second instance was identified in the failure to conduct semi~annual
training of chemistry techniciane on CNS Post Accident Sampling Syetems.

oot Cause:

The root cause wae failure to document the lapsed requalification training
and the circumstances currounding the lapsed training. An individual no
longer requiring Poet Accident Sampling System Training was allowed to let
his training lapese without the appropriate supporting documentation to
justify this inaction.

Acticn Taken:

A revision to CNS procedure 0.17, Selection & Training of Station Personnel,
was approved on November 29, 1%90. This revision requires specific
documentation of all job specific regualification training deletions for
perscnnel and the circumstances Burrcunding the lapeed training This
documentation will be approved by the cognizant station Department Manager
and forwarded to the Training Manager.

Action Planned:

No further action is planned.
Schedule:
Action has been implemented,
Adeguacy of Results Achieved:
No further problems of the nature described have been experienced.

The effectiveness of this program upgrade will continue to be monitored.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: c-1 Assigned 1o M. E. Unruh

Maintenance Manager
Rescription:

Adequate controls to address cleanliness and housekeeping requiremente for
safety related maintenance activities were not established.

Root Cause:
21 = Procedural deficiency: Nonexistent
Action Taken:

Maintenance Work Practice (MWP) No, 5.1.3, Foreign Material Exclusion and
System Cleanlinegs, was developed in December 19%0. This MWP provides
guidance to craft personnel for actions t2 be taken whenever a eystem/compo-
nent is cpen to the environment during plant maintenance activities.

Action Planned:

MWP 5.1.3 is currently being revised to further include guidance for
cleanliness/foreign material excluesion when working on plant electrical
components. Additionally, procedurss from several other plante are being
reviewed in order to identify applicable guidance and good practices that
should be incorporated into existing maintenance practices at CNS. MWP
5.1.3 will be revised as necessary to include this additiocnal guidance.

Sghedule:

MWP 5.1.3 will be revised to include additional guidance determined to Le

required from the review of various cleanliness procedures obtained from
other nuclear facilities by Octobe. 31, 1992,

Adeguacy of Results Achieved:

The adequacy of maintenance practices in this area will be monitored through
field observation of routine maintenance activities during operation, and of
outage related maintenance activities during trhe 1993 refueling outage.
Fucrcher guidance will be provided to the craft as found necessary through
additional revisions to MWP 5.1.3, P i ‘ 3

Cleanliness.
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1952 SALP ACTION PLAN FOR
COLPER NUCLEAR STATION

item No: c~2 Assiqned Jo: J. R. Flaherty

Engineering Manager

Rescriptions

A minor weskness in the labeling of containment bullding penetrations was
identified.

Root _Cause:

During an NRC review of containment building penetration isbeling it was
found that, with certain exceptions, penetrations were not labeled at the
incation where the piping meets the containment wall. However, in these
cases, the associated piping components are labeled. As discussed later,
this methodology was found to Le the preferred and most effective method of
label.ng. The root cause of this minor weakness appeare to e inadequate
communication, in that the advautages of the existing method were not
adequately provided to the NRC inspector.

Actiou Taken:

Severa! methods of containment penetration labaling were evaluated. Because
of the various configurations and asesociated accesasibility limitations,
labeling the penetrations where the piping meets the wall was determined to
be unfeasible, and potentially confusing. The exieting method of labeling
assotiated piping components was determined to be the moet effective of the
available cptions. This method ie particularly suitable to leak rate
testing where it ie important to verify that tlie correct valves are being
tested. Furthermore, recent as-building efforts provide a high level of
confidence in the existing labeling.

Agtion Planned:

An engineering evaluation will be conducted to verify that the existing
labeling has nistorically provided an accurate means of containment
penetration identification.

sSchedule:

The engineering evaluation wi'l be complete - August 1, 1%92.

Adeguacy of Results Achieved:

The evaluat.ons conducted to-date have verified that the existing methods
are preferred and contribute to a high level of confidence that leak rate
testing Lis properly conducted. However, any upQradee to the existing
identification system as a result of the engineering evaluation will be
implemented,
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: c-3 Assigned 1o M. E. Unruh
Maintenance Manager
Description:

Several minor instances of inattention to detail (failure to follow
procedure or seek clarification).

Root Cauee:

Root cause for these occurrences ie attributed to procedural deficiencies
and personnel error.

Action Taken:

Several actions have been taken to minimize and preclude recurrence of these
instances of inattention to detail. Examples are discussed with Maintenance
Department personnel during tail-gate training sessions, through routing of
NCR, LER and QA Audit F.nding responses, and through Industry Events
Training. Maintenance Department personnel are also encouraged to utilize
the procedure feedback system as a means to correct Maintenance Procedures
that require revision or clarification. In addition, Station Management
conducts a quarterly review of events that are a result of inattention to
detail or failure to follow procedures. This review is conducted by
evaluating T"nspection Reports, NCRe, LERs and QA findings which identify
personnel error as a root cause.

Action Planned:

Quarterly evaluation of events resulting from inattention to detail will
continue to be conducted. Also, a self-checking program will be initiated
for all station personnel that conduct hands-on work.

Schedule:

The self checking program will be implemented by December 1992.

Adequacy of Reeuits Achieved:

The quarteriy evaluatione of evente resulting from inattention to detail to
date have identified the fact that the number of events resulting from
inattention has declined steadily since 1988 (37 in 1988, 2% in 1989, 213 in
1990, and 15 in 1991). ‘lowever, these evaluations have determined that the
lack of adegquate self-checking is a major contributor to events of this
nature. Therefore, the previously mentioned self-checking program will be
developed and implemented by December 1992. The effectiveness of this
upgrade will continue to be monitored by the quarterly evaluations and if
necessary, further upgrades implemented.

28



o b el

1992 SALP ACTION PLAN FOR
COOPER NUCTLEAR STATION

item No: c~4 Assigned To: J. R. Flaherty

Enginsering Manager

Rescription:

Controls for Leak Rate Testing and In-service Testing/Measuring Test
Equipment (M&TE) were weak.

