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EXECUTIVE SUMMARY ,

LaSalle County Station, Units 1 and 2 |NRC Inspection Report 50-373/96-05, 50-374/96-05

This inspection included reviews of licensee operations, maintenance, !

engineering and plant support. This integrated report covers a 6-week period :

of resident inspector activity, plus several announced inspections by regional !specialist inspectors.

Concerns were identified with the balance-of-plant material condition. The '

material condition ~ problems, which were caused by poor maintenance and
calibration activities, continue to challenge operators. Additionally,

,

workers were not consistently implementing the Problem Identification Form
(PIF) process. Some plant staff appeared reluctant to identify problems using
the PIF process. This reluctance has the potential to impact the ability to
anticipate and prevent material condition problems. !

Plant Operations
|
l

Examples of conservative decision making were identified during this.
)inspection period. A conservative plan for responding to increasing

turbine vibration was developed and implemented. The response to a l'
chemistry excursion was also prompt, thorough, and conservative (Section
01.1). i

i

Two significant human performance errors occurred in operations during this I.

inspection period. An operator incorrectly removed the key from the
Reactor Mode Switch for no apparent reason, placing the unit into an
unplanned LCO entry. In addition, an operator incorrectly hung an
equipment out-of-service which, although it involved non-safety related
equipment, nearly required a manual reactor scram. Other human performance
errors of less significance occurred (Section 04).

The licensed operator requalification program met the requirements of.

10 CFR Part 55, although administrative controls for requalification
examination security, material development, and procedure review and
approval were considered weak (Section 05).

The licensee failed to take prompt corrective action for a degraded reactor.

core isolation cooling pipe support which was identified by an operator.
This was considered to be an example of a violation of 10 CFR 50, Appendix
B,-Criterion XVI. The subsequent operability evaluation pertaining to this
degraded support, provided by engineering and accepted by operations, was
poor in that it did not address the time period during which the support
was degraded, nor did it include the technical details used to justify
operability (Section 07.1).

i

i
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Maintenance

The inspectors concluded that the current material condition was acceptable.

and that material condition had improved since 1994. Weaknesses were noted
with the balance-of-plant equipment, however the licensee's plans to
continue to resolve balance of plant issues which had affected plant
performance appeared appropriate (Section M2.1).

! The poor material condition of the electro-hydraulic control (EHC) system.

continued to challenge operations. Problems with a turbine control valve
i and a bypass valve forced the operators to take quick actions to reduce
!- power and then shut the unit down. The problems identified with shutoff
i valves and servo-valves had been seen in the past, however, they were,only

corrected on a case-by-case basis (Section M2.2).
:

Degraded material conditions which resulted from poor performance of.

maintenance work continued to challenge operations and impacted the work
control process and the scheduling of planned work. For example, resin
intrusion into the reactor water system delayed startup by two weeks and
high vibration on the turbine resulted in a forced outage (Section M1.4).

The EHC system failed to operate properly due to incorrect calibration..

The calibration was incorrect due to poor procedures. A contributing cause
to this problem was that most of the Instrument Maintenance technicians
performing the work were not familiar with the EHC system calibration
(Section M3.1).

The inspectors identified that inadequate preventative maintenance on the.

full core display resulted in a distraction to the operators (Section
M1.3).

The licensee failed to perform a Technical Specification surveillance as a.

result of a human performance error. This is considered a non-cited
i

violation (Section M1.5). l
i

Enaineerina '

The inspectors identified that the licensee failed to take timely.

corrective action to restore the 2B diesel generator (DG) to its original
design following the installation of an approved temporary alteration (TA).
This is an example of a violation of 10 CFR 50, Appendix B, Criterion XVI.
This TA was installed on the DG for over 5 years (Section E1.1).

|

|

The inspectors concluded that engineering support of operations and |.

maintenance had improved. However, the program controls identified in the 1

System Engineering Handbook were not always being followed (Section E2).
!

During the spent fuel pool survey, the inspectors identified that the.

Updated Final Safety Analysis Report (UFSAR) was not consistent with :
information submitted to the NRC in support of Unit I and 2 rerack i

requests. This was considered a potential non-compliance with the !

11
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schedular requirements of 10 CFR 50.71(e). This is considered an
;

unresolved item (Section E2.3).

Site Quality Verification (SQV) identified an issue of questionable.,

operation of a system which represented a potential condition adverse to
quality, but closed the item without adequate corrective actions. This is
an example of a violation of 10 CFR 50.59; because the practices were not
as described in the safety analysis, nor was the change properly analyzed.
The violation is being cited, in part, because it was not promptly
identified and corrected (Section E7.1)

The inspectors concluded that workers were not consistently writing problem.

identification forms (PIFs) to document conditions adverse to quality (as
defined by plant procedures). As a result, trending data could be lost,
including information for anticipating and preventing material condition
problems. The PIF program appeared to be misunderstood by plant personnel
(Section E7.2).

Elpnt Suonort

Overall, the Radiological Environmental Monitoring Program was effectively.

implemented. Appropriate samples were obtained and analyzed. The results
of the analyses indicated that there were no significant environmental
effects due to the operation of the plant. A non-cited violation was
issued for several minor discrepancies in the 1995 Annual Environmental
Report and Offsite Dose Calculation Manual (Section R1.1).

The chemistry staff had developed comprehensive action plans to improve.

reactor water sulfate and feedwater iron levels, which were consistent with
the overall plant priorities. Although good improvement was noted in
reactor water sulfate concentrations, feedwater iron levels continued to be
a challenge. The licensee had also planned several initiatives to address
long term corrosion concerns with the auxiliary water systems (Section
R1.2).

Human performance errors were identified in the area of compliance with.

radiation protection procedures and were documented as a non-cited
violation (Section R4).

Elements of the licensee's access authorization program administered by.

LaSalle Station were generally performed in an effective manner, and met
the requirements of 10 CFR 73.56 (Section S1.1).

The inspectors identified a violation of the Continuous Observation Program i.

involving a failure of two employees to notify management of the observed j
aberrant behavior of a third employee. This was considered to be a i

violation of the licensee's commitments for implementation of 10 CFR 26.20 1

(Section S1.2).

j

iii ,

1



'
.

'

,

!

. The licensee identified six individuals who were granted unescorted access
to LaSalle Station but whose full background investigations were not ,

I

completed within 180 days as required by the. approved Security Plan. This
was documented as a non-cited violation (Section S1.3). j

Maintenance support activities for the security system were professional,
i

.

complete and timely (Section S2). ;

iSecurity's Root Cause Analysis of events involving security force human. 1

performance deficiencies identified organizational weaknesses (Section S6).

A SQV audit identified that the security contraband drill program was.

ineffective. Identified weaknesses were corrected (Section S7).

|

<
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Report Details

Summary of Plant Status

Unit I startup from the refueling outage (LIR07) began on April 13, 1996. On
April 17, the unit was shut down because of an electro-hydraulic control (EHC)
system calibration problem which prevented the turbine from achieving the
rated speed of 1800 rpm. On April 21, the unit was again started up and a
chemistry excursion occurred due to a resin intrusion into the reactor. As a
result, startup was performed slowly. The unit was paralleled to the grid on
May 6. On May 12, the unit was manually scrammed due to high vibration on
bearings 11 and 12 of the main turbine. The vibration problem was corrected
and the unit was restarted on May 16 and paralleled to the grid on May 17.

Major activities during this refueling outage included: core shroud
inspections, suppression pool cleaning, replacement of the IB reactor

,

recirculation (RR) pump impeller and shaft, chemical cleaning of the RR and '

reactor water cleanup (RWCU) systems, main generator inspections, and valve
testing. Two significant improvements were made with regard to material
condition. The first improvement involved upgrading the turbine building
ventilation system such that the building pressure will remain negative in
accordance with the UFSAR. The second improvement addressed a major operator
work around' on the leakage detection system. Set point changes were made to
the main steam tunnel high temperature isolation signals. In addition, a key
lock switch was installed which eliminated the need for operators to install
jumpers.

Unit 2 operated at reduced power (about 83%) after turbine control valve (TCV)
#3 stuck shut during quarterly surveillance testing on April 24. On May 20,
the unit was shut down due to the spurious opening of the #1 bypass valve !
(BPV). The equipment problems were resolved and the unit was restarted on May |
23 and paralleled to the grid on May 24. I

l

I. Doerations j

01 Conduct of Operations

01.1 Conservative Decisions Made Durina Operations

a. Inspection Scope (71707)

The inspectors reviewed operations' response to the Unit 1 turbine |
vibration problem and the reactor water chemistry excursion.

* Operator Work Around is defined in Section 03.1

1
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b. Observations and Findinas

Unit 1 Scram Due to Turbine Vibration

On May 12, Unit I was manually scrammed due to high vibrations on the
main. turbine generator bearings #11 and 12. The Reactor Operator (RO)
noticed an increase in the vibration reading from main turbine bearings
#11 and 12, which are located in the exciter unit. Equipment Operators
dispatched to investigate the problem reported higher than normal
vibration. An action plan was developed to reduce generator output when
vibration reached certain levels, and to scram the reactor if vibrations
reached even higher levels. This plan was promptly executed by the
control room operators as these pre-determined limits were met. The
unit responded as expected after the scram.

Chemistry Excursion

fa April 21, a resin intrusion from the RWCU filter demineralizer caused
reactor water conductivity and sulfate levels to exceed the plant
startup action levels of 1 microSiemen (uS)/cm and 200 parts-per-billion
(ppb) for conductivity and sulfate levels, respectively. Peak values
were 10 uS/cm and 936 ppb before trending downward. A second intrusion
occurred on April 22 after conductivity and sulfate levels had decreased
below action levels and reactor power was increased. The second

|- intrusion resulted in peak conductivity and sulfate levels of 10.3 uS/cm
,

and 1069 ppb, respectively. !

