nofont OF INCUS

SUBJECT: SALEM RUCLLAR GERERATING STATION UKRIT 2/HLALTH PHYSICS
ALLEGATIONS RELATED TO CORTAMIRATION INCIDENS

REPORT RUMBER: 0-1-83-010

DATE CLOSED: Roril 26. 19E:

This inquiryv was initiated for the purpose of interviewing an alleger regarc-

ing allegations related to activities of the onsite health phvsics techniciran:

in response to a contamination incident that occurred at Saler Nuclear Generating
Station, Unit Z on April 16, 1983. The alleoer has recuested confidentialit)

and has signed the confidentiality agreement.

As background, the licensee (Public Service Dlectric and Gas, PSE&EG) reportec
that at approximately 4:30 p.m. on April 16, 1983, workers exiting containment
were found contaminated around the nasal arez. Grab sampling of containment
air indicated cobalt 58, 60 anc mancanese 54 eaual to more than 41 time:

the Appendix B limits. Approximately 67 worrers sustained low-level intakes
of radiocactive materials.

The alleger, JEDNGENENNEDY contscted the NRC Duty Officer on April 16,
1983 and made several allegations related to the actions of the plant health
physics technicians who responded to the incident.

BB\ was interviewed in depth during the evening of April 20, 1983.
Appended to this Inquiry Report as Attachment (1) is a Report of Interview
containing the details of that Interview. The details of @EEEEET allege-
tions and concerns were discussed with Ronald NIMITZ, Radiation Specialist,
Radiological Protection Branch, Division of Engineering and Technical Inspec-
tion, Region 1, for follow-up inspection. The results of his inspection
effort will be documented in Region 1 Inspection Report Rumber 83-14.

The details of the allegations were also discuised with Williem Ward, Director,
Division of Field Operations on Apri) 21, 1983. He advised that inesmuch
as the allegers allegations did not contain any indicatiuns of wrongdoing
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body count. s -od &3 whole body count indicated a cobalt 586 con-
tamination of .96 max ymum L-rm”ut,‘;f concentration (mPC). In this rec ird,
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time of the incident. ©Q conicctured that =7 ot O - ould e
able to provide mOTE information regarding this incident, particulariy
with regards 10 the location of the monitor 1R ouestion and the name of the
health physics technicrar.

cortinued that on Monday., koril 18, 1983, £ came to work and "over-
heard" two boilermakers and <o ey LeChnicians talhimo.
caid it was € perception thal these men (whom €® could not sdentify),
had been kept in the plant overnight because of contamination. © said these
individuals appeared to be of tne opinion that one of the health physics
technicians (not fugiher identified) was 'on some type of hard Gruos.’
sa3id € had no personal knowledge relative to this incident anc
didn't know what the health physics technician did to create the impression
that he was on druos. ”said the only thingOheard {-om the afore-

_mentioned individuals was thatl the health physics technician was incoherent
“and in 2 "stuper’ .

voiced another concern whérein §® stated that the portal monilor
at control point A (the contractor exit) had been malfuntioning for.at-
Jeast a montn and a half. &3 said the monitor alarm was going off ever
when thnere was no One coming through the portal and there was no healtr
phvsics technician at the portal to check workers for contamination when
the alarm did sound. SRy o0 everyone inew about the problem including
the health physics technicians but no one ever did anything to correct
the probiem.

also voiced g opinion that it was not proper for health physics
trainees to be working in containment without sypervision. He opined that
and other workers were being used as "guinea pigs" while theé health
physics trainees learned their trade. hecording 1o Y LS became

concerned about this when one of the health physics supervisor's told D>
many of the trainees did not know what was going on.

then proceeded to relate several additiona) concerns which £pviewed

as being detrimental to the health and safely of the workers.“‘Dsaid that

approximate1y three to four months aqo, several men were washing down the

wdome"” using high pressuré hoses. @3 said these men were properly attired

in protective clothing and respirators but that a group of a;proximate\y

25 men, who were no more than 30 feet eway, were notl given respirators

and were forced to breath the mist created by the washdown. ®|;ITT D 0id

when Lhe men requested respirators, the health physics technicians refused

saying there were not enough respirators to Qo around. kdditionally,
said ©F was to1d g could only have a respirator if the RLP said

o required one for the job D vas doing.

T - <R voiced a concern Jherein B» stated that when €F first ctaried

s
to work in_?was given & respirator fit test by an individual
who ) said was & "Jenitor" for m a site coniraclor.

seid © ves concerned ebout it he quah{icatiuns of the individual
who geve a» the fitness test. ey could not identify Lthe individual
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in conclusion. SIS clarified that when T earlier told the KRC that

the 11censee wes covering up the incidentdS, was referrino to the licensee's
failure to tell them (the workers) what was going on and not to any act

or statement bv the licensee's manacement relative 10 covering ub the
incident. JEMERR vrovided no further information regarding the incident

and had no otner concerns. s
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W RE:SRT OF ALLEGATION

NOTE: When receiving an allegation by telephone, it is important that the recipient
be alert to the emotional state of the caller and use judgement when attempting
to elicit the following information to avoid possibly discouraging the caller
from reporting it.

RECEIVED BY: John R. White DATE/TIME:_ (

. - yi= o
ALLEGER'S NAME:,

TEL. NO.:_(Home) | (Business)
ADDRESS: Unknown !
) vYes :
MAY CONTACT:— After 1800
| (Time) (Place)
EMPLOYER: __ POSITION/TITLE,

—

AFFECTED LICENSEE'OR COMPANY : Public Service Electric and Gas Company

FACILITY: Salem Unit 2

DETAILS (Use additional pages as necessary): _
NOTE: Cal) was received from HQ Duty Officer at
was recorded. -

—

A bridge was set-up and the conversati

The individual stated that he was working in the Salem Unit 2 containment on the afternoon of
April 16, 1983 (at the time contamination incident occurred). He and others ir the contain-
ment were not informed if they were subjected to any contamination. He was allowed to leave
the site and reported for work the next morning (4/17/83). At that time he and others were
told that they must have whole body counts. They were not told why. No explanation was
given. He learned of the event from news reports on television that evening. Following,

he either learned of or actually observed the following:

A friend of his (who was involved in the incident) told him that he observed an HP

technician silence an alarming air monitoring device on the day of the incident, but
did not take any action in response to the alarm. He says his friend will fdentify
the NP,

Some individuals who were involved remained at the facility (probably overnight). He
heard from some of these indivduals (boilermakers and Mydro-Kuclear decon technicians)
that the HP technician who was monitoring them was “"high on drugs”, "spaced-out", and
in general was not abie to function,

The porta) monitor at the exit from the controlled area has been malfunctioning for
months. It alarms whenever anyone passed through, but personnel merely reset the
device to silence it. Everyone knows about the problem, but nothing is done.

(CONTINUED ON FOLLOJING PAGE)
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REPORT OF ALLEGATION

2

During the outage, the utility ran out of plastic boots (protective clothing).
To compensate, plastic bags were brought out of the containment to be used.
Personnel were directed to use the bags.

The licensee is covering up the event. HP technicians have been providing
inadequate control. Poor practices are constantly being observed.

He does not appear to care about anonymity. He expects he will shortly be fired
since he now refuses to work in containment.

The individual appeared to be concerned about his own health and safety. He is
extremely distrustful of the licensee.




April 22, 1983

To Radiation Protection Engineer
AIR SAMPLE FROM $22 REACTOR COOLPNT PUMP

After reviewing the log from the U/2 containment HP's, it was
found thet there was an air sample running on the 104' elevation
on #22 FCP on 4/16/83. The log indicated that there was a

RCP pump drawing an air sample running from 1035 until 1715 hours.

Upon investigation, it was found that this air sample was indeed
taken and that upon frisking this sample it pecced a RM-14

with a EP-210 probe on the X100 scale. When the sample did

this it was placed in the source locker under lead shieldino.
The sample was recovered on 4/20/83 and determined to be the
correct sample from the information on the glove on the outside
of the sample.

I then calculated the sample volume to correspond to the time
that the RCP was started until the sample was pulled. The
sample was analyzed on the GelLi and the MPC hrs. calculated.
The sample was counted two more times. The results were
written a reasonable deviation of each other. The result from
this sample were a total of 13.4 MPC's.

1 feel that this sample should be used to determine the actual
MPC's received by personnel who were in the immediate area on
the pump platform. '

This sample should help clear the problem of us not having an
air sample running during the time of the RCP rumnning.

E. J. Cislo

Technical Supervisor
Radiation Protection

RIC:am
Attachments

ce: File 1105
W. Ferguson
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Calculated
Initial Pssigned
WBC MPC-Hrs.

Catalytic 4/17 « 3.6%* 7
Catalytic 4/18 0,207 -
Catalytic 4/17 .76 7
PSE&G 4/17 - 2.76~ -
Eydro Nuclear Ser. 4/16 A.57 »w
Rad Services Inc. 4/18 v w,‘-

Catalytic 4/17 0.20.
Catalytic 4/17 0.20~ -
HAP 4/17 4.30 .
HAP 4/17 ~0.1v
Westinghouse 4/16 3.67
Westinghouse 4/17 4.27v
Catalytic 4/17 «<0.1%
Catalytic 4/17 0.20
Catalytic 4/17 3.09:
Catalytic 4/17 4.75
Catalytic 4/17 « 0.1 ~
Catalytic 4/17 1.30v
Hydro Nuglear Ser. 4/17 1.89+~
Catalytic 4/17 ,4.70v
Rad Services Inc. 4/18 « 0.1 -
Rad Services Inc. 4/17 3.9%~
Catalytic 4/17 « 0.1#
Ra¢ Services Inc. 4/18 « 0.1 «
PEELG 4/17 1.20v
Catalytic 4/17 1.44~
Catalytic 4/16 v .41V

Catalytic 4/17 e

Catalytic 4/18 e L. 40"
Catalytic 4/17 - 2Av
PSE&G 4/18 §0.1 ~
PSE&G 4/17 e 0.24v
Catalytic 4/17 rd S0
Westinghouse 4/16 ‘ -d .54
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.' Rad Services Inc.

PSE&G
Combustion Eng.
Catalytic .
Catalytic
Catalytic
Catalytic

Catalytic
Catalytic
Combustion Eng.
Catalytic
Catalytic
Catalytic
Catalytic
Westinghouse
Kemper Ins.

PSE&C

Rad Services Inc.
Catalytic
Cocperheat

Rad Services Inc.

~Catalytic

Rad Services Inc.
Rad Services Inc.

Catalytic
Catalytic
Catalytic
Westinghouse

Hydro Nuclear Ser.

Catalytic
Catalytic

Cooper Heat

Rad Services Inc.
Catalytic
Catalytic

Initial

WBC

4/18
4/18
4/17
4/17
4/17
4/17
4/17

4/17
4/16
4/17
4/17
4/18
4/18
4/17
4/15
4/18
4/18
4/18
4/16
4/18
4/18
4/17
4/18
4/17

4/16
4/17
4/17
4/17

4/18
4,17
4/17
4/17
4/16
4/18
4/16

alculated
Assigned

MPC-Hrs.

1.55« -
0.58 ~
-4.10 - 7
0.42 <
3.90 .
0.74 -
0.68 .

e

4.64
0.20
1.10

Y

. 0.40 -~
1.11
«0.1 -
€0.1 .
.30 ¥
0.1
3.7¢ ¥~
0.36 °
«0.1
<0.1
4.95 ¥
3.59 ~

4.63 ¥

0.95 ~
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Rad Services Inc.

Catalytic
Catalytic
Westinghouse
Catalytic
Catalytic
Combustion Eng.
Catalytic
Cetalytic

Rad Services Inc.
Westinchouse
PSE&G

PSE&G
Catalytic
Tatalytic
Catalytic
Catalytic

PSEsC
Catalytic
PSE&G
Catalytic
Catalytic

Rad Services Inc.
catalytic
Catalytic
Catailiytic
Catalytic
Catalytic
Catalytic
Catalytic
Combustion Eng,

Catalytic
PSE&C

Initial

WBC

4/18
4/17
4/16
4/16
4/17
4/17
4/17
4/17
4/17
4/17
4/17
4/17
4/18
4/20
4/17
4/16
4/17

4/16
4/17
4/17
4/17
4/17
4/18
4/18
4/18
4/17
4/17
4/18
4/18
4/17
4/17

4/17
4/17

b 1'02

Calculated
Assigned
MPC-Hrs.

c2.65 v
&£0.1 V¥
A.39 -
«0.1 -

.

0.41
0.20
0.20
«0.1
1.61
4.12
1.20 .
1.68
0.30
1.14
3.34 ~
<0.1 _

<

5

.

2.73 ~
3.04 ~
0.67 v~
«0.1 -
- 0.20 ~
<0.1 -~
0.61 -
<0.1
1.32 -
2.87 ~
<0.1 -«
4.30 ~
3.90 -
£.20

' 2.08 "

2.14 .
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w
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Catalytic
Catalytic

Rad Services Inc.

Catalytic
Catalytic
Catalytic

Rad Services Inc.

PSE&G

Catalytic
Catalytic
Catalytic
Combustion Eng.
PSE&G

PSE&G

W. tinghouse

Hydro Nuclear Ser.

Catalytic
PSE&G
Catelytic

~Catalytic
‘Catalytic

Catalytic
Catalytic
Catalytic
Catalytic
Catalytic

Initial
WBC

4/18
4/17
4/16
4/15
4/17
4/1¢
4/19

4/17
4/17
4/17
4/17
4/18
4/17
4/1¢8
4/17

4/18
4/16
4/18
4/17
4/18
4/17
4/16
4/18
4/17
4/17
4/17

\

Calculated

Assigned
MPC-Hrs

«0.1 «
«0.1 -
- 4.67 -
<0.1 ~
*2.59

- 0.30

0.17

3.34
4.64
<0.1 -
<0.1
<0.1
1.50 «~
0.} ~
1.10 ~

1.54 -
3.28
<0.1 -
<0.20
1.43
0.35
1.67
3.65
0.1 °
3.48 -
0.79 ¢

”
|

A
q "
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Catalytic
Catalytic
Catalytic
Catalytic
Catalytic

BEydro Nuclear Ser.

Catalytic
Catalytic
PSE&G
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
PSE&G
Catalytic
Combustion Eng.

Hydro Nuclear Ser.

Catalytic
thtihghouse

Rad Services Inc.
Westinghouse
PSE&G

Catalytic
PSE&G

Catalytic

Catalytic

Initial

WBC

4/17
4/16
4/18
4/17
4/17
4/17
4/17
4/17
4/17
4/17
4/17
4/17
4/19
4/17
4/17
4/19
4/15
4/16
4/15
4/18
4/18
4/18
4/16
4/17
4/16
“§/16
4/16
4/17

4/17
4/17
4/19

4/16

/1,‘

Calculated
Assigned
MPC-HErs.

02'
1.9
#0.1 >
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Co.
Catalytic
Catalytic
Rad Services
Rad Services
PSE&G
PSE&G
Rad Services
Catalytic
Catalytic
Catalytic

Rad Services
Pad Services
Catalytic
Catalytic
Traid
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic
Catalytic

-Catalytic

Catalytic
Wisco

Rad Services Inc.

Catalytic
Catalytic

Rad Services Inc.

Catalytic

Hydro Nuclear Ser.

Catalytic
Catalytic
Catalytic
Catalytic

Catalytic

o0

Inc.

Inc.

Inc.

Inc.

InRG.

Initial

WBC

4/17
4/17
4/19
4/18
4/18
4/17
4/17
4/17
4/17
4/18

4/18
4/18
4/16
4/17

4/17
4/17
4/17
4/17
4/18
4/17
4/17
4/17
4/17
4/17

4/17
4/17
4/18
4/17
4/16
4/17
4/17
4/17
4/18
4/17

Assigned

MPC-HErs. 1

«2 v

1.7
<0.1 "
;. 8.31°

.2 -

1.04 ~

1.06 -
1.54 ¢
3.62
d.12




Catalytic
HAP

Catalytic
Catalytic
Catalytic
Catalytic
Catalytic

Rad Services Inc.

Catalytic
HAP

PSE&G
Catalytic
Catalytic
Catalytic

PSE&G

Rad Services Inc.

Catalytic

Bartlett
Catalytic
Catalytic

Catalytic
Ca;alytic
Catalytic
Catalytic

Rad Services Inc.

Catalytic
Catalytic
Catalytic
Catalytic
Catalytic

Westinghouse

Catalytic

Westinchouse

Catalytic
Catalytic

Initial
WBC

4/17
4/17
4/16
4/17
4/18
4/17
4/19
4/19
4/18
4/17
4/17
4/16
4/17
4/17

4/18
4/19
4/17

4/17
4/16
4/18

4/18
4/17
4/17
4/17
4/17
4/18
4/17
4/18
4/18
4/18
4/17
4/17
4/15
4/17

4/1

Calculated
Assicned
MPC-Hrs.

= 10.73

ve 3 3
4.3
3.02 -
3.45 .
79 .
1.84 -
1.8 .
.92 -
3.5 »
4.1
1.5
-~
-
«0.1 ~
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-Catalytic

Catalytic

Catalytic

Catalytic

Catalytic

Catalytic
Catalytie

15 Co 0¥ "7

Initial
VIBC

4/17
4/16

4/17

4/16

4/1¢

4/15
4/16

Calculated
Assigned
MPC-Ers.

8.28
4.64
4.64

8.42

11.5
12.25
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MPC = HOUR ASSIGNMERTS FOR IKDIVIDUALS
INTERNALLY CONTAMINATED Or APRIL 16, 19E3

Individuals MPC -~ hrs based on MPC -~ based
Name Stay - time and Air Samples on-Whole Body Counts

. 24.3 3.0 |

2. i 1.0 29.%

_i 38.2 . ’ gt b 25._5_>J

¥, : 11.5 ‘ - 22.9

5. i e PRI S AL 3

6. N i PO T i N 17.%

7. '.': 21.‘7. . ‘ 18.%

6. 4.6 10.¢
Es. <0.1 s.g
10. 12.3 2.6

[ 5

MPC -~ HOUR ASSIGNMENT METHODS

The twu methods of assigning MPC - hrs to th¥ dose records of xnternll])
contaminated individuals sre described below» :

A. Btay - Time Method

This method is included in the Radiation Protection Procedire
Number RP11.011. The formula used is as follows:

Time spent® = airborne actxvxtx“
MPC - hours = in the area MPC

Protection faction for respiratory equtpment

* The time spent in the area is obtained frox the appropriate
REP Sign-in Bheet.

¢+ After Geli analysis a percent KPC number is included on the
printout. This number is calculated by dividing MPC values
into each rcspcctive t.dxonuclxde activity and sumnming to
give a total“percent MPC.



B. Whole Body Count Mehtod

This method is based on assumptions giver in ICKP2 and ANS) - K343,
The fcrmula used and the assumptions made are given-below.

_pCiA.zsze ce/hr x  0.125)
(uCi/cc per WMPC)

. MPC - hours =

- This calculation is repeated for each radionuc:icc with the
results summed to give an MPC hour assignment.

- 1.25E6 is the standard working breéihing rate.

- 0.125 is based on the assumption that 12.5 percent of the
radioactive particles inhaled sre left ir the lungs afrer
24 hours? L, ]

= The pCi number is obtained from wholc-body count Géele on
the lung burden, approximately 24 hours after the initiz)
exposure. ‘

EWB: jamc/5/24/83
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L UNITED STATES ﬂ/
3 NUCLEAR REGULATORY COMMISSION

REGION 11
799 ROOSEVELT ROAD
GLEN ELLYN, ILLINOIS 60137

AUGZ & 1984

Docket No. 50-10
Docket No. 50-237
Docket No. 50-249

Commonwealth Edison Company

ATTN: Mr. Cordell Reed
Vice President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

Enclosed for your review, prior to our scheduled meetino of September 17, 1984,
is the SALP Board Report for the Dresden Nuclear Power Station, covering the
period January 1, 1983 through May 31, 1984.

Overall, we find *that your performance of licensed activities generally is
acceptable and directed toward safe facility operation. Notwithstanding, we
believe Dresden Station is capable of a stronger regulatory performance,
particularly in the areas of radiological controls and maintenance. While
these latter two categories might well be rated as a low Category 2, as
recommended, by the SALP Board, I have rated them as Category 3 with the
hope and expectation that increased NRC and licensee management attention
will bring about considerably improved performance in the next SALP period.
While good performance was demonstrated in the other functional areas, we
consider the Category 1 rating in emergency preparedness a major strength.

We are encouraged by the Regulatory Improvement Program being impiemented at
all Commonwealth Edison Company operating reactor stations and believe this
program will bring about an overall improvement in operations and reguiatory
performance.

While you will have sufficient opportunity to present your comments at the
meeting on September 17, 1984, we also solicit written comments within 30 days
after the meeting to enable us to thoroughly evaluate your comments and provide
you with our conclusions relative to them,

in accordance with Section 2.790 of the NRC's "Rules of Practice" Part 2,
Title 10, Code of Federal Regulations, a copy of this letter, the SALP
Report will be placed in the NRC's Public Document Rcom.




; AUGZ 8 1984

Commonwealth Edison Company

If you have any question concerning the SALP Report we will be happy to discuss
them with you.

Sincerely,

A BT o

«James G. Keppler
Regional Administrato

Enclosures: SALP Board Report
No. 50-10/84-06; 50-237/84-08; 50-249/84-07

cc w/encls:

D. L. Farrar, Director
of Nuclear Licensing

D. J. Scott, Station
Superintendent

DMB/Document Control Desk (RIDS)

Resident Inspector, RIII

Phyl1is Dunton, Attorney
General's Office, Environmental
Control Division

R. C. DeYoung, IE

H. R. Denton, NRR

INPO

Regional Administrators
RI, RII, RIV, RV

NRR Project Manacer



SALP BOARD REPORT

U. S. NUCLEAR REGULATORY COMMISSION

REGION III

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE

50-10/84-06; 50-237/84-08; 50-249/84-07
Commonwealth Edison Company

Dresden Nuclear Power Station

January 1, 1983 through May 31, 1984



INTRODUCT ION

The Systematic Assessment of Licensee Performance (SALP) program is
an integrated NRC staff effort to collect available observations and
data on a periodic basis and to evaluate licensee performance based
upon this information. SALP is supplemental to normal regulatory
processes used to ensure compliance to NRC rules and regulations.
SALP is intended to be sufficiently diagnostic to provide a rational
basis for allocating NRC resources and to provide meaningful guidance
to the licensee's management to promote quality and safety of plant
construction and operation.

A NRC SALP Board composed of staff members listed below, met on

July 31, 1984, to review the collection of performance observations and
data to assess the licensee performance in accordance with the guidance
in NRC Manual Chapter 0516, "Systematic Assessment of Licensee Per-
formance." A summary of the guidance and evaluation criteria is
provided in Section II of this report.

This report is the SALP Board's assessment of the licensee safety per-
formance at the Dresden Nuclear Power Station for the period January 1,
1983, through May 31, 1984,

SALP Board for Dresden Nuclear Pcwer Station:

Name Title

J. A. Hind Director, Division of Radiation Safety and
Safeguards

C. E. Norelius Director, Division of Reactor Projects

R. L. Spessard Director, Division of Reactor Safety

C. J. Paperiello Chief, Emergency Preparedness and Radiological
Protection Branch

N. J. Chrissotimos Chief, Reactor Projects Section 2C

L. R. Greger Chief, Facilities kadiation Protection Section

M. Schumacher Chief, Independent Measurements and Environmental
Protection Section

R. A. Gilbert Licensing Project Manager, NRR

S. Stasek Resident Inspector, Dresden

J. E. Foster Compliance Specialist, DRP

T. Ploski Emergency Preparedness Analyst, DRSS

G. Pirtle Physical Security Specialist, DRSS

A. Januska Radiation Specialist, DRSS




I1.

CRITERIA

The licensee performance is assessed in selected functional areas
depending whether the facility is in a construction, preoperational

or operating phase. Each functional area normally represents areas
significant to nuclear safety and the environment, and are normal
programmatic areas. Some functional areas may not be assessed becau.e
of little or no licensee activities or lack of meaningful observations,
Special areas may be added to highlight significant observations.

One or more of the following evaluation criteria were used to assess
each functional area.

1. Management involvement in assuring quality.
. Approach to resolution of technical issues from safety standpoint

. Responsiveness to NRC initiatives

. Reporting and analysis of reportable events

2

3

4, Enforcement history

5

6. Staffing (including management)
7

. Training effectiveness and oualification

However, the SALP Board is not limited to these criteria and others may
have been used where appropriate.

Based upon the SALP Board assessment each functional area evaluated
is classified into one of three performance categories. The definition
of these performance categories is:

Category 1. Reduced NRC attention may be appropriate. Licensee manace-
ment attention and involvement are aggressive and oriented toward nuclear
safet{; licensee resources are ample and effectively used such that a
high level of performance with respect to operational safety or construc-
tion is being achieved.

Category 2. NRC attention should be maintained at normal levels.
[icensee management attention and involvement are evident and are
concerned with nuclear safety; licensee resources are adequate and are
reasonably effective such that satisfactory performance with respect to
operational safety or construction is being achieved.

Category 3. Both NRC and licensee attention should be increased.
[Tcensee management attention or involvement is acceptable and considers
nuclear safety, but weaknesses are evident; licensee resources appear to




be strained or not effectively used such that minimally satisfactory
performance with respect to operational safety or construction is being
achieved.

Trend. The performance gradient over the course of the SALP assessment
period.




I11. SUMMARY OF RESULTS

Overall, during this period the licensee's performance was found to be
acceptable and in general showed a steady trend with some improvements
later in the period. The licensee has shown an effort to improve
performance in areas where poor or mediocre performance was previously
indicated. However, other areas previously identified as acceptable or
ood, indicated a decline in performance. For the most part, the
icensee showed improvements in most areas later in the assessment
period through greater management attention.

Rating Last Rating This Trend Within

Functional Area Period Period the Period
Plant Operations 2 2 Improved
Radiological Controls 2 2 3* Declined
Maintenance 3 2 Improved
Surveillance 2 1 Improved
Fire Protection 2 2 Improved
Emergency Preparedness 2 1 Improved
Security 1 2 Declined
Refueling 1 1 Same
Quality Programs and

Administrative Controls 2 2 Same
Licensing Activities 1 2 Declined

*Rating changed by Regional Administrator,



Iv.

PERFORMANCE ANALYSIS

A.

Plant Operations

1.

Analysis

This functional area was reviewed by the resident inspectors
during 10 routine inspections and three special inspections
conducted during the assessment period. Areas looked at
included review of logs and records, direct observation of
station activities, verification of selected 2quipment 1ineups
and operability, and followup of significant operating events
to verify conformance with applicable requirements. This
functional area was also evaluated as part of a Performance
Appraisal Team inspection which was done during the period.
Seven items of noncompliance were ‘dentified as follows:

a. Severity Level V - Failure to have Technical Specifications
properly updated (50-237/83-05).

b. Severity Level IV - Inadequate procedure and personnel error
resulted in an open flow path for suppression pool water to
be released to the reactor building (50-237/83-21).

¢. Severity Level IV - Inadequate corrective action resulted in
nonconservative Average Power Range Monitor (APRM) trip
setpoints during a shutdown and corrective action was not
implemented in an expeditious manner (50-249/83-27).

d. Severity Level V - Isolation condenser valve was not
locked as required and no formal procedure had been
established to specify criteria for locking valves,
operation of locked valves, control of keys, etc.
(50-10/83-22; 50-237/83-32; 50-249/83-30),

e. Severity Level IV - Failure to have a procedure to
specify reading material in the control room and failure
to follow a procedure by not recording reactor power
levels following reactivity changes (50-237/83-32;
50-249/83-30). This finding is also addressed in
maintenance and fire protection functional areas.

f. Severity Level IV - Failure to follow control rod
sequence procedure during a shutdown (50-237/84-02).

g. Severity Level IV - Failure to follow the out-of-service
procedure for the rod worth minimizer (50-237/84-02).



0f the seven items of noncompliance, five were categorized

as personnel errors with three of these being attributed
directly to the operations staff. In all cases, the licensee's
corrective actions were appropriate and timely,

During this SALP period, the licensee's performance remained
substantially the same as it was during the SALP 3 period.
The average numbei of noncompliances increased slightly

from SALP 3 (from 0.33 per month to 0.4 per month). However,
there were no Severity Level III noncompliances and no
noncompliances that resulted in escalated enforcement action
within this functional area.

Eleven reactor scrams occurred on Unit 2 and six on Unit 3
during the period. Of these, six occurred while Unit 2 was
in cold shutdown with no resultant control rod movement.

Six of the seventeen scrams were attributed to personnel
error. This is an increase from the SALP 3 period where,
out of a total of eleven reactor scrams, two were attributed
tc personnel error,

As discussed in Section V.F.1, LER data indicates that personnel
errors occurred at a rate nearly twice as high as that in SALP 3,
However, only three out of the twenty-one LERs indicating
personnel errors were attributed to the operations department.

A special inspection was conducted upon identification of an
error in control rod insertion sequence and removal of the

rod worth minimizer on Unit 2. The inspection revealed that
licensee personnel identified the error early in the shutdown
and the prompt identification and corrective action resulted
in no compromise to the safety of the reactor. A confirmatory
action letter (CAL) was issued on January 12, 1984, relating
to the licensee actions for restart of Unit 2 following the
control rod insertion event,

A second special inspection was conducted at the request of
NRC Headquarters to assure that the drywell leakage identifi-
cation criteria on Unit 2 had been applied to Unit 3 in light
of the resolution of operating with known or potential crack
indications in primary piping. A1l aspects of the licensee's
program were found to be acceptable.

A third special inspection was conducted upon fdentification
that a safety-related snubber on the suction header from the
Unit 3 Torus had been removed and its replacement left
partially disconnected for a period of time without proper
authorization or knowledge by the operations department. It
was found that operations required more control over the work
being performed by contractors onsite.



During the assessment period, ten Reactor Operator (RO) ard
seven Senior Reactor Operator (SRO) examinations were
administered to Dresden personnel. Sixty-four percent of the
candidates passed their examinations, which is lower than the
national average of approximately 80%. An audit of the
recualification program was also conducted during the period.

As a result of several management meetings between NRC and
Commonwealth Edison Company covering the compary'c enforcement
history at all nuclear stations, a Regulatory Procram for
Improved Performance (RPIP) was instituted in February 19°4,
Pertinent aspects of the program included:

a. Corporate directives for improving operating performance
covering idertification of potentially significant
events, post-trip analysis prior to plant restart, and
conduct of operations.

b. Improved communications at all levels.

c¢. Corporate site visits and a station management shift
overview function,

d. Corrective actions for personnel errors.

Conclusion

The licensee is rated Category 2 in this functional area.
Performance in this area has shown some improvement due to
additional management efforts and the absence of escalated
enforcement actions.

Board Recommendations

The licensee should continue efforts to reduce the number of
plant trips and safety system challenges. Included in this
should be an increased effort to reduce the number of reactor
protection system actuations while the plant is in a shutdown
condition.

B. Radiological Controls

l‘

Analysis

Five inspections were performed durin? the assessment period
by regional specialists. The inspections included outage
radiation protection, radwaste management, operational



radiation protection, confirmatory measurements, and
environmental protection. The resident inspectors also
inspected in this area. Eight violations were identified
:nglone civil penalty was issued. The violations were as
ollows:

a. Severity Level III - Exceed1ng DOT radiation 1imits in
cab of transport vehicle (50-237/83-08; 50-249/83-07).

b. Severity Level IV - Failure to adhere to radiation
control procedures (2 examples) (50-237/83-08;
50-249/83-07).

¢c. Severity Level IV - Failure to calibrate chimney radiation
monitors (50-10/83-17; 50-237/83-26; 50-249/83-24),

d. Severity Level V - Failure to adhere to radiation control
(1 example) (50-10/83-17; 50-237/83-26; 50-249/83-24).

e. Severity Level IIl - Failure to give radiological training;
Failure to control access to high radiation areas (2
examples); Failure to provide personnel monitoring equip-
ment to individuals entering 2 high radiation area; and
Failure to evaluate radiation hazards in the drumming room
before personnel entry (50-10/83-23; 50-237/83-33;
50-249/83-31).

f. Severity Level IV - Failure to adhere to radiation protec-
tion standards: evidence of eating. smoking and chewing in
a controlled area (50-10/84-02; 50-237/84-03; 50-249/84-02).

g. Severity Level IV - Failure to survey material before
release from the site (50-10/84-05; 50-237/84-07;
50-249/84-06) .

h. Severity Level IV - Transfer of byproduct material to
persons not licensed to receive or possess radioactive
material (50-10/84-05; 50-237/84-07; 50-249/84-06).

