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EXECUTIVE SUMMARY
I -

The inspectors identified no substantial concerns within the area of
OPERATIONS. The inspectors noted good identification of a packing leak on a
high pressure coolant injection steam supply valve (Section 1.2). This was an

! improvement from previous concerns about in-plant operator attentiveness. The
l inspectors also noted good operator control of power changes made to support

maintenance activities on the valve (Section 1.3).

The inspectors and licensee identified two concerns within the area of !

MAINTENANCE. The concerns dealt with personnel error and inattention to
.

detail while performing routine work activities in the field. I
l

The inspector identified that a maintenance technician improperly.

| calibrated a technical specification required instrument. While the
| error was corrected prior to returning the instrument to service, the i

event was similar in some respects to an issue documented in a prior |
inspection report (Section 2.1). ]

| Maintenance technicians inadvertently skipped an entire page while.

performing a surveillance test on the reactor core isolation cooling
| system. The error was not identified by the licensee until the

surveillance had been completed (Section 2.2). I
'

i !

The inspectors identified no substantial concerns within the area of
'

ENGINEERING. The inspectors noted that engineering personnel provided good'

troubleshooting support to locate the source of nitrogen leakage from the
drywell (Section 3.3) which demonstrated improvement from recent report
periods,

i The inspectors and licensee identified one concern within the area of PLANT
SUPPORT. The concern involved a tagout error similar to ones identified in
several prior inspection reports. Although this event involved a radwaste l
operator (previous reports documented plant operator tagout errors), both !

groups utilized the same procedures and administrative controls for tagout i
implementation. The inspectors noted several strengths and a strong sense of '

ownership during the inspection of the Access Authorization Program.

A radwaste operator cleared tags and restored valves in a sequence that.

was not in accordance with.the prescribed tagout sequence. The improper
tagout restoration resulted in a spill of water in the plant. The water
was subsequently verified to be not contaminated and the system was ,

properly restored to its required configuration. (Section 4.1).

Within the area of SELF ASSESSMENT AND QUALITY VERIFICATION, the inspectors
were concerned with the scope of corrective actions for one issue that did not
prevent a similar issue from occurring (Section 2.1). The audit and self
assessment efforts for the licensee's Access Authorization Program were

.

considered a program strength.
!

Summary of items ooened in this report-

Unresolved Items: identified in Sections 2.1, 2.2, and 4.1.i

,
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DETAILS
'

i
1

1.0 PLANT OPERATIONS (717071 (92901) )

The inspectors observed control room operations, reviewed applicable
logs, and conducted discussions with control room operators during the
inspection. The inspectors verified the operability of selected
emergency systems, reviewed tagout records, and verified proper return
to service of affected components. Tours of the reactor and turbine
buildings, pump house, and river intake structure were conducted to

, observe equipment materiel condition and plant housekeeping, and to
,

| verify that maintenance work requests had been initiated for equipment |

| in need of maintenance. It was observed that the Plant Manager and ;

| Operations Supervisor were well-informed of the overall status of the - i

j plant and that they made frequent visits to the control room.
'

.

These reviews and observations were conducted to verify that facility )
operations were in conformance with the requirements established under '

technical specifications (TS), Title 10 of the Code of Federal |

Regulations, and administrative procedures.
'

1.1 Plant Materiel Condition 1

iOverall, plant materiel condition was good. The inspectors noted that a
number of materiel condition issues arose during the inspection period

!

L that required the operators to take prompt action and/or resulted in
i technical specification limiting condition for operation (LCO) entries. |

While each individual occurrence was of low safety significance, they
represented distractions for operators and other plant staff. In each
case, the issue was entered into the plant's maintenance process or
corrective action process, where appropriate. The examples are listed
below: '

|

On December 12, 1995, problems with the ramp generator circuitry.

for the high pressure coolant injection (HPCI) system, resulted in |
failure to maintain proper flow and the system was declared '

inoperable. See Section 3.4 for more details. ,

l

On December 21, 1995, the licensee received several HPCI turbine.

exhaust high drain pot level alarms and subsequently found
170 gallons of water in a horizontal run of the turbine exhaust
piping. .The suspected cause was a leaking check valve, which !

allowed syphoning of torus water back up into the exhaust line. ,

The system was declared inoperable. See Section 3.2 for more I

details.
,

1

Starting on approximately December 28, 1995, operators noticed
'

.

that nitrogen make up to the drywell was more frequent than usual
and an investigation was initiated to look for nitrogen leaks.
The HPCI inboard isolation check valve, V-22-16 was promptly
repaired. See Section 3.3 for more details. j

i

| 3

- _ . .