! The root cause investigation for the initial resin intrusion was ongoing
(see Section M1.4). The licensee determined that the second intrusion,

i resulted from the release of resin that was trapped inside the RWCU
! system. After consulting with several industry groups, a conservative
! plan was developed to deal with the intrusion includino incrementally
j raising reactor power to flush out trapped resin. The v actions
; continued until May 9, when conductivity and sulfate levels stabilized

at normal operating levels.

| The licensee indicated that no short term corrosion effects on system
! piping resulted from the resin intrusion. Long term corrosion effects
j were still being evaluated, but the licensee expected them to be minimal
; due to the short duration of the event.
4

c. Conclusions4

| Operations response to these events demonstrated conservative decision-
i making.
i

i 02 Operational Status of Facilities and Equipment
i

! 02.1 Enaineered Safety Feature System Walkdowns (71707)
i
'

The inspectors used IP 71707 to walk down accessible portions of the
following system:

2
1
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Unit 1 and 2 High Pressure Core Spray (HPCS) !
"

-

Unit I and 2 Low Pressure Core Spray (LPCS)
|

-

' |
Based on the walkdowns, it appeared that these systems were being
operated and maintained in accordance with design and regulatory'

; requirements.
,

'

:

03 Operations Procedures and Documentation
;

03.1 Review of Operator Work-Arounds (0WAs)
|'

t

a. Inspection Scone

|

The inspectors reviewed the operator work-around (0WA) program,
; including program description, list of outstanding OWAs, and current and '

i projected backlog. The inspectors also reviewed LGP 1-1, Revision 54,
! " Normal Unit Startup" for potential unidentified 0WAs.

i b. Observations and Findinas

. LaSalle defined " operator work-around" as a plant and/or component !
| condition that resulted in: )
|

a_ piece of equipment being operated in manual that should otherwise
j be operated in automatic as a part of its design,

I operating action during a plant transient or normal operation
| compensating for the degraded condition that is not.part of the plant
j design, or

)
compensatory procedural requirements to perform a task due to I'

'

degraded equipment.

The licensee had a program for identifying and categorizing 0WAs. The
: categorization scheme was based upon the severity of impact to

operations. The number of open 0WAs on each unit was about 30. There
*

was a plan in place for reducing the number of open OWAs.

2 The inspectors identified one potential OWA in the unit startup
procedure involving jumpers for the rod sequence control system. The
licensee generated a problem identification form (PIF) for this item.

j In addition, the inspectors identified two OWA examples which had been
corrected previously but remained in the startup procedure. The two

$ examples were:
t

o a note at step F.1.e, "2FWO26 can be throttled instead of 2FW018 due
to its mechanical condition," and.

i o step F.7, "If Turbine-Generator Eccentricity High Alarm was jumpered,
then prior to turbine roll, restore alarm per Attachment G."

;

;

;_
j 3

:

. _ _ _ _ _ _ _ _ _ _



. . - - . . . . . .- . - -

'
,

Procedure changes were initiated to correct these two items. In
addition, the licensee indicated that a comprehensive review of
operations procedures was already underway and should identify similar
occurrences in other procedures.

c. Conclusions

The program for identifying, prioritizing, and resolving OWAs was
acceptable. The inspectors identified one work-around in the startup
prc,cedure. The other procedure discrepancies indicated a weakness in
tha process for updating procedures.

04 Operator Knowledge and Performance

04.1 Reactor Ooerator Removed Key from Reactor Mode Switch

The inspectors reviewed licensee actions taken in response to an event
where a licensed RO removed the key from the mode switch after placing
the switch in the run mode. Removal of the key placed the unit in a
Technical Specification Limiting Condition for Operation (LCO). The key
was restored and the limits of the LCO were not violated. The
licensee's investigation concluded that the operator did not have a good
reason for removing the key. The R0 had past performance problems.
Based on this incident, and others in the past, the individual's
employment was terminated.

04.2 Two Errors in Hanaina Out-Of-Service (00S) Taas by Non-licensed
Operators

a. Insoection Scope

The inspectors reviewed the circumstances surrounding two errors made by
non-licensed operators in hanging out-of-service (00S) tags.

b. Observations and Findinas

The first error occurred on April 21, 1996, when an operator incorrectly
isolated the 2A condensate transfer pump during the hanging of an 00S on
the 2A condensate make-up pump. After deenergizing and tagging the
control switch and breaker for the make-up pump as intended, the
discharge and minflow valves were closed on the transfer pump. These
pumps are located in the same area of the plant.

The next day the 2A condensate transfer pump was started during a
routine activity. An operator should be dispatched to the pump as part
of the normal equipment pre-startup check, but in this case, this did
not occur. The control room operator quickly recognized that the
expected pressure increase had not occurred when the transfer pump was
started, and immediately stopped the pump.

The second error occurred on May 16, 1996, while an operator was hanging
an 00S on the 2B cycled condensate transfer pump. He incorrectly closed

o

4
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i
e

{ the common suction supply valve to the control rod drive (CRD) pumps,
20Y028, instead of the 2B cycled condensate transfer pump suction valve,

{ 2CY088.

; This caused the running 2A CRD pump to trip off and caused alarms in the
control room associated with low CRD pressure. Five minutes before

i trese alari;:s, a CRD accumulator alarm had been received. This alarm was
) unrelated to the valving error.but was significant to subsequent
:i operator actions.
1 Immediately after closing the valve, the operator rechecked the 00S and
| noticed that he had closed the wrong valve and reopened it. In the

4

| control room, the RO realized the 2A CRD pump had tripped and attempted
: to start the 2B CRD pump. The 2B CRD pump also tripped after running )

about 5 seconds. The shift crew recognized that they would need to
|

;

; scram the reactor if they received additional accumulator alarms and '

; could not restart one of the CRD pumps. A second attempt to restart the I
2A pump was successful. Two seconds after the 2A CRD pump was*

i restarted, two accumulator trouble alarms were received. The operators j
took the proper actions and verified CR0 pump operation by verifying

:
: control rod movement. These actions were successful, and a reactor !
i scram was not required. !
; i

j c. Conclusions i

Both operators failed to self-check while performing an 00S. Although
the consequences were minimal, these errors were considered significant-

because, in both cases, the potential for significant consequences,

existed..

;

j 05 Operator Training and Qualification
1

:

05.1 General Comments (71001)
|
; The inspectors assessed the following requalification program
; activities:
4

| administrative control.

security practices! .
*

written material development quality and control.

scenario material development and administration
.

. .

material review and approval controls and practices ); .

I Job performance measure examinations were not administered or assessed
| during this inspection.
,

i 05.2 Examination Security

j a. Inspection Scone

| The inspectors assessed the adequacy and implementation of the
i requalification examination security administrative controls.
f
'

5
:
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{ b. Observations and Findinas

.The inspectors identified that on April 25, 1996, a Senior Reactor
Operator (SRO) from Crew 6 reviewed Module 3, week one, primary and>

designated backup scenarios. Interviews conducted with training
personnel confirmed that the backup scenario would be one of three,

'

scenarios administered to Crew 6 during the week of May 20, 1996.
.

3 The inspectors found no administrative guidance to prevent the reviewed
: scenario from being given to the SRO, nor was there programmatic
; guidance on the designation of reviewers and their exclusion from being
,

given the scenario that they had reviewed.
i

i
; The licensee committed to ensuring that the reviewing SRO would not be
i administered the reviewed backup scenario.
!

! 05.3 Written Material Development Quality and Control
!

| a. Inspection Scone

t

| The inspectors reviewed written questions to determine whether their
i quality and discriminatory ability met the guidance provided in NUREG
: 1021, Section ES-602-1, "Open-Reference Test Item Checklist" and as
: outlined in Appendix A of IP 71001.
4 l
i b. Observations and Findinos |
; L

In general, the cognitive level and discriminatory ability of the j4

written examination questions had improved when compared with previous,

examinations.
,

;

| The following examples identified by the inspectors indicated a lack of 1

; administrative procedural controls for examination development, review,
and approval. )

)

Duplicate questions were on the same week's written examination..

|

Two questions with notes to the developer that they should not be |.

used together, were found one below the other on the same exam.

The R0 exam contained some questions designated as SR0 only. l.

These items were appropriately dispositioned by the licensee.
]

05.4 Scenario Material Development and Administration

L
Scenarios reviewed met the qualitative and quantitative attributes i

described in the NUREG 1021, Section ES-604 as outlined in Appendix A to ;
IP 71001.

The evaluators correctly identified individual and crew weaknesses.
|

6
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05.5 Licensed Goerator Reaualification Procram Controls

The inspectors identified that the provisions for exam developers and
reviewers to sign a security agreement, contained in revision 10 of the
Requalification Program " Administration and Course Management '

Instructions," was left out of revision 11. Once identified, it was
immediately reinstated by the licensee.

05.6 Conclusions on Operator Trainina and Oualification ;

1

The inspectors concluded that the problems in exam security, material !
development, and procedure review were reflective of weak administrative |

procedural controls. Despite these administrative procedural control ;

: weaknesses, the licensed operator requalification program met the
requirements of 10 CFR Part 55.

07 Quality Assurance in Operations

07.1 Failure to take Timely Corrective Actions on a Dearaded Support !

a. Insoection Scooe

The inspectors reviewed the licensee's actions to address a degraded
pipe support.

b. Observations and Findinas
,

!

On April 6, an operator wrote an action request (AR) on the improper
configuration of reactor core isolation cooling (RCIC) pipe support
IRI24-1073X. This AR was poorly written in that it stated that a
degraded support was observed, but did not identify the pipe support or
the piping system affected. No PIF was written to investigate the cause
for the damaged pipe support, nor did the operator inform his supervisor,

j of the condition.

The AR was entered into the computer by the operator and properl|/
forwarded to work control. However, because of the poor quality of the
AR, no action was taken until April 22, 16 days later, when the AR was
forwarded to the Site Support Programs Engineer for evaluation. No PIF
was generated at this time, nor was the RCIC system engineer notified of
the damaged support on the system.

The lack of action on the AR from April 6 to 22, 1996 was considered.

untimely. The failure to take prompt corrective actions to repair this
degraded pipe support is considered an example of a violation of 10 CFR
50, Appendix B, Criterion XVI (VIO 373/374-96-05-Ola).

The Site Support Programs Engineer inspected the pipe support on April
22, the same day he was notified. He determined that a possible
operability concern existed. The matter was then given high priority
and maintenance was involved to fix the support.

i

74
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| That same day, maintenance work analysts completed a work package to
repair the pipe support. The initial work package was prepared for the j

<

i wrong support. This work package was canceled and a package was written !
! on the correct support. Despite the work package error, the support was I

! corrected in a timely manner once elevated in priority by the site |j support programs engineer.
1

The inspectors inquired on April 23 whether a PIF was written and
; discovered that no PIF had been written. Later that day, two PIFs were

written on the issue. During the SRO review of one of the.PIFs, an-

i operability evaluation was requested from engineering. The support had
| been repaired by this time. The operability evaluation written by

design engineering and accepted by operations, addressed the support in
its repaired (operable) condition. The operability evaluation was poor,

j' in that it did not address the time period from April 6 to April 22,
i- 1996, which was the time that operability was in question. In addition,

the first revision of the evaluation, addressing the April 6 to April 22e

; period, did not contain information such as support stresses (allowed or
! actual) used to justify the operability of the damaged support. After
~

the inspectors raised the issue, the licensee provided adequate bases to
| support their conclusion that the support was operable.

