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D. W. Nelson, Reactor Engineer

APPROVED BY
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Brent Clayton, Chief Dat4
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AREAS INSPECTED

A routine, unannounced inspection of operations, engineering,. maintenance, end
plant support was performed. Safety assessment and quality verification
activities were routinely evaluated. Follow-up inspection was performed for
non-routine events and for certain previously identified items. A special
inspection was performed in the area of station blackout implementation.
Temporary instruction TI 2515/120 was closed based on the results of this ,

inspection
,

I

i Results: One violation and two inspector follow-up items were identified in
the areas inspected.
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Executive Summary

'

Plant Operations

Both operations and engineering responded well to high temperature-

conditions believed to be caused by a malfunctioning drywell ventilation
damper.

Personnel errors continued to occur in several departments.-

Safety tagging problems were identified following the discovery of an-

improperly cleared danger tag in the drywell. This issue was not isolated
to the operations department; however it took this event for the licensee
to identify the adverse trend in the condition report system.

Maintenance

Excellent teamwork and work coordination was demonstrated during two recent-

maintenance efforts.

While progress had been made on past material condition concerns,-

additional deficiencies were identified during the inspection period.

Enaineerina

The licensee's implementation of the station blackout (SB0) rule was good-

and fulfilled NRC requirements. Supporting documentation was of high
quality and SB0 equipment was in good condition.

Poor engineering design review and post modification testing resulted in-

the new drywell floor drain flow monitor being declared inoperable since
its initial installation.

Failure to test the high pressure core spray discharge check valve in a.

manner which ensured it would perform satisfactorily in service resulted in
a violation of NRC requirements.

Plant Support

Initiatives taken to address weaknesses identified during the radiation-

protection (RP) re-engineering effort have resulted in some improvements.

Although station dose had decreased over the past three years, these-

appeared to be an increase in personnel errors.

While the licensee responded appropriately to significant radworker-

performance issues, several examples of poor radiological housekeeping and
radworker practices were noted.

Key reactor water chemistry parameters were good and remained below.

industry guidelines.
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A recent licensee audit indicated that the chemistry department was-
.

becoming complacent to long standing problems which had not been corrected.
However, maintenance and chemistry were working together in an effort to
resolve this matter.

Improved problem identification and resolution of radwaste system issues| -

| resulted in improved system availability.

EAfety Assessment /0uality Verification

Methods used to identify problems were not used to the fullest potential-

which allowed long periods of time to pass before adverse performance
trends were recognized.t

i

Summary of Open Items
! Violations: identified in Section 3.3

Insoector Follow-up Items: identified in Sections 1.2 and 4.2.2
Non-cited Violations: identified in Section 3.2

|

I
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|
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|
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DETAILS i.

1.0 0PERATIONS >

.

NRC Inspection Procedure 71707 was used in the performance of an
inspection of ongoing plant operations. While the staff's response to a
malfunctioning drywell ventilation damper was good, problems were
identified in other areas. Specifically, personnel error resulted in
the failure to remove a danger tag from the "A" reactor recirculation
seal water injection line. Personnel errors have been an NRC concern-

since mid 1995. Although a reduction in these types of errors has
occurred, recent events indicated that personnel errors continued to
result in operational difficulties at Clinton station.

1.1 Good Response to Drywell Ventilation Damper Problems

On December 28, 1995, the licensee identified elevated temperatures
within the drywell head and reactor vessel annulus regions following !

shifting of the drywell ventilation trains. Operators responded well to
this event and utilized alternate equipment in an attempt to lower
temperature in the two areas. When this initial troubleshooting effort
failed to lower the temperatures a condition report was written, plant
engineering was informed of the circumstances, and the operators
initiated increased monitoring of the temperature instrumentation.

Troubleshooting performed by the engineering department was also well
,

coordinated. An equipment qualification evaluation was performed in a'

timely manner to ensure plant equipment was not affected by the
increased temperatures. Further troubleshooting identified the likely
cause of the increased temperatures to be a malfunctioning ventilation
damper which diverted the ventilation air flow from the drywell head and
annulus areas. Work on this damper was scheduled to be performed during
the next planned outage or rei . ling outage-6.