These violations include a civil penalty of $40,000 imposed

for an incident involving deliberate circumvention of piant
radiation protection controls by several plant and contractor
personnel, (Four violations were classified collectively as
Severity Level II1.) The enforcement meeting for this incident
stressed a need for improved acceptance of radiation protection
program requirements by workers and the possible need for
stronger disciplinary measures to encourage such acceptance,
The remaining violations include high radiation area control
and procedural adherence problems which are indicative of con-
tinuin? problems in these areas, and an inadequate survey problem
which led to the release of contaminated rugs offsite. The
latter problem was particularly significant because numerous



plant personnel, including radiation protection personnel,

should have recognized the potential for release of the con-
taminated rugs but apparently did not. The licensee's enforcement
record during this assessment period was poorer than during the
previous assessment period.

Other radiatior protection program weaknesses identified during
this assessment period concern personal contamination monitoring
techniques and the effectiveness of corrective measures for
self-identified radiation protectior problems. The labor-
management issue referenced in earlier SALPs appears to have
continued as an impediment to radiation protection program
improvement as evidenced by protracted negotiation (in excess

of one year) over a poor ALARA practice involving multiple
out-of-service tag usage in radiation areas.

Radiation protection prooram improvements noted during the
assessment period include: continued strengthening of the
professional health physicists' role in the radiation protection
program, continued progress in implementation of an ALARA program,
continued improvement in health physics management surveillance
of plant conditions, increased use of the radiation occurrence
report system, installation of more personal contamination
monitorina stations, increased RCT coverage at strategic loca-
tions during refueling outages to ensure workers properly remove
protective clothing and frisk themselves, and increased plant
management support for the health physics program. Management
stability in the radiation protection prograr has improved;
management and technician staffing levels currently appear
adequate.

Total worker radiation exposures (person-rems) durin? 1983 were

approximately 60% above the licensee's average annual exposures
over the preceding five years and approximately 70% above the
average for U.S. boiling water reactors for 1983, Over the last
five years, annual worker radiation exposures have increased more
rapidly than the U.S. average for boiling water reactors.

Gaseous effluents and solid waste production were about averace
for U.S. boilin? water reactors; liquid radioactive waste
discharges remained lTow. Two unplanned liquid releases were
reported during the assessment period. £nth were less than
regulatory and technical specification limits. No unplanned
gaseous releases occurred,

One radioactive material transportation violation was identified
during the assessment period for an elevated radfation level in

the cab of a transport vehicle, Although the violation was
categorized as Severity Level IIl in accordance with NRC enforce-
ment policy, the elevated radiation level was limited in

magnitude and area. The licensee was temporarily suspended from
the Richland low level waste burial site by the State of Washington




due to the violation, therefore escalated enforcement action was
not taken for this violation. Elevated contamination levels on
several spent fuel shipping casks necessitated conduct of a
smear efticiency study. The licensee's responsiveness to spent
fuel shipping problems and their overall conduct of the spent
fuel shipments during this assessment period were good.

The licensee continues its strong performance in the area of
confirmatory measurements, with thirty-two agreements or
possible agreements out of thirty-three comparisons. The
disagreement was a conservative quantification of 1-131 on a
charcoal adsorber. An NRC and licensee National Bureau of
Standards traceable charcoal standard was counted by the
licensee with results 20-30% above the certified values. The
charcoal efficiency was changed during the inspection and
reanalysis of the adsorber yielded an agreement.

Dresden Station chemists continue to do a thorough job of
reviewing analytical data to assure proper measurement
evaluation. In addition, the licensee's corporate office
fulfilled a commitment made during the last SALP period by
providing written guidance to assure that nuclides represented
by Class 2 and Class 3 peaks in the Automated Analytical
Instrumentation System (AAIS) are properly evaluated.

Quality control for the chemistry lab and counting room appears
to be adequate. Improvement was noted in chemistry procedures
with implementation of new procedures covering instrument
quality control and analyst performance verification. Quality
control checks of laboratory ard counting room equipment were
performed in accordance with applicable procedures.

The licensee's performance in the areas of confirmatory measure-
ments and environmental protection has continued to be very good.
The licensee's performance in the radiation protection area,
however, exhibited significant weaknesses and did not sustain the
improvements noted during the previous assessment period.
Management attention appeared improved in the radiation protec-
tion program. Improvements were also noted in chemistry lab and
counting room quality control. New procedures, written in
response to an INPO audit in 1982, define a ceneral quality
control program for analyzing spiked and split samples as a
check on analytic performance.

The new procedures were implemented during the current SALP
period.

The radiological Environmental Monftoring Program, conducted

by a contractor, satisfied Technical Specification requirements.
Environmental air sampling stations examined were operating
properly. Samples were collected and instrument operational
checks performed as required. No management problems were

10



identified. However, one minor weakness, a holdover from the
previous SALP period was noted. The station environmental
coordinators showed a lack of familiarity with the location of
the environmental sampling stations.

Conclusion

The licensee is rated Category 2* in this area. This is the same
ratina as SALP 3, however licensee performance has declined

during the assessment period. The licensee's performance in the
areas of confirmatory measurements and environmental protection

has continued to be very good, equivalent to Category 1 per-
formance. The licensee's performance in the radiation protection
area, however, exhibited significant weaknesses and did not sustain
the improvements noted during the previous assessment period.

This decrease in performance was evident in the licensee's enforce-
ment history, which appears indicative of weaknesses in management
attention to worker's acceptance of radiation protection program
requirements. Although programmatic improvements in the radiation
protection program were made during this assessment period,
improp=r adherence to plant procedures and good radiation
protection practices on the working level continued to plague the
program. Performance in the radiation protection area was
borderline SALP Category 2/3.

Board Recommendations

Inspection effort should be increased in the radiation protection
area to evaluate the effectiveness of licensee efforts at

improving performance. Licensee management efforts should con-
tinue and should include methods of assessing affected improvements
at the working level. Failure to effect substantial improvements
should be cause for licensee and NRC concern.

C. Maintenance

10

Analysis

This functional area was inspected routinely throughout the
assessment period by resident and regional inspectors. It was
also inspected during three special inspections by resident
and regional inspectors, and one inspection by the Performance
Appraisal Team. The following noncompliances were identified:

a. Severity Level V - Failure to adequately control welding
materials (stubs, rod and wire) in suitable containers
(50-237/83-03).

b. Severity Level V - Failure to establish adequate design

procedures for torus penetration piping calculations and
support base plate analysis (50-237/83-06; 50-249/83-05).

*Rating changed by Regional Administrator to Category 3.
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Severity Level V - Failure to maintain adequate document
control in that procedures were implemented prior to
formal review and approval (50-237/83-06; 50-249/83-05).

d. Severity Level V - Failure to conduct adequate QA audits
of consultant activities (50-237/83-06; 50-249/83-05).

e. Severity Level IV - Foreign substance (grease) identified
on the seats and discs of containment isolation valves
(50-237/83-11).

f. Severity Level V - Failure to conduct adequate IE
Bulletin 79-14 walkdown inspections and enaineering reviews
of as-built data (50-237/83-12; 50-249/83-10).

g. Severity Level V - Failure to follow design procedures in
the evaluation of branch anchor seismic movements
(50-237/83-12; 50-249/83-10).

h. Severity Level IV - Inadequate safety reviews resulting in
a failure to request a Technical Specification change and
removal of safety-related snubbers (50-249/83-12).

i. Severity Level IV - Failure to implement corrective actions
resulting in an ECCS motor operated valve breaker with
improper settings (50-237/83-14; 50-249/83-13).

j. Severity Level IV - Inadequate corrective actions and
failure to control contractor personnel resulting in
perforation of primary containment bellows while working
on supports nearby (50-237/83-21).

k. Severity Level IV - Failure to properly store or protect
safety-related components in the storeroom. (50-10/83-30;
50-237/83-32; 50-249/83-30). This is a combined item and
is also addressed in the Operations and Fire Protection
areas.

An enforcement meeting was held on June 20, 1983, with a followup
meeting on July 8, 1983, following the event where grease was
applied to the seats and discs of main steam isolation valves

and feedwater check valves. Also discussed was the removal of a
safety-related snubber without proper evaluation. The licensee
discussed their plans for improving performance in this area.
Followup evaluations have shown that the licensee has applied
more management attention, improved training, and implemented

new or improved procedures. Additional management attention in
the area of maintenance was noted when the Regulatory Program

for Improved Performance (RPIP) was implemented in the latter
part of the assessment period. Also noted was implementation of a
more extensive program to positively control contractor work
onsite.




The Performance Appraisal Team identified weaknesses in the
preplanning of maintenance activities; the failure to document
evaluation of equipment failures for root causes; and the
failure of management to enforce the use of an approved
procedure. A strength was the use of color-coded work packages
for maintenance activities.

IE Bulletin 83-02 inspection activities included a review of UT
procedures, personnel certifications, material and equipment
certifications, data reports and observation of several ultra-
sonic examinations at the site. Based on these efforts, it was
determined that UT procedures, calibration standards, equipment
and Intergranular Stress Corrosion Cracking detection capabilities
were satisfactorily demonstrated in accordance with IE Bulletin
83-02 and that the same procedures and techniques were used in
the UT examinations. The inspectors also observed the welding
of some overlays and determined that the weld overlay repairs
were performed in accordance with qualified and approved proce-
dures. In addition, observations of the decontamination and
the induction heating stress improvement treatment performed on
the recirculation system piping confirmed that these activities
were conducted in accordance with approved procedures.

Inspections conducted to review the licensee's implementation
of the IE Bulletin 79-14 piping re-evaluation programs are
cemplete. The licensee's efforts in this area were substantial
and have satisfied the bulletin requirements. During a review
of the piping re-evaluation program which included followup on
the licensee's actions to comply with a Confirmatory Action
Letter (CAL) issued July 14, 1982, the licensee informed the
staff that they were going to perform additional evaluations

on 950 "no action supports". Supports installed in piping
systems that met the original Blume rigid span criteria during
the piping stress analysis review and as a result, required no
further evaluation to comply with IE Bulletin 79-14 requirements
were classified as "no action supports”. At the conclusion of
a meeting held at Region III on July 8, 1983, to discuss "no
action supports" the licensee agreed to provide certain addi-
tional information. The above CAL will remain open pending our
followup inspection of the licensee's evaluation/information
provided for the "no action supports".

Except as stated above, the activities observed, the management
controls used, and the records and record control systems in
place met requirements. Personnel involved in the areas
reviewed were properly trained and certified. The licensee's
audit reports were found to be generally complete and thorouch.

As discussed in Section V.F.1, there were nearly twice as

many personnel errors (21) which resulted in Licensee Event
Reports (LERs), during this assescment period than was noted

in the previous period. Six of these were attributed to the
maintenance department and eight to contractor personnel working
onsite.
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There were two Confirmatory Action Letters issued during the
period addressing the maintenance and modifications area.

One outlined licensee actions in response to the identification
of a number of failed safety-related snubbers. The other related
to corrective actions to be taken concerning the finding of
foreign matter (grease) on the seats and discs of main steam
isolation valves and feedwater check valves.

Conclusion

The licensee is rated Category 2* in this functional area.
Although this is an improvement from the previous SALP period,
performance in this area was a borderline 2/3 during this
assessment period. The improvement is primarily due to greater
manacement attention, an improved training program, institution
of a program to better control contractor activities onsite and
no escalated enforcement actions.

Board Recommendations

The licensee should continue efforts to increase the effectiveness
of management controls and to decrease the number of personnel
errors.

D. Surveillance

1.

Analysis

This functional area was examined routinely throughout the SALP
period by the resident inspectors and during two special inspec-
tions by regional specialists.

No items of noncompliance were identified, whereas four items of
noncompliance were issued in SALP 3.

The inspections examined the current program and procedures,
material and equipment certifications, personnel certifications,
data reports and audit reports. In addition, work was observed
and discussions were held with personnel performing surveillance
and inservice inspection activities.

The management control systems met regulatory requirements and
personnel, equipment and material certifications were current
and complete. Records were found to be complete, well main-
tained and available. Discussions with licensee and contractor
personnel indicated that they were knowledgeabie in their job;
records indicate they were properly trained and certified. The
licensee's audit reports were found to be generally complete and
thorough.

*Rating changed by Regional Administratcr to Category 3.




g

is evident by the fact that only one LER was submitted during
the assessment period because of a late or missed surveillance.
This is an improvement from SALP 3 where there were three LERs
of this type.

The previous assessment (SALP 3) discussed a need for better
procedure review to eliminate typographical errors prior to
issuance. Also, it was found that formulas, constants, etc.,
used in procedures were not identified with a source or a
reference. Both of these concerns have been addressed during
this assessment period as is evidenced by higher quality
procedures.

2. Conclusion
The licensee is rated Category 1 in this area. This is an
improvement from the Category 2 in SALP 3 and is due to the
improved enforcement record and licensee initiatives in
improving the surveillance program,

3. Board Recommendation
None.

Fire Protection

1. Analysis

This functional area was routinely inspected by the resident
inspectors during the assessment period. In addition, the
fire protection program was reviewed in-depth by the
inspectors in one routine inspection during the period. Three
items of noncompliance were identified as follows:

a. Severity Level IV - Panel doors left open on vital
electrical cabinets following surveillance or main-
tenance leaving internals vulnerable to intrusion by
dust, spray, etc. (50-237/83-14; 50-249/83-13).

b. Severity Level IV - Failure to have or follow procedures,
excessive dirt, spilled bags of chemicals and unknown
substances on shelves in the safety-related storage area
of the warehouse (50-10/83-22; 50-237/83-32; 50-249/83-30).
This is also addressed in the Operations and Maintenance
functional areas.

c. Severity Level IV - Inadequate procedures; numerous com-
pressed gas cylinders with inadequate or no restraints to
prevent falling and creating potential missiles in the
vicinity of safety-related equipment (50-237/84-03;
50-249/84-02) .
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In response to the items of noncompliances, the corrective
actions were adequate and timely. The licensee's performance
in this functional area has remained steady with respect to
the SALP 3 period. Management attention and use of resources
has been adequate. During the latter part of the assessment
period, the licensee began an accelerated program of up-
grading the physical condition of the plant. Extensive
cleaning and repainting has been ongoing since inception of
the program.

Concerns have arisen with respect to the schedu!ing and
implementation of specific requirements of 10 CFR 50

Appendix R, Although substantial efforts have been expended

by the licensee in this regard, Dresden Station is pursufng
conformance with the applicable requirements., Appraisal o

this aspect of the Fire Protection program has accordingly been
held in abeyance.

Conclusion

The licensee is rated Category 2 in this functional area.
Licensee performance has been the same through this assessment
period.

Board Recommendations

None,

Emergency Preparedness

1.

Analysis

Three inspections were conducted between February 1983 and
early June 1984 to evaluate compliance with 10 CFR Part 50,
Technical Specifications, and procedures. No ftems of non-
compliance were identified during these inspections.

Two exercises were conducted during this period. Althouoh the
licensee's overall performances were satisfactory, areas for
improvement were identified during both exercises. However, it
was apparent during the second exercise that station and
corporate staffs had implemented acceptable corrective actions
on the majority of improvement items identified during previous
exercises. Only several improvement items, related to communi-
cations equipment usage by inplant teams, availability and use
of Health Physics supplies within the control room, and status
board provisions for displaying protective action and
meteorological information, were weaknesses common to the 1983
and 1984 exercises. The licensee has chosen exercises at the
Dresden Station to introduce refinements to its emergency
preparedness capabilities and related training program, Such
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improvements included successful demonstrations of a minimum
Emergency Operations Facility staffing concept and protracted
recovery planning activities, plus the use of NRC and news
media role players to further challenge exercise participants,

It became evident during the 1984 routine inspection that
corporate and station management had completed acceptable
corrective actions on several deticiencies identified during
the last rating period, including: the annual review of
Emergency Action levels with offsite officials, annual distri-
bution of the emorgonC{ information brochures, and the
estab'ishment of a quality assurance/quality control program
for the offsite prompt notification (siren) system. Although
the licensee's capability to promptly notify offsite officials
of emergency plan activations had improved during the rating
period, additional refinements to the notification process

are stil]l warranted. Corporate staff had expanded the scope
of annual audits of the emergency groparednoss program. Quality
assurance personnel were also involved in tracking progress
toward resolving Open Items; however, the informal system still
used to track corrective actions on drill and exercise improve-
ment items should be replaced by a more formal tracking system,
per corporate guidance,

Sufficient numbers of staff had received adequate training for
appropriate emergency response positions, as evidenced by their
performances during drills, exercises, and walk-throughs, and by
records review, The maintenance of emergency preparedness
training records had improved during the ratin’ period, Timely
staff augmentation had been demonstrated by off-hours drills,
which occurred more frequently than the semi-annual commitment
in the emergency plan.

The licensee has completed action on most NRC concerns, and 1is
1m?roving the timeliness of inftial offsite notifications
following emergency plan activations, The licensee's overall
exercise performances were good with few repeat items for
1n?rovcn.nt having been identified. The demonstrated capa-
bilities of emergency response personnel remained acceptable,
while documentation of their training had improved,

Conclusion

The Vicensee is rated Category 1 in this area. This is an
improvement from SALP 3 where the rating was Category 2.

Board Recommendation
None.
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G.

Security and Safeguards

1.

Analysis

Four safeguards inspections (two routine security; one special
security; and one routine Material Control and Accountability)
were completed by region based inspectors during the assessment
period. The special inspection involved a review of a serious
security event reported by the licensee under 10 CFR 73,71 which
subseauenily resulted in two violations being cited and a pro-
posed civil penalty of $100,000. In addition, the resident
inspectors routinely conducted observations of security
activities. Three items of noncompliance were identified
relative to the security program. Two of the three items
resulted from the special inspection.

The noncompliances involved:

a. Severity Level IV - Security Force members failed to report
vehicle access control violations in the manner or format
required by the approved security plan (50-10/83-10;
50-237/83-15; 50-249/83-14),

b. Severity Level 11l - A plant employee gained entry into
the protected area in an unauthorized manner after the
1icensee took ineffective compensatory measures
(50-10/84-03; 50-237/84-04; 50-249/84-03).

¢. Severity Level IIl - The licensee failed to report the
event noted in the above item in a timely manner
(50-10/84-03; 50-237/84-04; 50-249/84-03{.

The above Severity Level 11l violations represented a single
but serifous degradation of the security program, and were
indicative of an isolated instance of inattention to duty by
several security force members, and careless disregard by first
1ine non-security supervisors of well stated, properly
disseminateu, station security procedures.

Site management initiated extensive corrective actions which
included measures addressing a major cause of the problem, the
actions and inactions of people and their attitudes. The
Station Security Administrator conducted meetings with all
guard force personnel, emphasizing the importance of their
security work practices, The Statfon Superintendent conducted
meetings for all station employees in groups of 20 to 25,
emphasizing personal responsibilities towards plant security,

Continuing their close involvement with site security matters,
the corporate nuclear staff communicated the "lessons learned”
from the Dresden incident, to the other station security
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administrators durfng nonthl¥ staff meetings sponsored by the
corporate security office. The corporate security office has
continued to be a major supporter of the site personnel
screening program. A corporate nuclear staff representative
has attended all NRC security exit meetings.

Audits by the Quality Assurance Department have been timely and
have met commitments in the secur‘ty plan regarding the audit
function; however, the audits have tende’ to be based on a
checklist, which in turn are based on the security plan. As
such, it is questionable if the present audit program would
h:v: d:tected the "people" problems which led to the two major
violations.

Positions within the security organization are identified;
responsibilities and authorities are well defined. The training
and qualification program contributes to an adequate understanding
of work and fair adherence to procedures with a modest number of
personnel errors.

In summary, the two Severity Level III viclations and one
Severity Level IV violation represents an increase in the
number and significance of violations cited since the previous
SALP period. Although the Severity Level III violations
pertained to a single incident, they represented a significant
degradation of the licensee's security program,

2. Conclusion
The licensee is rated Category 2 in this functional area. This
is a reduction from the licensee's previous SALP rating. However,
implementation of the overall security program was generally
adequate despite the two Severity Level III violations which
resulted from an isolated incident, Site management is mostly
effective in its enforcement of site security procedures.

3. Board Recommendations
None.

Refueling Activities

1. Analysis

The resident inspectors conducted portions of several inspections
during the Unit 2 rcfuelin? and startup early in 1983 and during
the Unit 3 refuolin? late in 1983 and portions of the incomplete
return to power early in 1984,

No items of noncompliance were identified,
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The licensee has continued to maintain their high level of
performance as in the past. Activities continue to be well
managed with competent and qualified personnel resulting in
minimal events. Adequate procecd:res were available and used.
Conservatism was routinely exhibited through technically sound
approaches to activities.

Within the area of fuel handling, the resident inspectors have
monitored the shipments of Unit 1 spent fuel upon its arrival at
Dresden from West Valley, New York. These activities are quite
complex in terms of coordinating with other agencies and each of
the states involved. However, they have been handled smoothly
and with minimal problems. A special inspection was conducted
by the Senifor Resident Inspector where issues were raised relating
to evaluation of radioactive contamination leaching on the spent
fuel cask (observed on several shipments) and to the unhitching
of the cask trailer from the tractor during the first shipment,
The unhitching problem has not recurred and the leaching
phenomenon evaluation appears to be resolved.

2. Conclusion

The licensee is rated Category 1 in this functional area.
Performance in this area remains the same.

3, Board Recommendations

None.

I. Quality Prcgrams and Admiristrative Controls Affecting Quality

1. Analysis

This functional area was inspected routinely by the resident
inspectors, during a special inspection by regional specialists
and by the Performance Appraisal Team.

Each item of noncompliance identified in other functional
areas could fall under the general heading of Quality
Assurance. One item of noncompliance listed here overlaps
several functional areas and represented the most serious
breakdown in the qualitv programs.

Severity Level Il - Failure to identify and control
safety-related items (parts for the drywell to torus
vacuum breaker shaft seals) (50-237/83-17).

This item 1s considered significant because of the time the
unit was allowed to operate (one cycle) with a degraded
containment <ystem. An enforcement conference was held on
December 20, 1983 on this subject and a $50,000 Civil Penalty



was issued. The above described violation is an isolated
incident and applies to a very narrow portion of quality
activities in several functional areas. For this reason it
is not solely representative of the Dresden Quality Program.

Routine inspections by the resident inspectors revealed that
in general, the Ouality Assurance organization was aware of
ongoing safety-related activities and ensured that prompt
corrective action was taken on identified problems.

The Performance Appraisal Team (PAT) inspected Quality Assurance
audits and identified a number of significant strengths,

such as: a licensed Senior Reactor Operator (SRO) for the

site audit staff; a comprehensive schedule of audits and
surveillances; and effective reports to upper level management,
including a proven method of eccalating late responses or
deficient corrective actions on audit findings. One weakness
was identified by the PAT team in the failure of the Onsite

and Offsite Review and Investigative Functions to review
Quality Assurance (QA) audit reports or findings. Poor
trending and minor problems in the performance of audits

were other weaknesses. The licensee's QA audit program
continues to be acceptable with a well qualified staff.

To improve performance in this area, as well as overall
station performance, the licensee has implemented the Regula-
tory Program to Improve Performance (RPIP). Steps have been
taken to improve management involvement and to reduce
personnel errors. Specific aspects of the program are dis-
cussed in Section IV.1.A.

Conclusion

The 1icensee is rated Category 2 in this functional area.
Licensece performance has been the same in this area.

Board Recommendations

None.

J. Licensing Activities

Analysis

During the SALP 4 period, the major emphasis was on Dresden 2
and 3 since Dresden 1 is shutdown for chemical decontamination.
During the review period, seven amendments were issued to the
licensee for Dresden 2 and eight for Dresden 3. There were two
emergency exemptions issued, one for Dresden 2 with regards to
Appendix J and Dresden Unit 3 was ordered to shutdown for
examination of reactor coolant system (RCS) piping for cracks
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in the heat affected zones of welds. A similar, but smaller
scale, examination was done for Dresden 2. Both units had
Cycle 9 Reload amendments approved.

The evaluation of licensing activities was based on a review of
the following areas.

. T.S. - D2 Cycle 9 Reload - Hydrogen Addition
‘ T.S. - D2 Cycle 9 Reload - Pipe Cracks
& T.S. - D2 Cycle 9 Reload - Reload Parameters
T.S. - ECCS Ring Header Snubbers
T.S. - SRV Position Indication
T.S. - D3 Cycle 9 Reload - Revision to MAPLHGR Curves
T.S. - D3 Cycle 9 Reload - Core Parameters
T.S. - D3 Cycle 9 Reload - Thermal Hydraulics
T.5. - D3 Cycle 9 Reload - ASEA-Atom Control Rod Blades

Control Room Habitability

SEP Program

Appendix J Exemptions

D3 Pipe Crack Evaluation

SRV Testing

Detailed Control Room Design Review
RCS Vents

Licensed Operator Topical Report
Purge and Vent Valve Operability
“De Minimis" Radioactive Waste Review
Post Accident Samplin$ System
Safety Parameter Dispiay System

The licensee has procedures in place Tor management involvement
in licensing activities but there does not appear to be evidence
that management oversight is consistently maintained at a high
level. They have demonstrated a clear understanding of the
technical issues, they routinely exhibit conservatism, have sound
and thorough approaches and provide timeiy resolutions in almost
all cases. With respect to NRC initiatives, the SEP program and,
purge and vent valve operability issues, reviewers believe that
resolution has not occurred as auickly as it should have.

Management attention and involvement with matters of nuclear
safety is generally evident and staffing and training are highly
regarded with respect to the implementation and availability of
trained personnel. However, the licensee's responses are
usually, but not always, timely and the resol'ution of licensing
activities is reasonably responsive although occasionally
repeated attempts are necessary to gain resolution to technical
issues.

With respect to safeguards 1icensing, Commonwealth Edison Company

participates in site activities by providing managerial review
at the corporate and site levels. Corporate and site management
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have demonstrated constructive, prior planning, and proper
prioritization of safecuards matters. Minor prcblems seem to
have developed between the corporate and site level in attempting
to standardize all site plans to the same commitments. The
licensee has presented generally well planned approaches to
technical safeguards matters which demonstrate an understanding
of security issues. Throughout the period of evaluation, the
licensee has responded promptly and completely to all safeguards
licensing comments and concerns. In addition, key positions
within Comnonwealth Edison Company are clearly identified and
authorities and responsibilities are well defined.

Conclusion

The licensee is rated Category 2 in this functioral area This
is a reduction from a Category 1 rating in the SALP 3 assessment.

Board Recommendations

The licensee should improve timeliness and the resolution of
licensing activities.
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v.

SUPPORTING DATA AND SUMMARIES

A. Licensee Activities
Unit 1 - was shutdown throughout the entire assessment period for
chemical cleanina, refueling and ECCS modifications.
Unit 2 - was shutdown January 8, 1983 to April 26, 1983, for
refueling, modifications, and assessment of the presence of pipe
crack indications and their interim repair. This unit is also
conducting an experiment of adding gaseous hydrogen to the con-
densate system during operation as a means of arresting inter-
granular stress corrosion cracking (IGSCC).
Unit 3 - was shutdown from September 30, 1983 to the end of the
assessment period for refueling; extensive testing, evaluation and
interim repair of primary pipe crack indications; and extended
outage for major repaiv of the high pressure unit of the main turbine.
A number of Unit 1 spent fuel shipments had been made from West
Valley, New York to Dresden during the assessment period.
B. Inspection Activities
1. Noncompliance Data
Facility Name: Dresden, Units 1, 2, and 3
Inspections No. 50-10/83-01 through 50-10/83-24
50-10/84-01 through 50-10/84-07
50-237/83-01 through 50-237/83-33
50-237/84-01 through 50-237/84-08
50-249/83-01 through 50-249/83-31
50-249/84-01 through 50-249/84-08
Noncompliiances and Deviations
Severity Levels
Functional Area Assessment I 11 111 IV v DEV
K. PTant Operations a(1) 2
B. Radiological Controls 1(1) 5 1
C. Maintenance 4(1) 6
D. Surveillance
E. Fire Protection 2(1)
F. Emergency Preparedness
G. Security and Safeguards 2 1
H. Refueling Activities
I. Quality Programs and
Administrative Controls 1
J. Licensing Activities
Totals [ 17 L)
Note: ( ) Indicates a noncompliance with several findings combined into one

notice of violation resulting in a total that does not match the numbers shown
in the columns.



During the assessment period, a Performance Appraisal Team inspection
was performed. (May 9 through June 3, 1983).

Investigations and Allegation Reviews

One special inspection was performed at Dresden during April 1983,
realted to an allegation received by the resident inspector where a
foreign substance (grease) was applied to the seats of the mein
steam isolation valves and feedwater check valves on Unit 2,

The inspection resulted in a citation for failure to follow a
procedure. However, no willful wrongdoing was identified by the
inspectors.

No investigations were conducted at Dresden during the assessment
period.

Escalated Enforcement Actions

1. Civil Penalties

a. A $50,000 Civil Penalty was issued and paid for failure
to follow proper quality assurance practices on pro-
curement, replacement and use of parts, grease, etc.,
for drywell to torus vacuum breaker shaft seals. The
basic civil penalty of $40,000 was raised by 25% due to
the long duration of the inferior condition (50-237/83-17).

b. A combined $140,000 Civil Penalty was proposed for
violations related to two events with multiple findings.
Portions are described as follows:

(i) A $40,000 Civil Penalty for breakdowns in radiation
protection program related to failure to train
contractor employees, a high radiation area left
unlocked and unmanned, contractor employees being
allowed to enter the high radiation area several
times, and failure to evaluate radiation hazards
prior to entry into the high radiation area
(50-10/83-23; 50-237/83-33; 50-249/83-31).

(ii) A $100,000 Civil Penalty for security matters:

(1) $40,000 Civil Penalty for failure to take
effective rompensatory measures resulting in
an employee gaining unauthorized access to
the protected area.

(2) $60,000 Civil Penalty for a significant delay
in reporting the unauthorized entry. This
Civil Penalty was increased above the base
penalty by 50% due to the disregard by
management employees causing the delay.



2. Orders

No orders were issued to the licensee for enforcement actions
during the assessment period.

E. Management Conferences Held During the Appraisal Period

1. Conferences Related to Regulatory Performance and Enforcement

February 17, 1983 - Management meeting to discuss future
improvement of the regulatory performance of Commonwealth
Edison Company.

April 22 and May 5, 1983 - Related to snubber failures on
Unit 2.

May 23, 1983 - Meeting to discuss indications that licensee
QA audits were not of sufficient depth to verify technical
adequacy of designs.

May 24, June 10, June 20, and July 8, 1983 - Meetings and
enforcement conferences to discuss maintenance problems
and missing snubber on Unit 3 ECCS suction header.

July 26, 1983 - Manacement meeting to discuss improvement
of licensezs regulatory performance and enhancement of
communications between the NRC and Commonwealth Edison
Company.

August 11, 1983 - Enforceiient meeting related to drywell to
torus vacuum breaker shaft seal replacement parts.

September 9, 1983 - Management meeting to continue dis-
cussions on improvement of licensee regulatory performance
and enhancement of communications between Commonwealth
Edison Company and NRC.

October 19, 1983 - Management meeting to continue
discussions on improvement of licensee regulatory
performance and enhancement of communications between
Commonwealth Edison Company and NRC.

December 20, 1983 - Enforcement meeting related to the
unauthorized entry into a high radiation area.

February 15, 1984 - Enforcement meeting related to the
security evenl of inadequate compensatory actions and
unauthorized protected area entry.



2. Confirmatory Action Letters

a. March 17, 1983 - Licensee actions to be taken related to
failed safety related snubbers prior to the restart of
Unit 2.

b. April 13, 1983 - Related to the introduction of foreign
matter (grease) onto the seats and discs of main steam
isolation valves and feedwater check valves.

c. January 12, 1984 - Related to the improper insertion of
control rods on Unit 2.

F. Review of Licensee Event Reports

1. LER Review

On January 1, 1984, the NRC criteria for LER reports was modified
significantly and made a regulation in 10 CFR 50.73. The same
regulation cancelled the previous LER criteria in existing Technical
Specifications and relevant portions of NUREG 1.16. This move

also shifted the majority of event reports to the INPO - NPRDS
reporting system and only those LERs of significance are now
reported to the NRC.

LICENSEE EVENT REPORTS

SALP Period 3 SALP Period 4
(12 Months) (17 Months)

01/01/82 - 12/31/82 01/01/83 - 05/31/84 Proximace Cause*
8(0.67)** 21(1.24)%* Personnel trror
7(0.58) 7(0.42) Design, Manufacturing

and Construction/
Installation
1(0.08) 0 External Cause
6(0.5) 5(0.29) Defective Procedure
74(6.17) 87(5.11) Component Failure
2(0.16) 1(0.06) Other
98(8.17) 121(7.12)

*Proximate cause is the cause assigned by the licensee according to
NUREG-0161, "Instructions for Preparation of Data Entry Sheets for
Licensee Event Report (LER) File,” or NUREG-1022, "Licensee Event
Report System."

**Number in parentheses are the average number of events per month.
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NOTE: Unit 1, which remained shutdown for an extended outage
for modifications had no reportable events during the SALP 4
period.