,

!

i c. Conclusions
1

\,

i A condition adverse to quality was not corrected promptly due the '

i operator's failure to initiate a PIF, and the poor quality of the AR. A
| similar problem reporting concern is discussed in Section E7.2. Also,

operability evaluations were not complete.
7

!

II. Maintenance |
'

|,

| M1 Conduct of Maintenance )
;

| M1.1 General Comments
:

! The inspectors observed maintenance and surveillance activities using
i' Inspection Procedures 62703 and 61726. The inspectors concluded the

surveillance procedures were properly being followed and acceptancei
' criteria were met.

M1.2 Review of Administrative Portion of Maintenance Proaram
'

a. Inspection Scoce (62700)

!

} The inspectors reviewed several portions of the maintenance program
;. including the planning and writing of work packages; the ordering and

obtaining of replacement parts;- and coordination between operations,*

systems engineering, work control, and maintenance.
!
4

:

i

i

i
|

4

w --w. . , . ,v- - +



. __

s,

,

i

b. Observations and Findinas

The inspectors identified that work scheduled during the 12 week work i1

i window was being postponed due to a large amount of emergent work that -

| appeared late in the scheduling window. Increased emergent work
activities had a significant impact on the Work Control Center's ability i

;

| to schedule and ensure completion of the scheduled maintenance work. j

i The inspectors observed good coordination between maintenance and other '

organizations, including system engineering, on correcting significant.

;! maintenance issues. Material condition items, as well as other i

{ problems, were being identified in accordance with the AR process. |

The licensee's preferred method for identifying problems was via PIFs;2

i however, craft personnel appeared reluctant to write PIFs. This was )
: especially true where human performance issues were involved. The

failure to utilize PIFs to identify problems could affect the trackingi

j of maintenance rework as well as trending and identification of
3 repetitive problems (see Section E7.2).

c. Conclusion

| No'significant weaknesses were noted in the administrative aspects of
| the maintenance program. Emergent work caused delays in performing
'

scheduled work. The inspectors identified a reluctance by maintenance,~

personnel to use the problem identification form to identify plant,

problems.
,

!

} M1.3 Lack of Preventive Maintenance Results in Problem with the Unit 2 Full
: Core Displav

' a. Insnection Scone (62703)

; The inspectors observed maintenance in progress on the Unit 2 full core
i display. The inspectors observed Instrument Maintenance (IM) personnel
! installing a recorder to monitor the power supply to the full core
i display and discussed the problem with the System Engineer who was
! present at the job site.
i
j b. Observations and Findinos

i The full core display had been going into the test mode with no operator |
j action. The control room operators were able to reset the display and I

j return it to normal operation.
i
i Personnel performing the maintenance on the full core display found the j

i air filters on the system were dirty. It was believed the dirty filters
restricted air flow to the system causing it to overheat and go into the |4

test mode. The filter was replaced. As a precaution, a recorder was ;
,

; attached to the system to allow the input and output of the power supply '

j to the full core display to be monitored. If there were problems other
j than the dirty filter, the recorder would assist in further troubleshooting. ;

l 9
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i From discussions with the system engineer, it was determined that there
| was no preventive maintenance schedule for replacing the air filters on

the system. The system engineer stated that he was performing research.

! to determine the appropriate frequency to have the air filters changed.
The la.k of preventive maintenance on this system is considered an;

i inspection follow-up item (IFI 373/374-96-05-02(DRP)).

c. Conclusions

The lack of a preventative maintenance schedule for replacement of the
; air ~ filters was considered a weakness. l

i

i M1.4 Poor Maintenance Results in Rework and Goerational Challenaes
!
I a. Insoection Scope (62703)

The inspectors reviewed two maintenance tasks which were worked during
the outage. As a result of poor maintenance performance, the jobs had 1

to be reworked.,

L
b. Observations and Findinas '

:

j Resin Intrusion Caused by Poor Maintenance on a Check Valve
1

i During the refueling outage, the internals of a check valve.in the Unit !

i 1 RWCU were replaced. The maintenance workers did not notice a minor
! defect on the valve casing which was subsequently determined to obstruct
! operation of the valve. The valve was not fully tested during post
; maintenance testing in that the check valve was not taken to the full ;

j open position to verify proper operation.

I During the Unit 1 startup, the check valve stuck open. Resin fell off
i the IB filter demineralizer and dropped through the filter demineralizer
! inlet piping, past the valve, and into the reactor via the filter
i demineralizer bypass valve. The resin intrusion caused reactor water

chemistry to reach an unsatisfactory level. The startup was held up at-

low power levels for more than 2 weeks to allow the reactor water;

! chemistry to return to acceptable levels. The licensee's root cause |

! analysis had not been completed at the conclusion of the inspection !
i period. The corrective actions for RWCU system problems will be tracked |
i as an inspection follow up ites (IFI 373/374-96-05-03(DRP)). i

d

[ Imoroner Clearances on Oil Deflectors on Turbine Bearinas 11 and 12
;

4 During the outage, the oil deflectors on turbine bearings #11 and 12
were replaced as part of the Turbine Supervisory Instrumentation

,

i modification. These oil deflectors were provided by General Electric |

| (GE) as part of the modification.
.

i Approximately a week after Unit I was placed on-line, the unit was
j manually scrammed due to high vibrations on bearings ill and 12. The
! cause of the vibration was determined to be multiple points of contact '

1
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j between the rotating shaft and the stationary oil deflectors on both the
; #11 and 12 bearings. The root cause investigation revealed that the oil
; deflectors had been supplied by GE with improper clearances, and these

discrepancies were not identified prior to, or during, installation.
! After identification of the problem, the oil deflectors were increased
i to the proper bore and the machine was reassembled. No further problems
i were identified.
j

c. Conclusion

Rework issues continued to challenge operations and required the'

operators to respond to the resultant material condition problems.
: Rework impacted the work control process and scheduling of planned work.
| The resin intrusion delayed startup by 2 weeks and the vibration on the
j turbine resulted in a forced outage.
,

i M1.5 Missed Technical Specification (TS) Surveillance Due to Human |
; Performance Error ' '

<

! a. Inspection Scone (61726)
4

! The inspectors reviewed an event related to a missed TS surveillance
i caused by a human performance error. In addition, the licensee event
; report (LER) was reviewed and closed.
4

| b. Findinas and Observations
'

At 8:00 a.m., on April 23, 1996, approximately 13 hours after the time |

the surveillance exceeded the 25% grace period, the licensee discovered;

i that the manual scram instrumentation on Unit I had not been tested at
: the frequency required by TS 4.3.1.1. Based on the discussions below,
i this licensee identified and corrected violation is being treated as a
i Non-Cited Violation, consistent with Section VII.B.1 of the NRC
{ Enforcement Policy (NCV 373/96-05-04(DRP)).
;

I Surveillance LOS-RP-W1, " Manual Scram Instrumentation Functional Test,"
!. Revision 0, dated March 15, 1994, was required to be performed weekly to
j satisfy the requirements of TS 4.3.1.1. This surveillance verifies that
: the reactor protection system manual scram push buttons on the main
! control panel function properly. The surveillance was scheduled to be

performed on April 21 at 1:00 a.m. This date and time were also the'

"due" date.
;

i On April 19, 1996, Unit I was in hot shutdown preparing for startup
! after completion of a refueling outage. During the refueling outage,
i the SRO in the work control center was responsible for scheduling and
i ensuring surveillances were completed. On this weekend, the work
| control center was not staffed with a SRO. A package containing TS and
'

non-TS surveillances and a schedule was brought to the control room on
Friday, April 19, for the Unit I control room supervisors to assign to-

their shifts as the items became due. The evening LOS-RP-W1 was to be' '

L completed, the e.ontrol room supervisor become overly involved in startup

$ 11
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activities on his shift, and did not review the surveillance package.
Therefore, he did not perform the surveillance on his shift, nor did he

,

turn it over to the oncoming Unit I supervisor when his shift was over.
|

The surveillances completed that weekend were collected Monday, April |
22. When LOS-RP-W1 was not included, the operations personnel '

; mistakenly. assumed the surveillance was completed but the paperwork had
! not been closed out. On April 23, 1996, when the completed

surveillances were reviewed by the surveillance scheduler, it was2

recognized the LOS-RP-W1 had not been performed. The surveillance was'

immediately reassigned and completed satisfactorily.

Corrective actions included operations management counselling the # nit4

| Supervisors on the importance of maintaining an overview of all control
i room activities, rather than getting overly involved in any one aspect.
! In addition, a directive was issues to all control room supervisors
i requiring the use of the Predefined Detail Report (surveillance schedule
.. report) to track and document the completion of surveillances. A
! training aid was provided to each control room supervisor for self-
; guided training on correct documentation methods for surveillances and

use of the Predefined report.
;

1

! c. Conclusions
!

j Failure to perform a TS surveillance was a human performance error.
t Performance was also weak on the part of the individual reviewing the

surveillances in that he assumed the surveillance was complete instead'

: of following up on the issue. i
i i

] M2 Maintenance and Material Condition of Facilities and Equipment j
,

M2.1 Plant Material Condition

: a. Scope
;

The inspectors reviewed NRC performance indicators, LERs, work req'uesta

| backlogs, work control indicators, outage deferred work, and proposed
material condition improvements to assess the current plant material

} condition and the prospective change in material condition. Included in
; the review were the outstanding work requests for the following systems:

.

diesel generators (DGs), HPCS, DC electrical, standby liquid control,
i residual heat removal / low pressure coolant injection, feedwater,
i condensate, and instrument air. -

'

b. Observations and Findinas
:

| Both units experienced fewer automatic scrams and safety system failures !
in 1995 than in 1994. In addition, the complexity of the shutdowns were 1

4 less because equipment operated as expected when challenged by .

| operational transients.
.