Root Cause:

With regard to leak rate testing M&TE, it was determined that although
engineering personnel were using appropriate practices for control of METE,
the procedures being used for control of this equipment required enhancement
to better reflect these practices. With regard to In-service Testing (I57)
METE, two of approximately 85 IST instruments were found tc have not been
formally included in the M&TE Calibratieon Program. However, these
instruments were being calibrated properly. Furthermore, the responsible
engineering personnel were not fully aware of the importance of including
these rigorous practices in the appropriate procedures. Two root causes
were therefore aseigned: (1) procedure less than adequate, and (2) training
less than adeguate.

Action Taken:

An engineering review determined that the exieting practices, if formalized,
excend the requirements of 10CFRS( Appendix J, ASME and the applicable CNS
QA documents. Additionally, the responsible personnel were reminded of the
need to ensure that proceJlures accurately demonstrate and control safety
related practices.

Action Planned:

Procedures contrulling leak rate testing will be enhanced to include more
extensive controle for leak rate resting M&ATE.

The two noted IST instruments will be formally incerporated into the METE
Calibration Program.

Engineering personnel, even those not associated with IST or leak rate
testing, will be refamiliarized with CNS calibration program requirements.

Schedule:

.

Procedures controlling leak rate teeting eguipment will be revised by
October 1992. The two IST instruments will be incorporated into the formal
calibration program by July 19%2. Engineering personnel will be refamili.ar-
ized with calibration program requirements by July 1992.

Adequacy of Resulte Achieved:

The results of the engineering review confirmed that existing practicas for
control of leak rate testing and IST instrumentaticn provided adeguate
assurance that no safety concerns existed.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: C=5 Assigned To: R. Brungardt
Operations Manager
Rescription:
Twe examples of missed surveillance testing.
Eoot Cause:
The root cause of the missad surveillances were a deficiency in the
computer-based surveillance .cheduling system and personnel error. The

scheduling syetem did not continue to list a missed surveillance beyond the
week in which it was scheduled. Additionally, a perecrnel error by the
Surveillance Coordinator resulted in the surveillance test packayes not
being provided to the performing organization at the time the tests were
scheduled.

Action Taken:

The computer-based surveillance scheduling system was modified so that
surveillances are now included in the weekly schedule until they have been
performed. In addition, the Surveillance Coordinator was counselled on the
need for accurate scheduling of surveillance tests.

Action Planned:
No further action is planned.

Schedule:

No further action ie planned.

Adequacy of Results Achieved:

No surveillance teste have been missed since July 1950. The effectiveness
¢f this program upgrade will continue to be monitored.
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1882 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: c-6 hAssigned To: R. Brungardt
Operations Manager

Rescxiption:

Some examples of failure to follow procedures and inattention tc detail
(while performing surveillance tseting, minor events ocrurred that were
reportable).

Reot Cause:

The root causes for the events that occurred are procedural deficiency and
persornel error. Procedural ambiguity and failure of perscnnel to seek
further clarification contributed to the evente.

Action Taken:

Actions have been taken to ensure that events such as those desc-ibed above
are adequately addressed, Correct procedure performance has been emphaeized
through personnel counselling, routing of LERe, Industry Events Training and
correspondence from the Division Manager of Nuclear Operaticns ad“reseing
the issues of complacency and maintaining a questioning attitude.
lIdentified | ‘ocedural deficiencies have been corrected by procedure
revisione. The need to seek clarification hae been addressed in an
Inetrumentation and Contraol Guideline for Procedure Performance and Review.
This guideline aleo addresses self-checking, completion of stepe before
sontinuing, receipt of unexpected ve. expected response, and the need to
initiate procedure revigions where further clarification is required. 1In
addition, & quarterly evaluation of jvents resulting from Lnattention to
detail or failure to follow procedure is performed by CNS Managers on a
routine basis. This evaluation entai's a review and analysis of Inepection
Reporte, NCRs, LERs, QA findings, etc., generated during the previcus three
months which identify personnel error as a causal factor.

Action Planped:

Quarterly evaluations of events resulting from inattention to C«*..l will
continua to be conducted. In addition, a self-checking program will be
implemented for all groups within the station that conduct hands-on work.

Schedule:

Evaluations of events reeulting from inattention to detail are conducted
quarterly. A self-checking program for personnel that conduct hands-on work
will be implemented by December 1992.

Adeguacy of Results Achieved:

The most recent quarterly evaluation of events resulting from inattention to
detail noted that the total number of events has continued its downward
trend for the past four yeare. Events asecciated with a failure to follow
procedure are also included in this evaluation. The total number of events
in 1991 decreased by approximately 29% from 1950 and 60% from 1988.
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19682 SALP ACTION PLAN FOR
COOPER NUTLEAR STATION

EMERGENCY PREPAREDNESS EXECUTIVE £ UMMARY

The last SALP report characterized this functional area stating that NPPD'e
"emergency preparedness program continued to maintain a good level of operational
readiness for responding to emergencies.” Probleme encountered duting the SALP
period were primarily the result of a particularly challenging 1991 emergency
exercise scenaric that stressed the ability of the emergency response organiza-
tien (ERO) and the apparent weaknesses of operatirg crews in performing emergency
vlassification, notification, duse aseessment and protective action recommenda-
tione during Simulator walk-throughs. The weaknesses observed in the operat.ng
crews were the result of inadequate training for licensed cperatcre in these
areas.

The wesknesses identified during the last SALP period are being aggressively
addresesed. Control Room and TSC command and control functions were reviewed
during a comprehansive self asseossment and improvements have been and continue
to be made in enhancing this function during regularly scheduled emergency
drille. Elfective TSC and OSC operations are also being addreseed during these
drilis. The effectiveness of exercise control and exercise evaluation functions
is expected to improve substantially with the implementation of new, comprehen=-
Bive procedures for these activities. The abilitliee of our operating cr. we to
perform emergency classificetion, notification, dose assessment and protective
action recommendation functions have been upgraded through enhanced training in
these areas, which have been formally included in the licensed cperator
requalification training program,

Additionally, since the close of the previous SALP period, the CNS Emergency Plan
has been implemented for three actual Notification of Unusual Events due to plant
operating consideratione. These energency declarations were effectively managed
and the Emergency Flan wae effectively implemented with appropriate classifica-
ticne and notifications performed.