1.2 Continued Problems with Personnel Errors

On December 15, 1995, the licensee identified that two reactor operators
| failed to remove a danger tag and reposition the valve for seal water
'

injection to the "A" reactor recirculation pump. In addition, both
operators initially reported that the danger tag had been removed and

| that the valve was left in the open position. While the safety
significance of the valve remaining closed was small, two concerns have

| been accentuated by the event.
|

Personnel errors, although reduced since refueling outage 5 (RF5),|. .

|
still remain a problem.

Several recent safety tagging problems were identified by the.

licensee and yet the trend continued.

During RF5, plant management identified an adverse trend with personnel
errors and took actions which included a four day site wide stand down.'

Although personnel errors decreased, some problems continued in many
1
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departments. For example, on October 18, 1995, a Notice of Violation
'

was issued concerning an inadvertent mode change.- The licensee
attributed the event to lack of attention to detail by operations and i
radiation protection personnel.

|
.

A majority of recent condition reports related to personnel errors have |

been minor in nature. However, the failure to properly clear a danger
tag on December 15, 1995, was significant in that a' procedure, which ,

relied on two people to independently verify the same plant '

configuration, was circumvented due to two consecutive personnel errors.
Corrective actions for the October violation, concerning personnel ,

errors, were still being addressed by the licensee during this report |period. The December danger tag event was considered another example of !

the October violation for which corrective actions are still being ,

implemented. |

I

The second concern was with the safety tagging problems at the site. |
Condition reports have accurately documented many safety tagging events |
which have included inadequate or incorrect tagout boundaries and

,

improper restoration of tagouts. The licensee has identified the '

adverse trend with safety ta
until after the December 15',gging, although the problem was not flaggedproblem. The licensee was implementing
corrective actions concerning the safety tagging problems which the i

inspectors considered appropriate. '

+

The corrective actions concerning personnel errors and safety tagging
problems are considered an inspector followup item (50-461/95015-01 ;

DRP). The inspectors will continue to follow both issues and document '

the effectiveness of corrective actions in a future inspection report. :

One inspector follow-up item was identified.

2.0 NAINTENANCE .

NRC Inspection Procedures 62703 and 61726 were used to perform an
inspection of maintenance and testing activities. Excellent teamwork
and support were observed during both the component cooling water heat
exchanger effort and the reactor recirculation pump seal disassembly.
While progress had been made on previously identified material condition -

concerns, additional deficiencies were identified during the inspection
period.

,

2.1 Excellent Teamwork Demonstrated During Heat Exchanger Retubing Effort

In response to recent erosion / corrosion indicators, the licensee began
retubing the "B" component cooling water (CCW) heat exchanger (HX) as
part of a preventative maintenance effort. Excellent teamwork was
demonstrated by both maintenance and engineering. Plant engineering
personnel were available at the work site to provide support for any
unexpected engineering problem. In addition, maintenance workers
performed in pairs which expedited the cutting and removal of old tubes
from the HX. The maintenance team leader performed tasks, such as

5
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i

!

assisting with tube cutting, in addition to supervising the maintenance !, .

work which aided in promoting the team effort.
1

Current plans allow for the work to be completed while maintaining.-

the plant at 100 percent power. Due to the increased heat transfer
capability from the decrease in service water temperature, the ;

capacity of the remaining CCW HX was sufficient to provide cooling !

to necessary plant equipment. Work was scheduled to continue through
mid-February 1996. Following retubing of the "B" HX, the licensee
planned to commence retubing the remaining CCW HX.

2.2 Results of Recirculation Pump. Seal Disassembly as Expected 1

Expected results were obtained during the disassembly of the degraded ,

'recirculation pump seal which was replaced during planned outage-7.
Many of the indications found on the seals were seen during previous

~ disassembles; however, others were not. The stationary face of both the
upper and lower seals contained small erosion paths created from
particles traveling through the seal cooling holes. Unexpected small
surface cracks were detected on the rotating faces of both the upper and
lower seals. The licensee planned to have all the seal faces analyzed
by an independent laboratory in order to gain additional insights into
seal degradation mechanisms.

