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1.

INTRODUCTION

The Systematic Assessment of Licensee Performance (SALP) program is an
integrated NRC staff effort to collect available observations and data on
a periodic basis and to evaluate licensee performance based upon this
information. SALP is supplemental to norma) rtg«lntor; processes used to
ensure compliance with NRC rules and laticns. SALP is intended to be
sufficiently diagnostic to provide a rationa) basis for allocating NRC
resources and to provide louninvful guidance to the licensee's management
to promote quality and safety of plant operation,

An NRC SALP Board, composed of the staff members listed below, met on
May 17, 1988, to review the collection of performance observations and
data, and to assess licensee performance in accordance with the guidance
in NRC Manua)l Chapter 0516, “Systematic Assessment of Licensee
Performance." A summary of the guidance and evaluation criteria is
provided in Section II of this report,

This report is the SALP Board's assessment of the licensee's safot{
performance at Wolf Creek Generating Station for the period March 1, 1987,
through March 31, 1988,

SALP Board for Wolf Creek Generating Station:

L. J. Callan, Director, Division of Reactor Projects, logion Iv (chairman)
J. L. Milhoan, Director, Division of Reactor Sa ot{; Region 1V
M. R. Knapp, Acting Director, Division of Reactor Safety and

Safeguards, Region 1V
D. 0. Chamberlain, Chief, Reactor Project Section A, Region 1V
B. L. Bartlett, Senior Resident Reactor Inspector, WCGS, Region IV
P. W. 0'Connor, Project Manager, Nuclear Reactor ioguiatioa

The following personne! also participated in the SALP board meeting:

J. M. Mon ry., ty Regional Administrator, Region 1V

A. B. Beach, Deputy Director, Division of Reactor Projects, lo'ion v

J. P. Jaudon, Deputy Director, Division of Reactor Safety, Region 1V

I..ia‘Ncl}. Deputy ‘1roctor, Division of Reactor Safety and Safeguards,
on 1V

J. B. Baird, Technical Assistant, Division of Reactor Projects, Region 1V

C. A Hackney, Emergency Preparedness Analyst, Region IV

J. L. Pellet, Chief, Operator Licensing Section

R. J. Everett, Chief, Emergency Preparedness and Safeguards Programs

Section, fon 1V

R. E. Baer, Chief, Facilities Radiological Protection Section, Region IV

H'lzjin‘.?“" Reactor Engineer, Materials and Quality Programs Section,
on 1V

CRITERIA

Licensee performance was assessed in 1) selected functiona) areas.
Functiona)! areas normally represent areas significant to nuclear safety
and the environment. Some functional areas may not be assessed because of



little or no licensee activities or lack of meaningful observations.
Special areas may be added to highlight significant observations,

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

1.  Management involvement and control in assuring quality.

2. Approach to the resolution of technical issues from a safety
standpoint.

3. Responsiveness to NRC inftiatives.
4. Enforcement history.

5. Operational events (including response to, analysis of, and
corrective actions for).

6. Staffing (including management).

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

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

tegory 1. Reduced NRC attention may be appropriate. Licensee
ma nt attention and involvement are ressive and oriented toward
nuclear safety; licensee resources are ample and effectively used so that
a high leve) of performance with respect to operational safety and
construction quality is being achieved.

ry 2. NRC attention should be maintained at normal levels.
censee management attention and fnvolvement are evident and are
concerned with nuclear safety, licensee resources are adequate and are
reasonably effective so that satisfactory performance with respect to
operational safety and construction quality is being achieved.

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



I11. SUMMARY OF RESULTS

Iv.

The SALP Board review revealed areas of strength in fire protection and
security with an increase in performance from the previous SALP period.
Performance in the areas of emergency preparedness and surveillance
remained consistent with the previous SALP period. A1) other areas
revealed a decline in performance or a declining trend from the previous
SALP period. The overall decrease in performance is due, in part, to the
failure of licensee management to maintain effective control of major

oLt eges.

The licensee's performance is summarized in the table below, along with
the performance categories from the previous SALP evaluation period.

Previous Present

Performance Cate r; Performance Categor
Functional (02/1/86 1o 02/20/8Y)  (03/1/8) to 03/31/8H)

A.  Plant Operations 2 2
8 Radiological Control 2 2
C.  Maintemance 1 2
D. Surveillance 2 2
3 Fire Protection 2 1
F Emergency Preparedness 2 2
G. Security 2 1
H. Outages 2 3
1. Quality Programs and 2 3
:r':::::;léu::ig:ﬂtmh
J.  Licensing Activities 1 2
K. Training and Qualification 1 2

Effectiveness
PERFORMANCE ANALYSIS
b. Plant Operations

1. Analysis

The assessment of this area consists cMoﬂ{ of the activities
of the licensee's operational staff (e.g., )icensed operators
and nuclear station operators). It 1s intended to be limited to




operating activities such as: plant startup, power operation,
plant shutdown, and system lineups. Thus, 1t includes
activities such as reading and logging plant conditicns,
responding to off-normal conditions, manipulating the reactor
and auxiliary controls, plant-wide housekeeping, and contro)
room professionalism,

This area has been inspected on a continuing basis by the NRC
resident inspeciors and on several occasions by NRC regiona)
i-pectors. Specific areas inspected included operationa)

s ety verifications, safety system walkdowns, follow up on
significant events/problems, and review of licensee event
reports (LERs).

One violation was identified in this functional area and, while
it indicated additional aana nt controls were needed,
corrective action was prompliy initiated by the licensee. Also,
one of the escalated enforcement violations listed in the cutage
functiona) area included three examples of problems relating to
the operations functional area. Four LERs were issued by the
licensee in this functional ares. These four LERs had nc major
effect on plant safety. One of the LERs concerned the ane
violation that was identified in this area. The remaining three
LERs were all perscinne)l errors and were indicative of a failure
to pay attention to detail.

Corrective actions inftiated by licensee management included
requiring the use of procedures in additional areas in
operations. At the end of the SALP period the use of procedures
in operations was much improved.

Operational events and NRC observations showed that operations
interface with other departments is lacking. There has been an
apparent failyre of operations to make effective use of
technical support groups. In some cases even when technical
support groups became aware of problems and provided input to
operations, the input was ignored or was lost., There are two
examples The first was when operations was not responsive to
Nuclear Safety Engineering's information and advice concerni
the essertial service water (ESW) pipe-wall thinning issue. As
a result, timely corrective action was needlessly delayed. The
second was when ineering provided disposition to repair a
section of thinwall safety-related pipe and the disposition was
misplaced for approximately 3 months,

In geners), operator performance, as observed by the NRC
inspectors, has been good. Control room professionalise has
been ma‘ntained and good operator morale exhibited. At times,
however , the operators failed to pay attention to detail. Twe
example; of this are given below:



®  The first example occurred when vital batteries were
allowed to be depleted over a 30-hour time span without a
procedure being available to provide alternate AC power to
the battery chargers, and without bus voltage being
observed carefully or without periodically observing
current readings and comparing them to expected values.

¢ The second example was the uncontrolled use of operator
aids. when ESF actuations occurred as a result of the
degraded batteries, the operators relied on the
uncontrolled aids in determining that certain manua)
isolation valves were shut. The valves were, in fact,
open. When the valves had been opened, the uncontrol ied
aid had been forgotten. This resulted in the undesirable
placing of lake water in each of the steam generators.

The licensee continues to give strong management support to the
college degree program for operations personnel. The number of
operators with engineering degrees or working toward degrees is
considered to be a plus.

The number of operators with senior reactor operator licenses
exceed the number of operators with reactor operator licenses by
more than 2 to 1. This allows the licensee mo~e versatility in
the use of the operators, while at the same time giving
operators additional training and mobility.

In general, the licensee maintains a 6-shift rotation of their
operating crews. This allows for a batter wtilization of the
crews, less overtime, and increased training.

lusion

The overall assessment of this area indicates that improvements
need to be made. As stated in the previous SALP report,
licensee attention to detai)! in this area can be improved. The
use of procedures in operations was noted to improve, however,
this occurred only after the situation had been allowed to
deteriorate Lo an unacceptable leve!.

The examples of inattention to detail and the lack of effective
operations interface with other departments reflects an
ineffective management oversight in this functional area.

Staffing in this area is considered a strength, along with good
control room professionalism during power operations.

The Ticeniae is considered to be in Performance Category 2 in
this area, with a declining trend.
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Board Recommendations
a. R NRC Actions

The level of NRC inspection in this functional area should
be consistent with the basic inspection program.
Supplementa) inspections should be performed to focus on
operations interface with other departments.

b. R i i

Licensee management should ensure that there is an adequate
and prompt QA, NSE, and engineering involvement in
operational events and in the technical resolution to
safety issues.

B. Radiologica) Controls

1

Analysis

The assessment of this functional area includes the following
areas of activily which are evaluated as separate subareas to
arrive at a consensus rating for this functional area:

(a) occupationa) radiation safety, which includes controls b
licensees and contractors for occupational radiation protection,
radicactive materials and contamination controls, radicological
surveys and monitoring, and ALARA programs; (b) radicactive
waste management, which includes processing and onsite storage
of gaseous, liquid, and solid waste; (c) radiological effiuent
controls, which includes gaseous and ligquid effluent controls
and monitoring, offsite dose calculations and dose limits,
radiclogical environmental monitoring, and the results of the
NRC's confirmatory measurements gFO'fll; (d) transportation of
radicactive materials, which includes procurement and selection
of packages, preparation for shipment, selection and control of
shippers, delivery to carriers, receipt/acceptance of shipments
by receiving facility, periodic maintenance of pazkagi and,
for shipment of spent fuel, point of origin of savuguc:::
activities; and (e) water chemistry controls, which includes
primary and secondary systems affecting plant water chemistry,
water chemistry control program and program implementation,
chemistry facilities, equipment and procedures, and chemica!
analysis quality assurance.

Nine inspectic s were performed in the area of radiological
controls during the assessment period by Region-based radiation
specialist inspectors.

There were five violations and one deviation identified in this
functional area.



Occupational Radiation Safet

The licensee's programs for occupational radiation
protection, radiocactive material and contamination
controls, radiological surveys and monitoring, and ALARA
pro?rm were inspected four times during the assessmnt
period. Two inspections were conducted during normal . .ant
operations, one inspection during a scheduled refueli
outage, and one special inspection after the release ¢
radioactive material to the local county landfill,

The licensee's exposure for 1986 was 142 person-rem
compared to the national PWR average of 3)2 person-rem,
During 1987, the licensee's person-rem exposure was 124
compared to a national PWR of 376 person-rem

The size of the radiation protection staff was & ‘equate to
support nlant operations. A low personnel turnov:r rate
within the radiation protection group was experierced
during the assessment period. The licensee's approach
concerning the resolution of technical issues indicated
their understanding of issues was rally apparent.
Acceptable resolutions were generally proposed in response
to NRC initiatives.