Finally, in a continuing effort to enhance _he overall performance of this
functional area, the Nuclear Power Group Manager has established an Em@&rgency
Prepiredness Task Force to review the effectiveness of the NPPD ERO, command and
control functions, EP training, call-in procedures, previous findinge and program
deficienciee, exercises and drills. The Task Force will complete ite review and
report ite findings and recommendations in July 1992.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

izem No: D-2 Aspigned I9: D. A. Whitman “
Divieion Manager of
Nuclear Support

Description:

Command and control were identified as being weak in the control room and in
the technical support center after the emergency director had left the
facility to go to the emergency operations facility.

290t _Cauee:

Command and control expectations were not clearly communicated to the
control room and TSC organizations.

Agtion Taken:

Suidelines to clearly define the roles of Control Room personnel during
emergency conditions were ceveloped and promulgated. These guidelines
addrese :esporsibilities for supervision, information focus and dissemina-
tion as well as cverall operator conduct in the Control Room. EPIP §.7.7
"Activation of TSC", and related procedures were reviewed and revised to
address the specific examplos of degradation in TSC performance stated in
the weakness. In addition %o the measures described above in response to
this weaknese, the Dietrict ie conducting an in depth self assessment of
Control Room and TSC response organizations, their command and control
arrangements and the effective utilization of “hese organizations.

Agticn Planned:
The Emergency Preparednese training drills discuesed in the response to

uxercise weakness 298/9112-01 will continue to be monitored to assure the ;
cffectiveness of both Control Room and TSC organizations. |

The results of ti. command and control eelf assessment are being evaluated
and factored into the Emergency Plan and EPIPs to improve the cverall
performance of these facilitiee and the personnel aseigned to them. ‘

dchedule:

The drille will be completed by August 11, 1992. All applicable comrynd and
control recommendations resulting from tue self assemsment will be fully
implemented prior toc the 1992 Exercise except for the comprehensive
Emergency Preparedness Job Task Analysis and related training program
revisions, which will be completed by December 31, 1993.

Adeguacy of Results Achieved:
Adequacy of program enhancements will bhe determined during the 1992

emergency exsercise and additional improvements implemented as found
necessary,.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

iltem No: D=3 Argigned Jo: D. A. Whitman

Division Manager of
Nuclear Support

Rescription:

A weakness was identified with technical assesements of accident condicions
by the Technical Suppert Center during the 199) exercise.

Root Cauen:
The root causes for the weaknesses in technical assessments are:

1) A procedure for estimating core damage using methods other than post
accident sampling results did not axist.

2) There was less than pdeguate communication between the TSC disciplines.

3) Procedures for repair/ourvey team reporting of plant radiclogical
conditions to the TSC were less than adequate.

4) Human factors inhibited maintenance and communication of accurate aystem
statue.

Action Taken:

A method has been developed and proceduralized to estimate core damage using
in=containment radiation monitors.

EPIP 5.7.7 "Activation of TSC" was revised to prompt the TSC Director to
form a multi-discipline team, as reguired, to aid in assuring effective
communication and technical assessment.

To provide more timely data reiative to radiclogical conditions the HP
techniciane will report, by portable radio, to the TsC Chemistry Health
Physice Coordinator significant radiation readings found during radiclogical
surveys in the field.

To help focue aspsessment, and reduce errors in communicating system status,
separate status boarde for mechanical and electrical malfunctione have been
established in the TSC.

Action Planned:

Enhanced TSC drilles tc emphasize technical assessment and the program
enhancements have been scheduled for TSC staff members. These drills will
include probleme in core damage assessment, release pach analysis, and
timely communication of radiation survey resultes.

Scheauls:

The TSC drille will be completed by Auguet 11, 1992.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

iten No: D-4 Assigned To: D. A. Whitman
Division Manager of
Nuclear Support

Rescription:

A weakness wae identified regarding poor coordination, control, and
radiclogical practices of in-plant repair and survey teams deployed “-om the
Operations Support Center.

oot Cause:

There was lese than adequate procedural guidance for team dispatch, control,
and safety.

Action Taken:

EPIP 5.7.15 "Rescue and Reentry", has been revised to implement a new
mechaniem for team tracking and control in order to enhance the coordination
and control of in-plant repair and survey teams. The procedure revision
also included assignment of responsibility for team eafety and for regquired
notification to the repair/survey teams of significant ¢hanges in plant
conditions.

Action Planned:

The improvements cortained in the above procedure change will be demonstrat-
ed during scheduled '0SC drills.

Schedule:
The TSC drille will be completed by August 11, 1992.
Adequacy of Resulte Achievid:

Adequacy of resultas will be verified during the scheduled drills and the
1992 emergency exer:ise.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: D=5 Besigned To: J. V. Sayer
Radiological Manager

Rescription:

A weaknese in the emergency operations facility was 1identified in the
assessment of offsite radiological consequences of the release due to a
failure to recogriize that the re¢lease was unfiltercd.

Eoot Cauge:

Lack of attention to detail due to rapidly developing scenario events and
conflicting pla.® syetem information.

Action Taken:

i. TPIP 5.7.17, Dose Assesament, and EPIP 5.7 .7, Activation of TSC, have
been revised to ensure that EOF decieion makers correctly assess the
stztus of the radiological release pathway througn the Standby Gas
Treatment System.

2. An Emergency Preparedness Task Force hae been organized to perform a
eelf assessment, and among ite aseigned areag tc evaluate are:

a. The eifectiveness of the ERO organizat'=:n bosed upon today’'s
standardes (INPO/NRC).

b, Command and control of the ERO.
¢, Training effectiveness and efficiency.

d. Previous NRC, INPO, and exercise findings.