With the change of reporting requirements beginning January 1,
1984, trending of LERs has become more difficult. However,
the increase in LERs which were caused by personnel errors

is highly visible. Specifically, the number of LERs per
month due to personnel errors nearly doubled from the last
assessment period.

However, LERs due to defective procedures decreased this
period to less than half the number found in SALP 3. The
number of LERs attributed to component failures remains
relatively the same from the last assessment period to this
one.

LERs are reviewed extensively by resident inspectors, regional
as well as headquarters personnel. In summary, based on the
reporting criteria, the licensee normally submitted clear,
concise and fully adequate event reports during the assessment
period. No significant report deficiencies were found.

The most significant LERs submitted during the SALP 4 period
were: the crack indications identified on the Units 2 and 3
primary piping, the control rod insertion error on Unit 2,
pinhole leaks detected in torus to drywell vacuum breaker
bellows on Unit 2, the failure of local leak rate tests on

the drywell to torus shaft seals on Unit 3, the failure to
follow radiation protection standards resulting in contractors
being escorted into high radiation areas, and, a failure to
adequately control access to a security area and take adequate
compensatory measures. Each of these items are addressed
under their respective functional areas.

2. 10 CFR 21 Reports

No Part 21 reports were submitted by the licensee during the
evaluation period.




UNITED STATES ' <j/
NUCLEAR REGULATORY COMMISSION .
REGION 11!

799 ROOSEVELT ROAD
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Docket No. 50-373
Docket No. 50-374

Commonwealth Edison Company

ATTN: Mr. Cordell Reed
Vice President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

Enclosed for your review, prior to our scheduled meeting of September 17, 1984,

is the SALP Board Report for the LaSalle County Nuclear Power Station, covering

the period January 1, 1983 through April 30, 1984.

Although the number of inspection findings is not unexpected for two units in
these phases of their operation, we believe there is a continuing weakness in
the area of equipment control and operational awareness. This weakness has
resulted in a Category 3 rating in the area of plant operations.

Overall, during this period, your performance was found to be acceptable and
showed improvement in three functional areas. Performance in the area of
maintenance declined as indicated by the lack of supervisory involvement and
the increase in noncompliance and reportable events.

We recognize and endorse your Regulatory Performance Improvement Program and
have noted its positive effect on cverall performance. To date, however, we
do not find that this program has had a significant impact in improving equip-
ment control and operational awareness.

While you will have sufficient opportunity to present your comments at the
meeting on September 17, 1984, we also solicit written comments within 30 days
after the meeting to enable us to thoroughly evaluate your comments and
provide you with our conclusion relative to them.

In accordance with Section 2.790 of the NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and the SALP
Report will be placed in the NRC's Public Document Room.
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No reply to this letter is required at this time; however, should you have
any questions concerning the SALP report, we would be pleased to discuss them
with you.

Sincerely,

A e S

James G. Keppler
Regional Administrator

Enclosure: SALP Report No.
50-373/84-08; 50-374/84-09

cc w/encl:

D. L. Farrar, Director
of Nuclear Licensing

G. J. Diederich, Station
Superintendent

R. H. Holyoak, Project Manager

DMB/Document Control Desk (RIDS)

Resident Inspector, RIII

Phy11is Dunton, Attorney
General's Office, Environmental
Control Division

R. C. DeYoung, IE

H. R. Denton, NRFE

INPO

Regional Administrators
RI, RII, RIV, RV

NRR Project Manager
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U.S. NUCLEAR REGULATORY COMMISSION
REGION III

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE

COMMONWEALTH EDISON COMPANY

LASALLE COUNTY NUCLEAR POWER STATION
Docket No(s). 50-373; 50-374
Report(s) No. 50-373/84-08; 50-374/84-09

Assessment Period

January 1, 1983 through April 230, 1984



INTRODUCTION

The Systematic Assessment of Licensee Performance program is an
integrated NRC staff effort to collect available observations and data

on a periodic basis and to evaluate licensee performance based upon this
information. SALP is supplemental to normal regulatory processes used to
ensure compliance to NRC rules and regulations. SALP is intended to be
sufficiently diagnostic to provide a rational basis for allocating NRC
resources and to provide meaninaful guidance to the licensee's management
to promote quality and safety of plant construction and operations.

During the SALP 4 assessment period LaSalle Unit 1 completed its initial
startup test program and was declared in commercial service on January 1,
1984, LaSalle Unit 2 completed the final phases of construction and
preoperational testing. A low power operating license was issued on
December 16, 1983. Low power startup testing began with low power
license issuance and continued until full power license issuance on
March 23, 1984, From March 23, 1984 until the close of the assessment
period Unit 2 underwent power ascension startup testing.

In general, the SALP 4 assessment period was characterized by a high
level of activity and changing plant status. This high level of
activity placed a strain on the licensee's resources in all areas and
at all levels from general employee through upper management. This
was particularly true in the areas of testing (preoperational and
startup), plant operations, maintenance, and radiological controls.
While the licensee's performance in these areas was judged to be
acceptable overall, weaknesses were noted and culminated in a request
by the NRC that the licensee implement a management overview program
during the final phases of Unit 2 preoperational testing and final
loading to ensure that the number of concurrent activities remained
controllable.

A NRC SALP Board, composed of the staff members listed below, met on
July 11, 1984, to review the collection of performance observations

and data to assess the licensee performance in accordance with the
guidance in NRC Manual Chapter 0516, "Systematic Assessment of Licensee
Performance.” A summary of the guidance and evaluation criteria is
provided in Section II of this report.

This report is the SALP Board's assessment of the licensee's safety
performance at LaSalle County Station for the period January 1, 1983
through April 30, 1984,
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I1. CRITERIA

The licensee performance is assessed in selected functional areas, depending on
whether the facility is in a construction, preoperational, or operating

phase. Each functional area normally represents areas significant to

nuclear safety and the environment, and are normal programmatic areas.

Some functional areas may not be assessed because of l1ittle or no licensee
activities or lack of meaningful observations. Special areas may be added

to highlight significant observations.

Section 117 of this report, "Summary of Results" presents those functional
areas assessed during SALP 4. Because of the wide range of activities
occurring during the assessment period, most of the performance category
assignments were based on observations from both units; however, some
functional areas encompassed a limited range of activities or were one

time only activities and, as such, the assessment in those areas was

based on observations from only one unit. This is reflected in Section III.

One or more of the following evaluation criteria were used to assess each
functional area.

1. Management involvement and control in assuring quality
Approach to resolution of technical issues from a safety standpoint

Responsiveness to NRC initiatives

Reporting and analy:is of reportable events

3,
4, Enforcement history
8.
6. Staffing (including management)
7

. Training effectiveness and qualification

However, the SALP Board is not 1imited to these criteria :nd others may
have been used where appropriate.

Based upon the SALP Board assessment each functional area evaluated is
classified inte one of three performance categories. The definition of
these performance categories is:

Category 1. Reduced NRC attention ma_ be appropriate. Licensee manage
ment attention and involvement are agress.ve and oriented toward nuclear
safety; licensee resources are ample and efi-~tively used so that a high
level of performance with respect to .perationc' safety or construction is
being achieved.

Category 2. NRC attention should be maintained at ncrmal levels.
[icensee management attention and involvement are evident and are con-
cerned with nuclear safety; licensee resources are adequate and are
reasonably effective so that satisfactory performance with respect to
operational safety or construction is being achieved.




Category 3. Both NRC and licersee attention should be increased.
[icensee management attention or involvement is acceptable and considers
nuclear safety, but weaknesses are evident; licensee resources appear
to be strained or not effectively used so that minimally satisfactory
performance with respect to operational safety or construction is being
achieved.

Trend. The performance gradient over the course of the SALP assessment
period.



111. SUMMARY OF RESULTS

Overall, the licensee's performance was found acceptable. The overall
performance trend towards the end of the assessment period was improving
although performance during the assessment period had declined in two
functional areas. This positive note toward the end of the assessment
appears to be indicative of renewed management attention to operating
problems subsequent to the major efforts involved in the transition from
preoperational and startup testing. However, equipment control and
operator awareness remained as NRC concerns requiring continued manage-
ment attention,

January 1, Trend
January 1 - 1983 - Within
Applica- December 31 April 30, The
Functional Areas bility 1982 1984 Period
A. Plant Operations Common 2 3 Declined
B. Radiological Common 2 2 Same
Controls
C. Maintenance Common 1 2 Declined
D. Surveillance Unit 1* 3 2 Improved
E. Fire Protection Common 2 2 Same
F. Emergency Common 2 2 Same
Preparedness
G. Security and Common 3 2 Improved
Safeguards
H. Initial Fuel Unit 2 1 1 Same
Loading
I. Licensing Unit 2* 2 2 Same
Activities
J. Preoperational Common** 2 2 Same
and Startup
Tesiing
K. Piping Systems Unit 2 2 2 Same
and Supports
L. Contractor Quality Common 3 2 Improved
Assurance
M. Quality Programs Common Not Rated 2 ID
and Administrative
Controls Affecting
~ Quality
N. Electrical Equip- Common Not Rated 2 ID
ment and Cables
0. Containment and Common Not Rated 2 1D
Other Safety-
Related
Structures
NR = not rated
ID = indeterminate
* = Observations were made predominantly on the unit referenced
** = Preoperational testing observations were predominantly from Unit 2.

Startup testing observations were predominantly from Unit 1.



1V. PERFORMANCE ANALYSES

A. Plant Operation

1.

Analysis

Inspection activities in this functional area consisted of
portions of 15 inspections performed by two resident inspectors
and two special inspections conducted by a combination of
resident, Region 111, and Office of Nuclear Reactor Regulation
(NRR) personnel. Resident inspector activity focused on Techni-
cal Specification, license, and procedural compliance, emergency
systems operability, operator performance, and operational
problems including an assessment of technical and managerial
support of these areas for Unit 1 and 2 operations during
startup testing and Unit 1 operi :ions following completion of
the startup testing program. The two special inspections were
performed at the initiative of the NRC to assess specialized
areas germane to Unit 2 license issuance. The first special
inspection focused on the ability of the operating staff to
respond to off-normal conditions as a cohesive unit. The

second special inspection focused on the degree to which
as-built conditions conformed to FSAR descriptions and

Technical Specification requirements. Neither special inspec-
tion identified any items of noncompliance, deviation, or
concern.

As a result of resident inspections, 15 items of noncompliance
were identified as follows:

a. Severity Level V - Failure to lock a valve as required by
procedure following an operational evolution (50-373/83-01).

b. Severity Level V - Failure to identify and perform required
operational testing with one offsite power supply out of
service (50-373/83-42).

c. Severity Level V - Failure to reposition and lock a valve
after manipulation as required by procedure (50-374/84-13).

d. Severity Level IV - Failure to lock a valve as required by
procedure following a testing evolution (50-373/83-05).

e. Severity Level IV - Failure to report an inoperable con-
tainment vacuum breaker in a timely fashion (50-373/83-26).

f. Severity Level IV - Failure to follow a procedure for
paralleling a diesel generator resulting in damage to the
diesel generator (50-373/83-34).

g. Severity Level IV - Failure to monitor plant temperature
with a resulting inadvertent mode change with required
systems inoperable (50-373/83-34).




h. Severity Level IV - Failure to follow Residual Heat Removal
startup procedures with a resultant reactor vessel overfill
and pressurization (50-373/83-34).

i. Severity Level IV - Failure to identify the need to test
cae diesel generator after another was taken out of
service inoperable (50-373/83-42).

j. Severity Level IV - Failure to identify that a valve
access plate constituted part of secondary containment with
the result that secondary containment was inadvertently
violated (50-373/83-42).

k. Severity Level IV - Maloperation of a containment isolation
valve rendering the valve inoperable in the open position
(50-373/83-48).

1. Severity Level IV - Failure to include certain containment
isolation valves on a iocked valve checklist as required
by procedure (50-373/83-48).

m. Severity Level IV - Failure to identify and terminate an
unmonitored 1iquid radwaste discharge (50-373/84-02).

n. Severity Level IV - Failure to lock valves as required by
procedure (50-374/84-01).

0. Severity Level III - Failure to coordinate activities and
follow procedures resulting in an isolated containment
vacuum breaker (50-373/83-26).

Six of the 15 items of noncompliance identified in the

operations area were the result of a failure to adequately
control the status of sensitive equipment (items a., c.,

d., 1., n., and 0.). A1l of these, in whole or in

part, involved a failure to comply with existing controls

£or locked valves. Four of the items of noncompliance were

the direct result of a failure to identify and take required
compensatory actions for off-normal conditions (items b., 9.,

i., and m.). Two items resulted from a lack of understanding

by personnel of the impact of actions taken (items j. and k.).
Two items resulted from a failure to follow procedures (items f.
and h.). One of these items resulted in damage to safety-related
equipment. The other created the potential for damage to safety-
related equipment. One item (item e.) was an isolated case of
failure to report a significant event.

Of particular concern to the NRC during the assessment period
were those items of noncompliance relating to equipment control
and identification of off-normal conditions. Equipment control
was the focus of an enforcement conference held on June 30, 1983
following identification of the Severity Level III item of
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noncompliance relating to an inoperabie containment vacuum
breaker wihich resulted in a civil penalty. Identification of
off-normal conditions was the subject of an enforcement con-
ference held on September 30, 1983, following identitication of
the item of noncompliance relating to inadvertent heatup and

mode change. Despite these NRC initiatives and licensee-initiated
corrective actions, problems in these areas continued throughout
the assessment period.

The inoperable vacuum breaker was a significant violation. The
causal factors of this incident were: ?1) Failure to control the
status of equipment which was one of two areas of significant weak-
ness identified during the SALP 3 assessm..t period; (2) Eouipment
control problems which continued throughout the assessment period
despite licensee corrective actions and an enforcement conference
and; (3) Equipment control problems which occurred not only in

the operations area, but in other areas, particularly maintenance,
as discussed in other sections of this report. Based on these
factors and despite the commitment of significant resources to

this area, licensee management initiatives failed to solve

existing problems early in the rating period.

Two items of noncompliance noted above in the area of operator
identification of off-normal conditions are viewed as being of
some significance. The inadvertent heatup and mode change is
viewed as significant because of the number of indicators

which should have alerted the operating staff tc the potential
problem and the fact that the operators : .re aware that they
were relying on equipment for cooling which had previously been
identified as deficient. The unmonitored discharge is sionifi-
cant for the same reasons and compounded by the potential impact
of a release in excess of regulatory limits.

Concerns in the area of operations identification of off-normal
conditions are highiighted by: (1) This area was the second of
two areas of significant weakness identified in the plant opera-
tions functional area of SALP 3 and; (2) Problems in this area
continued throughout the assessment period despite an enforcement
conference following the inadvertent heatup, and licensee initia-
tives in this area.

In addition, 17 reportable events occurred during the assessment
period. Fourteen of the events were the result of personrel
error, one event was the result of equipment failure, one

event was the result of a communications breakdown, and one
event was the result of inadequate procedures.

Twenty-eight reactor trips occurred, twenty-two on Unit 1 and

six on Unit 2. Fifteen trips were due to material problems, four
were planned, six were due to personnel errors, the remaining

are classified as other. A detailed breakdown of these reactor
trips is given in Figure 1, Section V.



The Board recognized the difficulty of initial operation and
startup testing of the plants which are more complex than most
older plants and have the more extensive technical specifica-
tions.

During the assessment period four sets of replacement examina-
tions were administered to LaSalle County Station personnel. In
addition, requalification oral examinations were administered

to 15 licensed persons in July of 1983. The evaluation of the
requalification examinations indicated that the program appeared
to be adequate and personnel were being trained on the differences
between Unit 1 and 2. Of 32 examinations administered, 22 were
passed for an overall pass rate of 68%, which is below the
national average of approximately 80%.

In response to NRC concerns in November 1983, the licensee assigned
a supervisory individual to mraitor control room activities. The
primary purpose of this assignnent was to ensure that the number

of activities was held to a controllable level. This action
produced positive results.

In response to NRC concerns in the plant operations area, the
licensee implemented a Regulatory Improvement Program during
the first quarter of 1984, This program included a General
Office reorganization to better focus management attention on
operations, periodic Corporate management visits to the
operating sites, around-the-clock management presence at the
sites, and implementation of more extensive sanctions for
personnel-related regulatory compliance violations. The
initial assessment of this program at the LaSalle facility was
that t succeeded in focusing management and supervisory
attention on operating activities with a resultant decrease
in the number of operating personnel errors.

Several strengths were noted in the area of plant operations
during the SALP 4 assessment period. These included:

(1) In all cases, licensee management exhibited a strong
desire to devote those resources necessary to resolve
jdentified problems. Failure to resolve problems noted
above is not viewed as hesitance on the part of management
to become involved or devote resources, but rather a failure
to clearly define the problems.

(2) Operator reaction to off-normal conditions, when
jdentified, was aggressive, thorough, and correct.



(3) Communications within the plant organization and with the
NRC were effective and showed continuing improvement.

(4) Conservative approaches were uniformly taken during
problem resolution.

(5) Plant housekeeping and cleanliness showed continual
improvement throughout the assessment period.

Although these strengths are recognized, overall performance in
the area of plant operations showed 1ittle improvement. Weak-

nesses in the areas of equipment control and operator awareness
of off-normal conditions continued.

Conclusion

The licensee is rated Category 3 in this functional area based
on the number of noncompliances in the areas previously
addressed as weaknesses in SALP 3.

Board Recommendations

None, recognizing that a Regulatory Performance Improvement
Program has been implemented.

B. Radiological Controls

1.

Analysis

Five inspections, one preoperational radiation protection,

two operational radiation protection, one operational radwaste
and Unit 1 startup, and one confirmatory measurements and
environmental monitoring were performed during the assessment
period by region based inspectors. The resident inspectors
also inspected in this area for programmatic implementation
and procedural compliances. Five violations were identified
as follows:

a. Severity Level V - Failure to follow procedure for
completion of radiation work permits (373/83-18).

b. Severity Level V - Failure to perform hioassays at the
frequencies specified in station procedures (373/84-34;
374/83-33).

c. Severity Level V - Failure to follow procedure for personal
frisking and release of material from controlled areas
(373/83-53; 374/83-56).

d. Severity Level IV - Failure to follow procedure for posting
of a contaminated area (373/84-02; 374/84-01).

e. Severity Level V - Failure to perform environmenta)l
monitoring in accordance with Technical Specification 4,12.1
(373/83-40).

10



These violations are indicative of licensee inattention to
procedural details and may reflect adjustment difficulties in
converting from a preoperational to an operational radiation
protection program. No overexposures or other violations of
10 CFR 20 resulted. The licensee has generally been responsive
to requlatory and internal audit concerns; corrective actions
have been timely and adequate. Training and qualifications of
radiation protection personnel were adequate. The licensee is
seeking acceptable candidates to increase the staff of Health
Physicists and Rad/Chem Technicians to correct a recognized
shortage now existing. Management support of, and irvolvement
in, station radiological matters appear adequate.

There is insufficient operational history to permit meaningful
comparative evaluation of personal radiation exposure control,
radioactive effluents, and solid radwaste program effectiveness;
however, no significant problems were identified in these areas.
ALARA program improvements continued during this assessment
period.

Problems concerning the frequent failure rate of process and

effluent monitors, and eating, drinking, smoking, and chewing
in radiologically controlled areas, described in the previous
SALP report, have been adequately corrected based on observa-
tions during this assessment period.

In the area of Confirmatory Measurements the licensee had

26 agreements or possible agreements out of 26 comparisons.

The licensee does a good job of reviewing gamma analysis
results. Quality control and quality assurance in the chemistry
labs and counting room appear adequate. Procedures appear
adequate and, with a few exceptions, are current.

Minor changes were made in the licensee's Radiological
Environmental Monitoring Program (REMP), which is basically
sound, to bring it into full agreement with the Technical
Specifications requirements. Air sampl.ng stations and equip-
ment examined were operating properly. No management problems
were identified.

Conclusion

The licensee is rated Category 2 in this area.

Board Recommendations

None.

11
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C. Maintenance

1. Analysis

One special inspection was conducted by region based inspectors
to review activities surrounding Licensee Event Report (LER)
83-107/03L-0. The LER specifically dealt with the excessive
leakage rate of the inboard feedwater check valves experienced
during local leak rate testing.

The inspection identified one item of noncompliance (Inspection
Reports 50-373/83-41 and 50-374/83-42) relating to inadequate
design control measures relative to the modifications from hard
seat seals to soft seat seals on the feedwater check valves

and to the procurement of the soft seat seals. The deficiencies
specifically dealt with structural adequacy and environmental
qualification of the soft seat seal material. This issue is
being treated generically by the NRC.

As a result of this inspection, the licensee has embarked on an
accelerated valve testing program and a program to environmentally
qualify a seal material for use in the feedwater check valves.

A confirmatory action letter was issued for licensee commitments
made in this area.

Portions of eight resident inspector inspections were devoted
to maintenance activities. These inspections involved
monitoring work activities, review of maintenance procedures,
interface with operations, and system restoration following
maintenance. As a result of these inspections, eight items
of noncompliance were identified as follows:

a. Severity Level V - Failure to reconnect nuclear instrument
cables following maintenance (50-373/84-05).

Severity Level V - Failure to revise procedures following a
plant modification (50-373/83-15).

Severity Level IV - Inadequate maintenance procedure for
the Traversing Incore Probe System (50-373/83-17).

Severity Level V - Failure to control maintenance on the
Standby Gas Treatment System (SBGT) rendering the system
inoperable (50-373/83-29).

Severity Level IV - Failure to control a jumper installa-
tion in the SBGT initiation circuitry (50-373/83-49).

Severity Level IV - Failure to incorporate post maintenance
testing requirements into a diesel generator modification
procedure (50-373/83-49).




g. Severity Level V - Failure to review and update drawings
(50-374/84-04).

h. Severity Level V - Failure to control installation of a
jumper (50-374/84-04).

In addition to the above noted items of noncompliance, 27
reportable events occurred in the maintenance area. Thirteen

of these events involved personnel error, six of which were
inadvertent jostling of sensitive equipment. The remaining
seven events involved improper maintenance practices. Eight
events involved discovery of leaking welds. One event involved
material failure. Five events involved improper quality
classification of maintenance work, four of which related to the
feedwater check valve issue discussed above.

0f the nine items of noncompliance, four items involved failure
to control  sipment during maintenance activities (items a.,

d., e., and h.), two items involved failure to update related
documents following maintenance/modification activities (items b.
and g.) and are viewed as isolated events, two items involved
failure to incorporate applicable requirements into maintenance
procedures (items c. and f.) and are likewise viewed as isolated
events. One item involved improper classification of modifica-
tion activities.

As noted in the Plant Operations section of this report, the
failure to control the status of equipment is of concern to the
NRC. It is noteworthy that noncompliance items a., e., and

h. in this area exhibited two common attributes - lack of
supervisory involvement and lack of independent verification of
activities. These factors were key contributors to a subsequent
event during which a control room atmosphere monitor was miswired.

The licensee was rated Category 1 in the meintenance area during
SALP 3 based on the technical ability of the maintenance staff
and the few number of events attributable to maintenance
activities. During the SALP 4 assessment period, a deterioration
in performance was observed as indicated by the number of items
of noncompliance, reportable events, and lack of supervisory
involvement,

The licensee has been aggressive in pursuing the root causes of
maintenance errors and has been responsive to NRC concerns and
extensive training on independent verification requirements has
been conducted.




Conclusion

The licensee is rated Category 2 in this functional area. This
represents a decline in performance from the previous SALP
assessment. The overall trend in performance during the assess-
ment period was downward.

Board Recommendat®ons

None.

D. Surveillance

1.

Analysis

Portions of eight resicent staff inspections were devoted to this
functional area during the assessment period. These inspections
focused on procedural compliance and adequacy, results review,
and scheduling of tests. One special inspection was conducted

to observe the Unit 2 containment integrated leak rate test.
Portions of a routine fire protection inspection were devoted

to surveillance testing of fire protection equipment. As a
result of these inspections, 11 items of noncompliance were
identified as indicated below:

a. Severity Level V - Failure to document test performance
(50-373/83-02).

b. Severity Level V - Failure to perform a control rod position
indication test (50-373/83-53).

c. Severity Level V - Failure to follow the containment inte-
grated leak rate test (CILRT) procedure (50-374/83-23).

d. Severity Level V - Failure to establish valve controls as
required by the CILRT procedures (50-374/83-23).

e. Severity Level V - Failure to follow a test procedure
(50-374/83-29).

f. Severity Level IV - Inadequate surveillance procedure
(50-373/83-14).

g. Severity Level IV - Failure to perform a time response
test (50-373/83-14),

h. Severity Level IV - Inadequate fire protection surveillance
procedures (50-373/83-44; 50-374/83-48),

i. Severity Level IV - Failure to perform a breathing air
cylinder hydrotest (50-373/83-44; 50-374/83-48) .,

14



j. Severity Level IV - Failure to perform surveillance on
nuclear instrumentation (50-373/83-43),

k. Severity Level IV - Failure to restore instruments to
service following a surveillance (50-373/84-05).

Four of these items of noncompliance (items b., a., i. and
j.) involved a failure to perform required surveillance
testing and were indicative of program weaknesses. Two items
(d. and k.) involved failure to control the status of
equipment during surveillance testing, a problem addressed

in Section IV.1 of this report. Two items (f. and h.)
occurred as the result of inadequate procedures. Two items
(c. and e.) involved failure to follow procedures. One

item a. involved a failure to document test results.

Twenty-six reportable events (1.5 events per month) occurred as
a result of surveillance activities. Fourteen of these events
were attributable to personnel errors, five were attributable
to inadequate procedures, two were attributable to faulty
equipment, and five were attributable to program weaknesses
including failure to incorporate testing requirements into

the surveillance tracking program.

Evaluation of the noncompliance and reportable event data
for this functional area supported three concerns:

(1) The personnel error rate was undesirably high. This
was due, in part, to the manpower resources available to
support Unit 1 operational surveillances, and Unit 2
preoperational test and surveillances. This problem
was identified to the licensee prior to Unit 2 Tow power
license issuance. In response to this concern the licensee
committed to retain the services of a contractor until
such time as the workload and staffing levels are more
consistent,

The problems of equipment control identified in

Section IV.1 of this report also surfaced in the area of
surveillance testing, indicative of a facility-wide
problem. Lack of independent verification was again a
contributory factor. The licensee conducted additional
training on this subject and revised procedures to more
clearly reflect independent verification requirements.

Weakness existed in the surveillance program in the
areas of entering required tests into the program and
tracking their status. This concern was originally
identified at the close of the SALP 3 period and
carried over to SALP 4,




E.

Fire

During the SALP 4 assessment period, the licensee devoted
significant management resources to ensure that a comprehensive
surveillance program was in place. These actions included;
reviews by all departments of assigned surveillance responsi-
bilities and comparison to existing surveiilance requirements;
creation of a surveillance task force; preparation of a

detailed surveillance matrix; plant-requested corporate audits
of the surveillance program; computerization of the surveillance
programs for tracking; and a utility-requested INPO inspection
of the surveillance program and activities.

These actions resulted in a significant upgrading of the
surveillance program at LaSalle and prevented a recurrence of
similar problems on Unit 2.

Four of five reportable events attributable to program weaknesses
were licensee identified as a result of the aforementioned
activities.

Throughout the SALP 4 assessment period extensive management
involvement in the surveillance area produced significant
programmatic improvements. Where other weaknesses were
identified, prompt corrective action was initiated including
training and procedure changes; however, the staffing problems
identified above were reflective of a weakness in planning.

Conclusion

The licensee is rated Category 2 in the surveillance area. This
rating represents an improvement over the SALP 3 rating and is
based primarily on licensee reaction to identified programmatic
weaknesses.

Board Recommendations

None.

Protection

Analysis

One inspection to assess the implementation of fire protection
FSAR commitments and license conditions was performed by the
regional inspection staff during this evaluation period. Meetings
were held on November 14 and 22, 1983 in Bethesda, Maryland,

and November 18, 1983, in the Region I1I office to discuss

those findings which were of concern to a scheduled Unit 1

restart following extensive maintenance activities. In addition,
portions of fifteen resident staff inspections were devoted to
fire protection. Resident inspection activities focused on
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fire hazards control and equipment operability. Six items of
noncompliance, one with eight examples, were identified as
follows:

a. Severity Level IV - Failure to comply with 10 CFR 50,
Appendix R, Section III.J. regarding four of five
emergency 1ighting units tested that failed the 8-hour
discharge test. In addition, a sufficient number of
emergency 1ighting units were not provided for access
and egress routes to areas and equipment needed to accomplish
safe shutdown (50-373/83-44),

b. Severity Level V - Failure to comply with 10 CFR 50,
Appendix R, Section III.H. in that an onsite 6-hour supply
of reserve air was not provided with neither the air com-
pressor being operable to provide adequate breathing
quality air, nor were there sufficient numbers of NIOSH
approved hydrostatically tested breathing apparatus
cylinders available (50-373/83-44).

c. Severity Level IV - Seven examples of inadequate fire
protection program implementing procedures rejarding
10 CFR 50, Appendix R and National Fire Protection
Association Standards (NFPA) (50-373/83-44),

d. Severity Level V - Failure to take prompt corrective
action after an air flow problem with the carbon monoxide
monitor was identified. The monitor is required to assure
air quality when refilling the self-contained breathing
apparatus used by the fire brigade (50-373/83-44).

e. Severity Level IV - Failure to adequately desiagn and
install the fire detection system throughout all areas of
the plant to meet the provisions of NFPA Standard 72E
in that the numter of detectors installed were inadequate
and those detectors installed are improperly positioned
(50-373/83-44; 50-374/83-48).

f. Severity Level V - There was no documented evidence that
offsite contractor personnel performing fire watch duty
were required to be trained in the use of portable fire
extinguishers including adequate classroom and hands-on
training on test fires (50-374/83-48).

The inspections also identified 20 unresolved items for both
units and 13 open items for Unit 2, concerning safe shutdown,
instrumentation for safe shutdown, 10 CFR 50 Appendix R,

Section 111.H. and J., fire hoses, HVAC effect on the fire
detection system, hydrogen buildup in battery rooms, surveillance
testing of fire protection equipment, and fire pumps. These
issues were resolved by incorporation as Unit 2 license condi-
tions. No items of noncompliance were identified during those
inspections conducted by the resident staff.
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It is the view of Region 11l that the above noted inspection
findings were the result of a lack of clear understanding on
the part of the licensee of certain technical issues related

to fire protection requirements compounded by a failure on the
part of the licensee to clearly communicate to the NRC the
intent of commitments made to industry codes and standards.

In general, the station fire organization did adequately
implement those requirements imposed by the corporate organiza-
tion.

Following issuance of the inspection report documenting the
regional staff inspection, the licensee indicated they would
appeal violations c., d., e., and f. The basis for this

appeal was not the technical merits of the issues represented

by the items of noncompliance but the manner in which the
requirements referenced in the items of noncompliance were being
imposed. On March 28, 1984 a meeting was convened with the
licensee and representatives of the NRR staff to discuss the
concerns related tc the appeal. During the meeting the licensee
proposed certain actions to resolve these concerns outside the
appeal process. This proposal is being reviewed by NRR.

The following attributes of the onsite fire protection program
were observed during routine resident inspections:

(1) Fire brigade response was very good to both actual and
simulated fire conditions. Staffing levels were adeguate
and quality training of fire brigade members was witnessed.

(2) The licensece has established a good working relationship
with the offsite fire department and has demonstrated the
ability to expeditiously process that department onsite
during simulated fire conditions. This is indicative of
comprehensive pre-planning for fire emeraencies.

(3) The Fire Marshal and his assistant are extremely capable
and knowledgeable in fire protection matters. They
aggressively pursue resolution of issues identified
internally or by the NRC.

(4) Effective onsite communication was maintained with the
NRC. A}l events were promptly reported.

(5) Corrective action for identified deficiencies was
prompt and effective.

During the SALP 4 period the licensee's onsite fire protection
organization maintained the same level of performance identified
in SALP 3. Improvements were made in the overali level of

fire protection as a result of resolution to issues identified
by the regional staff inspection.



Conclusion

The licensee is rated Category 2 in this area.

Board Recommendations

None.

F. Emergency Preparedness

1.

Analysis

Four inspections or portions of inspections were conducted
between January 1983 and early May 1984, to evaluate
compliance with 10 CFR Part 50, Technical Specifications,
and procedures. Two items of noncompliance were identified
as follows:

a. Severity Level V - Failure to declare an Unusual Event
on HPCS initiation (373/83-12).

b. Severity Level IV - Failure to demonstrate the capability
of initially notifying State governmental agencies within
15 minutes after emergency plan activation ?373/84-12).

The second item was first identified in a deficiency issued to
the licensee at the beginning of the rating period. During the
rating period, the licensee's capability to promptly notify
State agencies of an emergency declaration had improved

due to increased emphasis or training and ceveral refinements
to the notification process. However, the licensee continued
the policy of notifying the load dispatcher and corporate duty
officer prior to notifying the State. As a result, for the
two emergency declarations that occurred after implementation
of the afnrementioned corrective actions, the State was not
notified in a timely manner.