_ ___

.

On January 1,1996, during quarterly testing of containment.

isolation valves, CV4307, air purge to drywell, failed to meet,

stroke time criteria. The alternate containment isolation valve,
CV4306, was closed and electrically disarmed as required by
technical specifications. The failure of CV4307 was determined to
be a problem with a pneumatic valve, which was worked as priority
maintenance.

On January 8, 1996, with the "B" control building chiller out of.

service for maintenance, the "A" chiller tripped twice. The
system was vented and the non-essential portions of the system
were isolated.

1.2 Ooerator Identification of Packina Leak in Steam Tunnel

While performing in-plant rounds, operators identified an unexpected
noise while listening near a steam tunnel ventilation duct. Plant
personnel performed a steam tunnel entry and verified the existence of a
packing leak on M0-2239 (outboard HPCI steam supply valve). The initial
identification of the packing leak was indicative of a good questioning
attitude and attentiveness to plant conditions on the part of the
operator. The early identification of the leak allowed for prompt
compensatory action to preclude further degradation of the valve's
condition.

1.3 Good Oversicht of Power Chanae to Suncort Maintenance

After the identification of the packing leak on MO-2239, licensee
personnel made plans to backseat the valve to stop or slow down the
packing leak. The plans included a power reduction to 70 percent for
dose reduction purposes. The inspectors noted good control and
oversight by the control room operators with respect to coordinating the
work in the field and associated power changes. The inspectors also
noted effective teamwork between operations and maintenance personnel
during the actual backseat evolution.

No violations or deviations were identified in this area.

2.0 MAINTENANCE AND SURVEILLANCE OBSERVATIONS (61726)(62703)(92902)

Station maintenance activities of safety-related systems and components
listed below were observed and/or reviewed to verify that they were

,

conducted in accordance with approved procedures, regulatory guides, i

industry codes or standards, and in conformance with TS. |

The inspectors observed safety-related surveillance testing and verified
that testing was performed in accordance with adequate procedures, that

,

test instrumentation was calibrated, that limiting conditions for i
operation were met, that removal and restoration of the affected i
components were accomplished, that test results conformed with TS and >

procedure requirements and were reviewed by personnel other than the
individual directing the test, and that any deficiencies identified i

during the testing were properly reviewed and resolved by appropriate l
management personnel. '

|
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The inspectors witnessed portions of maintenance activities on equipment
such as residual heat removal service water (RHRSW) valve and motor,.

standby filter unit (SFU) pressure switch, standby diesel generators I

(SBDG), and HPCI valves. The inspectors witnessed portions of test !

activities on equipment such as HPCI, SBDG, reactor core isolation l
cooling (RCIC), and RHRSW. Concerns were identified with personnel |performance during maintenance and surveillance activities as discussed !
below. '

2.1 Personnel Error Durina Pressure Switch Calibration

On January 2,1996, the inspectors identified a concern during the
calibration of a differential pressure switch (PDS). An instrument
technician was calibrating PDS7304B (standby filter unit low-flow alarm)
during a planned SFU LC0 window. When the technician measured and
recorded the setpoint and reset point on the data sheet, he made an
error and entered the data incorrectly on the calibration card. He was
satisfied that the reading for the setpoint met the acceptance criteria j
as stated on the calibration card and appeared finished with the job
until the data was questioned by the NRC inspector. The technician then
realized that he had made an error and started the calibration over
again. With the second set of data in the correct blocks on the
calibration sheet, he realized that an adjustment was necessary, and he I
successfully completed the rest of the calibration. '

The licensee's initial corrective actions included: (1) successful
completion of the calibration, (2) documenting the issue as an Action
Request (AR), and (3) initiating a Human Performance Evaluation System
(HPES) review.

The inspectors were concerned with the attention to detail in this case
and that this issue was similar to the improper calibration of an )
emergency diesel generator ventilation temperature controller discussed '

in inspection report 50-331/95009. In that case, the data was also
entered into the incorrect blocks on the data sheet and had appeared to
meet the acceptance criteria at the time. Pending inspector review of
the licensee's HPES and corrective actions, this is cor.sidered an
unresolved item (URI 50-331/95013-01).