I 1
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i |
| The number of outstanding non-outage corrective work requests decreased

;

; from about 600 in April 1995 to about 400 in April 1996. The total ;

i number of corrective work requests did not significantly change during !
; this same period. The inspectors reviewed the work-off interval to
i determine how long it would take each maintenance group to work off the
i current backlog. The numbers of work requests outstanding and numbers j
| of work requests completed per unit of time were used to determine the ;

i work-off interval. The department work-off intervals were as follows: '

mechanical maintenance - 11 months, electrical maintenance - 9 months,4

| and instrument maintenance - 5 months.
i
# The inspectors reviewed outstanding corrective work requests for the

selected systems and did not identify any system performance concerns,4

j The inspectors also reviewed the deferred work from the recently
1 completed refuel outage (LIR07) and did not identify any work which was
|- inappropriately deferred.
:

| The inspectors compared system engineering's top technical issues list
against current system performance indicators and determined there was
good correlation between poor performing systems and the focus of

: attention on improving equipment performance. The inspectors also
reviewed the process used to select items for the material condition
addendum. This addendum originally included all material condition'

j' items which had affected plant operation in recent years. The current
; addendum also included consider.stions for backlog reduction.
i

j In 1996, the percentage of high priority non-outage corrective
i maintenance work was between 10 and 45 percent. This high rate of
|. emer0ent work interfered with the 12 week rolling work schedule. The
i licensee recognized this impact and increased the size of the "first
j hit" team to compensate for the large quantity of emergent work.

i c. Conclusions
i

j See Section M2.2c.
1

i M2.2 Poor Material Condition of the Unit 2 EHC System Results in Forced j
Outage |

1

i a. Inspection Scone
j

! The inspectors reviewed the events which occurred on Unit 2 due to the
j poor material condition of the EHC system.
!

j b. Findinas and Observations

| On April 24,1996, TCV #3 failed in a closed position following a test
performed in accordance with LOS-RP-Q4, " Turbine Control Valve Quarterly;

i Surveillance," Revision 0, dated May 17, 1994. Several attempts to open j

. -the valve were unsuccessful.
!
i
.

13
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i

! The licensee had planed a maintenance outage for May 31 to repair the !
TCV #3; however, on May 20, Bypass (BPV)-#1 began opening for no-

j apparent reason. When initial troubleshoiting of BPV #1 showed the !
; problem could not be corrected on-line, the licensee shut down the unit

i
; to effect repairs.
i The failure mechanism of TCV #3 was the hydraulic shutoff valve sticking
4 in its closed position due to infrequent cycling. The hydraulic control
; shutoff valve for TCV #3 was replaced with the latest shutoff valve
i model. Problems with older model valves were recognized by Engineering,
'

and TCV #1 and #2 shutoff valves had previously been replaced in 1994.
The shutoff valve for TCV #4 was replaced as a precautionary measure to !

prevent susceptibility to the same problem. The frequency of LOS-RP-Q4 !
,

j was being increased from quarterly to monthly. |

| 1

The root cause investigation team determined that the most probable ;

cause for the opening of BPV #1 was two failed cards in the EHC system, ;

specifically, the max combined flow limit amp and its op amp. During |
troubleshooting, the licensee also identified a problem with the servo- |

valve for BPV #1. This servo-valve was replaced and the other servo-
valves were tested. Problems with servo-valves in the EHC system had
been a reoccurring issue.

c. Conclusions

The inspectors concluded that the overall material condition was !
acceptable, and had improved since 1994, but several balance of plant |

problems (Sections M2.2 and M3.1) were noted which were of concern !
because of their impact on reactor. operators. The licensee's plans to |
continue the improvement of balance of plant material condition issues i

!appeared appropriate.

M3 Maintenance Procedures and Documentation |
M3.1 Electro-hydraulic Control (EHC) System Imoronerly Calibrated

a. Inspection Scone

The inspectors observed the problems encountered in achieving full speed
of the turbine during startup of Unit I following the refueling outage.
The inspectors followed the EHC troubleshooting, root cause
investigation and Plant Operations Review Committee (PORC) meeting
associated with startup.

b. Findinas and Observations |

On April 16, 1996, following the Unit I refueling outage, the turbine |
was rolled in an attempt to reach the rated speed of 1800 rpm. A

,

maximum of 1751 rpm was achieved. The unit was shutdown and a root !

cause investigation was performed.-
!

)
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! The investigation revealed that the EHC system had been improperly
calibrated. There were 22 procedures used to calibrate specific '.

j portions of the EHC system. No integrated, or " loop," calibration was
; performed. During the calibration of the system, the IM technicians
! found several "as found" voltages differing significantly from the
' required values outlined in the calibration procedure. The IM

technicians made voltage adjustments such that the "as left" would be
within the required tolerances outlined in the procedure for that
component. These individual voltage adjustments caused the overall
system to be out of calibration when it was returned to service. The
licensee's root cause analysis concluded that the calibration procedures
were deficient in that they did not caution the users that significant
changes to any specific parameter might cause the system calibration
overril to be in question.

Several teams of IM technicians were used to accomplish the.EHC
calibration. Most of the IM technicians had not performed the
calibration before and were unfamiliar with the EHC system calibration.

c. Conclusions

The improper calibration of the EHC system occurred due to lack of
procedural guidance on what constitutes acceptable system adjustments.
A contributing cause to this problem was that most of the IM technicians
performing the calibration had never done the calibration and were not-
familiar with the EHC system calibration.

M8 Miscellaneous Maintenance Issues

(Closed) LER 373/96-005-00. " Missed Technical Snecification
Surveillance. LOS-RP-W1. Due to a Human Performance Error: this event is
fully discussed in section M1.5 of this report and is being documented
as a Non-cited Violation. This item is closed.

III. Enaineerine

El Conduct of Engineering

El.1 Untimely Corrective Actions on Temocrary Alteration on the 2B Diesel

Generator

a. Insoection Scone

The inspectors reviewed a temporary alteration (TA) to the 28 diesel
generator (DG) and interviewed the system engineer.

b. Findinas and Observations

During surveillance testing of the DG, the inspectors observed an
alarming local annunciator which indicated that the motor driven fuel
pump failed. The annunciator procedure for this alarm directed the
operators to shutdown the DG and initiate corrective actions. However,
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the equipment operators knew through previous experience that the alarm I
occurred due to the installation of a TA and did not shutdown the DG.
When the TA was put in place, no action had been initiated to correct i
the procedure. The inspectors considered the equipment operators'
response to the alarms to be an example of poor operator performance.

;

The inspectors reviewed the TA and found that on December 26, 1990, a
logic change was made to the 2B DG to shut down the motor-driven fuel i

pump once the diesel engine achieved rated speed. This was documented
as TA 2-1002-90. The TA was implemented because the motor on the backup
fuel pump was undersized and could not handle the associated running

,

currents for long durations. The TA was adequately justified based on !
the fact the engine driven pump was fully capable of supplying fuel at '

rated conditions.

Per the original design, the motor driven fuel pump had two purposes: to !
supply fuel during startup of the DG, and to act as a backup to the

)engine driven fuel pump. The TA defeated the second purpose of the
original design. When the TA was installed, the system engineer !
indicated it was intended to be temporary, and the permanent corrective
action was to install in a larger motor. - However, this TA was not fixed
in a timely manner. Problems were encountered in obtaining a
replacement motor and pump. The work was scheduled to be completed
durir.g L2R06 in early 1995; however, management decided to complete the
work on-line. After further investigation, the work was deferred to
L2R07 (September 1996) because of uncertainties in being able to
complete the work within the applicable TS time clock.

The failure to take prompt corrective actions to restore the 23 DG to
its original design following the installation of a TA is considered an
example of a violation of 10 CFR 50, Appendix B, Criterion XVI (VIO
373/374-96-05-Olb(DRP)).

c. Conclusion

The failure to take timely corrective action to restore the 2B DG to its
original design is of special concern because of the length of time
involved, the safety significance of the DG, and the willingness of the
equipment operators to live with a deficient procedure.

E2 Engineering Support of Facilities and Equipment

E2.1 System Walkdowns and Performance Trendina

a. Inspection Scone (37551)

The inspectors reviewed the System Engineering Handbook and interviewed
several system engineers regarding system walkdowns and performance
trending of their systems. In addition, the inspectors evaluated this
information to assess the material condition of the systems reviewed.

16 |

J



_
.

.

'
.

!
1

i
!

j 'b. Observations and Findinas
!
'

The inspectors observed that system engineering was more actively
involved with support of Operations and Maintenance than during previouse

' inspection periods. Areas for improvement were also noted.

i The inspectors identified that Group Leader (first level supervision) '

interaction with their system engineers appeared minimal. The Group>

Leaders indicated that-they discussed the issues of the day with their*

: group. This involved 15 to 30 minutes in the morning. They all
| indicated the desirability of spending more time discussing technical
; issues with their groups. In general,_ the Group Leaders indicated that
j they had little or no time to perform system walkdowns. Many system
; engineers indicated that they did not frequently perform walkdowns with
i their Group Leader.
s

i The system engineers appeared dedicated to their systems. However, they '

'
were not closely following the guidelines detailed in the LaSalle System

j Engineering Handbook. The maintenance of system notebooks and trend
; information appeared to be minimal. One system engineer indicated that
| he maintained system information in his head. Only minimal performance
| trend information was maintained by the system engineers. They relied

heavily on surveillance and in-service test information obtained by
other groups to track system performance. '

The system engineers wm not involved in PM effectiveness reviews,
lacked knowledge of PMs, both in numbers and reason for the PM, and were
inconsistently involved in the review of overdue PMs and those
designated for deferral. The inspectors noted that LaSa11e's overdue
preventive maintenance (PM) list was relatively low (about 80), but that
overdue items did exist. The licensee indicated that the Performance
Centered Maintenance (PCM) program was being implemented by system
engineering and that it should address several of the overdue PM
Concerns.

Many system engineers did not have a " backup" system engineer to cover
their systems when they were absent.

c. Conclusions

The inspectors concluded that, overall, system engineering had improved
their support to Operations and Maintenance relative to previous
inspection periods. However, the weaknesses in implementation of the
licensee's System Engineering Handbook was of concern because the '
Handbook was intended to ensure the long term success of the system
engineering program.

E2.2 Enaineerina Involvement in Event Investiaation

- The inspectors reviewed Engineering involvement in several event
investigations during the inspection period.

17
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i
' During the investigation into the opening of BPV #1 on Unit 2,

engineering did a thorough investigation into the problem and did not,

4 limit their conclusions to the first problem that was identified. For
| example, a problem with the max combined flow limiter was identified -

j almost immediately; however, engineering took a systematic approach to
? troubleshooting and identified another problem with the serwo-valves.
| Although this problem probably did not cause the event, it could have '

| caused future problems. This systematic approach to problem solving and
; event investigation was also observed during the root cause ;
1 investigation of the EHC speed calibration problem, the high turbine '

j- vibration problem, the resin intrusion, and the TCV #3 problem.
i .