Between routine inspections the licensee made effective use of
the station's action item tracking system for addressing
emergency preparedness items. A11 NRC concerns except those
involving issuance of the next emergency plan revision, which
is handled at the corporate level, have been satisfactorily
corrected. Since the beginning of the rating period, the
licensee has demonstrated improvements in the following areas
of emergency preparedness: reviewing Emergency Action Levels
with offsite support groups; expanding the scope of internal
audits; record-keeping related to drills, exercises, communi-
cations tests and actual plan activations; and documenting

training requirements for specific onsite emergency organization

positions. The training program was still in the process of
being upgraded to include a required reading file for procedure




revisions between annual training sessions. In addition, a
checklist was being developed to evaluate plan activation
records to ensure that they were complete. These actions
indicate that station personnel have been and are continuing to
strive to improve the emergency planning program. The licensee
maintained a staff, adequate in numbers and in training, to
fulfill all onsite emergency response duties, and was in the
process of filling a permanent emergency planning coordinator
position. Currently, two Rad/Chem staff personnel share this
responsibility.

The licensee's overall performance during the 1983 exercise was
generally acceptable; however, weaknesses were identified in
the following areas: completing onsite assembly/accountability
in a timely manner; providing inplant teams with adequate
respiratory protection guidance and survey report forms; and
several items related to the performance of persornel at the
Emergency Operations Facility. Most of these items were
acceptably addressed in procedures; however, the performance of
the participants indicated that the training program could be
improved. The licensee had undertaken corrective actions on
all of these items. Most actions have been completed, but will
not be observed until the next exercise.

In summary, the licensee's overall performance has improved
during this rating period, as evidenced by the number of
corrective actions completed and by the iplementation of
several other program imprcvements. However, the licensee
needs to implement additional measures to ensure that State
agencies are consistently notified of emergency declarations in
accordance with the current regulatory time requirement.

Conclusion

The licensee is rated Category 2 in this area. The licensee's
performance has generally improved over the course of the
assessment period.

Board Recommendations

None.

G. Security and Safeguards

1.

Analysis

Seven inspections (four routine and three reactive inspections)
were conducted by region based physical security inspectors
during this assessment period. The ~esident inspectors also
made periodic inspections of security activities assessing
routine program implementation and providing initial response
to security events,
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Twelve violations, including a civil penalty violation, were
jdentified during the inspection effort.

].

Severity Level IV - The licensee failed to conduct testing
of some search equipment (373/83-03).

Severity Level IV - One type of search equipment did not
perform its function with a high probability of detection
(373/83-03).

Severity Level IV - A protected area barrier was not
adequately controlled (373/83-03).

Severity Level V - An item of security equipment was not
alarm equipped (373/83-03).

Severity Level IV - A piece of security equipment lacked a
required safeguard capability (373/83-03).

Severity Level IV - The licensee failed to adequately
control obstructions within the isolation zone (373/83-22).

Severity Level IV - Personnel screening deficiencies were
noted in some records (373/83-22).

Severity Level V - A designated vehicle was not adequately
controlled within the protected area (373/83-22).

Severity Level IV - The licensee failed to adequately
compensate for a short-term defective feature of alarm
station equipment (373/83-22).

Severity Level IV - The licensee failed to adeqguately
protect some Safeguards Information (373/83-22).

Severity Level III - A vital area access point was not
controlled as required by the security plan (373/83-45).

Severity Level IV - An alarm monitor station did not have
a capability required by the security plan (373/83-45).

Ten of the 12 violations occurred within the first six months
of the 16-month assessment period.

During tne initial portion of the assessment period, the
licensee failed to adequately correct programmatic weaknesses
identified in the previous SALP report. Evidence of inadequate
supervision and a breakdown in management controls continued
during the early months. For example, the inspection conducted
in January 1983 noted continued inadequate management controls
and ineffective guidance in the documentation, follow-up, and
correction of identified problems on a generic basis.
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The licensee's performance and progress in gradually correcting
the programmatic weaknesses addressed in the previous SALP
became evident in subsequent inspections. The inspection con-
ducted in May and June 1983 noted that, although the number of
violations (5) were the same as the January 1983 inspection,
the nature of the violations had changed in that the violations
generally pertained to noncompliance with procedures rather
than lack of programmatic effectiveness and guidance.

Two violations, including a civil penalty violation, were
identified in October 1983. The civil penalty violation was
identified by the licensee as a result of an employee's analysis
of possible vulnerabilities in vital area barriers, and manage-
ment initiated immediate action when advised of the violation.
An enforcement conference was held on November 10, 1983. The
civil penalty violation was reduced by 75 percent of the

base amount ($40,000) because of the licensee's prompt, extensive,
and effective corrective actions, and timely reporting. The
licensee's corrective actions involved a review of barrier
integrity for all vital area portals, rather than just the
portal cited in the inspection report. Additionally, the
licensee's Corporate Security office required all other sites
under the licensee's control to conduct an analysis to assure
that similar violations were not present at the other sites.
This was indicative of addressing corrective actions on a
generic rather than a sinale incident onsite specific basis.

No violations were identified during the two security inspec-
tiors conducted since October 1983. The March 1984 inspection
addressed management effectiveness and noted a significant
improvement in the area of management effectiveness from that
noted during the previous SALP period when the licensee was
rated a Category 3, due in large part to ineffective management
controls.

The licensee has initiated several actions to strengthen the
security program and management related weaknesses noted in the
previous SALP report and early months of this evaluation period.
An additional security administrator was added to the site
security staff in early 1983. The new security administrator
spends approximately 50 percent of his available time within

the plant observing activities and identifying potential problem
areas before they hecome significant issues. Site security
management review of security events also appear more in-depth.
Corrective actions appear effective in preventing recurrence

and have been technically sound. Daily review of security shift
logs by licensee and contract security management has resulted
in the recognition and prompt action for non-reportable security
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concerns. A systematic approach to solving equipment problems
has become evident. For example, the licensee's recently imple-
mented a preventive maintenance program for card reader access
control equipment. This is indicative of security management's
approach to address root causes rather than the symptomatic
problems. The quality of the security program audits has also
improved, particularly toward the latter part of the evaluation
period.

The licensee's response to two violations noted in the January
1983 inspection was either unsatisfactory or incomplete and
required follow-up correspondence to adequately resolve. Since
April 1983, the site security staff has responded to cited
violations and areas of concern in a manner that resclved the
issues in a timely manner. Areas of concern appear to receive
the same level of site security management review as violations
receive. Most issues are resolved at the Station Security
Administrator level. The licensee has generally been responsive
to NRC concerns.

Senior site management support for the security program has also
improved since the previous SALP report. Addition of the
assistant security administrator position, general support of
security budget items, and the planned conversion of a warehouse
facility into an administrative/training center for the security
force demonstrates senior management's action to provide
sufficient resources to improve security effectiveness. The
actions cited above have also had a positive effect on the morale
of the security force. The previous SALP report cited excessive
overtime as havino a negative effect on guard force morale. This
no longer appears to be a problem.

The licensee has generally reported security events in a timely
manner and with adequate information. Corrective actions
initiated for security events which are reported or logged
appear adequate.

Training effectiveness and qualification of the security force
has improved, particularly in the latter part of the assessment
period. Errors due to inattentiveness have occurred however,
and require close supervisory attention.

Corporate security support of site security operations appears
adequate. Licensing actions are submitted in a timely manner
and corporate security representatives monitor inspection
results.

Conclusion
The licensee is rated Category 2 in this area. This is a higher

rating than was given in the previous assessment period, and is
primarily due to the licensee's ability to reverse the adverse
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trend noted in the previous SALP and early part of this assessment
period. The licensee's actions resulted in a sustained improvement
for the last 10 months of the assessment period. The civil

penalty violation, although significant, was identified by a
licensee employee prior to an incident occurring, and the
corrective actions were extensive, timely and broad in scope.
Manacement and programmatic weaknesses noted in the previous SALP
appear resolved.

3. Board Recommendations

None.

H. Initial Fuel Loading

1. Analysis

During the assessment period a portion of one inspection was
devoted to Unit 2 initial fuel loading to assess procedural
compliance and personnel qualifications. One item of noncom-
pliance was identified:

Severity Level V - Failure to update a fuel load status aid
as required by procedure (374/83-56).

Initia)l fuel loading was conducted during the period

December 30, 1983 through January 10, 1984. The item of
noncompliance was minor in nature and immediate corrective
action was taken. Based on the short time required to load

fuel and the lack of problems encountered it was apparent that
sufficient numbers of well trained personnel were made available
and that the effort was well coordinated from a management
standpoint. This level of performance was consistent with that
observed during the Unit 1 fuel load documented in SALP 3.

2. Conclusion
The licensee is rated Category 1 in this area. They were also
rated Category 1 for Unit 1 during the previous SALP assessment
period.

3. Board Recommendations

None.

I. Licensing Activities

1. Analysis

Planning and assignment of priorities and decision making is at
a level that ensures adequate management review of licensing
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activities. Management within CECo was accessible which
facilitated the reviews. Typical areas where management involve-
ment was evident were resolution of Appendix R issues following
identification by the NRC, inservice inspection, technical
specifications, cable separation and responding to the require-
ments of emergency response capability.

With respect to resolution of technical issues from a safety
standpoint in the area of fire protection the licensee
demonstrated a lack of understanding of the specific fire
protection principles involved with the resolution of

technical issues. In contrast to this the licensee demonstrated
strengths in adequate core cooling where they took the initiative
to propose a concept design of reactor water level reference

leg cooling for assuring accurate water level measurement in

the reactor. Management attention and involvement with matters
of nuclear safety is evident, and staffing and training is highly
regarded with respect to the implementation and availability of
trained personnel.

The licensee has generally provided timely responses which are
sound and thorough, e.g., reduction of fast starts for diesel
generators. They have generally been aware of and sensitive
to the needs of the staff to perform its review function with
adequate lead time; however, some delays were experienced in
receiving submittals to resolve licensing issues. The licensee
has been responsive to meet with the staff on short notice to
resolve critical path issues. However, in the licensing
activity related to Engineered Safety Features (ESF) reset

the reporting was not complete and as a result of a Region III
inspection further review was performed to rectify the problem.

The licensee has competent plant managers with nuclear
experience. Most of the plant managers have worked up through
the organization and have acquired nuclear background. The
licensee has 23 ROs and 26 SROs, all having Unit 1 experience.
The staffing requirements to operate the station are 36 licensed
personnel and the licensee has a total of 49. Therefore, the
station is well staffed with operating personnel. In addition,
the licensee has the position which has the combination of an
SRO/STA position.

The licensee as a result of being committed to nuclear power

has both a corporate training program which includes simulators
for their plants and at each respective site for its site specific
program. Training and qualification for Unit 2 was effectively
implemented to provide sufficient numbers of licensed personnel
for the operation of Unit 2. As indicated above, the licensee
does not have any problems with respect to resources for manning
the station.
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Management attention and involvemerit with matters of nuclear safety
is evident, and staffing and training is highly regarded with
respect to the implementation and availability of trained
personnel. The licensee's responses are usually, but not always,
timely and the resolution of licensing activities and licensing
actions are reasonably responsive although occasionally repeated
attempts arc necessary to gain resolution to technical problems.

The licensing activities represent a lower rating than was
determined for the previous SALP evaluation period (January 1,
1982 to December 31, 1983) and an equal rating for the licensing
actions. This downward trend for the licensing activities may
be due, in part, to management involvement in both operating and
constructing of plants.

Conclusion
The licensee is rated Categorv 2 in this functional area.

Board Recommendations

None.

Preoperational and Startup Testing

l.

Analysis

Durina the assessment period Unit 1 conducted its initial
startup testing program and Unit 2 completed its preoperational
testing program and began its startup testing prooram.

Unit 1 inspection activities during the assessment period con-
sisted of witnessing of startup test performance, in-depth
review of startup test results evaluations, independent inspec-
tion effort, and observation of corrective actions for problems
identified. This inspection effort was divided between region
based and resident inspectors. The region based inspectors
performed two inspections during this assessment period.
Portions of eight inspections by resident inspectors were
devoted to this area.

Unit 2 inspection activities during the assessment period
-onsisted of in-depth reviews of both preoperational and

startup test procedures, witnessing of preoperational and
startup test performance, in-depth reviews of preoperational
test results evaluations, observations of corrective actions for
problems identified, and independent inspection effort. The
inspection effort was divided between region based and resident
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inspectors. The region based inspectors performed 12 inspections
during this assessment period. Portions of eight inspections by
resident inspectors were devoted to this area.

Twelve items of ncncompliance were identified as follows:

a.

Severity Level V - Failure to ensure that all testing require-
ments were adequately implemented (50-374/83-05).

Severity Level IV - Failure to follow an approved procedure
(50-374/83-05).

Severity Level IV - Two examples of failure to have an adequate

preoperational test procedure (50-374/83-06).

Severity Level V - Failure to identify deficient conditions
and to note in the evaluation that the acceptance criteria
had not been met (50-374/83-20).

Severity Level [V - Failure to follow procedures during the
Residual Heat Removal System preoperational test such that
initial test conditions were not adequately prescribed
(50-374/83-23).

Severity Level V - Failure to follow procedures in that a
control switch was out of position during performance of the
Diese] Generator 2A preoperational test (50-374/83-29).

Severity Level V - Failure to have a written procedure for
performing maintenance on a reactor core isolation cooling
system motor operated valve (50-374/83-39).

Severity Level IV - Failure to have a procedure to test a
safety design feature (50-373/83-54) and (50-374/83-57).

Severity Level V - Two examples of failure to use a
calibrated instrument (50-374/83-57).

Severity Level V - Two examples of failure to have appro-
priate acceptance criteria for a test affecting quality
(50-374/84-11).

Severity Level V - Failure to test a replaced safety-related
component (50-374/84-14).

Severity Level IV - Failure to implement all design require-

ments in a safety-related design (50-373/83-52) and
(50-374/83-55).
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Items a., b., c., €., f., 9., and j. above invoived procedure
compliance problems relative to Unit 2 preoperational testing
activities. The licensee corrected each of the specific items
as they were identified; however, the licensee's corrective
actions did not consistently address the root cause of the
problem as evidenced by the repetitive nature of the noncom-
pliances. The problems encountered with procedure compliance
were attributable in part to insufficient management presence

in the field during te.ting evolutions. As noted in other
sections of this report, as the assessment period progressed,
licensee corrective actions for identified problems became more
comprehensive. This is supported by the fact that the procedure
compliance problem did not sanifest itself in the startup test
program at either unit as no items of noncompliance were identi-
fied in this area.

A problem was identified that dealt with the licensee's lack of
compliance with several specific NRR directives (Noncompliance
Items h. and 1.). Specifically, the licensee failed to have

a test to verify that no Engineered Safety Feature (ESF)
components would reposition themselves upon reset of an ESF
signal. Further, the licensee failed to either modify or report
to the NRC all ESF components that did not conform to NRC criteria
as set forth in NUREG-0737 and IE Bulletin No. 80-06. This was
the subject of a management meeting on November 21, 1983, and an
enforcement conference on February 28, 1984, The failure to provide
complete and accurate information to the NRC has been determined
to be an isolated event, and it was concluded that the licensee
has in place appropriate management systems to provide an

adequate level of confidence in their submittals.

Analysis of the licensee's noncompliance history in this functional
area indicates that:

(1) The number and severity level of the items of noncompliance
are consistent with other facilities undergoing preoperational
testing. Further, the noncompliance history compares
favorably with operating facilities in Region I11 considering
that over 3000 inspector-hours were expended in this func-
tional area to meet inspection program requirements. The
approximately 250 hours of inspection per item of noncom-
pliance in this functional area compares favorably with the
regional average for operating facilities during this SALP
period of 117 hours of inspection per item of noncompliance.
It should be noted that during this assessment period,
LaSalle had one unit in startup testing and operations, and
the second unit in preoperational and startup phases.

(2) None of the items of noncompliance in this functional area
resulted in corrective action by the licensee which required
extensive rereview, reanalysis, or retesting of licensee
completed preoperational or startup tests.
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(3) The licensee's preoperational testing problems indicated by
the items of noncompliance have been largely corrected. This
is indicated by the fact that none of the above items of
noncompliance resulted from inspection in the area of
startup testing.

The licensee generally responds to NRC initiatives in a timely
fashion with viable, sound and thorough responses. The licensee
has few longstanding regulatory issues pending in this functional
area.

Licensee staffing in this area is generally adequate in size and
the training and qualifications of the staff are adequate.

The SALP Board stated during the previous SALP that the construc-
tion Operations Analysis Department (OAD) performance would be
monitored during the Unit 2 preoperational test program to deter-
mine if its performance had improved. The results of this
monitoring indicate that OAD performance has not improved during
this rating period. In Inspection Report No. 50-374/83-39, the
NRC expressed a concern that activities affecting quality appear
to be performed by construction OAD without adequate written
procedures and without maintaining adequate documentation

of the work they have performed. Since construction 0AD's role
at LaSalle is complete, this will be followed as it may pertain
to the Byron and Braidwood sites.

2. Conclusion
The licensee is rated Category 2 in the area of preoperational
testing and startup testing. The licensee performance has
remained essentially constant during this assessment period.

3. Board Recommendations

The performance of construction OAD should be monitored at
other Commonwealth Edison Company sites. The performance of
the licensee in the area of startup testing of Unit 1 indicates
that reduced inspection in this area should be considered for
the Unit 2 startup test program.

K. Piping Systems and Supports

1. Analysis

Examination of this functional area consisted of eight routine
inspections and one special inspection on Unit 2. The
inspections examined the (1) specific calculations and the
methodology being applied for fatigue usage factors, (2) repairs
made to various pipe restraints in response to damage caused by
"water hammer" as reported in LER 83-120/03L-0, (3) evaluations,
welding repairs, post weld heat treatment, and the failure
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analysis performed on the socket welds connecting 2" 0.D. drain
lines to main steam isolation valves as reported in

LER 83-006/02L-0 and LER-007/01T-0, (4) induction heating stress
improvement treatment performed on Unit 2 recirculation system
piping welds to prevent the initiation of intergranular stress
corrosion cracking, (5) piping installation records and a

field as-built verification of selected portions of safety-
related piping systems, (6) radiographs for over 130 shop and
field piping welds, (7) actions related to previous inspection
findings, 10 CFR 50.55(e) items and IE Bulletins, and (8) allega-
tions brought to the attention of the NRC.

The activities in this area were conducted during the latter
stages of ronstruction. No items of noncompliance or deviations
were identified. The activities observed, the management con-
trols used, and the records and record control systems in place
met requirements. Records indicate the personnel were properly
trained and certified. The licensee's audit reports were found
to be generally complete and thorough.

The inspections into the problems contained in the allegations
related primarily to the qualification of welders. Areas
examined during the review included welding instructions,
lecture outlines, welding procedures, surveillance reports, and
welder qualification records. Within the scope of the review,
no items of noncompliance or deviations were identified. The
concern that the licensee's Ouality Assurance organization had
recently identified that for approximately two months a welder
employed by Walsh performed welds in Unit 2 for which he was
not qualified, was substantiated; however, appropriate notifi-
cations were made and corrective actions were taken. Other
allegations were not substantiated. The observations in this
area indicate that cverall performance was satisfactory.

2. Conclusions

This licensee is rated Category 2 in this area. This is the
same rating as the previous assessment period.

3. Board Recommendations

None.

Contractor Quality Assurance

1. Analysis

One inspection was conducted by two NRC inspectors to follow up
on quality assurance concerns identified in followup of allega-
tions associated with Morrison Construction Company as
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recommended by SALP 3. The findings of this inspection indi-
cated that the licensee has adequately resolved concerns with
respect to contractor auditing.

Conclusion

Licensee performance has improved over the course of the SALP
assessment period. The licensee is rated Category 2 in this
functional area.

Board Recommendations

The enhanced inspection effort recommendation in SALP 3 may be
discontinued. Future assessments in this area will be made as
part of the assessment for Quality Frograms and Administrative
Controls Affecting Quality.

M. Quality Programs and Administrative Controls Affecting Quality

1.

Analysis

Three Quality Assuran.s Program inspections by region based
personnel and porticns o two inspections by resident personnel
were performed.

One inspection involved determining the adequacy of the 0A
Programs for the administrative control of procurement;
documentation; receipt, storage, and handling of equipment and
materials; records; design change and modifications; maintenance;
tests and experiments; surveillance testing and calibration;

test and measurement equipment; lifted leads and jumpers; and
startup testing activities.

One item of noncompliance in the area of modifications was
issued for failure to follow procedures. Corrective action was
completed during the inspection.

Several weaknesses were identified in the areas of maintenance
and modifications involving lack of detail in modification
procedures, drawing updates, and review of maintenance requests
for root causes.

Another inspection was conducted to verify that the licensee's
audit program met the requirements of Technical Specification
Section 6.1.G.1.b.1 regarding Technical Specification audits.
One unresolved item was identified during this inspection
regarding the adequacy of QA audits to verify adherence to
Technical Specifications. NRC policy relative to this item has
been developed and is currently being implemented in the
Regional inspection program.
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The third inspection addressed the following activities:
Monthly and annual reports, general office auditing, unit
evaluation, onsite auditing, nonconformance contre’, design
change control and contractor program reviews. No items of
noncompliance were identified.

Management policies appear to be adequately stated and under-
stood. Audits are generally complete, timely and thorough.
Corporate management was usually involved in site activities.
Procedures and policies are rarely violated in the areas
inspected. Procurement is generally well contrclled and
documented. Key positions are identified and authorities and
responsibilities are defined in the areas inspected. The
training and qualification program contributes to a generally
adequate understandino of work and fair adherence to procedure
with a modest number of personnel errors.

The resident staff inspection activities in this area focused

on field implementation of program requirements and identified

one problem relating to implementation of QA manual requirements
related to QA involvement in startup testing activities. The

licensee was performing the required activities but had not
established a proaram to ensure that all activities were accomplished.

Conclusion
The licensee is rated Category 2 in this functional area.

Board Recommendations

None.

N. Electrical & Instrumentation Equipment and Cables

1.

Analysis

Licensee activities in this area were observed in ten inspections.
The areas inspected included observation of electrical and instru-
mentation installations, review of storage, maintenance and QA/QC
records, allegations and followup on one Licensee Event Report
(373/84-143).

a. Severity Level V - Quality Assurance Level 1 requirements
were not established and implemented for the installation
of cables of the Standby Liquid Control System motor and
auxiliary equipment (50-374/83-36).

b. Severity Level V - Several examples of failure to follow
procedures to separate safety-related cables and failure
to correctly identify instrument sensing 'ines. One




minimum separation for cables after they exit cable trays

example of failure to establish a procedure specifying
(50-374/83-18).

c. Severity Level V - Failure to establish and execute
adequate requirements to inspect and document the
inspection results of safety-related electrical conductor
splices (50-374/84-08).

d. Severity Level V - Failure to follow procedures relative
to the installation of electrical jumpers (50-374/84-08).

e. Severity Level V - Failure to verify that up to date
electrical drawings were maintained in accordance with
Procedure LAP-810-5, Revision 9 (50-374/84-04).

f. Severity Level V - Electrical equipment installations
as-built configuration not in accordance with design
drawings and specifications (57-374/84-01) .

g. Severity Level IV - Failure to have adequate cable
separation (50-374/83-14).

h. Severity Level V - Failure to have adequate housekeeping
practice in cable trays (50-374/83-14),

i. Severity Level V - Failure to have adequate housekeeping
practices in cable trays (50-373/83-16).

During the previous SALP period, the licensee was not rated
specifically in this area because of limited electrical
inspections directly attributed to Unit 2.

Durino this SALP period (16 months) a significant amount of NRC
inspection effort was used on the investigation of allegations
and review of a:-built configurations. More than 20 allegations
we~e examined. A significant allegation that was substantiated
irvolved improper electrical cable splices and terminations. As
a result of NRC determination that improper electrical splices
existed, CECo was required to perform a 100% reinspection of the
identified electrical equipment for this attribute. A1l dis-
crepancies were identified and corrected. NRC provided 100%
coverage of this reinspection activity. The level of NRC
inspection activity was significantly increased as & result of
this and a number of other allegations. The nature of the
individual noncompliance identified is of minor safety signifi-
cance and the number is not considered unusual in the context

of the level of construction and NRC inspection activity. In
each instance the licensee has taken or fis taking an appropriate
corrective action and has been fully responsive to NRC concerns.
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Overall, the licensee's performance as assessed in part by ten
NRC inspections in this area during this SALP period, was sub-
stantially in conformance with NRC and design requirements.
Licensee management was adequately and effectively involved in
quality assurance, and the identification and resolution of
technical and administrative issues.

2. Conclusion
The licensee is rated Category 2 in this area. The licensee's
performance in this area has been essentially the same over
this SALP assessment period.

3. Board Recommendations

None.

0. Containment and Other Safety-related Structures

1. Analysis

Examination of this functional area consisted of three routine
inspections (50-373/83-10, 50-374/83-04; 50-373/83-13,
50-374/83-03; 50-374/83-43), The inspections examined
installation and records for the spent fuel storage racks and

a field as-built walkdown and related record review for the
fabrication and erection of structural steel in the Auxiliary
Building, the Diesel Generator Building and in the containment
‘or Unit 2. The walkdown included a review of special bolting
requirements for expansion connections in resnonse to a finding
identified in Unit 1 in early 1982. No items of noncompliance
or deviations were identified. The work activities in this
area were limited because construction was essentially complete.
The activit es observed, the management controls used, and the
records and record control systems in place met requirements.
Personnel involved in the areas reviewed were properly trained
and certified.

2. Conclusions
The licensee is rated Category 2 in this area.

3. Board Recommendations

None.



V.

SUPPORTING DATA AND SUMMARIES

A.

Licensee Activities

1.

During the period January 1, 1983 through January 1, 1984,
Unit 1 proceeded through the initial startup testing program.
The unit was declared in commercial service on January 1, 1984,
The power and outage histories are shown in Figure 8

The Unit 2 preoperational testing program was in progress at
the beginning of the assessment rogram and continued through
low power license issuance on December 16, 1983, Initial

fuel loading was performed during the period December 30, 1983
throuch January 11, 1984, Initial criticality occurred on
March 10, 1984, Startup testing continued through the end of
the assessment period including full power license issuance

on March 23, 1984.

Inspection Activities

The inspection program at LaSalle consisted of routine resident and
region-based inspections. No major team inspections were conducted
during the SALP period. Three special inspections were conducted,
one to assess operator readiness for Unit 2 license issuance, one to
assess Technical Specification - FSAR - as-built conformance, and
one to follow up on Engineered Safeguard Reset Testing Activities.
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TABLE 1
INSPECTION ACTIVITY AND ENFORCEMENT

FUNCTTONAL NO.OF VIOLATIONS IN EACH SEVERITY LEVEL
AREA I 11 111 1V v
Plant Operations 1 11 3
Radiological Controls 1 4
Maintenance 3 5
Surveillance and Calibration 6 5
Fire Protection 3 3
Emergency Preparedness 1 1
Security and Safeguards 1 9 2
Fuel Loading 1

Licensing Activities
Preoperational and Startup
Testing 5 7
Piping Systems and Supports
Contractor Quality Assurance
Quality Programs and
Administrative Controls

Affecting Quality 1
Electrical Equipment and Cables 1 7
Containment and Other Safety-

Related Structures
TOTAL 2 40 39
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Major Investigation and Allegations Review

During the assessment period two sets of allegations were received

by the NRC. The first set concerned inadequate welder qualifications.
Only one of the allegations in this area was substantiated; however,
the licensee had previously identified the problem and taken adequate
corrective actions.

The second set of allegations (approximately 25) concerned improper
slectrice) construction practices in Unit 2. These were investigated
by resident and region-based inspectors during March 1984, As a
result of these inspections numerous discrepancies were identified

in cable splices in Units 1 and 2. No other substantial problems
were identified. These discrepancies were corrected prior to

Unit 2 full power issuance.

Escalated Enforcement Actions

1. Civil Penalties

a. A civil penalty in the amount of $40,000 wes issued for
a Severity Level III violation involving operation of Unit 1
with an inoperable primary containment vacuum breaker for a
period of time in excess of that permitted by the Technical
Specifications (IE Inspection Report No. 50-373/83-26).

b. A civil penalty in the amount of $10,000 was issued for a
Severity Level III violation involving a degraded vital
area boundary (IE Inspection Report 50-373/83-45).

2. Orders

None.

Management Conferences Held During the Appraisal Period

1. Conferences

a. January 26, 1983 A management meeting was held in the NRC
Region 111 offices to discuss proposed
Commonwealth Edison Company guidelines
for Commonwealth Edison Company personnel
to be used for providing information to
NRC Region II! inspectors.

b. February 17, 1983 A management meeting was held in the NRC
Region 111 offices to discuss future
improvement of the regulatory performance
of Commonwealth Edison Company.

c. May 12, 1983 SALP 3 meeting.
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May 13, 1983

June 30, 1983

July 26, 1983

September 9, 1983

September 30, 1983

October 19, 1983

November 10, 1983

November 10, 1983

February 28, 1984

September 27, 1983

38

Enforcement Conference to discuss Unit 1
surveillance program deficiencies.

Enforcement Conference to discuss a Severity
Level IIl violation involving circumstances

that resulted in a mispositioned drywell to

suppression chamber vacuum breaker isolation
valve and resulted in a civil penalty.

A management meeting was held in the
Commonwealth Edison Company corporate
offices to discuss improvement of licensee
regulatory performance and enhancement of
communications between the NRC and
Commonwealth Edison Coumpany.

A management meeting was held at the
Commonwealth Edison Company corporate offices
to continue discussions on improvement of
licensee regulatory performance and enhance-
ment of communications between Ccmmonwealth
Edison and the NRC.

Enforcement Conference to discuss the circum-
stances surrounding the inadvertent heatup
event occurring on August 24, 1983,

A management meeting was held at the Holiday
Inn in Aurora, I1linois to continue dis-
cussions on improvement of licensee reaqulatory
performance and enhancement o communications
betweer Commonwealth Edison and the NRC.

Enforcement Conference concerning unresolved
potential enforcement actions with respect
to Engineered Safety Feature reset problems,
and an inoperable primary containment
jsolation valve.

Enforcement Conference to discuss a Severity
Level II1 violation involving a degraded vital
area boundary and resulting in a civil
penalty.

Enforcement Conference to discuss deficiencies
in Engineered Safety Feature reset submittals.

Management meeting to discuss cable separa-
tion issues.



n. March 23, 1984 Commission meeting for full power license
issuance for LaSalle Unit 2.

o. March 28, 1984 Informational meeting with NRR on certain
fire protection issues under appeal.

2. Confirmation of Action Letters (CAL)

On November 28, 1983, a CAL was issued to confirm licensee
commitments with respect to accelerated leakage testing of
feedwater check valves and qualification of the valves'
soft seat material following a series of valve leakage
test failures. A1l testing requirements have been
satisfied. The licensee is in the process of qualifying
the valves' soft seat material.

Review of Licensee Event Reports (LER)

Licensee Event Reports (LERs) submitted were adequate in all
important aspects including technical accuracy, completeness,
and intelligibility. The LERs provided clear descriptions of
the cause and nature of the events as well as adequate explana-
tions of the effects on both system function and public safety.
Most of the LERs provided supplemental information in attach-
ments to the LER forms, thereby facilitating evaluation of the
safety significance of the events.

The following table presents a summary of Licensee Event Reports
categorized by proximate cause. It should be noted that on
January 1, 1984, the Comission's regulations were amended to
include a new section, 10 CFR 50.73 "Licensee Event Report System,"”
which superseded existing requirements contained in Technical
Specifications. The intent of the new regulation was to eliminate
reporting of those items of little interest to the Commission. As
a result, the table below has been separated into two sections for
SALP 4. The first section contains a summary of those LERs issued
prior to January 1, 1984, The second section contains those LERs
jssued after December 31, 1983, Comparison of SALP 3 and SALP 4
data is valid only for those LERs issued before January 1, 1984,

, SALP 3 SALP 4 SALP 4
(04/17/82 - (01/01/83 - (o1/r./84 -
Proximate Cause 12/31/82) 12/31/83) 04/30/84)
Personnel Error 41 38 7
Design, Mfg., Con-
struction/Installation 16 11 3
External Cause 1 1 0
Defective Procedures 6 0 1
Component Failure 78 90 17
Other 7 15 0
TOTALS 149 155 .
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Analysis of the rate of reportable events for the comparable
periods in SALP 3 and SALP 4 shows a net overall decrease of

26%. Significant reductions have been made in the rate of

events due to personnel errors (33% improvement), design,
manufacturing, construction/installation errors (53% improvement),
and component failures (18% improvement).

The overall reduction in the rate of personnel errors is attribu-
table to two factors:

1. Personnel are becoming acclimated to the units in operation
instead of construction.

Management attention has been focused on attention to detail
and personal responsibility for actions taken.