2.2 Personnel Error Durina RCIC Surveillance Test

On January 16, instrument technicians performing a RCIC surveillance |
failed to notice that page 11 of STP 42A05-CY was missing until they had lreached the steps on page 15. The missing steps were then performed i

later in the day and the completed test met all requirements. It was I
fortuitous that, due to the nature of the particular missed steps, there I
were no adverse consequences as a result of the error. The licensee ;

initiated an AR to document the issue and determine corrective actions.
The inspectors were concerned that this was a second instrument
technician error during this inspection period (see Section 2.1 for I

details). Pending review of the licensee's investigation and corrective I

actions, this is considered an URI (50-331/95013-02).

5
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2.3 Reoair of HPCI Check Valve
:

'

Testing and troubleshooting activities associated with the HPCI turbine'

exhaust line water. intrusion (also see Paragraph 3.2) confirmed
increased leakage past HPCI valve.V-22-0016 (HPCI turbine exhaust check
valve) . Maintenance personnel disassembled and inspected the valve.
Work performed on the valve included replacement of the disk and
refurbishment of the seat. The work was completed in less than the
scheduled time and post maintenance testing verified that the quality of

. the maintenance work was good. The leakage results were significantly
lower following repairs and during subsequent HPCI testing runs the'

control room operators did not receive multiple turbine exhaust drain
pot high level alarms as they had prior to the repair. The inspectors
concluded that the work was well planned and appropriately implemented.

No violations or deviations were identified in this area.

3.0 ONSITE ENGINEERING f37551)

Selected engineering problems or events were evaluated to determine
their root cause(s). The effectiveness of the licensee's controls for
the identification, resolution, and prevention of problems was also
examined. The inspection included review of areas such as corrective
action systems, root cause analysis, safety committees, and self
assessment. No substantive concerns or issues were noted as a result of
the observed activities.

3.1 Scram Pilot Solenoid Valves

A number of utilities that installed the new viton diaphragms in the
scram solenoid pilot valves (SSPVs) had identified slower scram times at
the start (first 5 percent) of control rod motion. Although the scram
times observed at other utilities had increased to rod position 38, the
TS scram times had been exceeded at only one point. Duane Arnold
personnel replaced all 178 SSPVs with the new viton material during the
last refueling outage and by TS were not required to test the scram
times until the next refueling outage. The licensee formed a solutions
team to address on-line testing and pursue solutions to the issue.
Initial actions appeared appropriate; however, the inspectors planned to
continue to follow this issue.

3.2 HPCI Water Intrusion

On December 21, 1995, the licensee declared HPCI inoperable due to
excessive water in the turbine exhaust line. The problem was discovered
during troubleshooting of multiple HPCI turbine exhaust drain pot high
level alarms. The licensee's investigation revealed that the source of
the water was in-leakage from the torus and that the cause of the
multiple drain pot alarms was due to increased leakage past V22-016
(HPCI turbine exhaust line upstream check valve). Subsequent HPCI
system test runs revealed the potential for water to become trapped
between two check valves in the turbine exhaust line. During steam
line draining evolutions conducted following the test runs, plant
personnel collected quantities of water ranging from approximately
180 to 380 gallons.

6
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The licensee initially declared the HPCI system operable based on an
i engineering judgement that the steam flow from the HPCI turbine would-

flow over the water and not create an operational concern. Plant'

operators were given directions to drain the HPCI turbine exhaust line
following any operation of the system. In parallel, the licensee
performed calculations to quantitatively analyze the situation. The
preliminary analysis and calculations showed the potential for the steam
flow over the water to create a water slug. Based on the conservatisms
inherent in the original calculation, the licensee's original
operability determination remained in effect while a more detailed

4 calculation and analysis were performed. At the end of the inspection |
period, licensee efforts were underway to evaluate the consequences of

|this water slug. The inspectors will review the licensee's engineering |

calculations and associated analysis when they are completed. The
inspectors will formally monitor and track this item during closure of
the associated licensee event report (LER 95-013).,

3.3 Nitroaen Drywell Leak
,

Near the end of December 1995, plant operators noticed an increase in
the nitrogen makeup frequency. The licensee initiated AR 96-001 to

: investigate the concern and document the resolution. ' Engineering
personnel formulated a troubleshooting plan to identify the source of
the increased nitrogen usage. The troubleshooting efforts identified-

the cause of the increased nitrogen to be leakage past the HPCI turbine
i exhaust line upstream check valve. Following repairs to the valve