Action Planned:

i. The revisions to EPIP 5.7,17 and 5.7.7 will be evaluated and critigued
during EP drille conducted in 1992,

2. The Emergency Preparedness Task Force final report is scheduled for
issuance in July 1£92. Any dose assessment recommendaticns resulting
from this report will be used ae a basis tor further revisions to
EPIP 5.7.17 and 85.7.7.

schedule:

1. EPIP §.7.17 and 5.7.7 were revised Pebruary 27, 1992. EP drills and
exercises are periodically scheduled from May through September 1962,

2. The Emergency Preparednese Task Force final report recommendations will
be prioritized and echeduled following the report ¢ issuance in July
1992.

Adeguacy of Results Achieved:

1. In~house critiques of the revisions made to EPIP 5.7.17 and §.7.7 are
being conducted during EP drille held in 1992 %o determine effective-
‘ess. Critique observations will be used as a basie for any further
necessary revisions to EPIP 5.7.17 and 5.7.7.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: D=5 (Continued)

2. The Emergency Preparednesge Task Force will continue to review the
adequacy of the revisions made to EPIP 5.7.17 and §.7.7 during drills
and the 1952 smergency exercise to determine if further revisions are
warranted.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Ng: D=6 Assigned To: C. A, Whitman
Divieion Manager of
Nuclear Support

Rescription:

Several problems were noted with the preparation for the 1991 emergency
exercise.

Root Cause:

There was less than adequate procedural guidance for exercise preparation
and control.

Action Taken:

To strengthen the controller/exercise preparation, a specific }' sedure for
controlling emergency preparedness exerciges and drills was developed. Thie
procedure addresees the functiors of exercise control, the controller
organization, and ensures that an adequate number of controllers will be
available. It includes the limits on allowed seimulation, controller
scenario authority, appropriate responses to unanticipated scenario events,
and a means to document. controller actions when the scenario deviates from
the planned scenario events. The procedure contains a section that includes
the ana.ysis of controller etaffing, guidelines for simulation, and
spacifics on eimulation.

Action Planned:

Training for exercise controllers on the improved procedure is scheduled to
be completed prior to the 1992 exercise.

Schedule:
The procedure will be used throughout the course of 1992 exercise develop~-

ment and implementation cycle. Training for the controllers is scheduled
for completio n by September 15, 19%2.

Adeguacy of Results Achieved:

Adequacy of results will be verified during the 1992 emergency exercive.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

1iem No: D=7 Agsigned To: D. A. Whitman
Division Manager of
Nuclear Support

Description:

The 1991 Emergency Exercise self-critigue process was weak in that it failed
to identify several areas in need of corrective action.

Root Cauge:

The root cause was de%ermined to be less than adequate guidance in
evaluating exercise performance,

Action Taken:
An exercise/drill evaluaticn procedure has been developed for evaluating

exercise perfornance, based on the NRC Inspection Procedure 82-3101,
“"Evajyation of Exercises for Prwer Reactors”.

Actior_Planned:

An evaluator organization, separate from the controlier organization, will
be established with responsibilities for exercise evaluation only. It is
éxpected that this arrangement will provide a more independent review of
emergency response organization performance and enhance the cbjectivity and
effectiveness of the post exercise critique.

Schedule:

The separate controller and evaluator organizations will be implemented
prior to the 1992 evaluated exercise currently scheduled for September 22.
1992,

Adeguacy of Results Achjeved:

Adequacy of results will be verified during the 1992 emergency exercise.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Ho: D=8 (Continued)

EPIP §.7.17 "Dose Aspessment” was revised to provide specific cues for the
"core degraded” entry into the dose assessment program.

EPIP 5.7.5 "General Emergency” wae revised to make the automatic baseline
General Emergency PAR an immecdiate operator action.

Action FPlanned:

The Nebraska Publ.ic Power Dist:iict pla'¢ to continue the dynamic simulatss
emergency response training us part of the licensed operator ragualification
training program. The emergency plan training has been incorfpirated into
gimulator training at a minimum frequency of six cycles p.a two year
requalification period.

Schedule:

The corrective actione described that pertain to procedure revisions are
complete. The corrective actions percaining to operator training are
included on a continuing basis in the licensed operator regualification
training program.

Adeguacy of Results Achieved:

The adequacy of the results will be verified by the evaluation of the
operating crew’s performance in the simulator and future emergency exercise
drills and exercises.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

ENGINEERING/TECHNICAL SUPPORT
EXECUTIVE SUMMARY

The last SALP report characterized this functiounal area stating, "overall, the
performance in this functional area was good Ongoing concerns were
identified with the licensed cperator training program. It d4id not appear that
management had adequately addressed the concerns identified during previcus
assessment periods.”

Aggreseive NPPD actions were taken witn regard to the licensed operator training
concerns expressed. Aggressive action continuee. These actions include steps
to enharce the interface between licensed cperators and training personnel,
strengthened evaluation and self aesessment of training by line management,
enhancement of training materiale, mnhancement of instructional techniques and
effectiveness, and upgrade of operator emergency training. Adcitionally, a high
priority has been placed on ictions to assure Simulator fidelity. These efforts
from initial evaluation are having the desired effect. Licensed Operator
performance ae observed in emergency drills has improvad and three license
candidater were recently successful in their license examinatione.

Beyond licensed operator training, significant steps have been taken to enhance
“he overall training of NPPD’'s nuclear staff. These steps include training NPPD
corporate design engine#rs tc the same tech staff program scvandards as site
engineers, rotation of plant personnel to training as instructors, conduct of in
depth training for Quality Assurance perscurinel and specialized training for NPPD
craft supervisory personnel as well as numercus other initiatives, all of which
are being undertaken at the direction and oversight of a committed and involved
nuclear management team.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item No: F-1 Assigned T9: R. Brungardt

Operations Manager

Rescription:

Licensed Operator Training continues to need management attention and
priority.

Eoot [auge:

Insufficient procedural guidance, weakness in the standarde for operating
crew command, control, and communications, and failure to convey operating
philosophies resulted in operator training performance below management
expectations.

Action Taken:

A root cause analysis <as conducted of the performance 4ifficulties observed
during operator license examinations. This aralysis and subsequent training
evaluations identified several areas that reguire management attention.