Those violations identified in the radiation protection
program were an indication of a lack of management
involvement in assuring quality and worker training. The
two concerns noted dur n! the previous assessment period
which included: (1) lack of steam generator mockup
training and (2) lack of health physics superviso

personne! presence in the plant to oversee and evaluate
omi'ngdruuuon protection activities, had not been fylly
resolved.

The licensee had made ¢ s in the position of radiation
protection manager, an individual with limited experience
and not qualified in accordance with Regulatory Guide 1. 8
was appointed to the position. The licensee recently
contracted a qualified individua) to oversee and provide
directiun to the radiation protection program.

i e w n

The licensee's program involving processing and onsite
storage of s0lid waste was inspected twice during the
assessment period. One violation was identified. The
licensee released radiocactive material as trash which was
found and recovered froa the local county sanitary
langfill. The licensee had reduced the volume of
soligified waste generated by use of a portable



demineralizer skid for liquids and processing spent resins
b. dewatering methods. The licensee had identified key
positions and defined their responsibilities.

Radiological Effluent Control and Monitoring

This area includes gaseous and liguid effluent controls and
monitoring, offsite dose calculations and dose limits,
radiological environmental monitoring, radiochemistiy
program, and radiochemistry confirmatory measurement
~esults. Three inspections were conducted during the
assessment period, together they encompassed the complete
program area.

The licensee has established a program concerning the
co.trol and release of gaseous and liquid effluents,
Liquid and gaseous effluent release permit procedures have
been developed to assure that planned releases receive
proper review and approval prior to releases. A review of
gaseous and liquid releases indicates that offsite doses
were well below Technical Specification limits. Three
concerns were identified relating to: (1) liquid effluent
monitor setpoints, (2) condensate storage tank analyses,
and (3) radiation monitor calibration data.

The offsite radiological environmental monitoring program
was inspected once during the assessment period. No
violations were identified. The -adiological environmental
monitoring program is effectively managed from the
licensee's corporate office and implemented by station
personnel., The working relationship between the two groups
has been excellent,

The radiochemistry and water chemistry program which
included onsite confirmatory measurements with the NRC
Region IV mobile laboratory wus inspected once during the
assesument period. No viclatians or deviations were
identified. The results of ‘e confirmatory measurements
indicated 97 percent agreem¢n’., a slightly higher value
from the previous assessmen’. pe iod.

Transportaticon of Radioactive Materials

This area was inspected twice during the assessment period
in conjunction with the solid radioactive waste management
program. Two violations were identified; one viclation
involved the lack of proper storage and control of quality
assurance records of radioactive material shipments, and
the second related to the lack of training provided to the
health physics supervisor - radwaste. Corrective action



taken by the licensee has generally been timely and
effective in this area. -

Transportation activities at the s.te usually involve the
support and guidance from the corporate offices The
licensee has established an adequate quality
control/quality assurance program for low-leve)l radiocactive
material shipments. Transportation activity records are
complete.

e. Water Chemistry Controls

This area was inspected once durin? the assessment period.
The inspection involved the initial use of prepared water
chemistry standards for confirmatory measurement
evaluations., The results of the water chemistry
confirmatory measurements indicated 84 parcent agreement
between the licensee and the NRC's reference laboratory.
These results are considered within expected industry
performence levels. The inspection also identified four
concerns involving instrument calibration and the quality
control aspect of the water chemistry analysis program.

Conclusions

The 1icensee's overall performance indicated a decrease in
effectiveness over the previous assessment period. Seven
violations and one deviation were identified during this
assessment period, as compared to no violations or deviations
being identified during the previous assessment period.
Inadequate management attention to NRC concerns is demonstrated
by the lack of resolution to the concerns noted during the
previous assessment period, which were: (1) lack of steam
generator mockup training and (2) lack of health physics
supervisory personnel presence in the plant to oversee and
evaluate ongoing radiation prutection activities. Improvements
were noted regarding the implementation of the ALARA program.

The licensee's personnel radiation exposure history has been
better than (less than one half) the national average for PWRs.

No significant problems were identified in the functional areas
of transportation of iadioactive material, and radiological
effluent control and monitoring. The licensee's program for
these areas appeared adequate regarding masagement oversight,
resolution of technical issues, training, procedures, and
staffing.

The licensee is considered to be in Performance Category 2 in
this area. However, during the SALP period, performance was
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decreasing. Recent changes in management have not yet had time
to be effective.

Board Recommendations

a. Recommended «RC Actions

The NRC inspection effort in this area should be consistent
with the basic inspection program with increased emphasis
on management involvement to assure quality.

b. Recommended Licensee Actions

Health physics supervisory personnel should spend more time
in the radiological]y controlled areas evaluating and
observing orgoing radiation protection work activities to
ensure compliance with station procedures. Management
should take action to provide training to technicians to
enhance procedural compliance.

C. Maintenance

1.

Analysis

The assessment of this area includes all licensee and contractor
activities associated with preventive or corrective maintenance
of instrumentation and control equipment and mechanical and
electrical systems.

This area was inspected on a continuing basis by the NRC
resider* inspectors and periodically by NRC regional inspectors.

There were two violations identified in this area. These
violations involved the failure of the licensee to request a
code exemption when required and three examples of a failure to
follow procedures. There were 11 LERs issued by the licensee in
this functional area. One LER was due to inadequate
post-maintenance testing on a containment isolation valve,
another LER was due to an accidental mispositioning of a breaker
switch,

The escalated enforcement action that was taken due to the
problems which occurred during the fall refuelin. )jutage
revealed significant problems within the mainter =« _e
organization. These problems consisted of workers failing to
follow procedures, inadequate procedures, inadequate control
over special processes, and an overall breakdown of management
oversite of maintenance activities during the refueling outage.
One of the major causes for the problems which occurred this
SALP period was workers failing to follow procedures.
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Three of the findings in the escalated enforcement package were
workers failing to follow procedures. These included igsuance
of the wrong weld rod material, use of the wrong weld rod
material, and failure to check for an energized circuit. There
have been multiple occurrences of Wolf Creek event reports
written for failure to follow procedures. The failure to follow
procedures was pervasive at the Wolf Creek site. This could
only exist if it was allowed to slewly build up over a period of
months or years. Licensee management was not effectivz in
correcting the problem.

During the last quarter of the SALP period, the maintenance
management organization underwent significant changes.
Maintenance was combined with facilities and modifications to
form maintenance and modifications. This change combines al)
maintenance activities under a single manager. The
superintendent of maintenance transferred to the outage planning
group and the manager of facilities modifications became the
manager of maintenance and modifications. In addition, some
lower level managers were transferred and some positions were
eliminated. These changes appear tc have significantly
strengthened the maintenance area.

Conclusions

The NRC found evidence of upper management support for a strong
maintenance program. However, the implementation of this
program was not adequately carried out. Management oversight of
the day-to-day activities in the area of maintenance declined
significantly during the assessment period. Several examples of
the results of this decline were identified. Towards the end of
the SALP period, major management changes were implemented.
These changes appear to have significantly strengthened
management oversight of maintenance activities.

The licensee is considered to be in Performance Category 2 in
this functional area.

Board Recommendations

a. Recommended NRC Actions

The NRC inspeciion effort in this area should be consistent
with the basic inspection program. The resident inspectors
should increase their inspection activities in this area.

b. Recommended Licensee Actions

The licensee should follow through and assess the
effectiveness of their corrective actions. The licensee
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should continue the increased emphasis on procedu:al
compliance.

D. Surveillance

1.

Analysis

The assessment of this functional area includes all surveillance
testing and inservice inspections and testing activities,
Examples of activities included are: instrument calibrations,
equipment operability tests, snecial tests, inservice inspection
and performance tests of pumps and valves, and all otier
inservice inspection activities.

This functional area was inspected on a routine basis by the NRC
resident ins;ectors and periodically by NRC regional inspectors.

The enforcement history in this functional area identified two
violations during this assessment period. Also, several LERs
were issued by the licensee during this assessment period.
Personnel errors and inadequate procedures were the predominant
causes of the violations and reportable events during this
assessment period. This resulted in examples of missed
surveillances, late performarce of surveillances, inadequate
post-test review, and undesirable engineered <afety feature
actuations which are similiar to problems whicih occurred during
tre previous SALP period.

During the previous SALP per’iod, the licensee was rated a SALP
Category 2 in this functioral area with a decreasing trenc.
Although the enforcement snd reporting history indicite
improvement, as noted arove, similar procedural and personnel
errors are being repea‘ed during this SALP period.

Conclusions

The overall asse.sment for this functional area indicates a
program for scheduling and tracking of surveillance activities
that appears adequate. Procedures in some cases did not address
al) Technical Specification surveillance requirements
adequately. The repeat procedural and persornel errors indicate
that additional management involvement is needed.

The licensee is considered to be in Performance Category 2 in
this functional area.
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The licensee instituted a program to identify all fire barrier
penetration seals that were either never sealed or remgved and
not resealed. This was an extensive program which the licensee
aggressively pursued and completed.

2. Conclusions

The licensee has shown significant improvement in their fire
protection/prevention program. Management invelvement, both in
the program as well as training, was evident. The l&ior reason
for the improvement in this area has been the continuing
dedication and hard work of the well qualif.ed fire protection

angineer and training instructor.

The licensee is considered to be in Performance Category 1 in
this area.

3. Boara Recommendations

a. Recommended NRC Actions

The level of NRC inspection in this functional area should
be consistent with the minimum inspection program.

b. Recommended Licensee Actions

The licensee should assure that the recent organizational
changes that have the fire protection engineer reporting to
a different group and at a lower management level does not
result in a reduction of management support.

F. Emergency Preparedness

X Analysis

The assessment of this area includes the licensee's preparation
for radiological emergencies and response to simulated
emergencies (exercises). Thus, it includes emergency plan and
implementing procedures; emergency facilities, equipment,
instrumentation, and supplies. organization and management
control; training; independent reviews/audits; and the
licensee's ability to implement the emergency plan.

During the assessment period, four emergency preparedness
inspections were conducted by Region-based and NRC contractor
inspectors. One of these inspections was the observation and
evaluation of an annual onorgoncg response exercise by a team of
NRC and contractor inspectors. During the exercise, four

deficiencies from a previous exercise were closed and one new
deficiency was identified. The deficiency identified during the
exercise involved incorrect classification of the emergency as
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an unusua) event rather than an alert. The licensee's overall
performance during the exercise was evaluated as good. . The NRC
staff concluded that licenc.: emergency response personnel
demonstrated their ability o protect the health and safety of
the public.