Work coordination during this effort was excellent. The disassembly was
performed in a timely manner and all personnel involved utilized good
ALARA practir.es to minimize their exposure to radiation. Oversight
activities during this evolution were good and ensured adequate support
was provided to the maintenance workers. Specifically, continuous _RP
coverage was provided inside the work area while an additional RP
technician toured _the area frequently to ensure the work progressed as
planned. Plant engineering personnel observed the disassembly from
outside the work area (as part of the ALARA effort); however, the
engineers were still able to note the as found condition of the seal
faces. The maintenance team leader provided further support to the
workers by recording information necessary for material traceability.
No concerns were identified.

2.3 Additional Material Condition Deficiencies Identified

Several examples of material condition deficiencies were noted during
the inspection period. Although the examples given below were not
immediate operability concerns, they indicated that material condition
deficiencies continued to exist at Clinton station.

Fluid leaks (oil and water) were found on many pieces of equipment-

throughout the plant. While many of these leaks were identified via
a maintenance work request (MWR) tag, others~were not. The !

inspectors were concerned that leaks may not be repaired during
upcoming maintenance windows due to lack of identification. For i

example, the licensee identified a leak on one-of the control rod i

drive (CRD) flow control valves (FCV); however, a leak also existed
on the adjacent flow control valve which had not been identified.

|
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IThe inspectors observed several oil leaks throughout the plant that.

were not identified by MWR tags although personnel were taking action
to contain the leakage by placing absorbent cloths under the leaking
area..

The condition of the CRD hydraulic control units (HCUs) was also-

reviewed. While the overall condition of the HCus was good, the
' inspectors were concerned that the orientation of the directional
control valve solenoid housings may interfere with scram valve
operation. The inspectors were unable to determine if the licensee
had performed previous inspections of this area. However, a General
Electric information letter dated July 31, 1973, specifically stated
that the directional control valve solenoid housings should be
inspected to ensure that their position does not interfere with scram
valve operation. In response to the inspectors concern, the licensee
examined all of the directional control valves. No problems were
identified.

In addition, the number of caution tags and out-of-service-

annunciators in the control room which led to operator workarounds
was a continued concern. Previous material condition problems (which
created operator workarounds) were discussed in Inspection Reports
95008, 95009 and 95010. Although the licensee had made progress in
the identification and resolution of operator workarounds, other
areas may warrant increased attention. For example, an audit
performed by the licensee's nuclear assessment group identified a
concern within the chemistry department that workers were becoming
complacent to long standing material condition problems. Chemistry
department personnel indicated that these deficiencies were
communicated to maintenance; however, little action was taken until
recently (see Section 4.2.2). j

;

The above findings were discussed with the appropriate licensee
'

representatives. The inspectors had no further concerns.

No violations or deviations were identified.

3.0 ENGINEERING

NRC Inspection Procedure 37551 was used to perform an onsite inspection
of the engineering function. The licensee's implementation of the
station blackout rule was good. However, engineering design errors led
to the inoperability of a recently installed modification.

3.1 Implementation of the Station Blackout Rule (Temporary Instruction
2515/120)

Overall, the licensee's implementation of the station blackout (SBO)
rule,10 CFR 50.63, was good and fulfilled the requirements of
Regulatory Guide 1.155, " Station Blackout." The licensee's programs,
procedures, training, equipment and systems, and supporting
documentation for implementing the Station Blackout (SBO) Rule were also
reviewed and found acceptable. SB0 equipment was in good condition, SB0

7
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calculations were of high quality, and actions delineated in the.

emergency operating procedures for SB0 mitigation appeared reasonable.

Detailed inspection reviews included the following:-

- SB0 coping duration (4 hour)
- capacity of the SB0 batteries

reliance on backup compressed air systems-

verification of containment isolation following a SB0-

capacity and availability of make-up water systems-

- quality assurance program for SB0 equipment
maintenance and periodic testing of SB0 equipment-

SBC equipment ventilation requirements and room temperature-

increases due to the loss of ventilation
emergency diesel generators reliability program-

In response to the SB0 rule, the licensee committed to maintain diesel
generator reliability above 95 percent. The inspectors reviewed the
reliability data and concluded the licensee was maintaining all of the
diesel generators above the 95 percent target value.