The reduction in the rate of component failures and problems
caused by design, manufacturing, construction/installation errors
is reflective of the fact that many of the Unit 1 deficiencies in
existence at the time operations commenced have been corrected and
adequate preplanning and foresight prevented recurrence on Unit 2.

while the trend in the overall rate of LERs and personne! errors is
encouraging, it should be noted that the rate of personnel errors in
maintenance and surveillance activities has increased. In the case
of maintenance, this incresse is significant (one versus eight
events). This is indicative of a need to focus additional attention
on personnel performance in these areas and is supportive of a
change in the rating category in the maintenance area.
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Attachment to Figure 1 Outage Summary
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Equipment outace - relief valve failure

Scram on high steam tunnel differential temperature

Scram on spurious Turbine Stop Valve closure signal

Scram due to Intermediate Range Monitor (IRM) Power Supply spike

Scram due to spurious hydraulic transient on an instrument 1ine
during surveillance

Autoscram on reactor vessel low level - feed pump trip

Outage for condenser repairs

Scram due to surveillance error

Scram due to turbine trip on spurious high water level

Scram during startup due to IRM spike while changing ranges

Scram due to turbine trip on spurious high water level

Planned scram for startup testing

Scram due to maintenance error on the Electro-Hydraulic Control
System

Scram due to maintenance error on startup

Scram due to spurious main steam line low pressure

Scram due to spurious main steam line low pressure

Scram due to surveillance error

Scram on loss of feedwater flow

Outage for recirculation pump seal replacement and modifications
to Turbine Control

Scram during startup due to leaking “0" rings on scram solenoids

Scram due to generator trip on neutral ground - water leakage

Planned scrame for startup testing

Scram during startup due to loss of instrument air

Planned scram for startup testing

Outage due to drywell overheatin? problem

Manual planned scram for surveillance

Loss of feedwater scram - overheated feed pump

Scram due to loose generator fuse

Scram due to condenser boot seal failure

Scram due to Reactor Core Isolation Coating surveillance error

Scram due to condenser boot seal failure

Shutdown due to potential drywell ventilation overstress

April 14 - Scram due to low reacto vessel level while
paralleling feed pumps

Planned Operating Ma1g;§gance Surveillance Material

4

4 15

42



AR REGy, UNITED STATES { |
‘a, ' 2 |
NUCLEAR REGULATORY COMMISSION 3 |

R, WA F REGION 11! ‘
&7 T e \
. \
AUG2 S 1934 }

\

Docket No. 50-254
Docket No. 50-265

Commonwealth Edison Company

ATTN: Mr, Cordell Reed
Vice President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

Enclosed for your review, prior to our scheduled meeting of September 17, 1984,
is the SALP Board Report for the Quad Cities Nuclear Generating Station, covering
the period January 1, 1983 through May 31, 1984,

Overall, we found your performance acceptable and directed toward safe facility
operation., While we do not wish to minimize the many functional areas which
were rated Category 1, the decreased rating in the area of reactor operations
from Category 1 in SALP II, to Category 2 in SALP IlI, to Category 3 in SALP IV
detracts from the overall regulatory performance record at Quad Cities. Not-
withstanding, we are encouraged by the improved performance in this area at
Quad Cities durin? the last portion of the appraisal period and we believe
your overall Regulatory Improvement Program will be a major factor in bringing
about continued improvement in regulatory performance.

You will note that I changed the SALP Board ratinos in the functional areas of
radiolooical controls and fire protection from a Cateaory 1 to a Category 2,
While I respect the Board's position and acknowledge the improvements made in
the area of radiological controls, I believe a Category 1 rating in this area
should not be a "borderline" decision. Accordingly, I have changed this rating
to Category 2. With respect to fire protection, I have Towered the SALP rating
to 2 as a result of the many open issues related to Appendix R,

While you will have sufficient opportunity to present your comments at the
meeting on September 17, 1984, we also solicit written comments within 30 days
after the meeting to enable us to thoroughly evaluate your comments and
provide you with our conclusions relative to them,

In accordance with Section 2.790 of NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and the SALP
Report will be placed in the NRC's Public Document Room.




Commonwealth Edison Company 2 AUG2 8 1384

|
No reply to this letter is required at this time; however, should you have
any questions concerning the SALP Report, we would be pleased to discuss
them with you.

Sincerely,

4 Bud Beca

« James G. Keppler
Regional Administrator

Enclosure: SALP Report
No. 50-254/84-05; 50-265/84-04

cc w/encl:

D. L. Farrar, Director
of Nuclear Licensing

N. Kalivianakis, Plant
Superintendent

DMB/Document Control Desk (RIDS)

Resident Inspector, RIII

Phy11is Dunton, Attorney
General's Office, Environmental
Control Division

R. C. DeYoung, IE

H. R, Denton, NRR

NRR Project Manager

INPO

Regional Administrators

I, RII, RIV, RV



SALP BOARD REPORT

U. S. NUCLEAR REGULATORY COMMISSION

REGION III

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE

Commonwealth Edison Company

QUAD-CITIES NUCLEAR POWER STATION

Docket Nos. 50-254; 50-265

Reports No. 84-05; 84-04

Assessment Period

January 1, 1983 throuah May 31, 1984




INTRODUCTION

The Systematic Assessment of Licensee Performance (SALP) program is an
intearated NRC staff effort to collect available observations and

data on a periodic basis and to evaluate licensee performance based

upon this information. SALP is supplemental to normal regulatory
processes used to ensure compliance to NRC rules and requlations. SALP
is intended to be sufficiently diagnostic to provide a rational basis

for allocating NRC resources and to provide meaninaful guidance to the
licensee's management to promote quality and safety of plant construction
and operation.

A NRC SALP Board, composed of the staff members listed below, met on

July 26, 1984, to review the collectior of performance observations and

and data to assess the licensee performance in accordance with the guidance

in NRC Manual Chapter 0516, "Systematic Assessment of Licensee Performance."
A summary of the guidance and evaluation criteria is provided in Section II

of this report.

This report is the SALP Board's assessment of the licensee safety
performance at Ouad-Cities Nuclear Power Station from January 1, 1983,
through May 31, 1984,

SALP Board for Quad-Cities Nuclear Power Station:

Name Title

J. A. Hind Director, Division of Radiological Safety
and Safequards

C. E. Norelius Director, Division of Reactor Projects (DRP)

R. L. Spessard Director, Division of Reactor Safety (DRS)

L. R. Greger Chief, Facilities Radiation Protection
Section

J. R. Creed Chief, Physical Security Section

J. Foster Technical Support Staff, DRP

N. J. Chrissotimos Chief, Division of Reactor Projects Section 2C

R. Bevan Quad-Cities Project Manager, NRR

A. L. Madison Senior Resident Inspector, Quad-Cities

A. Morrongiello Resident Inspector, Quad-Cities

T. Ploski Emergency Preparedness Analyst



I1.

CRITERIA

The licensee performance is assessed in selected functional areas
depending whether the facility is in a construction, preoperational or
operating phase. Each functional area normally represents areas
significant to nuclear safety and the environment,and are normal
programmatic areas. Some functional areas may not be assessed because
of Tittle or no licensee activities or lack of meaningful observations.
Special areas may be added to highlight significant observations.

One or more of the following evaluation criteria were used to assess
each functional area.

1. Management involvement in assuring quality.
. Approach to resolution of technical issues from safety standpoint.

. Responsiveness to NRC initiatives.

. Reporting and analysis of reportable events.

2

3

4., Enforcement history.

5

6. Staffing (including management).
7

. Training effectiveness and qualification.

However, the SALP Board is not limited to these criteria and others
may have been used where appropriate.

Based upon the SALP Board assessment each functional area evaluated
is classified into one of three performance categories. The definition
of these performance categories is:

Category 1. Reduced NRC attention may be appropriate. Licensee
management attention and involvement are aggressive and oriented toward
nuclear safety; licensee resources are ample and effectively used such
that a high level of performance with respect to operational safety or
construction is being achieved.

Category 2. NRC attention should be maintained at normal levels.
[Tcensee management attention and involvement are evident and are
concerned with nuclear safety; licensee resources are adequate and
are reasonably effective such that satisfactory performance with
respect to operational safety or construction is being achieved.

Category 3. Both NRC and licensee attention should be increased.
Licensee management attention or involvement is acceptable and
considers nuclear safety, but weaknesses are evident; licensee
resources appear to be strained or not effectively used such that



minimally satisfactory performance with respect to operational
safety or construction is being achieved.

Trend.
period.

The performance gradient over the course of the SALP assessment



IT1. SUMMARY OF RESULTS

Overall, during this period, the licensee's performance was found to be
generally acceptable and directed toward safe facility operation. At the 1
close of the previous SALP rating period the licensee's performance in
the Operation functional area had shown a downward trend. This trend
continued during the first part of the SALP rating period and accounts
for the reduced rating in that area. Improvement in Operations was
noted in the latter part of the evaluation period due in a large part

to the implementation of a regulatory improvement program. In addition,
improvement was reported in the Radiological Controls functional area
and significant strengths were noted in Emergency Preparedness and
?ecurity with reduced inspection effort being recommended in the

atter.

Rating Last Rating This Trend Within

Functional Area Period Period the Period
Plant Operations 2 3 Improved
Radiological Controls 2 1 2* Improved
Maintenance/Modifications 2 2 Same
Surveillance 1 1 Improved
Fire Protection 1 ] 2* Same
Emergency Preparedness 2 1 Improved
Security 1 1 Improved
Refueling 1 1 Same
**Quality Programs

and Administrative

Controls Not Rated 2 Same
Licensing Activities 1 1 Same

* Rating changed by Regional Administrator
**This is a new functional area for SALP period IV.



IV. PERFORMANCE ANALYSES

A. Plant Operation

1.

Analysis

Portions of twelve inspections were performed by the resident
inspector covering direct observation of operating activities,
review of logs and records, verification of selected equipment
lineups and operability, and followup of significant operating
events to verify that facility operations were in conformance
with the Technical Specifications and administrative procedures.
Five items of noncompliance were identified as follows:

a. Severity level IIl - Failure to follow shutdown
procedures (254/83-11-01)

b. Severity level IIl - Failure co follow administrative
procedures (254/83-11-02)

c. Severity level III - Failure to maintain accurate
records (254/83-11-03)

d. Severity level IV - Exceeding technical specification
limiting condition for operation for secondary containment
integrity (254/83-31-01)

e. Severity Level V - Failure to have procedures that
addressed actions necessary to change status of main
steam isolation valve room (254/83-31-02)

Items a. through d. were the result of personnel errors.

Items a., b., and c. were issued as a result of the March 10,
1983 rod insertion error. An Abnormal Occurrence Report was
jssued due to the significance of this event. Escalated enforce-
ment action was taken in the form of a civil penalty of $150,000.
Muitiple enforcement conferences were held with members of cor-
porate and plant manzgement as well as with the operating staff.

The rod insertion error was considered by NRC to be very serious
and a continuance of the downward trend in plant operations per-
formance that was noted at the end of the SALP III assessment
period.

Following the Enforcement Conference, agaressive corrective
action was initiated by site manacement to ensure procedure
adherence, operator attentiveness, and direct management involve-
ment. Improvement in performance was noted by the resident
inspectors; however, the corrective actions were apparently not
fully effective because further problems were experienced as
noted in item d. above.



The secondary containment event of November 10, 1983 was con-
sidered for escalated enforcement and an Enforcement Conference
was held with corporate and site management; however, due to a
change in NRC enforcement policy, this issue was classified a
Severity Level IV violation, not warranting a civil penaity.

At the January 24, 1984 Enforcement Confercnce, site management
presented a regulatory improvement program that had been insti-
tuted for Quad-Cities and several proposals that had been made

to corporate management including the construction of an opera-
tions center to better coordinate plant operations. NRC regional
management remarked at the lack of corporate involvement and the
failure of corporate management to search out root causes and
requested the submittal of a formal corporate-wide Regulatory
Improvement Program (RIP). This plan was submitted on February 24,
1984, Pertinent aspects of the program included:

(1) Corporate directives for improving operating performance
covering identification of potentially significant events,
post-trip analysis prior tc plant restart, and conduct of
operations.

Improved communications at all levels.

Corporate site visits and a station management shift over-
view function.

(4) Corrective actions for personnel errors.

Subseguent to the implementation of the corporate-wide Regulatory
Improvement Program, the resident inspectors noted significant
improvement in this area. Corporate management is frequently
involved in site activities. Site management's attitude and
attention to regulatory matters and inspector concerns was very
good. Events were promptly reported and corrective actions were
timely and well thought out. There is consistent evidence of
prior planning and assignment of work priorities. Staffing
appears to be adequate although some occasional difficulties
with backlog of procedures are experienced. 1The training
program is well defined and is implemented with dedicated
resources for a large portion of the staff. Regulatory per-
formance improved along with a decrease in personnel errors.

Sixty-threz LERs were submitted in the operations area during
the assessment period. Five of these were attributed to per-
sonnel error of which two resulted in the events noted above.
Six were the result of procedure deficiency and the remainder
were caused by equipment malfunction. This distribution appears
to be consistent with previous SALP periods; however, the sioni-
ficance of the procedure deficiencies and personnel errors was
considered during enforcement actions. It is noted that no
personnel errors were reported subsequent to the November
secondary containment event.




Six reactor trips occurred on Unit 1 and four on Unit 2. Two of
the ten trips were caused by contractor personnel inadvertently
striking sensitive instrumentation, one by a procedure deficiency,
three by personnel error, and four were caused by mechanical
malfunctions. Only one of the scrams due to personnel error
occurred subsequent to the secondary containment event, none
following implementation of the RIP.

During the assessment period four Reactor Operator (RO) and
twenty-two Senior Reactor Operator (SRO) examinations were
administered to personnel at Quad-Cities station. Six of the
candidates were retake examinations. Two RO and fifteen SRO
candidates passed, which is below the national average passing
rate of approximately 80%.

Conclusions

The licensee is rated Category 3 in this area. Although the
improved performance and management involvement noted during

the latter nortion of the assessment period has been encouraging,
the licensee is rated Category 3 in this area. The sigrificance
of the rod insertion error event and the downward trend in plant
operations performance that was observed to carry over into the
beginnina of the Appraisal Period from SALP IIl were the major
considerations in this rating. Continuation of the aggressive
management involvement as noted in the latter portion of this
assessment period coupled with no additional significant viola-
tions will result in an improved rating in this area.

Board Recommendations

Licensee management efforts should continue and should include
methods of assessing affected improvements at the working level.

8. Radiological Controls

1.

Analysis

Five inspections were performed during the assessment period by
region-based inspectors. These inspections included environmental
monitorinc, confirmatory measurements, operational radiation
protection, radwaste management, and refueling radiation pro-
tection. The resident inspectors also inspected in this area,
concentraiing on implementation of the ALARA program. No viola-
tions or deviations were identified.



In the radiation protection area, there was consistent evidence
of prior planning, assicnment of priorities, and timely resolu-
tion of NRC concerns during the assessment period. Management
of the radiation protection program at the plant appears largely
responsible for the licensee's good performance in this area.
Resolution of problems noted in SALP 3 in this area have been
adequate and timely.

Program support has been increased by addition of radiation
protection foremen on all shifts, and additional engineering
assistant and coordinator positions have been staffed to provide
assistance in the radiation protection and ALARA programs. Addi-
tional imyrcvements were made during this assessment period in
survey instrument quality assurance controls.

Effectiveness of the ALARA program has significantly improved
during this assessment period. The program now includes review
of proposed plant modifications and work requests, and closer
scrutiny of radiation work permits. Also, associated ALARA
related matters such as general decontamination of facilities

and decontamination of circulating system piping has resulted

in significant dose reduction. As a result of circulating system
piping decontamination, dose rates in the drywells were reduced
by factors of two to twenty depending on location. Overall
contamination control has improved.

Total worker dose (person-rems) during 1983 was less (20%) than
the licensee's average annual dose over the last five years, and
about average for U.S. boiling water reactors for 1983. This

is a notable improvement.

The licensee's radiological effluents continue to be about average
for U.S. boiling water reactors; there were no unplanned releases
or transportaticn incidents during the assessment period.

0f forty comparisons in confirmatory measurements, the licensee
had only one clear disagreement, for gross beta in waste water.
A subsequent comparison on a spiked sample gave a possible agree-
ment. This was a considerable improvement from the previous
period when seven disagreements were observed. Three possible
agreements reflected weaknesses in peak stripping software
associated with the Automated Analytical Instrumentation System
(AAIS) identified in 1982. The licensee's corporate office has
agreed to have these deficiencies corrected by midyear 1984,
Analysts at Quad-Cities are aware that there may be problems
with some of the analytical results produced by these programs
and perform an adequate review of the AAIS output. Additional
training in this regard was provided by the corporate office at
the request of NRC inspectors.

Overall, laboratory equipmeni was reasonably well maintained and
analysts were generally competent and willing to correct identi-
fied problems.



Station analysts did appear somewhat uncertain regarding the
alpha counting system originally established and maintained by
corporate personnel. They appeared unable to explain the basis
of ampifier and discriminator settings which resulted in an
unusually low alpha efficiency. This problem was addressed by
acquiring counters of a different type and by initiating com-
parisons between counters and with two outside laboratories.

The environmental monitoring program appears well-implemented,
largely under contract. Plant personnel were able to locate

and get into the sampling stations although they are normally
serviced by contractor personnel. A problem with improperly
installed and missing flow meters on environmental air samplers
were noted by the inspectors. The meters were somewhat redundant
in that the samplers were regulated ronstant flow devices which
are field checked monthly for proper calitration. Nevertheless,
this finding indicated some weakness in program oversight, and
the licensee agreed to ensure that the flow meters are properly
installed and that readings are recorded when samples are changed.

Conclusion

The licensee is rated Category 1* in this area. Worker radiation
doses are more reflective of Category 2 performance, but licensee
efforts to reduce the plant radiation environment and a sub-
stantial downward trend in worker doses during this assessment
period are indicators of better performance.

Board Recommendations

The Board notes that the recent inspection concerning confirma-
tory measurements, although outside this evaluation period,
reflects positively on the licensee's overall performance in this
area. Normal inspection frequency should continue.

C. Maintenance/Modifications

1'

Analysis

The resident inspectors routinely inspected the licensee's
activities in this area, concentrating on implementation of pro-
cedures and design modifications. The resident inspectors also,
by direct observation, verified that the limiting conditions for
operation were met while components or systems were removed from
service; approvals were obtained prior to initiating the work;
activities were accomplished using approved procedures and were
inspected as applicable; functional testing and/or calibrations
were performed prior to returning components or systems to service;
quality control records were maintained; activities were accom-
plished by qualified personnel; parts and materials used were

*Rating changed by Regional Administrator to Category 2.




properly certified; radiological controls were implemented; and,
fire prevention controls were implemented.

Work requests were reviewed to determine status of outstanding
jobs and to assure that priority was assigned to safety related
equipment maintenance which may affect system performance.

Two special inspections and four routine inspections were con-
ducted by regional-based inspectors. The scope of one special
inspection included review of activities surrounding the
attempted removal of torus containment penetration X-215 and
routine inspection of maintenance activities.

During the review of the licensee's maintenance and design
analysis program, one item of noncompliance and one unresolved
item were identified:

Severity Level IV - Failure to ensure that measures were
established to assure that the design basis for those
structures, systems and components are correctly translated
into drawings and instructions. (50-254/83-19-01)

Unresolved Item - No station personnel possessing adequate
plant operational knowledge were involved in review of work
packages for operating plant interfaces. (50-254/83-19-02)

The inspectors determined that this was an isolated occurrence
following review of approximately 1400 other modifications in
which no other problems were identified.

The liceisee has taken action to improve performance for both of
the above itéms in a timely and effective manner.

The second special inspection addressed licensee action on IE
Bulletin 80-11: “"Masonry Wall Design." Several walls (32) required
strengthening. The structural modifications were being accom-
plished at the time of the inspection.

No items of noncompliance were identified and proper management
attention was evident,

Five violations were identified during routine inspections of
the licensee's actions concerning IE Bulletin 83-02 (Items (1),
(2), and (3)) and 79-14 (Items (4) and (5)) as follows:

(1) Severity level V -- Failure to establish adequate design
procedures for torus penetration piping and support base
plate analysis. (254/83-04-05; 265/€3-04-05)

(2) Severity Level V -- Failure to maintain adequate document

control in that procedures were implemented prior to formal
review and approval. (254/83-04-06; 265/83-04-06)
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(3) Severity Level V -- Failure to conduct adequate QA audits
of consultant activities. (254/83-04-09; 265/83-04-09)

(4) Severity Level V -- Failure to conduct adequate IE
Fulletin 79-14 walkdown inspections and engineering
reviews of as-built data. (254/83-13-01; 265-¢3-11-01)

(5) Severity Level V -- Failure to follow design procedures
in the evaluation of branch anchor seismic movements.
(254/83-13-02; 265/83-11-02)

The licensee's corrective actions for the above noncompliances
were reviewed and the items closed during subsequent inspec-

tion. These noncompliances were of minor safety significance
and they did not appear to indicate any programmatic problems.

The examination into IE Bulletin 83-02 inspection activities
included a review of UT procedures, personnel certifications,
material and equipment certifications, data reports and observa-
tion of several ultrasonic examinations at the site. Based on
these efforts the inspectors determined that UT procedures,
calibration standards, equipment and Intergranular Stress Corro-
sion Cracking detection capabilities were satisfactorily demon-
strated in accordance with IE Bulletin 83-02 and that the same
procedures and techniques were used in the UT examinations.

The inspectors also observed the welding of some overlays and
determined that the weld overlay repairs were performed in
accordance with qualified and approved procedures. In addition,
the decon and the induction heating stress improvement treatment
performed on the recirculation system piping was observed to
confirm that these activities were conducted in accordance with
approved procedures. The licensee's actions in response to this
Bulletin constituted a program of major proportions resulting in
extended outages for both units and the expenditure of signifi-
cant manhours over many months. Only minor items of noncom-
pliance were identified (Items (1), (2), and (3) above) and no
programmatic problems were reported.

The matter concerning control of off-site design contractors
through effective and timely audits identified in Item (3)
above was discussed at the Commonwealth Edison corporate
offices on May 23 and June 292, 1983. In addition, implementa-
tion of the licensee's desion audit program was examined at the
contractors offices during this SALP assessment period. There
was significant improvement in this area over the previous
inspection indicating the licensee's responsiveness to NRC
concerns.



Inspections conducted to review the licensee's implementation of
the IE Bulletin 79-14 pining re-evaluation program are complete,.
The licensee's efforts in this area were substantial and have
satisfied the bulletin requirements. During a review of the
piping re-evaluation program which included followup on the
licensee's actions to comply with a Confirmatory Action Letter
(CAL) issued July 14, 1982, the licensee stated that they were
going to perform additional evaluations on 950 "no action
supports". Supports installed in piping systems that met the
original Blume rigid span criteria during the piping stress
analysis review and as a result, required no further evaluation
to comply with IE Bulletin 79-14 requirements are classified as
"no action supports". At the conclusion of a meeting held at
Region III on July 8, 1983, to discuss "no action supports" the
licensee agreed to provide certain additional information. The
above CAL will remain open pending our followup inspection of
the licensee's evaluation/information provided for the "no action
supports”. Only minor items of noncompliance were identified
(Items (4) and (5) above) and no programmatic problems were
reported.

On April 13, 1983 a Confirmation of Action Letter (CAL) was
issued to all Commonwealth Edison facilities to confirm actions
regarding the introduction of foreign materials and the sealing
surfaces of the main steam isolation valves. This issue had been
identified at Dresden Station and upon further investigation was
found not to occur at Quad-Cities Station. The licensee insti-
tuted measures to ensure that it would not occur in the future.
Thus, this issue is considered closed at this facility.

On May 2, 1984 it was determined by the resident inspectors that
the 125V station batteries were loaded in excess of their desion
electrical capacity by the addition of various loads created by
several modifications over an extended pericd of time. On May 7,
1984 a Confirmation of Action Letter was issued to confirm licensee
actions to reduce electrical loads on the batteries during normal
operations, necessary additional reductions in the event of an
incident, and required licensee reviews and submittals to resolve
NRC concerns. This issue is currently under review by NRR to
determine safety significance and possible generic implications.
Enforcement action may be taken pending this review.

Except as stated above, the activities observed, the management
controls used, and the records and record control systems in
place met requirements. There was evidence of prior planning and
assignment of priorities. Policies were adequately stated and
generally understood. Personnel involved in the areas reviewed
were properly trained and certified. Although multiple violations
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were identified, they were minor in nature and not an indication
of programmatic breakdowns. Responses to NRC initiatives and
identified concerns were generally timely with viable, sound, and
thorough. The licensee's audit reports were found to be cenerally
complete and thorough.

Several initiatives have been accomplished or are planned by
the maintenance staff to improve their maintenance performance
and their ALARA performance. These include:

(1) Placing work requests on a computer for ease of tracking.

(2) OQuick disconnect on main steam isolation valve limit
switches for dose reduction.

(3) Foremen required to tour plant daily to observe maintenance
beino performed.

(4) Modified scoop tube and bearings on the Recirculation pump
drive motor to yield smoother flow characteristics.

(5) First trip annurciator installed on turbine to help identify
turbine trips.

(6) Traveler form added to work requests to ensure better
management oversight, improved communications, and better
definition of the scope of work to be performed for
safety related, reliability related and ASME Code related
modifications.

Items (3) and (6) above are in response to weaknesses noted
in SALP III.

One LER was issued as a result of personnel error which is a
significent improvement over the last assessment period.

The safety significance of the error was not severe and the
licensee took prompt and effective corrective actions.

Conclusions

The licensee is rated Category 2 in this area. This rating is
unchanged from the previous assessment period. The licensee's
performance has remained essentially constant over the SALP
assessment period.

Board Recommendations

None.
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D. Surveillance

1. Analysis

During the assessment period, the resident inspectors routinely
inspected this area, concentrating on implementation of proce-
dures. The resident inspectors also, by direct observation,
verified that procedures were adequate, that test instrumenta-
tion was calibrated, that limiting conditions for operation
were met, that removal and restoration of the affected com-
ponents were accomplished, that test results conformed with
Technical Specifications and procedure requirements and were
reviewed by personnel other than the individual directing the
test, and that any deficiencies identified during the testing
were properly reviewed and resolved by appropriate management
personnel. Also, two inspections by regional-based inspectors were
performed.

One inspection was conducted in the area of containment inte-
grated leak rate (CILRT) testing. No items of noncompliance
were identified. The CILRT was well conducted by oualified
personnel and no significant issues were identified.

The second inspection performed by regional-based inspectors
examined the current program and procedures, material and
equipment certifications, personnel certifications, data

reports and audit reports. In addition, work was observed

and discussions were held with personnel performing inservice
inspection activities. This inspection consisted of multiple
reviews at several locations over a seven month period. No

items of noncompliance were identified. The management control
systems met regulatory requirements; and personnel, equipment and
material certifications were current and complete. Records were
found to be complete, well-maintained and available. Discussions
with licensee and contractor personnel indicated that they were
knowledgeable in their job; records indicate they were properly
trained and certified. The licensee's audit reports were found
to be generally complete and thorough.

The resident inspectors identified one item of noncompliance with
two examples (Severity Level IV - 50-265/83-18-01) where contrary
to Technical Specification requirements, isolation valves were
left in improper positions both during and after surveillance
testing. The corrective action was effective as indicated by the
lack of subsequent repetition. This item is not considered a
significant problem and the enforcement record has improved from
the previous SALP assessment.

One LER was issued concerning missed surveillances found during
a supervisory review by the Operating Engineers. The safety

significance of these missed surveillances was minimal in that
several were being performed by other departments concurrently

14



and others had been performed, but, were not documented. This
does not appear to be a problem at this facility; however, the
resident inspectors will continue to monitor this area.

Surveillance procedures are strictly adhered to. Also, surveil-
lance records were found to be complete, well maintained and
readily available for review. Response to NRC initiatives,
inspector-identified concerns and safety issues were timely,
technically sound and thorough in almost all cases. Events and
deviations are promptly and completely reported. Staffing is
adequate at this time, although consideration should be given to
increasing staff levels to accomplish more "balance of plant”
requirements.

2. Conclusions
The licensee is rated Category 1 in this area as in the previous
assessment period, While this is the same rating as last assess-
ment period, additional improvement in performance was noted.

- Board Recommendations

The Board notes that subsequent to the assessment period the
resident inspectors have identified a potential weakness in the
surveillance program concerning calibration of safetv related
equipment and instruments used for safety related surveillances.
Resolution of these concerns is pending further review by the
inspectors and the licensee, and will be considered in the next
assessment period.

E. Fire Protection and Housekeeping

1. Analysis

Throughout the assessment period, the resident inspectors have
observed the implementation of the licensee's program in these
areas.

During the assessment period, the licensee has be>n involved

in two major maintenance outages. Daily observations of general
site conditions indicate that a very effective housekeeping
program continues as a result of management's involvement and
attention in this area.

The resident inspectors also observed that routine fire preven-
tion is practiced at the facility. During any maintenance outage
many more fire protection related procedures are involved (welding,
cutting, etc.) than during normal operation. However, during the
two major maintenance outages experienced this assessment period,
no items of noncompliance were identified. This is a result of
management's aggressive attitude toward fire prevention.
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Two fire protection related LERs were reported; one invoiving the
diesel fire pump (battery failed) and the cther involving a per-
sonnel error where two fire stops were found to be not intact
during the annual firestop inspection. The first event was
resolved by replacement of that diesel's batteries. As a con-
servative measure, the battery for the other diesel was also
replaced. For the second event, the licensee immediately
repaired the fire stop and performed an intensive investigation
to determine the exact cause. After an inconclusive search, the
licensee assumed personnel error and counseled/trained all
employees and contractors in the importance of fire stops.

Management's continued attention and workers' cooperative atti-
tude have resulted in a very effective program.

Concerns have arisen with respect to the scheduling and imple-
mentation of specific requirements of 10 CFR 50 Appendix R.
Although substantial efforts have been expended by the licensee

in this regard, Quad-Cities Station is pursuing full corformance
with the applicable requirements. Appraisal of this aspect of
the Fire Protection program has accordingly been held in abeyance.

Conclusion

The licensee is rated Category 1* in this area. The licersee's
performance in housekeeping and other aspects of fire protection
essentially remained constant over the course of the SALP assess-
ment period.

Board Recommendations

The licensee is encouraged to continue the current level of
management involvement in the existing fire protection program
and to extend that involvement as necessary to the implementa-
tion of the broader fire protection issues contained in

Appendix R to 10 CFR Part 50. An Appendix R inspection should
be scheduled consistent with the licensee's final implementation
of applicable requirements.

Emergency Preparedness

1.

Analys‘s

Four inspections were conducted to evaluate compliance with
10 CFR fart 50, Technical Specifications, and procedures. One
item of noncompliance was identified during these inspections:

Severity level V -- Failure to submit controlled copies of
several Emergency Plan Implementing Procedure revisions to
the NRC within 30 days of their issuance. (50-254/83-26;
50-265/83-25)

*Rating chanyged by Regional Administrator to Category 2.




The noncompliance was due to inadequate records keeping regarding
procedure distribution to offsite holders of procedures manuals
by the corporate office.

Followup inspections were conducted to evaluate licensee actions
on items identified during the 1982 Emergency Preparedness
Implementation Appraisal. Adequate corrective actions had been
completed on all items. The emergency planning staff and
management had a positive attitude towards improving the already
acceptable state of onsite emergency preparedness. Responses
to NRC concerns typically were prompt and adequate, sometimes
being completed prior to issuance of the NRC report. Corporate

. actions to address the generic concerns identified in our pre-
vious SALP report have been implemented, aid resulted in sub-
stantial upgrading of offsite preparedness. In addition, cor-
porate staff is continuing to work with the State of I1linois
to upgrade the notification process, although Quad-Cities Station
personnel had acted promptly upon emergency declarations to ensure
that offsite notifications were completed within regulatory
requirements. Sufficient numbers of staff had received excellent
training for appropriate emergency response positions. Timely
staff augmentation had been demonstrated by several off-hours
drills. The licensee's overall performance during the 1983
exercise was a significant improvement over that observed in
the previous exercise. An improved working relationship between
the licensee and offsite emergency response organizations was
evident from several scenario development meetings. The per-
formance of exercise participants was among the best for all
exercises conducted in the Region.

2. Conclusion
The licensee is rated Category 1 in this area.

3. Board Recommendations

This area should be considered for raduced inspection effort.

G. Security and Safeguards

1. Analysis

Twe physical protection and one material control and accounta-
bility inspections were conducted by region-based inspectors
during the evaluation period. Also, the resident inspectors
routinely conducted observations of security activities, concen-
trating on implementation of procedures. No items of noncom-
pliance were identified for this evaluation period.

The inspection conducted during this evaluation period showed
improvement in the areas of training, communication, and under-
standing towards correcting material control and accountability
practices.

17



The licensee continues to have a strong management program at the
site level. Security policies and procedures are uniformly
implemented and security awareness at the site appears higher
than in the previous evaluation period.