Three routine inspections resulted in identification of three
violations. One violation invc!vc?d failure to document required
communication tests of the emergency response facilities. The
other two violations, one of which was a repeat violation,
involved failure to determine availability of required emergency
preparedness personnel in the event of an accident. Training
was identified during the previous SALP period report as an area
needing management attention. The licensee has developed lesson
plans, revised training requirements, and implemented a more
efficient record management system.

The 1987 SALP report stated, "However, several changes were made
to the onsite emergency planning administrator (EPA) position,
and the replacement EPAs have had little previous experience in
this area." Due to attrition, new inexperienced personnel have
been assigned the onsite emergency planning and preparedness
responsibilities. Discussions held with onsite management
revealed a difference of opinion as to what the functions of the
onsite emergency preparedness coordinator were and would be in
the future. The offsite emer?oncy preparedness administrator is
located in Wichita, Kansas. he licensee has recently added
another level of supervision above the EPA, removing the CPA
further away from plant management. (This reorganization
presently is awaiting NRR approval.) The emergency preparedness
program appears to be in a transition phase with the shift in
l:ad responsibility for emergency program to the corporate
office,

Conclusions

The violations issued in shift staffing and augmentation
indicate that the personnel notification method and procedure
requires additional improvement. Management attention should be
devoted to meeting regulatory requirements and licensee
commitments.

Licensee management attention and involvement are evident,
licensee resources are adequate and reasonably effective so that
satisfactory performance with respect to operational safety and
construction quality is being achieved.
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The inspection findings for this evaluation period indicate,
overall, that the licensee's emergency preparednass program is
adequate to protect the health and safety cf the public.

The licensee is considered to be in Performance Category 2 in
this area.

Board Recommendations

a. Recommended NRC Actions

NRC attention should be maintained at normal levels.
Attention should be directed to licensee actiun taken
toward correcting the call-out drill response and shift
augmentation response times.

b. Recommendrd Licensee Actions

The level of management attention to the implementation of
the emergency preparedness program should be increased to
ensure proper response to NRC identified concerns relating
to call-out drill response and shift augmentation response
times. The licensee should expedite correction of the
call-out drill response and shift augmentation concern.
Management should review the distribution of onsite and
offsite emergency program areas of authority and
responsibilities.

security

1l

Analysis

The category of security relates to all activities whose purpose
it is to ensure the protection of the plant. Spocifica!l{. it
covers a'l aspects of the security program including ancillary
efforts such as fitness for duty and access authorization
programs. Examples are: the licensee's overall management
involvement in establishing protective policies; designing
physical security systems; submitting the security plan and
implementing associated procedures; selecting, training,
equipping, and supervising personnel; maintaining the hardware
that supports the program; and auditing and measuring the
performance of the security program.

This area was inspected on a continuing basis by the NRC

resident inspectors and on a periodic basis by the NRC

Region-based inspectors. Four inspections were conducted by

Region-based NRC physical security inspectors during the

::sossnont period. Four violations were identified, two by the
censee.
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here was evidence of prior planning and assignment of
piorities. Policies and procedures are well stated,
appropriately disseminated, and understandable. Decisionmaking
sually at a level that ensured adequate management review.
gw corporate structure, which includes a repusitioning of
the Quylity Assurance Department, is committed to continuing an
indepen§ent and effective oversight of security-related matters.
ManagemeNt reviews of identif :d security matters were timely,
thorough, \and technically sound. The initial review of security
incidents Pgs improved and further examination for generic
significance\has been enhanced. Records were generally
complete, wel\ maintained, and available. Rarely were
procedures and\policies violated However, some cases of
personnel failuhe have occurred and these appear to be
associated with porary employee hiring practices. Corrective
action on licensee\ identified violations was generally
effective,
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nd the quality of the

he future.

The licensee has been usually respon¥Pe’\to NRC initiatives, but
there continues to be two long standing régulatory issues
attributable to the licensee. These are cogtro) room access and
alarm assessment capability. Technically soynd and acceptable
resolutions were proposed initially in most cases, but
timeline<s of resolution for these outstanding\jssues is slow.
After considerable discussion, the licensee agr that their
CCTV system had degraded and proposed proper corrgctive actions.

One major violation concerning security personnel attentiveness
was directly attributable to a member of the securit
organization. It was promptly and effectively corrected. A few
minor procedural mistakes by security personnel have urred,
but were not repetitive. These mistakes appear to be ingicative
of a need tn enhance the selection process for temporary
security personnel and to be persistent in programmatic
training.
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There was evidence of prior planning and assignment of
priorities. Policies and procedures are well stated,
appropriately disseminated, and understandable. Decisionmaking
was usually at a leve! that ensured adequate management

review. The new corporate structure, which includes a
reposilioning of the Quality Assurance Department, is committed
to continuing an independent and effective oversight of
security-related matters. Management reviews of identified
secu ity matters were timely, thorough, and technically scund.
The inftial review of security incidents has improved and
further examination for generic significance has been

enhanced, Records were generally complete, well maintained,
and available. Rarely were procedures and policies violated,
However, some cases of personnel failure have occurred and
these appear to be associated with temporary employee hiring
practices. Corrective action on licensee identified violations
was generally effective.

A clear understanding of security issues was demonstrated and
subsequent decisions reflected reasonable and prudent judgement
on the part of management, These kinds of judgements were also
demonstrated in the Training and Human Relations Departments
where security's ancillary efforts, such as fitness for duty,
continual observation of employee's behavior, and the access
authorization programs were managed.

There has been & major organizational restructuring of the
Quality Assurance (QA) Department. The changes have been too
recent to evaluate their impact on the heretofore strong
security oversight effort., There is some concern that these
changes will not provide the level of audit expertise
previously provided. A review of these changes and the quality
of the audits performed will be necessary in the future,

The 1icensee has been usually responsive to NRC initiatives,

but there continues to be two long-standing regulatory issues

in need of resolution, These are control room access and alarm
assessment capability. Technically sound and acceptable
resolutions were proposed inftially in most cases, but
timeliness of resolution for these outstanding issues is slow.
After considerable discussion, the licensee agreed that their
CCTV system had degraded and proposed proper corrective actions,

One major violation concerning security personnel attentiveness
was directly attributable to a member of the security
organfzation, It was promptly and effectively corrected., A
few minor procedural mistakes by security personnel have
occurred, but were not repetitive. These mistakes appear to be
indicative of a need to enhance the selection process for
temporary security personnel and to be persistent in
programma.ic training,
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Occasional computer outage related events, construction/outage
worker misunderstandings of security requirements, and”
maintenance related activities were attributable causes to
violations. These events were identified and reported in a
timely manner.

Security organization positions were clearly identified.
Authority and responsibility was clearly defined. This included
the relationship with the rest of the corporate organization. A
new squad manning structure has allowed for training and
practice in squad response tactics. Temporary contract
personnel, while not meeting anticipated standards, have been
utilized to staff appropriate watchperson billets. However, the
employment practices used for these temporary watchpersons,
combined with their lower experience levels and abbreviated
training, appear to have had some adverse impact on the security
operation. It did accomplish the overall goal of providing
relief for the more experienced officers and to make them
available for more critical tasks.

Conclusions

The licensee appears to have an ample number of supervisors,
fully qualified security officers, and support personnel
assigned to the security department to comply with the several
security plans, With the exception of a few minor procedural
errors, the security force had operated at a high level of
performance. The licensee mansaement's attention and
involvement with nuclear secur' ' is evident. Licensee
resources were appropriate and effective so that there was very
good performance with respect to site physical and personnel
security.

The licensee is considered to be in lerformance Caiegory 1 in
this area.

Board Recommendations

a. Recommended NRC Actions

The NRC inspection level of the security program should be
consistent with the minimum inspection program, with some
exceptions. Exceptions where a more expanled inspection
effort is recommended include: licensee measures to
enhance and maintain physical security systems;, methods for
selecting, training, equipping, posting and supervising
security personnel; and changes to the QA function where
audits are performed to measure the performance of the
security program & d its ancillary efforts,
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. Recommended Licensee Actions

The licensee should continue to probe the causative factors
of security events for broader implications and adjust
programs training, disciplinary actions, maintenance, and

ngineering responses appropriately. The organizational
aljustments made in the QA area should be closely monitored
to\ensure that the high quality of the security oversight
progyam continues.

Qutage

&

Analysis

The assessment Of this area includes all licensee and contractor
activities associyted with major outavos. It includes
refueling, outage Wanagément, major plant modifications, repairs
or restoration to mayor components and all post-outage startup
testing of systems pR€or to return to service.

This area was inspected(dn a continuing basis by the NRC
resident inspectors —and\@griodically by NRC rogiona1
inspectors. In additdpn,\@n nspection was performed by a
safety system outage-addiflegtion inspection (SSOMI) team. The
inspections included reSyel\pg activities, outage management,
planning and scheduling, Gtaliggd, major components/systems
repairs and modification, Jasmd Rhactup testing.

~during this SALP period.
lasted approximately 101 days
ctor vessel O-rings which

The licensee had two major ofgtag
There was a refuelin? outage WY
and an outage to replace leaki
lasted approximately 16 days. ing outage activities
included replacement of Raychem s s, replacement of eroded
essential service water pipe, annu®3" Tyspection of the diesel
generators, removal of heaters froms torque valve operators,
replacement of reactor coolant pump "R' ber one seal,
replacement of the trip mechanism shafts &p the reactor trip
breakers, replacement of the tube bundle i\ the jacket water
heat exchanger for diesel generator "A", rewgrk of Valcor valve
operators, cleaning of condenser tubes and inypections for thin
wall pipes. There were numerous significant oherational events
which were attributable to causes under the licapsee's control
in this functional area.

o

There were four violations identified in this functyonal area.
Two of the violations involved escalated enforcement\action and
a proposed imposition of Civil Penalty. There were two LERs
issued by the licensee in this functional area. The twp LERs
were on events that resulted in violations being issued.
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b. Recommended Licensee Actions

The 1icens2e should continue to probe the causative
factors of security events for broader implications and
adjust programs, training, disciplinary actions,
maintenance, and engineering responses appropriately. The
organfzational adjustments made in the QA area should be
closely monitored to ensure that the high quality of the
security oversight program continues.

H. Outage

1.

Analysis

The assessment of this area includes all licensee and
contractor activities associated with major outages. It
includes refuelina, outage management, major plant
modifications, repairs or restoration to major components, and
all ?ost-outage startup testing of systems prior to return to
service,

This area was inspected on a continuing basis by the NRC
resfident inspectors, and perifodically by NRC regional
inspectors, In addition, an inuspection was performed by a
safety system outage modification inspection (SSOMI) team. The
inspections included refueling activities, outage management,
planning and scheduling, staffing, major components/systems
repairs and modification, and startup testing.