As part of additional reviews, the inspectors determined that the
operators had been trained on the SB0 event and that the operators
should be able to perform the manual operations assumed in the SB0
calculations. However, during a walkdown of procedure 4200.01, " Loss of
AC Power," the following observations were made:

- Certain steps within the procedure required the hookup of a precision
RTD resistor bridge to measure containment, suppression pool and
drywell temperatures during an SB0. However, a dedicated RTD bridge
for SB0 use was not maintained in the main control room.

In response, the licensee indicated that during the verification and
validation (V&V) of procedure No. 4200.01 the availability of a
calibrated RTD bridge was determined to be adequate for the
performance of this procedure. Several RTD bridges were available in
the normal measuring and test equipment storage location. The
licensee indicated that portable lighting would be obtained from the
Fire Protection Cage and used to obtain the RTD bridge and to connect
it in the main control room termination panels. In addition, the SB0
scenario conducted on the simulator delayed these temperature
readings for 20 minutes to allow for the control and instrumentation
technician to perform this function. The licensee indicated that
control and instrumentation technicians would be available to perform
this function, inciuding off hours. The inspectors had no further
questions at this time.

- Many of the manual valve manipulations (for containment isolation)
did not have emergency lighting or sufficient lighting at the valve
locations.

In response, the licensee indicated that portable lighting would be
obtained from the Fire Protection Cage to perform the valve

8
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manipulations and that during V&V of the procedure no lighting.

concerns were identified. In addition, the licensee indicated that
during emergency situations at least two individuals were utilized to
perform valve manipulations in a potentially changing and hazardous.

environment. The second operator would use portable lighting to
maintain a safe working environment while the other operator
manipulated the valve. The inspectors had no further questions at
this time.

3.2 Equipment Inoperability Caused by Engineering Design and Testing Errors

Modification LD-027, which monitors drywell floor drain flow and
measures drywoll leakage, was declared inoperable on December 28, 1995.
The inspectors review of this event determined that poor engineering
design review and post modification testing contributed to the
inoperability of this equipment.

As part of pianned outage-7 (Dec. 1995), a significant amount of water
passed though the floor drain system in an effort to flush the reactor
recirculation seal water injection lines. During this flushing
evolution, the indications of. floor drain system flow provided by LD-027
became erratic. Troubleshooting determined that a design error caused
the instrument to reset to zero when floor drain flow exceeded the
instrument's design range. Further review by the licensee determined
that instrument response beyond the design range was not previously
addressed during the system design phase or post modification testing
since these attributes were not included in the licensee's General
Design Review Standards.

Due to the instrument's failure to respond when the design rate was
exceeded, the licensee determined that LD-027 had been inoperable since
installation (Sept. 1995). A review of control room logs identified
that the drywell floor drain sump weir box, which also monitors drywell
leakage, was inoperable from October 11 to December 9,1995. Technical
specification (TS) 3.4.7 requires that a drywell floor drain sump
monitoring system (either LD-027 or the weir box) be operable. If both
systems are inoperable, one system must be restored to operable status
within 30 days. Contrary to this, both LD-027 and the weir box were
inoperable for a period of 58 days. This is a violation of TS 3.4.7,
" Reactor Coolant System Leakage Detection Instrumentation." However,
the licensee identified and corrected the deficiency. Therefore, the
violation was identified as a non-cited violation, consistent with
Section VII of the NRC enforcement policy.

To ensure that LD-027 operated properly when system flows exceeded the
instrument's design range, two additional design changes were made to
the system control software. Following the completion of testing,
however, LD-027 was declared operable due to problems with the modified
software. The inspectors considered the failure to address instrument
response beyond the design range to be a design review weakness.
Actions related to design program improvements will be reviewed during
subsequent inspections.

.

;
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|

3.3 Follow-up on Previously Opened Items
,

(Closed) Unresolved Item 461/93026-02(DRS): Failure to Perform Proper
Testing of the High Pressure Core Spray (HPCS) Pump Discharge Check.