Corporate involvement in site activities has increased and cor-
porate and site management are frequently involved in decision
making and reviewing actions that are taken or planned. Licensee
management responses are technically sound and thorough and
respond to NRC concerns in a timely manner. Corporate involve-
ment should continue to be increased to relay analyses of
security deficiencies, incidents, and potential impact of such
instances from other Commonwealth stations to the Ouad-Cities
station in order that similar incidents or deficiencies may be
reviewed by site management and acted on in an appropriate and
timely manner.

Licensee reports of safeguards events are promptly and completely
reported. The events are properly identified and analyzed and
corrective action is effective as indicated by lack of repetition.

Safeguard staffing at both the corporate and site level is ample
to implement the security program. Positions &'~ identified, and
authorities and responsibilities are well-defined. The staffing
and management of the onsite contract guard force s adcuvate.
The licensee has stressed and implemented excellent commuti >tion
between security personnel and site management, The benefits o1
this are evidenced by an increase in guard morale over the last
evaluation period.

The licensee implemented the personnel training and qualification
plan on schedule (March 19, 1983). The licensee's program makes
a positive contribution. This training proaram was demcnstrated
by adherence to security procedures with few personnel errors.
Security personnel onsite are qualified and have a good under-
standing of security practices.

Comparisons with the previous SALP evaluation showed an increase
in the effectiveness of the security system as evidenced by, for
example, a decrease in the number of identified noncompliances.
Conclusion

The licensee is rated Category 1 in this area. This is the same
rating as in the previous SALP period.

Board Recommendations

Consideration should be given towards continuing to reduce the
level of routine inspection effort.
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H. Refueling

1.

Analysis

During the assessment period, NRC examination of this area con-
sicted of portions of four resident inspections. No significant
areas of concern and no items of noncompliance were identified in
this area during either of the refueling outages experienced.

The inspections indicated that licensee management's attention
and involvement were oriented toward nuclear safety.

Work performed during the outages included recirculation system
weld examinations and overlay repairs as well as repairs to the
reactor water cleanup system. Other work involved turbine
inspections, Mark 1 containment modifications, and work related
to TMI action items and IE bulletins. The total outage time was
13 weeks for Unit 1 and 24 weeks for Unit 2. (Unit 1 remained in
an outage status at the close of this assessment period.)

The resident inspectors noted that refueling operations were con-
ducted very smoothly from plant shutdown througn post refueling
startup. With the extensive nature of the outages, no handling
problems were noted, no overexposures or medical emergencies
occurred, and startup of Unit 2 after refueling was without many
of the problems frequently experienced after extended outages.

There is consistent evidence of prior planning and assignment of
priorities. Well stated, controlled and explicit procedures exist
for the control of refueling activities. Personnel staffing is
adequate; positions are well identified as well as the authority
and responsibility of each position.

Conclusion

The licensee is rated Category 1 in this area. The licensee has
maintained the same high level of performance as in previous SALP
assessments.

Board Recommendations

None,

I. Quality Programs and Administrative Controls

1.

Analysis

Routine observations by resident inspectors were made in this
area as well as one special inspection concerning followup of
licensee response to allegations of improper operation. The
resident also performed followup inspections on various events
and reportable occurrences. No items of noncompliance were
jdentified specifically for this area, although aspects of
noncompliances in other functional areas may be considered in
this section.
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The special inspection verified that the licensee had established
and implemented proarams as described in their response to
improve the weaknesses identified by the NRC, These weaknesses
were identified and considered in the last SALP assessment

period and were generic to all Commonwealth Edison facilities.

No items of noncompliance were identified.

As a result of a large number of civil penalties issued to
Commonwealth Edison Company during 1983 and 1984, a Regulatory
Improvement Program was instituted on a company-wide basis.
Steps were taken in the areas of management organization and
personnel error reduction to improve regulatory performance.
Specific aspects of the program are discussed in Section IV.l.a.
The program went into effect in February 1984, however, Quad-Cities
Station had already implemented various aspects of the program
as early as November 1983, While personnel errors appear to be
less frequent, it is too early to evaluate the program's
effectiveness.

Some positive aspects of the licensee's manageaent and quality
program administration include: (1) Quality Assurance (QA) and
Quality Control (QC) groups have ample staffing to support their
workloads, (2) QC hold points coverage appears to be increasing,
(3) Backshift coverage by QC and QA auditors is more evident,
and (4) the QA audit program is well run.

In general, the quality programs examined during the assessment
period appeared well established and well administered.

2. Conclusion
The Ticensee is rated Category 2 in this area. Although this
is a new functional area and was not rated in the last assessment
period, the licensee's performance appears to have been steady
during this rating period.

3. Board Recommendations

None,

J. Licensing Activities

1. Analysis

This evaluation was based on review of the following Ticensing
activities:

Project Management Administration, Units 1/2
Response to NUREG 0737 items, Units 1/2
Reload for Cycle 7, Unit 2

Pipe cr::«x issue, Unit 2

Decontamination of recirc. pipe, Unit 2
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Pipe crack issue, re-examination of Unit 1
Decontamination of recirc. pipes, Unit 1
Dose reduction study program, Unit 1/2
Pipe-lock demo program, Unit 1
Barrier fuel program, Unit 2
Inservice inspection program, Units 1/2
NUREG 0737 Tech Specs, Units 1/2
Economic Generation Control, Units 1/2
SPDS, Units 1/2
Environmental qualification, Units 1/2
125V DC power supply issue, Units 1/2
Masonry wall design, Units 1/2
Fire protection program, Units 1/2
DeMinimus radioactivity releases, Units 1/2
Shutdown margin demonstration

("Unplanned Criticality"), Unit 2
Eight additional Tech Spec Change Licensing Actions

The licensee's approach to resolution of technical issues demon-
strates a mature knowledge of licensing issues. They have
extensive experience in the industry and have acquired a scope
and depth of technical expertise in all important areas. They
participate actively in roles of leadership in Owner's group and
professional organization activities.

Evaluations by the NRC technical review staff indicate that tie
licensee has a good understanding of all technical issues, and
generally works constructively with the NRC staff to resolve such
issues. Meetings and conference calls with the licensee are
usually very productive and are characterized by excellent prepara-
tion on the part of the licensee. Of several examples that could
be cited, the ongoing issue of large pipe crack inspection and
repair is a good example. The licensee's expertise brought to
bear on the problems, and the licensee's approach to resolution

of these complex issues, has been effective.

When issues occasionally arise when it is found that the Quad-Cities
Station does not conform to current design specifications, criteria
or procedures, the licensee can generally readily demonstrate
justification for continued operation or propose modifications to
achieve or restore the desired level of conformance with current
standards.

There has been a history of open and effective communication
between NRC and the licensee's staffs. This situation promotes
prompt and technically sound responses to NRC initiatives.
Commonwealth Edison invariably meets all established commitment
dates or provides a timely written submittal explaining the circum-
stances and establishing a new firm date. When a conference call
or meeting is requested by the NRC staff to pursue an NRC initia-
tive, the licensee is prompt and cooperative in making available
the most appropriate and best informed individuals to discuss and
pursue resolution with the NRC staff.
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The licensee's responsiveness to NRC initiatives is typified by
their actions taken to resolve nearly all of the NUREG 0737
action items. More specific recent examples are the timely and
quality responses to our stated concerns regarding their 125V DC
power supply, and the shutdown margin test when starting up

Unit 2 after the last refuel outage. Other examples of the
licensee's responsiveness to NRC initiatives have been their
cooperation in several special studies involving Quad-Cities
Station; e.g., the dose reduction study, the "truck bomb" survey/
study, the decontamination evaluation. In these and other
NRC-initiated actions, station and corporate resources were of
invaluable aid.

A most characteristic feature of the interaction between NRC/
licensing and Commonwealth Edison as a licensee has been the
licensee's openness and positive attitude in responding to NRC
initiatives. The timeiiness and ouality of responses related
to licensing action suggest that staffing is adequate to accom-
plish the required work.

Conclusion

The licensee is rated Category 1 in this area. This level of
performance is consistent with that of the previous SALP.

Board Recommendations

None.
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V. SUPPORTING DATA AND SUMMARIES

A.

Licensee Activities

Units 1 and 2 engaged in routine power operation througnout most of
SALP 4, A major scheduled outage for plant refueling, modification,
maintenance and inspection of recirculation piping pursuant te
Commission Order 7590-01 was conducted from September 4, 1983, to
February 18, 1984, for Unit 2 and a similar outage began on March 6,
1984, with a2 scheduled completion date of July 31, 1984 for Unit 1,

The remaining outages throughout the period are summarized below:

Unit 1

March 10 to 15, 1983 Clean main condenser tubes

May 21 to 22, 1983 Repair leak on continuous reactor head

vent line

September 15 to 21, 1983 Routine maintenance

Unit 2

January 28 to Repair 2C circulating water pump
February 3, 1983

March 25 to 30, 1983 Clean main condenser tubes

February 19 to 20, 1984 Repair valve packing leaks

February 25 to 27, 1984 Replace 'B' recirculation pump

suction valve

April 27 to May 8, 1984 Replace 2A circulating water
pump discharge valve

Unit 1 was scrammed six times and Unit 2 was scrammed four times.

Two of the Unit 1 scrams and two ~f the Unit 2 scrams were attributed
to equipment malfunctions that required minor maintenance prior to
returning the units to service. The remaining trips (four for Unit 1
and two for Unit 2) were attributed to personnel error and are further
discussed in Section IV.1.a. Licensee management corrective actions
following these trips were appropriate. The above perscnnel errors
were taken into account when considering the licensee's Regulatory
Improvement Program. In all cases, the plant responded as designed.
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Inspection Activities

Noncompliance Data

Facility Name: Quad-Cities Nuclear Power Station, Units 1 and 2
Docket Nos. 50-254; 50-265.

Inspections: No. 83-01 through 84-04

Functional Areas Noncompliances and Deviations Severity Levels
Assessment 1 'k 111 W ¥
A. Plant Operations 3 SRl
. Radiological Controls

C. Maintenance 1 (5)
D. Surveillance and

Inservice Testing 1*
E. Fire Protection and

Housekeeping
F. Emergency Preparedness (1)
G. Security and Safeguards
H. Refueling Activities
I. Licensing Activities
J. Quality Programs and

Administrative Contrcis
TOTALS 0 9 @ 3 1(6) 0

Numbers in parenthesis indicate noncompliance common to both units.
* indicates noncompliance specific to Unit 2. (The balance were
docketed to Unit 1

No major team inspections were performed during this evaluation.
However, FEMA did issue a report addressing the May 11, 1983, emer-
gency exercise whici concluded that an adequate level of offsite
radiological preparedness had been demonstrated to protect the public
in the event of a radiological accident at the Quad-Cities Nuclear
Power Station.

Investigation and Allegation Review

None.

Escalated Enforcement Actions

1. A Civil Penalty in the amount of $60,000 was issued in 1983 for
noncompliance involving operation in the previous SALP period
outside a limiting condition for operation (LCO) when sufficient
information was available to recognize that an LCO existed.

2. A Civil Penalty in the amount of $150,000 was issued in 1983 for

noncompliances involving improper insertion of rods during shut-
down. Details are to be found in inspection report 50-254/83-11,
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E. Management Conference Held During Appraisal Period

1.

Confirmation of Action Letters (CAL)

A CAL was issued April 13, 1983, to confirm licensee actions
regarding the introduction of foreion materials onto the
sealing surfaces of the main steam isolation valves. This
issue was generic to all Commonwealth Edison facilities
identified at L esden Station.

A CAL was issued May 7, 1984, to confirm licensee actions
regarding the 125 volt station batteries and actions to be
taken in case of emergencies. Evaluations are still ongoing
to determine final resolution.

Management Conferences

January 26, 1983 (Glen Ellyn, I11inois): Management meeting
tc discuss proposed CECO guidelines for CECO personnel to be
used for providing information to NRC Region III inspectors.

February 17, 1983 (Glen Ellyn, I1linois): Management meeting
to discuss Region III staff views on root causes of past
problems and suggestions of regulatory improvement.

March 18, 1983 (Glen Ellyn, I11inois): Management meeting
to discuss the status of offsite emergency planning at
Quad-Cities.

March 29, 1983 (Glen Ellyn, I11inois): Enforcement Conference
to discuss operator actions taken during a controlled shut-
down (improper rod seauence).

April 8, 1983 (Quad-Cities Site): Enforcement Conference
with licensed operators. Operator errors which resulted
in incorrect control and sequencing during a recent Unit 1
shutdown.

May 12, 1983 (Glen Ellyn, I11inois): Management meeting to
review Systematic Assessment of Licensee Performance
(SALP III).

May 23, 1983 (CECO Corporate Offices): Meeting to discuss
recent inspection findings that indicate CECO QA audits are
not being conducted in sufficient depth to verify the
technical adequacy of design.

July 26, 1983 (CECO Corporate Offices): First of a series

of management meetings to discuss ways to improve overall
CECO regulatory performance.
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August 19, 1983 (Glen Ellyn, I11inois): Management meeting
to discuss safety related pipe supports which were
originally analyzed by using the Blume criteria.

j. September 9, 1983 (CECO Corporate Offices): Second in a
series of meetings to discuss ways to improve overall CECO
regulatory performance.

k. October 19, 1983 (Aurora, I1linois): Third in a series of
meetings to discuss ways to improve overail CECO regulatory
performance.

1. October 21, 1983 (Quad-Cities Site): Enforcement Conference
to discuss incorrect operator performance during rod
sequencing during a recent shutdown.

m. January 24, 1984 (Glen Ellyn, I11inois): Enforcement
Conference to discuss personnel errors resulting in a loss
of secondary containment integrity.

F. Review of Licensee Event Reports and 10 CFR 21

Reports
ik

Licensee Event Reports

On August 29, 1983, the NRC published an amendment clarifying
its regulations regarding Licensee Event Reports (LERs) required
by 10 CRF 50.73. Details of the new reporting system were
published as NUREG 1022 (Licensee Event Report System.) The
effective date of this amendment was January 1, 1984, The new
rule deleted reporting reauirements for several types of LERs
which had been found, through experience, to be of little value
to the Coomission. Therefore, LER data for this SALP period are
not comparable with previous statistics.

Unit 1 Unit 2

LERs No. LERs No.

83-01 through 83-48 83-01 through 83-25
84-01 through 84-05 84-01 throuch 84-04

Proximate Cause Code SALP II* SALP III**  SALP Jy***

Personnel Error A 12 8 12
Design Deficiency B 4 3 4
Defective Procedures D 0 0 6
Component Failure E 70 40 46
Others X 3 10 14

B9 (3} B2

* SALP II was an 18 month evaluation.
** SALP III was a 12 month evaluation.
wx% SALP IV was a 17 month evaluation.



o

LERs were issued at approximately the same rate during the SALP 4
assessment period as during SALP 3, except for those caused by
personnel error. Additional discussion on personnel errors is
discussed in Sections IV.1, IV.3, and IV.4., LERs due to defec-
tive procedures occurred more frequently during the assessment
period; however, the numbers involved are so small as to make
statistical comparison difficult.

In addition, changes in the LER system have made LER data for
this SALP period not completely comparable with previous
statistics.

The Office of Analysis and Evaluation of Operational Data reviewed
the LERs for this period and concluded that the information given
presented a clear and adequate description of each event; the
entries reviewed appeared to be essentially correct and the

system code agreed with the information in the narrative. Supple-
mentary information was provided for most of the LERs. The
licensee promised 18 followup LERs and provided 15. The remaining
3 are expected during the next assessment period. The licensee
approprietely referenced similar prior occurrences as necessary.
No significant deficiencies were found in the LERs reviewed.

10 CFR 21 Reports
No 10 CFR 21 reports were submitted during the assessment period.
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UNITED STATES

NUCLEAR REGULATORY COMMISSION

REGION 111
799 ROCSEVELT ROAD
GLEN ELLYN, ILLINOIS 60137

AUG 0 9 1384

Docket No. 50-295
Docket No. 50-304

Commonwealth Edison Company

ATTN: Mr, Cordell Reed
Vice President

Post Office Box 767

Chicago, IL 60690

Gentlemen:

Enclosed for your review, prior to our scheduled meeting of August 23, 1984,
is the SALP Board Report for the Zion Nuclear Generating Station, covering
the period January 1, 1983 through April 30, 1984,

Overall, during the reporting period, your performance was acceptable and
generally showed an improving trend, with improvements in the ratings
for both Maintenance and Licensing.

Your rating in Security and Safeguards declined from a Category 2 to 3 due
primarily to the two Severity Level III violations early in the assessment
period. We noted, however, that due to increased attention since these
violations, your trend during the period was improving (See Section III).

While you will have sufficient opportunity to present your comments at the
meeting on August 23, 1984, we also sclicit written comments within 30 days
after the meeting to enable us to thoroughly evaluate your comments and
provide you with our conclusions relative to them.

In accordance with Section 2.790 of NRC's "Rules of Practice," Part 2,
Title 10, Code of Federal Regulations, a copy of this letter and the SALP
Report will be placed in the NRC's Public Document Room.




Commonwealth Edison Company

No reply to this letter is required at this time; however, should you have
any questions concerning the SALP Report, we would be pleased to discuss them

with you.

Enclosure: SALP Report
No. 50-295/84-06; 50-304/84-06

cc w/encl:

D. L. Farrar, Director
of Nuclear Licensinj]

K. L. Graesser, Station
Superintendent

DMB/Document Control Desk (RIDS)

Resident Inspector, RIII

Phyl1is Dunton, Attorney
General's Office, Environmental
Control Division

Mayor, City of Zion

R. C. DeYounag, IE

H. R. Denton, NRR

NRR Project Manager

INPO

Regional Administrators
RI, RII, RIV, RV

AUG 0 9 198

Sincerely,

S fapple

James G. Keppler
Regional Administrator



SALP BOARD REPORT

U.S. NUCLEAR REGULATORY COMMISSION
REGION III

SYSTEMATIC ASSESSMENT OF LICENSEE PERFORMANCE

REPORTS NO. 50-295/84-06; 50-304/84-06
COMMONWEALTH EDISON COMPANY
ZION NUCLEAR POWER STATION

ASSESSMENT PERIOD
JANUARY 1, 1983 THROUGH APRIL 30, 1984



INTRODUCTION

The Systematic Assessment of Licensee Performance (SALP) program

is an integrated NRC staff effort to collect available observations
and data on a periodic basis and to evaluate licensee performance
based upon this information. SALP is supplemental to normal
regulatory processes used to ensure compliance to NRC rules and
requlations. SALP is intended to be sufficiently diagnostic to
provide a rational basis for allocating NRC rescurces and to provide
meaningful guidance to the licensee's management to promote quality
and safety of plant construction and operation.

A NRC SALP Board, composed of the staff members listed below, met

on June 28, 1984, to review the collection of performance observations
and data to assess the licensee performance in accordance with the
guidance in NRC Manual Chapter 0516, "Systematic Assessment of Licensee
Performance." A summary of the guidance and evaluation criteria is
provided in Section II of this report.

This report is the SALP Board's assessment of the licensee's safety
performance at Zion Nuclear Station for the period January 1, 1983
through April 30, 1984,

SALP Board for Zion:

Name Title

J. G. Keppler Regional Administrator

A. B. Davis Deputy Regional Administrator

C. E. Norelius Director, Division of Reactor Projects (DRP)
R. L. Spessard Director, Division of Reactor Safety (DRS)
R. H. Vollmer Director, Division of Engineering, NRR

W. D. Shafer Chief, Projects Branch 2, DRP

6. C. Wright Chief, Projects Section 2A

L. R. Greger Chief, Facilities Radiation Protection Section
J. R. Creed Chief, Physical Security Section

T. N. Tambling Chief, Technical Support Staff, DRP

J. A. Norris Zion Project Manager, NRR

M. M. Holzmer Senior Resident Inspector, Zion

F. R. Dunaway, ill Resident Inspector, Zion

P. C. Lovendale Senior Radiation Specialist

J. L. Belanger Physical Protection Specialist

T. Ploski Emergency Preparedness Analyst




I1.

CRITERIA

The licensee performance is assessed in selected functional areas,
depending whether the facility is in a construction, preoperational, or
operating phase. Each functional area normalily represents areas signifi-
cant to nuclear safety and the environmen%, and are normal programmatic
areas. Some functional areas may not be assessed because of little or no
licensee activities or lack of meaningful observations. Special areas may
be added to highlight significant observations.

One or more of the following evaluation criteria were used to assess
each functional area.

1. Manag~ment involvement and control in assuring quality.

2. Approach to resolution of technical issuecs from a safety standpoint.
3. Responsiveness to NRC initiatives

4, Enforcement history.

5. Reporting and analysis of reportable events.

6. Staffing (including management).

7. Training effectiveness and qualification.

However, the SALP Board is not limited to these criteria and others may
have been used where appropriate.

Based upon the SALP Board assessment each functional area evaluated
is classified into one of three performance categories. The definition
of these performance categories is:

Category 1. Reduced NRC attention may be appropriate. Licensee management
attention and involvement are aggressive and oriented toward nuclear
safety; licensee resources are ample and effectively used so that a high
level of performance with respect to operational safety or construction is
being achieved.

Category 2. NRC attention should be maintained at normal levels. Licensee
management attention and involvement are evident and are concerned with
nuclear safety; licensee resources are adequate and are reasonably
effective so that satisfactory performance with respect to operational
safety or construction is being achieved.

Category 3. Both NRC and licensee attention should be increased. Licensee
management attention or involvement is acceptable and considers nuclear
safety, but weaknesses are evident; licensee resources appear to be
strained or not effectively used so that minimally satisfactory performance
with respect to operational safety or construction is being achieved.

Trend. The Performance gradient over the course of the SALP assessment
period.



I11. SUMMARY OF RESULTS

+

Trend During

January 1 - January 1 - Current Re-

Functional Areas December 31, 1982 April 30, 1984 porting Perioc
A. Plant Operations 2 2 Improved
B. Radiological Controls 2 2 Improved
C. Maintenance 2 1 Improved
D. Surveillance 2 Same
E. Fire Protection 2
F. Emergency Preparedness 2
G. Security 2 Improved
H. Refueling 1 1 Same
I. Quality Programs and

Administrative Controls Not Rated 2 Same
J. Licensing Activities 2 1 Improved

2

2 Improved
2 Same

3

| ;



IV.

PERFORMANCE ANALYSES

A.

Plant Operations

1.

Analysis

Portions of eleven inspections were performed by the resident
inspectors covering direct observation of operatinc activities,
review of logs and records, verification of selected equipment
lineups and operability, and followup of significant operating
events to verify that facility operations were in conformance
with the Technical Specifications and administrative procedures.
Four items of noncompliance were identified as follows:

a. Severity Level V - Failure to make required notification
of an unplanned release (Inspection Report No. 50-295/83-02).

Severity Level IV - Station procedures did not contain
provisions to account for changes in plant conditions after
authorization by the shift was given for instrument calibra-
tion (Inspection Report No. 50-304/83-04).

Severity Level V - Procedure violation (one of two examples;
see Section IV.5 for other example) resulting from reactor
coolant system temperature exceeding 200°F prior to
returning safeguards systems to operation (Inspection

Report Nos. 50-295/83-26; 50-304/83-27).

Severity Level IV - Procedure violations (three examples)
which resulted in a reactor trip from full power and two
inadvertent safety injections while shutdown (Inspection
Report Nos. 50-295/83-26; 50-304/83-27).

In all cases the licensee's corrective actions were appropriate
and generally timely. In addition, for the first of these
noncompliances, changes to reporting requirements contained in

a revision to 10 CFR 50.72 no longer require immediate NRC
notification for releases of this magnitude. The remainder of
these rioncompliances involved either failure to adhere to station
procedures (examples c. and d.) or a lack of procedures to control
and coordinate instrument calibrations during periods of changing
plant conditions (example b.). Improvements in plant procedures
are also discussed in Section 9.

The previous assessment (SALP 3) discussed the need for increased
awareness of regulatory requirements. During the current assess-
ment there was only one instance which indicated lack of operator
awareness of requirements (LER 304/84-06).

Eleven reactor trips occurred on Unit 1 and nine on Unit 2; of
these, ten trips occurred at power levels below 20%. Five of the
twenty trips were due to personnel error, thirteen due to equip-
ment problems, and one each due to design and severe weather.
About half (11) of the total number of trips resulted from feed




system or EHC problems. During the assessment period, the

average number of reactor trips and the proportion of trips due to
personnel errors and equipment preblems were about the same as
during SALP 3. Three inadvertent safety injections (SI) occurred,
two of which resulted from personnel errors during an outage and
one from equipment problems. This represents an increase in Sls
from ?ALP 3 during which only one SI occurred {due to personnel
error).

During January 1984 personnel errors which caused reactor trips
or inadvertent safety injections (SI) occurred on January 2
(SI), January 6 (trip from 100% power) and January 20 (SI).

A concern about the frequency of these sianificant personnel
errors was raised by the resident inspectors. Since that time,
there have been no SIs and only one trip due to personnel
errors. This appears to be a result of increased management
attention in this area.

As discussed in Section V.F.1l, LER data indicates that personnel
errors occurred at ¢ :-te over twice as high as that noted in

the previous assessment period. Seventeen out of twenty-eight
(Gl%g of a1l such LERs were caused by operators. This is

about the same as during SALP 3 (55%), however six of these

LERs originated as a result of a lack of understanding b
operators of a new radiation monitoring system (SPING?. Operator
awareness of SPING operations has improved over the period.

As a result of several management meetings between NRC and
Commonwealth Edison Company covering the company's enforcement
history at all nuclear stations, a Regulatory Improvement Program
(RIP) was instituted in February 1984, Pertinent aspects of

the program included:

(1) Corporate directives for improving operating performance
coverinao identification of potentially significant events,
post-trip analysis prior to plant restart, and conduct of
operations.

(2) Improved communications at all levels.

(3) Corporate site visits and a station management shift over-
view function.

(4) Corrective actions for personnel errors.

Positive observation by the resident inspectors include:

(1) A continuation of the tendency by management to take a
more conservative approach in operational situations rather
than emphasize continued operations.

(2) Excellent operator response to abnormal plant transients
such as the seal table leak during heatup and the component



cooling water leak. Response to plant trips and other
transients was also excellent.

During the assessment period four Reactor Operator (RO) and eight
Senior Reactor Operator (SRO) examinations were administered to
personnel at the Zion Station. A1l of these but two SRO candi-
dates passed their examinations. These results are consistent
with examination results at other facilities.

Conclusion

The licensee is rated Category 2 in this area. Performance was
improving during the assessment period.

Board Recommendations

The licensee should continue efforts to reduce the number of
plant trips and safety system challenges.

B. Radiological Controls

1.

Analysis

Five inspections were performed during the assessment period by
regional inspectors. These inspections included outage radiation
protection, radwaste management, confirmatory measurements and
environmental monitoring, operational radiation protection, and
waste generator requirements. The resident inspectors also
inspected in this area. Seven violations and one ceviation were
identified as follows:

a. Severity Level V - Failure to maintain a high radiation area
access point locked in accordance with 10 CFR 20.203(c)(2)
(Inspection Report Nos. 50-295/83-04; 50-304/83-04).

b. Severity Level IV - Failure to adhere to radiation control
procedures (3 examples) (Inspection Report Nos. 50-295/83-07;
50-304/83-06).

¢. Deviation - Failure to implement an alpha surveillance
program as committed (Inspection Report Nos. 50-295/83-07;
50-304/83-06).

d. Severity Level IV - Failure to adhere to radiation control/
maintenance procedures (3) examples (Inspection Report
Nos. 50-295/83-27; 50-304/83-28).

e. Severity Level IV - Failure to perform evaluations of
radiation hazards as necessary to ensure compliance with
20 CFR 20.201(b) (2 examples) (Inspection Report Nos.
50-245/83-27; 50-304/83-28).



f. Severity Level IV - Failure to maintain a high radiation

area access point locked in accordance with 10 CFR 20.203(c)(2)

(Inspection Report Nos. 50-295/83-27; 50-304/83-28).

g. Severity Level V - Failure to meet required sensitivity
for gross alpha analysis of Lake Discharge Tank releases
(Inspection Report Nos. 50-295/83-18; 50-304/83-19).

h. Severity Level V - Failure to quantify in liquid releases
those gamma emitting isotopes that were classified as
Class 3 by the Automatic Analytical Instrumentation System

(AAIS) (Inspection Report Nos. 50-295/83-18; 50-304/83-19).

These items, which include repetitive violations for high
radiation area controls and procedural adherence, appear
indicative of continuing problems with the radiation protection
program. In addition to the repetitive violations, airborne
monitoring and radiation hazard evaluation violations appear
indicative of minor programmatic breakdowns in these areas.

" Inadequate evaluations of radiation hazards were evidenced by:
(1) an incident where workers were allowed to wire brush highly
contaminated steam generator parts without evaluation of the
need for engineering controls to limit airborne radiocactivity,
without evaluation of the consequences of the wire brushing
operation on other workers in close proximity to this area, and
without evaluation of the adequacy of respiratory equipment
provided workers performing the wire brushina operation;

(2) an incident where a radiation chemistry technician (RCT)
picked up a cesium-137 source with his hand in order to return
it to its shielded container from which it had fallen, and then
handled the source a second time with his hand in order to
reorient the source within the shielded container; and (3) an
incident which resulted in an unplanned gaseous release when a
valve was partially removed from the gaseous waste system
without evaluating the need to isclate the waste gas neader,
The two examples of failure to collect representative air
samples during work involving highly contaminated materials
included in the violations for this assessment period involved
the steam generator wire brushing incident, which resulted in
minor surface contamination of about fifty workers, and a fuel
transfer canal job, which resulted in minor surface contamina-
tion of several workers.

The deviation concerned the failure to implement an alpha
surveillance program as committed following the Health Physics
Appraisal in March 1980.

Other radiation protection program weaknesses identified during
this assessment period include: problems with storage, main-




tenance, and issuance of respiratory equipment; problems with
timely evaluation and review of job specific air samples;
programmatic and equipment problems related to the licensee's
ability to determine alpha activity in liquid and air samples;
inadequate documentation of TMI Action Plan Item II.F.1
monitor calibrations; low RCT and health physicist experience
levels; lack of continuous air monitors for work which has a
high potential for creating airborne radicactivity problems;
improper personal contamination monitoring (frisking)
techniques; inoperable or improperly located friskers; and
improper labeling of sealed source remote handling tools.

Significant among these problems was the lack of calibration
documentation for the hiah range (accident) noble gas monitors
specified in NUREG-0737. Only after considerable time and
effort could the adequacy of the calibrations be determined.
This matter appears indicative of management weaknesses for
this portion of the health physics program. Management weak-
nesses also appear responsible for some of the other violations
and problems discussed earlier, and may indicate that weaknesses
concerning planning and control of radiologically significant
activities, identified during the previous SALP period, con-
tinues.

A continuing lack of management stability within the health
physics program appears contributory to these management
weaknesses. During this assessment period, the Lead Health
Physicist was replaced after twenty months in that position.

Of the four professional health physicists at the plant at

the completion of the assessment period, only two were in these
positions at the beginning of the assessment period. Similarly,
the average technician experience is relatively low, about two
and one-half years. Management and technician staffing levels
appear adequate. An additional professional health physicist
position was added during this assessment period. There have
been no changes regarding a graded RCT qualification program

or diversification of RCT job skill requirements; however,
licensee evaluation of these problem areas continues.

Radiation protection program improvements noted during the
assessment period to correct previously identified SALP weak-
nesses include: continued progress in impiementation of an
effective ALARA program, continued progress in implementation
of a permanent radiation work permit system for improving
access contrel, and continued close scrutiny of the waste gas
system for early identification and repair of system leakage.
Also, inclusion of the Lead Health Physicist in the RCT/
foreman management chain appears to have improved coordination
within the radiation protection group.



Additional improvements to correct program weaknesses were made
as follows: (1) several continuous air monitors have been pur-
chased and are being used in containment for monitoring steam
generator platforms and other areas where the potential for high
airborne activity exists; (2) during major outages, plant tours
are conducted each shift by assigned rad/chem technicians and
daily by radiation protection and maintenance supervisors to
identify and resolve radiation protection problems; (3) shielded
personal contamination monitoring booths combined with a whole
body frisk policy for persons exiting contaminated arcas has
reduced the number of personal contamination caused portal
monitor alarms; (4) a trial program is planned to determine if
an audible or visual alarm installed on one of the frequently
used high radiation area doors will reduce the numbe * of incidents
of high radiation area doors left ajar; and (5) a comprehensive
training and aqualification program for the health physicists has
been implemented.

Total worker radiation exposures (person-rems) during 1983 were
slightly below (15%) the licensee's average annual exposures
over the last five years, but were slightly above (15%) the
average for U.S. pressurized water reactors for 1983. Over the
last five years, annual worker radiation exposures have increased
at about the same rate as the U.S. average for pressurized water
reactors, but have remained slightly above (15%) that five year
average,

Eleven unplanned gaseous releases were reported during the assess-
ment period. Except for two of these releases, all were less

than one percent of the technical specification 1imit; some were
erroneously classified as unplanned when they were actually
expected operational releases. The two releases were five and
eight percent of the technical specification 1imit, respectively,
and were associated with waste gas system valve leakace. No
unplanned liquid releases were reported.