The 1icensee had three major outages during this SALP perfod.
There was a refueling outage which lasted approximately

101 days, an outage to replace leaking reactor vessel O-rings
which lasted approximately 10 days, and a generator/exciter
outage which lasted 16 days. Refueling outage activities
included replacement of Raychem splices, replacement of eroded
essential service water pipe, annual inspection of the diesel
generators, removal of heaters from Limitorque valve operators,
replacement of reactor coolant pump "B" number one seal,
replacement of the trip mechanism shafts on the reactor trip
breakers, replacement of the tube bundle in the jacket water
heat exchanger for diesel generator "A", rework of Valcor valve
operators, cleaning of condenser tubes, and inspections for
thin wall pipes. There were numerous significant operational
events which were attributable to causes under the licensee's
control in this functional area,

There were four violations identified in this functional area.
Two of the violations involved escalated enforcement action and
a proposed imposition of Civil Penalty, There were two LERs
fssued by the 1icensee in this functional area, The two LERs
were on events that resulted in violations being 1ssued,
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The two violations that resulted in escalated enforcement
involved examples of procedural control weaknesses that the NRC
considered significant. These weaknesses indicate mandgement
failed to provide an appropriate level of management oversight
of safety-related activities. This is evidenced by the examples
sited below as well as other areas in this report. Management
oversight of outage activities was less than adequate as pointed
out by the six examples of failure to follow procedures and fou
examples of inadequate procedures listed in the escalated
enforcement package. The NRC staff was concerned with the
licensee's lack of indepth analysis of these events. The
licensee's ability to perform root cause analysis and implement
timely and appropriate correr ive actions was a noted weakness.

During repai: efforts on thin «@l] pipe due to erosion/corrosion
the l?censoe experienced some *fficult{. The licensee had on
site a contractor workforce knc.ledgeable and experienced in the
forming, fitting, riggin?. and 4ligning .f heavy pipe. The
licensee decided to repair the thin wall pipe with their
permanent maintenance workforce. The maintenance workforce was
not as experienced in this area as the coatractor workforce,
This resulted in significant problems due to failure to follow
procedures, failure to follow work instructions, and failure to
accomplish work activities by appropriately qualified personnel.
Maintenance management failed to realize the scope of work was
beyond their expertise.

The licensee was generally responsive to NRC concerns, however,
there was a lack of aggressive response to identified problems
prior to NRC involvement. The licensee's investigation of
outage related everts indicated a less than aggressive approach
to the resolution of technical issues. The O-ring outage, which
was the second major outa?e of the year, indicated that the
Ticensee failed to control the O-ring cleanliness. The licensee
decided to restart the plant after the first outage with known
inner O-ring leakage.

2. Conclusions

The licensee's ability to plan, manage, and maintain control over

complex outage evolutions was inadequate and resulted in escalated

enforcement action. The licensee apparently failed to believe in and

enforce strict procedural compliance. Aggressive manzgement
;nvo}voncnt to address problems that occurred during the outage was
acking.

The licensee is considered to be in Performance Categury 3 in this
area.
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Board Recommendations

a Recommended NRC Actions

Supplemental NRC inspections should be performed prior to
and during the next major outage.

b. Recommended Licensee Actions

The licensee should ensure that lessons learned from the
previous outages are identified and reviewed for program
improvements. The results of this review should be
incorporated into outage planning and control.

1. Quality Programs and Administrative Controls Affec’ .ng Quality

1.

Analysis

[he assessment of this area includes all mana nt control,
verification and oversight activities which affect or assure the
quality of plant activities, structures, systems, and
components. This area may be viewed as a comprehensive
management system for controlling the quality of verification
activities that confirm that the work was performed correctly.
The evaluation of the effectiveness of the quality assurance
system is based on the results of management actions to ensure
that necessary people, procedures, facilities, and materials are
provided and used during the operation of the nuclear power
plant, Principal emphasis is given to evaluation of the
effectiveness and involvement of management in establishing and
assuring the effective implementation of the quality assurarce
program alon? with evaluation of the history of licensee
performance in the key areas of: committee activities, design
and procurement control, control of design change processes,
inspections, audits, corrective action systems, and records.

In order to more clearly define the specific strengths and
weaknesses noted in this functional area, the analysis is
divided into three areas, as discussed below:

a. Engineering

This -rea has been inspected on a routine basis by the NRC

resider' inspec®:rs and by a SSOMI team inspection during
the assessmen. period,

The staffing in the engineering area is generally adequate
in terms of numbers, but it is weak in experience and
trefning. Further, the weaknesses identified by the SS50M]
inspection are indications that the communications between
the plant operating staff and the engineering organizations
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were poor. In one case, engineering made a change to the
cooling system for an electrical equipment room, which
required manual adjustment of a flow control valve to
adjust the temperature. Since the temperature in this room
was required to be maintained within a relatively narrow
range, a surveillance program to verify the temperature
should have been instituted but was not. As a consequence,
the qualified life or performance of the equipment may have
been affected.

In another instance, it appeared that the operating staff
failed to ask for engineering ?uidance when performing a
maintenance activity that resulted in a deep discharge of
the safety-related station batteries and disablement of the
vital AC buses at the same time. This in turn led to the
introduction of lake water into the secondary side of the
steam generators.

The SSOMI report includes a concern that appears to be
lar?o1y attributable to cnginoorin? since it involved a ,
failure to properly evaluate the effect of a temporary
modification. The modification involved application of a
clamp to keep a safety-related damper in the control room
emergency ventilation system open. Had actuation of the
damper been required, an operator would have had to remove
the clamp. The application of the clamp in such a manner
violated the intent of the Technical Specification for
system operability. There were also three LERs thai were
at least in part attributable to engineering activities.
In each case, the LERs became necessary because there were
errors in design documents such as drawings,
specifications, and instrument set-point data.

Quality Assurance

This area has been inspected by both the NRC resident
inspectors and regional inspectors. In addition, the SSOM]
team inspected the areas of procurement, material storage,
and audit activities.

There were two violations in the areas of procurement and
of materia) receipt., Additionally, some of the problems in
the nanagement of the outage were related to QA.

The licensee had received, accepted, and installed a
noncode part which formed a portion of the reactor coolant
system boundary. An audit after the plant restarted
disclosed this, and subsequent waiver to the code was
granted.
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The reactor vessel head O-ring seals were not correctly
inspected prior to installation. Although this wds not the
major contributor to the O-ring leak, it showed a tendency
for quality performance to be at pro forma level.

During the outage, there were problems with the weld
repairs to the essential service water systems. . These
problems included the issue of inappropriate welding
materials and welders making welds for which they were not
qualified. These problems were uncovered by quality
checks, but the investigation revealed that QA had missed
several opportunities to identify the problems earlie..

The licensee's vendor audit program did identify a problem
with the certification of fuses purchased from a supplier.
The licensee reported the facts to the NRC. Follow up
act}on by the NRC resulted in the issue of an Information
Notice.

The licensee had not conducied training in root cause
determination. Corrective actions tended to be focused on
specific events and did not often probe for the underlying
causes. For example, when a four-way valve on the MSIV
actuator failed, the original root cause determination was
not correct. The redesigned valve subsequently failed.
when incorrect fasteners were found in the charging pump
check valve, they were replaced. No determination was made
as to whether the problem was the fault of the fastener or
the valve manufacturer.

Management and Administrative Controls

This area has been inspected on a routine basis by NRC
resident inspectors and regional inspectors.

During this SALP period, the licensee realized the
existence of problems with safety-related pipe wall
thinning. NRC had two basic concerns with this issue. The
first concern was that the short term operability
determination of the thin wall pipe was not technically
sound in that it was made by plant management without input
from engineering. Management did not reassess system
operability even after engineering made the determination
that the pipe did not meet code requirements. Plant
management communications with engineering was not
adequate. The second concern was with long term corrective
actions. Plant management's narrow focus on the issue of
short-term operability showed that their understanding of
the issue was lacking. The question of generic application
of one thin wall pipe to other areas in the plant was not
addressed in a timely manner. It was not until these
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issues were raised by Nuclear Safety Engineering and the
Nuclear Safety Review Committee that appropriate corrective
tions were begun. The operational response to this

eblem was not timely and lacked thoroughness. The above
is gne example of a lack of management involvement in

ing quality. Other examples have been cited in other

The enfarcement history in the area includes seven

violatiofs and no deviations. Four violations were related
to the enwronmental qualification of equipment. Ten LERs
were issued\by the licensee in this area. Eight of these
LERs were reNated to cortrol room ventilation isolation
system (CRVISY actuations. Six of these were due to
problems with Yhe chlorine monitors. The licensee has made
great strides iA reducing the number of repcrtable events
due to CRVIS acti@gions; however, the reliability of the
chlorine monitors \gstill low. The improvement effort in
this area has beepn R¥otracted. This has resulted in the
coatrol room ope - longer trusting their chlorine

monitors. —
Conclusions
The assessment of this func@@bned grea indicates that management

lution of important issues.
Corporate management oversight2af\XMlant activities does not
always ensure adequate involvemgn! he quality and
enginoerin? organifations in plawdeoperations. When problems
are identified by the quality andy neering organizations they
are not always acted upon in a tim

The licensee is considered to be in Perfarmance Category 3 for
an overall rating of the SALP area of qualjty programs and
administrative controls affecting quality.

Board Recommendations

a Recommended NRC Actions

Supplemental inspection effort should be devdted to this
area.

b. Recommended Licensee Actions

Increased corporate management involvement in site
activities is recommended. In particular, addition
corporate management involvement is needed to ensure
pr:?c: 7n91noor1nq and QA involvement is maintained im\all
activities.
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issues were raised by Nuclear Safety Engineering &nd the
Nuclear Safety Review Committee that appropriate
corrective actions were begun. The operational response
to this problem was not timely and lacked thoroughness.
The above is one example of a lack of management
involvement in assuring quality, Other examples have been
cited in ocher SALP areas.

The enforcement history in the area includes seven
violations and no deviations, Four violations were
related to the environmental qualification of equipment,
Thirteen LERs were issued by the licensee in this area.
Eleven of these LERs were related to control room
ventilation 1solation system (CRVIS) actuations, Nine of
these were due to problems with the chlorine monitors,

The 'icensee has made great strides in reducing the number
of reportable events due to CRVIS actuations; however, the
relfability of the chlorine monitors is still low. The
improvement effort in this area has been protracted. This
has resulted in the control room operators no longer
trusting their chlorine monitors,

Conclusions

The assessment of this functional area indicates that
management has not been effective in timely resolution of
important issues. Corporate management oversight of plant
activities does not always ensure adequate involvement of the
quality and engineering organizations in plant operations,
When problems are identified by the quality and engineering
organizations they are not always acted upon in a timely
manner,

The licensee 1s considered to be in Performance Category 3 for
an overall rating of the SALP area of quality programs and
administrative controls affecting quality.