(reference Paragraph 2.4), the nitrogen usage returned to normal levels.
The inspectors considered engineering's response to an operational
concern to be aggressive and thorough.:

3.4 HPCI Failed Surveillance Test Due to Ramo Generator Problem

On December 12, 1995, during performance of the quarterly operability |
'test for the HPCI system, pump flow dropped unexpectedly and the " low

,

flow" alarm was received. The licensee performed extensive
troubleshooting, which failed to conclusively determine a cause for the
event. The licensee suspected that a relay used in the circuit may not
be suitable for the low current-low voltage application and installed a
temporary modification (TM) to lower the overall resistance of the
contacts, until further re. view was conducted. The system was declared
operable after installation of the TM and additional testing was

,

performed with special monitoring equipment. The system was run 4 times
between December 12 and January 11, with no recurrence of the problem.
The inspectors considered that engineering involvement, troubleshooting,
and support for the operability determination was good and will monitor
the corrective actions during closure of LER 95-012.

No violations or deviations were identified in this area. Two URIs were
identified.

4.0 PLANT SUPPORT (71750)

Selected activities associated with radiological controls, radiological
effluents, waste treatment, environmental monitoring, physical security,
emergency preparedness, and fire protection were reviewed to ensure

7
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conformance with facility procedures and/or regulatory requirements.
! One concern was identified with tagout restoration as discussed below..

4.1 Radwaste Operator Error Durina System Taaout Restoration

On January 11, 1996, a radwaste operator made an error during
restoration of a radwaste system tagout that resulted in a brief
condensate service water spill on the 3rd floor in the reactor building.
The error was promptly corrected and the water was found to not be

;

contaminated. Based on interviews, the radwaste operator understood i

lthat the tagout restoration form required a specific sequence, but the,

'

operator became confused during the steps and got out of sequence. The
operator decided at one point that there was no reason for a sequence
difference between two valves and manipulated them out of order. The
licensee held a fact finding meeting, documented the occurrence on an

| AR, and initiated an HPES review. The inspectors were particularly
concerned with this issue due to numerous Operations Department tagout
issues discussed in previous inspection reports (IR 331/50-95002, 95003,
95006, 95007, and 95008). The corrective actions for the earlier tagout
issues included a major revision to procedure 1410.5, "Tagout
Procedure," Revision 18, including training for all plant departments<

| that perform tagouts. This was the first tagout error that the
| inspectors noted since the new revision to the procedure was issued
! October 30, 1995. Pending review of the licensee's investigation and

corrective actions, this is considered an URI (50-331/95013-03).

4.2 Access Authorization Proaram

Attachment 1 of this report addressed the onsite inspection conducted in
accordance with TI 2515/127 " Access Authorization Program" to determine
whether applicable requirements identified in the Duane Arnold Enerr,y
Center Security Plan were adequately implemented. The following
strengths were identified:

Management support for the program and the level of!

professionalism of the licensee's access authorization staff
| (Section 2).

Scope and depth of the continuous behavior observation program
(Section 5).

Audits and self assessment efforts for the program (Section 9).

Completeness and condition of the case files (Section 3).

The need for more attention to detail for certain administrative tasks
was observed for:

Some deficiencies noted in the review and approval of contractor
access authorization programs (Section 2).

Lack of a formal monitoring system for verifying discharges from
military service (Section 3).

i
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.

Some consent forms were not maintained within case files
(Section 3)..

One purchase order did not identify the correct record retention
requirements (Section 4).

;

No violations or deviations were identified in this area. One URI was
identified.

5.0 REVIEW 0F PLANT EVALUATION BY INSTITUTE OF NUCLEAR POWER OPERATIONS
(INPO)

The inspectors reviewed the final report from INP0's August 1995
evaluation of the Duane Arnold Energy Center. The results were
generally consistent with the results of similar evaluations by the NRC,
and no further NRC follow-up was determined to be necessary.

No violations or deviations were identified in this area.

6.0 Unresolved Items

Unresolved items are matters about which more information is required in )
order to ascertain whether they are acceptable items, violations, or'

1

deviations. Unresolved items disclosed during the inspection are
discussed in Sections 2.1, 2.2, and 4.1.