Abnormal and emergency op.rating procedures were walked down to ensure that
procedures can be performed as written. Accordingly, procedures associated
with the reactor recirculation system and the AC and DC distribution systems
weére revised to provide more specific guidance.

Vieits to other operating nuclear plants have been conducted by Operations
Management and Supervision for the purpose of learning from industry
experience in the areas of communicatione and command and control.

Expanded guidance on operating philosophy has been provided through enhanced
written policies. Operatiore Instructions on Control Room Conduct and
Operator Conduct During Training were revised to better convey Operations
Management ‘s expectations.

ODerations Management curreitly performs weekly evaluations of operating
crews during requalification training and periodic evaluations during hot
license training. Operatione Management ensures that expected standards of
crew performance are maintained by making the final pass/fail decision.
Management involvement in the evaluation and subsequent critique convevse
Operations ownership of operator performance.

In addition to the weekly and pericdic simulater evaluations perforned, the
Operations Manager and Operations Supervisor also observe a training session
in one of the accredited Operations Training Programe each month. This
requirement was promulgated per a recently issued CNS Policy Directive for
the pirpose ~f ilmproving training feedback and monitoring.
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, 483 ZALP ACTION PLAN FOR
GOOFER NUCLEAR STATION

Action Taken: (Continued)

item Not F=1 (Continuad)
As an overview cof the trawning functien, Training Effectiveness Review

Committees [ERCe) have been established. An Operations TERC, consieting of

Operationy and Training & '€rvisory personnel, meets guarterly to assess

training effectivenese <. operations personnel. A Management TERC,

consisting of the Divieion Manager of Nuclear Ope..%“ions, CNS Managere,

Senior Managers and the Training Manager meets sewi-annualiy o assess

training effectivenwss on & plant wide basis.

Feriodic Operations line munagement /Shift Supervieor breakfaste have alsc

served as an excellent forum to convey management philosophy and concerns

and to solicit feedba~k., Examples of recent topice include the STA'# role |
during emergency conditions, the Shift Superv sor’'s responsibility for

operators in training, simulator performance weaknesses, the operations
communications inetruction, and command and contiol.

Actien Planned.

To fther ensure that expected standarde of performance are adequately
co.v» #d, & new policy on control room command and contrel will be issued
and the current operations communication inetruction will be revised.

Operator training will continue to receive management attention through
fimulator evaluations, training cbeervations, and Training Effect.iveness
Review Committees. Weakness identified will be pursued through resclution.

ichequle:

A new policy on crew cnmmand and control will be jssued and a revimion to
the current operations communication instruction will be completed By
September 1392. Other forme of Management attention to Licensed Operator !
Training, ae described above, are an ongoing process. ‘

Adeguacy of Resy)te Achieved:

As a result of the most recent NRC administered sxams, three licenses were
iesued and two requalification reexamines passed. There were r> examination
failures and no genaric weaknesses or findings were cbeerved. Continued
évaluation and feedback from the program enhancement described will be used
to monitor affectiveness of the actiors taken.
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ALkenm No F=2 Aspigned 19/ R, B, Wilbur
Division Mansger of Nuclear
Engineering & Construction

Weaknesses were noted in the Deeign Change Program relative to safety
evaiuations and a lack of documentation to verify the environmentsl
qual‘fication of replacement conduit seal asserd).es.

Rogt Caume:

The Safety Evaluation for DC 9%0-276 4id not contain sufficient detail to
assure the NRC Inspector that this change was not an unreviewed safety
question. During NRC Inspection 91«23, the NRC Inspector performed a review
of DC 90-27% and ite Safety Evaluation. The inspector was of the cpinion
that © v addition of a relay in the Diese) Generator starting circuit csused
an increase in the probability of & malfunction of equipment and, therefore,
wWAS an unreviewed safety question requiring prier NRC approval. This wae
documented as open item 91-23-02.

Action Taken:

At the time of the inspection, DC 90-278 had be.n implemented for one Diesel
Generator. Pending further review hy and discussions with the NRC, NPPD
decided to write a DC Amendment to restore the modifled starting circuit to
its original ~ondition and cancel modification of the other DG's starting
eircuit.

After Inspection Report 91-23 wae issued, extensive Ziscusslons were held
between NRC Region IV Staff, NRR Staff, and NPPD concerning the modification
and its safety impact. Based on the guidance provided by NENC 126 a.d
additional details provided to the NRC about the mcc  fication, it was agreed
by the NRC and NPPD that the modification would not cause an unreviewed
safety guestion.

The safety evaluation for DC 9-27%, at Senilor Management’'s direction, has

been reviewed and revised to include additional detail to further justify
that the change does not present an unreviewed safety question.

Action FPlanned:
The revised safety evaluation is scheduled for SORC review in July, 1992.
DC 90-278A will be implemented during the 1993 Refueling Outage.

dchedule:

SORC review of DC 90~27SA is scheduled to be completed in July 1992 and
implementation of the vC is plained during the (993 Refueling Outage.

Adeguacy of Results Achieved:

Open Item 91-23-02 has been closed,

a7









1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION |

item Ne: P8 Assigned To:  R. Brungardt |
Operations Manager |
|

Rescrapsion
' J
Problems asscociated with post maintenance testing of RWCU System were noted. |
Root Cause: |

Procedures less than adequate. WwWhile lining up to perform post-maintenance
testing, insufficient throttling of the fliter/demineralizer bypass valve
aliowed flow from both RWCU pumps to exceed the setpoint of the RWCU high
flow isolation switch. The cause of the insufficient throttling of the
bypass valve was the lack of procedural guidance under these system
operating cracitions.

Action Taken:

System Operating Procedure 2.2.66 "Reactor wWater Cleanup" has been revised
to require use of local rack mounted system flow indication when starting a
sescond RWCU pump with RWCU filters not in service. Guidance is provided
which specifies the maximum system flow allowable prior t2 starting a second
pump. In addition, the procedure alsc specifies that if both filters are in
se.vice, one filter must be removed from sesrvice before a second RWCU pumnp
may be started,

Acticn Plauned:

The above actions provide assurance tcthat no further PRWCU high flow
ieolations will occur due to performance of eimilar post maintenance
testing. However, the CNS Technical Staff will monitor and track any NCHs
yenerated due to any other unidentified RWCU procedural deficiencies.