Valve. The inspectors discussed the matter with licensee personnel and
reviewed the HPCS pump test procedure.- Based on these discussions and
the inspector's review, it was evident that the HPCS discharge check
valve was not being tested for proper operation. The closure of the

| HPCS discharge check valve was essential to assure that the HPCS system
would operate to mitigate the consequences of a small break loss of'

coolant accident. NRC regulations require that systems and components
be tested to ensure that they perform satisfactorily in service. The
failure to test the valve in a manner which ensured it would perform ;4

satisfactorily in service was a violation of 10 CFR 50, Appendix B, |
,

Criterion XI (50-461/95015-02 DRS). ]
In response to this issue, the licensee agreed to revise the HPCS test
procedure so that satisfactory operation of the discharge check valve
was verified. A revision was made to procedure CPS No. 9051.01, "HPCS
System Pump Operability," which allowed verification of satisfactory
discharge check valve operation. The inspectors reviewed the change to
the procedure and observed the system's test on December 21, 1995. At :
the conclusion of the inspection, the licensee was in full compliance .

with the regulatory requirements in this area. j

One violation and one non-cited violation were identified. |
!

4.0 PLANT SUPPORT ,

;

NRC Inspection Procedures 71750, 83750, and 84750 were used to perform
an inspection of plant support activities. Improvements in radiation
protection (RP) resulted in declining dose over the last three years and
reactor water chemistry parameters were below industry guidelines.
However, problems were noted with radworker performance and with
maintenance of chemistry process monitors. These issues did not appear
to have been effectively identified and/or communicated via the
licensee's self-assessment process.

4.1 RADIATION PROTECTION

4.1.1 Effective Initiatives Implemented as Part of RP Re-engineering Project

Initiatives implemented to address weaknesses identified during the RP
re-engineering efforts were effective. ~ Specifically, weaknesses were
identified in radiation work permits (RWPs), ALARA planning,
contaminated area control, and protective clothing use. Actions which
have been taken or planned included moving specific requirements from
RWPs into department procedures and work packages; summarizing

' radiological concerns specific to a worker's job in RWPs; and upgrading
the radiological controlled area (RCA) access system. Contaminated
areas were planned to be reclassified into zones with associated 1

protective clothing requirements. While the actions implemented to date j

were effective, the inspectors noted that the licensee had not clearly

10
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j

communicated specific changes to workers following implementation. This,

resulted in some confusion and unnecessarily delayed entries into the :

RCA. Full implementation was expected by the sixth refueling outage !

(RF6)..

4.1.2 Radiation Protection Performance

Increased dose ownership by workers and improved ALARA planning has
resulted in decreasing dose over the past three years. Station dose has
declined since 1992 and was about 316 rem in 1995. The associated three
year rolling average was about 261 rem, below the industry average of ,

280 rem. The inspectors noted good ALARA planning and controls in i

several recent jobs, notably, in a first time performance of a reactor >

water cleanup (RT) system outage on line.
:

Source term reduction efforts to date have lowered the average drywell
dose rate to 294 mrem /hr, from 378 mres/hr in 1993, which placed the
station in the average range for similar plants. These efforts included c

installing 4 low cobalt alloy control blades in RF5 (4 more planned for
RF6), testing of vendor filtration systems in the condensate
demineralizers (to reduce feedwater iron), and maintaining good water
chemistry (Section 4.2.1).

Conversely, the inspectors noted an increasing trend in RP department
personnel errors which did not appear to be recognized by the licensee.
There were numerous radiological deficiency reports (RDRs) documenting
poor performance (primarily from personnel error) of_ routine tasks.
Most of these RDRs were elevated to condition reports (CRs). Although
no significant effects were seen in station radiological performance, |
the overall trend warranted increased management attention.