Liquid and gaseous effluents and solid waste production remained
about average for pressurized water reactors. No problems
related to radioactive material transportation activities were
reported during the assessment period.

In confirmatory measurements, the licensee had 22 agreements in
24 comparisons. One disagreement, antimony-124 in liquid,
occurred because the licensee's automated software system (AAIS)
could not resolve its peak (603 keV) from that of cesium-134

(605 keV). Problems with this system have been previously noted
and the licensee has agreed to complete improvements for multiplet
resolution by mid year 1984,

The second disagreement, iodine-133 in charcoal, resulted from
poor review of analytical data. The first count of the
chemical samples did not show the dominant peak (530 keV) and



the licensee's system quantified based on a secondary peak
(1238 keV) having poor statistics. Furthermore, a peak at the
same energy also occurs in bismuth-214 which is present in
natural background. Good review by an analyst would have
rejected the iodine-133 interpretation in this case, based on
statistical uncertainty.

Poor review of data appeared to he a rather pervasive weakness
at the station. It resulted in tne violation for failure to
properly quantify cesium-137 concentration in liquid release

on occasions when the Automated Analytical Instrumentation
System did not resolve the cesium-137 (662 keV) and silver-110
(658 keV) peaks. It also resulted in the violation for not
meeting technical specification sensitivity requirements for
gross alpha analysis. The licensee has ordere¢ a more sensitive
alpha counter and has emphasized complete review of release quanti-
fication to chemistry personnel. While this response appears
appropriate for the immediate problem, a possibly wider problem
involving data review may still exist,

In 1982, regional inspectors observed breakthrough of a parti-
culate filter to the charcoal adsorber and that particulate
activity on charcoal was not quantified. In response, the
licensee indicated the occurrence was an isolated event
corrected by replacement of a gasket. Subsequent inspector
review of 1983 effluent reports indicated that particulate
activity on charcoal was being reported but was not such a rare
occurrence. Again, better review of sampling data with
followup examination of the sampling system appears needed.

Several laboratory improvements were noted. Reagents were
current and ali instruments were labeled and within calibra-
tion. Procedures had undergone intensive revision. A
quality control program for calibration and instrument
performance checks was under development. Blind and spiked
samples were being used to check chemistry technician per-
formance.

No significant problems were noted in the radiological
environmental monitoring program. The licensee's contractor
maintained a satisfactory QA/OC program and responded promptly
to deficiencies identified in audits. Data recovery appeared
satisfactory.

The licensee's program for implementation of 10 CFR 61 and

10 CFR 20 requirements on waste generators is still being
developed. However, the interim program being followed
appears adequate to ensure compliance while operational
experience in waste classification and detailed analyses from
waste streams are Leing accumulated,



2. Conclusion

The licensee is rated Category 2 in this area. Although the
improved management involvement and responsiveness noted during
the latter portion of the preceding assessment period has con-
tinued, substantial improvement was not evident in the imple-
mentation of the radiation protection program. Performance in
the radiation protection area was borderline Category 2/3
during this assessment period, as it was during the previous
assessment period.

Board Comments

Inspection effort should be increased in the radiation protection
area to evaluate the effectiveness of licensee efforts at improving
performance. Licensee management efforts should continue and
should include methods of assessing affected improvements at the
working level. Failure to effect substantial improvements should
be cause for licensee and NRC concern.

Maintenance and Modifications

1. Analysis

Portions of eleven inspections were performed by the resident
inspectors of selected maintenance and design change activities
to verify that these activities were performed in accordance
with Techrical Specifications and quality assurance require-
ments. Followup inspections were performed on significant
eouipment problems. In addition, one special investigation was
performed by a regional specialist in response to alleged
inadequacies of piping stress analysis. One item of noncom-
pliance was identified as follows:

Severity Level IV - Failure to use and follow the approved
written procedure for adjusting the "0" Diesel Generator over-
speed trip setpoint (Inspection Report Nos. 50-295/83-21;
50-304/83-22).

The licensee has nade efforts in several areas to improve
equipment performance and reliability. In many of these areas,
efforts have continued from the previous assessment period.
Reductions in secondary cation conductivity as well as actions
to reduce condenser air inleakage and a program for S/G
chemical control have resulted in excellent eddy-current test




results (eddy current testing is done on 100% of all tubes
each outage). In addition, the licensee has completed overhauls
for their 5 diesel generators (DG). These major overhauls have
significantly improved DG reliability. Other improvements have
been made in the areas of RCP seals, vibration monitoring of
rotating equipment and radiation monitors. The licensee also
performed an ultrasonic inspection of rod control cluster

assembly guide tube split pins during the Spring 1984 refueling
outage due to splint pin cracking problems encountered at other
Westinghouse PWRs. The results of the inspection revealed

25 indications on 23 split pins. A1l retaining nuts were

verified in place visually. Possible corrective actions are being
analyzed.

Administrative improvements in the maintenance area have been
taken as part of the licensee's efforts to improve procedure
adherence. These efforts include revision and development of
maintenance procedures, elimination of work done under the

craft capability concept (i.e. without work procedures), and
discussions at various station organization levels to emphasize
procedural adherence. Since work under craft capability has been
eliminated, instructions are either provided by procedures
attached to the work package or by work instructions on the work
request form. This corrects a weakness noted in the previous
assessment.

As discussed in Section V.F.1, LER data indicates that personnel
errors occurred at a rate over twice as high as that noted in the
previous assessment period. Six out of twenty-eight (21%) of all
such LERs were caused by maintenance mechanics. This is about the
same as during SALP 3 (22%).

There were thirteen reactor trips during the assessment period
which were caused by equipment problems; most of these were
attributed to feedwater or EHC problems (see Section IV.1).

The licensee generally has promptly identified and corrected the
causes of these trips; however, system age and component end of
1ife have begun to contribute to the total number of trips. In
2ddition, feedwater system control has been a common cause of
trips for PWRs.

The investigation by the regional specialist of alleged design
problems related primarily to stress intensification factors
used for tees in the piping stress analyses performed for the
licensee by Stone and Webster Engineering Corporation. The
allegation was substantiated; however, the inspection indicated
that Stone and Webster had corrected their design procedures to
include proper stress intensification factors for tees. From
the sample of calculations reviewed, there was no apparent
system safety impact when correct stress intensifications were
applied, and all of the remaining affected piping and analysis




packages were given a detailed review by the licensee's consultant.
The observations in this area indicate that overall performance
was satisfactory and the findinas had little or no impact upon

the quality of the final product.

The resident inspector investigated alleged forged signatures

on a safety-related work package. The allegation was found to be
unsubstantiated and other concerns identified by the inspector
(not related to the allegation) were promptly corrected.

2. Conclusions
The licensee is rated Category 1 in this area. This is an
improvement since the previous assessment period, and is due to
a good enforcement history and improvements in equipment
reliability and management controls.

3. Board Recommendations

None.

Surveillance

1. Analysis

Twelve inspections of surveillance, calibration and inservice
inspection activities were performed by resident and region
based inspectors. Two items of noncompliance were identified
as follows:

a. Severity Level V - Surveillance testing in*:rval was
exceeded for the fire pump diesel engine and its starting
battery bank and charger (Inspection Report Nos. 50-295/83-13;
50-304/83-13).

b. Severity Level IV - (Two examples) Surveillance testing
interval exceeded for the 2A, 2B and 0 diesel generators
and a Unit 2 operated with the 2A, 2B and 0 diesel

enerator inoperable due to exceeding test intervals
?lnspection Report Nos. 50-295/83-17; 50-304/83-18).

The surveillance on the fire pump diesel was late because of an
oversight on the part of the personnel assigned to perform the
test. A worl request was written by the individual who
scheduled the surveillance, but the personnel assigned did not
recognize that a deadline was associated with the test., The
diesel generator (DG) surveillances were missed due to an
inadequate tracking system. (DG surveillance frequency depends
on the total number of failures in the previous 100 valid
tests). An enforcement conference was held on August 11, 198)
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covering DG testing. Corrective actions for these noncom-
pliances have been taken and appear to be effective. Test
procedures and administration of routine surveillances are
adequate.

A surveillance scheduling system exists; however, a sampling
of station deficiency reports indicates that the increase in
the number of missed or improperly performed surveillances
identified in the previous SALP has continued.

The licensee recently made several personnel changes, which
included replacement of the Surveillance Engineer due to the
retirement of the incumbent, as well as the assignment of two
clerical staff personnel to the surveillance office. These
increased resources should allow a more timely review of tests
for completeness and accuracy. Additionally, the lessening of
such administrative demands on the Surveillance Engineer should
permit establishment of a closer liaison with shift personnel and
foster an enhanced awareness of surve ince performance reauire-
ments.

Some problems were encountered concerr.ing the adequacv of
acceptance criteria for PT-11 "Diesel Generator Loading Test",
the monthly DG surveillance. Considerable NRC involvement was
necessary to resolve the differences between actual DG start
times, acceptance times in PT-11 and 7S55-15.6.35 "Manual
Actuation of the Safety Injection and Safe Shutdown System and
Diesel Generator Loading Test", and an analysis by the licensee's
consultant, In another instance, a required report of contain-
ment integrated leak rate test results which was to be submitted
to NRC ("approximately 3 months after the conduct of each test"”
as required by 10 CFR 50 Appendix J) took just over 5 months to
be issued despite several reauests by the resident inspectors.
These examples are not considered typical of licensee responsive-
ness to NRC concerns. Recent efforts by the licensee have been
more responsive,

In the area of ISI, procedures, material and equipment certifi-
cations, personnel certifications, data reports and audits were
examined. The managemen* control systems assured that regula-
tory requirements were met and personnel, equipment and material
certifications were current and complete. Records were found

to be complete, well maintained and available. Discussions with
licensee and contractor personnel indicated that personnel were
knowledageable in their job; records indicate they were properly
trained and certified. The licensee's audit reports were found
to be generally complete and thorough.




Conclusion

The licensee is rated Category 2 in this area. Performance during
the period was the same.

3. Board Recommendations
None.

Fire Protection

1. Analysis

Portions of eleven inspections were performed by the resident
inspectors of licensee activities in the area of general
implementation of the existing fire protection and housekeeping
programs to verify that activities were performed in accordance
with Technical Specifications and applicable procedures. Addi-
tionallv, a detailed inspection of licensee fire protection and
suppression activities was performed by the resident inspectors.
Two items of noncompliance were identified as follows:

a. Severity Level V - Procedure violation (one of two examples;
see Section IV.1 for the other example) failure to properly
control flammable material in the Auxiliary Buildin
(Inspection Reports Nos. 50-295/83-21; 50-304'?3-22).

b. Severity Level V - Failure to comply with approved procedures
for contrel of combustible materials in the Auxiliary
Building (Inspection Report Nos. 50-295/83-26; 50-304/83-27).

Althouagh both noncompliances dealt with control of flammable or
combustible materials, the circumstances, particulars and required
actions of each occurrence were disparate. Accordingly, these
violations are not considered to be repetitive in nature.
Corrective actions for these noncompliances were taken in a very
timely manner, and appear to have been effective,

The licensee has continued to pursue a detailed training program
for all personnel in the area of fire protection. Among the
specific actions noted were:

(1) Assignment of a senior 1icensed operator to the position of
Station Fire Marshal as a primary duty in order to provide
more detailed supervisory attention and plant specific
knowledge within this area.

(2) Completion by all shift supervisory employees of a fire-
fighting course taught by the University of Maryland.

(3) Continued effective interaction with the Zion Fire Depart-
ment, specifically by providing basic radiological training
and plant layout orientation tours, to assist those per-
sonnel should they respond to a fire.
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(4) Training for all employees in fire suppress.on techniques
with use of an onsite smoke house for fire brigade training.
Although the building used early in this evaluation period
is no longer available, a new facility is under contract
for construction onsite this year. The licensee has,
additionally, made this facility available to local fire
departments for their training use.

General plant housekeeping has continued to improve throughout
the assessment period and is currently very good.

As indicated in Section IV,10, significant concerns have arisen
with respect to the scheduling and implementation of specific
requirements of 10 CFR 50 Appendix R. Although substantial
efforts have been expended by the licensee in this regard, Zion
Station has not yet achieved full conformance with the applicable
requirements. Appraisal of this aspect of the Fire Protection
program has accordingly been held in abeyance.

Conclusions

The licensee is rated Category 2 in this area, specifically
reflecting the incomplete implementation of 10 CFR 50 Appendix R.
Performance in housekeeping and other aspects of fire protection
during the period has been improving.

Board Recommendations

The licensee is encouraged to continue the current level of
management involvement in the existing fire protection program
and to extend that involvement as necessary to the implementation
of the broader fire protection issues contained in Appendix R

to 10 CFR Part 50. An Appendix R inspection should be scheduled
consistent with the licensee's final implementation of applicable
requirements.

Emergency Preparedness

1.

Analysis

Four inspections have been conducted to evaluate compliance with
10 CFR Part 50, Technical Specifications, and procedures. No
items of noncompliance were identified in these inspections.

Two exercises were conducted during the rating period, one early
and the other late in the period. While improvement items were
identified during both exercises, only.one item was common to
both exercises. This indicates that licensee management has
gererally been responsive to resolving NRC concerns. Items for
improvement identified during the 1984 exercise included
habitability monitoring in the Operational Support Center (0SC)
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and the quality of briefings provided to persons assigned to
the 0SC, Emergency Operations Facility, and field monitoring
teams. These items indicated the need for additional training
to persons given such tasks.

A routine inspection was conducted in June 1983, At that time the
licensee was developing and implementing cerrective actions on
several generic deficiencies for which responsibility had been
assigned to corporate staff. These deficiencies involved time-
liness of initial offsite notifications and the annual review of
Emergency Actions levels with offsite agencies.

Additional improvements were also identified regarding the Acting
Station Director's initial notification procedure and the staff
augmentation procedure, Although the licensee has identified and
trained sufficient personnel for appropriate emergency response
positions, specialized training should have been better docu-
mented. The licensee has demonstrated the capability to provide
timely shift augmentation through several drills. While corporate
and station emergency preparedness staffs have ensured that all
required drills have been conducted and critiqued, corrective
actions identified during drills should be formally tracked to
ensure completion. Licensee management agreed to consider all
improvement items identified during the 1984 exercise and 1983
routine inspections. Their responses will be evaluated during a
future inspection.

Discussions were held with the licensee regarding conduct of the
pilot Emergency Response Facility Appraisal at the Zion Station,
Corporate and station management agreed to cooperate in this effort;
however, unresolvable schedule conflicts resulted in the initial
appraisal being conducted at another facility.

While the licensee had completed acceptable corrective actions
to weaknesses and improvement items identified during the 1983
exercise, corrective actions are in progress on several generic
deficiencies and a number of improvement items identified during
subsequent exercise and routine inspections. The licensee's
overall attitude towards improving the Station's emergency pre-
paredness program has, thus far, been favorable.

Conclusion

The 1icensee is rated Category 2 in this area. Performance
during the period was the same,

Board Recommendation

None.




Security and Safequards

1.

Analysis

Four safeguards inspections (one routine security, one routine
MCBA and two special security inspections) were completed by
regional based inspectors during the assessment period. The
special inspections involved a review of significant security
events reported by the licensee under 10 CFR 73.71. In addition,
the resident inspectors routinely conducted observations of
security activities. Three items of noncompliance were identi-
fied relative to the security program. All three items were
identified during the two special inspections. No items of
noncompliance were identified during routine inspections.

The noncompliances involved:

a. Severity Level III - The licensee failed to adequately
control access into the Protected Area and Vital Area.
(Inspection Report Nos. 50-295/83-06; 50-304/83-07).

Severity Level IV - The licensee failed to make a timely
report to the NRC on the event noted in item 1 above.
(Inspection Report Nos. 50-295/83-06; 50-304/83-07).

Severity Level III - A visitor was unescorted in both a
rotected and vital area. (inspection Report Nos.
0-295/83-12; 50-304/83-12).

The two Severity Level IIi noncompliances represented major
violations of the licensee's access control procedures aid
resulted in Civil Penalties of $10,000 and $40,000 respectively.
These items were a significant deqradation in the level of
protection described in the apprcved security plan; however,
there was no immediate threat tc the public.

Licensee corrective actions cn these matters were prompt. The
first of the two civil penalty violations was reduced by

50 percent because of prompt identification and extensive
corrective actions. The second civil penalty resulted in
actions which included the establishment of stringent,
restrictive visitor escort requirements which notably exceed
the visitor controls at other licensees. Both security
incidents were caused by contractor personnel who were trained
in an adequate security orientation program but who failed to
follow established procedures.

The two civil penalty violations occurred during the first six
months of the SALP evaluation period. A routine security
inspection conducted 6 months after the second Severity Level III




violation showed a heightened security consciousness by indi-
viduals authorized unescorted access to the protected and vital
areas. Since the civil penalties, station management has taken
an extremely active role in the security decision making process
ensuring adequate management review of plant protection matters.
The Station Superintendent personally reviews personnel access
control violations. Station policies regarding "tailoating" and
visitor escorting are adequately stated and better understood

as a result of the licensee's corrective actions to the civil
penalties imposed. Such policies and proccedures are now
strictly adhered to.

With the sole exception of the first item of noncompliance noted
above, security-related events are properly identified, analyzed,
and reported in a timely manner. The licensee has been extremely
conservative in their approach to reporting items when the
potential for security significance exists. Corrective actions,
following the civil penalties, have been effective as indicated
by a lack of repetition.

Key positions within the security organization are identified and
responsibilities defined. Staffing is ample as indicated by
control of backlog and overtime.

The training and qualification program has contributed to an
adequate understanding of security procedures and post orders
with a modest number of personnel errors, A defined program for
site security has been implemented for individuals granted
unescorted access to the protected and vital areas.

Conclusion

The licensee is rated Category 3 in this area. The licensee was
rated Category 2 in the past two SALP periods. This rating is
based primarily on the two Severity Level III noncompliances
which followed a programmatic weakness identified in the previous
SALP reports. These occurrences in the same functional area
during one SALP evaluation period clearly demonstrate that more
licensee attention and effort were needed to maintain performance
above the acceptable level. During the latter portion of the
assessment period, improved performance was evident due to the
licensee's actions in response to civil penalties. Continuation
of this a?gressive management involvement coupled with no
additional significant violations in this area will result in

an improved rating in this area.

Board Recommendation

The Board notes that subsequent to the SALP period, a routine
security inspection was conducted. The results indicated that
improvements in this area were continuing.
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H. Refueling Activities

1.

Analysis

Four inspections of refueling activities were performed during
the assessment period covering direct observation of refueling
activities, verification of refueling equipment operability and
surveillance testing, verification of containment integrity,
and followup of significant events. No items of noncompliance
were identified.

The licensee's performance in the area of refueling activities
continues to be good. As stated in previous SALP reports, a
specific strength of the licensee is the existence of a

permanent refueling group which is responsible for all activities
involving the handling and storage of new and spent fuel. The
group can thus maintain a high level of knowledge of the
refueling equipment and procedures.

The high levels of both knowledge and experience within this group
were of specific note during the Unit 1 10-year In-Service
Inspection (ISI). A1l fuel modules were removed from the vessel,
inspected and stored in the spent fuel pool. During the core
reload, the problems of minor fuel module deformation were
minimized by the actions of the fuel handlers, resulting in the
expeditious and correct completion of the reload.

Conclusion

The licensee continues to be rated Category 1 in this area.
Performance was the same during the period.

Board Recommendations

None.

I. Coality Programs and Administrative Controls

1.

Analysis

Routine observations by resident inspectors were made in this
area as well as special inspections in the areas of design
changes and modifications and audit program implementation.
The residents also performed followup inspections on various
events. No items of noncompliance were identified, although
aspects of noncompliances in other functional areas may be
considered in this section,

Since the beginning of the evaluation period the licensee has
taken steps to improve procedural adherence. Plant management
has emphasized the need for strict procedural adherence at all
organizational levels; instituted a new classification for
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certain procedures (Mandatory-in-Hand) which establishes
requirements for these procedures to be at the job site; con-
ducted training in procedure use and development; and
instituted review and revision of all maintenance procedures.

As a result of a large number of civil penalties issued to
Commonwealth Edison Company during 1983, a Regulatory Improvement
Program was instituted on a company-wide basis. Steps were

taken in the areas of management organization and personrel

error reduction to improve regulatory performance. Specific
aspects of the program are discussed in Section IV.l.a. The
program went into effect at the Zion Station in February, 1984,
and while personnel errors appear to have been less frequent, it
is too early to evaluate the program's effectiveness.

Areas where more licensee attention appears necessary include:

(1) Shift Engineers (SE), Shift Foreman (SF), and Shift Control
Room Engineers (SCRE) can all authorize work to begin. The
potential exists for simultaneous authorization of conflicting
work. For example, LER 304/83-10 reported that after the SE
had authorized a purge of the Unit 2 containment, two of the
radiation monitors required during the purge were authorized
for removal service for calibration.

(2) Certain individuals on the licensee staff appear to have no
ready replacement., For example, one engineer on the Technical
Staff handles all work associated with the diesel generators,
and only one maintenance foreman has been assigned to
supervise reactor coolant pump seal work. Both of these
individuals perform in an excellent manner, but no others
appear to be available to fill in if they became unavailable.

Positive aspects of the licensee's management and quality program
administration include:

(1) Quality assurance (QA) and quality control (QC) groups have
ample staffing to support their workloads.

(2) QC hold point coverage appears to be increasing.

(3) QA audit program is well run.

(4) Plant management has provided training for RO and SRO
licenses or for RO certification in excess of regulatory
requirements in a variety of plant departments including
chemistry, radiological controls, instrument mechanics,
maintenance, QA audit section, and technical.

In general, the quality programs examined during the assessment
period appeared well established and well administered.
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Conclusion

The licensee is rated Category 2 in this area. Performance has
been the same during the period.

Board Recommendations

None.

J. Licensing Activities

1.

Analysis

The assessment of licensee performance was based on an evalua-
tion of 32 licensing activities including 6 amendments to the
license. Thirty of the 32 selected activities were closed,
two remain open. The licensing activities including the
following:

Project Management Administration
- Response to NUREG-0737 Items

- Appendix R

- Environmental Qualification

- Control of Heavy Loads

- Containment Purge and Vent

- Auxiliary Feedwater (AFW)

- Rod Urgent Alarm

- Main Steam Line Break (MSLB) with Feedwater Addition
- Quality Assurance

- Natural Circulation Cooldown

- AFW Seismic Qualification

- Containment Purge

- Neutronic Methods

- Containment Leakage Test

- Preventive Maintenance of Diesels

- Coolant Chemistry
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A R

Within this evaluation period in all licensing actions there was
evidence of direct management involvement demonstrated by numerous
meetings and telephone calls. Management involvement was parti-
cularly evident in the closure of a large number of NUREG-0737
items and attention given to diesel generators. Total absence

of requests for technical specification changes on an emergency
or exigency basis clearly demonstrated prior planning. Staffing
of licensing personnel with well qualified and technically com-
petent individuals reflects correct assignment of priorities.

There appears to be a clear understanding of most issues and
workable approaches are taken to resolve them. The operation
of purge and vent valves and the performance of extensive
preventive maintenance on the swing diesel generator are just
two examples of conservatism and proper regard from the
standpoint of safety. The excellence of the submittal on
environmental qualification of electrical equipment is a good
example of the understanding of the technical issues involved
and the sound approach to resclution. Sound technical basis and
conservatism are generally provided to support the licensee's
position.

The relatively small number of requests for additional informa-
tion sent to the licensee clearly demonstrated thoroughness of
the initial responses and acceptability of proposed resolution.
In most cases the licensee sent advance copies of submittals by
overnight express service and, when urgent matters were involved,
they were telecopied to the Division of Licensing the same day.
In a few instances where responses were delayed, the licensee
usually provided advance notice to the project manager. The
licensee cooperated willingly with the NRC on non-licensing
issues.

A total of 32 licensing actions were included in the evaluation of
licensee performance. Several examples of excellent licensee
performance on important licensing issues have been noted, i.e.

on environmental qualification of electrical equipment and

diesel generator maintenance.

While licensee performance in this area has been very good, it fis
clouded by the licensee's poor performance on the Appendix R -
Fire Protection issue. Significant delays occurred in the
licensee's identification of problems in complying with his
previous commitments and in arriving at a corrective action

plan. Although the licensee indicated his intention to request a
schedule exemption from 10 CFR 50.48 in July, 1983, it was not
until November, 1983 that the request was filled, about one
month before it was needed, Significant staff concerns involved
the delay by the licensee in resolution of acceptable interim
actions, a lack of understanding by the licensee of the issues
involved in some areas and poor responsiveness to a safety
concern,
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Conclusions

The licensee is rated Category 1 in this area. Performance has
improved during the assessment period.

Board Recommendations

The Board recommends increased licensee attention in the area of
fire protection. Should the licensee fail to show significant
improvement in fire protection, a Category 1 rating will be
difficult to maintain,
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V.

SUPPORTING DATA AND SUMMARIES

A.

Licensee Activities

10.
11,

12.

Unit 1 operated under an administratively imposed 80% power

limitation between January 1, 1983 and March 25, 1983 and a

55% power limitation between March 25, 1983 and June 7, 1983
to conserve fuel and avoid a summer 1983 refueling outage.

Unit 2 began a scheduled refuelina outage February 14, 1983,

Unit 1 suffered damage to the 1 East main transformer on

April 14, 1983 when a power surge shattered the insulator on
one phase of the transformer. As a result, until repairs

were completed June 17, 1983, Unit 1 power was limited to

650 MWE (62.5 percent), the capacity of the 1 West transformer.

Unit 2 was restored to power operation on May 27, 1983
following a 104 day refueling and maintenance outage.

Unit 1 began a scheduled refueling outage on August 9, 1983,

A 10-year In-Service Inspection (ISI) was performed on Unit 1
between August 9, 1983 and February 6, 1984,

During testing c¥ the 1A Diesel Generator on December 23, 1983,
the "floating" turning gear failed, causing extensive damage to
the engine, which was restored to operability January 8, 1984,

A primary-to-atmosphere leak from a broken swagelock fitting at
the Unit 1 incore fission detector seal table resulted in
declaration of a Site Alert on January 20, 1984, The Site Alert
was terminated when leakage was reduced below 1imits following 2
reactor cooldown.

Unit 1 was restored to power operation on February 6, 1984
following a 153 day outage.

Unit 2 began a scheduled refuelinc outage March 27, 1984,

A scheduled 45 day overhaul of the 0 Diesel Generator, under
the provisions of license amendments 84 (Unit 1) and 74 (Unit 2),
dated March 12, 1984, was begun on April 18, 1984,

An ultrasonic and visual inspection of the Unit 2 Rod Control
Cluster Assembly (RCCA) guide tube support pins (split pins)

was performed between April 20 and April 25, 1984, Twenty-five
indications on twenty-three pins were identified ultrasonically,
and all split pin retaining nuts were verified in place.
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B. Inspection Activities

Except as noted in Section V.C. and V.D., the inspection program
at Zion during the evaluation period consisted of routine resident
and region-based inspections. No major team inspections were con-
ducted during the SALP period.

1. Noncompliance Data

Enforcement Activity

Zion Nuclear Power Station Unit 1, Docket 50-295

Functional No. of Violations in Each Severity Level
Area Dev. v 111 11 1

IV
Plant Operations 1(1)* 1)
Radiological Controls (1) (3) 4‘
Maintenance 1
Surveillance Inservice
Testing (1)

Fire Protection (2)*
Emergency Preparedness

Security and Safeguards (1) (2)
Refueling Activities

Quality Programs and

Administrative Controls
J. Licensing Activities

(1)

- .

—~xomm o>
- - L —

~ TOTALS (1) 1{7)* (8) (2)

Numbers in parentheses indicate noncompliances or deviation common to both
units,

*One Severity Level V violation, common to both units, included examples in

both the Plant Operations and Fire Protection arzas and is therefore reflected
under both,
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Enforcement Activity

Zion Nuclear Power Station Unit 2, Docket 50-304

Functional No. of Violations in Each Severity Lavel
Area Dev. Vv IV 111 11 I
A. Plant Operations 21?* 1(1)

B. Radiological Controls (1) 3 (4)

C. Maintenance (1)

D. Surveillance (1) (1)

E. Fire Protection (2)*

F. Emergency Preparedness

G. Security and Safeguards (1) (2)

H. Refueling Activities

I. Quality Programs and

Administrative Controls
J. Licensing Activities

TOTALS (1) (7)* 1(8) (2)

Numbers in parentheses indicate noncompliances or deviation common to both
units.

*One Severity Level V violation, common to both units, included examples in
both the Piant Operations and Fire Protection areas and is therefore reflected
under both.

C. Investigations and Allegations Review

1. On June 15 and 16, 1983 a special inspection was conducted
regarding alleged inadequate stress intensification factors
used for piping tee stress analyses (see Section 1V.3).

2. Between March 14, 1984 and March 20, 1984, the Resident
Inspectors inspected an allegation of improper maintenance
practices and forged signatures on work packages. The
allegations were not substantiated, however, two concerns
unrelated to the allegations were identified for licensee
ation (see Section 1V.3).

D. Escalated Enforcement Actions

1. Civil Penalties

a. As a result of an inspection conducted on March 15, 1983, the
NRC issued an order imposing a Civil Penalty in the amount
of $10,000 for the events surrounding a failure to ade-
quately control access to the protected and vital areas
of the facility. The licensee paid the Civil Penalty on
August 12, 1983.




&

b. As a resuit of an inspection conducted on June 20, 1983,
the NRC issued an order imposing a Civil Penalty in the
amount of $40,000 for the events surrounding a fai 're
to adequately control access to the protected and vital
areas of the facility. The licensee paid the Civil
Penalty on December 7, 1983.

Orders

No orders were issued during the SALP period.

Management Conferences Held During Appraisal Pericd

(n January 26, 1983, a management meeting was neld in the NRC
Recion II1 offices to discuss proposed Commonwealth Edison
Company guidelines for Commonwealth Edison Company personnel
to be used for providing information to NRC Region III
inspectors.

On February 17, 1983, a management meeting was held in the NRC
Region IIl offices to discuss future improvement of the
regulatory performance of Commonwealth Edison Company.

On April 11, 1983, an enforcement conference was held in the
NRC Region 11l offices to discuss failure to adequately control
access to protected and vital areas of the fucility (see
Section V.D.2.).

On May 12, 1983, a management meeting was heid in the NRC
Region 111 offices to present the license2 with the findings of
the SALP Cycle 3 Report.

On July 8, 1983, an enforcement conference was held in tne NRC
Region 111 offices to discuss a failure to acequately control
access to protected and vital areas of the facility (see
Section V.D.6.).

On July 26, 1983, a management meeting was he'd in the
Commonwealth Edison Company corporate offices to discuss
improvement of licensee regulatory periormance and enhancement
of communications between the NRC and Commonwcalth Edison
Company.

On August 11, 1983, an enforcement conference was held in the
NRC Region IIl offices to discuss a failure to conduct diesel
generator surveillances at the required frequency and faiiure
to take proper actions when test parameters were exceeded.

On September 9, 1983, a management meeting was held at the
Commonwealth Edison Company corporate offices to continue
discussions on improvement of licensee regulatory performance
and enhancement of communications between Commonwealth Edison
and the NRC.
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On October 19, 1983, a management meeting was held at the
Holiday Inn in Aurora, I11inois to continue discussions on
improvement of licensee roqulatory performance and enhancement
of communications betweer Commonwealth Edison and the NRC,

Review of Licensee Event Reports and 10 CFR 21 Reports

Licensee Event Reports (LERs)

On August 29, 1983, the NRC published an amendment clarifying
its reguiations regarding Licensee Event Reports (LERs
required by 10 CFR 50.73., Details of the new reporting system
were published as NUREG-1022 "Licensee Event Report System".
The effective date of this amendment was January 1, 1984, The
new rule deleted reporting requirements for several types of
LERs which had been found, through experience, to be of little
value to the Commission.

LICENSEE EVENT REPORTS

NUMBER PROXIMATE CAUSE*
Salp Period 3 SALP Period 4
(12 months) (16 months)
12/31/81 - 01/01/83 01/01/83 - 04/30/84
9 (0.8)** 28 (1.8)** Personnel Error
4 (0.3) 6 (0.4) Design, Manufacturing
and Construction/
Installation
0 2 (0.1) External Cause
7 (0.6) 7 (0.4) Defective Procedure
51 (4.3) 71 (4.48) Component Failure
8 10.7! 7 (0.4) Other
79 (6.6) 121 (7.6)

*Proximate cause is the cause assigned by the licensee according
to NUREG-0161, "Instructions for Preparation of Data Entry Sheets
for Licensee Event Report (LER) File," or NUREG-1022, "Licensee
Event Report System."