Board Recommendations

a, Recommended NRC Actions

Supplemental inspection effort should be devoted to this
area,

b, Rec Licensee Acti

Increased corporate management involvement in site
activities is recommended. In particular, additional
corporate management involvement {s needed to ensure that
proper engineering and QA involvement 1s maintained in all
activities,
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Licensing Activities .
1. Analysis

During the present rating neri.d, the lirensee's management.
participated effectively in assuring the quality of submittals
for licensing actions and in responses to NRC staff requests.
The licensee's reviews were generally timely, thorough, and
technically sound. The licensee's participation was evident in
the ATWS Rule (10 CFR 50.62) submittal which demonstrated that
the licensee appeared to adequately understand staff policies
and be able to make decisions based on adequate management
involvement. The licensee's submittal contained all of the
information that the staff requested for its review. An
appropriate level of managemen® was present and significantl
involved at the review meeting held with the licensee, and the
licensee's technica) presentations were technically sound.

The licensee management was involved and responsive during the
staff's review of WCNOC's request to remove the fire protection
program from the Technical Specifications. This liccnsing
action was the lead cause for generic technical specification
improvements and involved rapidly evolving staff requirements.
Because WCNOC involved its mana nt in this review, they were
able to respond promptly to staff concerns to bring the review
to ccmpletion,

The WCNOC management has generally exhibited an adequate
understanding of the approach needed to resolve complex
technical issues involved in licensing activities. WCNOC's

June 16, 1987, submittal supporting analysis related to relaxed
outage time and increased surveillance intervals demonstrated a
clear undcrstand(ng of the licensing issues involved and
followed the staff's guidance exactly as provided in the related
generic documentation,

The quality and level of detail of the licensee's safety
evaluation summaries submitted pursuant to 10 CFR 50.59(b)(2)
are not always adequate to permit the staff to conclude their
acceptability. In some cases these summaries only provide a
brief description of the change followed by a conclusive
statement that the change does not generate an unreviewed safety
or environmental question; they do not provide a summary of the
WCNOC safety evaluation that was prepared to support the change.

In review of WCNOC's submittal related to their inservice
testing program for pumps and valves, the staff met with the
licensee or September 8 and 9. During the meetings the licensee
;srcod to revise their IST program in specific areas. Mowever
NOC did not make a number of revisions in their March 2, 198?.
Revision 6 resubmittal, as agreed to in the earlier meeting.
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The failure to follow up on the agreed upon technical rasolution
delayed the completion of the licensing action on the ihservice
testing program.

The licensewr had baen generally regponsive tc MRC inftiative
during this ratin? period, with few longstanaing regulatory
fssues being attributable to the licensee. .

On occasion, the licensee's response had not been adequate %o
permit the staff to resolve the technical issue without the need
for additiona)l interaction with the licensee. The staff's
review of WCNOC's submittal related to the main steam line break
outside of containment issue required multiple reguests for
additional information, and the licensee's responses to these
requests were not expeditious.

The licensee reported 53 nonsecurity events to the NRC
operations center pursuant to 10 CFR 50.72. These events were
almost always reported in a timely manner.

The licensee also submitted 49 nonsecurity Licensee Event
Reports (LERs) during the reporting period. ihe LERs were well
written and almost always timely.

There have been 8 LERs during this reporting period that have
been caused by malfunctions or spurious actuations of the
chlorine monitors. These LERs follow up on 18 previous LERs
that have occurred since Wolf Creek was initially licensed.
This continuing series of LERs is indicative of a failure to
identify the root cause of these failures and an ineffectual
corrective action program for the chlorine menitor problems

The plant has experienced seven unplanned scrams during this
rating period. A1l of the scrams occurred during Cycle 2 which
ended in September 1987. There were three Safety System
Actuations, no Sign’ficant Events and five Safety System
Failures during this rating period.

Concus fon

The licensee continues to maintain a competent, knowledgeable
licenting staff; however, during this rating period there were
occasional instances of lack of timely response to staff
requests and a decline in content of summaries of safety
evaluations submitted by the licensee in response to

10 CFR 50.59. The licensee is considered to be in Performance
Category 2 in this area,
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Board Recommendation

a. Recommenced NRC Actions

none

Recommended Licensee Actions

e licensee should improve the quality of the safety
luation summaries submitted pursuant to 10 CFR 50.59 and
shoyld improve the content of licensing submittals to

de the need for staff requests for additional

tion that could have been foreseen by the licensee.

K. Training and QualiXication Effectiveness

1.

Analysis \\

The assessment of
relating to the eff
qualifications progr
area was inspected<y®
inspectors. This A
which was performed ¢
training of both the T3
appraisal period, lice

functional area includes all activities
tiveness of the training/retraining and
onducted by the licensee's staff. This
pontinuing basis by the resident

8, 4150 the sub{oct of an inspection
NG appraisal period to look into the
d and nonlicensed staff. During the
nations were administered by
Fator (RO) candidates and to
seven (7) senior reactor o 2. ndidates. Five (5) of the
RO candidates and <ix (6) o SR0 candidates passed the
examinations and wére subseqient\y issued licenses. The
licensee currently has 36 ind dals whe hold an SRO license
and 15 individuals who have an cense. During the
administration of the above exam% , the examiners found
that the trainees had been adequat®ly\informed of the
significant events that had occurred ddring the week of
October 18, 1987, The trainees had alsd\beer schooled on the
lessons learned from these events.

-
"

The inspections in the operator requalificabjon training area
indicate that the management oversight in thiy area hus not been
sufficiently thorough. This is evidenced by:

¢ The section of the procedure (ADM 06-224) o
operator requalification training which rel
requirement of 10 CFR 55 without Commission

licensed

e An operator who had failed the annual requalific
examination and was therefore required to enter in
accelerated requalification program was allowed to
to stand watch and perform watch standing duties pri
his completion of the accelerated training.
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Board Recommendation

a. Recommended NRC Actions
None
Recommended Licensee Actions

The licensee should improve the quality of the safety
evaluation summaries submitted pursuant to 10 CFR 50,59
and should improve the content of licensing submittals to
preclude the need for staff requests for additional
information that could have been foreseen by the licensee.

Training and Qualification Effectiveness

ll

Analysis

The assessment of this functional area includes all activities
relating to the effectiveness of the training/retraining and
qualifications program conducted by the licensee's staff, This
area was inspected on a continuing basis by the resident
inspectors., This area was also the sub{cct of an inspection
which was performed durin? the appraisal period to look inte
the training of both the licensed and nonlicensed staff,

During the appraisal period, licensing examinations were
administered by the NRC to six (6) reactor operator (RO)
candidates and to seven (7) senior reactor operator

candidates. Four (4) of the RO candidates and seven (7) of the
SRO candidates passed the examinations and were subsequently
fssued 1icens 5. The licensee currently has 34 individuals who
hold an SRO  cense and 17 individuals who have an RO license.
During the aaministration of the above examinations, the
examiners found that the trainees had been adequately informed
of the significant events that had occurred during the week of
October 18, 1987, The trainees had also b~en schooled on the
lessons learned from these events.

The inspections in the operator requalification training area
indicate that the management oversight in this area has not
been sufficiently thorough, This 1s evidenced by:

* The section of the procedure (ADM 06-224) on licensed
operator requalification training which relaxed a
requirement of 10 CFR 55 without Commission approval.

An operator who had failed the annual requalification
examination and was therefore required to enter into an
accelerated requalification program was allowed to
continue to stend watch and perform watchstanding duties
prior to his completion of the accelerated training,
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The required reactivity manipulations had not been
completed in the 1985-1986 requalification cycle for at
least six licensed individuals. The correction of this
problem had not been formally addressed, but an informal
effort by the simulator instructors is to track the
performance of the manipulations by each licensed
individual. :

®  During 1986, at least nine licensed individuals had failed
to review all of the emergency and off-normal procedures as
required by the requalification program. The licensee
revised the appropriate procedure to specify the off-norma)
and emergency procedures to be reviewed. The procedures
requested after the revision were also incomplete and the
procedure had to be further revised at the prompting of the
NRC inspector.

The licensee had not provided procedures for implementing
§23710 CFR 55 rule change issued by the NRC on May 27,

The above examples are indicators that the training department
arrangement had not provided the attention to detail necessary
to assure adequate oversight of this area.

There has also been evidence of inattention to detail on the
part of the training staff. Examples of this are:

¢ minor uncorrected errors in the lesson plans that were
reviewed,

failure to have lectures scheduled for 10 CFR Parts 2, 21,
50, and 55 in the operator requalification program;

failure to revise a procedure t. reflect a new requirement
instituted by a rule change; and

failure to delete a procedure requirement which was dropped
by a rule change.

No deficiencies were fdentified in the area of training of the
nonlicensed staff. The procedures and policies in this area
were adequately stated and understood. Training records in this
area were generally complete and wel)l maintained.

Conclusions

The initial training of licensed operators and the training of
the nonlicensed staff is effectively controlled and the

licensee's performance in licensing examinations has been good.
The area of requalification training for licensed operators has
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suffered from an apparent lack of management oversight and
inattention to detail on the part of the training staff, The
licensee is considered to be in Performance Category 2 in this
area.

3.  Board Recommendations

a. Recommended NRC Actions

The NRC inspection effort in this area should continue at
the level prescribed by the basic inspection program.

b. Recommended Licensee Action

The licensee should further emphasize the need for
oversight of operator requalification training and the need
for the training staff to be more attentive to details in
the performance of their activities. Licensee mana nt
should continue their oversight and support of the training
of the nonlicensed staff.

V. Supporting Data and Summaries

A. Licensee Activities

Major Outages

The unit was shut down on April 19, 1987. The cause was an
inadvertent trip due to control rod logic card failures. The
outage duration was 13.1 hours.

The unit was shut down on April 23, 1987. The cause was an
inadvertent trip due to control rod logic card failures. The
outage duration was 33 hours.

The unit was shut down on May 28, 1987, The cause was an

inadvertent trip due to a loss of power to the main turbine

;;cgtro-hydrau1tc controi system. The outage duration was
.3 hours,

The unit was shut down on June 29, 1987, The cause was an
inadvertent trip due to a loss of a main feedwater pump. The
outage duration was 38 hours.

The unit was shut down from July 20, 1987, to July 26, 1987,

The cause was an inadverten® trip due to a loss of a main
feedwater pump. The outage was extended to repair a containment
cooling fan. The outage duration was 129.3 hours.
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The unit was shut down on September 10, 1987. The cause was an
inadvertent trip due to a failure of a main transmission line,
The outage duration was 33.7 hours.

e unit was shut down on September 27, 1987. The cause was an
dvertent trip due to a mispositioned rod control switch. The

licansee decided to remain down and enter refueling outage 11

ear) The outage duration due to the inadvertent trip was

93.5 haurs. The refueling outage duration was 2,418.7 hours.