; Engineering involvement in these event investigations was considered '

good.j

! E2.3 Review of UFSAR Information Reaardina the Soent Fuel' Pool System
i
j a. Insoection Scone

During a recent evaluation of spent fuel pool decay heat removal and
j refueling practices, the inspectors reviewed licensing basis documents
{ for LaSalle, Units 1 and 2. This included the UFSAR and documents
i related to Amendment 90 to the Unit I license, dated February 24, 1993
: and Amendment 48 to the Unit 2 license, dated June 15, 1989, which

,

increased the authorized spent fuel storage capacity for LaSalle (rerack
j amendments).
i

j b. Observations and Findinas
! e

! In reviewing these documents, the inspectors noted some inforraation in >

i submittals relative to expected spent fuel pool heat loads that
: supported the rerack amendment had not been included in the UFSAR. '

t

j For Unit 1, in the rerack submittal dated June 5,1992, the licensee
j described, in Section 5.4, two cases of full core fuel assembly off-load

practices to establish the design basis heat loads for the spent fuel
i pool. Both cases were presented as sconarios which corresponded to the
; actual refueling practices at LaSalle Unit 1. Table 5.8.2 of the
; June 5,1992 submittal lists the heat loads for each case as 36.8 x 10

: (S) and 37.6 x 10 (6) BTU /hr. The inspectors reviewed the version of
i the UFSAR which had been last updated in April of 1994 and noted in
i Section 9.1.3.1.1 that the design basis of the spent fuel pool cooling
| system was described as being able to address a routine normal heat load
1 generated by a 1/3 core off-load with a heat load of 14.5 x 10 (6)

BTU /hr. This was not censistent with the Unit I rerack amendment,,

; information; however, the inspectors noted that the rerack modification
; was only completed in July 1994.
t ,

| The rerack amendment request for Unit 2 dated September 16, 1986,
i included a set of heat loads for three off-load cases. The maximum heat
j load listed in that section for a full core off-load is 31.95 x 10 (6)

BTU /hr. As discussed above, the version of the UFSAR which had been

j 18
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i last updated in April of 1994 described the maximum normal heat load as
14.5 x 10(6) BTU /hr for a 1/3 core off-load in Section 9.1.3.1.1. This-

I was not consistent with the Unit 2 rerack amendment information. The
rerack modification for Unit 2 was implemented in August 1989.

!

The licensee submitted an update to the UFSAR in April 1996. The;

; revised UFSAR pages included a statsment that normal heat loads greater
than 14.5 X 10(6) are acceptable during refueling outages, including the4

; normal practice of removing the full core, based on the ability of the
i fuel pool cooling system to maintain fuel pool temperature less than 120

degrees F with a-single fuel pool cooling train in operation. Thed

: inspectors reviewed the revised UFSAR, and determined that it accurately
reflected the current design basis for the spent fuel pool cooling,

; system.
'

c. Conclusions '.

lI In accordance with the requirements of 10 CFR 50.71(e), the UFSAR should 1
be updated to include safety evaluations performed by the licensee in

j support of requested license amendments. These updates should be made
j annually or 6 months after each refueling outage but not more than 24
: months after the last update. During the spent fuel pool survey, the
|. inspectors considered the absence cf the information submitted in

i

j support of Unit 2 Amendment 48 to be a potential non-compliance with the !
; schedular requirements of 10 CFR 50.71(e). This issue will be tracked j

as an unresolved item (URI 373/374-96-05-05(NRR)) pending further NRC |
'

review. !
,

E2.4 Other UFSAR Reviews I
:

! The inspectors reviewed several UFSAR sections during the course of this
2 inspection. The review identified a concern with safety analysis design
'

values that were not properly translated into instrument set points.
t

UFSAR Section 9.4.5.3.3.c stated, in part, that ECCS equipment area i
: cooling fans automatically stopped when the pumps were shutdown and the ;

; cubicle temperature was below 104*F. The temperature switch, 1(2)TS- :
j VY004, that stopped the LPCS/RCIC area cooling fan was calibrated per

'

; instrument procedure LIP-VY-501. However, the verified acceptance '

: criteria was based on closure of the temperature switch contact at 108*F
! rather, than the reset value which opened and stopped the. fan on
; decreasing temperature. The potential existed for the reset value to be
4 left above the 104*F UFSAR value since the reset point was non-
i adjustable and based on the contact closure point.
!

! The last Unit I and Unit 2 temperature switch calibrations were left |
with their reset value less than 104*F. A PIF was written to follow upy

: on the test procedure change and to generically address this concern for
! other instruments that may be implementing UFSAR related design values,
j The inspectors did not have an operability concern since the fan would
j automatically start when the ECCS equipment started and would remain

~

running as long as the ECCS equipment was operating.
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li In addition, the inspectors noted that the temperature switch data

sheet, dated in 1985, contained acceptance criteria for the reset value. ;

"

I However, the Instrument Maintenance Department had incorporated the j

! temperature switch calibration into LIP-VY-501 but did not include the l
reset value in the new procedure. The system engineer indicated that he ~

was unaware of the change that removed the reset tolerance. The,

|- inspectors reviewed the administrative procedure that controlled
'

procedure approvals and noted that system engineering was not
: specifically included as technical reviewers for other departmeiit
: procedures.

While this specific example was of little significance, the process
; which allowed technical changes to be made to procedures without
j engineering review could result in more significant problems.

j E7 Quality Assurance in Engineering Activities
4

E7.1 Corrective Action for UFSAR Deviation-

,

a. Inspection Scone (37551).

:
' The inspectors reviewed past audit findings which dealt with material
|- condition issues. )

b. Obse m tions and Findinas
i

li The inspectors determined that Site Quality Verification (SQV) had
. identified several significant material condition deficiencies.
'

However, the inspectors identified'a concern with the closure of a
j corrective action record (CAR) involving operation of the traversing
j incore probe (TIP) system.

j In late 1995, SQV performed an audit and identified a concern with the
; operation of the TIP system. After TIP operation'in the core, the TIPS

were being left in the drywell for two or three days to decay. This
practice, which originated from a 1991 change to the TIP procedure,
resulted in the TIP primary containment penetrations remaining open and
created a need for reliance on an automatic isolation signal in the
event of an accident. SQV issued CAR 01-95-061, dated November 15,
1995, requiring the station to respond to their concern.

The CAR recommendation by SQV was that the TIPS should be returned to
the storage location and not left in the drywell unless substantial dose
savings could be realized. The lead health physicist indicated that
substantial personnel dose savings were not realized, but that there
were other factors to consider. After several follow-up discussions
with operations and nuclear engineering, the CAR was subsequently closed
on January 5,1996 without changing the practice of leaving the TIPS in
the drywell.

Sections 7.7.6.4.2 & 3 of the UFSAR stated, in part, that the isolation
valves were closed except during TIP operation. The inspectors

'l
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questioned the closure of the CAR and the safety evaluation screening
performed in 1991 when the procedure was modified to allow the TIPS to
remain in the drywell for up to 72 hours. Following the inspectors' ,

inquiries, SQV re-opened the CAR and re-performed a safety evaluation '

screening.
'

The licensee identified two issues from UFSAR Table 6.2-21, which
stated, in part, that a maximum of four TIP ball valves may be open at
any one time and that the penetration was open an average of 15 hours |
per month. The licensee concluded that the TIP system was being i
operated in a manner inconsistent with the UFSAR description in that all !
five TIP ball valves were open at the same time and the valves were open |
significantly greater than 15 hours per month. The TIP system was !
declared inoperable to prevent its use until the procedure was revised !
to include the 15-hour provision from the UFSAR.

1

The inspectors determined that the closure of the CAR was inappropriate. |
'

Justification for the current operational method was requested from the ;
'

health physics group rather than requiring an engineering evaluation to'

properly evaluate the plant configuration as it related to the UFSAR.,

i

! The 1991 safety evaluation screening did not recognize the existence of
2 the 15 hour per month criterion, and therefore it did not document any

bases for a determination that the 72-hour allowance did not involve an
unreviewed safety question. This is contrary to the requirements of 10
CFR 50, Paragraph 50.59, and is considered a violation (VIO 373/374-96-
05-06(DRP)).t

' As described above, some aspects of this issue were identified by the
licensee in late 1995, however, actions were not taken to correct the
situation because specific details of the safety analysis report
continued to go unrecognized. Thus, failure to take timely corrective
action was a factor in the decision to make this issue a cited
violation.j

c. Conclusions |;

The inspectors were concerned that SQV had accepted a weak justification
for closure of this item. During the material condition team debrief on
May 16, 1996, the station manager indicated that plans were being made
to insure that a future review of UFSAR commitments would be
comprehensive.

E7.2 Corrective Action Proaram

a. Inspection Scope

The inspectors reviewed LaSalle's corrective action program. In
addition, the inspectors reviewed program statistics and interviewed
various workers and system engineers.1

|

$
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b. Observations and Findinos

The inspectors reviewed trending information and determined that only
16% of the total number of PIFs generated in January 1996 were written
by the workers and in April 1996 only 10% of PIFs were written by the
workers. The majority of workers interviewed indicated they would not
write a PIF. Several indicated they would notify their supervisor of a '

pending problem and leave the decision to the supervisor to determine
whether a PIF should be initiated.

The inspectors determined through interviews that individuals were
reluctant to write PIFs because the process was viewed as a disciplinary
tool, the responses were of little value (form letter), the responses
were slow, and the individual that wrote the PIF was often assigned
responsibility for closing the PIF.

During discussions with the EHC system engineer concerning the root
cause for a reactor shutdown in 1994, the engineer indicated that loose
EHC electronic cards were a contributor to that shutdown. A loose card
was also identified by the EHC system engineer following the last Unit 1
outage, L1R07. The card was reseated and the system engineer informally
notified the IM supervisor of the loose card. However, the system
engineer did not formally identify this item as rework and initiate a
PIF. Procedure LAP-1500-8A, " Initiating A Problem Identification Form,"
requires that a PIF be initiated for ineffective work practices that may
have generic implications or impact training of personnel.