**Number in parentheses are the average number of events per
month.

LERs were issued at approximately the same rate during the

SALP 4 acsessment period as during SALP 3, except for those
caused by personnel errors. The number of LERS per month due to
personnel errors more than doubled. Additional discussion on
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personnel errors is provided in Sections IV.1 and IV.3. LERs
due to defective procedures occurred less frequently during the
assessment period, however the numbers involved are so small as
to make statistical comparisons difficult.

In addition, changes in the LER system have made LER data for this
SALP period not completely comparable with previous statistics.

The licensee submitted 5 LERs for Unit 1 and 6 LERs for Unit 2
in the assessment period from January 1, 1984 to April 30, 1984,
The information in the narrative sections was generally
sufficient to provide the reader with a good understanding of
the event. The descriptions of events were clear and adequate.
The apparent cause of the occurrences was well explained and
documented. Corrective actions were also mentioned.

References to previous events were éppropriate and timely
updates were submitted when necessary.

10 CFR 21 Reports

No Part 21 reports were submitted by the licensee during the
evaluation period.




NUCLEAR REGULATORY COMMISSION

REGION 1
31 PARK AVENUE
KING OF PRUSSIA, PENNSYLVANIA 19408

Paee®

Docket No. 50-311

JUN 28 1983

Public Service Electric and Gas Company
AITN: Mr. Richard A. Uderitz

R Vice-President = Nuclear

.. P. 0. Box 236
Hancock's Bridge, New Jersey 08038

Gentlemen:
Subject: Inspection No. 50-311/83-14

This refers to the special safety inspection conducted by Mr. R. L. Nimitz of

this office on April 17, 18, 21, and 22, 1983, at the Salem Nuclear Generating
Station, Hancocks Bridge, New Jersey, of activities authorized by NRC License

No. DPR-75 and to the discussions of our findings held by Mr. Nimitz with Mr.

J. Driscoll at the conclusion of the inspection.

Areas examined during this inspection are described in the NRC Region I Inspec-

- tion Report which is enclosed with this letter. Within these areas, the '
inspection consisted of selective examinations of procedures and representative
records, interviews with personnel, and observations by the inspector.

Based on the results of this inspection, it appears that certain of your

' activities were not conducted in full compliance with NRC requirements, as set
forth in the Notice of Violation, enclosed herewith as Appendix A. These
violations have been categorized by severity level in accordance with the NRC
Enforcement Policy (10 CFR 2, Appendix C) published in the Federal Register
Notice (47 FR 9987) dated March 9, 1982. You are required to respond to this

letter; and in preparing your response, you should follow the instructions in
Appendix A.

In accordance withk 10 CFR 2.790(a), a copy of this letter and the enclosures
will be placed in the NRC Public Document Room unless you notify this office,
by telephone, within 10 days of the date of this letter and submit written
application to withhold information contained therein within 30 days of the
date of this letter. Such application must be consistent with the requirements
of 2.790(b)(1). The telephone notification of your intent to request withhold-
ing, or any request for an extension of the 10-day period which you believe
necessary, should be made to the Supervisor, Files, Mail and Records, USNRC
Region I, at (215) 337-5223.

The responses directed by this letter and the accompanying Notice are not
subject to the clearance procedures of the Office of Management and Budget
as required by the Paperwork Reduction Act of 1980, PL 96-511.




‘

"Public Service Electric and Gas Co. 2

Your cooperation with us in this matter is appreciated.

s Sincerely,

f Lo £ 7

Thomas T. Martin, Director
Dfvision of Engineering and

Technical Programs

Enclosures:
1. Appendix A, Notice of Violation
2. NRC Region I Inspection Report Number 50-311/83-14

cc w/encls:
R. L. Mitt], General Manager - Nuclear Assurance and Regulation
H. J. Midura, General Manager - Salem Operations
- E. A. Liden, Manager - Nucléar Licensing and Regulation
C. P. Johnson, Assistant to Vice-President - Nuclear
Armand Nassman, Manager, Quality Assurance = Nuclear Operations
R. Fryling, Jr., Esquire
Public Document Room (PDR)
Local Public Document Room (LPDR)
Nuclear Safety Information Center (NSIC)
NRC Resident Inspector
State of New Jersey

bcc w/encls:

Region 1 Docket Room (with concurrences)
Senior Operations Officer (w/0 encls)
DPRP Section Chief

K. Kohler, FOIA




APPENDIX A
NOTICE OF VIOLATION

~- Public Service Electric and Gas Company Docket No. 50-311
~ Salem Nuclear Generating Statifon, Unit 2 License No. DPR-75

As a result of the inspection conducted on April 17, 18, 21, and 22, 1983, and
in accordance with the NRC Enforcement Policy (10 CFR 2, Appendix C), the
following violations were identified:

o Ka

10 CFR 20.103(a)(3) requires that licensees use suitable measurements of
concentrations of radioactive materials in air for detecting and evaluat-
ing airborne radioactivity for purposes of determining compliance with the
requirements of 10 CFR 20.103. 10 CFR 20.103(a)(1) provides quarterly
limits for intake of airborne radinactivity.

Contrary to the above, on April 16, 1983, during three separate drilling
and cleaning operations of a nozzle dam stud located inside the No. 22
Steam Generator, no measurements of the concentrations of radiocactive
materials present therein were made for purposes of determining
compliance with 10 CFR 20.103. Personnel entered the steam generator
immediately before and after the drilling to clean the area being drilled
with an air gun.

This is a Severity Level IV violation (Supplement IV).

10 CFR 20.103 states in paragraph (b), in part, "The licensee shall, as a
precautionary procedure, use process or other engineering controls, to
the extent practicable, to limit concentrations of radicactive materials
in air to levels below those which delimit an airborne radiocactivity area
as defined in 20.203(d)(1)(ii) . . ."

Contrary to the above, on April 16, 1983, an installed airborne radio-
activity removal system was not used to limit airborne radioactivity
concentrations inside the No. 22 Steam Generator or in the vicinity
thereof. Airborne radioactivity concentrations measured in the work
vicinity ranged from 52 to 168 times the value specified in 20.203(d)

(1)(i1).
This is a Severity Level IV violation (Supplement IV).

Pursuant to the provisions of 10 CFR 2.201, the Public Service Gas and Electric
Company i. hereby required to submit to this office within 30 days of the date
of the letter that transmits this Notice, a written statement or explanation in
reply, including: (1) the corrective steps which have been taken and the
results achieved; (2) corrective steps which will be taken to aveid further
violations; and (3) the date when full compliance will be achieved. Where good
cause is shown, consideration will be given to extending this response time.

R 3TF2— ().



U. S. NUCLEAR REGULATORY COMMISSION

Region 1
+- Report No. 50-311/83-14
" Docket No. 50-311
License No. DPR-75 Priority _ - Category _ C

Licensee: Public Ser;%ce Electric and Gas Company
. 0. Box 236
Hancocks Bridge, New Jersey 08(38

Facility Name: Salem Nuclear Generating Station, Unit 2

Inspection at: Hancocks Bridge, New Jersey

Inspector: N g T i g\ B\ 83
Ronald L. Nimitz, Senjor Radiation Specialist date
Approved by: . gz gl&
M. Shanbaky, Ph hief  Facilities ate

Rédiation Prot;ctibn.gection

Inspection Summary:

Inspection on April 17, 18, 21, and 22, 1983 (Report No. 50-311/83-14)

Areas Inspected: Special safety inspection of the circumstances, licensee
evaluations, and corrective actions involving a personnel contamination event
on April 16, 1983, including: description, notifications, airborne radio-
activity intake estimates, engineering controls, airborne radioactivity sam-
pling, procedures, allegations related to the event, and a review of a spill of
contaminated water. The inspection involved 30 inspector-hours onsite by one
region-based inspector.

Results: No violations were identified in six areas. Two violations were
jdentified in two areas (failure to use engineering controls in accordance with
10 CFR 20.103, Section 5; failure to perform airborne radioactivity measure-
ments in accordance with 10 CFR 20.103(a)(3), Section 6).



Details

1. Persons Contacted

" 1.1 Public Service Electric and Gas

*W. Britz, Manager, Radiation Protection Services

H. Bergendah]l, Health Physicist
*J. Clancy, Senior Engineer, Radiation Protection Services
R. Aslo, Technical Supervisor

*A. Dareluis, Quality Assurance
*J. Driscoll, Assistant General Superintendent

W. Ferguson, Technical Supervisor, Radiation Protection
*J. 0'Connor, Radiation Protection Engineer

J. Pearson, Senior Shift Supervisor, Unit 2

W. Hunkele, Technical Supervisor, Radioactive Waste

1.2 NRC

L. Norrholm, Senior Resident Inspector
*Denotes those individuals attending the exit meeting on April 22, 1983.
The inspector also contacted other licensee and contractor personnel.

2. Purpose of Inspection

The purpose of this special inspection was to review the circumstances,
licensee evaluations, and corrective actions involving an event on April
16, 1983, at the Salem Nuclear Generating Station Unit 2 in which a number
of individuals sustained intakes of airborne radioactive materials.

3. Event Description

Due to a broken stud on the Number 22 Steam Generator Cold Leg nozzle
dam, it was decided that a steam generator entry would be required to
drill out the stud and re-tap the hole.

At about 10:00 a.m. on April 16, 1983, a briefing for the job was held.

A Westinghouse representative discussed how the job would be performed,

while radiation protection personnel distributed dosimetry and subsequ-

ently discussed how the job was to be covered from a radiclogical stand-
point.

At about 11:00 a.m. on April 16, 1983, the work crew dressed out in
protective clothing and proceeded to the steam generator work area. The
crew on the No. 22 Steam Generator work platform consisted of three
Westinghouse personnel, one contractor tool control individual, and one
Radiation Protection Technician. The individuais entering the steam
generator tent wore air-supplied full face respiratory protective equip-
ment. Those individuals on the platform but not entering the tent wore
full face filter respiratory protective equipment.



Prior to entry into the Steam Generator waterbox, the Radiation Protection
Technician collected a eight-minute grab air sample inside the waterbox by
~use of a two cubic foot per minute (CFM) air sample pump. The air sample
was analyzed at about 3:00 p.m. on April 16, 1983. A steam generator
jumper time keeper was positioned above No. 22 Steam Generator to keep a
record of each individual's time in the generator. A second radiation
protection technician was positioned at the bottom of the ladder leading
to the steam generator platform for purposes of assisting individuals in
donning additional protective clothing and equipment. These two individ-
uals did not wear respiratory protective equipment.

At about 1:00 p.m. on April 16, 1383, a Westinghouse worker entered the
waterbox to set up lighting and drill out the broken stud. A second
Westinghouse worker entered after the first individual's exit to verify
drill alignment. The drilling was performed from outside the waterbox
tent. The exhaust air from the air-powered drill exhausted into the
waterbox.

At about 1:30 p.m. on-April 16, 1983, the first segment of drilling was
stopped. A Westinghouse worker entered the waterbox to blow out shavings
from the hole with an air gun and install a second, larger drill bit. No
airborne radioactivity samples were collected in the waterbox during this
entry. The drilling proceeded for about 10 minutes and was performed from
outside the waterbox tent.

At about 1:45 p.m. on April 16, 1983, a Westinghouse worker entered the
waterbox to blowout shavings from the hole with a air gun and to install a
third, larger drill bit.

During drilling with the third bit, problems were encountered. It was
believed the bit was broken. At about 2:00 p.m. on April 16, 1983, the
third drill was backed out and an attempt was made to tap the broken
stud.

while in the generator attempting to tap the stud, the Westinghouse
individual's stay time elapsed, and he exited the generator.

The Health Physics crew for the job was changed between 2:00 and 2:30
p.m. At about 2:30 p.m. on April 16, 1983, it was determined that the
taping could proceed.

During the taping and at about 2:30 p.m., the No. 22 Reactor Coolant Pump
motor started. The motor was started for purposes of vibration testing.
While the motor was runring, Westinghouse personnel completed the taping
of the stud and cleaned out the hole by use of the air gun. The air gun
was also used to blow cut the grooves and bolt holes in the nozzle dam.
The waterbux was then wiped out with a rag. Quaiity Assurance personnel
performed an inspection of the waterbox at about 3:00 p.m., on April 16,
1983. At about 4:00 p.m., the No. 2Z Reactor Coolant pump mctor was

shut off, and the motor began its coast down.



At about 5:00 p.m., a technician performing whole body counting of individ-
uals who had worked in the area identified cobalt-58 (Co-58) intakes. A
second individual was counted and also found to have an intake of Co-58.
The workers indicated they had been in the vicinity of the No. 22 Reactor
Coolant Pump and Steam Generator respectively. In addition, personnel who

had worked in the vicinity were identified as having contamination about
the face.

An investigation was initiated at about 5:15 p.m. on April 16, 1983.

Air samplescollected in the vicinity were qualitatively measured with a
thin window GM detector system and were found to indicate high airborne
radioactivity. An air sample collected in the vicinity of the No. 22
Reactor Coolant Pump during the period 5:05 to 5:10C p.m. measured 40
millirad/hour with an end window ion chamber survey meter. The area
within the bioshield was evacuated at about 5:45 p.m. on April 16, 1983.
The entire containment was evacuated at about 6:15 p.m.

During the investigation, it was determined that the ventilation system,
used to remove airborne radioactivity from the No. 22 Steam Generator, was

not in operation. The ventilation system was started at 7:00 p.m. on
April 16, 1983.

General access to the containment was resumed at about 2:00 a.m. on April
17, 1983.

Notifications

The inspector reviewed the notifications made by the licensee concerning

the personnel contamination. The review was with respect to the follow-
ing:

- 10 CFR 50.72, "Notification of Significant Events"

Salem Nuclear Generating Station Emergency Procedure EP I1-0, "Acci-
dent Classification Guide"

No violations were identified.

Airborne Radioactivity Intake Estimates

The inspector reviewed the airborne radioactive material intake estimates
of those individuals who were in the containment during the time of the
high airborne radioactivity. The review was with respect to 10 CFR

20.103, “Exposures of Individuals to Concentrations of Radioactive Mater-
iais in Air In Restricted Areas."

The licensee identified 230 individuals who were in the containment during
the afternoon of April 16, 1983 event. The individuals were whole body
counted by the licensee during the period April 16 - 20, 1983. The
majority of the individuals were counted on either April 16 or 17, 1983




10 CFR 20.103 requires that no licensee possess, use, or transfer licensed
material in such a manner as to permit any individual in a restricted area
to inhale quantity of radioactive material air in excess of the limits

- specified therein. For purposes of complying with the gquarterly limits
specified therein, a value of 520 MPC-hours* is used.

The inspector review of the licensee's whole body count data summary
indicated no individual sustained an exposure in excess of the quarterly
airborne radioactivity intake limits specified in 10 CFR 20.103(a)(1).

The inspector selected individuals from the summary and compared their
assigned airberne radioactivity exposure, sustained during the event, in
MPC-hours to that indicated by whole body count data. The inspector noted
that one individual indicated <0.1 MPC-hour on the summary while his whole
body count indicated 5.9 MPC-hours. A second individual indicated 24.3
MPC-hours on the summary. However, this second individual's whole body
count data indicated 65 MPC-hours. This matter was brought to the atten-
tion of licensee radiation protzction representatives in a telephone
conversation on May 12, 1983.

NOTE: A1l exposure was assumed to have occurred during the event. The
inspector found nn indications to the contrary.

Licensee representatives indicated the summary would be reviewed,
corrected as necessary, and made available by June 30, 1983.

In addition, the inspector selected those individuals who had been working
in the vicinity of No. 22 Steam Generator and No. 22 Reactcr Coolant Pump
when the pump motor started (about 2:00 p.m. - 4:00 p.m. on April 16,
1983) and reviewed their whole body count data.

The inspector noted that of 15 people in the area, one individual
sustained an exposure of about 65 MPC-hours. This value was noted to be
12.5% of the quarterly quantity intake limit. The remaining individuals
sustained exposures of <10 MPC-hours.

The licensee sent air sampies collected inside the steam generator tent
and at the No. 22 Reactor Coolant Pump to a contractor for analysis. The
sample results were provided to the inspector on May 26, 1983. The data
did not indicate the presence of significant alpha emitters.

No violations were identified.

*One MPC-hr is that exposure sustained by an individual who inhales airborne ‘
radioactive material for one hour at the applicabie ccncentratien specified

in Table 1, Column 1, of Appendix B to 10 CFR 20. ‘



Engineering Controls

The inspector reviewed the event with respect to the requirements of 10
- CFR 20.103.

10 CFR 20.103 requires in paragraph (b)(1) that the licensee use, as a
precautionary procedure, prucess or engineering controls to the extent
practicable to 1imit concentrations of airborne radioactive material
below those which define an airborne radioactivity area, as defined in
§20.203(d)(ii). This section defines an airborne radicactivity area as
any area in which the airborne radioactivity concentrations exceed 25
percent of the applicable values specified in Appendix B, Table 1, Column
1 of 10 CFR 20 averaged over the number of hours in any week during which
individuals are in the area.

The review of the event indicated that the licensee had installed a
ventilation system to remove airborne radioactivity from the steam genera-
tor waterbox. - During the work in the cold leg of the steam generator, air
was to be drawn in through the cold leg, up through the steam generator
tubes, out the cold leg manway, and finally exhausted into the containment
atmosphere outside the biological shield. The air was filtered by an
jodine removal unit prior to its being exhausted into contaiment.

The inspector noted, however, that the iodine removal unit was not turned
on prior to the work in the No. 22 cold leg. The unit was placed in
operation at about 7:00 p.m. on April 16, 1983.

The review of licensee airborne radicactivity sample analysis data indi-
cated the airborne radioactivity concentration ranged from about 13 times
the 10 CFR 20, Appendix B, values in the area of No. 22 Reactor Coolant
Pumn to about 41 times these concentration values in the No. 22 Steam

Generator tent area (i.e., 52 and 164 times the value specified in 10 CFR
20.203(d)(i1)).

The inspector discussed the above with licensee representatives and
indicated that failure to use engineering controls to the extent practic-
able to 1imit intake of airborne radicactive material was a violation of
10 CFR 20.103(b) (50-311/83-14-01).

Airborne Radioactivity Sampling

The inspector raviewed selected airborne radiocactivity surveys made by
the licensee during the contamination event.

10 CFR 20.103(a)(3) reguires that licensees use suitable measurements of
concentrations of radioactive materials in air for detecting and evaluat-
ing airborne radioactivity for purposes of determining compliance with the
requirements of 10 CFR 20.103. 10 CFR 20.103(&)(1) provides quarteriy
limits for intake ¢f airborne radiocactivity.



10 CFR 20.103(a)(1) requires that no licensee possess, use, or transfer
licensed material in such a manner as to permit any individual in a

restricted area to inhale, in any calendar quarter, a quantity of radic-
" active material greater than the quantity specified therein.

6.1

6.2

Waterbox Surveys

The inspector review of airborne radioactivity measurements made by
the licensee during the drilling and taping of the steam generator
nozzle dam on April 16, 1983, indicated that a pre-work air sample
was collected. This sample (No. 83-12296) was collected at about
11:17 a.m. for eight minutes and was counted about four hours later.
The 2ir sample indicated no significant airborne radioactivity.

The review of airborne radioactivity measurements performed during
the work inside the generator indicated no airborne radioactivity
samples were collected therein for the entire duration of the job.
The inspector noted that during the job, three separate drilling and
cleaning (i.e., by use of an air gun) operations were performed.

The nspector noted that an air sample was collected during the
period 12 noon to 5:00 p.m. in the No. 22 Steam Generator Tent area.
This sample indicated 800 mrad/hour when measured with a survey
meter and about 42 times the appropriate 10 CFR 20, Appendix B,
concentration limits when analyzed.

The inspector noted that failure to perform measurements of airborne
radioactivity concentrations for purposes of determining compliance
with 10 CFR 20.103 was noncompliance with 10 CFR 20.103(a)(3)
(50-311/83-14-02).

General Area

The review of general area airborne radioactivity sampling indicated
that airsorne radioactivity samples were collected in the No. 22
Steam Generator Tent and in the vicinity of the No. 22 Reactor
Coolant pump. The inspector noted, however, that these samplers
were continuous samples collected during the entire work activity.
No short diiration grab samples were collected and analyzed. In
addition, nc continuous air monitor (CAM) was operated in the vicin-
ity. The licensee did have one CAM operating in the containment.
However, the monitor was operating on the Refueling Floor and was
later determined to be not operating properly. As a result, the
licensee had no timeiy indication of increasing airborne radio-
activity. ’

The inspector also noted that the licensee's Technical Supervisor,
Radiation Protection, issued a memorandum on January 14, 1383, to

all radiation protection technicians concerning air sampling in
containment. The memorandum indicated that air sampling was either
to be performed on a 12-hour or 24-hour basis inside the containment,
depending on conditions.



The routine air samples collected inside the biological shield had
been pulled around noon, and the next samples were not apparently
scheduled to be collected for at least another 12 hours. As a result
of the above, the licensee was unaware of the increasing airborne
radioactivity in the vicinity of the No. 22 Steam Generator and No.
22 Reactor Coolant Pump. The licensee became aware of it when
individuals were identified by whole body counting to have sustained
intakes of radioactive material and individuals were identified as
sustaining nasal contamination.

The inspector discussed the above with licensee representatives.
Licensee representatives indicated that means would be immediately
implemented to provide a more timely indication of personnel exposure
to airborne radioactivity. This will be examined during a subsequent
inspection. (50-311/83-14-03).

In addition to the above, the inspector noted that no routine main-
tenance program existed for CAMs. The licensee had an informal
checklist; however, the licensee determined after the event that the
checklist was not implemented. The individual responsible for
routinely checking the CAM had not done so. The licensee terminated
the individual.

The inspector noted that a number of deficiencies in this area had
been brought to the licensee's attention in the NRC's Health Physics
Appraisal (performed during January and February of 1980). The
appraisal indicated that instrument calihration programs had been
turned over to a contractor with little, if any, technical review of
their work by the licensee. The inspector noted that the individual
who was to perform the CAM maintenance was a contractor.

The calibration and maintenance of airborne radioactivity sampling
and analysis equipment is an unresolved item (50-311/83-14-04).

Procedures

The inspector reviewed the event with respect to Technical Specification
6.8, "Procedures and Programs."

Technical Specification (7.S5.) 6.8.1 requires that written procedures be
established, implemented, and maintained covering the activities refer-
enced therein. T.S5. €.8.1 references the applicable procedures recom-
mended in Appendix A of Regulatory Guide 1.33, Revision 2, February 1978.
Appendix A of Regulatory Guide 1.33 recommends in section 9.e that genera!l
procedures for the control of maintenance, repair, replacement, and
modification be prepared before reactor operation is begun. In addition,
section 9.e states that these procedures should include information on
areas such as factors to be taken into account, including the necessity
for minimizing radiation exposure to workmen in preparing the detailed
work procedures.



The following procedures were reviewed with respect to the above:

=  Procedure No. T-86, Revision 1, “Steam Generator Primary Nozzle Dam
' Installation and Removal," dated April 4, 1983

- Procedure RP 1.013, Revision 8, "Radiation Exposure Permit/Extended
Radiation Exposure Permit”

- Procedure RP 1.021, Revision 0, "ALARA Program"

The review of Procedure No. T-86 used for the installation, repair, and
removal of the nozzle dams indicated that limited guidance for minimizing
radiation exposure to workmen was contained therein. Section 8 of the
procedure stated that personnel engaged in the installation and removal of
nozzle dams shall have received instructions in, and have full understand-
ing of, the radiation protection rules and guidelines in effect on the
plant site. Also, the section indicated that personnel shall wear protec-
tive clothing to the extent and of the type. The inspector noted that
this was the total radiological control guidance contained in the 35-page
procedure. '

This procedure was revised on April 14, 19°3, tc provide guidance for
removal of broken studs from the steam gencrator nozzle ring. No guidance
dealing with radiological control matters was included in the six-page
field change service activity procedure.

The inspector noted that the procedure included Process Control signoffs.
However, no signoffs dealing with radiological control matters, such as
ensuring that the installed ventilation system was operable, were included
in the procedure.

The inspector review of Procedure No. 1.021 indicated that section 2
provides guidance for ALARA reviews. Paragraph l.a. of section C states
that all work conducted in radiologically controlled areas should be
reviewed for ALARA consideration to minimize personnel exposures, the
spread of contamination, and to prevent or minimize releases to the
environment. This paragraph also states that the review shall be conduc-
ted via the Radiation Exposure Permit (REP) System (R.P.I. 1.031).

The review of Procedure RP 1.013 indicated that Section D provides guid-
ance for ALARA review. Paragraph 3.e of Section D states that an ALARA
review shall be documented for each REP.

The ALARA review was performed per licensee representatives, but

was not readily available. Licensee representatives stated that the
ALARA review for the REP would be provided by June 30, 1983 (50-311/
83-14-05).



The purpose of this review, per paragraph 3.e, is to identify problems
that could ultimately result in unnecessary radiation exposure. Paragraph
3.f states that the assigned radiation protection individual completing

- Section B of the REP shall do so by indicating protective clothing,
dosimetry, monitoring, and special requirements necessary to ensure the
radiological safety of personnel performing work. Sound judgement is to
be exercised in completing this section.

The licensee utilized REP No. 0500, dated April 15, 1983, for drilling
out the broken bolt in the nozzle ring. The review of Section B of the
REP indicated that no special requirements to ensure that the steam
generator ventilation system was operable prior to work in the steam
generator were included in Section B of the REP.

In addition, the review of REP 0500 indicated that the cleaning out of
the holes in the nozzle dam with air, after the drilling, was not
described on the permit. The permit stated that the work to be performed
was the drilling out of a broken bolt in the nozzle ring of each steam
generator. .

The inspector discussed the above with licensee representatives and
indicated that the procedures and REP covering the nozzle dam work did
not contain any steps to ensure that the steam generator ventilation
system was operating prior to personnel entry and work in the waterbox.
The inspector indicated that the lack of this guidance contributed to the
violation for failure to use engineering controls discussed in section 5
of this report.

Allegations Related to the Personnel Contamination Event

8.1 General

On April 19, 1983, an individual contacted the NRC to express
concerns pertaining to the adequacy of the licensee's Radiation
Protection Program.

On April 20, 1983, the individual was interviewed in depth by a
representative of the NRC Region I Office of Field Investigation.

The allegations were provided to the inspector on April 21, 1983.
At that time, a review of the licensee's Radiation Protection Program
with respect to the allegations was initiated.

8.2 Review of Allegation

The fellowing provides the allegations and the inspector's findings:

8.2.1 Allegation 1

The Portal Monitor has been alarming on its own, and the
licensee's radiation protection technicians ignore the alarm.



Findings (Allegation 1)

The licensee utilizes a National Nuclear Corporation Gamma-10
Portal Monitor to monitor personnel exiting the main and
contractor control point.

The review of the instruction manual for the monitor indicate
that the sensitivity of the monitor is to be adjusted to
provide one false alarm about every 10 minutes with the
occupancy monitors inactivated. The licensee uses the portal
monitor in walk through mode. Therefore, the monitor is
continually counting, even when not occupied and would,
therefore, periodically alarm. The frequency of this alarm
would be related to selected sensitivity. This is consistent
with the monitor's design.

The review of radiation protection technician response to
alarms from the portal monitor located at the main control
point indicated that the technicians were responsive to the
alarms.

The portal monitor at the contractor exit point was examined
by NRC resident inspectors. The monitor was of the same
design as previously discussed. The resident inspectors noted
that the portal monitor was not in close proximity to the
health physics contractor control point; therefore, alarms
would not be immediately responded to. No instructions were
posted on the monitor to indicate what action should be taken
if the monitor was found in alarm condition or if it alarmed
as an individual was passing through the monitor. However, it
was noted that hand held friskers were provided at the health
physics contractor control point for use in checking for
personnel contamination prior to reaching the portal monitor.
Therefore, the health and safety of workers was not compro-
mised.

Licensee representatives contacted the inspector on May 25,
1983, and indicated that health physics personnel respond to
any alarms of this portal monitor when notified of such
alarms. Licensee representatives further indicated that
instructions would be posted on the portal monitor to inform
workers of what actions to take if the monitor alarms. 1his
action is tempcrary in that the licensee has initiated action
to move the monitor to a health physics dosimetry control
point.

Based on the above, this item is resclved.




In reviewing calibration data for the Portal Monitor, the
inspector was unable to interpret the data presented on the
data sheet with respect to the acceptance criteria presented
in the calibration procedure. The acceptability of the
g;];graé;on of the Portal Monitor is unresolved (50-311/

Allegation 2

A1] radiation protection technicians working in Unit 2
containment are trainees.

Findings (Allegation 2)

The training and qualifications of selected radiation
protection technicians working in Unit 2 Containment was
reviewed during Combined Inspection Nos. 50-272/83-14;
50-311/83-11. No violations were identified during the
review.

Based on the above, this item is resolved.

Allegation 3

Personnel working on the Unit 2 Refueling Floor were not
provided respiratory protection equipment, while those
individuals working inside the Reactor Cavity railing were.
Personnel inside the cavity were washing down the sides of the
cavity.

Findings (Allegation 3)

The inspector reviewed Radiation Exposure Permit (REP) No.
0448, dated April 4, 1983, which provided radiological
controls for the Unit 2 Reactor Cavity Decontamination. The
inspector also reviewed airborne radiocactivity surveys
collected during the work.

The work of the REP indicated that personnel working inside
the cavity were required to wear airline supplied respirators,
pending review of air sample data, while those working at the
top of the cavity were to wear filter respirators. No
rejuirements for use of respiratory protective eguipment on
other areas of Refueling Floor ware specified on the REP.

The review of the use of respiratory protective equipment
with respect to 10 CFR 20.103(b)(2) indicated that based on
work duration and airborne radicactivity concentration values,
respiratory protective equipment was not required to be used
either at the edge of the cavity or on the Refueling Floor.




Based on the above, this item is resolved.

Allegation 4

An individual who performed respirator mask fit tests at the
contractor mask fit area was not qualified.

Findings (Allegation 4)

The inspector reviewed training documentation for those
individuals who were performing mask fit tests. The review
indicated that the five individuals performing the testing
were trained and qualified to perform this task.

Based on the above, this item is resolved.

Allegation 5

During the contamination event, a radiation protection
technician turned off the alarm on a Refueling Floor air
monitor and ignored it.

Findings (Allegation 5)

The inspector interviewed the individual who said that he saw
the alarm being turned off.

This individual had documented his concerns in a letter to
his supervisor which was subsequently investigated by the
licensee's Radiation Protection organization.

The licensee's investigation and the inspector's d.scussion
with the individual indicated that the instrument which
alarmed was an instrument used for testing piping stress
relief (Cooper Heat Machine). The instrument was in the
process of being calibrated.

Based on the above, this item is resolved.

Allegation 6

The individual sustained an apparent high intake of airborne
radicactivity.

Findings

The review of the licensee's summary of whole body count daa
indicated the individual sustained an airborne radioactivity
intake of less than 1¥ of the 10 CFR 20 quarterly quantity
intake limit.




Based on the above, this item is resolved.

Spill of Contaminated Water

9.1 General

At about 3:40 p.m. on April 18, 1983, a radioactive liquid leak was
found in the yard area next to the nonradioactive waste basin. The
leak measured about 2 liters per minute (Ipm) and was coming from a

flange in the discharge piping of the nonradioactive Clear Water
pumps.

The licensee's review of the leak indicated that an authorized
discharge from the No. 21 Chemical Volume Control System Monitor
Tank had apparently pressurized the leak location. The release was
terminated at 3:41 p.m. on April 18, 1983.

Notification

The inspector reviewed the event with respect to the notification
requirements of 10 CFR 50.72, "Notification of Significant Events."

No violations were identified.

Description of Spill and Licensee Actions

The inspector review of the spill indicated an area about 10 feet by
10 feet was contaminated. The licensee estimated about 250 gallons
of liquid measuring 3.5 x 10-5 uCi/m) was spilled to the soil. The
activity consisted of cobalt-58, cobalt-60, and manganese-54.

Contact measurements of the soil indicated up to 2200 counts per
minute.

The licensee collected airborne radioactivity samples in the area.
Licensee analysis of the samples did not indicate an airborne release
of radioactive material.

The licensee covered the area with sand and herculite to prevent the
possibility of rain washing the material deeper into the soil.

The spill area was barricaded and properly posted.

The licensee made a change to the 1iquid discharge procedure to
prevent a reacurrence.

Modification

Prior to the release, the licensee had made a modification to the
discharge path of the waste basin effluent to eliminate the Clear




Water Pumps. Temporary lines were installed between the Waste Basin
pumps and the Clear Water Pumps' discharge line.

. The effect, if any, of this modification on the circumstances of the
- ~ spill will be examined by the NRC Resident Inspector.

10. Exit Interview

The inspector met with licensee representatives (denoted in section 1) at
the conclusion of the inspection on April 22, 1983. The inspector summar-
ized the purpose, scope, and findings of the inspection.