7.0 MANAGEMENT MEETINGS

7.1 Systematic Assessment of Licensee Performance (SALP) Presentation at

Duane Arnold Enerav Center

On December 19, 1995, NRC management representatives were on site for a
meeting with IES Utilities to present the results of the SALP-12 report.

7.2 Persons contacted

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 January 18, 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
proprietary.

*J. Franz, Vice President Nuclear
*G. Van Middlesworth, Plant Manager
*R. Anderson, Manager, Outage and Support
*R. Anderson, Operations Supervisor
*P. Bessette, Acting Manager, Nuclear Licensing
*J. Cantrell, Manager, Nuclear Training

9

_ _. _ _ _-



. _ _ . . _ _ _ _ . . . . _ . _ . - - _. _ _ . . _ _ .. _ _ . . _ . . . - - _ _ _

.

*T. Gordon, Acting Maintenance Superintendent
R. Hite, Manager, Radiation Protection-

*M. McDermott, Manager, Engineering
K. Peveler, Manager, Corporate Quality Assurance

Attachment: As stated
.

J

4
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ATTACHMENT 1-

TI 2515/127 " ACCESS AUTHORIZATION PROGRAM"

This attachment addresses the onsite inspection conducted by Mr. G. Pirtle of !
this office between December 11-21, 1995. The inspection included an

,

evaluation to determine whether the Access Authorization Program applicable i

requirements identified in the Duane Arnold Energy Center Security Plan were
adequately implemented. ;

Areas examined during the inspection included Program Administration and )
Organization; Background Investigation Elements; Psychological Evaluations;
Behavioral Observation; Grandfathering, Reinstatement, Transfer of Access
Authorization and Temporary Access Authorization; Denial / Revocation of

|
Unescorted Access; Audits; and Records Retention. Within these areas, the '

inspection consisted of a selective examination of procedures and I

representative records, interviews with personnel, and observations of
activities in progress.

No violations of NRC requirements were identified during the course of this
inspection, and within the scope of this inspection the Access Authorization
Program adequately met the regulatory requirements of 10 CFR 73.56 and
provided reasonable assurance that individuals who were authorized unescorted
access to the licensee's nuclear plant were trustworthy and reliable, and did
not constitute an undue risk to the health and safety of the public as a
result of these individuals unescorted access to the nuclear facility.

The following items were considered program strengths:

Management support for the program and the level of professionalism of
the licensee's access authorization staff (Section 2).

Scope and depth of the continuous behavior observation program
(Section 5).

Audits and self assessment efforts for the program (Section 9).

Completeness and condition of the case files (Section 3).

The need for more attention to detail for certain administrative aspects was
observed for:

Some deficiencies noted in the review and approval of contractor access
authorization programs (Section 2).

Lack of a formni monitoring system for verifying discharges from
military service (Section 3).

Some consent forms were not maintained within case files (Section 3).

One purchase order did not identify the correct record retention
requirements (Section 4).

1
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I

i 1. Backaround
J -

4 On April 25, 1991, the Commission published the Personnel Access
Authorization Requirements for Nuclear Power Plants,10 CFR 73.56 (the

i rule). This rule required each licensee authorized, on that date, to
j operate a nuclear reactor pursuant to 10 CFR 50.21 to implement an
'

Access Authorization Program by April 27, 1992, and to comply with the
requirements of 10 CFR 73.56. The program was also required to be

;- incorporated into the licensee's Physical Security Plan. The rule
j required licensees to establish and maintain an Access Authorization
; Program with the objective of providing high assurance that individuals

granted unescorted access were trustworthy and reliable, and did ncti

; constitute an unreasonable risk to the health and safety of the public,
including a potential to commit radiological sabotage.

! This inspection, conducted in accordance with NRC Inspection Manual
Temporary Instruction 2515/127, " Access Authorization," assessed the
licensee's Access Authorization Program and its implementation to l

j determine if regulatory requirements were being met. '

A

2. Access Authorization Proaram - Administration and Oraanization

Access authorization requirements were contained in several licensee
| procedures which were well written and contained sufficient detail to
; describe program responsibilities and the tasks that need to be

completed. The licensee committed in their security plan to implement
all elements of Regulatory Guide 5.66 to satisfy the requirements of

'
10 CFR 73.56.

t

i Staffing levels appeared adequate. The access control staff at the
i Duane Arnold Energy Center (DAEC) consisted of the Security

Superintendent, a Security Specialist, and an administrative assistant
for the Security Specialist. The Security Specialist reported to the
Security Superintendent. All personnel were very familiar with program
responsibilities and procedures, and a strong sense of ownership was
evident. The knowledge of the staff supporting the access authorization

|. program was a program strength.
;

5 The licensee had contracted with two vendors to act as its agents to
conduct background investigation for all licensee employees and some.