4.1.3 Observations of R Q mrker Performance

Although significant examples of poor radiological housekeeping and
radworker practices were appropriately handled by the licensee,
continued management attention was necessary to address an overall
performance trend. Several minor examples were identified during the i
inspection period. These examples were similar to numerous observations
made in RDRs and appeared to be a cyclic trend based on previous NRC
observations (see inspection reports (IR) 95013 and 95014). Although
most of the observations were of minor significance (cigarette butts, !
food wrappers, miscellaneous trash, etc.), some observations indicated ;

| that workers were not following RP procedures. *

4.2 CHEMISTRY

|

4.2.1 Reactor Water Chemistry Remained Below Industry Guidelines

Key chemistry parameters remained below industry guidelines. However
! during the RT outage, both reactor water conductivity and maximum
1 chloride concentration briefly exceeded their respective administrative

,

; action level 1 values. The licensee expected this and the levels '

4

i
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returned to normal upon restoration of the RT system. Feedwater iron,

(about 3 parts per billion (ppb)) was below the action level 1 value
(5 ppb), but above the achievable level (2.0 ppb) determined by the BWR
Owners Group. The licensee expected that the ongoing improvements to.

the condensate filters (Section 4.1.2) will enable them to meet the
achievable value. No fuel performance problems were identified.

The inspectors also reviewed concerns identified in " technician alert to
chemistry trouble" (TACT) reports. Chemistry technicians were
documenting concerns via these reports and appeared to have a low
identification threshold. Issues appeared promptly resolved and, when
appropriate, upgraded to condition reports. However, TACT reports were
not trendert which could preclude the identification of performance
precursors. The licensee was reviewing the use of TACT reports.

4.2.2 Operability of Chemistry Process Monitors Was a Concern

A review of chemistry maintenance work requests indicated that the
licensee was unable to reliably maintain the overall process monitoring ,

instrumentation over the last three years. This resulted in a reliance
on compensatory sampling, but did not appear to adversely affect
chemistry performance. A recent station audit identified that this
problem has resulted in the chemistry group becoming complacent to long
standing problems, with some technicians questioning the need to
document problems that may not be corrected. The complacent attitude
was similar to a previous issue within the operations department.
Chemistry personnel also expressed concern in the audit that if the
degraded equipment were allowed to continue, it may affect long term
plant operation. The licensee indicated that chemistry and maintenance
departments were developing corrective actions. Further progress on
this issue will be tracked as an inspector followup item (50-461/95015-
03 DRS).

While reviewing the chemistry audit, the inspectors noted that the above
chemistry concerns were not addressed in the audit management summary.
Other audit summaries also did not appear to always contain significant
audit findings. By not including findings in the summary, the
r.ffectiveness of communication to station management was reduced. The
licensee was reviewing the audit process to determine appropriate
action.

4.3 RADWASTE SYSTEMS

The inspectors continued to monitor the licensee's efforts in addressing
the long standing (over 3 years) deficiencies with the radwaste
processing systems as discussed in IR 95014 and IR 95013. Briefly, the

problems included obsolete tank level indicators, poor response to
operator concerns, and poor equipment maintenance.

The radwaste system engineer indicated that problem resolution had
inproved and that system availability was between 92-95 percent.
Oper0 tors stated that management encouraged problem identification and
were more aggressive in responding. During tours, the inspectors noted

12
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that radwaste processing areas (including tank rooms) were well,

maintained. ,

4.4 Follow-up on Previously Opened Items.

,

(Closed) Violation 50-461/93023-02: Failure to perform adequate
surveys. The. licensee discussed the event with RP technicians and

,

supervisors and revised station procedures and the applicable portions
of the RP technician training program. The inspector reviewed these

~
;

actions and verified that the event had not recurred.

(Closed) Violation 50-461/93023-01: Unlabeled / Mislabeled Radwaste
Containers. The licensee's review of this event identified a generic
issue concerning material (radioactive and non-radioactive) stored in
the RCA. About 600 drums of material were stored in the RPA, many
having unidentified owners and/or contents. A Plant Managers Standing
Order (PMSO no. 75) was issued to address this weakness, but several
subsequent licensee self-assessments indicated that it was not well !

implemented. In response to the audit and subsequent NRC observations,
the station increased implementation efforts.