Schedule:

Normal etation cperations and corrective action programe will provide
continuous monitoring of RWCU system performance and the implementation and
tracking of any neceesary corrective measures.

Adegquacy of Results Achieved:
No unplanned RWCU eystem isolations have occurred as a result of high flow

conditions since the approval of the revision to the System Operating
Procedure on March 19, 1992,
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Akem No: F-6 Assigned Jo: J. K. Flaherty

Engireering Manager

One instance of failure to document resclution of a test discrepancy by a
system engineer was identifled,

Root Cause:

This weakness became evident when an observed reading of & non-acceptance
criteria parameter was ocutside the range wspecified in & survelillance
procedure. The sysiem engineer, present during the test, evaluated the
reading and determined that asscciated equipment was not adversely affected,
He informed the cperating crew accordingly. The engineer then confirmed his
evaluation with the vendor. Although the engineer’'s acticna demonstrated
aAggressive technical involvement in the surveillance testing program, the

engineer neglect - . locur ot his resolution on the procedure.
A multi-~departma bt i w-ni. o ' conducted to determine the root cause
and appropriate ¢. 5. L. ... . The svaluation determined that existing

procedural guidancs (. er ceguired nor assigned responsibility for
documentation of resolutions tn discrepencies that 4id not adversely affect
equipmert opesrability, a/en though these resolutions were routinely being
performed. Thie resuited in inconsistent documentation of /14 resolutions.

Actions Taken:

The etation procedure that overviews the CONS survelllance program was
enhanced by revieing sections specifying the responsibility for, and
mechaniem of, resolving discrepancies. Included in these responsibllities
are those of the System Engineer and the Lurveillance Coordinator. A form
has been included which documents the identification and resolution of all
discrepancies.

Furthermore, the importance of documenting resolutions to surveillance
procedure discrepancies was reiterated to the responsible engineering
personnel .

Action Planned:

Additional enhancements to surveillance procedures are continuing as part of
an ongoing program to maximize the clarity and effectiveness of these
procedures. Steps that require dats collection are being revised to
diffrrentiate between criteria that demonetrates operability and data used
for other purposes, such as performance trending.

gchedule:

Completion of the surveillance program procedure enhancement {approximately
180 procedures are scheduled for enhancement) ig scheduled for December
1992.



1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

Item Ng: F~6 (Continued)

Adequacy of Resuite Achisved:
Revieion of the surveillance program overview procedure ham greatly improved
the consistency and timeliness with which resolutions to discrepancies are

evaluated and documented. The effectiveness of this program snhancement
will continue to be monitored,
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Atem No: F=7 Aspigned Lo J. W, Dutton

Training Manager

Lescriptian:

Interviews with operatore gave some indication that operators’ observations
and feedback in the Training Department were not being considered.

Boct Caves:

The comment appears to be developed from Inspecticn Report S0-298/61-16.
This inspection involved an in-depth look at the Licensed Operator
Requalification program and the Electrical Maintenance training program.
The comment appears to have been generated from opinions expressed by
cperatores (IR S1-16, page .0, second paragraph.) This informatior was
provided in the inspection report as a symptomatic example of a perceived
communication problem, This same (nepection report indicated that some
evidence which was in direct cpposition to the operators comments had been
found (IR 91-16, page 10, fourth paragraph.)

Agtion Taken:

Although the stated concern is misleading,gseveral initiatives have been
estehlinhed to snhance communication between the cperators and the Training
Department :

A Friday "de-brief" between the Lead Licensed Instructor for the Requalific~
ation program and the Shift Supervisor of the Requal Crew has bean
established. The intent is to discuss training needs for the crew and
individuale on the crew, and determine future training focus for the crew.

A major undertaking to gain insight into cperator ideas on how to impreve
ths Requalification program was also begun in January 1992. This effort
included a survey of all licersed perscnnel followed by meetinge with each
“rew,. Numerous program enhancements and (nnovations were identified through
this process. The results of this effort are under review by Training and
Operations management ., Substantial improvements in the Reqguelification
program are expected to result,

In addition, a new CNS Directive has been written which reguires increased
monitoring of training activities by both Management and Sypervision.

Action Planned:

b Sl e e,

L e e e e

Complete the effort to gain insight into operator ideas on how to improve
the Requalification Program.
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lrem Not F«7 (Continued)
Schedule:!

Complete identification of ways to improve the program by September 1, 1992,

Adeguacy of Reeuite Achieved:

Communications between operations and training personnel have been
strengthened by the measures taken. Additional improvement will be closely
monitored in the future through Operations/Training Coordination weetings,
Training Effectiveness Review Committee and Management Training Effective~
ness Review Committoe meetings and Supervision/Management attendance of the
training programs.
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iLem Not r-8 Assigned L7’ J. W, Dutton

Training Hanager

Many of the initistives for ilmproving the Operator Training Program are
overdue. The first revieion to the job task analysis was not (nitiated
until after June 1991. This delay contributed to a prolonged period of poor
learning objectives, .inadequate lesson plans, and a poorly defined training
tycle content.

Boot Cause:

This comment appesrs to have ciiginated from IR $1-16. However, the SALP *

report comments are somewhat misieading ae to the staved of the firet
revision tc the 4ob task analysis.

The Operator analysis actually began in January of 19%0, with a job survey
to determine the site specific task list., This project wae initiated as an
dugmentation to the INPO analysis. The site-specific task list (Revision 0)
was approved on $/15/90. Analysis of theee taske wae begun, and continues
today as new taske are identifled. The analysis of the task inventory
identified on 5/15/50 was completed on 4/15/91. The verification process to
validate this analysis began in May of 1991, and ie continuing. Thie
validaticn process is very time consusing and would be better performed by
NPPD personnel, and consequently is & slow process. The final result of the
validation will be taske linked to objectives in the training materiales.