Following LIR07 maintenance activities on the feedwater system, the
system engineer identified ineffective work practices that required
rework of loose fittings, installation of ferrules in several fittings
and the repair of several cross threaded fittings. In addition, three
separate valve position errors were found. The system engineer
informally notified the contractor that performed the maintenance of the
work discrepancies. However, the system engineer did not formally
identify this item as rework and initiate a PIF.

c. Conclusions

The failure to report problems, as discussed above and in addition to
those discussed in the Maintenance Section of this report, which could
impact material condition issues could challenge operators and reactor
operations.
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IV. Plant Sunnort

R1 Radiological Protection and Chemistry (RP&C) Controls

RI.1 Radioloaical Environmental and Monitorina (REMP) Proaram

a. Insoection Scone (84750)

The inspectors reviewed LaSa11e's implementation of the radiological
environmental monitoring program (REMP) through observation and review
of the following:

collection of environmental samples;.

.1994 and 1995 Annual Environmental Operating Reports;.

changes to the Offsite Dose Calculation Manual (ODCM); and.

sample locations and analytical results..

b. Observations and Findinas

The inspectors accompanied the licensee during the collection of
environmental samples. It was observed that the environmental sample
collector demonstrated good analytical sample collection and handling j

,

techniques. However, the collector was somewhat hindered by the lack of -

detail in shoreline sediment and vegetation sample collection procedures i
and guidance. The licensee was aware of this issue, and LaSalle '

personnel indicated that better guidance was under development. A ,

review of sample analyses results indicated that effluent releases from !

the station were well within applicable regulatory limits. j

LaSalle County Station has implemented the licensee's Uniform
Radiological Environmental Monitoring Program. This program, when |

implemented by a station, includes an ODCM with generic requirements for |

all the Commonwealth Edison Company stations pertaining to environmental j
sampling and analysis, an annual land use census, an interlaboratory ;
comparison program and environmental reports. Site specific !
applications are contained in ODCM Station Annexes. i

{
During the review of the generic ODCM, the site specific ODCM Annex, and i

LaSa11e's 1995 Annual Environmental Operating Report, the inspectors
identified the following administrative problems which had no safety
consequence:

Corrective actions for deviations from the sample requirements (i.e.,.

missed samples) were not documented in the annual report as required
by Section 9.1 of the ODCM, Revision 1. For example, on April 20,
1995, LaSalle documented that the air sample location L-13 was
without electricity, but did not document the cause and subsequent
corrective action.

Certain sample locations described in Table 11.1-1 of the site.

specific ODCM Annex were inconsistent with Table 9.1-1 of the generic
ODCM. Specifically, table 9.1-1 required that outer ring
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thermoluminescent dosimeters (TLDs) be located between 6 to 8
kilometers (km) from the station. However, per Table 11.1-1, the
following TLDs were located outside the above range: L-202 (5.8 km),
L-204 (5.6 km), L-205 (5.2 km), L-210 (5.3 km), and L-214 (8.2 km).

00CM Table 9.1-1 required one milk control sample between 15 to 30 km !.

from the station. However, Table 11.1-1 listed both control stations
(L-16 and L-41) as actually being less than 12 km from the station.

The inspectors noted that air sample location L-12 was changed from a.
,

" control" to an " indicator" sample in the 1995 ODCM revision.
However, as the sample point was upwind of the site, it did not meet .'
the definition of an " indicator" sample as stated in section 5.3 of !
the ODCM. :

1

The licensee planned to use a global positioning system (GPS) to better ,

define the location of REMP sample points, to review and resolve any '

inconsistencies between Tables 9.1-1 and 11.1-1, and to reevaluate the !

classification of location L-12 as an " indicator" sample. Additionally,
the licensee planned to improve the review and documentation of REMP
results in the annual report. The failure to conduct the REMP reporting
process in accordance with the ODCM is a violation of TS 6.2.F.5. ;

However, this violation is of minor significance and is being treated as t

an NCV consistent with Section IV of the NRC Enforcement Policy (NCV '

373/374-96-05-07(DRS)).

c. Conclusions

Overall, the REMP program was effectively implemented. The results of Ienvironmental sample analyses indicated that there were no significant ;

environmental effects due to the operation of the plant. An NCV was |
issued for several inspector identified minor discrepancies in the 1995
Annual Environmental Report and ODCM.

RI.2 Review of Chemistry Action Plans and Current Performance

a. Inspection Scope

The inspectors reviewed the following licensee plans:

reduction of sulfate and feedwater iron in the reactor coolant; and.

determination and reduction of corrosion in the auxiliary water.

systems.

The review also included recent trends of reactor water chemistry data.

b. Observations and Findinas

The chemistry staff developed comprehensive improvement plans to reduce
the concentrations of sulfate and feedwater iron in the reactor coolant.
Based on the effect of sulfates on intergranular stress corrosion
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. cracking (IGSCC), the licensee assigned a higher priority to sulfate
reduction and had completed the following actions: i

!
discontinued the use of low cross-linked ion exchange resins; i

.

optimized the ultrasonic resin cleaning (URC) process; and.

evaluated the material condition of condensate demineralizers.
,

. '

During the last 12 months, reactor water sulfate concentrations in both
units decreased from 4-6 ppb to about 1-2 parts ppb, which is consistent
with the first quarter industry median. Other means of sulfate
reduction being evaluated included the reduction of condenser lake water
intrusion, improvements in RWCU filter septa, and evaluation of ion
exchange resins used in the industry.

Progress in feedwater iron reduction has not been as effective.,

| Previously (see IR 50-373
with the use of low cross /374-95004) the licensee had seen some progresslinked ion exchange resins, but these resins
were later removed because of a negative effect on sulfate concentration,

: control (see above). The LaSalle Feedwater Iron Reduction Plan
; identified iron sources, established a goal for feedwater iron

concentrations, and evaluated chemical and mechanical means of reducing,

feedwater iron. Feedwater iron concentrations continued to range
*

| between 3 and 5 ppb for both units. This was above the licensee's goal.
1

i The chemistry staff also began to evaluate chemical corrosion of the
1 auxiliary water systems and to implement an action plan to reduce'

further corrosion. A licensee contracted study determined a corrosion
rate of between 10-11 mils per year on the service water system's mildi

: carbon steel piping, which could significantly affect the system's i

{ service life. No immediate operability was found to exist. An
|

i additional vendor study (using similar metal samples) of selected :
i chemical injection systems experimentally demonstrated a reduction in
! the corrosion rate to about 4 mils per year. Based on these findings,
7 the licensee planned to replace the service water biocide injection
; system, which has had reliability problems, and planned to install (by
i September 1996) and test a chemical injection system in the service
; water system.

1
.

A review of other reactor water chemistry data identified no problems.

: c. Conclusions

The chemistry staff had developed comprehensive action plans to improve
reactor water sulfate and feedwater iron levels, which were consistent

i with the overall plant priorities. Although good improvement was noted
in reactor water sulfate concentrations, feedwater iron levels continuedi

to be a challenge. The licensee had also planned several initiatives to
'

j address long term corrosion concerns with the auxiliary water systems.

i

:
i
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R4 Staff Knowledge and Performance in RP&C
1

The inspector reviewed three events, identified by the licensee, where '

workers had not followed radiation protection (RP) procedures.
Specifically, these events were: l

On 3/13/96, an RP technician (RPT) performing a routine laundryo
shipment survey identified a laundry bag as having a localized

;

'

radiation reading of 700 mrem /hr (contact) and 150' mrem /hr at six
inches. General radiation readings on the bag ranged between 60-80
mrem /hr at six inches. The licensee determined that the bag had been
inadequately surveyed, by either station or contract laborers, prior
to being transported to the shipment area. This resulted in RP not
being contacted of material having dose rates exceeding 25 mrem /hr
(at six inches), prior to transport within the radiologically
protected area, as required by station procedure LRP-1440-2, revision ,

5, " Movement of Radioactive Materials." ;

i

The licensee also determined that poor training to station and
contract laborers, regarding performance of radiological surveys, was
the root cause. The inspectors' review of the event identified the
following:

The bag was appropriately labeled as " Radioactive Material" per.

station procedures, but was not labeled with respect to dose rates
(not required by procedure); and,

. ,

A similar industry event, which occurred in 1993 (documented in IR.

50-295/304-93013), was not recognized by the licensee.
i

On 4/15/96, nine individuals, including six licensee senior managers, !
o

entered the refueling floor, a posted high radiation area (HRA),
without signing onto the appropriate radiation work permit (RWP). A
subsequent licensee investigation, identified that two additional
senior licensee managers had made the same error on 4/12/96. Failure

.

!to sign the appropriate RWP is a violation of station procedure LRP-;
'

5000-7, revision 5, " Unescorted Access to and Conduct in
Radiologically Posted Areas."

The investigation identified the root cause of the events as poor
attention to detail by the workers in failing to recognize the HRA'

posting. Additionally, specific to the 4/12/96 event, the licensee
identified that an RPT, who had been contacted by the workers prior
to entering the refuel area, had provided inadequate instruction
regarding radiological conditions (and associated postings) on the
refuel floor.

.

The inspectors did not identify any significant radiological
consequences resulting from the above events. In particular, for the
3/13/96 event, the licensee calculated a maximum exposure of 24 mrem for
an individual transporting the laundry bag. This calculation was
verified by the inspectors.

;
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Corrective actions for the events included discussing the events with |

the individuals involved and, in the case of the refuel floor entries,
temporarily revoking access to the radiological protected area pending
counselling by RP management. Failure to follow the aforementioned RPprocedures is a violation of TS 6.2.B. However, this licensee-
identified and corrected violation is being treated as a Non-Cited
Violation, consistent with Section VII.B.1 of the NRC Enforcement Policy

{
,

(NCV 50-373/374-96-05-08). '

These events were further examples of continuing licensee radworker
performance problems. As documented in previous NRC reports, the
majority of these problems resulted from poor attention to detail and
lack of self-checking by workers. An increased work scope, complicated
work process, and large influx of contractors during the refueling
outage aggravated these problems. Several long term corrective actions
were implemented by the licensee, including increased worker training
and counseling. Although some improvement was seen, specifically in
worker attitude towards radiation protection, the rate of improvement
was slow.

S1 Conduct of Security and Safeguards Activities

S1.1 Temocrary Instruction 2515/127. " Access Authorization"

a. Inspection Scope

|
The inspectors reviewed the access authorization program administration I

and on site implementation. The licensee's Access Authorization Program
was administered by the Corporate Security Office with site
responsibilities being limited to the administration of psychological
tests to contractors, and implementation of the behavioral observation
program.

b. Observations and Findinas

Access Authorization Procram - Psycholoaical Evaluations

Site involvement in this area was limited to the administration of the
Minnesota Multiphasic Personality Inventory (MMPI) test for initial
psychological evaluations of contract employees. All tests results for
contract personnel are evaluated by a psychologist in Chicago, who is
licensed by the State of Illinois.