!contractor personnel requiring unescorted access to the DAEC protectedi

, area. The purchase orders for the two vendors services were reviewed
j and determined to be adequate. The inspector visited the primary
; vendor, located in Davenport, Iowa, and interviewed personnel
; responsible for conducting the background investigations, reviewed

active files being worked by the investigator, reviewed measures ina

; place to protect personal privacy information, and reviewed the
i facilities for storage of background investigation records. No
j deficiencies were noted.

; At the time of this inspection the licensee accepted only one
i contractor's access authorization program (INP0). However, within the
i past 2 years, four other contractors access authorization programs had
' been reviewed and accepted as "self screeners." In each case the
; licensee had evaluated the contractors program and advised the

i
2
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contractors that the programs were. acceptable. During the inspector's
evaluation, no deficiencies were noted with the INPO program. However,,

some deficiencies were noted with the other contractor programs that
should have been addressed when the programs were initially reviewed and
approved. Deficiencies noted included:

Two programs (Permar & Bechtel) did not address the need to try
and verify foreign military service if applicable.

One program (Bechtel) did not address record retention.

The need to initiate followup action for confirmation of honorable
discharges from the armed forces at 6-month intervals was not

iincluded in two programs (Permar & Bechtel).
1

One program (Bechtel) did not address protection of personal
information.

,

,

One program (Permar) did not exclude self-referred Employee
Assistance Program treatments from their disclosure form. |

Conclusion

Overall program implementation was being conducted in a very good
manner. The professionalism and competence of the staff was a program
strength. More attention to detail was warranted in reviewing
contractor access authorization programs prior to approving the
programs.

3. Backaround Investiaations

The inspector reviewed records and conducted interviews to assess the
adequacy of the licensee's program to verify true identity of an
applicant and.to develop information concerning employment, education,
credit, criminal history; military service; and the character and
reputation of an individual prior to granting unescorted access to
protected and vital areas.

The inspector reviewed 20 background investigation case files onsite and
5 case files at the primary security vendor's office in Davenport, Iowa.
Inspection results showed the scope and depth of background
investigations (bis) satisfied NRC regulatory requirements and provided
an adequate level of background information on which to base a
determination for access authorization. Background investigation
elements included employment history, educational history, credit
history, military service, and the applicant's character and reputation.
The bis covered the specified time period and the number of required
contacts for each element referenced above. The licensee verified the
individual's identify by use of photo identification prior to granting
unescorted access and issuing a badge. In those cases where derogatory
information had been developed, the licensee adequately, and in a timely
manner, reviewed and evaluated the derogatory information.

Case files were maintained in an excellent manner. However, some case
files (Permar personnel when they provided security personnel) did not

3
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contain the consent form that authorized the BI to be initiated. The
contractor was contacted and faxed consent forms for the inspector's,

review for each Permar case file reviewed. Requests for criminal
history checks and review of criminal history information was being
performed by the licensee. Fingerprint cards were submitted to the NRC
prior to the granting of unescorted access authorization.

An administrative weakness was noted. Proof of honorable discharge
| required monitoring to assure that followup action was implemented at
i required intervals. There was not an effective monitoring system in

place by the licensee or the primary screening contractor to assure that
the actions would be taken at the required intervals. This weakness was
corrected by the close of the inspection. The inspector confirmed by
interviews and record review that no files awaiting confirmation of
military service had exceeded the 180-day followup requirement, although|

some files had exceeded the 120-day followup time table required by the
purchase order.

Conclusion

The licensee's background screening investigation program was being
| implemented in a good manner and regulatory requirements were being met.

Consent forms should be within the case files and an effective method
for monitoring followup on confirmation of military service was
developed during the inspection.

4. Psycholoaical Evaluations

The inspector reviewed the licensee's procedure and practices for
completing the required psychological testing and evaluations.

The licensee contracted psychological evaluation services to satisfy
access authorization program requirements. The purchase order for the
psychological evaluation services was reviewed and considered adequate
except that the wrong record retention period was identified. This
deficiency was corrected before the close of the inspection.