The unit Was shut down on January 21, 1988. The cause was a
manual shu n to replace failed reactor vessel O-rings. The
outage duration was 379.2 hours. During startup following this
outage, two ticbine trips without reactor trips occurred. The
duration of eac o%gu two outages was 9.5 hours.

his SALP evaluation period included
31 direct inspection manhours
d team inspections of the
d a SSOMI. This inspection effort
ipcrease over the previous SALP

Inspection Activities

NRC inspection activity
49 inspections perfo
expended. These inspe
equipment qualification p
represents an approximate 5
period.

Table 1 provides a tabuiation o
functional area evaluated. Table
findings in each "'LP category.

RC'enforcement activity for each
prayides a 1isting of inspection

Investigations and Allegations Review

There was one investigative activity conducted during this assessment
period. The results have not been formally isshed yet.

Escalated Enforcement Actions

3. Civil Penalties

A Notice of Violation and Proposed Imposition of Ciw!l Penalty
was issued on March 17, 1988, A $100,000 civil pena was
proposed for two Severity Il violations involving a lure to
follow procedure and a failure to have appropriate procedures.

2. Enforcement Orders

None



0.

¢ The unit was shut down on September 10, 1987. The cause was an
inadvertent trip due to a failure of a main transmission line,
The outage duration was 33.7 hours.

; The unit was shut down on September 27, 1987, The cause was an
inadvertent trip due to a mispositioned rod control switch,
The licensee decided to remain down and enter refueling
outage 11 earlg. The outage duration due to the inadvertent
trip was 93.5 hours., The refueling outage duration was
2,418.7 hours,

. The unit was shut down on January 21, 1988, The cause was a
manual shutdown to replace failed reactor vessel O-rings.
During startup following this outage, generator/exciter
problems were experienced and two turbine trips without reactor
trips occurred,

Inspection Activities

NRC inspection activity during this SALP evaluation period included
49 inspections performed with 6031 direct inspection manhours
expended., These inspections included team inspections of the
equipment qualification program and a SSOMI, is inspection effort
represerts an approximate 50 percent increase over the previous SALP
period,

Table 1| provides a tabulation of NRC enforcement activity for each
functional area evaluated, Table 2 provides a 1isting of inspection
findings in each SALP cateyory.

Investigations and Allegations Review

There was one investigative activity conducted durln? this
sssessment perfod. The results have not been formally 1ssued yet,

Escalated Enforcement Actions

1. Civil Penalties

A Notice of Violation and Proposed Imposition of Civi) Penalty
was 1ssued on March 17, 1988, A $100,000 civil penalty was
proposed for two Severity 111 violatfons involving a fatlure to
follow procedure and a failure to have appropriate procedures.

2. [Enforcement Orders
None
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E.  Management Conferences Held During Assessment Period

1. Con': “ences

A management meeting was held on October 21, 1987, to discuss
the events which occurred during the refueling outage. An
enforcement conference was held on January 11, 1988, to discuss
violations which had occurred during the refueling outage.

2. Confirmation of Action Letters

Non~

F. Review of Licensee Event Reports and 10 CFR Part 21 Reports
Submitted By the Licensee

1. Licensee Event Reports

The SALP Board reviewed the LERs for the period March 1, 1987,
thrcugh March 31, 1988, This review included the LERs listed by
SALP category in Table 3.

2. Part 21 Reports

There were no 10 CFR Part 21 reports submitted by the licansee
during this SALP assessment period.




Table 1

Enforcement Activity

FUNCTIONAL AREAS NUMBER OF VIOLARIONS
IN ENCH LEVEL
o DEFICIENCIES/DEVIATIONS  V 1V 1
A.\_P'ant Operations 1
B. RaMological Controls 0/1 1 4
C. Mainte 2
D. Surveillanc 2
E. Fire Protection 1
F. Emergency Proparodn;1E:; 1/0 2 1
G. Security . C;{{ 4
H. Outages ' 1 1 ¢
I. Quality Program¢ and & 1 9
Administrative
Controls Affecting
Quality
J. licensing Activities
K. Tratning and .. 2
Qualification
Effectiveness

Total /1 7 25 2



Table |
Enforcement Activity

FUNCTIONAL AREAS NUMBER OF VIOLATIONS

IN EACH LEVEL
DEFICIENCIES/DEVIATIONS v v 11
A, Plant Operations 1
B. Radiological Contro.s 0/1 1 B
C. Maintenance 2
D, Surveillance 2
E. Fire Protection 1
F. Emergency Pieparedness 1/0 2 1
6. Security 4
N. Outages 1 1 2
I. Quality Programs and 1 7
Administrative
83:?::;3 Affecting
J. Licensing Activities
K. Training and Qualification 2
Effectivencss
TOTAL /1 7 23 2



Table 2
ENFORCEMENT ACTIVITY

TABULATION OF VIOLATION55 DEVIATEONSs AND

PERFORMANCE CATEGORY

A Plant Operations

Violations

Failure to enter Technical Specification 3.0.3 when both trains
of CRVIS were inoperable. (Severity Level IV, 8720-01)

Deviations
None
B. Ralological Controls

Violations

Failure to properly control, store and protect quality records.
(Severity Level vV, 8708-01)

Radiation Protection Manager not fully qualified. (Severity
Level IV, 8712-01)

Failure to properly evaluate radiologicul surveys of two
contaminated persons. (Severity Level IV, 8728-01)

Unauthorized disposal of contaminated material. (Severity
Leve! IV, 8736-01)

Failure to lock high radiation door. (Severity Level IV,
8809-01)

Deviations

Repeated failure to implement a continuous airborne monitoring
program. (8712-02)

C. Maintenance
Violations

Failure to comply with TS 4.0.5 by not obtaining a relief request
from NRC, (Severity Level IV, 8715-01)

Three examples of failure to follow procedure. (Severity
Level 1V, 8807-38)



Deviations

None *
Surveillance
Violations

Failure to demonstrate automatic isolation of the containment
purge pathway. (Severity Level IV, 8715-02)

Failure to alternate starting locations for the motor driven fire
pump. (Severity Level 1V, 8722-01)

Deviations
None

Fire Protection

Violations

Fire door inoperable by being blocked open. (Severity Level IV,
8706-01)

Deviations
None

Emergency Preparedness
Violations

Failure to document a communication test. (Severity Level V,
8714-01)

During an unannounced call-out drill, the communicators could not
be reached. (Severity Level IV, 8714-02)

Repeat violation of a failure to meet call-out time limits,
(Severity Level v, 8812-01)

Deviations

None






Connection boxes mounted below post-accident containment water
level. (Severity Level 1V, 8724-02) .

pace heaters operating in motor operated valves. (Severily
vel 1v, 8724-03)

Use gf unqualified terminal blocks. (Severity Leve) IV, 8724-04)
Failurd to evaluate temporary modification. (Severity Level V,
Inadequate ‘qcceptance criteria for reactor vessel O-rings.

1 1v, 8804-01)

ileg, to specify code requirements. (Severity
Level Iv, 8815-0

Purchase request di Q!f.docuacnt Spec levels. (Severity
Leve)l 1V,8815-02)

Unqualified code t. (Severity Level IV, 8815-03)

Deviations
None

Licensing Activities

Violations
None

Deviations
None

Training and Qualification Effectiveness

Violations

:;1;u8:)to provige health physics retraining. (severty Level V,

Failure t/ maintain health physics training records. (
Level Vv, R717-02)

Deviations
None \



Je

K.

: Connection boxes mounted below postaccident containment water
level, (Severity Level 1V, 8724-02)

. Space heaters Sgcrlting in motor operated valves. (Saverity
Level 1V, 8724-03)

‘ Use of unqualified terminal blocks, (Severity Level Vv, 8801-01)

Failure to evaluate temporary modification, (Severity Level V,
8801-01)

. Inadequate acceptance criteria for reactor vesrel O-rings.
Severity Level 1V, 8804-01)

. Failure of procurement program with three examples. (Severity
Level 1V, 8815-01)

Deviations

. None

Licensing Activities

Yiolations

. None

Deviations

’ None

Training ar” Qualification Effectiveness

Viplaticns

. Fai® e to provide health physics retraining, (Severity
Level Vv, 8717.01)

. Fatlure to maintain health physics training records. (Severity
Level v, 8717.02)

Deviations
. None



Table 3

OPERATIONAL EVENTS
muunom*ﬂmf"ﬁm REPORTS

b
pznrom& CATEGORY .

A. Plant Operatiens

Error while placing block switch in 'permit’' results in aux.
feedwater actuation. (87-018)

Failure to communicate allowed an open door creating a pressure
boundary breach. (87-034)

Errors result in loss of power to control rod moveable gripper
coils whi~h causes a reactor trip. (87-041)

Error leads to Hi-Hi S/G level resulting in feed isolation
signal. (87-042)

B. Radiological Controls

Inadvertent release of secondary liquid waste monitor tank
without prior sampling. (87-036)

Inadeguate control results in loss of licensed material.
(87-056)

C. Maintenance
Llogic cabinet cards overheated causing reactor trip. (87-017)

Containment purge isolationr due to signal spike on radiation
monitor. (87-019)

Reactor trip caused by loss of power to main turbine
electro-hydraulic control system. (87-022)

Reactor trip resulting from personne! error in not correctly
tightening instrument sensing lines. (87-027)

Potent’al transformer failure causes partial loss of offsite
power and reactor trip. (87-030)

Inoperable containment isolation valve due to incomplete
retesting following maintenance. (87-033)

High Voltage transmission line failure causes generator
trip/reactor trip. (87-037)

Accidenta) mispositioning of breaker switch causes inoperability
of one power operated relief valve. (87-039)




D.

E.

Omission of snubber from inspection procedure. (87-044)

Inadequate hydrostatic pressure tests due to procedural
inadequacy. (87-045)

Containment purge isolation caused by moisture induced corrosion
of an electrical connector. (87-054

Surveillance
TS violation caused by missed surveillance procedure. (87-014)

Shaft seal on containment air lock failed during testing causing
total leakage above allowable. (87-023)

Containment purge isolation due to gnrsonno1 error during
radiation monitor testing. (87-025

Late performance of spent fuel building vent tritium analysis.
(87-026)

Inoperable Class 1 batteries due to inadequate post-test review
of surveillance test. (87-028)

Required testing deleted from sur+eillance procedures. (87-029)

Failure to properly verify operability of fire pumps due to
procedural inadequacy. (87-038)

Nonconservative error in containment purge radiation monitoring
setpoint. (87-040)

Surveillance of power range low setpoint & P-8, P-9, and P-10
interlocks not performed properly. (87-043)

Containment isolation valve failed during testing causing total
path leakage to be above allowabie. (87-050)

Procedural deficiency causes two feedwater isolations & an an aux
feed actuation. (87-051)

Procedura)l inadequacy resulting in TS violation. (87-060)

Fire Protection

Four fire dampers not actuated due to drawing error. (87-013)
Failure to maintain fire watch as required by TS. (87-016)

Hourly fire watch performed late due to personnel
error/individual overlooked one impairment. (87-021)

ipciats (Al ae R



Spent fuel pool heat exchanger room doors not 3-hour fire rated.