The inspectors observed that MMPI-2 test booklets were stored in a
locked file cabinet within a controlled access area when not in use.
Upon completion of testing, all test booklets and answer sheets were
sent directly to the clinical psychologist for evaluation. Follow up
interviews, if necessary, were conducted in person between the
participant and a clinical psychologist.
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The inspectors verified through interviews that examinations were
adequately controlled and protected. The inspectors observed that the.

'

licensee developed appropriate written procedural guidance for
j administering and proctoring of the tests.
; .

Access Authorization Proaram - Continuous Behavior Observation Procram;
'

ICB0P)
'

The behavioral observation aspect of the access authorization program
was generally considered adequate. One violation in the this area was ,

: identified as a result of a reactive review of an incident which
,

] occurred during the inspection period and is described in Section 51.2.

j Inspection conclusions were based on viewing of the video tape used to '
'

provide behavior observation training to all individuals granted
unescorted access authorization as part of the initial and annual,

refresher Nuclear General Employee Training (NGET), a review of the:
;

(NGET) tests, interviews with five supervisors (licensee and contractor)
and interviews with four non-supervisors (licensee). Prior to January,

; 1, 1996, the behavior observation training was provided only to
,

: supervisors but this was changed to include all employees, thus
4

eliminating the need to monitor personnel recently assigned as
i supervisors to assure that the required behavioral observation training

was provided within 90 days.

The behavior observation training provided all employees granted
| unescorted access was considered adequate. The training consisted of
| viewing a 54 minute fitness for duty video tape, receiving a Study Guide
i handout titled " Awareness, Escort and Behavioral Observation Training," i

j dated December 1995, and passing a written test.
.

'

Interviews with the supervisors disclosed that they were aware of:

i Employee Assistance Program (EAP) services available to their personnel. >

Those supervisors who stated that they had referred their employees to
'

the EAP stated their employees had favorable experiences. Supervisors
understood their responsibilities for behavior observation and stated-

that they knew their personnel well enough to be able to identify4

aberrant behavior.

Non-supervisory personnel also received training in behavior observation-

;
i as part of NGET. Non-supervisory personnel are required to report

behavioral observations to their supervisors. Those personnel
:'

interviewed were also aware of the EAP assistance available to them and '

believed that the assistance would be confidential.,

Interviews with supervisors and non-supervisors disclosed that they were
: aware of the requirement to self-report arrests that could reflect on

their trustworthiness. The designated contact (an individual's
supervisor) for reporting arrests was well understood by personnel

i interviewed.

'

;

, ,

!
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Implementation of those parts of the " Access Authorization" Rule that
applied to the LaSalle Site was in accordance with regulatory i

requirements and was generally good except for the problems noted in
S1.2 and 51.3.

!

SI.2 Failure to Make Timelv Notification of Emolovee Aberrant Behavior '

|a. Insoection Scone (TI 2515/127) :

On. April 27, 1996 a security officer (Officer A) observed another

.!security officer ((Officer.B) who was performing duties as a Response
Team Member, vandalizing the facility by digging / picking a hole in the -

wall (non-vital barrier) by a gang box at Door 234. Officer B did not
report the incident to management until May 4, 1996.

On April 28, 1996, Officer A on threw a piece of clear plastic at
another security officer (Officer C) hitting his hard hat. Officer A
showed Officer C where he allegedly cut off the piece of plastic from
the mask cage window. Officer C asked Officer A: "Are you trying to get
fired?" Officer A allegedly stated, "yes". Officer C stated that he
told Officer A that he should not be doing that in areas where the
entire security force would get blamed for it. Officer C stated that
Officer A told him that he did it so he could blame it on someone else.
Officer C stated that he then asked Officer A why he would do that and
that Officer A replied, "When I get bored, I get destructive".

b. Observations and Findinas

The above incidents were not reported to management until May 4, 1996.

The investigation indicated that personal fear of Officer A by Officer B
and the fact that they were members of the same work union delayed the
reporting of the incidents to management. Contract security management
placed Officer A's unescorted access on administrative hold pending the
investigation. On May 7, 1996, contract security management issued a
memorandum to all security force members stating the importance of
immediately reporting any security violations, non-compliance or damage
to company property to their supervisor. The memorandum further
indicated that supervisors were responsible for notifying the Security
Shift Supervisor would then have the officer document the concern and
would initiate an investigation.

I

10 CFR 26.20 states written policies and procedures must address fitness
for duty. Further, 10 CFR 26.20 requires that the license's Fitness for
Duty policy address factors that could affect fitness for duty such as
mental stress, fatigue, and illness.

The licensee's Fitness For Duty Policy states, in part, that it is the
intent of the policy to provide reasonable assurance that nuclear plant
personnel are not mentally or physically impaired in any way which
adversely affects their ability to safely and competently perform their
duties. ,

I

i

29 !

I
|

|

!



'

.

LaSalle Administrative Procedure 1100.25, " Testing for Cause," paragraph
8.a requires any observed behavior of a contractor or vendor indicating
degradation in performance, impairment or change in behavior be reported
to the contractor's supervisor.

The failure to report, to the Security Force Supervisor, observations
concerning the mental stability of an armed security officer is a '

violation of the Licensee's Fitness for Duty policies and procedures and
Section 1.3.3 Appendix B of the Physical Security Plan (VIO 373/374-96-
05-09(DRS)).

The vandalism had no effect on plant safety. The damage to the wall and
the mask fit window were minor. The significance of the violation was
that two security officers were concerned with the armed security
officer's behavior and statements as evidenced by statements in their
incident reports, but these observations were not reported to management
in a timely manner.

SI.3 Temocrary Unescorted Access Beyond 180 Days '

,

!a. Inspection Scope (TI 2515/127)
;

The inspector reviewed the licensee's safeguards event log for issues
related to the access authorization program.

b. Findinas and Observations

The inspector identified two loggable events in which a total of six
individuals' temporary access authorization went beyond 180 days. The
Corporate Security Office administered this aspect of the program.

!Section 4.0 of the licensee's approved security plan states all elements i

of Regulatory Guide 5.66, dated June 1991 have been implemented to
satisfy the requirements of 10 CFR 73.56. Regulatory Guide 5.66
endorsed the Industry Standard, NUMARC 89-01 " Industry Guidelines for
Nuclear Power Plant Access Authorization Programs," dated August 1989.
Section 6.4 of NUMARC 89-01 states that a utility may grant temporary
unescorted access authorization on an interim basis not exceeding a
period of 180 continuous days. Failure to complete a full background
investigation within 180 days is a violation of approved security plan
Section 4.0.

On February 19, 1996, a licensee audit identified that an individual
granted temporary unescorted access on June 5, 1996 did not have a full

lbackground investigation completed within the 180 day time frame. The I

event was attributed to a computer program error. The computer program
error was corrected. Corrective action for this event included a 100%
audit of all three vendors utilized for background investigations. This
audit identified five additional individuals granted access to LaSalle
that did not have their full background investigations completed within
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180 days. The times that exceeded the 180 days ranged from one week to
several weeks. All six of the individuals had favorable background
investigations and were granted unescorted access.

Additional corrective actions included (a) the establishment of a
tracking program at each of the three background investigation vendors
to ensure that no background investigation extend beyond 90 days; (b) a
weekly tracking report by the vendors to corporate security; (c) the
establishment of a new corporate security tracking report to act as an
independent verification of the vendor report; and (d) the assignment
within the Corporate Security Office of an a staff member to review

ltracking reports on a weekly basis. The corrective actions were
t

comprehensive and appropriate to prevent recurrence.

This licensee-identified and corrected violation is being treated as a
Non-Cited violation, consistent with Section VII.B.1 of the NRC
Enforcement Policy (NCV 373/374-96-05-10(DRS)).

j S1.4 Conclusions on Conduct of Security and Safeauards Activities
.

Several concerns were identified, including an example of a repeat
} violation. The internal investigation discussed in Section S6 also
; identified human performance issues of concern. Despite these specific

issues, the inspectors found that security and safeguards activities,

were generally conducted in an effective manner.,

j S2 Status of Security Facilities

S2.1 Sfneral Comments

Using Inspection Procedure 81700, the inspectors reviewed the licensee's
program to ensure the reliability of physical protection related
equipment and security-related devices including proper installation,
testing, and maintenance. In general, security maintenance was
professional and timely. In particular, the inspectors noted a marked

: improvement in maintenance response to equipment problems since security
maintenance support became a responsibility of the Consolidated,

Facilities Maintenance Group. The inspectors observed excellent
coordination / communication between security and maintenance support.
There were few outstanding Action Requests and these were not considered
significant. Ample parts were available due to an good tracking system.
Noteworthy observations are detailed in the sections below,;

i S2.2 Installation of Card Reader System

j In November 1995, the licensee installed a new security card reader
j access control system that was designed by their corporate technical
: staff.
;

;
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; There were no card reader failures since installation of the system. A
:

review of maintenance related records indicated that the readers were
: virtually maintenance free. Operational experience demonstrated that
j the readers were very reliable.
1

The inspectors concluded that the licensee had installed and maintained
an effective card reader access control system.

S2.3 Installation of Biometrics Access Control System
$ a. Inspection Scoce (81700)
|
'

In April 1996, the licensee installed a hand geometry Biometrics
i

protected area identification system. The NRC, by letter dated April
. 19, 1996, granted an exemption to 10 CFR 73.55 badging requirements
i relating to the issuance, storage and retrieval of picture badges for
i individuals who have been granted unescorted access to the protected
i area. Specifically, the exemption allowed individuals to' keep their
i picture badge in their possession when departing the site. The
j- inspectors observed implementation of the system during the first week
; of operation, the week of April 27, 1996. By letter dated May 8, 1996,
; the Office of Nuclear Reactor Regulation advised ComE that Revision 55

to the LaSalle Station Security Plan which related to the use of hand<

i geometry access control equipment, were consistent with the provisions
. of 10 CFR 50.54(p) and were therefore acceptable.
i

i b. Observations and Findinas
(

'

Interviews with security station management indicated that Braidwood
: Station and corporate security provided high quality project technical
: assistance. Security effectively prepared the plant employees for use
) of the system through articles in station newsletters, presentations at
1 staff meetings and hands on instruction during the enrollment phase. As'

observed by the inspectors, implementation of the new system was
excellent. Members of the security organization paid close attention to4

i employees using the biometrics system for the first time and were poised
; to provide assistance when needed.
4

) 55 Security and Safeguards Staff Training and Qualification
1-

. The inspectors noted that security contingency force-on-force drills
! subsequent to the July 1995 Operational Safeguards Response Evaluation

were conducted in November and December 1995. No force-on-force drills
i had been conducted in 1996. During discussions with several security
! force members, they~ expressed concern about potential weakening of their
; response proficiency because of the infrequency of drills. Licensee
: personnel stated that drills scheduled for March 1996 were canceled due
{ to the refueling outage and that drills were scheduled for June 1996,
i

Since the July 1995 Operational Safeguards Response Evaluation, no;

response drills were conducted; this potentially weakened the licensee's'

effectiveness.,
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S6 Security Organization and Administration

a. Insoection Scone (817001 !