To date, the licensee RP group inwntoried and identified the owners of |

the drums stored in the RCA. Each department was responsible for j

conducting periodic inventories of their drums. The RP group maintained
oversight of the drum issue and was revising the PMSO to contain the
surveillance and ownership responsibilities. The licensee was also
considering ways to reduce the number of drums stored. The inspectors
verified that the original. concern regarding the labeling of radioactive
material containers had not recurred and that the licensee was
addressing the PMSO.

One inspector follow-up item was identified.

5.0 SAFETY ASSESSNENT AND QUALITY VERIFICATION

The licensee has in place several methods for identifying problems which
have not been used to the fullest potential. Condition reports have had
a low threshold for reporting problems. However, performance trends,
related to these condition reports, were not always recognized. For
example, safety tagging problems have been documented for approximately
1.5 years. Yet the adverse trend was not recognized until a danger tag
was inadvertently left on a component in the drywell (Section 1.2).
While Nuclear Assurance audit reports continued to identify good issues,
a recent problem related to poor resolution of chemistry equipment
deficiencies was not given sufficient visibility (Section 4.2.2).

Management effectiveness during drywell inspections has improved. On
April 23, 1995, the inspectors found poor drywell cleanliness which was
attributed for poor management oversight (see IR 95008). However, on
December 15, 1995, the management closeout inspection of the drywell
identified the inadvertently left danger tag on the A RR seal injection
line. In addition, management identified a scaffolding floor plate
inside the weir wall of the suppression pool.

13
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|

!

Improvement was noted with regards to system engineers involvement in
*

plant activities. For example, troubleshe" ting efforts related to
current drywell ventilation problems was well coordinated (Section 1.1). '

; In addition, the teamwork demonstrated during the CCW HX retubing effort,

and reactor recirculation pump seal disassembly was excellent
(Sections 2.1 and 2.2).

'

6.0 PERSONS CONTACTED AM MANAGENENT NEETINGS

.The inspectors contacted various licensee operations, maintenance,
engineering, and plant' support personnel throughout the inspection'

period. Senior personnel are listed below.
,

;

At the conclusion of the inspection on February 5,1996, the inspectors
met with licensee representatives-(denoted by*) and summarized the scope
and findings of the inspection activities. The licensee did not

'

)
identify any of the documents or processes reviewed by the inspectors as j
proprietary, j

.|

*W. Connell, Vice President |
*R. Morgenstern, Manager - Clinton Power Station
*D. Thompson, Manager - Nuclear Station Engineering Department
*R. Phares, Manager - Nuclear Assessment
*J. Palchak, Manager - Nuclear Training and Support
*M. Lyon, Director - Licensing
*D. Morris, Director - Plant Radiation and Chemistry ,

'

*P. Yocum, Director - Nuclear Assessment
*A. Mueller, Director - Plant Maintenance
*K. Moore, Director - Plant Operations ;

*D. Antonelli, Acting Director - Plant Support Services
*C. Elsasser, Director - Planning & Scheduling i

'*D. Korneman, Director - Plant Engineering |
J. Langley, Director - Engineering Projects

*M. Stickney, Supervisor - Regulatory Interface
*W. Bousquet, Director - Maintenance & Technical Training

7.0 DEFINITIONS

7.1 Violations for Nhich a " Notice of Violation" will Not Be Issued
,

The NRC uses the Notice of Violation as a standard method for
formalizing the existence of a violation of a legally binding
requirement. However, because the NRC wants to encourage and support ,

licensee's initiatives for self-identification and correction of '

problems, the NRC will not generally issue a Notice of Violation for a i

Severity Level IV violation that meets the tests of the NRC Enforcement '

Policy (NUREG 1600) Section VII. A violation of regulatory requirements
identified during this inspection for which a Notice of Violation will
not be issued was discussed in Section 3.2 of this report.

,
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7.2 Inspection Follow-up Itemso

Inspection follow-up items are matters which have been discussed with.

-the licensee, which will be reviewed further by the inspector, and whicho

involve some action on the part of the NRC or licensee or both.
Inspection follow-up items disclosed during this inspection are
discussed in Sections 1.2 and 4.2.2.
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