The licensee used the Minnesota Multiphasic Personality Inventory II
(MMPI-2) for initial psychological evaluations. The inspector observed
that MMPI-2 test booklets were kept in occupied areas or secure storage
containers when not in use. The psychological test booklets were
controlled by the access authorization staff and test administration was
proctored by designated licensee personnel. All tests results for
licensee personnel are evaluated by the psychological assessment
services contracted by the licensee. If necessary, follow-up
evaluations were completed by conducting clinical interviews by a
licensed psychologist.

Consent forms for administration of the psychological tests were not
available within the background investigation case files. Several case'

files were randomly selected and the psychological services contractor
was requested to fax a copy of the consent forms for review. In each
case, the psychological services contractor had the necessary consent
form.

4
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The inspector verified through interviews with several personnel who
were administered the test that the examinations had been controlled and.

protected in an adequate manner. Record review showed that the identity
of the person was confirmed before taking the test and the person
proctoring the testing process signs the consent form.

1

Some deficiencies were noted and were corrected before the completion of !the inspection. The deficiencies included: 1
'

|
The emergency contact list provided by the licensee to the
psychological services contractor was outdated.

|

The listing of personnel authorized to proctor psychological tests
was also outdated.

Conclusion

Psychological tests were being controlled, administered, and proctored
in an adequate manner. Some administrative deficiencies were noted
which were corrected before the completion of the inspection.

5. Behavior Observation Proaram (BOP)

The Behavior Observation Program (BOP) was a program strength.

A procedure had been developed pertaining to the B0P. All personnel
(supervisors and non-supervisors) received the same level of training
pertaining to the BOP on an initial and annual basis. Interviews with )supervisors and non supervisors disclosed that personnel were aware of

i

employee assistance program elements available to them and believed ;

assistance would be provided in a confidential manner. All personnel
were aware of the objectives of the B0P, understood their
responsibilities in reference to the B0P, and understood the arrest
reporting requirement (report all. arrests) and procedures. Supervisors
understood their responsibilities for behavior observation and stated
they knew their personnel well enough to be able to identify aberrant
behavior. Formal written B0P evaluations were completed by supervisors
on an annual basis and several supervisors stated the written
evaluations reinforced indicators that they needed to be sensitive to
performing observations of their coworkers performance. Personnel
interviewed generally supported the need for a B0P.

The licensee had also developed an effective method to monitor those
personnel who have not used their security badge for 30 or more days and
had not been under a behavior observation program during the 30 or more
day period. A separate procedure had been developed addressing this
program requirement. Such personnel's access authorization was>

terminated and the individual's activities were evaluated prior to the
unescorted access being granted again. Randomly selected records showed
the procedure was complied with.

't
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'

,

.

Conclusion.

I The Behavior Observation Program was considered a strength. Supervisors
and others received the same level of training and were aware of program,

responsibilities. The Employee Assistance Program capabilities were'

well understood by personnel interviewed and the personnel believed
assistance would be provided in a confidential manner. Annual written
B0P evaluations were prepared, and an effective program was established
to evaluate activities while away from a B0P.

6. Unescorted Access Authorization - Grandfatherina. Reinstatement.
Transfer. and Temocrarv

:

Licensee's access control records were reviewed to determine if they
were correctly "grandfathering," reinstating, transferring, and granting;

temporary access authorization.
4

Inspection results showed these provisions were being appropriately
utilized by the licensee. The licensee's procedures and practices for
reinstatement, transfers, and temporary access authorization met program

~

requirements.

The licensee had developed a method of tracking personnel granted
; temporary access to ensure the 180-day time limit for temporary access
; authorization was not exceeded. The tracking method was primarily a

computerized badge expiration date prior to the 180-day period.'

Background investigation results completed by the primary security i

vendor were effectively reviewed and evaluated by the security '

! specialist assigned to the access authorization program. Investigation i

: results provided by the primary security vendor were closely reviewed by
the security specialist and questions and clarifications to the vendor
were common. Vendor's services were closely monitored.

Conclusion
,

The licensee had developed an effective program for review and
verification, and granting of access authorization concerning
"grandfathering," reinstatement, transfer, and temporary access.