(87-031)

Failure to fully understand the requirements causes TS violation

for hourly rather than continuous fire watches,

wired glass insert discovered in fire door causes loss of 3=hour

fire rating. (87-059

Emergency Preparedness
None

Security
Unauthorized vita)l area entry. (87-046)
Vital door unsecured. (87-047)
Security officer inattentive to duty. (87-055)
Qutages
Improper maintenance causes fatality. (87-048)
Low battery bus voltage. (87-049)

(87-057)

Quality Programs and Administrative Controls Affecting Quality

CRVIS caused by chlorine monitor spike. (87-012)

CRVIS caused by paper tape bunching up on chlorine monitor.

(87-015)

CRVIS caused by paper tape breaking on chlorine monitor.

(87-020)

FA-CRVIS caused by loss of power to chlorine monitor because of

faulty sample pump. (87-024)

CRVIS caused by paper tape breaking on chlorine monitor.

(87-032)

CRVIS - two events caused by malfunctions of the chlorine

monitors. (87-035)

Instrument termination splices installed which fail to meet

environmental qualification requirements. (87-052)

CRVIS caused by paper tape bunching up on chlorine monitor.

(87-0%3)



1S Violation, due to error in design document. (87-058)

Radiation monitor spike causes fue)l building ventilation
isolation. (88-001)

Probable transient in power supply for radiation monitor causes
containment purge isolation. (88-002)

CRVIS from chlorin: monitor spike. (88-003)
CRVIS from chlorine monitor spike. (88-005)



SALP MEETING SUMMARY

Date: July 20, 1988

Licensee: Wolf Creek Nuclear Operating Corporation (WCNOC)
Facility: Wolf Creek Generating Station (WCGS)

License: NPF-42

Docket: 50-482

SUBJECT: SALP MEETING AT WCGS

On July 20, 1988, the Regional Administrator, NRC Region IV, members of the
Region 1V staff, and NRR representatives met with representatives in an n
meeting at WCGS to discuss the SALP Board Report covering the period March 1,
1987, through March 31, 1988. The NRC material presented at the meeting and a
;is: oflcttcndocs are attached, The meeting was he'd at the request of NRC
egion 1V,

After opening remarks by the Regional Administrator, the Director, Division of
Reactor projects, presented each of the functional areas evaluated in the SALP
Board Report using Attachment 1 as an outline, The WCNOC Senfor Vice
President and other licensee representatives discussed planned actions to
improve performance and/cr respond to NRC recommendations in each of the SALP
categories,

Attachments:
1. NRC Material Presented at Meeting
2. Attendance List
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IMPROVE LICENSEE PERFORMANCE

PROVIDE A BASIS FOR ALLOCATION OF
NRC RESOURCES

IMPROVE NRC REGULATORY PROCTAM
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PLANT OPERATIONS

RADIOLOGICAL CONTROLS
MAINTENANCE
SURVETLLANCE

FIRE PROTECTION
EMERGENCY PREPAREDNESS
SECURITY

OUTAGES

QUALITY PROGRAMS AND
ADMINISTRATIVE CONTROLS
AFFECTING QUALITY

LICENSING ACTIVITIES

TRAINING AND QUALIFICATION
EFFECTIVENESS



EANCTIONAL AREA PERFORMANCE CATEGORY
CATEGORY 1

REDUCED NRC ATTENTION MAY BE APPROPRIATE, LICENSEE
MANAGEMENT ATTENTION AND INVOLVEMENT ARE AGGRESSIVE AND
ORIENTED TOWARD NUCLEAR SAFETY; LICENSEE RESOURCES ARE AMPLE
AND EFFECTIVELY USED SO THAT A HIGH LEVEL OF PERFORMANCE
WITH RESPECT TO OPERATIONAL SAFETY IS EEING ACHIEVED,




CATEGORY 2

NRC ATTENTION SHOULD BE MAINTAINED AT NORMAL LEVELS,
LICENSEE MANAGEMENT ATTENTION AND INVOLVEMENT ARE EVIDENT
AND ARE CONCERMNED WITH NUCLEAR SAFETY, LICENSEE RESOURCES
ARE ADEQUATE AND ARE REASONABLY EFFECTIVE SO THAT
SATISFACTORY PERFORMANCE WITH RESPECT TO OPERATIONAL SAFETY
IS BEING ACHIEVED,



CATEGORY 3

BOTH NRC AND LICENSEE ATTENTION SHOULD BE INCREASED, LICENSEE

MANAGEMENT ATTENTION OR INVOLVEMENT IS ACCEPTABLE AND CONSIDERS
NUCLEAR SAFETY, BUT WEAKNESSES ARE EVIDENT; LICENSEE RESOURCES

APFEAR TO EE STRAINED OR NOT EFFECTIVELY USED SO THAT MINIMALLY
SATISFACTORY PERFORMANCE WITH RESPECT TO OPERATIONAL SAFETY 1S

BEING ACHIEVED,
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8.

EVALUATION CRITERIA

MANAGEMENT INVOLVEMENT AND CONTROL IN ASSURING QUALITY

APPROACH TO RESOLUTION OF TECHNICAL ISSUES FROM A SAFETY
STANDPOINT

RESPONSIVENESS TO NRC INITIATIVES
ENFORCEMENT HISTORY

OPERATIONAL EVENTS (INCLUDING RESPONSE TO, ANALYSIS OF,
AND CORRECTIVE ACTIONS FOR)

STAFFING (INCLUDING MANAGEMENT)



STRENCTHS

FIRE PROTECTION AND SECURITY ARE STRONG AREAS

UCE OF PROCEDURES IN OPERATIONS WAS MUCH IMPROVED TOWARD THE
END OF PERICD

PERSONNEL RADIATION EXPOSURE HISTORY HAS BEEN BETTER
THAN THE NATIONAL AVERAGE FOR PWRs (LESS THAN 50% OF AVERAGE)

MAJOR MANAGEMENT CHANGES MADE IN THE MAINTENANCE AREA APPEAR
T0 EE POSITIVE



WEAQESYES

ACTUAL OVERALL DECLINE OR DECLINING TREND IN THE
PERFORMANCE FOR THE FOLLOWING FUNCTIONAL AREAS:

*  PLANT OPERATIONS

*  RADIOLOGICAL CONTROLS

* MAINTENANCE

*  LICENSING ACTIVITIES

*  TRAINING AND QUALIFICATION EFFECTIVENESS

MINIMALLY SATISFACTORY PERFORMANCE IN THE
AREAS OF QUALITY PROGRAMS AND QUTAGES

LACK OF EFFECTIVE COOPERATION AND CPORDINATION
BETWEEN THE PLANT OPERATIONS STAFF AND THE
VARIOUS TECHNICAL SUPPORT GROUPS

TRAINING IN ROOT CAUSE DETERMINATIONS



ELANT QPERATIONS
CATEGORY 2

THERE 1S CONTINUEL STRONG MANAGEMENT SUPPORT FOR
THE COLLEGE DEGREE PROGRAM FOR OPERATIONS PERSONNEL

USE OF PROCEDURES IN OPEFATIONS WAS MUCH [MPROVED
TOWARD THE END OF THE SALP FERIQD

OPERATIONS INTERFACE WITH OTHER DEPARTMENTS IS A
NOTED WEAKNESS

AT TIMES, OPCRATORS FAIL TO PAY ATTENTION TO DETAIL
BECOMENDED LICENSEE ACTION

LICENSEE MANAGEMENT SHOULD ENSURE THAT THERE IS AN

ADEQUATE AND PROMPT QUALITY ASSURANCE, NUCLEAR SAFETY

ENGINEERING, AND ENGINEERING INVOLVEMENT IN OPERATIONAL
EVENTS AND IN THE TECHNICAL RESOLUTION TD SAFETY ISSUES,



BADIOLQOICAL CONTROLS
CATEGORY 2

THE LICENSEE'S PERSONNEL RADIATION EXPOSURE MISTORY HAS BEEN BETTER
(LESS THAN ONE-HALF) THAN THE NATIONAL AVERAGE FOR PWRS

OVERALL PERFORMANCE INDICATED A DECREASE IN EFFECTIVENESS OVER THE
PREVIOUS ASSESSMENT PERIOD

INADEQUATE MANAGEMENT ATTENTION TO NRC CONCERNS 1S DEMONSTRATED BY
THE LACK OF RESOLUTION TO THE CONCERNS NOTED DURING THE PREVIOUS
ASSESSMENT PERICD:

*  LACK OF STEAM GENERATOR MOCK UP TRAINING

*  LACK OF HEALTH PHYSICS SUPERVISORY PERSONNEL PRESENCE IN
THE PLANT

FECOMENDED LICENSEE ACTION

HEALTH PHYSICS SUPERVISORY PERSONNEL SHOULD SPEND MDRE TIME IN THE
RADIOLOGICALLY CONTROLLED AREAS EVALUATING AND OBSERVING ONGOING
RADIATION PROTECTION WORK ACTIVITIES TO ENSURE COMPLIANCE WITH
STATION PROCEDURES.,

MANAGEMENT SHOULD TAKE ACTION TO PROVIDE TRAINING TO TECHNICIANS TO
ENHANCE  PROCEDURAL COMPLIANCE.



MAINTENANCE,
CATEGORY 2

TOWARD THE END OF THE SALP PERIOD, MAJOR MANAGEMENT CHANGES HAVE BEEN
IMPLEMENTED, AND APPEAR TO HAVE SIGNIFICANTLY STRENGTHENED THE
MAINTENANCE AREA

MANAGEMENT HAS SHOWN STRONG SUPPORT FOR THE MAINTENANCE PROGRAM, BUT
IMPLEMENTATION OF THIS PROGRAM WAS NOT ALWAYS ADEQUATELY CARRIED OUT

ESCALATED ENFORCEMENT ACTION REVEALED SIGNIFICANT PROBLEMS WITHIN THE
MAINTENANCE ORGANIZATION, INCLUDING:

*  WORKERS FAILING TO FOLLOW PROCEDURES

*  INADEQUATE PROCEDURES

*  INADEQUATE CONTROL OVER SPECIAL PROCESSES

*  OVERALL BREAKDOWN OF MANAGEMENT OVERSIGHT OF MAINTENANCE
ACTIVITIES DURING THE FALL REFUELING QUTAGE

BECOMENIED LICENSEE ACTION

THE LICENSEE SHOULD FOLLOW THROUGH AND ASSESS THE EFFECTIVENESS (F
THEIR CORRECTIVE ACTIONS, AND CONTINUE THE INCREASED EMPHASIS ON
PROCEDURAL COMPLIANCE .