The overall goal of the JTA project was to verify that the training in thie
srea is sffective. Current training is being conducted baesed upon the
requirements of the NRC, as interpreted by the K&A catalog and the NRC
Examiners Standard. We believe, however, that .e may be over-training in
some topice and under training in others, but cannot demcnstrate this until
the project is completed and the analysis i® evident. The current training
cycle convent is well defined and, as discussed previously, conforme to NRC
and INPO standards.

inspection Report 91-16 stated, in paragraph 1} of section 2.2.2 (page 6)
that "Learning objectives were gensrally well counstructed. Conditions and
standards were generally implied in those cases where they were not stated.”
The report goes on to state thet, as previously discussed, the objectives
were not linked to tasks,

JEMp. Theee training elements were linked to tawks; the linkage missing isg
in the classeroom settings.

Although objectives exist for all lesson plans, objectives for the classroom

iessons have not all been demonstrated to pertain to tasks from the site-
Specific task list. Thies effort is in progress and will be expedited.
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item Ng: F-8 (Continued)
Agtion Taken:
The job task analysis is in progress snd will link taske to opiectives in

the training materials. It (s expectad that this extensive offort will
provide for a more efficient and effective operstions training program,

Action Flanned:
Complete the job task analysie validation.
fchedule:
JTA validation is scheduled for completion in March 1993,
Adeguacy of Resuits Achieved:
The adequacy of results will be determined based on enhanced, continuing
Gverview provided by plant and training management, instructors, and

students through the training evaluation procees, and continued overview by
INPO and NRC inspections.
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COOPER NUCLEAR STATION

F-9~a (Continued)

Established Lead Liceneesd Opcrations Instructor positions to provide
career progreseion, and increased supervisory overview of training
activities,

Established SRO certification program and accompanying bonus to provide
better utilization of instructora.

Dropped excess SRO/RO licenses %0 allocate training resources more
effectively.

Management support for high priority improvement of simulator fidelity
and uee of the simulator as a training toel,

Enhanced post-critigque methods resulting in a more effective tool to
improve cperator performance.

Weekly meetings between each crew Shift Suparvieor and the Training
Department Lead Requal instructor have been implemented to discuss the
crew's performance, training feedback and future training needs.

Establisned policy to increase line management cbeerva® ion/overview of
the Training Programe and provide feedback to the TERC committees for
evaluation and improvement of tiasining.

Actien Planned:

Plans are to continue with existing process of oversight and efforts to
improve Licensed Operator Training and to upgrade the program apprepristaly.
In addition, installation of an audio-visual system in the Simulator is
planned to improve training feedback to operators.

schedule:

Continuing.

Adeguacy of Results Achieved:

The most recent operator licensaing examination resulted in all applicants (1

8.00

2 RO®) paseing the exam. PFuture results will continue to be closely

monitored through the increased monitoring of training activities by station
management and supervisory personnel.,
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item No: F-9-b Asesigued to: J. W. Dutton

Training Manager
Description:
Seversl aspects of the Training Program remain undeveloped or unclear, such

a8 eimulator time provided to operators, and use and quality of job
performance measures.

Root Cause:

The amount of simulator time to be provided to the operators has been
defined. The goul of the requal program since the CONS simulator wae
delivered was to provide 16-20 hours of quality simulator time te each
operator in each requal cycle, resulting in approximately 100 hours of
simulator time for each licensed cperator per year. Thie goal hae been
communicated to supervision and instructors reeponsible for this activity,

Job Performance Measures (JPMe) have been the focue of a continu.ng effort
to develop and implement high quality instruments. 7The use of JPMm &8 an

evaluation method ie & relatively .ew technigue that has continued to
develop into a viable training technique.

Astion Taken:
No further ection is necessary for the simulator time provided to operators.

Job Performance Measures have been upgraded, and JPM use has been incorpo-
rated in the Regualificaticn program.

hgtion Planned:
Continue maintenance and development of JPMs.

Schedule:

ongeoing.

Adeguacy of Results Achieved:

Feedback from the lead examiner during NRC initia) examinations held in May
1992 indicated that JPM gquality is satisfactory. However, thie activity

will continue (o be monitored, and deficlencies identified and upgraded
accordingly.
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1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Ng F=10=¢ Assigned To: R, E. Wilbur

Division Manager of Nuclear
Engineering & Construction

Zescraptien:

Several incidents indicated inherent design problems in the RWCU System,

Root Caus:

A 3/4" wsubcooling line was irstalled to eliminate flashing in the pump
suction piping, wiich damages the pumps and causes a Group 111 ilsolation due
to apparent high flow at the excess flow element. A manual globe valve
(RWCU~V=395) was inestalled for flow control and shutoff and & check valve
(RWCU=CV=17CV) was installed to prevent backflow,

The root cause is failure to anticipate all system operating modes when
designing the RWCU subcooling line per DC B9-2856. The small differential
pressure across the RWCU subcooling line check valve when the RWCU pumpe are
secured was not considered during the deeign process. This allowed hot
water to backflow through the check valve which causes a RWCU high
temperature isolation of the Primary Containment Group 111 valves due to the
physical arrangement of the temperature element, The metal seat piston type
lift check valve that was installed requires a much higher differential
pressure (500 pai) to obtain a leak tight shutotf.

Action Taken:

A procedure change is in routing for approval and, when implemented, will
require that the RWCU subcooling line isolation valve (RWCU-V-398) be closed
except when RWCU pump(s) are in operation during reactor cooldown. Also,
the design change procese procedural requirements were revised to “equire a
detailed statement of all anticipeted modes of operastisn during the
conceptual design phase. This information will be taken into account prior
to purchasing materials to aveid thie type of situation in the future.

Action Planned:

EWR 91-132 was generated to enhance the RWCU subcooling. The EWR proposes,
in part, that an air-operated valve be inetalled to automatically izolate
the RWCU subcooling line when the RWCU pumpe are secured.