7. Denial / Revocation of Unescorted Access
!
! An adequate procedure had been developed pertaining to denial and appeal

of access authorization decisions. The inspector reviewed several case
files involving revocation of unescorted access. Each case file was
well documented as to the reason access was denied or revoked.-

i Personnel denied unescorted access were advised of the appeal process.
Appropriate background and supportive documentation was within each
reviewed appeal case file whereby a decision could be rendered based

i upon the content of the files. The appeal process offered flexibility.
! Appeal decisions could be evaluated and resolved by the Vice President,

Nuclear or by an appeal board..

.
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i Conclusion
i'
'

.

Licensee actions concerning decisions to deny unescorted access met .

their program requirements and NRC regulatory requirements. Appeal case
files were complete and addressed matters appropriate to the appeal
decision.

8. Protection of Personnel ISformation
.

Personnel were aware of the need to protect private and personal ,

information obtained during the access authorization process. The
listing of personnel denied access was positively controlled. Consent
forms were completed by personnel prior to initiation of the access ,

authorization process. During the inspection, it was confirmed that
records were maintained at three on site locatious. Two of the'

locations were outside of the protected area and one of the locations
ns within the protected area. The record retention locations outside

: the protected area were either within the access authorization staff-

.c fice which was occupied or locked, or within a locked storage room .

with key distribution limited to the access authorization staff. .The
licensee planned by mid-January 1996 to have all onsite access
authorization case files stored in a single location, within locked
filing cabinets, within a vault type room, and key access limited to
access authorization staff. When completed, this would represent a
program strength. :

During the inspection process, access authorization staff were very i
sensitive to the control and distribution of the access authorization .|
case files and assured that the case files were reviewed at designated
locations and returned at the close of the day for secure storage.

During the inspector's visit to the primary security background
investigation contractor's office, each of four record storage areas
were evaluated. The records were maintained in individually locked
filing cabinets. Key access to the locked filing cabinets was limited
to the background investigation staff.

Individuals applying for unescorted access were advised about the type
of records that were produced and retained, where such records were
normally retained, the duration of such records, their right to review
and correct any information that may be incorrect, and the right to
withdraw consent for obtaining records and conducting background
investigations. The inspector confirmed by random selection of records

,

that no elements of the background investigation were initiated prior to '

the appropriate consent form (s) being signed.
,

Conclusion

The licensee had implemented an effective system to provide for the
protection of personal information and to prevent unauthorized
disclosure at the onsite locations and at the primary security vendor's
off site location.

7
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9. Audits
.

The audit and self assessment efforts were a program strength. Audits
1 of the licensee's Access Authorization Program were reviewed to

determine that minimum audit requirements were being met.

The licensee's program had been audited on an annual basis for the past
3 years by the onsite Quality Assurance Department. The audits were of
excellent scope and depth and the audit results were well documented.
One of the audits consolidated all previously identified deficiencies
noted during all of the initial access authorization inspections
conducted nation wide and evaluated if any of the deficiencies applied
to the licensee's program. l

Third party audits of the psychological evaluation services and INPO
were evaluated by the licensee before accepting the audit results. The
evaluations were thorough and well documented.

In addition to the formal annual audits conducted by Quality Assurance,
a thorough self assessment of program performance compared to other
utilities was conducted in May of 1994, and the Quality Assurance
June 1995 surveillance for outage RF 013 functions included access
authorization in-processing as an audit area. Additionally, security
self inspection checklists for vital and protected area access included ;

a few checklist items pertaining to the access authorization program. |

Conclusion

The audit and self assessment efforts were a program strength. The
licensee's program was audited more frequently than required by the rule
and the audits were excellent in scope, depth, and documentation.
Audits of the approved contractor program (INP0) were adequately
reviewed und evaluation results were documented. Various self
assessment methods were used.

10. Record Retention

The inspector reviewed the licensee's record retention activities to
ensure required records were being retained for the appropriate time

,

frame. The licensee's access authorization procedure and the procedure I

for the contrattnr whose program had been determined to be acceptable
(INP0) correctly identified the record retention period for access
authorization records. Source documents used by approved contractors
for requesting unescorted access authorization were retained by the
contractors and subject to licensee audits. Source documents created by
the investigative firm used by the licensee for licensee employee
background investigations were retained by the licensee.

8
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Conclusion.

.

Access authorization records were being retained, the correct retention
period had been identified and the record storage facilities onsite and i

at the primary background investigation security contractor facility i
were adequate. |

|

|

|

i

)

l

1

!

.

l

|

\

9 {

_ _ _ _ . - - ..