SURVEILLANCE
CATEGORY 2

ADEQUATE PROGRAM EXISTS FOR SCHEDULING AND TRACKING OF SURVEILLANCE
ACTIVITIES

ENFORCEMENT AND REPORTING HISTORY INDICATE IMPROVEMENT OVER THE
PREVIOUS ASSESSMENT PERIOD, BUT REFEAT PROCEDURAL AND PERSONNEL
ERRORS INDICATE THAT ADDITIONAL MANAGEMENT INVOLVEMENT IS NEEDED

PROCEDURES IN SOME CASES DID NOT ADDRESS ALL TECHNICAL SPECIFICATION
SURVEILLANCE REQUIREMENTS

BECOMMENDED LICENSEE. ACTIONS

THE LICENSEE 1S ENCOURAGED TO PERFORM INDEPTH REVIEW OF THE TECHNICAL
SPECIFICATION SURVEILLANCE REQUIREMENTS AND ENSURE THAT THE
SURVE ILLANCE PROCEDURES ADDRESS THESE REQUIREMENTS,

ADDITIONAL MANAGEMENT INVOLVEMENT WITH SURVEILLANCE ACTIVITIES IS
ENCOURAGED



ELRE PROTECTION
CATEGORY 1

SIGNIFICANT [MPROVEMENT IN THE FIRE PROTECTION, PREVENTION PROGRAM
HAS BEEN ACCOMPLISHED
FIRE BRIGADE/WATCH TRAINING IS OUTSTANDING

CONTROL OF TRANSIENT COMBUSTIBLLS HAS BEEN EF 3

THERE MAS BEEN A SIGNIFICANT REDUCTION IN THE NUMBER OF MISSED FIRE
WATCHES

EECOMENOED LICENGEE ACTIONS

THE LTCENSEE SHOULD ASSURE THAT THE RECENT ORGANIZATIONAL CHANGES
THAT HAVE THE FIRE PROTECTION ENGINEER REPORTING TO A DIFFERENT
GROUP AND AT A LOWER LEVEL DOES NOT RESILT IN A REDUCTION OF
MANAGEMENT SUPPORT,



EMERGENCY PREPAREDNESS
CATEGORY 2

THE ANNUAL EMERGENCY RESPONSE EXERCISE WAS VIEWED BY THE EVALUATICH
TEAM AS GOOD

PERSONNEL NOTIFICATION METHOD AND PROCEDURE REQUIRES ADDITIONAL
IMPROVEMENT FOR CALL-OUT AND SHIFT AUGMENTATION RESPONSE TIMES

RECOMYENDED LICENSEE ACTION

THE LEVEL OF MANAGEMENT ATTENTION TU THE IMPLEMENTATION OF THE
EMERGENCY PREPAREDNESS PROGRAM SHOULD BE INCREASED TO ENSURE PROPER
RESPONSE TO NRC IDENTIFIED CONCERNS RELATING TO CALL-OUT DRILL
RESPONSE AND SHIFT AUGMENTATION RESPONSE TIME.

THE LICENSEE SHOULD EXPEDITE CORRECTION OF THE CALL-QUT DRILL
RESPONSE AND SHIFT AUGMENTATION CONCERN,

MANAGEMENT SHOULD REVIEW THE DISTRIBUTION OF ONSITE AND OFFSITE
EMERGENCY PROGRAM AREAS OF AUTHORITY AND RESPONSIBILITIES,



SECURITY
CATEGORY 1

POLICIES AND PROCEDURES ARE WELL STATED, APPROPRIATELY DISSEMINATED
AND UNDERSTANDABLE

A NEW SQUAD MANNING STRUCTURE HAS ALLOWED FOR TRAINING AND PRACTICE
IN SQUAD RESPONSE TACTICS

MINOR PROCEDURAL MISTAKES INDICATE A NEED TO ENHANCE THE SELECTION
PROCESS FOR TEMPORARY SECURITY PERSONNEL AND TO BE ™CRSISTENT IN
PROGRAMMATIC TRAINING

RECOMVYENDED LICENSEE ACTION

THE LICENSEE SHOULD CONTINUE TO PROBE THE CAUSATIVE FACTORS OF
SECURITY EVENTS FOR BROADER IMPLICATIONS AND ADJUST PROGRAMS,
TRAINING, DISCIPLINARY ACTIONS, MAINTENANCE, AND ENGINEERING
RESPONSES APPROPRIATELY,

THE ORGANIZATIONAL ADJUSTMENTS MADE IN THE QA AREA SHOULD BE CLOSELY
MONITORED TO ENSURE THAT THE HIGH QUALITY OF THE SECURITY OVERSIGHT
PROGRAM CONTINUES.,



QUTAGES
CATECORY 3

SIGNIFICANT WEAKNESSES WERE IDENTIFIED IN THE LICENSEE'S ABILITY TO
PLAN, MANAGE, AND MAINTAIN CONTROL OVER COMPLEX OUTAGE EVOLUTIONS
AND RESULTED IN ESCALATED ENFORCEMENT

THE LICENSEE'S INVESTIGATION OF OUTAGE-RELATED EVENTS INDICATED A
LESS THAN AGGRESSIVE APPROACH TO THE RESOLUTION OF TECHNICAL ISSUES

WEAKNESSES WERE IDENTIFIED IN PROCEDURAL COMPLIANCE

RECOMENDED LICENSEE ACTION

THE LICENSEE SHOULD ENSURE THAT LESSONS LEARNED FROM THE PREVIOUS
OUTAGES ARE IDENTIFIED AND REVIEWED FOR PROGRAM IMPROVEMENTS, THE
RESULTS OF THIS REVIEW SHOULD BE INCORPORATED INTO OUTAGE PLANNING
AND CONTROL.



A A Aa
AFFE 1Y

D ALY
LLING GUA

MANAGEMENT HAS NOT BEEN EFFECTIVE IN CONSISTENTLY ENSURING TIMELY
RESOLUTION OF IDENTIFIED SAFETY PROBLEMS

THE STAFFING IN THE ENGINEERING AREA IS GENERALLY ADEQUATE, BUT THERE
ARE WEAKNESSES IN EXPERIENCE AND TRAINING

THE LICENSEE'S ABILITY TO PERFORM ROOT CAUSE ANALYSIS AND IMPLEMENT
TIMELY AND APPROPRIATE CORRECTIVE ACTIONS WAS A NOTED WEAKNESS

CORPORATE MANAGEMENT OVERSIGHT OF PLANT ACTIVITIES DOES NOT ALWAYS
ENSURE ADEQUATE INVOLVEMENT OF THE QUALITY AND ENGINEERING
ORGANIZATIONS IN PLANT OPERATIONS

RECOMMENDED LICENSEE ACTION

INCREASED CORPORATE MANAGEMENT INVOLVEMENT IN SITE ACTIVITIES 1S
RECOMMENDED,

ADDITIONAL CORPORATE MANAGEMENT INVOLVEMENT IS NEEDED TO ENSURE THAT
PROPER ENGINEERING AND QUALITY ASSURANCE INVOLVEMENT IS MAINTAINED IN
ALL ACTIVITIES,



LICENSING ACTIVITIES
CATEGORY 2

THE LICENSEE'S REVIEWS WERE GENERALLY TIMELY, THOROUGH, AND
TECHNICALLY SOUND

THE QUALITY AND LEVEL OF DETAIL OF THE LICENSEE'S SAFETY EVALUATION
SUMMARIES SUBMITTED PURSUANT TO 10 CFR 50,59(B)(2) ARE NOT ALWAYS
FULLY ADEQUATE TO PERMIT THE SYAFF TO CONCLUDE THEIR ACCEPTABILITY

OCCASIONALLY, THE LICENSEE'S RESPONSES HAVE NOT BEEN ADEQUATE TO
PERMIT THE STAFF TO RESOLVE TECHNICAL ISSUES WITHOUT THE NEED FOR
ADDITIONAL INTERACTION WITH THE LICENSEE

RECOMMENDED L ICENSEE ACTION
THE LICENSEE SHOULD IMPROVE THE QUALITY OF THE SAFETY EVALUATION
SUMMARIES SUBMITTED PURSUANT TO 10 CFR 50,59,

THE LICENSEE SHOULD IMPROVE THE CONTENT OF LICENSING SUBMITTALS TO
PRECLUDE THE NEED FOR STAFF REQUESTS FOR ADDIVIONAL INFORMATION THAT
COULD HAVE BEEN FORESEEN BY THE LICENSEE,



TRAINING AND QUALIFICATION EFFECTIVENESS
CATEGORY 2

THE INITIAL TRAINING OF LICENSED OPERATORS AND THE TRAINING OF THE
NONLICENSED STAFF IS EFFECTIVELY CONTROLLED AND THE LICENSEE'S
PERFORMANCE IN LICENSING EXAMINATIONS HAS BEEN GOOD

TRAINING RECORDS WERE GENERALLY COMPLETE AND WELL MAINTAINED

THE AREA OF REQUALIFICATION TRAINING FOR LICENSED OPERATORS HAS
SUFFERED FROM AN APPARENT LACK OF MANAGEMENT OVERSIGHT AND
INATTENTION TO DETAIL ON THE PART OF THE TRAINING STAFF

BECOMMENDED LICENSEE ACTION
THE LICENSEE SHOULD FURTHER EMPHASIZE THE NEED FOR OVERSIGHT OF

OPERATOR REQUALIFICATION TRAINING AND THE NEED FOR THE TRAINING STAFF
TO BE MORE ATTENTIVE TO DETAILS IN THE PERFORMANCE OF THEIR ACTIVITIES,
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Martin
Callan
Milhoan
Chamberlain
Calvo
0'Connor
Bartlett
Skow
Boyer
Rhodes
Withers
Bailey
Wood
Houghton
Hagan

. McKinney

Chernoff
Parry
Maynard
Morrill
Moles
Holloway
Estes
Deddens, Jr.
Hackman
Fehr

. Freitag

Potter

. Sprout

Rathbun
Grimsley
Smith

. Pippin

Johnson
Williams
Dyer
Johnson
Kramer
Gashom
Ryan
Hays
Kemp in
Swartz
Wenske

ATTACHMENT 2

Affiliation

NRC - RIV
NRC - RIV
NRC - RIV
NRC - RIV
NRC - NRR
NRC - NRR
NRC - RIV
NRC - RIV
WCNOC
WCNCC
WCNOC
WCNGC
WCroc
WCNOC
KCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
WCNOC
Dan Glickman's Office
KGAE
KCPL
KEPCO
KEPCO
Wichita Eagle Beacon
Kansas City Star
Topeka Capitol - Journal
Kansas City Times