The inspector reviewed the licensee's root cause investigation report
dated May 9, 1996 in response to Problem Identification Form (PIF) 96-
0168 which was written because of an increase in the number of

,

l

documented PIFS and security reports,

b. Observations and Findinas

The investigation looked at all 83 known security force performance
events from January 1, 1995 through March 9, 1996, and one Site Quality
Verification Audit. The investigation team consisted of two staff
members from Regulatory Assurance, a member of the licensee's station

isecurity management, the contract security Operations Coordinator, and
the contract security Site Quality Assurance Director.

.

The investigation identified four significant weaknesses:

Unclear roles and responsibilities for supervisors, coupled with too.

many administrative and other duties that distracted from primary |functions, weakened performance.
!

Weak supervisory techniques / methods were used to monitor, direct, and.

control the work force.

Training methods were not always effective. '.

Procedure development was not effective. I.

Interviews conducted by the investigation team identified poor security
,

|communications, lack of teamwork and a less than adequate questioning
attitude.

The report recommended corrective actions to resolve the identified I
weakness, but none were yet implemented.

c. Conclusions

The investigation report was an objective, candid, perceptive, thorough, Iself-appraisal of security force performance related issues over an
extended period of time. Of equal importance were the recommendations i
to address identified weaknesses. Management review of the report was
ongoing at the time of this inspection. Licensee corrective actions
will be reviewed during a future inspection (IFI 373/374-96-05-11(DRS)). I

S7 Quality Assurance in Security and Safeguards Activities

The inspectors reviewed Site Quality Verification (SQV) Audit Report
#01-95-12 which included Security. The audit was performed November 27
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through December 8, 1995. The audit identified a significant finding
relating to the detection of contraband: Four of five contraband drills
performed by the SQV auditors resulted in failure. SQV found that
drills conducted by the security force did not add value or were not
representative of the true performance of the security force, nor did
the testing program help to identify problems or improve performance of
the force.

The licensee took some corrective actions. Specifically, they
reinforced the initial training program, developed a training video on
indiscernible mass, and conducted hands on training utilizing the x-ray

|machine, indiscernible mass test pieces and simulated contraband. These
corrective actions improved security force drill performance. |

<

|

The licensee-conducted audit was thorough, complete and effective in
terms of uncovering weaknesses in security and the security organization
took appropriate corrective action in response to the findings.

,

|

S8 Miscellaneous Security and Safeguards Activities
j

S8.1 (Closed) Security Event Report #95-S03-00: On October 25, 1995 at 0:52
|a.m. a security zone was placed in a failed status because of multiple

alarms._ A dedicated observer was posted as a compensatory measure. At
2:07 p.m. upon assuming post, the dedicated observer identified that the
closed circuit television assignment for the zone coverage was
incorrect. The wrong monitor was flagged and the wrong camera number

j was listed on the dedicated observer log and on the status board.

The licensee promptly corrected this human error by implementing the
1 correct camera assignment. In addition, security management reviewed
| this event thoroughly and identified specific problems with supervisors

adhering to security procedures, and a failure of supervision to self'

check the verbal orders issued to the dedicated observer. By reviewing
dedicated observer post check requirements implemented October 25, 1995
and reviewing the safeguards logs for similar events, the inspectors
verified that the problem had been corrected.,

;

The inspectors determined that the absence of compensatory measures for,

the failed perimeter zone constituted a violation of Section 8.4 of the'

licensee's approved security plan. This licensee-identified and-

corrected violation is being treated as a Non-Cited Violation,<

: consistent with Section VII.B.1 of the NRC Enforcement Policy (NCV
; 373/374-96-05-12).
.

'
S8.2 (Closed) Follow-Uo Item 50-373:374/96004-06)(ORS): On March 14, 1996,

power was lost to the 125/208 V security bus due to problems while
performing preventive maintenance on the security UPS. The loss of
power affected security computers, protected area detection and4

monitoring systems, and locked vital area doors. Compensatory measures,

j were implemented in less than 10 minutes.

.
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A regional security inspector reviewed the incident reports relating to
the event and verified that the compensatory measures detailed in
Sections 7.3.3 and 8.4 of the security plan were implemented.

F4 Fire Protection Staff Knowledge and Performance

F4.1 Missed Hourly Fire Watch Due to Human Performance Error

a. Insoection Scope

The inspectors reviewed an event regarding a missed fire watch due to a
human performance error,

b. Findinas and Observations

At 220 hours on May 21, 1996, the licensee discovered that an hourly
fire watch was not performed on Unit 1 at the 815' elevation of the
Auxiliary Building, fire hazard zone 4A. The detection system which
protects this area was taken out of service (impairment 222-96) on May
14, 1996 in support of a welding and cutting activity. After reviewing
the event the fire protection group determined that this detection zone
did not have any safety related equipment in the area that was required
to be operable. Therefore, TS 3.3.7.9 was not applicable. However,
this was not known at the time the detection zone was taken OOS,
therefore, an hourly fire watch was posted as a compensatory measure.
The dedicated fire watch group was assigned the responsibility of
performing this watch.

At 0300 on May 21, a different fire impairment (172-96) was canceled by
operations. This impairment was located in the same area as the
impairment for the detection system (222-96). The fire watch supervisor
communicated the information to the fire watch inspectors and the
specific inspector responsible for the hourly route. The fire watch
inspector incorrectly assumed both of the impairments were canceled.
This active fire impairment (222-96) was inadvertently canceled by the
fire watch at 0300 and was not re-established until 2200 when the fire
watch shift turnover questioned the cancellation.

While the failure to perform a fire watch is not a violation, it
demonstrated a human performance weakness in the fire protection area.
Corrective actions included discussing this event with all fire watch
personnel and emphasizing the need to maintain a questioning attitude.
In addition, the licensee is reviewing the method by which fire watch
routes are established in the field and how they are documented.

c. Conclusions

The missed fire watch was another example of a human performance error
with little safety consequence. The corrective actions in response to
the event appeared appropriate.
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V. Manaaement Meetinas
i

X1 Exit Meeting Summary.

The inspectors presented the results of these inspections to licensee4

management, listed below, at an exit meeting on May 24, 1996. The,

licensee staff acknowledged the findings presented.1

The inspectors asked the licensee if any materials examined during the
inspection should be considered proprietary. No proprietary information
was identified.

X2 Technical Debriefs

The region-based inspectors also held technical debriefs with cognizant
licensee personnel to discuss the technical details of each specific
area reviewed.

The details of the requalification program were discussed on May 3,
1996. During this meeting, the Site Services Director attributed the
exam security, material development and review deficiencies to a lack of
attention to detail. Following additional in-office review by the
inspectors, a telephone debrief was conducted with licensee management
on May 13, 1996. The licensee acknowledged the findings presented.
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PARTIAL LIST OF PERSONS CONTACTED -

Commonwealth Edison Comoany

R. Querio, Site Vice President
*D. Ray, Station Manager
*L. Guthrie, Operations Manager
*P. Smith, Maintenance Superintendent
*R. Fairbank, System Engineering Supervisor
*P. Antonopoulos, Site Engineering and Construction Manager
*D. Boone, Health Physics Supervisor
R. Crawford, Work Control Superintendent

*J. Burns, Regulatory Assurance Supervisor
*J.W. Gieseker, Support Services Director
B.J. Wallace, Station Training Manager
W.S. Richardson, Operations Training Supervisor

* At exit meeting on May 24, 1996.

'

INSPECTION PROCEDURES USED

IP 37550 Engineering
IP 37551 Onsite Engineering
IP 40500 Effectiveness of Licensee Controls in Identifying, Resolving, and

Preventing Problems
IP 61726 Surveillance Observation
IP 62600 Maintenance Implementation
IP 62703 Maintenance Observation
IP 71001 Licensed Operator Requalification Program Evaluation
IP 71707 Plant Operations
IP 71750 P1 ant Support Activities.

: IP 81700 Physical Security Program for Power Reactors' ,

IP 83750 Occupational Exposure ;

IP 84750 Radioactive Waste Treatment,a nd Effluent and Environmental,

t Monitoring--
I TI 2515/127 Access Authorization
}

l

| ITEMS OPENED, CLOSED, AND DISCUSSED ;

! Opened
4

i 373/374-96-05-Ola VIO Failure to take corrective actions for a condition '

: adverse to quality (a degraded RCIC support)
373/374-96-05-01b VIO Failure to take corrective action for a condition |

adverse to quality (undersized motor-driven fuel pump i
,

on the 2B DG)i

i 373/374-96-05-02 IFI Lack of preventive maintenance on full core display
'

; 373/374-96-05-03 IFI Resin intrusion due to RWCU system problems
j 373-96-05-04 NCV Failure to perform a TS surveillance
4
.
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373/374-96-05-05 URI Potential non-compliance with schedular requirements
of 10 CFR 50.71(e) for updating UFSAR

373/374-96-05-06 VIO Failure to make and document a determination,
including bases, that storing TIP detectors inside the
drywell did not involve an unreviewed safety question
pursuant to 10 CFR 50.59

373/374-96-05-07 NCV Failure to conduct the REMP reporting process in
accordance with the ODCM

3,"l/374-96-05-08 NCV Failure to follow RP procedures
373/374-96-05-09 VIO Failure to report observations concerning

trustworthiness and reliability of an armed security
officer

373/374-96-05-10 NCV Failure to complete a full background investigation
within 180 days

373/374-96-05-11 IFI Follow of security root cause pertaining to human
performance

373/374-96-05-12 NCV Failure to perform adequate compensatory measures

Closed

LFR 373/96-005-00 Missed Technical Specification Surveillance, LOS-RP-
WI, Due to a Human Performance Error

Security Event Report #95-S03-00 Failure to perform adequate compensatory
measures

IFI 50-373/374-96004-06(DRS) Security response to the loss of the security
bus and implementation of compensatory measures
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