Schedule:

EWR $1-132 is currently scheduled for the 1994 Refueling Outage,

Adeguacy of Results Achieved:

The design change process revision to verify all modes of plant cperation
during the deeign phase is in effect and will be used for generation of
design changes scheduled for the 1993 Outage.
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SAFETY ASSESSMENT/QUALITY VERIFICATION
EXECUTIVE SUMMARY

The last SALP report characterized this functicnal area stating that “licensee
management provided good assurance of guality. A significant ieeue involving a
relatively high threshold for iteme to be documented by a nonconformance report
was identified wnich indicated management has not alwaye been proactive in
identifying potential snfety issues. Management assurance of gquality in the area
of licensed operator t.ei=ing, radiclogical controls and licensed operator
performance on the simulator were identified as weaknesses.”

NPPD has taken several steps to addrese the concerns expressed in this functional
area, and improvement continues. A lower threshold deficiency reporting syetem
i# under development which will further ensure we capture items of potential
safety significance. An aggressive Operations Training program has been
initiated for Quality Assurance persconnel and a plant radiclogical technizian has
been rotated to the CONS Quality Asesurance Lepartment. These neasures are
expected to strengthen the ability of Quality Assurance persunnel to effectively
Audit the operations, cperstionsr *~aining and radiclogical protection functione.
In addition to these measures, a self assessment program has been established to
review the effectivenese of functions in which management desires to place
additional emphasis. Self assessmente have been or are in the process of being
conducted in the emergency preparedness, radiological protection and corporate
safety review and audit functions. In order to further develop and enhance the
performance in thie area, NPPU participates regularly in technical exchange of
QA auditars and plant personnel with other utilities,

e B









1992 SALP ACTION PLAN FOR
COOPER NUCLEAR STATION

item Ng: G-2 Assigned To: V. L. Wolstenholm

Division Manager of
Quality Assurance

Rescripeion:

in some cases, the assessment of processes by QA audits lacked scope and
depth in that the sudite did not routinely verify all of the programs/syst-
ems used to document and disposition identified problems were sufficiently
comprehensive,

Boot Cauee:
Inadegquate scope of Quality Assurance Plan 2300,

Agtion laken:

Revision of QAP-2300 (Revieion 1 approved June 8, 1992; to ensure comprehen=
sive coverage of the functional area of Corrective Action.

Action Plapned:
No additional sction is planned. The action stated above was initiated

immediately following completion of NRC Inspection Report 9i~1% (Darwin
Hunter) =~ action is complete.

Schedyle:
Action was completed June &, 1592,

Adeguacy of Results Achieved:

In addition to the QA Plan revisioun, ite associated audit checklist has been
revised to increase the scope and depth of the audit. A subseguent audit is
scheduled to begin this month (June 1992) utiiizing the new Plan and
Thecklist.

As an additicnal comment, it is acknowledged that the pending revision to
the Station’'s corrective acti»n program (due September 1992) will necesei~
tate consideration for an additional revision ot the QA Plan and audit
checklist, once implemented,
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item NO! G~3 Asploned 191 D. A. Whitman
Division Manager of
Nuclear Support

Some weaknesses in self assessment in the area of Emergency Preparedness
were ldentified.

HEoot Cause:

The root cause was determined to be iess than adequate guidance in
evaluating exercise performance,

Actien Taken:

A procedure has been developed to improve the drill/exercise critique. This
procedure was based on NRC Inspection Procedure #2-301, ¥valuation of
Exercisas for Power Reactors. Dynamic simulator training on emergency
preparedns<s ascenarics, similar to those conducted during the 82«701
inspection walkthroughe, has been included in the operator training program.

Action Planned:

The enhanced drill/exercise critigue process will be used throughout the
course of the year. The emergency plan training will be incorporated into
esimulator training at a minimum frequency of @six per tWwo~year
requalification period.

Schedule:

The initial round of dynamic simulator training will be completed by July 1,
1992.

Adeguacy of Results Achieved:
The adequacy of the results will be determined by the evaluation of the

operating crew's performance in the simulator and esubsequent to the 1992
emergency exercise.
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item Not  G-8-¢ Assigned 79:  C. R. Moeller
Technical Staff Supervisor

W'.

Corrective actions have not been fully effective with regard to addressing
repetitive RWCU isclatione.

Root Cause:

(See discuseion under Action Taken.)

Action Jaken:

In response to a concern noted in IR 91-<27, an evalustion wae done to
determine if corrective actions had been effective in reducing he number of
RWCU isoclations. This evaluation wae based on all RWCU isciations that
otcurred during the 1989 - 199] time frame. The following is & summary of
the findings:

1. Five events rewulted from actual reactor low level signals following
automatic or manual scrams. (Root Cause: Design) The low level reactor
scram setpoint has been lowered from 12.5" to 4.5", which has been
effective in reducing the number of (sclations.

. One event resulted from cperationa’ instability during reactor depressu-
rization. (Root Causwe: Design, Problem Not Anticipated) This condition
was effectively remedied with the addition of the subcooling line.

3. Three events resulted from the incorrect application of a check valve in
the subcooling line. (Roct Cause: Design, Failure Of Design Review)
This provlem has been temporarily alleviated through procedural changes.

4. One event resulted from rapid depressurization when the system was taken
out of service to replace a leaking valve. (Root Cause: Design, Problem
Not Anticipated.) The system opersting procedure has been revised to
advise the Operators cf the potential for an isolation, given this
situation.

5. Eight events were associated with DC/ESC work. (Root Cause: Personnel,
Lack Of Attention Or Concentration; lesign, Problem Not Anticipated; and
Design, Failure Of Design Review) Corrective actions have focused
primarily on enhancements to the design change process, i.e., develop-
ment and implementation,

Action Planned:

Based on the evaluation discussed shbove, a programmatic weakness was
identified with respect to the developnsnt and implementation of design
modifications. Corrective actions to address this weakness are detailed in
LER 91-012. An Engineering Work Request (EWR) i® under evaluation to modify
the high temperature isolation. No ndditicnal actions aie planned.

Schedule:

The actions identified in LER $1-0.2 were completed in May 1992. The EWRs
are scheduled for completion in 1994,
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